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This report presents a mature cystic teratoma complicated in puerperium with acute abdominal pain, dif-
fuse ascites, hydrotorax and adnexial mass. A 42 years old multiparous patient, admitted to our clinic
with abdominal distension, dyspnea, and diffuse abdominal pain. It was learnt that patient had normal
spontaneous vaginal live birth 10 days earlier. There was a 6 cm sized cystic lesion with solid compo-
nents originating from left adnexial area on pelvic ultrasonography. Besides, there was diffuse ascites.
Abdominal CT revealed high probability for dermoid cyst or ovarian malignancy. CA-125 levels were in-
creased. During laparotomy, 3000cc of ascites was drained and left salphingoopherectomy was per-
formed. Frozen section result was benign. Exact pathology result was reported as mature cystic ter-

atoma.

In puerperal period, benign ovarial pathologies should be kept in mind in patients presenting with diffuse

ascites and ovarial mass.
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Introduction

New onset ascites in puerperium represents a very infre-
quent event.! Pseudo-Meig’s syndrome is usually associated
with ovarian cancer and other gynecologic malignancies.? An
early diagnosis is extremely important, considering that some
forms of ascites have benign causes and good prognosis, but
others can be the expression of very aggressive diseases, po-
tentially lethal if not early recognized and timely treated.’
Elevation of CA-125 levels, ascites, hydrotorax are seen in
this syndrome.* Interestingly, ascites and hydrotorax resolve
with resection of the tumors.’ In this report we described a
case of benign mature cystic teratoma associated with ascites,
hydrotorax, and elevation of CA-125 thereby mimicking an
ovarian malignancy in puerperal period.

Case Report

A 42 year old woman was referred to the Selcuk
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University, Faculty of Meram Medicine, Department of
Obstetrics and Gynecology, a tertiary care center, on postpar-
tum 10* day with diagnosis of diffuse abdominal pain, adnex-
ial mass and ascites. It was learnt that she had spontancous
vaginal birth 10 days earlier in another hospital and was dis-
charged on postpartum first day without any complication.
There was a history of ovarian cyst that was followed up
throughout pregnancy. Her physical examination revealed ex-
piratory wheezing, and a distended tender abdomen with pos-
itive fluid-wave transmission. In abdominal examination,
there was diffuse distension and defense. In pelvic examina-
tion, cervical movements were painful, and there was vaginal
discharge. No abdominal masses were palpable.

Laboratory investigations were normal, except for CA-125
levels that were elevated up to 113u/ml. CEA and CA19.9 val-
ues were within normal ranges and she had no other medical
conditions. A posterioanterior plain chest radiography showed
mild right pleural effusion. Transabdominal ultrasonography
revealed a 63x62mm sized left adnexial mass and extensive
ascites in abdomen. Contrast abdominal tomographic (CT)
scan showed lacking lymphadenopathy, extensive ascites; a
thin walled, 63x61mm mass with adipose density originating
from the left ovary with high probability for dermoid cyst or
ovarian cancer. Paracentesis was also performed and 3000cc
serous fluid, consistent with an exudative process, was
drained. Cytology from ascitic fluid was negative for malig-
nancy.



After preoperative preparations patient underwent explo-
rative laparotomy. The patient was noted to have a markedly
distended abdomen, few liters of straw-colored ascites was
evacuated upon entering the peritoneal cavity. The uterus was
normal in size and a left 6x6 cm sized complex, multicystic
mass, without evidence of external excrescence was noted.
The right ovary appeared normal and there was no evidence of
intraperitoneal spread of disease or retroperitoneal adenopa-
thy. Frozen section of the left ovary was benign. A left salpin-
gooophorectomy was performed. The final pathology was ma-
ture cystic teratoma. No areas of malignant transformation
were identified on multiple sections of surgical specimen.

The patient was discharged home on sixth postoperative
day. Her serum CA-125 levels decreased to normal levels in 2
weeks after surgery. And on control one month after operation,
she had no evidence of pleural effusion and ascites.

Discussion

Pseudo Meigs syndrome is defined by the presence of a
pleural effusion and ascites in association with a mature ter-
atoma, leiomyoma, cystadenoma, or an ovarian malignancy.’
And it can be combined with either benign or malignant neo-
plasms (Table 1).> In our case pseudo-Meigs syndrome was
combined with a mature cystic teratoma.

Pseudo-meigs’ syndrome in puerperium is very rare. In lit-
erature, there are 32 cases of pseudo-Meigs’ syndrome associ-
ated with leiomyoma, and three other cases were associated
with ovarian tumors.°

The etiology of the fluid accumulations remains unclear,
although it appears to be related to lymphatic obstruction. The
most likely pathogenesis of peritoneal and pleural effusions
ascribes filtration of interstitial fluid in the peritoneum through
the tumor capsule, and diffusion to the pleural space, usually
at the right side, through diaphragmatic lymphatic vessels and
apertures, as well as through intercellular gaps and small arcas
where muscular tissue of the diaphragm is replaced by areolar
tissue.’

