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Fig. 1 A, B : Upper gastrointestinal endoscopy and CT findings on admission. An advanced type-3 gastric cancer
in the cardia (A) with invasion into the lower esophagus was observed. B : Gastric wall thickening by the tumor
(black arrowheads) , and hypertrophy of the lateral segment of the liver (white arrowheads) is shown. C: Lapa-
roscopy developed an irregular liver surface with interconnected depressions, which was consistent with chronic

hepatitis. D : Resected specimen showed type-3 advanced gastric cancer in the cardia, 75mm in diameter. Addi-

tional resection of the proximal margin (arrow) of the esophagus ensured a histologically negative surgical margin

(specimen of the true proximal margin not shown) .
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Fig. 2 Clinical course along with body weight and temperature chart. Specific events are indicated by arrowheads.

Arrows and numbers indicate the frequency of CART (concentrated ascites reinfusion therapy). CV:central vein,

MRCNS ; methicillin-resistant coagulase negative staphylococci, MEPM ; meropenem, CLDM ; clindamycin, CTX

cefotaxime, VCM ; vancomycin, POD ; postoperative day, BW ; body weight, BT ; body temperature.
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Fig. 3 A:CT scan on postoperative day 28 showing

massive ascites. Arrows indicate the drainage
tube. B : CT scan 5 days after PV shunt. The vol-
ume of ascites had decreased dramatically. Arrow
indicates the catheter of the PV shunt.
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Fig. 4 A : Changes in laboratory data. CART improved these data gradually, whereas PV shunt improved the data
of total protein and cholinesterase remarkably. B : The amount of ascites and left pleural effusion in drainage. The
pleural effusion decreased gradually with time. Ascites was decreased remarkably after PV shunt. The data are ex-

pressed as the average amount (ml/day) in each week.
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A Case of Postoperative Refractory Ascites Successfully Treated by Peritoneovenous Shunt

Hisahiro Hosogi, Hiroshi Okabe, Kazutaka Obama and Yoshiharu Sakai
Department of Surgery, Graduate School of Medicine, Kyoto University

A 56-year-old man with a history of chronic type C hepatitis admitted due to advanced gastric cancer with
esophageal invasion underwent neoadjuvant chemotherapy, followed by total gastrectomy with lower esopha-
gus resection. Postoperatively, refractory massive ascites not controllable with diuretics necessitated concen-
trated ascites reinfusion therapy starting on postoperative day (POD) 43. After 12 treatment cycles, ascites
decreased somewhat but remained refractory, necessitating Denver peritoneovenous shunt surgery on POD
88. Abdominal distention ceased and laboratory data improved markedly. He was discharged on POD 98. Nu-
merous interventions for medically refractory ascites, such as concentrated ascites reinfusion therapy, peri-
toneovenous shunt, and transjugular intrahepatic portosystemic shunt, have been applied to relieve the symp-
toms of massive ascites. Few reports have been made of refractory postoperative ascites successfully treated
by peritoneovenous shunt. For patients with refractory postoperative ascites with a background of cirrhosis,
however, the efficacy and risk of treatment must be thoroughly understood to select appropriate intervention,
and timing.
Key words : refractory ascites, peritoneovenous shunt, concentrated ascites reinfusion
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