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ABSTRACT

The technique of peritoneovenous shunting for the alleviation
of abdominal pain and distension in malignant ascites due to
inoperable cancer, returns the fluid to the circulation via a one
way, valved, anastomosis between the peritoneum and the
jugular vein. Surprisingly, although the patients treated with this
technique receive direct infusions of malignant tumor cells into
the blood, this study of 29 patients, 15 of whom came to autopsy,
shows that they did not all develop mÃ©tastases, some being
completely free of such lesions despite long survival. Even when
mÃ©tastasesdo form, they are small and clinically asymptomatic,
and the technique is therefore not hazardous. In some patients,
inert tumor cells identifiable by natural markers were recognized
in the tissues, but no growing mÃ©tastases were observed. In
others, the distribution of secondary deposits was unexpected
in that mÃ©tastasesdid not form in the organ containing the first
capillary bed encountered, although hematogenous mÃ©tastases
had formed in other organs. Despite the fact that various factors
such as (a) the small numbers of patients treated with the
technique; (b) the sensitive nature of studies on terminally ill
patients; and (c) the absence of consistency in the sample
population with regard to factors such as length of survival and
site of neoplasm, combine to reduce the number of suitable
cases for study, the approach has unrivaled power and interest
for those seeking to understand mechanisms underlying tumor
metastasis in humans.

INTRODUCTION

There have never been acceptable methods for the experi
mental analysis of mechanisms of metastatic spread in humans.
Investigation of this topic has therefore been conducted exclu
sively in animals (3-5, 14-16, 27), but there is still no proof that

the conclusions apply to humans. However, the recent introduc
tion of peritoneovenous shunting for palliation of intractable
ascites in patients with incurable abdominal cancer has made
ethical opportunities available for investigation of the phenome
non of metastasis in humans. In this procedure, the abdominal
effusion is returned to the circulation via an anastomosis, con
taining a one-way valve, between the peritoneal cavity and the

lungs. Since no filter can be interposed without rapidly blocking
the flow, large numbers of tumor cells are necessarily infused
directly into the circulation. We have studied this unusual group
of patients and have reported that palliation is good (24) and
complications are minimal (25, 30). Now we present details of

laboratory studies on 29 patients treated with this technique and
pathological findings in 15 of them who were subsequenty
autopsied. Although several reports (1, 7, 8, 13, 18, 19, 23, 26)
have been published on the efficacy of this procedure for relief
of symptoms, there has been no evaluation of the scientific
implications of the observations which can be made. The findings
must be interpreted with caution, because the sample of patients
that can be studied thoroughly, even by laboratories with ade
quate resources and appropriate clinical associations, is small,
and there are unavoidable differences in length of survival and in
diagnosis between individual patients.

However, it is already clear that the findings in humans corro
borate and extend those in other species and that patients
treated with this technique will, in addition to benefiting from
palliation, provide a rich source of information pertinent to mech
anisms underlying the metastatic process.

MATERIALS AND METHODS

Clinical Observations. Patient details and diagnoses are presented

in Table 1. More extensive clinical details are provided in a previous
publication (24). As the shunt is only used for palliation in terminally ill
patients with inoperable carcinoma, in whom systemic chemotherapy
and other treatment has already failed, no further antineoplastic therapy
was given after shunt insertion. Also, anticoagulants were not given for
prevention of shunt blockage.

Ascitic Fluid. Ascitic fluid was collected from 22 patients at the time

of insertion of the shunts. The samples were collected in sterile plastic
tubes and transported in crushed ice. The cells in the fluid were washed
by centrifugation and resuspension in minimum essential medium with
10% fetal calf serum and antibiotics. An aliquot of the cell suspension
was stained with a mixture of fluorescein diacetate and ethidium bromide
(28) and counted in a hemocytometer with an UV microscope to calculate
the total cell number and percentage viability. Live cells react with
fluorescein diacetate and fluoresce bright green, and dead cells stain red
with ethidium bromide in UV, thus making a sensitive test of immediate
cell viability.

Capacity for prolonged survival of the ascites cells was tested by
culture in plastic tissue culture flasks with minimum essential medium
and 10% fetal calf serum, penicillin and streptomycin (50 units/ml), L-

glutamine (2 mw). and nonessential amino acids (Grand Island Biological
Co. Europe, Ltd., Paisley, Scotland, United Kingdom). The cells were
examined regularly for at least 2 weeks by phase-contrast microscopy.

