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AIM: This report represents a case of chylous leakage after endometrial carcinoma surgery, providing therapeutic insights into similar
cases in future.
CASE PRESENTATION: This report describes a case of chylous leakage after endometrial carcinoma surgery. A 67-year-old woman
with a 25-year of menopause was admitted to the hospital due to vaginal bleeding that had persisted for 5 days. She was diagnosed with
high-grade serous carcinomawith partial sarcomatoid changes. Subsequently, she received surgical treatment for a malignant endometrial
carcinoma, and chylous leakage occurred afterwards. A series of treatments were administered, eventually achieving satisfactory control
over the patient’s condition.
RESULTS: The patient was managed with a multidisciplinary approach, including conservative measures such as bowel rest, total par-
enteral nutrition, and octreotide to reduce chyle production. Despite initial conservative treatment, chylous leakage persisted, leading to
the decision for surgical intervention. Post-surgery, the patient showed significant improvement, with cessation of chylous drainage, and
she was eventually discharged with a plan for follow-up care.
CONCLUSIONS: Chylous leakage after endometrial carcinoma surgery is a serious complication that requires timely diagnosis and
comprehensive treatment. This case provides valuable therapeutic insights into treatment plans and ways to improve prognosis of patients
grappling with the same condition.
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Introduction

Also known as uterine body cancer, endometrial carcinoma
(EC) is a malignant tumor originating from endometrial
epithelium. It is a common gynecological malignant tu-
mor and is more commonly affecting perimenopausal and
postmenopausal women [1,2]. Most postmenopausal pa-
tients have symptoms such as irregular vaginal discharge
or bleeding, which is easy to be detected in the early stage,
coupledwith relatively good prognosis. The 5-year survival
rate of early-stage patients is as high as 90%, but the rates
dropped to 60% and 20% for those in stage III and IV [3–
5]. According to statistics, more younger women are falling
victim to EC and its incidence also presents an increasing
trend at the global scale, accounting for 25.00% to 33.33%
of all female reproductive system malignant tumor cases,
and becoming a major life-threatening disease for women
[2,6]. Clinically, surgical treatment is the chief mode of
treatment for endometrial cancer, while chemotherapy and
radiotherapy are often used as adjuvant treatments, but their
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treatment effect is modest [7]. Nevertheless, the continu-
ous improvement of surgical technology andmedical equip-
ment has elevated the standard of gynecological tumor surg-
eries, including pelvic lymphadenectomy and abdominal
para-aortic lymph node resection (PALN). However, this
radical form treatment significantly increases the incidence
of nerve and vascular injury, the amount of bleeding, the
operation time, as well as the incidence of lymph leakage,
chylous leakage and lymphedema [8,9].
Chylous leakage is a pathological accumulation of lymph
containing triglycerides in the peritoneal cavity. Postop-
erative chylous leakage is a complication of retroperitoneal
surgery caused by damage to the chyle tube and its branches
[10,11]. At present, reports on chylous leakage after EC re-
main limited, and there is no systematic clinical analysis
and summary. As a result, most clinicians face a dearth of
reference when it comes to making the most well-informed
treatment decisions for such patients.
This case has been reported in line with the case report
guidelines: Case Report (CARE) Guidelines to ensure the
accuracy and completeness of the report (supplementary
material).
This paper reports a case of chylous leakage after EC
surgery, providing some reference for the treatment of this
complication through clinical analysis of the diagnosis and
treatment process of this case.
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Fig. 1. Ordinary color Doppler ultrasound examination film of the patient. (A) Uterine mass. (B) Ovarian cyst. The red arrow
points to an uneven mass/mass in the uterine cavity.

Case Presentation
Chief Complaints
A 67-year-old woman with a 25-year history of menopause
was admitted to the Department of Gynecology, Jinhua
People’s hospital on 20 September 2023 for due to vagi-
nal bleeding that had persisted for 5 days. This study was
approved by the Ethics Committee of the Jinhua People’s
Hospital, and the informed consent was obtained from the
patient (No.2024-027).

