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Meigs’ syndrome is a triad of pleural effusion, ascites, and 
an ovarian tumor; it is usually a benign condition. However, 
the signs of Meigs’ syndrome indicate a metastatic tumor. 
According to the British Thoracic Society (BTS), the unilateral 
pleural effusion with Meigs’ syndrome is classified as 
transudate1.

Meigs’ syndrome was first described by Meigs and Cassa in 
1937, as a triad of benign ovarian tumor (fibroma, thecoma 
and rarely granulosa cells tumor) associated with ascites and 
pleural effusion which resolves automatically when the tumor 
is removed. Other tumors of the ovary, such as mucinous 
cystadenoma, struma ovarii, teratomas, secondary metastatic 
tumors of ovary, and leiomyoma of the uterus if accompanying 
with hydrothorax are labeled as “Pseudo-Meigs’ Syndrome”2.

It is diagnosed only after ruling out ovarian cancer3. Ovarian 
fibroma or fibrothecoma is a type of sex cord-stromal tumors, 
consisting almost of 5% to 8% of all types of ovarian tumors, 
and comprises three histopathologic types of fiber and theca 
contents including fibroma, thecoma and fibrothecoma4. 

The majority of cases of ovarian fibroma and fibrothecoma 
are seen in adolescents and young women with solid pelvic or 
adnexal mass and benign bio-behavior. Almost 10% to 15% 
of ovarian fibromas and fibrothecomas are associated with 
ascites; however, less than 1% are associated with ascites and 
pleural effusion, identified as “Meigs’ syndrome”5,6. There 
is no particular tumor marker for both these tumors, except 
sometimes there will be an elevation of CA-1257-14. 

We report the first documented case of a rare Meigs’ syndrome 
in our facility associating left-sided fibrothecoma, ascites, 
right-sided pleural effusion and elevation of the CA-125.

THE CASE

A 35-year-old female, para 1, presented with moderate to severe 
lower abdominal pain for one day. Her menstrual history has 
been normal for several months other than dysmenorrhea. Pain 
has not been associated with intestinal or urinary symptoms. 
Abdominal examination revealed a palpable solid mass arising 
from the pelvis to umbilicus. 
 
Ultrasound abdomen and pelvis revealed a 14x10 cm 
abdominopelvic mass with heterogeneous echotexture with 
no significant internal vascularity seen; the left ovary was not 
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separately identified, the right ovary was normal and moderate 
fluid found in the peritoneal cavity.
 
MRI report revealed 15.5x14x9.5 cm pelvic mass (most likely 
originating from the left ovary), heterogeneous signal intensity 
on T1 and T2 with ascites, with contrast enhancement, see 
figure 1. X-ray chest showed right-sided pleural effusion, see 
figure 2. 

Her laboratory results were unremarkable except that serum 
CA125 was high, up to 280 u/ml. Hemoglobin (Hb)13gm,/dl, 

Figure 1 (A) Figure 1 (B)
Figure 1 (A-B): Sagittal and Transverse View of MRI Images 
Showing Large Pelvic Mass

Figure 2: X-ray Chest Showing Right-Sided Pleural 
Effusion
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total leukocytes count 9.16, platelets 435 and CRP 17.7 mg/l.

The patient’s operative findings were moderate ascites and 
left-sided solid ovarian mass measuring approximately 15 cm 
with torsion of adnexa up to 3 times. Uterus, fallopian tubes 
and right ovary were normal. Omentum, peritoneal surfaces, 
and undersurface of diaphragm were unremarkable and no 
visceromegaly was seen. Peritoneal fluid was sent for cytology, 
the mass was resected, omental, and right ovarian biopsies 
were taken for metastatic identification. 
 
Histopathology revealed fibrothecoma of left ovary while right 
ovarian and omental biopsies were normal and peritoneal fluid 
was inflammatory, see figure 3. 

Postoperative was uneventful and the patient was discharged 
from the hospital on the 3rd postoperative day. Follow-up 
showed good recovery and CA-125 level was normal.
 
DISCUSSION

Meigs’ syndrome is rare. The hallmarks of Meigs’ syndrome 
include fibroma or a fibroma-like tumor, ascites, hydrothorax; 
ascites and hydrothorax completely settle after removal of 
tumor15.

The cause of ascitic fluid in Meigs’ syndrome is ill-defined. 
The fluid could be due to transudate from the surface of the 
tumor, direct pressure of the tumor on adjacent lymphatics or 
blood vessels, hormonal provocation and torsion of the tumor. 
The etiology of hydrothorax is also not yet clear. A recent 
theory suggests that the ascitic fluid is transudate through 
transdiaphragmatic channels16.

Raised level of CA-125 and ovarian epithelial carcinoma has 
been documented. Elevation of up to 26% of CA-125 had been 
seen in some other non-gynecological cancers and few benign 
gynecological conditions. The source of this antigen remains 
unclear; according to some studies, the source could be non-
tumor cells and some biochemical factors, such as mechanical 
irritation of peritoneum or raised intraperitoneal pressure due 
to a large volume of tumor and ascites17.

