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Ascites Aper Pleuroperitoneal Shunting 
J. A. Roukema, MD, PhD, H. J. C. Lobach, MD, 
and Chr. van der Werken, MD, PhD 

If conventional therapy fails in patients with intractable malignant pleural 
effusion, the pleuroperitoneal shunt is a valuable alternative. In a 59-year-old man 
with disabling malignant pleural effusion, massive ascites developed shortly after 
insertion of a pleuroperitoneal shunt. This shunt was replaced by a pleurovenous 
shunt. The ascites disappeared, and pleural effusion did not recur. The patient died 
6 months later. Cancer 66:675-676,1990. 

FFECTIVE CONTROL of malignant pleural effusion E may greatly improve the quality of life of terminal 
cancer patients. Traditional therapy like repeated thora- 
cocentesis or tube drainage with installation of chemical 
irritants to achieve pleurodesis is effective in most pa- 
tients.’.’ However a small group of patients remains with 
serious problems because of intractable pleural effusion. 
In selected cases we do pleuroperitoneal drainage with a 
Denver-type shunt.’-’ We describe an unusual compli- 
cation of this shunting. 

Case Report 

A 59-year-old man was admitted with disabling malignant 
pleural effusion of unknown origin. Prior therapeutic thoraco- 
centesis and tube drainage followed by installation of tetracycline 
in the right pleural space failed. Two days after successful in- 
sertion of a Denver-type pleuroperitoneal shunt, the patient was 
discharged from the hospital with excellent relief of his dyspnea. 
During the following weeks, however, progressive ascites devel- 
oped. There were no signs of seeding of malignant cells or of 
any deposits of primary or metastatic cancer in the peritoneal 
cavity. Liver function tests, serum albumin, and ultrasonographic 
examination of the liver and upper abdomen were normal, and 
there were no signs of portal hypertension. 

Because conservative treatments failed, the pleuroperitoneal 
drainage was replaced by a shunt between the pleural cavity and 
the internal jugular vein. The postoperative course was unevent- 
ful: there were no signs of air embolism. Again the symptoms 
were relieved with decreasing dyspnea and improved exercise 
tolerance: the ascites did not recur. Six months after insertion 
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of the pleurovenous shunt the patient died of progressive pul- 
monary metastasis. At that time there was no clinical evidence 
of abdominal cancer or new ascites formation. Postmortem ex- 
amination was not done. 

Discussion 

Patients with malignant pleural effusion generally have 
marked respiratory discomfort although other symptoms 
of their terminal disease might allow them a good quality 
of life for several weeks or months. Tube drainage followed 
by installation of sclerosing agents like tetracycline is ef- 
fective in about 80% of these patients and remains the 
main method of treatment. However if conventional 
therapy fails, in selected cases the pleuroperitoneal shunt 
is a valuable alternative. So far no serious morbidity re- 
lated to this type of shunting has been documented. There 
has been no clinical evidence of malignant seeding because 
patients do not survive long enough. Little et uL3 reported 
the development of massive malignant ascites in one pa- 
tient, but this was thought to be related to progression of 
previously established intraabdominal lung carcinoma 
metastases. Since all peritoneal lymphatics ordinarily 
drain upwards through the diaphragm into the medias- 
tinum, possible causative factors of ascites of nonhepatic 
origin are: ( I )  the massive exudation of protein-containing 
fluid from proliferating cells and (7) the obstruction of 
lymphatic pathways especially in the right diaphragm 
caused by tumor Pleural involvement or medias- 
tinal lymphatic obstruction by malignancies are presumed 
to be the primary mechanisms in the development of 
neoplastic pleural effusions.’ 

In our patient ascites disappeared by changing the 
pleuroperitoneal drainage to a pleurovenous shunt. Over 
the next 6 months, no signs of intraabdominal malignancy 
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as the origin of this ascites was found. It is possible that, 
in this patient with pleural effusions caused by an intra- 
thoracic malignancy, there was a relative lymphatic 
blockage of the mediastinum. 

Although metastatic or even primary intraabdominal 
malignancy cannot be excluded, it seems reasonable to 
assume that ascites in this patient was caused by a com- 
bination of the massive supply of pleural fluid with a high 
protein concentration and a relative obstruction of lym- 
phatic pathways in the diaphragm and mediastinum by 
tumor involvement. If this is true it is remarkable that 
this complication has not been reported thus far to our 
knowledge. 

In our opinion pleuroperitoneal shunting as a palliative 
procedure should be considered only in selected patients 
after conservative treatment has failed. If progressive as- 
cites develops, the pleuroperitoneal route can be changed 

into a pleurovenous route easily. However, the risk of 
embolism should be considered. 
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