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ABSTRACT 

Octreotide, a somatostatin analogue, has been used for the management of patients with refractory chylothorax. 

Side effects related to the gastrointestinal system associated with octreotide are necrotizing enterocolitis (NEC) 

and focal intestinal perforation. NEC is the most common and dangerous gastrointestinal emergency in premature 

infants. We present the development of necrotizing enterocolitis after octreotide treatment in a preterm infant with 

idiopathic congenital chylothorax which settled after discontinuation of octreotide.       
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INTRODUCTION 

Chylothorax is defined as accumulation of lymph in the 

pleural space and it is the most common cause of pleural 

effusion in newborns with respiratory distress.[1] The di-

agnosis is made in the pleural fluid with triglyceride level 

> 110mg /dl and total cell count > 1000/ml with > 80% 

lymphocyte inclusion.[2]  

The treatment of chylothorax includes conservative man-

agement or surgery. Intravenous octreotide has been in-

creasingly used for the management of chylothorax.[3] 

However, various side effects related to the use of oc-

treotide have been reported.[4,5]  

NEC is a known side effect of octreotide.[4,5] We herein 

report a preterm neonate with congenital chylothorax 

who developed NEC with the treatment of chylothorax. 

CASE REPORT 

A 2450 gram male infant was born at 34th weeks, via ce-

sarean section due to fetal distress to a 28 years old 

mother, G3P3. Pregnancy was complicated by polyhy-

dramnios and bilateral pleural effusion. There was no 

sign of hydrops fetalis. Neonate’s APGAR score was 4/7. 

Since the spontaneous breathing trials were unsuccess-

ful, newborn was intubated and monitored in NICU. Ar-

terial blood gas analysis showed pH 7.28, pCO2 62 

mmHg, HCO3 17.8, BE -8.3. On chest x-ray, bilateral 

pleural fluid was observed for which bilateral chest tubes 

were placed followed by 150 cc fluid drainage. Pleural 

fluid analysis was as follows: LDH 97U/L, cholesterol 

28mg/dl, triglycerides 9mg/dl, leukocyte count 

1500/mm3 with 100% lymphocytes. After the pleural fluid 

was drained, newborn was extubated with improved ven-

tilation and at postnatal 2nd hour, was placed on nasal 
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CPAP. Oral feeding with 20cc/kg/day breast milk was in-

itiated at postnatal 6th hour. Nasal CPAP was discontin-

ued at postnatal 16th hour. Feeding was optimized grad-

ually. On second day in total 80 cc, and 3rd day 60 cc 

chylous fluid was drained. Right chest tube was removed 

on the 3rd postnatal day. On postnatal day 4, 10 cc chy-

lous fluid was drained from the left chest tube. Pleural 

fluid analysis yielded triglyceride level at 368mg/dl, leu-

kocyte count of 14900/mm3 with 82% lymphocytic pre-

dominance. Oral feeding was replaced by medium chain 

triglyceride containing formula.  

 
Figure 1: Pneumatosis intestinalis in right lower quadrant and air in the 

portal vein is observed. 

On postnatal day 6, left chest tube continued to drain 40 

cc chylous fluid so patient was started on 1 mcg/kg/h in-

travenous octreotide which was subsequently followed 

by decreased drainage. On the 4th day of therapy, patient 

was noted to have abdominal distention, tenderness, 

and bilious emesis. Upright abdomen film revealed 

pneumatosis intestinalis in the right lower quadrant and 

air was seen in the intrahepatic portal vein (Fig.1). Sim-

ultaneously, abdomen ultrasound was performed which 

showed dilated bowel loops with minimal free fluid in the 

pelvis. No umbilical catheter was placed at that time or 

before stage II B NEC development.  

As treatment, primarily octreotide infusion and oral feed-

ing were discontinued. Total parenteral nutrition was ini-

tiated. He was initiated on orogastric decompression and 

was then started on antibiotics; vancomycin and amika-

cin.  

Three days following cessation of octreotide treatment, 

abdominal distention decreased. Medium-chain triglyc-

erides (MCT) including formula feeding was initiated on 

postnatal day 17, which was followed with full oral feed-

ing in 6 days. During his following hospital course, 

chylothorax did not recur. Patient was discharged on 

postnatal day 30 and no further problems were encoun-

tered at 2 month follow up clinic visit. 

DISCUSSION 

The somatostatin analogue octreotide, reduces pancre-

atic secretion, gall bladder and gastrointestinal motility 

and reduces intestinal blood flow by vasoconstriction of 

the splanchnic vessels.[4,5] With these effects on the oc-

treotide gastrointestinal tract, fat absorption in the tho-

racic duct and lymphatic flow is reduced.[4] Octreotide-

related side effects include NEC, focal intestinal perfora-

tion, intraventricular hemorrhage, periventricular leuko-

malacia, seizures, hypotension, and rash.[4,5] Octreotide 

induced NEC cases are extremely rare.  

Few cases with transient chylothorax in patients with aor-

tic coarctation (after brief cardiopulmonary resuscitation 

and after cardiopulmonary surgery) developed NEC after 

octreotide treatment within 72 hours, however some 

cases of neonates with congenital hyperinsulinemia have 

also been reported to develop NEC due to octreotide 

treatment within 1 to 3 days.[6,7] 

Our patient was given a lower dose of octreotide than 

what was reported in the literature and developed NEC 

on 4th day of treatment which is in accordance to the pub-

lished literature. We associated the NEC findings to the 

octreotide treatment since it appeared within 90 hours the 

treatment was initiated and subsided quickly (48 hours) 

after the treatment was discontinued. Octreotide de-

creases the mesenteric blood flow, and it can result in 

NEC. Octreotide indeed causes a significant degree of 

diminished blood flow on celiac, superior and inferior 

mesenteric artery.[8]  

In conclusion, premature newborns on octreotide treat-

ment for congenital chylothorax are at high risk for NEC 

development and should be carefully monitored. On sus-

picion the therapy should be discontinued as we did in 

our patient. 
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