The removal of the tumor in our case was necessary due to 
the size of the ovarian mass and ensuing pain. It is recognized 
that giant ovarian mass in Meigs’ syndrome is associated with 
intra-abdominal hypertension and the onset of compartment 
syndrome18.

CONCLUSION

Patient with pelvic mass needs to be evaluated systematically 
and the CA-125 level needs to be tested. The exact diagnosis 
must be confirmed with histopathology of the mass. 

Our patient had left ovarian fibrothecoma with elevated 
CA125, moderate ascites, and right-sided pleural effusion, 
which resolved after surgery.  

__________________________________________________

Author Contribution: All authors share equal effort 
contribution towards (1) substantial contributions to conception 
and design, analysis and interpretation of data; (2) drafting 
the article and revising it critically for important intellectual 
content; and (3) final approval of the manuscript version to be 
published. Yes.

Potential Conflicts of Interest: None.   

Competing Interest: None.

Sponsorship: None.  

Acceptance Date: 22 June 2020.

Ethical Approval: Approved by the Research Ethics 
Committee, Bahrain Defence Force Hospital, Bahrain. 

REFERENCES

1. McGrath EE, Blades Z, Needham J, et al. A Systematic 
Approach to the Investigation and Diagnosis of a Unilateral 
Pleural Effusion. Int J Clin Pract 2009; 63:1653–1659. 

2. Peparini N, Chirletti P. Ovarian Malignancies with 
Cytologically Negative Pleural and Peritoneal Effusions: 
Demons’ or Meigs Pseudosyndrome? IntJsurg Pathol 
2009; 17:396-7.

3. Riker D, Goba D. Ovarian Mass, Pleural Effusion, and 
Ascites: Revisiting Meigs Syndrome. J Bronchology 
Interv Pulmonol 2013; 20(1): 48-51.  

4. Chen H, Liu Y, Shen LF, et al. Ovarian Thecoma-
Fibroma Groups: Clinical and Sonographic Features with 
Pathological Comparison. J Ovarian Res 2016; 9:81. 

5. Chechia A, Attia L, Temime RB, et al. Incidence, Clinical 
Analysis, and Management of Ovarian Fibromas and 
Fibrothecomas. Am J Obstet Gynecol 2008; 199:473.
e1–4.e1. 

6. Cho YJ, Lee HS, Kim JM, et al. Clinical Characteristics 
and Surgical Management Options for Ovarian Fibroma/
Fibrothecoma: A Study of 97 Cases. Gynecol Obstet 
Invest 2013;76:182–7. 

7. Cha MY, Roh HJ, You SK, et al. Meigs’ Syndrome with 
Elevated Serum CA 125 level in a Case of Ovarian 
Fibrothecoma. Eur J Gynaecol Oncol 2014; 35:734–7. 

8. Sofoudis C, Kouiroukidou P, Louis K, et al. Enormous 
Ovarian Fibroma with Elevated Ca-125 associated with 
Meigs’ Syndrome. Presentation of a Rare Case. Eur J 
Gynaecol Oncol 2016;37:142–3. 

9. Chan WY, Chang CY, Yuan CC, et al. Correlation of 
Ovarian Fibroma with Elevated Serum CA-125. Taiwan J 
Obstet Gynecol 2014; 53:95–6. 

10. Yazdani S, Alijanpoor A, Sharbatdaran M, et al. Meigs’ 
Syndrome with Elevated Serum CA125 in a Case of 
Ovarian Fibroma/Thecoma. Caspian J Intern Med 2014; 
5:43–5. 

11. Morán-Mendoza A, Alvarado-Luna G, Calderillo-Ruiz 
G, et al. Elevated CA125 Level associated with Meigs’ 

Figure 3: Spindly and Clear Cells with Collagen, H&E, 10X



205

Bahrain Medical Bulletin, Vol. 42, No. 3, September 2020

Syndrome: Case Report and Review of the Literature. Int 
J Gynecol Cancer 2006; 16(suppl 1):315–8. 

12. Park JW, Bae JW. Postmenopausal Meigs’ Syndrome in 
Elevated CA-125: A Case Report. J Menopausal Med 
2015; 21:56–9. 

13. Liou JH, Su TC, Hsu JC. Meigs’ Syndrome with Elevated 
Serum Cancer Antigen 125 Levels in a Case of Ovarian 
Sclerosing Stromal Tumor. Taiwan J Obstet Gynecol 
2011; 50:196–200. 

14. Amorim-Costa C, Costa A, Baptista P, et al. Sclerosing 
Stromal Tumour of the Ovary associated with Meigs’ 
Syndrome and Elevated CA125. J Obstet Gynaecol 2010; 
30:747–8. 
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