Gyang et al.® reported the case of a missed diagnosis of
acute postpartum pancreatitis in a patient showing abdominal
pain, pyrexia, anaemia and gross ascites few days after instru-
mental delivery, initially diagnosed as postpartum endometri-
tis with peritonitis.

In rare cases, puerperal ascites is a sign of systemic tran-
sudation due to generalized increased capillary permeability.
Kanda et al.” described the case of a postpartum capillary leak
syndrome in a 29-year-old healthy woman that suddenly de-
veloped hypovolemic shock, anasarca, pleural effusion and as-
cites in the postpartum period.

Puerperal cardiac ascites has been exceptionally reported

Gynecology Obstetrics & Reproductive Medicine 2012;18:1 50

in subjects with negative cardio-vascular history. A case of
right atrial myxoma presenting as postpartum ascites and
fever of unknown origin was described.!® In another case re-
ported in the literature, a peripartum cardiac failure occurred
in a patient affected by Graves’ disease.!! Few cases of urinary
ascites in the postpartum period, due to a bladder perforation
during caesarean section or to a spontaneous rupture of the
bladder, without history of recent trauma or instrumentation
have been reported.'>!3

The majority of ovarian tumors, associated with hydrotho-
rax and ascites, have a diameter of more than 6 cm. The entity
of effusions can be moderate or massive. The effusions gener-
ally derive from a transudative process, but can occasionally
contain blood cells. Their connection with the pelvic tumor is
demonstrated by their regression after neoplasm removal.'* In
our case tumor diameter was 6 cm sized and after removal, we
have seen regression on ascites and hydrotorax.

There also reported 6 cases of pseudo-Meigs syndrome
caused by secondary ovarian tumors from gastrointestinal
cancers. The primary site was the colon or rectum in 5 and the
stomach in 1. Two cases were due to Krukenberg tumors.
Three patients with documented outcomes were alive 108, 52
and 12 months after resections, demonstrating that in these
cases resection provide long-term palliation.'s

In the literature, there are reported unique, of special in-
terest, cases of pseudo-Meigs syndrome caused by rare patho-
logical conditions (Table 2).!¢

In classical pseudo Meigs’ syndrome surgical excision of
pelvic mass induces immediate resolution of the ascites and
normalization of the serum CA-125 level. In our patient, two
weeks after the surgery, her CA-125 levels were decreased to
normal range and after one month; there were no signs of as-
cites. We gave some examples of pseudomeigs’ syndrome and
pregnancy associated cases and CA-125 levels before and
after surgery below (Table 3).'7'8 Recently, elevations in
serum CA 125, usually associated with malignant serous ovar-
ian carcinoma, had been reported in cases with Meigs syn-
drome secondary to ovarian fibromas.'*?* Immunohistochemi-
cal staining for CA 125 was localized to the omentum and
peritoneal surfaces rather than the fibromas, Immunohis-
tochemical studies suggest that serum elevation of CA-125 is
likely to be caused by mesothelial expression of the antigen
rather than by the tumor.?!

In conclusion; in a patient with pelvic mass, ascites and
hydrotorax; pseudomeigs’ syndrome must be considered in
differential diagnosis. The mechanism of ascites is unclear but
probably it is a result of lymphatic obstruction. Higher CA-
125 levels are expected. After all, in this syndrome surgical
excision of pelvic mass induces immediate resolution of the
ascites and normalization of the serum CA-125 level.
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Puerperal Donemde Pseudo-Meigs Sendromu
ve CA-125 Yiiksekligi ile Komplike Olan Bir
Matiir Kistik Teratom Vakasi: Olgu Sunumu

Bu vakada, puerperal dénemde akut karin, yaygin asit, hidroto-
raks ve adneksiyel kitle ile komplike olan bir matur kistik tera-
tom vakasi sunulmustur. 42 yasinda multipar hasta, abdominal
distansiyon, dispne, yaygin karin agrisi sikayetiyle klinigimize
basvurdu. Hastanin 10 giin 6nce dis bir merkezde normal
spontan vajinal yol ile dogum yaptigi 6grenildi. Yapilan pelvik
ultrasonografik incelemesinde sol adneksiyal alandan kaynak-
lanan yaklasik 6 cm ¢apinda solid alanlar ihtiva eden kistik lez-
yon tespit edildi. Batinda yaygin asit saptandi. Abdominal CT
sonucunda, sol overde ince duvarli, yag dansiteli kitle (dermoid
kist?, over tm?) tespit edildi. CA-125 seviyesinin ylksek oldugu
tespit edildi. Operasyon esnasinda batindan yaklasik 3000 cc
serbest asit mai bosaltildi ve sol ooferektomi yapildi. Frozen in-
celemesi benign idi. Hastanin postoperatif ddonemde semptom-
lari hizla geriledi ve postoperatif 6. glinde taburcu edildi. Kesin
patoloji sonucu matdr kistik teratom olarak bildirildi.

