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Background Jejunal diverticula are a rare entity whose presentation can range from clinically silent to a surgical 
emergency. A very rare complication of jejunal diverticula is small bowel volvulus, with a few cases 
reported in the literature. Chylous ascites is a known sequela of both malignancy and traumatic 
injury to the bowel. It is highly uncommon for chylous ascites to result from a small bowel volvulus. 
Here we present a clinical scenario in which a patient presented with a unique case of chylous ascites 
secondary to small bowel volvulus caused by a jejunal diverticulum.

Summary Here we examine a case of a 55-year-old female who presented with three days of constipation and 
abdominal discomfort and was found to have small bowel volvulus caused by a jejunal diverticulum. 
Imaging was nonspecific, with a “whirlpool sign” seen on abdominal CT. The patient was surgically 
managed with diagnostic laparoscopy converted to exploratory laparotomy with resection of the 
jejunal segment containing the diverticulum. Postoperatively, the patient had an excellent recovery 
and had no long-term consequences to bowel function.

Conclusion This patient’s presentation represents a multilayered, rare clinical scenario. Her case highlights that 
we must be aware that small bowel obstruction may have non-classical presentations and etiologies. 
While imaging and laboratory workup did not yield a clear diagnosis on initial presentation, she was 
ultimately diagnosed via laparoscopy. For the surgeon, diagnostic laparoscopy is an indispensable tool 
to shed light on unclear diagnoses and rare surgical pathologies.

Key Words chylous ascites; diverticulum; volvulus; laparoscopy; laparotomy

To Cite: Kirkorowicz JM, Ruffo J, Kalani A. Chylous Ascites Secondary to 
Small Bowel Volvulus Around a Jejunal Diverticulum. ACS Case Reviews 
in Surgery. 2024;4(4):46-48.



Kirkorowicz JM, Ruffo J, Kalani AACS Case Reviews in Surgery

– 47 –American College of Surgeons ACS Case Reviews. 2024;4(4):46-48

Case Description
The patient is a 55-year-old female with rheumatoid arthri-
tis, hypertension, and hemorrhoids who presented to our 
institution in 2020 with three days of constipation and 
abdominal pain. She reported that she attempted to use 
an unknown laxative and enemas to no avail. The patient 
denied nausea or vomiting. On presentation, she was afe-
brile and hemodynamically stable. Laboratory workup was 
unremarkable, with no leukocytosis and normal lactate. 
She was given lactulose in the emergency department, had 
a large bowel movement, passed gas, and reported feeling 
better. An abdominal CT was performed, demonstrating a 
midgut “whirlpool sign.”

An acute care-surgery service was consulted and examined 
the patient in the emergency department. The patient was 
admitted for observation and serial abdominal examina-
tions. The subsequent abdominal examinations were unre-
markable. The patient denied significant pain. She was 
advanced to a clear liquid diet and passed flatus and stool. 
On hospital day 2, the patient’s abdominal examinations 
worsened, and she became increasingly distended. She 
consented to diagnostic laparoscopy with the possibility of 
exploratory laparotomy.

Upon entry into the abdomen, a whitish, murky fluid 
with extensive whitish staining of the bowel was noted. 
The decision was made to convert to mini-laparotomy. 
Approximately 1100 mL of the fluid was aspirated and 
sent for triglyceride, amylase, and cultures. The small bow-
el was then inspected and was noted to be twisted around 

a diverticulum at the level of proximal jejunum approxi-
mately 20-40 cm from the ligament of Treitz. An off-white 
stain on the mesentery appeared to originate from the lym-
phatics. The diverticulum was resected and sent for patho-
logic examination.

Laboratory analysis of the fluid demonstrated a triglyceride 
count of 991, confirming the diagnosis of chylous ascites. 
The pathology report confirmed the diagnosis of jejunal 
diverticulum. On postoperative day 4, the patient returned 
to normal bowel function. She tolerated a regular diet, her 
surgical site pain improved, and she ambulated without 
difficulty. The patient was discharged home independently 
on postoperative day 4. During outpatient follow-up, the 
patient had regular bowel function, the pain had improved, 
and the surgical site was healing appropriately.

