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ABSTRACT

Chyluria, described as passage of milky white urine, has been recognized as a urological manifestation
of the lymphatic system due to abnormal connection between the blocked and dilated lymphatics and the
renal pelvicaliceal systems. We report the case of a 36-year-old female from an endemic area of filariasis
in India who presented with chyluria. In addition to medical therapy, intermittent sclerotherapy of renal
pelvis with 0.2% povidone iodine was carried out with a dose schedule different from the ones in practice
earlier. The idea of intermittent sclerotherapy was to create pyelolymphatic and pyelosinus reflux so as to
sclerose the communicating channel between the lymphatic and urinary systems. This method proved to
be curative for the patient and she was relieved from her 8-year-old problem and subsequently remained

!Department of Urology,
Government Medical College,
Patiala, Punjab, India

2Department of General Surgery,
Government Medical College,
Patiala, Punjab, India

3Department of Urology,
Government Medical College,
Patiala, Punjab, India

Submitted:
04.06.2018

Accepted:
06.11.2018

Corresponding Author:
Anand Singla

E-mail:
anand_singla84@yahoo.co.in

©Copyright 2019 by Turkish
Association of Urology

Available online at
turkishjournalofurology.com

asymptomatic.
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Introduction

Chyluria is a condition of chronic lymphouri-
nary reflux, through the fistulous communica-
tions, secondary to lymphatic stasis because of
obstruction to the lymphatic flow. It is more
common in the tropics and subtropics, pre-
dominantly due to filariasis.

Parasitic agents such as Wuchereria bancrofti,
Echinococcus, Cysticercus cellulosae, Ascaris
lumbricoides, Tinea nana, Cercorrenas homi-
nis, and malaria can obstruct the lymphatics.
Congenital lymphatic malformation, injury to
kidney with lymphourinary fistulas and trau-
ma, abscess, neoplasms, diabetes, pernicious
anemia, pregnancy, and tuberculosis causing
obstruction to the lymphatics are the nonpara-
sitic causes.!'?!

Several approaches have been reported for
the treatment of chyluria. In the present
study, endoscopic sclerotherapy with povi-
done iodine as a modified sclerotherapy regi-
men is reported. We successfully tried endo-
scopic sclerotherapy with povidone iodine
in our patient to see the effectiveness of our

dosage schedule, which was different from
the existing ones.

Case presentation

A 36-year-old female presented with complaint
of milky urine with an occasional episode of
milky red urine for the last eight years. It was
associated with passage of clots for the past
six months. Patient also complained of weak-
ness with a progressive loss of weight for the
last 2 years. There was history of high-grade
fever, associated with rigors and chills that
lasted for one month. Patient took allopathic,
ayurvedic, and indigenous medications from
different practitioners for the same but without
relief, before presenting to us in the urology
department.

On examination, the patient was found mal-
nourished. General and systemic examinations
were unremarkable. Her blood investigation
showed normal hemogram with a normal abso-
lute eosinophil count (340/cu mm). Her renal
function test was normal. Her urine was milky
in appearance and settled down into three lay-
ers, i.e., an oily upper layer, a fibrinous middle
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Figure 1. a, b. Cystoscopy images showing efflux of milky urine

layer, and a bottom layer consisting of debris and chylous clots.
On urine analysis for albumin ++, 18-20 pus cells with numer-
ous RBC/HPF were found. The turbidity of urine disappeared
upon addition of ether. Ultrasonography revealed normal-sized
kidneys with multiple internal septations with echoes suggestive
of chylous and blood clots.

Cystourethroscopy revealed efflux of milky white urine from
the left ureteric orifice (Figure la, b), whereas efflux from
the right ureteric orifice was clear. Ureterorenoscopy was per-
formed. Lymphourinary communication was seen in the left
renal pelvis.

