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Abstract

Chylous ascites is characterised by the accumulation 
of lymphatic fluid in the peritoneal cavity. It is a 
rare presentation of liver cirrhosis; it can be the 
initial presentation or can occur in the course of 
the disease. Although in developing countries the 
main causes were tuberculosis and filariasis, this 
is the case of chylous ascites due to non alcoholic 
liver cirrhosis. In the present case the chylous 
ascites was an incidental finding, and it was well 
responded to initial conservative management. 
With the next six months of follow up it was noted 
that the patient was in remission. This case showed 
that if there is no great suspicion of malignancy the 
invasive diagnostic investigations are not needed 
and treating the underlying condition is the crucial 
step in the management.
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Introduction

Chylous ascites (CA) is an uncommon form of 
peritoneal fluid characterized by free, triglyceride 
rich, milky intestinal lymph in the peritoneal 
cavity. It can occur in paediatric as well as in 
adult population (1). In adults the causes of CA 
can be divided as traumatic and atraumatic. 
Common causes of traumatic CA include post-
surgical, radiotherapy, blunt and penetrating 

abdominal trauma (1). Lymphatic anomalies, 
malignancy (25%), mycobacterium infections, 
liver cirrhosis, filariasis, inflammatory causes 
such as pancreatitis, retroperitoneal fibrosis and 
systemic lupus erythematosus are leading causes of 
atraumatic CA (1, 2). Although the real incidence of 
CA is not clearly understood, the reported incidence 
of it is approximately 1 in 20,000 admissions at a 
large university-based hospital over 20-year period 
(3). CA due to liver cirrhosis accounts for 0.5% to 
1.0% (4, 5). 

Here we present the first report of chylous ascites 
from Sri Lanka, where the CA was an incidental 
finding in a patient and  diagnosed as having 
nonalcoholic liver cell disease on further evaluation.

Case report

A 66-year-old male, known to have type 2 diabetes 
mellitus, hypertension and coronary artery disease 
for ten years; presented with a history of right side 
painless scrotal swelling over three weeks duration. 
He had abdominal bloating over the same period, 
but he didn’t have weight loss, fever, abdominal 
pain, constipation, haematemesis, ankle oedema 
or altered sleep pattern. He was a non-smoker 
and non-alcoholic. He underwent coronary artery 
bypass graft five years back and otherwise leading 
a healthy life. 

On clinical examination he was afebrile; not pale 
or icteric; no ankle oedema and had a normal 
sensorium. He was averagely built; his vital 
clinical parameters were stable. Cardiovascular, 
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respiratory and neurological examinations were 
unremarkable. Abdominal examination revealed 
distended abdomen, gross ascites with fluid thrill 
and right sided hydrocele. No organomegaly was 
appreciated. 

Baseline investigations including liver biochemistry 
were normal, summarized in table 1. 

Table. 1. Baseline investigation of the patient

Investigations Results Ref. Range

White blood cells /mm3 9150 4000-100000

Neutrophils (%) 69.0 40- 80

Lymphocytes (%) 28.0 20- 40

Haemoglobin (g/dL) 13.3 12- 16

Mean corpuscular volume 
(fL)

94.2 80-100

Platelets /mm3 246000 (150- 
410)×103

Erythrocyte sediment rate 
(mm/1st hour)

17 10-15

C-Reactive protein
(mg/L)

2.2 0-3

Fasting blood sugar (mg/
dL)

110 80- 130

Alanin transaminase 
(U/L)

52 16- 63

Aspartate transaminase 
(U/L)

42 15- 37

Alkaline phosphatase 
(IU/L)

74 44- 147

Total Bilirubin (µmol/L) 6.8 0- 17.1

Total protein (g/L) 75 64- 82

Albumin (g/L) 34 34- 50

Blood urea (mmol/L) 4.3 2.5- 6.4

PT/INR 13s/1.08 10-13s/ 0.8-
1.2

APTT 34s 24- 36s

Ultrasonography of the abdomen confirmed the 
presence of gross ascites with coarse echoic pattern 
of the liver favoring a chronic liver cell disease; 
portal vein and spleen were normal, and right side 
hydrocele was noted. Abdominal paracentesis was 
done, and four liters of milky white ascitic fluid was 
drained (figure.1).

Figure. 1. Milky white chylous ascitic fluid 
obtained from the abdominal paracentesis

On subjecting the fluid for the analysis, it showed 
the following results. (Table 2) Ascitic fluid 
analysis confirmed that was chylous ascites. 
Further investigations were done to exclude the 
other common causes of chylous ascites. Prostate 
specific antigen, cancer antigen 19-9, alfa-foeto-
protein, anti nuclear antibody, filarial antigen, 
Hepatitis B surface antigen, Hepatitis C Antibodies 
and retroviral screening were negative. Contrast 
enhanced computer tomography (CT) of chest, 
abdomen and pelvis revealed presence of moderate 
ascites and features of chronic liver cell disease. 

