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Abstract

Chylous ascites is a rare clinical condition resulting from disruption of abdominal lymphatics. Non-Hodgkin’s lymphoma is one of 
the well- known, if uncommon, causes of chylous ascites [1,2]. In this report, we describe a 74-year-old man with a 15-year history 
of mantle cell lymphoma (MCL) with IgM paraprotenaemia, who developed marked chylous ascites when the disease transformed to 
a high proliferative entity.

Case Report

A 58-year man was diagnosed with MCL in 2009 when he presented 
with minor inguinal lymphadenopathy; histological features were 
consistent with an indolent form of MCL. Cytogenetic studies 
showed t(11:14) translocation. Two years later, he was found 
to have axillary and abdominal lymphadenopathy, rectal and 
terminal ileal lesions, bone marrow infiltration (16%) and IgM 
paraproteinemia with immunoparesis. He was treated with R-COP 
(rituximab, cyclophosphamide, vincristine and prednisolone), 
followed by ibrutinib as maintenance therapy. He remained in very 
good partial remission for 13 years. In 2024, he developed rapid 
onset abdominal pain and marked ascites associated with massive 
para-aortic, mesenteric and pelvic lymphadenopathy and weight 
loss. Repeat lymph node biopsy and molecular studies showed 
high-risk MCL with a high Ki 67 index of 90%, p53 positivity 
and BIRC3 positivity. Abdominal paracentesis was performed and 
more than 16 litres of chylous fluid was drained (Figure 1).

Treatment comprised R-CHOP (R-COP plus doxorubicin) and a 
high energy, high protein, low fat diet with < 20gms fats (non MCT 
fats) + MCT fats (medium chain triglycerides) with nutritional 
supplements. This dietary modification assists in hampering 
chylomicrons processing, thus reduce the production and flow of 

chyle. MCTs can be absorbed by enterocytes and travel through 
the portal vein directly to the liver rather than via the lymphatic 
system [3]. Multidimensional approach to management of chylous 
ascites appears to have beneficial clinical effect.

Figure 1: Drainage of Chylous fluid.
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His MCL remained refractory but responded to zanirutinib therapy   with an excellent clinical response, including complete resolution 
of his ascites. Figure 2a and Figure 2b show the pre and post treatment abdominal CT scans.

Figure 2a and 2b: Coronal contrast enhanced CT of the abdomen pretreatment (Figure 2a, left), demonstrates moderate ascites (yellow 
arrow) and marked soft tissue lymph nodal retroperitoneal mass (green arrow) encircling the aorta (bold black arrow). Post treatment 
coronal image (Figure 2b; right image) demonstrates significant reduction in the retroperitoneal mass (green arrow).

Unfortunately, six months later his disease recurred with marked 
lymphadenopathy, without ascites. Treatment with salvage 
chemotherapy followed by CAR-T therapy was ineffective. 
However, he showed minor response to a combination of rituximab, 
bendamustine and cytarabine (R-BAC) therapy and is currently 
receiving pirtobrutinib showing sustained partial remission status.

Discussion

MCL is an uncommon subtype of non-Hodgkin’s lymphoma, 
which initially runs an indolent clinical course, akin to follicular 
lymphoma – the most reported subtype of lymphoma associated 
with chylous ascites [4,5].                                                                                                     

Reports of MCL associated chylous ascites are rare and described 
in indolent phase of disease [1]. The rapid onset of chylous ascites 
in our patient occurred when the disease transformed to a high 
proliferative state (highlighting the need for repeat biopsy), which 
required aggressive chemoimmunotherapy to resolve the ascites.

The dietary changes used as part of the management in our patient 
were a short-term measure and was  supervised by a qualified Di-
etitian to reduce chyle production (which is triggered by dietary 
long chain triglycerides); short and medium chain triglycerides are 
absorbed directly by the portal venous system [6].

Prognosis depends on controlling underlying disease activity with 
appropriate therapy.
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