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Abstract: Introduction: Meigs’ Syndrome, characterized by a benign ovarian tumor that leads to 

ascites and occasionally pleural effusion, is a rare condition that often presents significant diagnostic 

challenges, particularly in young female patients. This case report highlights an 18-year-old-female 

with persistent gross ascites and pleural effusion unresponsive to diuretics, paracentesis, and 

thoracentesis. Despite extensive diagnostics evaluations including negative results from several 

tumor makers, histology and pathology reports, Liver and renal function tests, abdominal CT scans, 

ECHO, Ecg, Chest X-rays and HBV screening PCR test, the underlying causes of the ascites and 

pleural effusion remained elusive. The diagnosis was only made following an exploratory 

laparotomy, which revealed the presence of bilateral benign ovarian tumors. Subsequent bilateral 

Oophorectomy and Salpingectomy resulted in the complete resolution of the ascites. This case 

underscores not only the importance of considering ovarian pathology in young females with 

unexplained ascites but also highlights the critical role of exploratory laparotomy when non-

invasive diagnostics fails to provide answers. Conclusion: This case emphasizes the need for a high 

index of suspicious for Meigs’ Syndrome in young females presenting with persistent ascites and 

pleural effusion, even when standard diagnostic tests yield negative results. It highlights the 

potential necessity of surgical intervention when other diagnostic approaches fail to identify the 

underlying causes. Clinicians should be aware of this condition and consider it in their differential 

diagnosis to ensure appropriate and effective management. 
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1. Introduction 

Meigs’ Syndrome is a rare clinical condition (IMRAN, HAIDAR, & AKHATAR) [1] 

that is traditionally defined by the triad of a benign Ovarian tumor, ascites, and pleural 

effusion, all of which resolve after the removal of the tumor. Although it predominantly 

affects postmenopausal women, its occurrence in young female patients is extremely rare, 

making this case particularly unique and noteworthy (Al Harbi, McNeish, & El-Bahrawy, 

2021; Khan et al., 2005) [2,3]. The syndrome is often misdiagnosed due to its nonspecific 

symptoms and common association of ascites with malignant conditions, leading to 

extensive, of the inconclusive, investigations as seen in this case. In this report, we present 

an 18-year-old female who exhibited persistent gross ascites resistant to conventional 

treatment methods such as diuretics, paracentesis, thoracentesis, and to many other 

therapeutic conventional medicines. Despite extensive diagnostic workup, including 

negative results from tumor makers, liver and renal function tests, and unmarkable 

histopathology reports, GeneXpert reports, and unmarkable imaging findings, the 

underlying cause of the ascites remained unidentified. This diagnostic dilemma persisted 

until an exploratory laparotomy revealed bilateral benign ovarian tumor similar to that 
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was presented by Sharmila& friends (Sharmila, Saichandran, Babu, & Singh, 2013) [4], 

which upon removal led to the complete resolution of symptoms, thereby confirming the 

diagnosis of Meigs’ Syndrome. The rarity of Meigs’ Syndrome in adolescents and the 

challenging diagnostic process underscore the importance of considering this condition 

even in atypical patient populations. The case also highlights the critical role of 

exploratory laparotomy when non-invasive diagnostic methods fail to provide definitive 

answers. Previous studies have noted the rarity of Meigs’ Syndrome in young patients, 

making this case a significant contribution to the existing literature (Brillantino et al., 2021; 

Khan et al., 2005) [3,5]. 

2. Case Presentation  

Patient’s information: An 18-year-old-female of Ugandan origin, residing in 

Kasangati-Gayaza, Wampewo, Wakiso district. She is a student with no prior medical or 

surgical history and no known allergies. She sought medical attention at Cleveland 

Specialized clinic, Wampewo, Kampala-Uganda, between February, 2023 and June 2024. 