Past Medical History
Prior to hospital admission, the patient experienced natu-
ral menopause and 30-day regular menstruation cycle with
5–7 days of menstrual period and moderate menstrual vol-
ume. She reported no vaginal bleeding after menopause and
no dysmenorrhea. She had a history of bilateral tubal liga-
tion and surgery for varicose veins of the lower extremities,
and has been suffering from hypertension for more than ten
years. She was on anti-hypertensive medications to keep
her blood pressure under control. Further, she had no prior
history of infectious diseases such as hepatitis and tuber-
culosis, chronic diseases such as diabetes, major organ dis-
eases such as heart, liver, brain, lung, kidney and endocrine
system, food and drug allergy, major surgery and trauma,
blood transfusion and blood product use, poisoning, and
vaccination. Further interrogation also revealed no family
history of infectious diseases, genetic diseases, tumors and
mental illness diagnosis in the second- and third-generation
members.

Personal History
The patient was born and raised at the same place, and is a
Chinese resident with no history of living at other places for
a prolonged period. The highest education standard she had
attained was junior high school level. She has no history of
close contact with water-borne and viral infections during
epidemic outbreaks, and had never been exposed to toxic
substances, dust and radioactive substances. She had no
bad habits such as smoking and drinking. She was married
at the age of 23 (non-consanguineousmarriage) and has two
children. Her spouse was in good physical health condition.

Physical Examination
The vital signs of the patient were normal. The patient had
vaginal bleeding persisting for 5 days before admission; the
blood loss was of low amount and in dark red color. The pa-
tient reported absence of abdominal pain, abdominal disten-
sion, frequent urination, urgent urination, chills and fever,
difficulty in urination and defecation, as well as dizziness
and fatigue.

Imaging Examination
On 22 September 2023, ordinary color Doppler ultrasound
examination revealed heterogeneous masses in the uter-
ine cavity, aside from the EC, uterine effusion, and cystic
dark area shown in the right accessory area (as shown in
Fig. 1A,B). Accordingly, preliminary diagnosis was made,
i.e., (i) postmenopausal bleeding; (ii) right ovarian cyst; and
(iii) hypertension.
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Fig. 2. Pelvic enhanced magnetic resonance imaging (MRI) for the patient revealing uterine and right fallopian tube masses.
(A–C) Uterine mass. (D) Right fallopian tube mass. The red arrow points to the uterus/right fallopian tube mass. RPF, Retroperitoneal
Fibrosis; TR, Repetition Time; TE, Echo Time; BW, Blood FlowWidth; FA, Fractional Anisotropy; LOCA, Location; W/C, Wall/Cavity.

Treatment Process
The patient underwent hysteroscopic adhesiolysis on 25
September 2023.
During the operation, it was found that the uterine cav-
ity was too large. A cauliflower-like mass with a diam-
eter of about 2.5 cm was examined on the right uterine
wall, and vascular hyperplasia was seen. A polypoid neo-
plasm with a diameter of about 2.0 cm was seen at the
bottom of the uterus with a thick endometrium. On 28
September 2023, the patient was further examined using
pelvic enhanced magnetic resonance imaging (MRI), and

the results unveiled uterine cavity tumor, cystic lesion in
the right adnexal area (regarded as dilated fallopian tube),
and multiple nodules in the wall of the tube, which were
likely indicative of tumor (Fig. 2A–D). On 29 September
2023, laparoscopic extra fascial hysterectomy, double ad-
nexectomy, pelvic lymph node resection, high para-aortic
lymph node resection, omentectomy and pelvic adhesion
lysis were performed.

Surgical procedure: after successful anesthesia, the patient
was placed in the lithotomy position. The surgical field was
routinely disinfected, sterile drapes were laid, and a uterine
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Fig. 3. Postoperative histopathologic results. (A) Endometrial carcinoma (hematoxylin-eosin staining; magnification: 20×). (B)
Immunohistochemical staining of ER in the endometrial carcinoma (magnification: 20×). (A,B) scale: 320 µm.

