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Case Report

Unusual Ventriculoperitoneal (VP) Shunt
Tube Extrusion through Anus in a Child
with Dandy Walker Malformation:

A Rare Case Report

HANISH BANSAL', GULZAR GUPTA?, MAYANK GUPTA?, RAKESH KAUSHAL*

ABSTRACT

Aim of this paper is to report a case of extrusion of Ventriculo peritoneal shunt tube through anus in a one year female child ( k/c/o dandy
walker malformation ) treated with placement of ventriculo peritoneal shunt for post operative hydrocephalus after excision of Subtorcular
occipital meningocoel. The exact cause of such extrusion is not known. Unusual migration of distal catheter tip of VP shunt is a rare and
bowel perforation is reported to occur between 0.1% and 0.7%. The possible factors responsible for this complication are thin bowel wall in
children, sharp and stiff end of the VP shunt, use of trocar by some surgeons, chronic irritation by the shunt, previous surgery, infection and
silicone allergy. In view of the potential for meningitis prompt and aggressive management is essential to avoid morbidity and mortality.
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CASE REPORT

We report a case of a one year female who presented to us with
extrusion of ventriculoperitoneal (VP) shunt catheter through anus.
The child was brought to us with complaint of swelling over nape
of the neck at 12 days of life when she was diagnosed as a case
of Dandy walker malformation with large subtorcular occipital
meningocoel [Table/Fig-1] for which she went underwent excision.
The child later developed hydrocephalus at six months of age for
which a ventriculo peritoneal shunt was done and the child was
discharged in a satisfactory condition.

Six months later the child was brought back to us with complaint
of shunt tube protruding through anus and was draining clear
cerebrospinal fluid [Table/Fig-2]. On admission, she was conscious,
active, and neurologically normal, with depressed anterior fontanalle
and without signs of meningitis. Her abdomen was soft without any
abnormality.

The child was taken to operation theatre and the distal end of the
catheter was pulled out through the rectum after division of the
shunt just below the reservoir ( this was done to avoid catheter
track contamination ) and the ventricular end was send for culture
and sensitivity. This was followed by intravenous antibiotics in anti
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[Table/Fig-1]: Dandy Walker malformation with suboccipital meningocoel
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meningitic doses. The child was observed carefully and an external
ventricular drain was put once the anterior fontanalle started bulging
on second postoperative day despite anti oedema medication. The
plan was to reinsert new VP shunt once the culture reports were
obtained. The ventricular end was sterile on culture. But the child
was discharged against medical advice and was lost to follow up.

DISCUSSION

VP shunt is an established method of diverting CSF for the
management of hydrocephalus [1]. The peritoneal end of the VP
shunt has been associated with complications such as mechanical
blockade by omentum leading to shunt failure, pseudocyst
formation, intestinal volvulus, inguinal hernia, perforations of hollow
viscus, penetration into solid organs & abdominal wall and protrusion
outside body [2].
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[Table/Fig-2]: Picture depicting passage of shunt tube through anus
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Shunt migration into stomach, bowel, liver, chest, jugular vein, anus,
vagina, and scrotum has been reported previously. Migration of the
lower end of the shunt catheter occurs without any recognizable
cause. Distal shunt migration has been reported in as many 10%
of these cases [3]. Three cases of vaginal perforation have been
reported in literature. First case of vaginal perforation by a VP shunt
catheter was described by DC Patel in 1973 [4].

Abdominal complications account for about 25% of the compli-
cations caused by ventriculoperitoneal shunt insertion. Bowel
perforation occurs between 0.1% and 0.7% of the times which may
lead to significant morbidity and mortality due to peritonitis and/
or meningoventriculitis [5]. Thin bowel wall in children, sharp and
stiff end of the VP shunt, use of trocar by some surgeons, chronic
irritation by the shunt, previous surgery, infection and silicone
allergy are some of the factors responsible for bowel perforation by
ventriculoperitoneal shunt.

Catheter-induced gut perforations have been reported previously
in the literature (at least 119 cases), with most common site being
colon (70%), followed by the stomach (16%), and small bowel (14%).
Factors like poor host immunity, bioreactivity of shunt components
and superficial peritoneal shunt catheter placement may also
contribute to shunt extrusion [6].

There is not an obvious relationship between the distal end length
of the shunt and perforation rates. Vuyyuru et al., reported that
malnutrition and a former abdominal surgery may increase the risk
of migration due to adhesions arisen from infection [7].

Most patients with abdominal complications are asymptomatic.
Fibrous tract formed at the perforated site usually seals the
perforation, preventing spillage of faecal matter into the peritoneum,
preventing peritonitis and delaying the correct diagnosis until a later
stage at which ventriculitis or central nervous system infection has
been fully established. In patients with the transanal protrusion of
a VP shunt catheter, the diagnosis is obvious. The period between
shunt placing and the protrusion of the catheter from the anus
ranges from 2 to 20 months [8].
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Management involves prompt removal of shunt, intravenous
antibiotics, an adequate recovery gap so that cerebrospinal fluid
culture is sterile and then followed by shunt replacement on opposite
side. During the interval which is 3-4 week, the patient can be kept
on cerebral dehydrants to limit the increasing hydrocephalus. In a
patient with simple bowel perforation and no other complications, a
formal laparotomy is not required while in patients with intraabdominal
complications, urgent laparotomy should be undertaken.

CONCLUSION

We report this rare case of extrusion of ventriculoperitoneal shunt
through anus so as to add to the existing literature of this rare
complication so that this complication is managed aggressively and
rapidly to minimize morbidity and mortality.
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