The primary concern was persistent stomach pain, empty fullness of the stomach, 

accompanied a grossly distended abdomen with persistent ascites, associated severe 

breathlessness, generalized body weakness, pallor, and significant muscle wasting over 

several months. The patient reported fatigue, weight loss, and lack of response to multiple 

courses of antibiotics therapy. Despite repeated use of diuretics and several abdominal 

paracenteses, and thoracentesis, the ascites reaccumulates within a week, causing ongoing 

discomfort and impaired physical activity. The medical, family and psychosocial history, 

including Genetic information; The patient had no prior history of chronic illnesses such 

as liver diseases, Kidney, or cardiovascular medical conditions nor history of obstetric and 

gynecological conditions. There was no known history of malignancy in the patient or her 

immediate family, and no family history of genetic disorders. Psychosocial history was 

unremarkable, with no significant stressors, and she was not exposed to known 

occupational or environment hazards. The patient had no history of smoking, alcohol 

consumption, or drug abuse. Genetic information was not contributory, and there was no 

indication of hereditary conditions that could explain her symptoms. The relevant past 

intervention and their outcomes: The patient underwent extensive diagnostic evaluations 

to determine the etiology of the persistent ascites; (1) Multiple abdominal paracenteses 

and thoracenteses were performed, providing only temporary relief from ascites before 

fluid reaccumulates within a week. (2) Diuretics therapy was initiated but was ineffective 

in prevention the recurrent accumulation of ascitic fluid. (3) Regimens antibiotics was also 

administered with no improvement. (4) Comprehensive laboratory and imaging test 

include; (a) GeneXpert analysis on ascitic fluid for tuberculosis; was done Negative as 

indicated in the Figure 1. (b) Liver function test (LFTs), and Renal function tests (RFTs) 

were done: Normal, Figure 2 (c) Tumor markers including (CA125, CEA, AFP, CA19-9, 

PAP smear) All negative. (d) Figure 3 and Figure 4. Cytological analysis of ascitic fluid 

was done with; No evidence of malignant cells was observed. Biopsy for histology on the 

liver, uterus, cervix, kidney, illum, and ovary had no evidence of malignancy cells. (e) 

Abdominal Ultrasound scan was performed with no remarkable findings. Figures 5, 6, 7 

and 8. Abdominal CT scan: Unremarkable, with no signs of malignancy, ovarian masses, 

or others abnormalities. (f) Chest X-ray, Echocardiography and ECG; were performed and 

there were No evidence of cardiac pathology of pleural effusion. (g) Serological tests for 

Hepatitis B, Hepatitis C virus and other infections causes were; Negative. Despite these 

extensive investigations, the cause of the ascites remained unclear. An exploratory 

laparotomy was eventually performed, which reveals bilateral ovarian tumors. A bilateral 

oophorectomy and salpingectomy were conducted, and histopathological examination of 

the removed ovaries confirmed the diagnosis of benign ovarian fibromas. Following 

surgery, the patient’s symptoms resolved completely, with no recurrence of ascites during 

the follow-up period.  
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Figure 1. GeneXpert was done on ascitic fluid and was Negative. 

 

Figure 2. Normal Liver function test results, with a mild elevetion of albumin of 30 g/ dL. 

 

Figure 3. This shows negative histopathology – No malignancy. 
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Figure 4. Negative cystology report. 

 

Figure 5. III defined heterogenerously enhancing lessions are noted in the bilateral adnexa. 

 

Figure 6. Diffuse heterogeneous thickening of omentum and mesentery noted in the abdomen. 

Clumping of the bowel loops are seen in the upper and mid abdomen. Suggestive of 

carcinomatous peritoneal. 
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Figure 7. Both ovaries not seen separately; Features may suggest bilateral ovarian neoplasm; 

Several right sided pleural effusion, and subsegmental collapse of right lower and 

middle lobe. 

 

Figure 8. Gross ascites noted with free fluid in the perihepatic, perisplenic, interbowel loop and 

pelvis. 