Fig. 4. Chylous leakage of patient. (A,B) This is chylous drainage fluid from the patient’s left pelvic cavity.

manipulator was placed. The various components of the
laparoscope were connected. A 10-mm-long skin incision
was made on the upper edge of the umbilicus, and a Trocar
with a diameter of 10 mmwas inserted. Carbon dioxide gas
was insufflated to raise the intra-abdominal pressure to 12
mmHg, and the laparoscope was inserted into the abdomi-
nal cavity. Under the direct vision of the laparoscope, Tro-
car with diameters of 5 mm, 5 mm, and 5 mmwere inserted
into the left and right lower abdomen respectively. Upon
exploration: the surface of the liver and spleen in the upper
abdomen is smooth, and there are no obvious abnormali-
ties on the surface of the stomach, intestines, and greater
omentum. The uterus is full, the left fallopian tube appears
soft, the right fallopian tube is twisted and thickened, and
it is extensively adhered to the right sidewall. The bilat-
eral ovaries appear smaller in size. The pelvic cavity was
irrigated, and the irrigation fluid was collected. Adhesions
were separated, the uterus was lifted, and the intestines were
retracted. The right pelvic infundibulopelvic ligament was

electrocoagulated and resected, and the round ligament was
cut, opening the broad ligament. The same method was ap-
plied to the left side. Incise the bladder peritoneal reflec-
tion, push down the bladder, and open the bladder-cervical
space; free the ureter, expose the left uterine artery, and co-
agulate and transect the uterine artery, free the ureter, con-
tinue to push down the bladder, open the rectovaginal space,
and resect the cardinal ligament of the uterus by about 1
cm; and separate downward to resect the sacral ligament
by about 1 cm, treat the opposite side in the same manner.
Make a circular incision on the vagina, resect about 1 cm of
the vagina, and remove the uterus. Remove the uterus and
bilateral adnexa through the vagina, and continuously su-
ture the vaginal stump margin with absorbable sutures. The
right internal cerebral artery was exposed, and the umbili-
cal artery was ligated. The right common iliac vessel sheath
was opened, and the right common iliac lymph nodes were
resected. Lymph nodes outside the sheath were resected
along the external iliac vessels. The right inguinal region
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was exposed, and the deep inguinal lymph nodes were re-
sected. The right external iliac arteriovenous septum was
opened, and dissection along the pelvic wall led to the re-
section of the right internal iliac lymph nodes. The obtura-
tor nerve was exposed, and the right obturator lymph nodes
were resected. The same procedure was performed to re-
sect the various lymph node groups in the left pelvic cav-
ity. Resect the greater omentum along the transverse colon,
open the peritoneum on the surface of the abdominal aorta,
expose the inferior mesenteric artery, expose the left renal
vein, expose the bilateral ureters, coagulate and resect the
left, right, and middle para-aortic lymph nodes, remove the
specimen and irrigate the pelvic cavity with saline. Check
for no active bleeding, place one drainage tube, remove the
instruments after checking for no errors, degas, and close
the abdomen. The operation went smoothly, with minimal
bleeding, the patient was stable during the surgery, and the
anesthesia was satisfactory.
The whole uterus and bilateral fallopian tube were resected
during surgery. The specimens were subjected to postop-
erative histopathologic analyses (Fig. 3). The staining re-
sults revealed that the specimens had complete integrity,
featuring endometrial enlargement and maximum tumor di-
ameter of 2 cm. Based on the biopsy specimen report,
the tumor was diagnosed as a high-grade serous carcinoma
with partial sarcomatoid change. The results also showed
muscle layer infiltration, with a depth of 5 mm (superfi-
cial muscle layer). There was no tumor infiltration into
uterine serosa, lower uterine segment, and superficial (non-
muscular) interstitial layer, with no other tissue/organ in-
volvement. There was no peritoneal effusion/ascites, no
cervical external orifice of malignant tumor cells, as well
as no tumor involvement in parametrial/paracervical re-
section margin, vessels, negative left annex, and left and
right broad ligament resection margin. No tumor involv-
ing regional lymph nodes was found in the vaginal wall
margin, and no tumor metastasis was found in para-aortic
lymph nodes (0/20), left pelvic lymph nodes (0/12), and
right pelvic lymph nodes (0/9). No tumor involvement was
found in the right ovary. According to FIGO staging, the
pathological stage of the tumor was IA (Tia, N0, M) [12].
In addition, no tumor was found in the greater omentum,
and low-grade serous carcinoma (right fallopian tube) was
found to be involved. The tumor size was about 1.7 × 0.5
cm, located in the fallopian tube mucosa. Immunohisto-
chemical results in this case are as follows: CK5/6 (–), ER
(3+, 70%), Ki67 (5%), P16 (+), P53 (wild-type), Pax-8 (+),
PR (–), WT-1 (partial+), napsin A (–), vimentin (partial +).