To assess clonogenicity, further cells from samples of ascitic fluid
from 12 patients were mixed with 0.33% agarose and plated over a base
layer of presolidified 0.5% agarose in 35-mm Petri dishes. Dishes were
seeded with either 105 or 2.5 x 105 viable cells. After 14 days, the

number of colonies of more than 10 cells was counted and the clonogenic
efficiency calculated with the following:
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No.of colonies
No.of cellsplated

x 100

Permanent preparations of the agarose cultures were made following
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Studies on Human Tumor Metastasis

Table 1

Autopsied patients: laboratory findings

PatientGroup

1D.
G.R.
H.H.
M.J.B.B.

B.Group
2F.
G.W.
A.E.
R.D.

J.(9)E.
J. S.Viability

ofascites
cells(%)99959899959995999599â€¢

vViable

cell no.in100ml40

x10Â°10x10"260x10"50

x10"20x10"65

x10"20
x10"600x10"8x10"20

x 10Â«Cytologicaldiagnosis

inascitesM*MMMMMMMNAMAscites

cellsClonogen-Growth

Â¡cityinsofton
agaroseplastic

(%)+

0.012+
0+
NA+
0.04+
0.14+

0.01+
0.02+
0.7+
NA+

0.003Blood(growthonplastic)+_NANANA+++_+"NA
a M, malignant; +, growth; ++, abundant growth; -, no growth; NA, not available.
6 Few cells in later cultures.

the method described by Salmon and Buick (20). Any remaining cells, or
those which could not be cultured immediately, were stored in 1-ml
aliquots in liquid nitrogen, with 7.5% dimethyl sulfoxide as cryopreser-

vative(17).
Peripheral Blood. Blood samples (20 ml) were taken at 1 hr before

and again 1 hr after inserting the shunt (from 16 patients). Further blood
samples were taken at each outpatient visit. The blood, collected in
sterile Vacutainers containing EDTA, was mixed carefully and left to
stand at 4Â°for 1 to 2 hr to allow the RBC to sediment. The RBC-free

plasma was collected, diluted with minimum essential medium, and
centrifugea, and the cell pellet cultured in tissue culture flasks with
culture medium (see above). Nonadherent cells were removed after 1 to
2 days by changing the medium. The cultures were maintained and
examined regularly for up to 4 weeks.

Autopsy Procedure. Thirty-five patients received shunts at Oxford or

High Wycombe, England, in the last 3 years, 15 of whom were autopsied.
The remainder either are still alive, died at home, or permission for
autopsy was refused.

Full autopsies were performed on 14 of the 15 cases; one (W. H.) had
a limited autopsy involving only examination of the thorax at the request
of the relatives.

The autopsy procedure consisted of examination of the cranial, tho
racic, and abdominal cavities and systematic inspection of all the organs
they contained. After surface examination for tumor deposits or other
lesions, all solid organs including small ones such as the endocrine
glands were cut into thin serial slices for detection of macroscopic
mÃ©tastases. Tubular structures such as the gut and the major vessels
were opened longitudinally and the lumen examined. Longitudinal slices
of the vertebral column were also studied. The axial (hilar and paraaortic)
and peripheral lymph nodes were palpated, and a representative sample
was sliced in addition to any that felt abnormal. In the abdominal organs,
only deposits deep in the parenchyma were accepted as mÃ©tastasesto
exclude confusion with ingrowth of surface tumor nodules.

The lungs were extensively sampled for histology because they con
tain the first capillary bed encountered by the malignant cells from the
shunt. They were fixed by inflation with formalin and sliced 24 hr later.
Representative samples of all lesions were taken, together with at least
6 blocks of tissue selected at random from each lung. The extent of
sampling from all other organs depended on size and on whether
macroscopic lesions were present, but where these were absent, at
least one and usually several blocks were taken at random from each
organ. In organs that were macroscopically normal, a particularly careful
search was made microscopically for micrometastases, tumor cell em
boli, or inert tumor cells in the interstitial tissue.

Hematogenous origin of micrometastases could be recognized from
knowledge of the vascular and lymphatic anatomy of an organ.

