
Medical Image of the Week: Hepatic Hydrothorax 
 

 
 

Figure 1. Panel A: Chest x-ray showing right pleural effusion. Panel B: Coronal 
view of the thoracic CT scan in soft tissue windows showing right pleural 

effusion. 
 
 

 
 

Figure 2. Nuclear scan after intraperitoneal injection of technetium 99mTc 
albumin aggregated (99mTc-MAA). After less than one hour most of the tracer 

migrated into the right hemithorax consistent with hepatic hydrothorax. 
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A 63 year-old woman, with known alcoholic liver cirrhosis, esophageal varices 
with history of banding presented to an outside hospital with progressive 
shortness of breath, and was found to have a large right transudative pleural 
effusion. The patient underwent 2 diagnostic and therapeutic thoracenteses 
within 3 days, removing 1100 ml and 1500 ml respectively. No ascites was 
present. At the time of admission the patient had recurrent right effusion (Figure 
1). Abdominal ultrasound showed minimal free intrabdominal fluid and she had 
signs of third spacing on her lower extremities. The patient underwent 
intraperitoneal injection of Technetium 99mTc albumin aggregated (99mTc-
MAA). After less than one hour most of the tracer migrated into the right 
hemithorax consistent with hepatic hydrothorax (Figure 2). 
 
While the exact mechanism involved in the development of hepatic hydrothorax 
is incompletely understood, it probably results from the passage of ascitic fluid 
from the peritoneal into the pleural cavity through small diaphragmatic defects. 
These are typically < 1 cm (and may be microscopic) and are generally located in 
the tendinous portion of the diaphragm. The negative intrathoracic pressure 
generated during inspiration favors the passage of the fluid into the pleural 
space. Thus, patients may have only mild or clinically undetectable ascites.  
 
Once the diagnosis is made treatment follows algorithms for treatment of 
refractory ascites and include salt and water restriction, diuretics, and other 
validated options for portal hypertension. Repeated thoracentesis and chest tube 
placement is discouraged. 
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