Clinical Findings; Relevant Physical Examination (PE): On initial presentation, the 

patient appeared markedly weak and cachectic, with significant muscles wasting and 

generalized pallor, key physical examination findings included: Vital signs: Blood 

pressure (BP) 100/56 mmhg, Heart rate (HR): 93 beats per minute, Respiratory rate (Rr): 

22 breaths per minute, Temperature (T): 36.70c, Oxygen saturation (SPO2): 92% on room 

air. ABDOMINAL EXAMINATION (BD): Grossly abdominal distention with visible veins 

and an everted umbilicus. Noted shifting dullness and fluid thrill were positive, indicative 

of massive ascites. There was no palpable organomegaly nor any markable abdominal 

masses seen. The Bowel sounds were present and normoactive. There was mild 

tenderness upon deep palpation, but on rebound tenderness of guarding. Cardiovascular 

examination (CVS): Heart sounds were normal (S1 and S2), with no murmurs, rubs, or 

gallops. There was no evidence of Jugular venous distention (JVD) or peripheral edema. 

Respiratory Examination (R/S): Reduced breath sounds at the lung bases, suggestive 

moderate basal atelectasis secondary to abdominal distention. On the chest exam further, 

there was a reduce breaths sound in bilateral lung fields bases suggesting moderate 
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pleural effusion, though the patient was not in severe respiratory distress. Other 

systematic Examination(O/E): Neurological examination and Central Nerve system (CNS): 

Neurological examination was unremarkable, with no focal deficits. There was no 

lymphadenopathy noted in the cervical, axillary, or inguinal regions. The skin 

examination revealed no jaundice, nor cyanosis or rash. The eyes were not yellow, but 

were moderately pallor, suggesting mild anemia. Other clinical findings: The patient’s 

laboratory tests, including Complete blood count (CBC), revealed mild anemia 

(Hemoglobin:9.2 g/dL) with normal white blood cell and platelet counts. The liver and 

renal function teste were within normal ranges. The electrolytes, including sodium, 

potassium, calcium, and magnesium levels were all normal. The coagulation profile (PT, 

aPTT) was normal. The Ascites fluid analysis showed a transudative patters with low 

protein (albumin level: 1.2 g/dL) and no malignant cells of signs of infections.  

Timeline: The Relevant data from this episode of care organized as a timeline. 

Table 1. Timeline of Patient’s care timeline  

Date  Event  Details  

February 

2023  
Initial presentation  

18-year-old female presented with severe breathlessness, gross abdominal 

distention due to persistent ascites, generalized weakness, and pallor.  

March 

2023 
Initial Diagnostic workup 

Blood tests (CBC, LFTs, RFTs), tumor markers, and imaging studies (ultrasound 

scan, CT scan, Echo, ECG) performed; all results were unremarkable 

April 2023 
Repeated paracenteses, and 

thoracenteses  

Ascitic fluid drained, providing temporary relief. Ascitic fluid analysis showed 

transudative pattern; GeneXpert analysis for TB was Negative.  

May 2023 Persistent symptoms  
Re-accumulation of ascitic fluids within one week despite diuretic therapy and 

multiple presentences  

June 2023 
Extended diagnostics 

investigation  

Additional tests conducted: Chest X-ray, ECG, echocardiogram, serological tests for 

infections (HIV, HBV, HBC) all Negative, histopathology report Negative 

Jully 2023 
Specialist referral and 

continued monitoring  

Referral to a specialist; continued monitoring and symptomatic management with 

no significant improvement  

August 

2023 

Decision for Exploratory 

laparotomy 

Due to persistent unexplained ascites and negative findings, a decision was made 

to perform an exploratory laparotomy.  

September 

2023 

Continued monitoring a 

waiting for Fund  

Continued monitoring and control of ascites and pleural effusion, with diuretics 

and paracenteses and thoracenteses as waiting for funds 

October 

2023 

Exploratory laparotomy 

performed  

Bilateral oophorectomy and salpingectomy performed; intraoperative findings 

revealed bilateral ovarian tumors 

November 

2023 
Histopathology results  

Histopathology confirmed benign ovarian fibromas consistent with Meigs’ 

Syndrome; No evidence of malignancy  

December 

2023 
Postoperative recovery  

Patient experienced complete resolution of symptoms, with no further ascites 

accumulation or abdominal distension  

January- 

February 

2024 

Follow-up Examination 1.  
Follow-up visit showed stable condition, no recurrence of symptoms, normal 

physical examination, with maintenance small dose of diuretics  

March-

April 2024 

Second last follow-up 

examination  

Patient remained asymptomatic with no recurrence of ascites, overall clinical status 

was stable, and the patient resumed normal activities.  