Postoperative Drainage Observation

On the first day after operation, the patient had an albu-
min level of 28.6 g/L, and this albumin infusion of 20 g/day
was initiated and continued for 3 days. On the second to
seventh day post-operation, the patient’s health condition
did not show significant improvement, and the drainage of

pale bloody fluid gradually decreased from 830 mL to 129
mL, with no abnormalities being observed during this pe-
riod. On the 8th day post-operation, a total of 18 mL was
drained at 24 h. Considering the blockage of the drainage
tube, 5 mL of milky white or milky peritoneal fluid was
drained from the left pelvic drainage tube for the first time
(Fig. 4A,B). On the 9th day after operation, the patient had
obvious perineal edema and traces of yellow vaginal fluid.
On the 10th day after operation, only 7 mL of light yellow
liquid was drained at 24 h. Considering the blockage of
pelvic drainage tube, the pelvic drainage tube was removed.
After removal, a large amount of yellow liquid (~500 mL)
flowed out of the orifice of the drainage tube. Then, the
fistula drainage bag was connected to the extubation of the
left pelvic drainage tube. On the 12th day after operation,
her total protein result showed 54.9 g/L and albumin 26.3
g/L, which indicated hypoproteinemia, warranting contin-
ued intravenous infusion of albumin 20 g for 3 consecutive
days.

Diagnosis of Chylous Leakage

It is necessary to rule out other postoperative complications,
such as anastomotic leakage, pelvic and peritoneal effu-
sion infection, cancerous ascites, hypoproteinemia-related
ascites, and urinary extravasation caused by urinary tract in-
jury, before finalizing the diagnosis of chylous leakage. A
diagnosis of chylous leakage should be considered in light
of the changes in drainage fluid properties and the increase
of drainage volume due to dietary changes, especially when
the drainage fluid is found to change from clear to milky
white, odorless liquid. The patient was diagnosed with chy-
lous leakage after running a clinical diagnosis, an observa-
tion of drainage fluid color and a comprehensive laboratory
test.

Postoperative Treatment and Treatment of Complications

On the 15th day after the operation, there was no obvious
liquid drainage within 24 h. The left pelvic fistula device
was removed, the vaginal stump was removed with a stitch,
and a pelvic drainage tube was placed through the vaginal
stump. After draining 2000 mL of chyle-like liquid, the
tube was clipped, but there was still chyle-like liquid flow-
ing out through the vagina. Octreotide was injected sub-
cutaneously once every 8 h (discontinued on 21 October
2023). On the 16th day after operation, abdominal com-
pression was performed, atropine 0.5 mgwas injected intra-
muscularly once a day (discontinued on 20 October 2023),
and spironolactone 20 mg was taken orally three times a
day (discontinued on 17 October 2023). On the 21st day
after operation (20 October 2023), a total of 286 mL of
yellow liquid was drained in 24 h, and chemotherapy en-
compassing paclitaxel 240 mg and carboplatin 500 mg was
administered intravenously. Bone marrow suppression (de-
gree IV) occurred after chemotherapy, and 300 µg of human
granulocyte stimulating factor was injected in the morn-
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Fig. 5. Encapsulated effusion in the surgical area. The encapsulated effusion is on the surface of the abdominal aorta. The red arrow
points to Cystic foci in the surgical area. SFOV, Scan Field of View; DFOV, Display Field of View; KV, Kilovolt; mA, Milliamperes;
TI, Inversion Time; GT, greater trochanter.

