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Refractory Chylous Ascites with Chylothorax and 
an Umbilical Hernia in a Patient Ineligible for a 
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 Patient: Female, 21-year-old
 Final Diagnosis: Chylous ascites
 Symptoms: Pitting edema • shortness of breath
 Medication: —
 Clinical Procedure: Paracentesis • thoracentesis
 Specialty: Gastroenterology and Hepatology • General and Internal Medicine • Palliative Medicine

 Objective: Rare disease
 Background: Chylous ascites is a rare condition, which is defined by accumulation of a milky fluid due to high triglyceride 

levels. It is most commonly secondary to malignancy, liver cirrhosis, infection, and tuberculosis.
 Case Report: A 21-year-old woman from rural Indonesia, came to the hospital with chronic dyspnea and a history of repeat-

ed paracentesis. Six years ago, she was diagnosed with chronic hepatitis B. For the past 2 years, she had com-
plaints of progressive dyspnea and increased abdominal swelling. On examination, there was dullness on chest 
percussion and decreased breath sounds. Shifting dullness was positive on abdominal examination. Paracentesis 
and thoracentesis were performed and showed high triglyceride levels. She underwent an abdominal comput-
ed tomography scan and was diagnosed with liver cirrhosis, complicated with chylous ascites and chylothorax. 
Repeated paracentesis was performed as a therapeutic approach; she had strict diet guidelines, and was pre-
scribed octreotide, furosemide, spironolactone, and albumin. Despite this treatment, two years later, she de-
veloped an umbilical hernia complicated with ulceration. Hernia repair was not possible due to her comorbid-
ities. She was indicated for a transjugular intrahepatic portosystemic shunt (TIPS) for the refractory chylous 
ascites. However, this could not be performed as the patient could not afford this expensive procedure, which 
was not covered by insurance.

 Conclusions: Management of refractory chylous ascites is challenging, especially in underdeveloped countries due to socio-
economic problems and limited health care facilities. Although TIPS is indicated in refractory chylous ascites, 
repeated paracentesis can be useful as an alternative method.
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Background

Chylous ascites is characterized by the accumulation of milky 
lymphatic fluid within the peritoneal cavity. The diagnosis is 
confirmed by triglyceride levels of >200 mg/dL [1]. The inci-
dence of chylous ascites was reported to be 1 in 20,000 hos-
pital admissions and this number could increase due to the 
increased survival rates of patients with chronic liver disease 
or malignancies[2]. Development of chylous ascites is seen 
in 0.5% of cirrhosis cases [3]. Treatment for chylous ascites 
is currently focused on managing the etiologies, dietary ad-
justment, and pharmacological interventions, such as orlistat, 
somatostatin, octreotide, and etilefrine [1]. Definitive therapies, 
such as transjugular intrahepatic portosystemic shunt (TIPS) 
and liver transplants are preserved for refractory cases or in 
cases contraindicated for pharmacological therapy. Here, we 
report the role of palliative therapy with a strict diet, pharma-
cological interventions, and repeated therapeutic paracente-
sis in a case of refractory chylous ascites and chylothorax in 
a patient with cirrhosis.

Case Report

A 21-year-old woman from rural Indonesia presented at 
the hospital with chronic dyspnea and a history of repeat-
ed paracentesis.

Her chief complaint was dyspnea for the past 2 years. She had 
history of a hepatitis B infection diagnosed 6 years prior. Four 
years after the initial diagnosis, her condition was complicat-
ed by progression to decompensated liver cirrhosis stage 3. 
During the current visit, the patient complained of progres-
sive dyspnea that occurred throughout the day. It was more 
prominent while sleeping and therefore, she needed 3 pillows 
to relieve the dyspnea. Her symptoms were also exacerbated 
by simple activity, such as walking 200 meters. She had ab-
dominal swelling, which appeared first, followed by the devel-
opment of edema in her lower extremities. Her past medical 
history included pulmonary tuberculosis, successfully treated 
with antituberculosis treatment. The patient had no history of 
previous surgery. There was no family history of similar illness.

