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A rare cause of acute abdomen: Chylous ascites
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Chylous ascites, defined as a lipid-rich fluid accumulation in the peritoneal cavity, is a rare pathology of the lym-
phatic system and is a very rare cause of acute abdomen. It is generally associated with diseases such as cancer,
cirrhosis, inflammatory diseases, surgery, or trauma. In this study, we report a patient with chylous ascites, which
mimics acute appendicitis. Diagnosis and treatment procedures were discussed.
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INTRODUCTION

Chylous ascites is the accumulation of lipid-rich fluid in the peritoneal cavity and was first described
by Morton in 1691 (1). It usually occurs secondary to chronic disorders including lymphoma, vari-
ous cancers, liver cirrhosis, and infectious diseases such as tuberculosis. Traumatic injuries to the
lymphatic system are also found to be related to chylous ascites (2). Chylous ascites is responsible
for 0.5% of all acid-making pathologies and less than 1% of all malignant ascites (3). Clinical find-
ings are related to the ascites volume. Rapid accumulation of the fluid in the peritoneal cavity may
lead to acute abdomen, whereas the same volume is well tolerated by patients who have chronic
disorders.

CASE PRESENTATION

A 30-year-old male was admitted to the emergency department with abdominal pain, loss of ap-
petite, nausea, and vomiting for the last two days. He had acute onset pain that was primarily
felt at the epigastrium. There were no special features in his medical history. His overall health
condition was not affected, showing a temperature of 38.4°C, heart rate at 100 beats per minute,
and arterial pressure of 125/75 mm-Hg. On physical examination, bowel sounds were found to
be hypoactive, and rebound tenderness was observed on the right lower abdominal quadrant.
The rectal digital examination was unremarkable. The laboratory results showed only an elevated
white blood cell count [14x10%/L (normal range: 3.8x10°-10.0x10°¢/L)]. Abdominal ultrasonog-
raphy revealed an 8-mm diameter, blind-ending non-compressible intestinal segment with free
intra-abdominal fluid. As the findings were thought to be suspicious for acute appendicitis, the
patient was subsequently taken to the operating room. After the abdominal cavity was entered
through McBurney’s incision, approximately 600 cc of free “milky” fluid was discovered. The appen-
dix was in the normal location but was hyperemic and edematous. Therefore, appendectomy was
performed. Laparotomy was then performed for further evaluation, and an edematous area was
observed within the small bowel mesentery with enlarged lymphatic vessels. The abdominal cav-
ity was carefully inspected for associated pathologies, but there was no specific pathology related
to chylous ascites. After a peritoneal lavage with warm saline solution and the insertion of drains,
the midline incision was closed.

The patient’s recovery period was uneventful. He received nothing peroral for 5 days and then was grad-
ually given a full (fat-free) diet. During five-day period, he received intravenous antibiotics (ceftriaxone
1 g %2), total parenteral nutrition, and octreotide acetate (Sandostatin) injection 2x0.1 mg/sc. In the first
postoperative day, the maximum amount of chylous drainage (250 cc) was observed (Figure 1), and less
than 30 mL of serous fluid was detected on the second day. The laboratory investigation of the fluid from
the drains showed the levels of triglyceride to be as high as 541 mg/dL. The results of the serum and
drain fluid tests are shown in Table 1.

The drain was removed on the 5" day postoperatively, and he was discharged on the 7" day
postoperatively. No bacterial growth or atypical cytology was observed in the evaluation of the
acid fluid. The histopathological examination of the appendix showed acute edematous appen-
dicitis. Thoraco-abdominal computed tomography and lymphoscintigraphy were performed in
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Figure 1.The “chylous” fluid in the pelvic dréinage catheter

Table 1. Comparative laboratory analysis of the fluid and
the blood tests

Drainage Simultaneous
Parameters fluid serum assays
Triglycerides 541 mg/dL 32 mg/dL
Cholesterol 92 mg/dL 60 mg/dL
Density 1020 -
Microprotein 3721.7mg -
Microalbumin 33.2mg =

the postoperative period for elucidating the acid etiology.
No pathological findings were observed in these imaging
tests.

DISCUSSION

Acute chylous peritonitis results from a sudden outpour of
chyle into the peritoneal cavity (4). Chylous ascites can be
caused by many reasons such as peritoneal bacterial infec-
tions, parasitic diseases, tuberculosis, liver cirrhosis, malignant
tumors, surgery, blunt abdominal trauma, and congenital
defects of the lymphatic system (1, 5). In adults, cancer is the
most frequent cause of chylous ascites.

Chylous ascites also can spontaneously occur in some pa-
tients with no discernible etiologic factor. In medical litera-
ture, acute chylous peritonitis is most frequently diagnosed
in young adults mostly during surgery for acute appendi-
citis (6). Likewise, in this case, the preoperative diagnostic
tests were suspicious for acute appendicitis. In patients with
chylous ascites, the loculation of ascitic fluid is generally
observed in the right paracolic area; therefore, right lower
quadrant pain is the most prominent symptom. In medical
literature, we found five patients with spontaneous chylous
ascites that clinically mimic acute appendicitis. As in our
case, none of these patients had a significant reason for the
etiology of ascites (7, 8).

Diagnostic methods, including computed tomography, lym-
phangiography, and lymphoscintigraphy, are of great impor-
tance for the investigation of the etiology of chylous ascites.
With lymphoscintigraphy, lymph flow rate and peritoneal fis-
tulas can be evaluated (8). In our study, however, lymphoscin-
tigraphy was not useful to detect the leak, probably because
of low output chyle leak.

The treatment options of chylous peritonitis are based on the
underlying diseases. Surgery can be effective in both diagno-
sis and treatment. Laparoscopic exploration can be an alterna-
tive to open surgical techniques and may be beneficial for the
postoperative period (9). Drainage catheter placement next to
the probable source of the leakage observed is useful to exam-
ine the volume and efficacy of the treatment in the follow-up
period. A low-fat diet rich in medium-chain triglycerides for re-
ducing lymphatic flow is suggested to be effective in the treat-
ment. This type of diet would be more effective, especially if
the leakage is secondary to the intestinal lymphatic system.
Parenteral nutrition and octreotide treatment can substan-
tially reduce chylous ascites resulting in low lymphatic flow (7,
10, 11).

CONCLUSION

Chylous peritonitis is a very rare condition, which can cause
acute abdomen. A meticulous exploration should be per-
formed for elucidating the etiology. The choice of surgical
technique depends on the experience of the surgical team. In
the postoperative period, diagnostic tests may be helpful to
clarify the etiopathogenesis.
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