June 2024 Final follow-up examination  
Patient withdrawn from all drugs. Patient remained asymptomatic with no 

recurrence of ascites.  

 

Diagnostic assessment: Diagnostic Methods; Physical Examination (PE): The initial 

examination revealed a young female with significant abdominal distention, muscle 

wasting, and generalized pallor. The presence of shifting dullness and positive fluid thrill 

suggested massive ascites. There was No palpable abdominal masses or organomegaly 

were seen. The cardiovascular, respiratory, and neurological examination were 
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unremarkable, except for mild basal atelectasis due to the abdominal distension. 

Laboratory Testing: Comprehensive blood work-up, including complete blood count 

(CBC), Liver function test (LFTs), Renal function test (RFTs), and coagulation profiles, 

were performed. The results indicated mild anemia (Hemoglobin: 9.2 g/ dL) with normal 

white blood cell and platelet counts. LFTs revealed normal liver test with moderate 

albumin decrease of 30.0 g/dL, but with normal renal function test result, and with normal 

coagulation profile test. The ascitic fluid analysis: The ascitic fluid was analyzed multiple 

times, revealing a transudative patten with low protein content (Albumin: 30.0 g/ dL). 

There was no evidence of infection, malignance, or tuberculosis (GeneXpert TB test was 

negative). The serology and infectious disease Testing: Tests for viral hepatitis (HBV and 

HBC) and other infections causes were negative. Imaging studies: Abdominal 

Ultrasound(US) and CT scan: US scan report indicated no abnormalities were detected, 

while the Abdominal CT scan indicated mild Neoplasm ovaries bilaterally, though all the 

imaging modalities showed significant gross ascites, but were otherwise unremarkable, 

with no identifiable masses or organ abnormalities. The Chest X-ray and Echocardiogram: 

Evaluated to rule out cardiopulmonary causes of ascites, both showed no evidence of 

heart failure, but indicated remarkable features of pleural effusion, but without clear 

pathology, or abnormalities. Electrocardiography (ECG); indicated normal results, ruling 

out cardiac involvement. The surveys and additional testing; indicates that, no surveys 

were conducted, as the diagnostic focus was on physical findings, laboratory testing and 

imaging studies. Diagnostic Challenges: This case presented several diagnostic challenges 

which include; Non-specific symptoms and findings. The patient’s primary symptoms 

which include; (abdominal discomfort, empty- fullness, eating little and feels full, and 

abdominal heaviness, then after, abdominal distension, ascites follow), and initial workup 

results were non-specific, which did not directly point to a particular diagnosis. The 

negative results from initial diagnostic test; The normal tumor markers, unremarkable 

imaging, and lack of evidence for infection or malignancy complicated the diagnostic 

process, delaying definitive diagnosis. Rarity of Meigs’ Syndrome is rare, especially in 

young women, leading to its lower consideration in the initial differential diagnosis. The 

Diagnostic Reasoning and Differential Diagnosis; Given the presentation of ascites with 

no apparent malignancy or infection, the differential diagnosis initially included; (1) Liver 

cirrhosis: Ruled out due to normal liver function tests and imaging showing no signs of 

cirrhosis or portal hypertension. (2) Nephrotic syndrome; excluded based on normal renal 

function test and no proteinuria. (3) Heart Failure; Ruled out by normal ECG, chest X-ray, 

and echocardiogram findings. (4) Tuberculosis; Considered due to endemicity, but 

excluded by Negative GeneXpert results and lack of supportive clinical findings. (5) The 