On physical examination, the patient appeared weak and ca-
chectic. There was an increase in jugular venous pressure. On 
chest examination, there were decreased breath sounds ac-
companied by dullness on percussion over the lung field up to 
the second intercostal space. The patient’s abdomen was dis-
tended with positive shifting dullness. Her lower extremities 
had pitting edema. Other physical findings were unremarkable.

A chest X-ray was performed because of her dyspnea and ab-
normal chest examination findings. The results showed bilateral 

effusion up to the fourth and fifth intercostal spaces. Contrast 
chest and abdominal computed tomography (CT) scans were 
performed for confirmation of the effusion. The chest CT scans 
showed massive pleural effusion on the left lung with com-
pressive atelectasis on the lower lobe. There was infiltration 
in the upper right lobe, and the mediastinum was pushed to 
the right side. Liver cirrhosis was seen on the abdominal CT 
scan. It was complicated by esophageal varices, splenomegaly, 
massive ascites, and bilateral portal vein occlusion with dila-
tion of the major portal vein, splenic vein, and coronary vein. 
There was no sign of a space-occupying lesion or hepatoma. 
Echocardiography was performed and showed no abnormalities.

Paracentesis and thoracentesis were performed and the flu-
ids analyzed for the first time. Fluid analysis from the para-
centesis showed a white cloudy liquid with triglyceride lev-
els of 954 mg/dL, a lactic acid dehydrogenase (LDH) ratio of 
0.17, and protein ratio of 0.19. Pleural fluid from the thora-
centesis appeared brown and cloudy, with triglyceride levels 
of 1130 mg/dL, an LDH ratio of 0.52, and a protein ratio of 
0.27. Both fluids were transudative. Cytology from the fluids 
showed no signs of malignancy. HBsAg was positive-reactive 
and the aspartate transaminase (AST) and alanine transami-
nase (ALT) levels were within normal limits.

She was then admitted to the ward with a diagnosis of con-
comitant chylous ascites and chylothorax. She was admin-
istered octreotide (2×100 mcg/per day), albumin, and para-
centesis was managed with a chest tube placement. After 
improvement of the dyspnea, furosemide (3×40 mg) and spi-
ronolactone (2×100 mg) were prescribed and she was dis-
charged from hospital after 4 days.

Within a year, despite her adherence to medications and diet, 
she complained of several episodes of exacerbated dyspnea. 
Therefore, she was managed with therapeutic paracentesis 
and a chest tube. At the one year follow-up, thoracentesis was 
performed, despite her exacerbating symptoms of shortness 
of breath (Figure 1). The result yielded 600 cc of red-colored 
fluid with 89% mononuclear cells and a positive Rivalta test, 
which indicated exudative fluid.

Two years later, her dyspnea had progressively worsened, and 
she was admitted again to the hospital. She was managed con-
servatively with medications and repeated therapeutic para-
centesis, and after some improvement, she was discharged 
after 4 days. In addition, her umbilicus enlarged within 2 
weeks of her last hospital discharge, and there was a yellow-
ish-white fluid oozing out from the ulcerated umbilicus. After 
consultation with the general surgeon, the patient was diag-
nosed with an umbilical hernia and scheduled for elective her-
nia repair. This was delayed because of her comorbidities. At 
the time of admission, paracentesis and thoracentesis were 

Fatah A. et al.: 
Chylous ascites with chylothorax and umbilical hernia patient ineligible for TIPS

© Am J Case Rep, 2020; 21: e925026

e925026-2 Indexed in: [PMC] [PubMed] [Emerging Sources Citation Index (ESCI)]
[Web of Science by Clarivate]

This work is licensed under Creative Common Attribution-
NonCommercial-NoDerivatives 4.0 International (CC BY-NC-ND 4.0)



performed. Paracentesis showed triglyceride levels decreased 
to 100 mg/dL, an LDH ratio 0.17, and protein ratio of 0.16. 
Thoracentesis showed an LDH ratio of 2.02 and protein ratio 
of 0.58. The Ziehl-Neelsen test was performed to rule out tu-
berculosis as the cause of the exudative fluid and the result 
was negative. She was managed once again with the place-
ment of a chest tube, therapeutic paracentesis, octreotide, 
and albumin. She was discharged once more with the same 
prescribed dose of furosemide and spironolactone as before.