RESULTS

Ascitic Fluid. The viabilityof cells in the ascitic fluidscalculated
by the fluorescein diacetate-ethidium bromide staining method

was, in all cases, greater than 90% (see Tables 1 and 2). All
samples grew well in plastic tissue culture flasks for at least 2
weeks. The clonogenic efficiencies in soft agarose of the ascites
cells from 12 patients are also given in Tables 1 and 2. These 3
techniques demonstrate: (a) that numerous viable cells were
present in the ascitic fluid of these patients; (Â£Â»)that the cells
were capable of prolonged survival; and (c) that a proportion of
them was also capable of growth in semisolid medium, an assay
for tumorigenicity (9, 22). At the time of plating in soft agarose,
it was not possible to distinguish normal from malignant cells.
Therefore, the figure for clonogenic efficiency is calculated from
the initial total number of viable cells per Retri dish, which
probably underestimates the real value.

Peripheral Blood. Bizarre cells frequently multinucleated were

identified in the cultures from peripheral blood of 11 of the
patients studied (Tables 1 and 2). The number of cells varied
greatly and, in 2 of the patients sampled repeatedly (D. G. and
F. G.), reflected the patency of the peritoneovenous shunt since
they disappeared, or reduced in numbers, when the shunt was
totally or partially blocked. The morphological appearances, al
though suggestive of neoplastic origin, are not sufficient for
establishing this. Further studies with monoclonal antibodies and
inoculation of blood cells from these patients into nude mice are
in progress.

Autopsy Findings. The main autopsy findings in the 15 pa

tients studied are summarized in Table 3. The primary tumors
arose in a variety of sites, although 9 were of the ovary, and the
patients survived for periods ranging from 1 to 27 months
(median, 4 months) after insertion of the shunt. It is realized that,
even with the most thorough technique and systematic search,
one cannot be certain that occasional micrometastases have not
escaped notice. The separation of patients into 2 groups with
and without hematogenous metastasis is therefore a provisional
device to aid description and analysis. The magnitude of the
difference in collective metastatic performance between the tu
mors we have placed in each of the 2 compartments certainly
suggests the existence of separate populations within the series
of cases studied so far rather than that they are a uniform group,
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D. Tarin et al.

Table 2

Patients without autopsy: laboratory findings

AscitescellsPatientP.

S.Q.E.H.E.C.H.C.C.C.D.B.J.W.A.

S.L.
S.M.

P.T.
M.I.E.DiagnosisBreast

carcinomaNon-Hodgkin's
lymphomaAdenocarcinoma

(1Â°?)Ovarian

carcinomaPulmonary
lymphangiomy-omatosisOvarian

adenocarcinomaLarge-cell
anaplastic carci

noma oflungAdenocarcinoma
ofcolonBreast

carcinoma, liver mÃ©
tastasesOvarian
carcinomaAdenocarcinoma

ofcolonAdenocarcinoma,
probablybreastViabilityof

ascitescells
(%)9210095981001009999999699100GrowthViable

cells/on100
ml ascitesplastic6.5

x 10Â»+"2.5
x 10"+21
X10"+50
x 10"+40
x 10Â»+10

x 10Â«+12
x 106+25

x 10e+20
X106+40

x 10e+5
X10Â«+5
x 10e +Clono-genicityin

softagarose(%)NANANANA00.006NANANA0.0070.0020.015Blood(growth
onplastic)++_+4.++++__+NANA

" +, growth; ++, abundant growth; -, no growth; NA, not available.

Table 3

Summary of clinical details and pathological findings

PatientGroup

1: no hematogenous mÃ©
tastasesO.G.E.H.R.

H.D.U.A.

R.H.
M.J.B.B.B.Group

2: hematogenous mÃ©tas
tasespresentW.

A.E.
R.F.
G.D.
J.W.
H.E.J.
S.E.

E. S.SexFFFMFFFFFFMFMFFAge536668605748764682556759516176Site

of primary
tumorOvaryOvaryStomachUnknownOvary

andbreastOvaryOvaryOvaryOvaryOvaryPancreasUnknownBronchus"ColonOvarySurvival

time after
shunting

(mo)27'212.5724143.595145Distribution
of

mÃ©tastasesNoneNoneNoneNoneNoneNoneNoneNoneSeveral

organs6LungsLungs,

liverLiver,
vertebrae0Other

lungLungsSeveral

organs8

* First shunt functioned for 5 months and second for 6 months with an interim period of 16 months with

intermittently functioning shunt.
b Lungs, liver, spleen, brain, choroid plexus, intestinal wall, adrenals; all tiny deposits.
'' Large deposits before shunt inserted. Lungs and other organs completely negative.
" Pleurovenous shunt.
" Adrenals, lungs, and liver.

but observations on a larger sample may later indicate further
subdivisions are required.

