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Abstract

Filarial infections are common in most tropical and subtropical regions of the world. 
We report a case of chyluria due to lymphourinary fistula in a filarial antigen 
negative case, the diagnosis of which was confirmed by the demonstration of 
microfilariae in urine as well as in peripheral blood only after diethyl carbamazine 
(DEC) provocation test. So In endemic areas, workup of filarial infection should be 
considered in a patient with chyluria even if the filarial antigen is non-reactive and 
microfilaria cannot be demonstrated initially.
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Introduction

Filarial infections are common in most tropical and subtropical 
regions of the world. Numerically, the public health problem 
of lymphatic filariasis is greatest in India, China and Indone-
sia [1]. Lymphatic filariasis is caused by Wuchereria bancrofti, 
Brugia malayi, or Brugia timori. The clinical manifestations are 
directly related to the occlusion of the lymphatic channels, 
thereby causing lymphangiectasia [2]. The most common pre-
sentations of lymphatic filariasis are subclinical microfilaremia, 
acute adenolymphangitis, hydrocele ,and chronic lymphatic 
disease[3]. We report a case of chyluria due to lymphourinary 
fistula in a filarial antigen negative case, the diagnosis of 
which was confirmed by the demonstration of microfilariae 
in urine as well as in peripheral blood only after diethyl car-
bamazine (DEC) provocation test.

The Case

A 32 year male (Figure 1), non-diabetic, non-hypertensive, 
carpenter by occupation came from Burdwan district of West 
Bengal, presented with increased frequency of micturition 

Figure 1. Patient with observable cachexia.
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with milky white urine for last 6 months. It was associated 
with pain in the hypogastrium and significant weight loss. 
There was no h/o fever or burning sensation in urine, nau-
sea, vomiting, headache, swelling of the limbs or swelling 
anywhere in the body. Appetite was normal. No h/o cough, 
hemoptysis or trauma to the abdomen. There was history of 
vague itching over different part of the body with redness 
which used to disappear on its own without any significant 
medication.

Investigation showed no pallor, no leucocytosis with pre-
served ESR. Absolute Eosinophil count was 210/cmm of 
blood. Renal function test and LFT was otherwise normal 
(albumin was low, 2.2 g/dl). Urine examination revealed pro-
teinuria (3+), RBC (6-8/HPF) and pus cells with fat globules. 
Urine for AFB was not found & culture showed no growth. 
Urinary triglyceride level was high (169mg/dl) & occult blood 
was strongly positive. USG abdomen showed layered echo-
genic sediment in the lumen of bladder. St xray chest & CT 
abdomen were within normal limits. Serum uric acid and PSA 
were normal. Serum triglyceride was 158 mg/dl. Mantoux 
test was negative.

Filarial antigen test/ W. bancrofti antigen was non-reactive. 
The peripheral blood film or urine did not reveal any micro-
filaria.

Lymphoscintigraphy of abdomen was done with Tc 99m sul-
phur colloid -confirmed evidence of communication of the 
lymphatic system with the urinary system at the level of lower 
abdomen  near the bifurcation of abdominal aorta into iliac 
arteries. (Figure 2)

Figure 2.  Lymphoscintigraphy of abdomen -confirmed evidence 
of communication of the lymphatic system with the 
urinary system.

Figure 3. Microfilaria in urine.

Figure 4. Microfilaria in blood.

Figure 5. Microfilaria in blood .
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Patient was given symptomatic treatment in addition to di-
ethyl carbamazine but chyluria was still persisting. To know 
whether it was due to lymphourinary fistula of filarial origin 
or there were other causes, urine and blood were again sent 
for presence of microfilaria on 10th day of diethyl carbam-
azine therapy. Centrifuged urine revealed microfilaria (Figure 
3). Blood examination also showed presence of microfilaria 
(Figure 4 & 5)

As there was no improvement of chyluria, the patient was 
sent to urology department and they had operated and 
closed the communication. Patient became symptomatically 
better with control of chyluria and was discharged with al-
bendazole for 2 weeks.

Discussion

In the endemic areas, up to 10% may be afflicted by fila-
riasis [4].Chyluria is a state of chronic lymphourinary reflux 
via fistulous communications secondary to lymphatic stasis 
caused by obstruction of the lymphatic flow. Chyluria occurs 
only in 2% of filarial afflicted patients in the filarial belt. If 
the obstruction is between the intestinal lacteals and thoracic 
duct, the resulting cavernous malformation opens into the 
urinary system forming a lymphourinary fistula. Once such a 
fistula is formed, intermittent or continuous chyluria occurs. 

Milky urine is also produced by urates, which clear on heating 
or phosphates, which clear on adding 10% acetic acid [5]. 
Other causes of chyluria may be parasitic (Filariasis, Echinococ-
cosis, Tenia nana, malarial parasites, Cereonomas hominis) or 
nonparasitic (congenital lymphangiomas of the urinary tract, 
tuberculosis, reteroperitioneal abscess and neoplastic infiltra-
tion of retroperitional lymphatics, trauma and pregnancy). 
The most useful roentgenographic procedure in delineating 
lymphatic channels in patients of chyluria is lymphangiogra-
phy, which is diagnostic to visualize the lymphourinary fistula, 
particularly when surgical intervention is planned. Radionu-
clide lymphoscintigraphy has been claimed to be a noninva-
sive technique in the diagnosis and management of chyluria.

In our patient, chyluria was the chief complaint and hema-
turia due to rupture of minute blood vessels at the fistulous 
site, weight loss, malnutrition cachexia (Figure 1) were also 
present. Loss of proteins in urine may add to the malnutrition.   

Microfilaria positivity in urine has been variously reported as 
40- 75% [5] & could not be demonstrated in our patient 
at first but DEC provocation test is 80% as efficacious in 
demonstrating microfilaremia and that’s why it was detected 
after DEC therapy. 

The lipid contents of chyluria are mainly chylomicrons, 90% 
content of which is in the form of triglycerides as in our 
patient. 

The whole blood immunochromatographic card test (ICT card 
test) to detect filarial antigen has shown several advantages 
when compared to thick blood film. The sensitivity of the 
ICT card test is 94.7% and in the endemic area, the pos-
sible range of the specificity is from 72.4% to 100% [6].
Our patient was a case of antigen negative filariasis.  More 
studies evaluating the performance of the whole blood card 
test are necessary to verify indices of accuracy under differ-
ent diagnostic criteria, for instance, considering faint lines 
either as a positive or negative result. It would be useful if 
the manufacturers could give more specific details about the 
method and antigen applied in the test, as well as further 
information related to the correct interpretation of the tests 
in the case of extremely faint lines.
 
The management of cases of chyluria includes bed rest, high 
protein diet, drug treatment (diethycarbamazine) and use 
of abdominal binders, which is claimed to prevent the lym-
phourinary reflux by increasing the intra-abdominal pressure. 
Clearance of microfilara by DEC therapy did not appear to 
reverse the type of lymphatic pathology observed in micro-
filaraemic subject [7]. Surgical management is indicated in 
cases of recurrent clot-colic, retention of urine and progres-
sive weight loss despite conservative treatment, especially in 
children. The cornerstone of management of chyluria is renal 
pelvic instillation sclerotherapy. Surgical alternatives include 
open or laparoscopic chylolymphatic disconnection.
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