Six months after the initial development of the umbilical 
hernia, there was an improvement in the ulceration and de-
crease in size of the hernia (Figure 2). Although there was an 
improvement in her ascites, edema and umbilical hernia, she 
still had dyspnea recur throughout the day, exacerbated by 
simple activities.

The patient gave verbal consent only for publication of this 
case report in a scientific journal and publication of photo-
graphs in the scientific journal without revealing her identity. 
The hospital’s institutional review board approved publica-
tion of this case report in a scientific journal without reveal-
ing the patient’s identity.

Discussion

Chylous ascites is diagnosed by gross examination and pres-
ence of high levels of triglycerides in the fluid from the paracen-
tesis. Establishing the etiology is important as chylous ascites 
is mainly secondary to other conditions. In developed coun-
tries, chylous ascites is most commonly caused by malignancy 

and cirrhosis; while other etiologies are infection, trauma, and 
iatrogenic causes [1,4]. In this patient, cirrhosis was a possi-
ble cause of the chylous ascites, while malignancy and infec-
tion were ruled out as secondary causes. Chylous ascites is a 
rare condition and presents as a secondary to chronic disor-
ders with liver cirrhosis as a causal factor in 0.5% cases [3–5].

Chylothorax is characterized by the accumulation of lymphatic 
fluid in pleural space. It can be caused by nontraumatic con-
ditions, such as lung cancer, infection, and obstruction or by 
a traumatic event [6]. While chylothorax can appear as a sin-
gle condition, it can be associated with chylous ascites [7]. 
It is mainly caused by extravasation of ascitic fluid from chy-
lous ascites to the pleural space via a microscopic defect in 
the diaphragm [7].

Diagnosis of chylous ascites in this patient was confirmed by 
the presence of high triglycerides (954 mg/dL) and the char-
acteristic appearance from the paracentesis. The development 
of chylous ascites was mainly secondary to cirrhosis based on 
the CT scan findings. Cirrhosis contributes to an increase in 
portal pressure, leading to excessive hepatic and gastrointes-
tinal lymphatic flow [2]. This patient presented with dyspnea 
as the chief complaint due to an increase in intra-abdominal 
pressure because of the accumulation of ascitic fluid [1]. In ad-
dition to the dyspnea, the patient also presented with classic 
findings of liver cirrhosis, such as ascites, abdominal swelling, 
and edema of the lower extremities. Other etiologies, such as 
malignancy, tumor, and tuberculosis infection were ruled out 
based on the abdominal CT scan, cytology of the paracentesis 
fluid, and culture of the fluid. This patient had a positive Hbs-
Ag corresponding to an active hepatitis B infection, which ex-
plains the development of liver cirrhosis in this patient.

Figure 2.  Follow-up 6 months after diagnosis of the umbilical 
hernia showed an improvement in ulceration on the 
hernia with no discharge.

Figure 1.  Chest X-ray at the one-year follow-up showed bilateral 
pleural effusion.
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In this case, the pleural effusion was seen on the chest X-ray. 
Thoracentesis was performed for diagnostic purposes, and 
yielded a high triglyceride level of 1130 mg/dL. This similarity 
to chylous ascites might explain the extravasation of ascitic 
fluid from the abdominal cavity to the pleural cavity. Given the 
patient’s history of pulmonary tuberculosis, the pleural fluid 
was cultured in order to exclude a tuberculosis reinfection as 
the primary cause.

