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Surgery associated with lymphadenectomy may sometimes result in a lymphorrhagia, which usually resolves spontaneously within a few
days, sometimes becoming a refractory complication to the treatment. In the case of large flows, particular attention should be paid to hydro-
electrolytic and protein losses. We present the case of a patient with persistent lymphorrhagia after a cephalic duodenopancreatectomy for a
pancreatic head tumor. From the 5th postoperative day, the patient had a milky-like secretion on the subhepatic drainage tube. The discharge
rate was variable, between 500 and 1500 ml per day, requiring parenteral administration of amino acids, plasma and electrolyte solutions.
The postoperative progression was slowly favorable, with the patient discharge on the 25th day following surgery. There are several treatment
options for a lymphorrhagia following an extended lymphadenectomy, from intensive parenteral therapy to peritoneal-venous shunt or ligation
of the lymphatic vessel responsible for the production of lymphorrhagia. In this case the conservative treatment had a favorable result.
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Introduction

Lymphorrhagia was defined as lymphatic extravasation, in
the peritoneal cavity, of a milky-like liquid, rich in triglyc-
erides (1). Postoperative lymphorrhagia has been reported
following abdominal surgery accompanied by extensive
lymphadenectomy, for example after duodenopancreatec-
tomy (2). Lymphatic extravasation is the result of lymphat-
ic vessels damage, especially in the case of lymphadenecto-
my in the hepatoduodenal ligament (3). An increased risk
of lymphorrhagia, compared to other abdominal surger-
ies, was found after lymphadenectomy associated with ce-
phalic duodenopancreatectomy (4). In most cases, postop-
erative lymphorrhagy are spontaneously reversible within
a few days. In the case of persistent lymphorrhage, various
treatment modalities have been described, from conserva-
tive methods to surgical interventions. In this case report
we present the case of a patient with cephalic duodeno-
pancreatectomy, followed by a persistent lymphorrhagia,
successfully treated by conservative methods.

Case presentation

A 65-year-old male patient was hospitalized in our clinic
with the diagnosis of mechanical jaundice with total biliru-
bin of 8.71 mg / dl and direct bilirubin of 5.69 mg / dl, the
transaminases having elevated values - ALT 144 U / L, AST
76 U / L. Abdominal ultrasound revealed liver steatosis,
93/54 millimeter gall bladder, and some endoluminal mil-
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limetric stones. Computed tomography showed a leaky gall
bladder with sludge with a moderate dilatation of the intra-
hepatic bile ducts and the common bile duct was dilated to
18 millimeters, without mentioning the cause of the dilata-
tion. After a proper preoperative preparation, surgical in-
tervention was performed, revealing,intraoperatively, a pan-
creatic head tumor of about four centimeters, imprecisely
defined, of tough consistency. Cephalic duodenopancrea-
tectomy was performed with end-to-side pancreatico-gas-
tric anastomosis in a telescoping fashion and double-purse
string, end-to-side hepatico-jejunal anastomosis and end-
to-side gastro-jejunal anastomosis, subhepatic drainage. The
histopathological examination revealed a moderately differ-
entiated ductal adenocarcinoma which goes beyound the
pancreatic capsule, invading the muscular layer of the duo-
denum without lymph nodes metastasis. The postoperative
intestinal transit resumed on the 4th day and the oral nutri-
tion of the patient began. From the 5th day postoperatively,
a milky-like secretion appeared on the subhepatic drainage
tube, pleading for a lymphorrhagia. The level of amylase in
the drained fluid was metered, the level being 18 U/ L, thus
excluding the suspicion of a fistula in the pancreatic anasto-
mosis. Drainage flow was between 500-1500 milliliters per
day. The protein level in the drained liquid was 3.2 g / dl.
Parenteral loss compensation, human albumin administra-
tion, amino acids, electrolytes have been established. From
the 10th day after the onset of lymphorrhagia, the subhe-
patic drainage tube was intermittently blunted, the patient
not presenting any abdominal symptoms. The drainage
flow was progressively reduced, so the drainage tube was
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suppressed on the 22nd postoperative day. The patient did
not show abdominal symptoms, the ultrasound control not
highlighting intraperitoneal fluid collections.

Discussion

Postoperative lymphorrhagia is a rare complication in
abdominal surgery. The occurrence of this complication
may prolong the duration of hospitalization, due to meta-
bolic disorders, protein losses, and sometimes septic com-
plications (5). Among the risk factors for the occurrence
of postoperative lymphorrhagia were dissections in the
para-aortic area and early enteral feeding (6). Some stud-
ies have suggested the diagnostic criteria for postoperative
lymphorrhagia: lack of hemorrhage of the drained fluid,
absence of increased levels of amylase and bilirubin, pres-
ence of increased levels of triglycerides, and mild or creamy
appearance of the fluid (7). Talluri describes abdominal
distension as the most common symptom, and the triglyc-
eride level in ascitic fluid over 110 mg / dl as a diagnostic
element (8). A review from the literature published by Lv
et al showed that the lymphatic leakage is due to the dam-
age of the lymphatic channels during the lymph node dis-
section (9). In the case presented in this paper, no surgical
intervention was needed, the parenteral loss compensation
therapy, intermittent obliteration, and then removal of the
drainage tube had a favorable result. Although the mecha-
nism of lymphorrhagia has not been clearly described, fa-
vorable results have been reported in the treatment of post-
operative lymphorrhagia following the use of somatostatin
and octreotide (10,11). In a study which included patients
with D2 lymphadenectomy for gastric cancer, the treat-
ment of the chylous ascites included intrerruption of oral
nutrition, total parenteral nutrition, administration of so-
matostatin analogues and diuretics, medium chain triglyc-
erides and clamping or removal of the drainage tube (12).
In case of persistent lymphorrhagia after total pancreatec-
tomy, Bartoli describes as effective therapy the intermittent
obliteration of abdominal drainage (3). Inoue reports the
performance of a peritoneal-venous shunt in a refractory
lymphorrhagia after a liver resection (13), while other au-
thors have recourse to ligation of the lymphatic fistula, us-
ing a dye to highlight it (14). Lv et al has made refference
to Shao's study that suggests that the lymphatic leakage is
a self-limiting complication which can heal within 2 to 3
weeks without other intervention (15). There are studies
suggesting that the surgical approach with the direct liga-
tion of the lymphatic fistula should be a first treatment op-
tion for postoperative lymphorrhagia, while others plead
for an initially conservative approach, as has been shown
in the case presented in this paper and to undergo surgical
treatment in the refractory cases.

Conclusion
In the case presented in this paper, intensive parenteral loss
compensation treatment, concomitant with intermittent

obliteration and then removal of peritoneal drainage, had
favorable results.
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