In some patients (Group 1), there was neither macroscopic
nor histological evidence of growth in any organ outside the
abdominal cavity. Even within the abdomen, there were no
hematogenous mÃ©tastases in the parenchyma of any organ,
although there was often massive local growth of the primary
tumor and numerous peritoneal secondary seedlings. (A metas
tasis was defined as an expanding focus of tumor cells sharing
cytological or histological characteristics with the primary tumor
either in the interstitial tissue of an organ or completely occluding
and distending a blood vessel with associated mural damage.)
However, in one patient (D. G.), occasional dispersed single cells

or small cell clumps (3 to 5 cells) were seen in the walls of the
pulmonary capillaries and in the interstitial tissue of the lungs
(Fig. 1). The origin of these from the patient's primary ovarian

tumor was confirmed by the presence of psammoma bodies
(characteristically produced by ovarian tumors) in and adjacent
to the cells (29).

A further patient with no secondary tumor deposits outside
the abdominal cavity (A. R.) is of great interest, because she
was found to have 2 separate primary carcinomas, one of the
breast and one of the ovary. The former was an infiltrating ductal
carcinoma and the latter, a papillary cystadenocarcinoma pro
ducing psammoma bodies. Numerous seedling tumor deposits
of ovarian carcinoma were seen in the peritoneum, but the only
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Studies on Human Tumor Metastasis

organ in which tumor cells were detected was the liver (Fig. 2).
These were occasionally forming psammoma bodies indicating
their origin, but the number of cells found was extremely small
despite the patient having a clinically functioning shunt for over
7 months. The occasional tumor cells found in these 2 patients,
because of the expression of a natural marker, could conceivably
have been capable of making deposits at a later time, but no
mÃ©tastaseswhatsoever were detectable at the time of autopsy
although both had survived for many months.

In contrast, the remaining patients studied (Group 2) had either
moderate numbers of easily recognized small metastatic depos
its in the lungs and other organs or large numbers of viable
intravascular tumor cells in numerous organs. Within each pa
tient, the tumor cell aggregates were of a similar order of size,
although this varied between patients. F. G. had numerous small
macroscopically visible tumor deposits in the lungs (Figs. 3 to 5)
and 2 somewhat larger ones in the liver, but none elsewhere.
E. R. had many small tumor cell aggregates in the pulmonary
capillaries and in the alveolar septae but none in the other organs,
and there were no macroscopic deposits anywhere. In contrast,
W. A. and E. E. S. had large viable tumor cell aggregates in
several organs examined (Table 2; Figs. 6 to 8), but these were
still too small to be seen with the naked eye. In F. G., although
there was some residual ascites, there were only few abdominal
colonies, all in the peritoneum, and the primary tumor in the
pancreas was very small. E. R. and W. A. had massive peritoneal
colonization, and the ascitic fluid of E. R. was so packed with
cells that it resembled a puree.

Four patients (J. B., B. B., E. J. S., and E. E. S.) had firm
evidence of lymphogenous dissemination (mÃ©tastases in hilar
lymph nodes and tumor cells in lymphatics in various organs),
but only 2 of these (E. J. S. and E. E. S.) had hematogenous
mÃ©tastases. Although B. B. and J. B. only survived 1 and 4
months, respectively, it is interesting that cells clearly capable of
survival and growth in the lymphatics and lymph nodes had not
exited and formed parenchymal mÃ©tastases in any organ, al
though they had been widely disseminated by both the blood
and lymphatic pathways.

One female patient (D. J.) was exceptional and deserves
special consideration. She had hematogenous spread to the liver
and to the thoracic and lumbar spine which had already occurred
before insertion of the shunt. Extensive replacement of these
organs by tumor was confirmed at autopsy (Figs. 9 and 10) but
no deposits, nor even any tumor cells, were found in the lungs
(Fig. 11) nor in any other organ, despite survival of the patient
for 5 months with a patent shunt.

