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Meigs'syndrome 
A case report 

S. B. RAJAH - D. J. K. LUMU - J. MOODLEY 

CASE REPORT 

A 38 year old African woman was ad
mitted with a history of abdominal swel
ling of two months duration. She also 
complained of general malaise, weight loss 
and increasing dyspnoea. She had expe
rienced generalised lower abdominal pain 
and noticed a change in her bowel habits 
over the same period of time. Examina
tion revealed an emaciated patient who 
was dyspnoeic at rest. Her abdomen was 
tense and tender due to the ascites. There 
was no rebound or guarding. In addition, 
there was a large, irregular firm mass ari
sing from the pelvis which was ballottable. 
On pelvi elvic examination the uterus was nor-
mal in size and the mass which corre
sponded in size to a gestational period of 
24 weeks was thought to arise from the 
right adnexaes. She also had bilateral pleu
ral effusions confirmed radiologically (Fig. 
1). A differential diagnosis of ovarian 
carcinoma or fibromyomata was entertai
ned. Specimens of straw coloured pleural 
and ascitic taps revealed no malignant 
cells. The fluid was a transudate which 
contained polymorphs, histiocytes, meso
thial cells and lymphocytes. An intrave
nous pyelogram demonstrated pressure ef-
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fects on the lower third of the left ureter 
due to the presence of an intrapelvic mass. 
A barium enema showed no specific pa
thology. 

Despite drainage of the pleural and 
ascitic fluid, the patient's condition did 
not improve. She had poor lung function 
tests, an FVC of 1.3 R (3.0) and an FeV1 
of 1.1 f (2.6) and therefore presented a 
poor anaesthetic risk. At this stage a de
cision was taken to discharge her as a Sta
gc IV carcinoma of the ovary because of 
the reluctance of the anaesthetist to pro
vide general anaesthesia in the absence of 
an intensive care unit "bed". However 
the lack of a tissue diagnosis was worri
some and consequently tru-cut biopsy of 
the abdominal mass was performed under 
local anaesthesia. The histology was con
sistent with an ovarian fibroma. In view 
of the histological findings, Meigs's syn
drome was diagnosed. A laparotomy was 
performed revealing a large 20x20 cm 
solid right ovarian tumour which had un
undergone torsion. The left ovary and ute
rus were normal. Apart from approxima
tely three litres of ascitic fluid there was 
no other pathology. 

The patient had refused a hysterectomy 
and a right salpingo-oophorectomy was 
performed. Postoperatively there was 
spontaneous resolution of the pleural effu
sions (Fig. 2) and ascitic fluid did not 
reaccumulate. Histology confirmed an 
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