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ABSTRACT

Chyle leak after laparoscopic cholecystectomy is an extremely rare post operative complication, usually related to
inadvertent lymphatic injury in patients with distorted anatomy. We report a 70-year-old male with type 2 diabetes
mellitus, hypothyroidism, and a recent history of necrotizing pancreatitis, who underwent elective laparoscopic
cholecystectomy. Intraoperatively, frozen Calot’s anatomy and dense adhesions were encountered. A postoperative
subhepatic drain revealed milky fluid, which was confirmed biochemically as chyle. The patient was successfully
managed conservatively with dietary modifications, medium-chain triglyceride supplementation, and octreotide.
Although rare, chyle leak should be considered in patients with postoperative milky drain output after laparoscopic

multidisciplinary input, and close follow-up.

cholecystectomy. Conservative management is effective in most cases, but requires early recognition,
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INTRODUCTION

Laparoscopic cholecystectomy is one of the most
frequently performed surgical procedures worldwide,
with a well-established safety profile. However, rare
complications such as chyle leak can occur. This entity is
typically associated with intraoperative injury to
lymphatic channels, particularly in patients with altered
anatomy or dense adhesions from prior inflammation.'-3
Chyle leak usually manifests as milky postoperative drain
output, confirmed by high triglyceride content in the
fluid. While uncommon, reported cases demonstrate that
conservative measures, including dietary modification
and somatostatin analogues, can be highly effective.>

A rare case of chyle leak following laparoscopic
cholecystectomy in a patient with necrotizing pancreatitis,
successfully managed without the need for re-operation.

CASE REPORT

A 70-year-old male with a background of type 2 diabetes
mellitus and hypothyroidism presented to the emergency
department with diffuse abdominal pain radiating to the
back, recurrent vomiting, progressive abdominal
distension, and inability to pass stools or flatus for 1 day.
There was no history of trauma, alcohol intake, or
previous abdominal surgery.

Examination

Patient was conscious, oriented to time, place and person.
No icterus was noted. Vitals: BP - 160/70 mmHg, pulse
rate- 104 bpm, SpO2 94% on room air. Per abdominal
examination - Abdomen distended with right upper
quadrant tenderness, tympanic on percussion, without
guarding or rigidity. Bowel sounds were sluggish.
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Investigations

Laboratory findings included leukocytosis (TLC 17.1 x
10%/ul), elevated serum amylase (2074 U/1), lipase (1520
U/), CRP (431.8 mg/dl), and deranged liver function
tests. Electrolyte abnormalities included hyponatremia
(Na 128.8 mmol/l) and hypocalcemia (7.7 mg/dl).
Random blood sugar level- 218 mg/dl.

Figure 1: Complete blood count report.

Figure 2: Liver function test report. Figure 4: Renal function test reports.
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Diagnosis
Acute necrotizing pancreatitis secondary to gallstones.

Initial management

The patient was admitted to ICU and managed
conservatively with aggressive IV fluids, kept nil per oral
and  nasogastric = decompression,  broad-spectrum
antibiotics, analgesia, and electrolyte correction. His
condition gradually improved and he was discharged with
advice for interval cholecystectomy. Operative course and
postoperative events: after 8 weeks, he underwent
elective laparoscopic cholecystectomy. Dense omental
and bowel adhesions to the gallbladder and obliteration of
Calot’s triangle were noted intraoperatively. A subhepatic
drain was placed due to difficult dissection.

Figure 8: Intra-op image: 1. right lobe of liver 2. gall
bladder with frozen calot’s region 3. left lobe of liver.

The patient was discharged on postoperative day 2 with
drain output of 200 ml (Serosanguinous fluids). By day 4,
he returned with 400 ml of milky drain output, which was
confirmed as chyle on biochemical testing.

Figure 9: Drain- output (milky white in colour).

Test Name jff“! =
Chyle Examination-(L)",
Staining, Microscopy
Type of Specimen: Pancreatic fiuid
Resun. Posﬂl\'e
Kindly correlate with clinical findings ;
** End Of Report *™**

Figure 10: Drain fluid analysis
Management of chyle leak

Conservative management included high-protein, low-fat
diet enriched with medium-chain triglycerides (MCTs)
Supportive care and serial drain monitoring Subcutaneous
octreotide initiated in week 2.

Outcome: Drain output progressively declined (90 ml/day
at week 1, 40 ml/day at week 2 and 8 ml/day at week 3).
The drain was removed, and the patient recovered fully
without recurrence. Histopathology of gall bladder
confirmed chronic cholecystitis with cholesterolosis.

DISCUSSION

Chyle leak after laparoscopic cholecystectomy is
extremely rare. The lymphatic system may be injured
inadvertently during dissection, especially when the
anatomy is distorted by inflammation or fibrosis, as was
the case here.>>

The diagnosis of a chyle leak is primarily clinical, with
milky postoperative drain fluid being a hallmark. This is
confirmed by elevated triglyceride levels in the fluid
(>110 mg/dl).”

Initial management is conservative, including dietary
modifications (low-fat diet with MCTs), which reduce
lymph flow, as MCTs are absorbed directly into the portal
venous system.>® Pharmacologic therapy such as
octreotide, a somatostatin analogue, can further reduce
intestinal lymphatic output and hasten recovery.’®
Surgical or interventional options are considered only
when conservative measures fail or the output remains
high over an extended period. In this case, conservative
management led to complete resolution without surgical
intervention, consistent with outcomes reported by Jensen
and Weiss', Gogalniceanu et al.?, and Ong et al.’

CONCLUSION

Chyle leak is an uncommon yet significant postoperative
complication  of  laparoscopic  cholecystectomy,
particularly in patients with distorted biliary anatomy.
Early diagnosis, close monitoring, dietary modifications,
and the judicious use of octreotide can lead to successful
conservative management and avoid invasive procedures.
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A multidisciplinary approach is essential for optimal
outcomes in such complex patients.
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