In addition to the chylous ascites and chylothorax, complica-
tions to the abdominal wall hernia occur in 20% to 40% pa-
tients with liver cirrhosis and ascites [8]. This patient had a 
complicated umbilical hernia mainly due to increased intra-
abdominal pressure and weakened abdominal muscles asso-
ciated with malnutrition[8]. An abdominal wall hernia is as-
sociated with refractory ascites and increased complications, 
such as incarceration, evisceration, ascites drainage, and peri-
tonitis [8]. In addition, umbilical hernia repair in patients with 
liver cirrhosis has a high mortality rate [9]. Therapeutic para-
centesis can reduce ascites and have some benefit in prevent-
ing recurrence of the hernia [10]. On the other hand, emer-
gent surgical repair is indicated in a patient with an umbilical 
hernia and refractory ascites due to a higher risk of incarcer-
ation caused by repeated large volume paracentesis [11]. This 
complication can develop due to decompression of ascitic flu-
id that leads to entrapment of the small bowel in the hernia 
ring. Surgical repair may be done in patients with liver cirrho-
sis after improvement of the condition [11,12]. However, in 
this case, the surgeon deferred the hernia repair due to co-
morbidities and the refractory condition.

Recommended management of chylous ascites is by dietary 
adjustment with a low-fat and high-protein diet in addition to 
octreotide [1,13]. This patient was managed with octreotide 
and albumin during hospitalization. A chest tube placement 
and paracentesis were performed for diagnostic and thera-
peutic purposes. She had repeated paracentesis due to exac-
erbation of her symptoms. Administration of octreotide in this 
case showed an improvement in the chylous ascites that is ex-
plained by an improvement in the triglyceride levels on subse-
quent paracentesis. Despite improvement in the chylous asci-
tes, she still complained about persistent dyspnea. While other 
symptoms can accompany ascites, the patient’s symptom of 
dyspnea is refractory despite medications and repeated ther-
apeutic paracentesis. It is explained by minimal improvement 
of symptoms reported by her even at rest and doing daily ac-
tivities, as well as development of the umbilical hernia as a 
complication. Because of these refractory symptoms, this pa-
tient is indicated for definitive therapy [14]. TIPS is indicated, 
as definitive therapy, for patients with refractory conditions, 
who have had repeated paracentesis without any significant 

improvement [15]. However, as there were socioeconomic lim-
itations, she underwent repeated paracentesis as long-term 
management, in addition to octreotide and albumin replace-
ment. Even with minimal improvement in symptoms and quali-
ty of life, at this point, conservative measures such as repeated 
therapeutic paracentesis with furosemide and spironolactone, 
are the best modalities available, in cases where TIPS is not 
possible, due to socioeconomic problems and/or limited facil-
ities [16–18]. However, long-term management must be ad-
justed with repeated paracentesis and medications due to the 
presence of the umbilical hernia as it might increase morbid-
ity and mortality in this patient.

While there is no guideline regarding therapeutic paracentesis 
for patients with chylous ascites who have refractory symp-
toms, further studies are needed to determine the benefit and 
harm in long-term management of therapeutic paracentesis 
in patients with refractory chylous ascites complicated with 
chylothorax and umbilical hernia.

Conclusions

Management of a patient with refractory chylous ascites due 
to liver cirrhosis is challenging, especially in association with 
socioeconomic problems and comorbidities. Its treatment and 
outcome are tailored to the patient’s condition and depend 
on the experience of the medical team. Repeated paracente-
sis can be useful in managing patients with refractory chylous 
ascites. Although this approach is not the optimal treatment, 
it can be one of the many modalities, especially in underde-
veloped countries. The palliative term should be weighed on 
the risk and benefit of invasive procedures, and the patient 
must be carefully observed through strict follow-ups to pre-
vent comorbidities and lower the mortality rate.
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