ing and a separate dose of 150 µg was given in the after-
noon. On the 34th day after the operation (2 November
2023), the patient complained of abdominal pain. Upper
and lower abdominal enhanced computed tomography (CT)
revealed common bile duct dilatation and cholecystitis sec-
ondary to lower common bile duct stones. Multiple abnor-
mal enhancements were observed in the right lobe of the
liver on MRI examination. The patient also had gallbladder
stones and faced gallbladder adenomyomatosis. Postoper-
ative changes in the uterus and cystic lesions in the surgi-
cal area suggest encapsulated effusion. Additionally, there
were retroperitoneal cystic lesions in the right iliac fossa
(Fig. 5). The patient was diagnosed with acute pancreati-
tis following hepatobiliary consultation, and her abdomi-
nal pain alleviated after symptomatic and supportive treat-
ment was given. On the 52nd day post-operation, a pelvic
drainage tube was placed in the vaginal stump, and the pa-
tient was discharge with the tube.

On 7 December 2023, she was admitted to the hospital
for more than 2 months after endometrial malignant tumor
surgery, and returned to the hospital for chemotherapy as
scheduled. On 25 December 2023, laparoscopic chylous
duct ligation, cholecystectomy, and pelvic adhesion lysis
were performed.
After being anesthetized, the patient, who was in a supine
position, was subjected to routine disinfection of vulva
vagina, indwelling catheterization, and disinfection of sur-
gical field with a sterile towel. A 10 mm long skin incision
wasmade at the umbilical edge, and a 10mmTrocar was in-
serted. The 10 mm Trocar was filled with carbon dioxide to
elevate the intra-abdominal pressure to 13 mmHg, and then
the laparoscope was inserted into the abdominal cavity. Un-
der laparoscopic direct vision, 3 sets of 5 mm Trocar were
placed in the left and right lower abdomens, respectively.
The exploration revealed a little white effusion in the pelvic
cavity, abdominal adhesion, encapsulated effusion on the
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Fig. 6. Laparoscopic chylous duct ligation. (A) Chylous effusion. (B–D) Pre-aortic encapsulated effusion.

surface of the abdominal aorta, adhesion between the in-
testinal tube and the surface of the abdominal aorta, separa-
tion of adhesion, exposure of the abdominal aorta, chylous
lymph outflow between the abdominal aorta and the infe-
rior vena cava and below the left renal vein, mesenteric and
intestinal adhesion, and exposure of the wound. Follow-
ing suture and ligation of lymph nodes with Prolene suture,
there was no obvious chylous liquid outflow after wash-
ing. Puncture was made under the xiphoid process and the
right upper abdomen, and then a set of Trocar was inserted.
The following signs weremonitored following one-time tis-
sue closure and cut-off of the clipping: gallbladder enlarge-
ment, gallbladder congestion and edema, chronic inflam-
mation coupled with fiber hyperplastic changes, dissection
of the gallbladder triangle, and separation of the cystic duct
and cystic artery. The seromuscular layer of the gallbladder
was incised, and the gallbladder was completely stripped
from the subserosa, and the gallbladder bed was electroco-
agulated to stop bleeding. The abdominal cavity was rinsed
with normal saline. A pelvic drainage tube was placed to
check for presence of active bleeding. After counting the in-
strument correctly, remove the instrument, deflate and close
the abdomen. The operation went smoothly with minimal
amount of the bleeding, and the patient’s conditions were
stable intraoperatively, who was induced by optimal anes-
thetic effect.
During the operation, a small amount of chyle-like effusion
was found in the pelvic cavity, and the encapsulated effu-
sion (which was chyle-like effusion) was formed on the sur-
face of the abdominal aorta (Fig. 6A–D). During the oper-
ation, 20 g of human serum albumin (self-contained) was

infused, and a pale pink chyle-like liquid was discharged
after the operation, which was considered as preoperative
residue. After detecting a small amount of pale yellow liq-
uid draining from the patient for 24 h, vaginal fluid of the
patient was discharged into a tube up until 2 January 2024.