In no patient was any significant cellular immune response
observed to deposits or latent tumor cells. This is of particular
interest in those patients with no metastatic tumor deposits
outside the abdomen. In one patient (W. A.) occasional small
groups of lymphocytes were seen in the vicinity of a few of the
tumor cell clumps in the pulmonary vessels, but most of these
clumps were not associated with cells of the immune system,
nor were those in other organs.

The autopsy findings establish that, even in those patients in
whom small deposits had formed, the metastatic sequelae of
peritoneovenous shunting were not harmful, because the pa
tients died of their abdominal tumor load before mÃ©tastaseswere
clinically evident (30).

DISCUSSION

It might be expected that the infusion of large showers of
malignant cells into the circulation would produce crops of hem
atogenous mÃ©tastases at least in the lungs, and that these
lesions would cause respiratory distress and shorten life. This
study shows that some such patients indeed probably did form
pulmonary and other hematogenous mÃ©tastasesbecause of the
shunt, and the size and uniformity of many of these strongly
indicate that they originated since its insertion. Nevertheless,
these new mÃ©tastaseswere of no clinical importance, because
the patients suffered no respiratory distress or other symptoms
attributable to mÃ©tastasesand died from the progressive abdom
inal tumor.

It is remarkable that other patients did not develop detectable
hematogenous mÃ©tastasesin spite of massive infusions of ma
lignant cells for up to 27 months. What happened to neoplastic
cells shed into the circulation in these patients is not clear, but
some did lodge in the vascular tree and even migrate into the
interstitial tissue (for example in D. G. and A. R.) but appeared
not to grow. It is possible that these cells might in time have
produced hematogenous mÃ©tastases,but in those patients who
did not develop secondary deposits, or were slow to do so, there
must have been substantially different properties in the malignant
cells, the individuals concerned, or both. The special circumstan
ces in patients treated with peritoneovenous shunts make all of
these possibilities amenable to investigation.

In the patients with no evidence of metastatic spread, clinical
records confirmed the patency of the shunts, and laboratory
studies showed that the ascites cells were of high viability (Tables
1 and 2). In the samples tested, the values for clonogenicity in
semisolid medium (Tables 1 and 2) were comparable to those
reported by others (10, 12) for solid tumors, and so far the
ascites cells from 2 (B. B. and J. B.) of 6 patients produced
metastasizing tumors when inoculated into nude mice. The pres
ence of large numbers of carcinomatous deposits in the perito
neum is also compelling evidence that the cells in the malignant
effusions had tumorigenic potential.

It is difficult to give accurate figures for the numbers of colony-
forming tumor cells being released into the blood via the shunt
in each patient, but dosage is clearly an important consideration
in this context. Some estimates can be made from the known
concentrations of cells in the ascitic fluids, and their clonogenic
efficiencies (Tables 1 and 2), which could be evaluated accu
rately, and the rate of production of ascitic fluid. The latter is
difficult to measure directly, but the amounts removed at para
centesis before shunt insertion ranged from 6 liters every 3
weeks to 10 liters/week. Assuming similar production rates after
shunt insertion, one can calculate the probable malignant cell
infusion in particular patients. This in female patient D. J. was of
the order of 1.6 x 108 cells/week, which presented the lungs
with at least 16 x 103 clonogenic cells/week. In spite of this, she

had no pulmonary deposits or intravascular cell clumps even
though she had already developed hepatic and spinal mÃ©tastases
before the shunt was inserted. At the other extreme, D. G. is
estimated to have infused 4 x 109 cells, with at least 5 x 10s

stem cells/week, without forming any visible secondaries.
The length of survival of the patient is clearly a further factor

which affects whether mÃ©tastasesare present at autopsy. How
ever, the absence of detectable hematogenous deposits in Group
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D. Tarinet al.

1 patients is unlikely to be due to insufficient time being available
for tumor growth because, in 3 of these patients [D. G., A. R.,
and D. J. (male)], the abdominal tumor mass increased consid
erably in the time the patient survived. One of them (D. G.) in
fact lived for 27 months after insertion of the shunt without
forming a single macroscopic deposit in any organ. Even in the
remaining patients in Group 1, the complete absence of tumor
cells in the lungs, despite many malignant cells being shed into
the circulation for several weeks, is surprising. Collectively, these
findings corroborate the observations of earlier workers (2, 21)
who found that the presence of malignant cells in blood smears
did not reliably predict subsequent metastasis, although at the
time there was no way to prove the viability of these cells.

