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essential for reducing the mortality rate!?. Medical
treatment rarely restores normal calcium levels. Surgery is
the definitive treatment, with a 98% cure rate and a 2.3%
complication rate when performed by qualified surgeons.
While waiting for elective surgery, the patient should be
stabilized by intravenous infusion of 2-4 L of 0.9% saline,
furosemide, calcitonin, and bisphosphonates. Hemodialysis
may be required in some cases.

The reported case demonstrates the need for measuring
calcium levels in patients with no remarkable history in
whom renal function impairment and kidney stones are
found in order to rule out an associated primary
hyperparathyroidism. Metabolic changes, including
hypercalcemia, should also be considered as the cause of
impaired consciousness so that immediate intensive medical
treatment may be started.
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Cervical chylous fistula after
lymphadenectomy for papillary thyroid
carcinoma treated with somatostatin analogs

Fistula quilosa cervical tras linfadenectomia por
carcinoma papilar de tiroides tratada con analogos
de la somatostatina

To the Editor:

The occurrence of a chyle fistula due to injury to the
thoracic duct or one of its affluents following cervical
dissection and/or lymphadenectomy is an uncommon
complication during surgery for thyroid carcinoma. Various
treatment approaches have been described, of which
surgery is reserved as the final option when all other
approaches have failed. We report a chyle fistula occurring
after thyroidectomy with lymphadenectomy for papillary
thyroid carcinoma which was resolved with conservative
management using somatostatin analogues (octreotide).

A 34-year-old female patient with an unremarkable history
attended the clinic for subclinical hypothyroidism. A physical

examination revealed the presence of a hard stone nodule,
approximately 2 cm in size, in the left thyroid lobe. No
cervical adenopathies were palpated. Tests for thyroid
hormone and anti-thyroid antibody levels were performed
before surgery but showed no significant changes. An
ultrasound examination showed the presence of an 11-mm
nodule in the left thyroid lobe with gross calcification inside.
Fine needle aspiration of the lesion revealed a papillary
carcinoma of the thyroid gland. Surgery consisting of total
thyroidectomy with excision of the central cervical and
bilateral jugular lymph nodes was performed. The final
histological study confirmed the presence of a 1.7-cm
papillary thyroid carcinoma involving one of the nodes in
the central compartment and one node in each jugular
chain. One week after surgery, the patient reported a lump,
fluctuating upon palpation, in the left cervical region. Upon
puncture (fig. 1), a whitish fluid (lymph) was collected.
After three fluid evacuations, one per week, combined
treatment was started with a diet rich in middle-chain fatty
acids plus octreotide (0.1 pg/8 hours subcutaneously), and
the fistula healed in the first week of treatment.



LETTER TO THE EDITOR

151

The occurrence of a chyle fistula after cervical surgery is
an uncommon complication associated with extensive
dissection in the cervical region!. Chyle fistula has been
reported as occurring more frequently on the left side
because of the emptying of the thoracic duct into the
jugulosubclavian confluent. The lesion usually goes
undetected initially, and becomes evident as fluid of a milky
appearance that drains in the days subsequent to surgery or
by the development of a collection of fluid after drainage
removal, as occurred in our case. Treatments described for
managing this complication include dietary measures such
as a low-fat enteral diet with middle-chain fatty acids?,
which need not enter the bloodstream through the thoracic
duct, or an absolute diet with total parenteral nutrition.
The role of diet is currently controversial®. Other local
measures, such as the instillation of different sclerosing
substances, have also been reported*. Surgery, consisting of

Figure 1 Diagnostic puncture of a postoperative whitish
(lymph) swelling characteristic of lesions of the thoracic duct
or one of its affluents.

cervicotomy and location of the origin of the thoracic duct
lesion, is often unsuccessful, and more aggressive surgical
measures, such as thoracic duct ligation by thoracotomy or
videothoracoscopy, are not free from significant morbidity>”’.
The use of somatostatin and its derivatives (octreotide) for
the treatment of chylothoraxes of different etiologies has
been reported. By decreasing portal flow and gastrointestinal
secretions, these drugs significantly reduce lymphatic flow
through the thoracic duct and also decrease fistula volume.
The use of somatostatin or one of its analogues (octreotide)
is an interesting option, particularly for the management of
small lesions in the thoracic duct, where a decreased flow
may result in spontaneous closure of the defect®.
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