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ABSTRACT
Injury of the lymphatic trunk during abdominal aortic surgery causes leakage of chyle into the peritoneum, resulting in chylous
ascites. A 53-year male, who underwent aortobifemoral bypass surgery for Leriche syndrome in our clinic, presented to the
Emergency Department two months postoperatively, with complaints of abdominal discomfort, reduced appetite and weight
loss. Computed tomography imaging and ultrasound of the abdomen revealed a retroperitoneal ﬂuid collection. The patient was
admitted and treated with percutaneous drainage of the chylous ascites, total parenteral nutrition (TPN) of a low fatty diet
containing medium-chain triglycerides (MCT), and intravenous antibiotics. He was discharged after three weeks of treatment.
This case report is an example of a rare complication that may occur after abdominal aortic surgery; and enables us to review
treatment options for the management of chylous ascites.
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INTRODUCTION
The cisterna chyli can be injured during abdominal aortic surgery
due to its close proximity to the abdominal aorta. Injury to this
lymphatic sac causes leakage of chyle into the peritoneal cavity.
Chyloperitoneum may present with various symptoms depending
on the severity of the leakage. The most common symptoms are
abdominal distension, dyspnea, weight loss and abdominal pain.
In the literature to date, there are approximately 40 reports of
patients who developed chylous ascites following aortic surgery.1
Chylous ascites, as a complication following abdominal aortic
surgery, has a mortality rate of 11-18%2; and treatment can be
very challenging. Here, we report a case of a 53-year male developing chylous ascites following aortobifemoral bypass surgery;
and discuss the treatment options.

CASE REPORT
A 53-year male underwent aortobifemoral bypass surgery for
Leriche syndrome. On initial investigation, computed tomography angiography (CTA) revealed distal occlusion of the abdominal aorta, including the common iliac arteries and the internal iliac
arteries.
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He had a history of hypertension, and was a heavy smoker.
Conventional aortobifemoral bypass operation was performed.
Following median laparatomy, the infrarenal aorta was clamped
from 2-3 cm distal to the renal artery. The proximal anastomosis
and the distal anastomoses were performed using a Dacron®
graft in an end-to-side manner. There were neither any diﬃculties nor chylous leakage observed intraoperatively. The patient
made an uneventful recovery and was discharged ﬁve days postoperatively. Two months postoperatively, the patient presented
to the Emergency Department with complaints of abdominal
discomfort, vomiting, reduced
appetite and weight loss of six kgs. CT and abdominal ultrasonography (USG) imaging revealed a retroperitoneal ﬂuid collection
(5 x 6 cm) infrarenally around the superior mesenteric vein
(SMV). The imaging of the ﬂuid collection was reported as
containing features compatible with an abscess that constricted
the SMV (Figure 1). Routine blood tests revealed a white cell
count within the normal range (10.10 ×103/uL). The C-reactive
protein (CRP) level was 120 mg/L. The patient was hospitalised
and piperacilin/tazobactam antibiotic therapy was started after
blood cultures were taken. A catheter was placed where the
chylous leakage had collected by an interventional radiologist
and left in situ to aid the outward ﬂow of chyle (Figure 2). Oral
intake was stopped and total parenteral nutrition (TPN) therapy
commenced. On the ﬁrst day, 1,150 ml of milky and odourless
chylous ﬂuid was drained. A sample of the ﬂuid was taken for
culture and biochemical analysis. Chemical analysis of the chyle
showed a total protein level of 15,400 mg/L and an albumin level
of 2 mg/L. Concurrent blood samples were taken for culture and
biochemical analysis. The concentration of triglyceride was 369
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mg/dl in the chylous ﬂuid compared to 160 mg/dl in the blood.
Culture of the chylous ﬂuid revealed E. Coli sensitive to
ertapenem. A diagnosis of infected chylous ascites was made
and a continued treatment plan of antibiotics, 10 days of total
parenteral hyperalimentation with no oral intake, and percutaneous drainage was decided upon. Follow-up CRP, and total
protein and albumin levels were within the normal limits. The
patient underwent a series of abdominal USG studies during the
course of treatment. Once, the imaging revealed minimal
remnants of the abscess with no accumulation of further abscess
material, and the drain was removed. The patient was
discharged three weeks after hospitalisation. A CT scan
performed three months postoperatively, which showed no
retroperitoneal collection.