Discussion

Featuring rising clinical incidence, EC is one of the com-
mon malignant tumors arising in the female reproductive
tract [13,14]. According to the statistics of China Cancer
Center in 2022, the incidence of EC in China ranks second
among the female reproductive system malignant tumors,
with about 82,000 new cases [15]. Study has shown that
postmenopausal women with endometrial cancer is associ-
ated with hypertension [16]. In addition, study has shown
that early menarche and late menopause increase the risk of
EC [6]. In this case, the patient was 52 years old and had
a history of hypertension for more than ten years, which
are the high-risk factors for EC. Hypertension affects hor-
mone levels and metabolic processes in the body, subse-
quently impacting the normal physiological function of the
endometrium. At the same time, postmenopausal women
lack the protective effect of progesterone, which further in-
creases the susceptibility to EC. Abnormal vaginal bleeding
after menopause is the most important clinical symptom of
EC, but it is not specific and may also be related to other
gynecological diseases [3]. Therefore, when these symp-
toms occur, further examination should be implemented as
soon as possible. Ultrasonography can be used as a first-line
imaging examination for EC, although some shortcomings
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of this approach have been reported, including low speci-
ficity, subjective evaluations, and instrumental errors [17].
In this case, the patient had vaginal bleeding without ob-
vious inducement, and was diagnosed with EC using ultra-
sound combined with biopsy specimen report. This sug-
gests that in clinical practice, ultrasound alone cannot be
used for EC screening for suspected patients, and it needs
to be combined with histopathological tests to confirm the
diagnosis.

The conventional treatment for EC patients mainly includes
total hysterectomy, bilateral adnexectomy, pelvic lymph
nodes, and/or PALN. Chylous leakage is one of the com-
plications after PALN in gynecological malignant tumors.
The incidence rate of chylous leakage stands at only 0.17%
to 11%, considered a rare complication [18]. The formation
of chylous leakage is closely related to the specific structure
in the lymphatic and circulatory systems. The chyle pool
is generally located at the anterior side of the first lumbar
vertebra, which is composed of the left and right sides of
the lumbar trunk and the intestinal trunk. The lumbar trunk
is responsible for collecting lymph from the paired organs
in the abdominal cavity, the pelvic floor area, the poste-
rior wall of the abdomen, and the lower limbs. The lymph
will eventually converge to the chyle pool or directly flow
into the thoracic duct. The epithelial cells of small intesti-
nal villi synthesize fat particles after absorbing fatty acids,
glycerol and glyceryl ester. These fat particles are mainly
transported by capillary lymphatic vessels. The lymphatic
capillaries combine and form a lymphatic trunk for the in-
testine, facilitating the flow to the chyle pool. The lymph
of small intestinal villi is therefore rich in a large amount of
fat, showing a unique milky white coloration, that is, chy-
lous. The damage of intestine may trigger the occurrence of
chylous leakage. In the PALN operation, especially in the
high-level PALN, chylous leakage occurred due to the ex-
cessive damage of the chylous vessels around the chyle pool
during the separation of blood vessels and tissues, without
complete ligation and effective closure [19]. In fact, after
routine preoperative bowel preparation, the lymphatic fluid
in the lymphatic vessels is colorless and transparent, and
the pressure of the lymphatic vessels is low after fasting. It
is difficult to identify the lymphatic vessels and their dam-
aged sites with the naked eye during surgery. At present,
there is no uniform diagnostic criteria for chylous leakage.
It has been reported in the literature that non-contrast mag-
netic resonance lymphangiography has a high sensitivity
for the diagnosis of cervical and thoracic chylous leakage
[20], but its diagnosis for abdominal chylous leakage has
not been reported. Relevant literature shows that the di-
agnostic criteria mainly depend on clinical manifestations
and laboratory tests. If a continuous bright, pale yellow or
chyle-like liquid is observed in the postoperative drainage
bag, regardless of the size of the drainage volume, as long
as the protein content of the exudate is >30 g/L, the total
cell number is >0.5 × 109/L, and the triglyceride concen-

