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Abstract

Benign uterine leiomyomas presenting as pseudo-Meigs’ syndrome
with elevated CA125 are rare, and only few cases have been reported in the
literature. We report a case of a 37-year-old lady, presented for progressive
abdominal distension. Physical examination was difficult due to a massive
pelvic mass reaching to the umbilicus. Transvaginal ultrasound revealed a giant
echogenic mass swimming in a peritoneal effusion. The preoperative serum
CA125 was 1218 Ul/ml. Laparotomy with complete excision of the mass was
done and sent for histopathological examination, confirming the diagnosis of a
uterine leiomyoma. The definitive diagnosis of atypical pseudo-Meigs’ syndrome
was made by confirming the fact that peritoneal effusion disappeared, and
CA125 level returned to normal after myomectomy.
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Introduction

Pseudo-Meigs’ Syndrome (P-MS) caused by leiomyoma was
first described by Brown, in 1998 [1]. Since then, fewer than 15 cases
have been reported in the literature. Here, we present a case of giant
pedunculated subserosal lelomyoma presenting as atypical Pseudo-
Meigs’ syndrome with elevated CA125 level.

Case Report

A 37-year-old Moroccan lady presented in our department
with the history of progressive abdominal distension. She denied
any genito-urinary symptoms. On admission, the patient was
afebrile, with normal vital signs. She was on the second day of the
menstrual cycle. Physical examination was difficult due to a massive
pelvic mass reaching to the umbilicus; mild tenderness was found
on deep palpation of the right lower abdominal quadrant. Systemic
examination did not show any abnormality. Transvaginal ultrasound
revealed a heterogeneous lobulated mass, occupying the entire pelvic
cavity, extended to the abdomen with a peduncle attached to the
uterus, suggestive of pedunculated subserosal leiomyoma (Figures
1 and 2). Left and right ovaries were normal with middle amount
of free fluid in the peritoneal cavity. Laboratory studies showed no
abnormalities except for a serum CA125 level of 1218 UI/ml (normal
<35 Ul/ml). An exploratory laparotomy was planned for diagnostic
and therapeutic purposes. A large firm mass measuring 20x21 cm,
which originated from the posterior wall of uterus with a long and
tenuous fibrotic peduncle was seen (Figure 3A). The uterus, ovaries,
bowel and omentum were normal. Complete excision of the mass
after aspiration of the ascitic fluid was performed (Figure 3B).
Microscopic examination showed uterine leiomyoma with significant
hemorrhage, necrosis and areas of myxoid degeneration; mitotic
activity and atypical cells were absent. Postoperatively, chest X-ray
did not show a pleural effusion. At one month follow-up, she was
clinically well, without evidence of ascites re-accumulation and had
anormal CA125 level.

Discussion

Pseudo-Meigs’ syndrome is a rare entity characterized by
association of a pelvic tumour other than an ovarian fibroma
with peritoneal and pleural effusion [2,3]. The majorities of these
cases have been ovarian pathologies and rarely associated with
uterine leiomyomas [2]. In our case, the patient presented with
leiomyoma, peritoneal effusion without hydrothorax, which is
extremely rare. This variant in terms of presentation has been
called atypical pseudo-Meigs’ syndrome [4]. Various theories have
been proposed regarding the mechanisms of peritoneal effusion.
Inflammatory reaction of the peritoneum, compression with
subsequent congestion of the lymphatics and blood vessels, twisting
of the tumour, and hypoalbuminemia are the common proposed
theories [3,5,6]. Peroperatively, the subserosal leilomyoma was large,
and there was no opportunity for the pedicle to rotate. We suggest
that ascites might be due to compression with congestion of the
lymphatics and blood vessels. Interstitial fluid secretion from a

Figure 1: Transvaginal ultrasound revealing pelvic mass (Asterisk), with a
peduncle attached to the posterior wall of uterus (red arrows) and free fluid in
the peritoneal cavity (White arrows).
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Figure 2: Transvaginal ultrasound objectifying heterogeneous lobulated
mass with dystrophic calcifications, (A) measuring 20x18cm, and (B) flow
signals in Doppler.

Figure 3: (A) Peroperative view showing a giant pedunculated mass
protruding from the uterus and (B) macroscopic view of the resected
specimen (3750 g).

fibroid surface is also supposed to cause the development of ascites
[7]. In our case, the connection between uterine leiomyoma and
ascites has been confirmed by the rapid resolution of peritoneal
effusion after myomectomy. Clinical, sonographic, computed
tomography scan, and Magnetic Resonance Imaging findings of
leiomyomas are typical and the diagnosis is usually easy. However,
large pedunculated leiomyomas may present with a wide variety of
symptoms and unusual appearances, mimicking other gynecologic
or non-gynecologic masses. They can only be recognized if they
are separate from the ovary and uterus and if their peduncle can be
demonstrated on sonography, as was our case. CA125 does not have
100% specificity in the diagnosis of ovarian cancer, and its elevation
may also occur following others clinical situations: benign ovarian
tumours, pelvic inflammatory disease, endometriosis, uterus fibroma,
hepatitis, pancreatitis, peritonitis and peritoneal tuberculosis [8]. In

Meigs’ and pseudo-Meigs’ syndromes, mesothelial cells expression of
this tumour maker and peritoneal inflammation caused by the large
leiomyoma are the primary cause of elevated CA125 level [7,9]. In
the present case, decline and normalization of serum CA-125 were
detected after surgery confirming the association between raised CA-
125 levels and uterine leiomyomas. Consequently, this case provided
an example for the limitation of this tumour marker in predicting
pelvic malignancy.

Conclusion

Although uterine leiomyoma presenting as atypical pseudo-
Meigs’ syndrome is extremely rare, it should be considered in
differential diagnosis when a patient has a pelvic mass with ascites
and an elevated level of CA125, particularly if laparocentesis is
negative for malignant cells.
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