Patient was started with a fat-free, high-protein diet.
Supplementation of coconut oil as medium chain triglycerides,
hematinics, multivitamins, and green leafy vegetables was
given. Diethylcarbazine at a dose of 6 mg/kg was given in three
divided doses after food over a period of 14 days and a stat dose
of albendazole 400 mg was given as the patient came from an
endemic area of filariasis. Supportive treatment with abdominal
binder and bed rest was given. After all this failed to relieve
symptoms, considering the etiology as idiopathic, intermittent
sclerotherapy with renal pelvic instillation therapy with povi-
done iodine was started. During the procedure, a retrograde
ureteric catheter was passed up to the renal pelvis. A solution
of 0.2% povidone iodine (10 mL of 5% povidone iodine in 40
ml of distilled water) was prepared and 5 mL was injected into
the renal pelvis with a syringe in order to create pyelolymphatic
reflux, kept for 1 min, and then allowed to drain out. The maneu-
ver was repeated until whole of the solution was instilled into
the pelvicaliceal system. Povidone iodine induces an intense
aseptic sclerosing and obliterative inflammatory reaction in the
lymphatic channels leading to immediate relief. The subsequent
healing by fibrosis leads to permanent remission. The ureteric
catheter was kept in situ. The instillations were repeated every
alternate day for a total of three times under antibiotic coverage.
Urine was transparent after the first instillation but then again

changed to milky. However, after second and third instillation,
urine remained clear/transparent without any chylous clots.
During the whole course of her treatment, the patient was fully
informed and formal consent was taken for all the procedures.

Discussion

Lymphatic drainage of the kidney occurs in a trilaminar fashion.
W The intrarenal lymphatics emerge as 4-7 trunks at the renal
hilum, to eventually converge along the renal vessels to the lat-
eral aortic nodes.”! Chyluria occurs after rupture of lymphatic
varices into renal tubules because of the high intralymphatic
pressure due to obliterative lymphangitis and lymphatic hyper-
tension, subsequently forming collaterals. It may also occur
along the ureter, bladder, prostate, or urethra.”! Failure of the
valvular system in dilated lymphatics adds to back flow and
circulation.'?! The manifestation of chyluria is related to the
site of involvement and the anastomotic variation of the lym-
phatic system that primarily occurs at the cisterna chyli. Here
the lumbar trunks and the intestinal trunks join. The intestinal
trunk in such cases drains in the lumbar trunks of one side or
directly in the thoracic duct causing unilateral chylous edema
of only one extremity or unilateral chyluria, more commonly
on the left side.I'#!

Chyluria is usually asymptomatic. Dysuria, hematuria, renal
colics, backache, urinary tract infections, pedal lymphangitis,
edema, hydroceles, hypoproteinemia, cachexia, weight loss,
and malnutrition may be present in symptomatic patients.
Nutritional deficiency, recurrent clot colic, urinary retention,
hematuria/hematochyluria, and a state of compensated immu-
nosuppression may be seen.?!

Investigations in chyluria evaluate the presence of chyle in post-
prandial urine for chylomicrons and triglycerides. The intermit-
tent passage of milky cloudy urine should be differentiated from
phosphaturia (clears on adding 10% acetic acid), amorphous
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urates, severe pyuria, lipiduria secondary to fat embolism, pseu-
dochylous urine, and caseousuria due to renal tuberculosis.”!
Location of the lymphourinary fistulae can be demonstrated by
intravenous urography, retrograde pyelography, and lymphangi-
ography which in some cases may be even therapeutic, due to
the contrast-induced chemical pyelitis causing an obliterative
sclerosis of the lymphatics leading to cessation of chyluria.!"
Lymphographic evidence of numerous perihilar lymphatics is the
most pathognomonic sign of chyluria. Technetium-99m (meta-
stable) diethylenetriamine pentaaceticacid radionuclide lym-
phoscintigraphy has now replaced traditional lymphography to
precisely reveal the location of chyluria.! Routine radio imaging
may not be necessary in filarial chyluria.y Computed tomogra-
phy scan can demonstrate enlarged para-aortic lymphadenopathy.
Detection of filarial antigens in serum and urine can be done rou-
tinely with ELISA sandwich assay but for rapid accurate diagno-
sis of Wuchereria bancrofti infection, immunochromatographic
test was used, as it is 96.7% sensitive.!”) Unless complications are
present, renal function is usually unaffected. Microfilaria may
or may not be demonstrated in urine and/or blood. Eosinophilia
may be present and leukocytosis may be present in acute filarial
manifestations. Initially if chyluria is mild and stable and in the
absence of microfilaria, no therapy may be necessary and up to
50% of cases may undergo spontaneous remission.!!!

