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INTRODUCTION
Chylous ascites is a condition that is rarely encountered during the treat-
ment of gynecologic cancers and has been reported in less than 30 cases 
in the English literature (1). Although there are multiple causes (benign and 
malignant), chylous ascites in cancer patients can be a result of the cancer 
or the cancer treatment. We report a case of chylous ascites presenting 
during the postoperative period in a surgically staged endometrial cancer 
patient.

CASE REPORT
A 60-year-old diagnosed with a T1aN0M01 (FIGO2 Stage IA) uterine papillary 
serous carcinoma (UPSC) of the endometrium underwent an uncomplicated 
staging procedure that included total abdominal hysterectomy, bilateral 
salpingo-oophorectomy, bilateral pelvic and para-aortic lymphadenectomy 
(to the level of the inferior mesenteric artery), and infracolic omentectomy. 
Intraoperative examination failed to demonstrate ascites or evidence of 
extrauterine spread. Pathologic examination concluded the disease con-
fined to an endometrial polyp without evidence of metastatic spread to 
the extrauterine structures (total lymph nodes sampled: pelvic-33 and 
para-aortic 4).
Following postoperative day 4, the patient complained of progressive nau-
sea, vomiting, and increasing abdominal distention. Computed tomography 
(CT) revealed marked amount of ascites and possible carcinomatosis in the 
left upper quadrant (Figure 1).

Figure 1. Ascites and omental thickening on CT scan. CT = computed tomography. 
Chylous ascites (thick arrows). Omental thickening (thin arrow).
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Paracentesis was performed secondary to the patient’s discomfort and it 
characteristically resembled chylous ascites (2). Cytologic and microbial 
examination of the ascitic fluid failed to demonstrate any malignancy or 
infection. The patient was treated with total parenteral nutrition (TPN) and 
cessation of all oral intakes. Resolution of the patient’s symptoms occurred 
by postoperative day 19. CT examinations were performed postoperatively 
at 2, 4, 6, 18 and 24 weeks. At the 12-month visit, the patient was clinically 
and radiographically without evidence of disease with complete resolution 
of ascites and areas suggestive of carcinomatosis. No adjuvant chemo-
therapy or radiation was administered.

DISCUSSION
Overall, the most common cause of chylous ascites in adults is believed 
to be abdominal malignancy (3). An incidence of 1 per 20,464 has been 
reported and the diagnosis is typically made during the evaluation of the 
ascitic fluid (2, 4). In patients with gynecologic malignancies, chylous asci-
tes has been associated with a tumor origin from all sites of the reproduc-
tive organs (1). It is generally associated with cancer surgery and treatment 
but may also represent disease progression.
Para-aortic lymphadenectomy and other gynecologic oncology procedures 
involving the retroperitoneum are most commonly described in gynecologic 
patients with chylous ascites (2). Operative trauma to the ascending vertical 
lumbar lymphatic trunks appears to be the most logical explanation for our 
patient’s accumulation of chyle. Disruption of the vertical lumbar trunks, 
which are derived from the coalescence of the lymph vessels supplying the 
lower extremities, genitalia, and pelvic organs, could result in a rapid accu-
mulation (2). Other non-surgical treatments for gynecologic cancers have 
also been associated with chylous ascites and include radiation therapy and 
targeted therapies (i.e. bevacizumab) (5-9).
Chylous ascites may be one of the presenting symptoms of disease recur-
rence or progression. Although, in our case, the likelihood of disease pro-
gression within weeks of the staging procedure would be unlikely (10). The 
accumulation of ascites, nausea and vomiting, and radiographic images of 
carcinomatosis, in our patient and others, may be clinical signs associated 
with disease progression in UPSC (11). However, chylous ascites has been 
described to “mimic” similar conditions including small and large bowel 
obstruction, ovarian torsion, appendicitis, peritonitis, and conditions that 
resemble carcinomatosis (12-17).
Treatment of chylous ascites is typically conservative and non-surgical and 
may result in resolution within a few days to weeks (2). Abdominal discom-
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fort and distention can be managed with paracentesis. If diet consisting of 
high protein, low fat (medium chain triglycerides) does not result in clinical 
improvement, then total parenteral nutrition with or without somatostatin is 
effective in 60% to 100% of cases (2). In the past, peritovenous shunting 
was considered an option for refractory patients, however, shunts may be 
associated with a high rate of morbidity and malfunction (1).
It is generally believed that the incidence of chylous ascites may increase 
secondary to longer survival of cancer patients, more aggressive surgical 
interventions, and increasing use of targeted therapies (3,8,9). Fortunately, the 
morbidity and mortality associated with chylous ascites appears low, and the 
outcome is largely dependent upon the underlying cause and management 
(3). Appropriate identification of this entity and its cause is important because 
of its potential benign course and resolution with conservative management.
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