Table. 2. Analysis of the ascitic fluid.

Component Results 
PH 7
Protein (g/L) 46.5
Glucose (mmol/L) 9.8
Total cholesterol (mmol/L) 2.4
Triglycerides (mmol/L) 20.82
Ascitic fluid Lactic dehydroge-
nase (U/L)

112

Ascitic fluid amylase (U/L) 32
Adenosine deaminase (U/L) 10
Serum Ascites albumin gradi-
ent(SAAG)

1.5g/ dL

Cell count White blood cells 2-3

Red blood cells  10
Bacterial  culture Negative
Gram stain Negative 
Acid fast bacilli Negative
Mycobacterium tuberculosis PCR Negative 
Tuberculosis culture Negative 
Malignant cells Negative

 PCR- polymerase chain reaction.
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He was managed with therapeutic paracentesis 
with albumin supplementation and advised to 
adhere to a low-fat diet. With that his symptoms 
were improved, and scrotal swelling was reduced. 
However, three months later he again presented 
with chylous ascites and three liters of fluid was 
removed. Since then, he did not develop ascites 
during the six months of follow up. He was referred 
to a gastro-enterology team with regular monitoring 
of liver functions to see the progression of liver 
disease and to monitor for a relapse of chylous 
ascites.

Discussion

The underlying pathophysiology of CA in liver 
cirrhosis is due to rupture of serosal lymphatic 
channels which are dilated because of excessive 
lymph flow secondary to elevated portal pressure 
(4). 

The presenting features in the CA was systematically 
reviewed and showed that the most common 
symptoms were massive abdominal distension 
(81%) followed by pain (15%). CA was an incidental 
finding in 3%, in that three cases were identified 
during the groin hernia repair (2). However, in this 
case the presenting complaint was scrotal swelling 
and the chylous ascites was an incidental finding 
which consequently ended up in the diagnosis of 
liver cirrhosis. 

The gold standard investigation for chylous ascites 
is paracentesis with ascitic fluid analysis, and 
confirming the ascitic fluid triglyceride level above 
200 mg/dL. Other characteristics are cell count 
above 500 (lymphocytic predominance), total 
protein between 2.5 and 7.0 g/dL, SAAG above 1.1 
g/dL, cholesterol ascites/serum ratio < 1 and LDH 
between 110 and 200 IU/L (4). A SAAG above 1.1 
g/dL indicates that the CA is secondary to cirrhosis 
and values below that rules out portal hypertension 
and suggests other causes (5). In this case the 
ascitic fluid triglyceride level was 805.1mg/ dL 

and liver cirrhosis was confirmed and the other 
possible causes were excluded. CT Abdomen is 
useful in  identifying pathological intra-abdominal 
lymphnodes and masses. Lymphangiography 
and lymphoscintigraphy are useful in detecting 
abnormal retroperitoneal lymphnodes, leakage, 
fistulization and patency of lymphatic ducts (1, 4). 

The main stay of the management of CA is treating 
the underlying condition. Other postulated treatment 
options are dietary modification, therapeutic 
paracentesis, pharmacological management and 
surgical interventions (5). A high-protein and 
low-fat diet with medium-chain triglycerides is 
recommended to reduce the formation of the lymph 
(5). Medical management with orlistat showed 
to reduce the triglyceride concentration (1, 4, 5).
Somatostatin and octreotide had been successfully 
used as well (4, 5).

In symptomatic patients therapeutic paracentesis 
will alleviate the symptoms. In patients with 
cirrhosis related CA, if it is refractory to treatment 
despite of normal liver function, transjugular 
intrahepatic portosystemic shunt (TIPS) could be 
considered to help reduce portal pressures (4). Here 
CA was managed with therapeutic paracentesis and 
dietary modification. 

In general, the prognosis of non-surgical cases 
of CA is poorer than that of surgical ones. In the 
settings of CA due to cirrhosis, the degree of 
the liver disease is the most influential factor in 
determining the prognosis. 

In conclusion, although chylous ascites is a 
relatively uncommon disorder, diagnosis can be 
readily made with simple tests. In the settings of 
liver cirrhosis, if malignancy considered unlikely, 
unnecessary invasive diagnostic procedures can 
be deferred. Treating the underlying condition 
is the main stay of the management and initial 
conservative approach with dietary modification 
and therapeutic paracentesis showed clinical 
improvement in chylous ascites related to liver 
cirrhosis.
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Consent for publication

Written informed consent was obtained from the 
patient. 
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