The conservative measures for the treatment of chyluria include
dietary manipulations with omission of long-chain triglycerides,
use of coconut oil, drug therapy with diethyl carbamazine, bed
rest, and use of abdominal binders (to decrease the lymphouri-
nary reflex through higher intra-abdominal pressure). Medium-
chain triglycerides have been advocated since these are directly
absorbed via the portal vein bypassing the lacteals and lymphatic
channels, unlike the long-chain fatty acids. Chyluria associated
with other coexistent conditions may be controlled by treatment
of the coexistent conditions.! Conservative management was
tried initially in our patient, but the symptoms were not relieved.

Surgical management of chyluria is indicated in patients with
refractory severe chyluria and failed medical therapy. This
includes endoscopic sclerotherapy, surgical lymphatic discon-
nection done by an open surgical and minimally invasive
approach.!'3619 Tn failed endoscopic sclerotherapy and surgical
management, chyluria may be cured by transinguinal spermatic
lymphangiovenous anastomosis or inguinal lymph node-saphe-
nous vein anastomosis.”! Due to the spontaneous emergence of
collateral lymphatic channels, even these lymphatic shunts tend
to fail over six months. Due to failure of conservative mea-
sures, we proceeded to endoscopic sclerotherapy in our patient.
Instillation of sclerosing agents such as silver nitrate, (0.2%)
povidone iodine, and radiographic contrast media (Urografin™)
U in the renal pelvis®? has been found to be a safe, effective,
and minimally invasive procedure with an initial success rate of

about 70-80%"! and the long-term recurrence rate is 50%. The
success rate with endoscopic sclerotherapy is known to fall with
subsequent reinstallations. Sclerosing agents induce an intense
aseptic sclerosing obliterative inflammatory reaction in the
lymphatic channels leading to immediate relief. The subsequent
healing by fibrosis leads to permanent remission. Flank pain,
nausea, vomiting, and hematuria can occur after instillation but
usually subsides by 24-28 hours. It is safer to manage bilateral
chyluria one side at a time, and doing endoscopic sclerotherapy
on the severe side first. Recently, localized chyluria (post-
radical nephrectomy) has been cured using cyanoacrylate adhe-
sives."! Subcutaneous octreotide has also been used to treat
post-traumatic chyluria.”’ Lymphangioleiomyomatosis induced
chyluria has been treated using sirolimus.'” High-intensity
focussed ultrasound ablation therapy is another noninvasive
therapy used to treat chyluria.'® Thus, the immediate results
with endoscopic sclerotherapy are good but the long-term fol-
low up and recurrence rates tend to be high.!"!

Intermittent sclerotherapy with povidone iodine was carried out
in our patient. Povidone iodine is a water soluble, nonionic sur-
factant polymer (polyvinyl pyrrolidone), which releases iodine
slowly." Many dosage schedules of povidone iodine have been
described in the literature for treating chyluria such as 8 hourly
for 3 days or 12 hourly for 2 days or weekly for 6-8 weeks."!
We followed a different dosage schedule which proved to be
equally effective as no recurrence was seen in the follow-up.
Thus, povidone iodine is an effective endoscopic sclerosing
agent and 5 ml of 0.2% solution could be instilled on alternate
days for three sessions for treating chyluria.

Informed Consent: Written informed consent was obtained for all
procedures from the patient.
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