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Abstract

Mr M., 55-year-old, with metastatic adenocarcinoma of lung (stage IV) was admitted to the hospi-
tal after an earlier visit to oncology, where he presented with abdominal pain and distention sus-
pected of having ascites for the first time. After performing abdominal CT and gastric passage film,
it was hypothesized that clinical manifestation was related to gastric malrotation. The latter was
forced by the huge left pleural effusion. Draining the pleural effusion may be complicated by a
trapped lung, an adverse effect where the lung does not expand post drainage. After considering
the palliative therapeutic options the effusion was drained, the stomach recoiled to its anatomical
position, gastric malrotation was relieved, and the patient resumed oral nutrition. Though gastric
malrotation due to a huge, malignant left pleural effusion is rare, it should be considered as more
patients are being treated for lung cancer.
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1. Presentation

Mr M., 55-year-old, with metastatic adenocarcinoma of lung (stage 1) was admitted to the hospital after an ear-
lier visit to oncology, where he presented with a distended abdomen suspected of having ascites for the first time.
An attempt to drain the ascitic fluid provided 500 ml of dark brownish fluid. After the procedure, Mr. M. suf-
fered severe left upper quadrant pain and nausea, and therefore hospitalized.
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2. Assessment

Abdominal and chest computed tomography (CT) with intravenous contrast media performed on admission
demonstrated many pathologies, however we focus on the following: 1) severe gastric distention and malrotation
containing approximately 2 liters of fluid (Figure 1, *). 2) A huge encapsulated pleural effusion occupying most
of the left hemithorax (Figure 1, **) (comparing with previous CT the volume of the fluid significantly in-
creased), and 3) no signs of ileal dilatation, free air in the abdomen or ascites were demonstrated (not shown).
Liver metastases were also demonstrated.

Nasogastric tube was inserted alleviating nausea. Drained gastric content demonstrated coffee ground.

Gastric passage film demonstrated a caudally depressed stomach (Figure 2, gastric fundus and pylorus are at

Figure 1. Abdominal and chest computed tomography (coronal plane) showing
gastric dilatation (*) associated with left pleural effusion (**).
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Figure 2. Gastric passage film before left pleural drainage showing a caudally depressed stomach.
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the same level, deviating to the right of the vertebral column, pleural effusion marked by *).

Patient’s nausea and pain were relieved by inserting a nasogastric tube, however Mr. M. could not eat. Nutri-
tion administered via nasogastric tube was not absorbed even hours after administration. Differential diagnosis
included: gastric outlet obstruction due to metastasis or a functional kink of the pylorus, edema of the pylorus,
gastric vulvulus or malrotation. Multi-disciplinary discussion, with oncologists, gastroenterologists, pulmonolo-
gists, radiologists, surgeons and the authors resulted in a working diagnosis. It was hypothesized that the sto-
mach is malrotated probably due to the space occupying effect of the huge left pleural effusion. Yet, we were
reluctant to drain this effusion since we thought that the left lung will not expand, an adverse effect known as
trapped lung [1].

3. Management

Two palliative options were examined: 1) maintaining the nasogastric tube, relieving the nausea and pain how-
ever, accepting the nutritional deficit and the grave prognosis, versus 2) draining the pleural effusion, hoping the
stomach will “recoil” to its anatomical position, resuming oral intake, however, considering the adverse outcome
of a trapped left lung. Mr. M’s life expectancy was estimated to be weeks and therefore, after thoroughly dis-
cussing the palliative options with him, we proposed to drain the pleural effusion [2].

A 16-gauge central venous catheter was introduced into the left pleural sac, draining 6.4 liters over 6 days.
The stomach recoiled to its anatomical position. Nasogastric tube was removed and patient slowly began eating,
without vomiting. Post drainage passage film (Figure 3) demonstrated repositioning of the stomach (fundus left
to vertebral column and at higher position relative to pylorus, air is observed in the left lower lobe, marked by
*

).
The left lung expanded to some extent, pleural effusion began to re-accumulate, however, symptoms of pain
and nausea did not recur.

Approximately, 2 months after discharge Mr. M. passed away.

Lessons taken: 1) Abdominal pain and distention in a patient with known metastatic malignancy requires a
differential diagnosis and may not always be ascites. It is possible that the first attempt of abdominal paracente-
sis resulted in puncturing the stomach. 2) The clinical manifestation of abdominal distention, and vomiting, due
to gastric malrotation is rare, however, previously described in children [3]. Gastric malrotation resulting from a
space occupying effect of a huge malignant pleural fluid was, to the best of our knowledge, not described hi-
therto. Nevertheless, as more patients are treated for lung cancer such a complication may be expected. 3) Pal-
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Figure 3. Gastric passage filmafter left pleural drainage showing repositioning of the stomach.
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liative care aims to improve patient’s symptoms, while considering possible adverse outcomes. There is only a
short window of opportunity to somewhat improve quality of life of a terminally-ill patient and this opportunity
should not be missed on our behalf.
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