Puerperal dénemde, benign ovaryen patolojiler batinda yaygin
asiti ve ovarial kitlesi olan hastalarda ayirici tanida akilda tu-
tulmaldir.

Anahtar Kelimeler: Matir kistik teratom, Asit, Pseudo-Meigs

References

1. Gyang A, Kalu E, Fakokunde A, Whitlow B. Ascites in the
puerperium: a missed diagnosis of acute postpartum pan-
creatitis. Arch Gynecol Obstet 2005;272:238-240.

2. Lurie S. Meigs syndrome: the history of the eponym. Eur
J Obstet Gynecol Reprod Biol 2000;92:199-204.

3. Behtash N, Karimi Zarchi M, Modares Gilani M,
Ghaemmaghami F, Mousavi A, Ghotbizadeh F. Ovarian
carcinoma associated with pregnancy: a clinicopathologic
analysis of 23 cases and review of the literature. BMC
Pregnancy Childbirth 2008;8:3.

4. Santopaolo O, Rotondo A, Alfe M, Canciello P, Rito
Marcone G, Cusati B. Meigs syndrome with bilateral hy-
drothorax. Minerva Ginecol 1993;45:263-266

5. Kazanov L, Ander DS, Enriquez E, Jaggi FM. Pseudo-
Meigs’ syndrome. Am J Emerg Med 1998;16:404-5.

6. Weise M, Westphalen S, Fayyazi A, Emons G, Krauss T
Pseudo-Meigs syndrome: uterine leiomyoma with bladder
attachment associated with ascites and hydrothorax-a rare
case of a rare syndrome. Onkologie 2002; 25:443-6.

7. Amant F, Gabriel C, Timmerman D, Vergote 1. Pseudo-

10.

I1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Meigs syndrome caused by hydropic degenerating uterine
leiomyoma with elevated CA 125. Gynecol Oncol 2002;
83:153-7.

. Gyang A, Kalu E, Fakokunde A, Whitlow B. Ascites in the

puerperium: a missed diagnosis of acute postpartum pan-
creatitis. Arch Gynecol Obstet 2005;272:238-40.

. Kanda K, Sari A, Nagai K, Matayoshi Y. Postpartm capil-

lary leak syndrome. A case report. Crit Care Med 1980;8:
661-2.

Bakri YN, Subhi J, Fawzi M. Right atrial myxoma pre-
senting as postpartum ascites and fever of unknown ori-
gin. Acta Obstet Gynecol Scand 1991;71:74-5.

Valko PC, McCarty D. Peripartum cardiac failure in a
woman with Graves disease. Am J Emerg Med 1992;
10:46-9.

Muggia RA, Mowschenson P, Chopra S. Urinary ascites in
the immediate postpartum period. Am J Gastroenterol
1992;87:1196-7

Kibel AS, Staskin DR, Grigoriev VE. Intraperitoneal blad-
der rupture after normal vaginal delivery. J Urol 1995;
153:725-7.

Wiatrowska B, Krajci P, Berner A. [Pseudo-Meigs syn-
drome]. Tideskr Nor Laegeforen 2000;120:364-6

Nagakura S, Shirai Y, Hatakeyama K. Pseudo-Meigs syn-
drome caused by secondary ovarian tumors from gastroin-
testinal cancer: A case report and review of the literature.
Dig Surg 2000;17:418-9

Papanikolaou C. Fortounis K. Ainalis S. Biba K. Papa-
nikolaou A. & Hatzitheoxaris G. Pseudo-Meigs Syndro-
me: A Case Report. The Internet Journal of Pathology.
2005;4:30-2.

Jimerson SD. Pseudo-Meigs’s syndrome: an unusual case
with analysis of the effusions. Obstet Gynecol 1973;42:
535-7.

Ricci G, Inglese S, Candiotto A, Maso G, Piccoli M, al-
berico S, Guaschino S. Ascites in puerperium: a rare case
of atypical pseudo-Meigs’ syndrome complicating the
puerperium. Arch Gynecol Obstet 2009;280:1033-7.

Jones OW III, Surwit EA. Meigs syndrome and elevated
CA 125. Obstet Gynecol 1989:73:520-1.

LinJY, Angel C, Sickel JZ. Meigs syndrome with elevated
serum CA 125. Obstet Gynecol 1992;80:563-6.

Timmerman D, Moerman P, Vergote I. Meigs’ syndrome
with elevated serum CA 125 levels: two case reports and
review of the literature. Gynecol Oncol 1995;59:405-8.



