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Case Report

Chylous Ascites Associated with Small Bowel Volvulus: Case 
Report on a Laparoscopic Diagnosis
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Abstract
This case describes a rare clinical situation of chylous ascites due to lymphatic obstruction in the setting of small bowel volvulus. 
A 32-year-old man presented with acute onset abdominal pain in the preceding 3 hours, associated with nausea and vomiting. 
He underwent a computed tomography (CT) scan which was concerning for an internal hernia involving the small bowel. On 
subsequent laparoscopy, milky fluid suggestive of chyle was found within the pelvis, along with a torted segment of the small 
bowel. The bowel was gently reduced with ease using atraumatic laparoscopic graspers. On closer examination, the mesenteric 
border of the torted small bowel had a white edge suggestive of lymphatic build-up. This case report highlights the pertinent 
clinical features associated with this clinical scenario, important for the laparoscopic gastrointestinal surgeon. 
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Introduction
The presence of chyle within the peritoneal cavity is an 
uncommon finding and surgeons need to be aware of 
the potential differential diagnoses to properly evaluate 
the abdomen. We present a rare cause of chylous ascites 
due to lymphatic obstruction seen with a small intestine 
volvulus, which thus far has only been described in a 
handful of case reports. 

Case Report
A 32-year-old man presented to our Emergency 
Department with acute onset abdominal pain over the 
preceding 3 hours. This was associated with nausea and 
vomiting. His last bowel motion was earlier in the day and 
he was still passing wind. He had no history of abdominal 
surgery and was not on any regular medications. He was a 
daily cannabis and cigarette smoker. On examination, his 
vital signs were within normal ranges and he was afebrile. 
He was tender in the upper abdominal region but was soft 
without any peritoneal features. His white cell count was 
elevated at 13.8 × 109/L and a lactate of 2.5 mmoL/L. A 
computed tomography (CT) scan was performed, which 
suggested an internal hernia involving the small intestine. 

The patient was taken urgently for diagnostic 
laparoscopy. A 10 mm vertical umbilical incision was 
made for safe insertion of the laparoscope, followed 
by 5 mm incisions made in the left lower quadrant and 
suprapubic. On the introduction of the laparoscopy, milky 
white fluid was observed sitting in the pelvis, suggestive of 
chyle (Figure 1). This was aspirated and sent for analysis. 
This white fluid was also noted sitting between loops 

of the small intestine throughout the peritoneal cavity. 
Assessment of the small intestine revealed a segment of 
the ileum torted as a volvulus, rather than the presence 
of an internal hernia. This was easily reduced using 
gentle traction with atraumatic laparoscopic graspers. 
Although the small intestine appeared a little dusky, it 
improved on colour on detorsion and displayed peristaltic 
behaviour. On closer examination of the small intestine, 
the mesenteric border had a white appearance suggesting 
lymph congestion (Figure 2). The rest of the diagnostic 
laparoscopy was unremarkable. The peritoneal cavity was 
extensively lavaged until the return fluid was clear.

The patient was well the following day, tolerating a 
normal diet and was discharged from the hospital on the 
second postoperative day. Analysis of the peritoneal fluid 
revealed a high triglyceride level of 360 mg/dL. His follow-
up one month later revealed no ongoing issue and he had 
recovered well from his operation. 

Discussion
Chylous ascites are an uncommon finding on laparoscopy, 
but when present, the surgeon needs to be aware of 
the potential pathologies associated with it. Chyle is 
confirmed when the triglyceride level of the abdominal 
fluid is greater than 200 mg/dL.1,2 Important differentials 
to consider of yellow-white fluid within the peritoneal 
cavity include pseudochyle which describes fluid which is 
milky due to admixture with pus; and chyliform ascites 
which describes lecithin-rich peritoneal fluid due to fatty 
degeneration of cells.3 

The mechanisms leading to chylous ascites are due to 
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disruption of lymphatic channels, either due to2-4: 
1. Direct injury to the thoracic duct and/or other 

lymphatic channels. This can be either be as a 
complication of other abdominal surgery, or a 
traumatic abdominal injury.

2. Obstruction of lymphatic channels. This occurs in 
the setting of malignancy, especially with lymphoma, 
or volvulus of the intestinal mesentery.

3. Infection; the most common being peritoneal 
tuberculosis or filariasis.

4. Congenital lymphatic abnormalities. 
5. Cirrhosis, which leads to increased production of 

hepatic lymph.
Importantly, the surgeon must be aware that chylous 

ascites represent the presence of an underlying disease, 
rather than a condition of its own, and the management 
priorities need to be focussed on determining and treating 
this underlying aetiology. 

Small bowel volvulus has been described in a number of 
case reports as a cause of chylous ascites.5-8 The torsion on 
the small bowel mesentery closes off lymphatic channels, 
increasing the pressure of lymph within these channels. 

This may either cause exudation of lymph or rupture of 
small lymphatic channels. However, chylous ascites are 
only rarely observed with small bowel volvulus, suggesting 
that some individuals may have an inherent weakness 
in their lymphatic channels leading to the formation of 
chylous ascites.9 
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Figure 1. Laparoscopic view looking into the pelvis, with sigmoid colon on 
left side of the image. Chyle is observed sitting within the pelvic cavity.

Figure 2. Small bowel segment with white haze along the mesenteric border, 
representing lymphatic congestion.
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