tration is >100 mg/dL, chylous leakage would be a plau-
sible diagnosis [21]. In this case, the postoperative chyle
liquid drawn from the drainage tube was milky white, and
the total protein of the patient was 54.9 g/L, all of which
were consistent with the diagnostic criteria for chylous leak-
age described in the above. The current case was the first
to demonstrate the diagnosis of chylous leakage based on
chyle fluid draining from the patient’s drainage tube after
laparoscopic extrafascial hysterectomy, double attachment
resection, pelvic lymph node resection, high PALN, greater
omentum resection, and pelvic adhesion lysis. The post-
operative chylous leakage was probably caused by the un-
timely and ineffective lymphatic vessel closure after acci-
dental injury during lymph node resection [22]. At the same
time, inadequate heat emanating from the laparoscopic as-
sisted energy device used in the operation could be a rea-
son for the unsuccessful closure of the lymphatic vessel,
although stronger heat can cause large burns of the tis-
sue and thus impact postoperative healing. This suggests
that during the operation, in addition to paying attention to
ligation or coagulation of lymphatic vessels in the PALN
area, physicians should also optimize the treatment through
pelvic lymph node resection.
In addition, although chylous leakage is a rare complication,
once it occurs, it will extend patient’s hospitalization time,
affect the treatment effect, and increase the medical cost.
The patient was re-operated due to postoperative chylous
leakage, and the hospitalization time was long. Therefore,
it is necessary to evaluate the patient’s negative emotions in
a timely manner. Through multimedia videos, promotional
materials and sharing of other successful cases, patients are
encouraged to vent out their emotions appropriately, and
their families are advised to maintain close communica-
tion with patients, take up a positive and optimistic attitude,
and cooperate with the physicians during the treatment pro-
cess. Li et al. [23] pointed out that if postoperative chylous
leakage is not treated in a timely and effective manner, the
loss of a large amount of lymph may cause metabolic disor-
ders, which lead to complications such as hypoproteinemia,
edema, emaciation, secondary infection, and poor wound
healing, thus affecting the prognosis of patients.
In terms of treatment, conservative treatment is the first
choice for postoperative chylous leakage. It can be used as
preoperative preparation for other treatment methods if the
associated success rate is not high. Therefore, the existing
conservative treatment is essential, but the best conserva-
tive treatment mode has yet to be determined [24]. Kadota
et al. [25] pointed out have shown that once postopera-
tive chylous leakage is detected, the patient should modify
their sitting posture, limit level of activity, adopt an elevated
head position while lying in the bed, optimize their dietary
and nutritional habits, and actively receive conservative
treatment such as somatostatin drugs, local pressure dress-
ing, continuous negative pressure suction, and local injec-
tion of drugs. Octreotide, a somatostatin analogue, is an ef-
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fective drug for conservative treatment of chylous leakage,
mainly reducing portal vein pressure by inhibiting glucagon
and other intestinal peptides-mediated visceral vasodila-
tion. At the same time, it can also reduce intestinal peri-
stalsis, fat absorption, and concentration of triglycerides in
the thoracic duct, thereby restricting lymph flow [26]. The
study found that the success rate of octreotide in the treat-
ment of chylothorax after esophageal surgery was 38% to
100% [27]. Some studies also suggest that octreotide is an
effective method for the treatment of high-flow chylous fis-
tula [26,28]. In this case, chylous leakage was detected af-
ter lymphadenectomy, and octreotide acetate injection was
given via subcutaneous route following fasting. Because
the half-life of octreotide acetate was about 1 to 3 min, the
withdrawal time during infusion should not exceed 3 min to
ensure the continuity and effectiveness of medication. At
the same time, the infusion speed (<0.05 mg/min) should
be controlled to avoid nausea, vomiting and chest tightness
caused by very rapid infusion. In addition, it is worth noting
that octreotide can affect the secretion of islet cells, with a
certain hypoglycemic effect. Thus, both patients and their
families should be informed of the potential hypoglycemic
events, and close monitoring for such events should be con-
ducted too.
Persistent chylous leakage can lead to water and electrolyte
imbalances, nutrient loss and decreased immunity; there-
fore, correcting water, electrolyte, and nutrient imbalances
is equally critical [29]. Therefore, this patient was given
intravenous rehydration support and nutritional support ac-
cording to the results of daily blood routine test to avoid nu-
tritional deficiencies, electrolyte disorders or other compli-
cations. In this case, it was found that the conservative treat-
ment effect was not pronounced, and 1500 mL of chyle was
still drained. Previous studies have pointed out that when
leaked chyle exceeds 1000 mL/d, conservative treatment
fails to deliver the desired therapeutic efficacy, or serious
complications occur, surgical treatment can be considered
to ligate or repair lymphatic vessels [30,31]. Therefore, af-
ter laparoscopic chylous duct ligation, the amount of chyle
fluid outflow was controlled, the peritoneal drainage was
gradually reduced, and the chyle’s color returned to normal.
This suggests that in the face of chylous leakage, we should
choose the right treatment plan according to the patient’s
specific situation for symptomatic relief.
The prevention and treatment of chylous leakage requires
surgeons to be familiarized with the anatomical level of
lymphatic vessels in order to avoid accidental injury during
operation. In previous studies, few articles mentioned the
effect of surgeon’s skills on the incidence of chylous leak-
age after gynecological malignant tumor surgery. During
the operation, without a complete knowledge of the anatom-
ical structure, and with rough intraoperative techniques,
large intraoperative separation of anatomical wounds, un-
ligated lymphatic vessels with large diameter, and no de-
tailed layer-by-layer closure during wound closing may be