One of the most important issues which the study of shunt-
treated patients may illuminate is that of individual variation in
behavior among tumors. There are considerable differences in
the degree and distribution of metastatic spread in patients even
when the tumors are of the same organ and have similar histol
ogy, and this makes evaluation of individual prognosis on the
basis of histopathology difficult, even when the statistical likeli
hood of the outcome is well-known. Laboratory investigation of
behavioral and biochemical properties of the cells in the ascites
and correlation with the degree of metastasis affords opportun
ities to seek markers which might be of prognostic value. Such
information would clearly help to adjust therapy to an individual
patient's needs.

The finding that the tumors studied heavily colonized the
peritoneum but sometimes could not grow elsewhere directly
supports the interpretation that, in humans, as in other species,
the microenvironment in the sites of tumor cell arrest influences
whether mÃ©tastasesdevelop [see Tarin and Price (28); Hart and
Fidler (6)]. The findings in female patient D. J. are particularly
interesting in this regard, because the cells of her tumor had
already shown capability to form blood-borne mÃ©tastases(in the
liver and vertebrae) before the shunt was inserted, yet did not
form any elsewhere even after the cells were directly infused into
the systemic veins. The collective evidence from these patients
therefore provides direct experimental support for Paget's (11)
"seed and soil" hypothesis. This proposed that tumor cells
("seeds") randomly scattered by vascular routes could only form

metastatic deposits if they had appropriate intrinsic properties
and also landed in congenial territory ("soil"). The molecular

mechanisms by which the microenvironment affects tumor cell
growth are presently unknown but, clearly, such evidence of
epigenetic suppression of the metastatic pnenotype by normal
tissues could have profound implications. Opportunities for in
vestigation of such host-related factors are now available in
patients with peritoneovenous shunts.

The failure of tumor cells to grow in particular sites in a patient
is not an expression of nonspecific hostility of these organs to
neoplasms, since the same organs in other patients did support
tumor growth. In those patients without systemic spread, the
absence of any consistent cellular immune response to isolated,
inert tumor cells in extraabdominal organs as well as to the
abdominal tumor suggests that control of distant tumor spread
is not by mechanisms akin to allograft rejection.

The method of delivering tumor cells into the bloodstream in
these patients is the direct homologue of that used in our studies
on the colonization capability of cells from spontaneous murine
mammary carcinomas [see Price ef a/. (16) and Tarin (27)]. We,

therefore, infer that at least some of the mechanisms of meta
static colony formation are common to both, becausethe findings
in the 2 species are so similar.

The practical significance of this method of treating some
patients with incurable cancer is that it also provides opportunity
for direct analysis of mechanisms of metastasis in humans. The
number of patients fully studied so far is small, and the survival
of many of them is short, but the information already available
indicates that further studies will in time yield considerable infor
mation unobtainable by other means and immediately relevant
to human disease. The cells in the malignant ascites can be
cryopreserved and recovered for subsequent study which in
creases the possible applications. However, the laboratory find
ings are of limited value without autopsy or clinical follow-up.

In conclusion, these autopsy findings corroborate the earlier
clinical impressions, that patients treated with peritoneovenous
shunting for malignant ascites do not become overwhelmed by
widespread and massive mÃ©tastases.In fact, they succumb to
their abdominal tumor before mÃ©tastasesgenerated by the shunt
become detectable or clinically significant. The procedure is not
free of potential complications such as blockage, thrombosis,
pulmonaryembolism, and tumor growth in the s.c. tunnel housing
the shunt (25), but for suitable patients, the operation gives
valuable palliation. The scientific findings, which are incidental
byproducts of these measures, give new insights into factors
affecting metastasis in humans.

ACKNOWLEDGMENTS

We wish to thank Dr. Clive Wells for performing 2 of the autopsies, Roy Holton
for expert photographic assistance, and Penny Messer and Brenda Carter for
invaluable help with clinicopathological coordination and preparation of the manu
script. We also wish to thank our consultant clinical colleagues for referring cases
tous.

REFERENCES

1. Cheung, D. K., and Raaf, J. H. Selection of patients with malignant ascites for
a peritoneovenous shunt. Cancer (Phila.), 50. 1204-1209,1982.

