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CASE REPORT

Pseudo-Meigs’ syndrome with elevated serum CA 125
secondary to struma ovarii: A case report.
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ABSTRACT

We report a rare case of pseudo-Meigs’ syndrome caused by ovarian stroma ovarii.
A 63-year-old woman presented with ascites, hydrothorax, and elevated serum levels of CA
125. These findings were interpreted as suggestive of a possible ovarian malignancy.
Thoracocentesis was performed pre-operatively due to her dyspnea. Pleural fluid was
negative for malignant cell. Intraoperative frozen-section examination of the left ovary showed
benign pure struma ovarii. A total hysterectomy with bilateral salpingo-oophorectomy and
appendectomy were performed. Complete resolution of symptoms was achieved and the
serum levels of CA 125 returned to normal after the operation.

Key Words:

Meigs’ syndrome is defined as benign and
solid ovarian tumors with the gross appearance of a
fibroma (fibroma, thecoma, and granulosa cell tumor),
accompanied by ascites and hydrothorax, on
condition that excision of this benign tumor cured
the patient.? Pseudo-Meigs’ syndrome refers to
the same clinical features associated with other
benign cysts of the ovary, ovarian metastasis
from gastrointestinal cancer, leiomyomas of the
uterus, and teratoma.®?®® Stroma ovarii rarely
presents as pseudo-Meigs’ syndrome.® 712 We
report a case of struma ovarii associated with
ascites, hydrothorax, and elevated serum levels of
CA 125 which may lead to suggestive of a possible
ovarian malignancy.
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Case report

A 63-year-old P6-0-1-5 woman was admitted
to Prince of Songkla hospital after several months of
abdominal distension and progressive dyspnea. She
denied a history of a pelvic mass or any gastrointesti-
nal symptoms. Her past history and family history were
unremarkable.

Physical examination revealed dullness on
percussion with decreased breath sounds in the
upper two-thirds of the right lung field. Chest X-ray
confirmed massive right pleural effusion (Fig. 1).
Abdominal examination revealed marked distension,
and shifting dullness consistent with significant
accumulation of ascites. No abdominal or pelvic mass
was palpable. However, a transabdominal ultrasound
of the abdomen and the pelvis revealed a 6.9x5.5x5.0
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cm mixed solid and cystic left adnexal mass with a
large amount of ascites. The serum CA 125 level was
914 U/ml (normal value: below 35 U/ml). Other
hematological and biochemical tests were normal.

On admission, she underwent thoracentesis to
relieve dyspnea. Pleural fluids recurred rapidly and
required retained intercostal drainage. The pleural
fluid was negative for malignant cells. Five days later
the patient underwent exploratory laparotomy. The
preoperative diagnosis was an advanced stage of
ovarian malignancy.

Operative findings revealed 10 liters of serous
fluid, and a complex left ovarian mass measuring
6.0x4.0x4.0 cm (Fig. 2). This ovarian tumor was
removed and sent for frozen section assessment.
The uterus and right ovary were normal with no

evidence of intraperitoneal or retroperitoneal disease.
The frozen section reported a benign struma ovarii.
A total hysterectomy with bilateral salpingo-
oophorectomy and appendectomy was performed.
The peritoneal fluids were also sent for cytologic
examination.

Pathology revealed a pure stroma ovarii of
the left ovary (Fig. 3). There was no evidence of
malignancy in the specimens and peritoneal fluids
were negative for malignant cells.

The post-operative course was uneventful. The
patient recovered with no evidence of reaccumulation
of pleural effusions or ascites (Fig. 4). Thyroid
function tests performed postoperatively were within
normal limits. One month after surgery the serum
levels of CA 125 had fallen to normal.

Fig. 1. Chest X-ray shows large right pleural effusion 2
days before surgery.
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Fig. 2. Photograph of the uterus and bilateral adnexa.
Left ovarian tumor is observed.
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Fig. 3. Microscopic appearance of the left ovary
showing various sizes of thyroid follicles.(H&E, low
power)

Discussion

Stroma ovarii was first described by Van Kalden
in 1895 and Gottschalk in 1899.09 It is a rare form of
ovarian neoplasm, accounting for approximately 1% of
all ovarian neoplasms.”'¥ Thyroid tissue is present
in approximately 10% of mature teratomas and the
tumor is described as a struma ovarii when it
constitutes greater than 50% of the tumor.(? Despite
the predominant of thyroid tissue, only 5-8% of
patients with this tumor have clinical features of
hyperthyroidism.'3

Patients with stroma ovarii usually present with
abdominal or pelvic symptoms of a mass. Some
cases have struma ovarii associated with ascites and
hydrothorax.®7'2 Recently some authors have
reported cases of this tumor associated with ascites,
hydrothorax, and elevated serum CA 125 levels'2),
as in this case.

Several mechanisms have been proposed to
explain the origin of ascites and hydrothorax in
Meigs’ syndrome and pseudo-Meigs’ syndrome. These
include transudation of interstitial fluid, cyst formation
within the tumor secondary to injury or necrosis,"®
pressure on the lymphatics in the tumor,® physical
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Fig. 4. Chest X-ray 7 days after surgery.

irritation of the peritoneum,'® and twisting of the
pedicle of the tumor and its torsion resulting in fluid
production.’” The formation of pleural fluid arises
through direct passage of ascitic fluid from develop-
mental defects in the diaphragm, and the greater
proportion of right pleural effusions in Meigs’ syndrome
is due to the greater frequency of such defects on the
right diaphragm.®

The presence of an ovarian mass with suspicious
clinical signs and elevated levels of CA 125 may be
suggestive of ovarian malignancy. CA 125 is a
biochemical marker which has been shown tc be of
use in surveillance of patients with epithelial ovarian
cancers. Overall, approximately 85% of patients with
epithelial ovarian cancer have CA 125 levels above 35
U/ml.(® The low positive predictive value of CA 125
for ovarian cancer in patients presenting with pelvic
mass is due to the marker being elevated in other
benign conditions including ovarian tumors.(® The
cause of the elevation of CA 125 levels may well be
secondary to the presence of ascites.®'

This case is an unusual case of benign struma
ovarii associated with a large amount of ascites,
hydrothorax, elevated serum CA 125 level and pelvic

Hanprasertpong J et al. Pseudo-Meigs’ syndrome with elevated serum CA 263

125 secondary to struma ovarii: a case report



mass in a postmenopausal woman, all suggesting an
advanced ovarian cancer. Surgical excision of the
ovarian tumor effected immediate and dramatic
resolution of the ascites and hydrothorax.

In conclusion, although ovarian struma
ovarii associated with ascites, hydrothorax, and
elevated serum CA 125 level is rare, it should be
included in the differential diagnosis of clinical
features suspicious of ovarian malignancy. It is
essential that a microscopic examination be made
for accurate diagnosis, which will ensure correct
management that will provide a good outcome with
fewer complications.
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