resulted, leading to postoperative chylous leakage. Favero
et al. [32] proposed that careful separation of anatomical
structures during surgery and the use of sutures to clamp
blood vessels and major lymphatic vessels during surgery
can reduce the occurrence of postoperative lymphatic leak-
age. Therefore, the prevention of chylous leakage after op-
eration and the reasonable treatment after the occurrence
must be paid attention to by surgeons. In addition, Kanno
et al. [33] reported that effective clamping of open lym-
phatic vessels during retroperitoneal lymphadenectomy can
significantly reduce the incidence of postoperative chylous
leakage. When performing lymph node dissection, silk lig-
ation or clips should be used to clip lymphatic vessels to
avoid electrocautery and blindly expanding the scope of dis-
section [33]. In fact, chylous leakage after EC is a relatively
rare postoperative complication. To date, no expert consen-
sus and guidelines on the prevention and treatment of chy-
lous leakage have been issued. We believe that mastering
the distribution of uterine lymphatic drainage and the pre-
cise surgical scope are the key measures to prevent chylous
leakage after EC.

Conclusions
This case report introduces the clinical treatment of one pa-
tient with chylous leakage after EC surgery. Despite the
rarity, chylous leakage after EC has severe implications, af-
fecting wound healing and leading to electrolyte disorder
and concurrent infection, thus prolonging hospitalization
time and increasing hospitalization expenses. Reducing the
incidence of chylous leakage requires high level of famil-
iarity with the anatomical structure, full closure of the lym-
phatic vessel during operation, quick identification of the
leakage after EC surgery, and timely implementation of cor-
responding measures. Conservative treatment or surgical
treatment can be used to address chylous leakage. Diet ad-
justment is a standard conservative treatment, encompass-
ing consumption of low-fat high-protein diet, supplementa-
tion with medium-chain triglycerides, or fasting plus sup-
plementation with total parenteral nutrition. Somatostatin
or its synthetic analogue octreotide can be used in patients
who do not respond to dietary adjustments. Surgical treat-
ment can be conducted in patients facing ineffective con-
servative treatment or long-term massive chylous leakage.
In the events of surgical suture and lymphatic venous anas-
tomosis failures, peritoneal shunt can be considered. In the
current case, the patient’s condition was brought under ef-
fective control after a series of comprehensive treatments
and finally discharged with tube installed. This case offers
valuable treatment reference for future cases, but the diag-
nosis and treatment strategies need to optimized through
further studies.
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