2. Engel, H. C. Cancer cells in the blood: a five to nine year follow-up study. Ann.
Surg., 749:457-461,1959.

3. Fidler, I. J. Tumor heterogeneity and the biology of cancer invasion and
metastasis. Cancer Res., 38: 2651-2660,1978.

4. Fidler, I. J., and Nicolson, G. L. Immunobiology of experimental metastatic
melanoma. In: J. J. Marchalonic, M. G. Hanna, and I. J. Fidler (eds.), Cancer
Biology Reviews, vol. 2, pp. 171-234. New York: Marcel Dekker Inc., 1981.

5. Hagmar, B., Ryd, W., and Erkell, L. J. Methods in metastasis research: a
critical review. Invasion Metastasis, 3: 1-21,1983.

6. Hart, I. R., and Fidler, I. J. Role of organ selectivity in the determination of
metastatic patterns of B16 melanoma. Cancer Res., 40: 2281-2287, 1980.

7. Le Veen, H. H., Wapnick, S., Grosberg, S., and Kinney, M. J. Further experi
ence with peritoneo-venous shunt for ascites. Ann. Surg., 784: 574-581,
1976.

8. Maat, B., Oosteriee, J., Spaas, J. A. J., White, H., and Lammes, F. B.
Dissemination of tumour cells via Le Veen shunt. Lancet, 7: 988, 1979.

9. Neugut, A. I., and Weinstein, I. B. The use of agarose in the determination of
anchorage independent growth. In Vitro (Rockville), 75: 351-355, 1979.

10. Ozols, R. F., Willson, J. K. V., Grotzinger, K. R., and Young, R. C. Cloning of
human ovarian cancer cells in soft agar from malignant effusions and peritoneal
washings. Cancer Res., 40: 2743-2747,1980.

11. Paget, S. The distribution of secondary growths in cancer of the breast.
Lancet, 7: 571-573,1889.

12. Pavelic, Z. P., Slocum, H. K., Rustum, Y. M., Creavan, P. J., Nowak, N. J.,
Karakousis, C., Takita, H., and Mittelman. A. Growth of cell colonies in soft
agar from biopsies of different human solid tumors. Cancer Res., 40: 4151-
4158, 1980.

13. Pollock, A. V. The treatment of resistant malignant ascites by insertion of a
peritoneo-atrial Holter valve. Br. J. Surg., 62: 104-107,1975.

14. Poste, G., and Fidler, I. J. The pathogenesis of cancer metastasis. Nature
(Lond.), 283:139-146, 1980.

15. Poste, G., and Greig, R. On the genesis and regulation of cellular heterogeneity

3588 CANCER RESEARCH VOL. 44

D
o
w

n
lo

a
d
e
d
 fro

m
 h

ttp
://a

a
c
rjo

u
rn

a
ls

.o
rg

/c
a
n
c
e
rre

s
/a

rtic
le

-p
d
f/4

4
/8

/3
5
8
4
/2

4
1
9
2
3
5
/c

r0
4
4
0
0
8
3
5
8
4
.p

d
f b

y
 g

u
e
s
t o

n
 2

4
 A

u
g

u
s
t 2

0
2
2



in malignant tumors. Invasion Metastasis, 2:137-176,1982.

16. Price, J. E., Carr, D., Jones, L. D., Messer, P., and Tarin, D. Experimental
analysis of factors affecting metastatic spread using naturally occurring tu
mours. Invasion Metastasis, 2: 77-112,1982.

17. Price, J. E., and Tarin, D. Retention of "metastatic" colonisation potential by

cells of spontaneous primary tumours after cryopreservation. Br. J. Cancer,
45:790-793,1982.

18. Qazi, R., and Savlov, E. D. Peritoneovenous shunt for palliation of malignant
ascites. Cancer (Phila.), 49: 600-602, 1982.

19. Reinhold, R. B., Lokich, J. J., Tomashefski, J., and Costello, P. Management
of malignant ascites with peritoneovenous shunting. Am. J. Surg., 145: 455-

457,1983.
20. Salmon, S. E., and Buick, R. N. Preparation of permanent slides of intact soft-

agar colony cultures of haematopoietic and tumor stem cells. Cancer Res.,
39: 1133-1136,1979.

