Meigs’ Syndrome Associated with
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Presentation of rare occurrence of Meigs’ syndrome associated with giant granulosa- cell tumor of the
ovary. Giant granulosa-cell tumor of the ovary, in a patient presenting with ascites, and bilateral pleural
effusion, which rapidly dried up on excision. Meigs’ syndrome should alway s be kept in mind, nct to
mistakenly up-stage a patient, presenting with ascites and pleural fluid along with an ov arian mass

(Gynecol Obstet Reprod Med 2006; 12:000-000)
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Sex cord-stromal tumors account ©or 5%-10% of all ova-
rian cancers; most of these (70%) are granulosa cell tumors
(GCTs), which are low-grade malignancies with a relapse ra-
te of 10%-33%. The average time to recurrence is between 5
to 10 years, although there is a case of recurrence as late as
37 years after diagnosis.1 10-year survival is mostly reported
to be 90% for stage I and 0%-22% for stage III. The cases of
bilateral ovarian involvement have an unexpectedly poor
prognosis. Fox et al. in their series have reported that all se-
ven stage Ib cases had recurred.’ Meigs’ syndrome, is an un-
common clinical entity characterized by ascites, hydrothorax,
and an ovarian tumor that was originally believed to be spe-
cifically a fibroma; however other types of ovarian tumors
such as Brenner tumors, and Krukenberg tumors are now
known to be associated with this syndrome. Although the
cause of Meigs’ syndrome is not fully understood it is tho-
ught that hydrothorax occurs by certain lymphatics through
the diaphragm. Afier removal ofthe ovarian neoplasm, there
is a prompt resolution of both abdominal and pleural fluid.**

In a review of'the literature, there are only two cases”*® to
our knowledge, other than the herein presented case of
Meigs’ syndrome associated with GCT of'the ovary.

Case Report

47 years old, premenopausal virgin presented to our cli-
nic with the complaints of anorexia, hematemesis, and diarr-
hea of approximately 3 weeks duration. Pelvic examination
revealed an adnexal mass on the right side. Computerized to-
mography scan and chest X-RayFigure 1 showed an adnexal
mass up to the level ofthe renal hilus, and bilateral pleural
effusion, uterus and leff ovary were normal. Thoracentesis
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was negative for tumor cells. Her hemoglobin level was 6.4
gr/dl on admission and was raised to 12.4 gr/dl affer serial
blood transfusions. Gastroscopic, colonoscopic, and cystos-
copic studies revealed no pathologic findings. Ca-125 was
553 U/ml, LDH was 502 IU/L.

Figure 1. Chest X-Ray showing bilateral pleural effusion. Thora-
centesis was negative for malignancy

Figure 2. Granulosa cell tumor ofth right ovary.

Laparotomy was undertaken where a right-sided giant,
partially necrotic ovarian mass, along with 150 cc of ascitic



fluid admixed with blood and bilateral double ureters were
noted. No signs of metastatic disease in the abdomen were
found. The massFigure 2 was excised and sent for frozen sec-
tion analysis along with ascitic fluid. Pathologic diagnosis
was GCT. Total abdominal hysterectomy, bilateral salpingo-
oopherectomy, pelvic and paraaortic lymph node sampling,
omentectomy, and appendectomy were performed. Sample of
ascitic fluid was also sent for pathologic review. After patho-
logical examination, no tumoral metastasis was found. In
cross sections of the 30 X 28 X 13 cm right ovary, tumor
cells showed call-exner bodies and scant cytoplasm but no
mitotic figures. Hydrothorax rapidly dried up on excision,
and postoperative follow-up was unremarkable. The patient,
after 2 years ollow-up, is still alive without disease.

Discussion

Meigs’ syndrome is a rare finding in patients diagnosed
with ovarian fibroma, it is even rarer associated with GCTs.
In Dockerty and Masson’s series this syndrome was found in
only 2 of 283 patients with an ovarian fibroma.” Nevert he-
less, it is important to keep this syndrome in mind to dismiss
the possibility ofa false impression that the patient has a far
advanced malignancy.

GCTs occur in premenopausal women in approximately
the same frequency as it occurs in postmenopausal womenl.
Most GCT's produce estrogen although a few are androgenic;
in fact they are the most common tumor that produces estro-
gen. The high incidence of endometrial stimulation caused
by these tumors are reflected by the fact that in up to 50% of
cases there is hyperplastic endometrium, and approximately
10% ofpatients with this tumor harbor an endometrial carci-
noma, usually of the well-di fferentiated type. The associati-
on is twice as common in postmenopausal women. Based on
these rates any postmenopausal woman with endometrial
hyperplasia who is not receiving estrogen therapy, and not
obese should be evaluated with the suspicion of having a
granulosa-theca cell type functioning ovarian tumor.

On gross examination, GCT's are usually solid and cystic,
with areas ofhemorrhage similar to the findings in our case.
Histologically the cytoplasm is usually scanty and the typi-
cal coffee bean grooved cells are present. Although GCTs
are divided into two general categories as well di fferentiated
and moderately di fferentiated on the basis oftheir differenti-
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ation, there seems to be no distinct correlation in terms of
prognosis and histologic structure.**

As Cronje et al. pointed out, for the differential diagnosis
of GCTs includes several conditions with an extremely poor
prognosis such as poorly differentiated adeno carcinoma, and
breast carcinoma metastatic to the ovary, an accurate histo-
logical diagnosis is crucial.”

Being the third reported case of GCT ofthe ovary associ-
ated with Meigs’ syndrome, this unique clinical entity sho-
uld be considered in the diagnosis of ovarian tumors.

References

1. Evans AT I, Gaffey TA, Malkasian GD Ir.
Clinicopathologic review of 118 granulosa and 82 theca
cell tumors. Obstet Gynecol 1980; 55:231.

2. Fox H, Agrawal K, Langley FA. A clinicopathologic
study of 92 cases of granulosa cell tumor of the ovary
with special reference to the factors influencing
prognosis. Cancer 1975; 35:231.

3. Meigs JV, Armstrong SH, Hamilton HH. A further
contribution to the syndrome of fibroma of the ovary
with fluid in the abdomen and chest, Meigs’ syndrome.
Am J Obstet Gynecol 1943; 46:19.

4. DiSaia, PJ, Creasman, WT, Germ cell, stromal, and other
ovarian tumors. In: DiSaia, PJ, Creasman, WT, eds.
Clinical gynecologic oncology. 5™ ed. St. Louis: Mosby,
Inc 2002:364-7.

5. Papathanasiou K, Papageorgiou C, Tsonoglou D. A case
of Meigs’ syndrome with a gigantic granulosa ovarian
tumor. Clin Exp Obstet Gynecol 1998; 25:61-3.

6. Martin F, Brouche S, Haidar A. Demons-Meigs’
syndrome. Report of a case with ovarian tumor of the
granulosa. Rev Pneumol Clin 1990; 46:123-4.

7. Dockerty MB, Masson JC. Ovarian fibromas: a clinical
and pathological study of 283 cases. Am J Obstet
Gynecol 1944; 47:741.

8. Mortrow CP, Curtin JP, Tumors of the ovary: Sex cord
stromal tumors and germ cell tumors. In: Morrow CP,
Curtin JP, eds. Synopsis of gynecologic oncology. Sth
ed. New York: Churchill Livingstone, 1998:282-5.

9. Cronje HS, Niemand I, Bam RH, Woodruff JD. Review
of the granulosa-theca cell tumors ffom the emil Novak

ovarian tumor registry. Am J Obstet Gynecol 1999;
180:323-7.