Figure 1: Retroperitoneal ﬂuid collection (5 × 6 cm) was detected by
computed tomography and abdominal ultrasound anteriorly at the
infrarenal level around the superior mesenteric vein (SMV).

Figure 2: Catheter was placed in the area where chileous leakage was
collected and left to ﬂow continuously.

DISCUSSION
Chylous ascites is a serious complication of abdominal aortic
surgery. Emergency surgery, such as ruptured abdominal
aortic aneurysm and inﬂammatory aortic aneurysm surgery,
have a higher risk of chylous complications.3,4 Injury to the
cisterna chyli during surgical exploration may cause leakage of
chylous ﬂuid into the peritoneum and result in chyloperitoneum. Possibility of this complication should be kept in mind
and the lymphatic ducts should be guarded during surgery.
However, intraoperative visualisation of the lymphatic ducts
may be diﬃcult. Mortality rates of chylous complications due to
abdominal aortic aneurysm surgery can be as high as 17%.5
Other surgical procedures that may cause chylous ascites are
gastrectomy, nephrectomy, Wilm’s tumor removal, duodenectomy and gynecological malignancy surgeries.6
850

The diagnosis of chylous ascites may be diﬃcult because of its
vague, non-speciﬁc symptoms. Chylous ascites develops within
7
three to four weeks, following abdominal aortic surgery. The
7
diagnosis is made using CT, USG and paracentesis. Paracen5
tesis is the most sensitive diagnostic investigation. The paracentesis ﬂuid material in most of the cases is characteristically
milky. Chylous leakage has a sterile, odourless, milky apperance and possesses a triglyceride level greater than 200 mg/dL,
1,5
as was the case in this patient. The leakage of chylous material, loss of chylomicrons and leucocytes can cause multiple
complications such as malnourishment, weight loss and
immune deﬁciency. As a result, the patient in this case
presented with complaints of reduced appetite, vomiting and
excessive weight loss (6 kg).
The treatment of chylous ascites is quite challenging. The treatment aims to reduce lymphatic ﬂow, so that lymphatic vessels
have time to heal. Initial treatment should be conservative. The
treatment consists of TPN or a low fat diet with MCT, somatostatin analogues and percutaneous drainage. TPN plays a signiﬁcant role in reducing lymphatic leakage.8 MCTs can directly
enter the portal circulation. A special MCT diet for decreasing
bowel fat absorption is an essential component of lymphatic
leakage treatment.3 Somatostatin analogues inhibit lymphatic
ﬂow and decrease intestinal blood ﬂow.8 In this case, the combination of TPN and an MCT diet was preferred.
The surgical treatment option for chylous ascites should only be
preferred if 4-6 weeks of conservative treatment fails or if the
patient is elderly or an infant. This is because an untreated
chylous leakage can be intolerable in these age groups.5
Lymphangiography should be done prior to surgery to identify
potential major chylous leakage. The defect is then repaired
laparoscopically with direct suture ligation or ﬁbrin glue. If surgical treatment is not eﬀective, a peritoneal-venous shunt or revision laparatomy can be used as the ﬁnal line of treatment. In this
case, conservative rather than surgical treatment was
preferred due to the patient’s age. Surgical treatment would
have been considered, if the lympathic leakage had continued,
thus worsening the patient’s symptoms.
Chylous ascites is a rare complication of surgery. Nevertheless,
it is essential to make a prompt, accurate diagnosis and to adopt
a multidiciplinary approach to treatment, including input from
surgeons, infectious diseases specialists, nutritionists and interventional radiologists. Early diagnosis may decrease high
mortality rates. We believe that a systematic approach to treatment, starting with conservative treatment and a multidisciplinary approach is essential when treating these patients.
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