Discussion
The preceding case is notable for several reasons. First, jeju-
nal diverticula are a rare clinical entity. Small bowel diver-
ticula are discovered on 2% of abdominal CT scans and 
occur more commonly in the ileum.1 Jejunal diverticula 
are often clinically silent but can also cause a wide range of 
clinical symptoms. In one study of 28 cases of radiograph-
ically diagnosed jejunal diverticula, 54% had abdominal 
pain, 36% had chronic diarrhea, 32% had weight loss, 
29% had abdominal distention, and 4% had melena.1 
Our patient had none of these specific findings but rath-
er presented with constipation and nonspecific abdominal 
pain. While large bowel diverticula are well studied, there 
is a dearth of research on the causes and clinical course 
of small bowel diverticula. Jejunal diverticula are poorly 
understood. More research is needed to fill in this gap.

This patient’s presentation is remarkable because her chy-
lous ascites resulted from a small bowel volvulus. Chylous 
ascites are caused by the interruption of the intestinal lacte-
als carrying chylomicrons from the alimentary tract. Caus-
es include malignancy (two-thirds of cases in Europe and 
North America), trauma, congenital abnormalities, infec-
tious processes, postoperative complications, cirrhosis, 
and cardiogenic origins.2 The patient previously described 
did not have any of these underlying clinical conditions, 
again highlighting the uniqueness of the case. Only five 
cases of chylous ascites secondary to small intestinal vol-
vulus have been reported in the literature, the most recent 
being from a Japanese study in 2017.3 Surgical manage-
ment for chylous ascites is atypical. Medical management 
with octreotide, paracentesis, and a low-fat diet are more 
common.2

Figure 1. Axial Cut of Abdominal CT Showing Whirlpool Sign. Published 
with Permission
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Small bowel volvulus is an uncommon cause of small bow-
el obstruction in adults. Only 1.7-6.2% of small bowel 
obstruction cases in adults are caused by volvulus. Clas-
sically, volvulus is a pediatric surgical disease secondary to 
congenital malrotation. Our patient did not present with 
typical findings of small bowel obstruction. She did not 
have nausea or vomiting, and her constipation resolved 
following the administration of lactulose in the emergen-
cy department. Of note, the CT scan performed at the 
initial presentation revealed a “whirlpool sign,” a radio-
graphic finding associated with (but not specific to) small 
bowel volvulus. The whirlpool sign is also associated with 
closed-loop small bowel obstruction or, very rarely, enteri-
tis. It is described as the clockwise rotation of the superi-
or mesenteric vein and small bowel mesentery around the 
superior mesenteric artery.5 In one review in an oncologic 
population, the association between the whirlpool sign 
and small bowel volvulus was assessed.6 It was identified in 
33 of 1493 patients evaluated for small bowel obstruction 
secondary to volvulus, and 11 were identified on surgery 
to have a volvulus. The lesson is that while a whirlpool 
sign suggests a small bowel volvulus, it is not diagnostic. 
For this reason, we initially chose to observe and serially 
examine the patient.

Conclusion
This case is notable for the rarity of the clinical presenta-
tion and underlying etiologies. The patient had an atypical 
small bowel diverticulum that caused an atypical presenta-
tion of small bowel volvulus. Moreover, the symptoms she 
experienced prior to presentation were unusual in that she 
had no nausea, did not vomit, and had a large bowel move-
ment after lactulose. The fact that her small bowel volvulus 
resulted in chylous ascites is also a rare phenomenon, with 
a handful of cases diagnosed in the literature.

Lessons Learned
Through diagnostic laparoscopy, the diagnosis was reached, 
and the intervention was planned. This outcome highlights 
the importance of laparoscopy as a diagnostic modality for 
surgical presentations with multiple possible etiologies, 
especially for rare conditions. Subsequent conversion to 
laparotomy is neither a complication nor a failed operative 
intervention. Diagnostic laparoscopy is vital to determine 
if an open operation is required.
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