21. Salsbury, A. J. The significance of the circulating cancer cell. Cancer Treat.
Rev., 2: 55-72, 1975.

22. Shin, S., Freedman, V. H., Risser, R., and Pollack, R. Tumorigenicity of virus-
transformed cells in nude mice is correlated specifically with anchorage inde
pendent growth in vitro. Proc. Nati. Acad. Sci. USA, 72: 4435-4439,1975.

23. Smith, R. R., Stemberg, S. S., Paglia, M. A., and Golbey, R. B. Fatal pulmonary

Studies on Human Tumor Metastasis

tumor embdization following peritoneovenous shunting for malignant ascites.
J. Surg. Oncol., 76: 27-35,1981.

24. Scuter, R. G., Tarin, D., and Kettlewell, M. G. W. Peritoneo-venous shunts in
the management of malignant ascites. Br. J. Surg., 70: 478-481,1983.

25. Souther, R. G., Wells, C., Tarin, D., and Kettlewell, M. G. W. Surgical and
pathological complications associated with peritoneo-venous shunts in man
agement of malignant ascites. Cancer (Phila.), in press, 1984.

26. Straus, A. K., Roseman, D. L, and Shapiro, T. M. Peritoneovenous shunting
in the management of malignant ascites. Arch. Surg., 774: 489-491,1979.

27. Tarin, D. Investigations of the mechanisms of metastatic spread of naturally
occurring neoplasms. Cancer Metastasis Rev., 7: 215-225,1982.

28. Tarin, D., and Price, J. E. Influence of microenvironment and vascular anatomy
on "metastatic" colonization potential of mammary tumors. Cancer Res., 47:

3604-3609,1981.

29. Tarin, D., Vass, A. C. R., Kettlewell, M. G. W., and Price, J. E. Absence of
metastatic sequelae during long-term treatment of malignant ascites by peri
toneo-venous shunting. Invasion Metastasis, 4: 1-12,1984.

30. Tarin, D., Price, J. E., Kettlewell, M. G. W., Souter, R. G., Vass, A. C. R., and
Crossley, B. Clinico-pathological observations on metastasis in man studied in
patients treated with peritoneo-venous shunts. Br. Med. J., 288: 749-751,
1984.

AUGUST 1984 3589

D
o
w

n
lo

a
d
e
d
 fro

m
 h

ttp
://a

a
c
rjo

u
rn

a
ls

.o
rg

/c
a
n
c
e
rre

s
/a

rtic
le

-p
d
f/4

4
/8

/3
5
8
4
/2

4
1
9
2
3
5
/c

r0
4
4
0
0
8
3
5
8
4
.p

d
f b

y
 g

u
e
s
t o

n
 2

4
 A

u
g

u
s
t 2

0
2
2



D. Tarin et al.

v . * * *

Fig. 1. Patient D. G.: histological sections showing a small group of viable ovarian carcinoma cells, producing psammoma bodies (arrows), in a pulmonary capillary.
x 300.

Fig. 2. Patient A. R : histological section showing a small group of viable ovarian carcinoma cells (arrow) producing psammoma bodies in a hepatic portal area.
x 190.

Fig. 3. Patient F. G.: survey view of the medial aspect of the right lung showing multiple seedling tumor deposits (arrows) of approximately the same size.

Fig. 4. Patient F. G.: detailed view of 2 surface pulmonary deposits (arrows) at higher magnification confirming their neoplasie morphology.
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Fig. 5. Patient F. G.: histological section confirming metastatic papillary adenocarcinoma in the lung, x 100.

Fig. 6. Patient W. A.: histological section of the spleen showing large clumps of carcinoma cells in veins in a fibrous trabeculum. x 60.

Fig. 7. Patient W. A.: histological section showing metastatic carcinoma cells in brain parenchyma. Multinucleate cells (large arrows) and an abnormal (tripolar) mitotic
figure (small arrow) are seen, x 190.

Fig. 8. Patient W. A.: histological section showing a dump of carcinoma cells in the central vein of the adrenal and in the substance of the gland (arrows), x 75.
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D. Tarin et al.

10 11
Fig. 9. Patient D. J.: slice of liver showing large metastatic carcinoma deposits.

Fig. 10. Patient D. J.: slice of vertebral column showing subtotal replacement by metastatic carcinoma.

Fig. 11. Patient D. J.: representative slice of lung showing complete absence of macroscopic tumor deposits. No tumor cells were seen in any of the several samples
examined histologically.
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