Ovarian Tumor or Malignancy: Despite negative tumor markers and histopathology, and 

unremarkable imaging, this remained a consideration given persistent symptoms; 

ultimately confirmed through exploratory laparotomy. After excluding more common 

causes and given the persistence of symptoms and ascites, the decision was made to 

proceed with an exploratory laparotomy. This led to the identification of bilateral ovarian 

fibromas, confirming the diagnosis of Meigs’ Syndrome. The complete resolution of 

symptoms. post-surgery further supported this diagnosis. Prognostic Characteristics: The 

prognosis for patients with Meigs’ Syndrome is generally excellent once the benign 

ovarian tumor is removed. In this case, the patient had a full recovery with no recurrence 

of symptoms or ascites during follow-up. The patient’s young age and lack of 

comorbidities also contributed to a favorable outcome. Therapeutic intervention: Types of 

intervention: The pharmacological intervention. The patient initially received diuretics, 

antibiotic cover, anti-inflammatory drugs, and analgesics to manage stomach pain and 

ascites. Despite temporary relief, ascites recurred within a week of each intervention, and 

diuretics alone were ineffective in providing sustained symptoms control. The surgical 

intervention: An exploratory laparotomy was performed after conservative management 

failed to resolve the persistent ascites. During surgery, bilateral oophorectomy and 
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salpingectomy were conducted to remove both ovaries and fallopian tubes, where benign 

ovarian fibromas were identified. The administration of interventions. Diuretics (Lasix) 

administered at dose of 40 mg once daily for several days, then oral water pills like a 

combination of spironolactone(12.5mg) and metolazone(2.5mg) were give as maintenance 

dose for several months. Ascites and pleural effusion reaccumulated soon after 

discontinuation of the medication, necessitating repeated abdominal paracentesis and 

thoracentesis. Abdominal Paracentesis: Multiple therapeutic paracentesis and 

thoracenteses were performed to alleviate symptoms. Approximately 2-3 Liters of ascitic 

fluid were drained per session. The surgical procedure (Exploratory Laparotomy); 

performed under General anesthesia. The intervention involved the removal of both 

ovaries and fallopian tubes, which led to complete resolution of ascites. The Changes in 

interventions: After several months of ineffective pharmacologic management (Diuretics) 

and multiple paracenteses, the treatment approach shifted from conservative 

management to surgical intervention due to the persistent nature of the ascites and the 

failure to identify a definitive cause through non-invasive methods. The decision to 

perform an exploratory laparotomy was based on the suspicion of a possible ovarian 

source of the ascites, which was later confirmed during surgery. Follow-up and outcomes: 

Clinician and patient-Figure 9. Assessed Outcomes; Post-surgical follow-up showed 

complete resolution of ascites and abdominal distension. Physical examinations 

conducted one week, one month, and three months after surgery confirmed the absence 

of fluid accumulation and other symptoms. There was no recurrence of ascites, and the 

patient’s overall condition improved significantly. Patient-Assessed Outcome. The patient 

reported a substantial improvement in symptoms, including relief from breathlessness, 

abdominal discomfort, and fatigue. The patient also noted a return to normal activities 

and overall well-being within two months of the surgery. The important Follow-Up 

Diagnostic and Other Test Results; The ultrasound and physical Examination; Follow-up 

abdominal ultrasound conducted at one-and three-months post-surgery showed no 

evidence of fluid accumulation or masses, confirming the complete resolution of ascites. 

Laboratory Test: Follow-up blood tests, including Complete blood count (CBC), Liver 

function test (LFTs), and Renal function test (RFTs) were repeated and were within normal 

ranges, with no abnormalities detected. The intervention adherence and Tolerability; 

Adherence. The patient adhered to the post-operative care plan, which included pain 

management and wound care. Regular follow-p visits were attached as scheduled (Table 

1) Tolerability: The patient tolerated the surgical intervention well, with no complications 

reported during or after the procedure. Recovery was uneventful, with no signs of 

infection, excessive bleeding, or other surgical complications. Adverse and Unanticipated 

Event: There no adverse or unanticipated events reported during the post-operative 

period. The patient had a smooth recovery and did not experience any surgical 

complications or new symptoms. The absence of recurrence of ascites or other 

complications over the follow-up period further confirmed the success of the intervention 

(Figure 9). 
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Figure 9. June Final follow-up examination. 

3. Discussion  

This case of an 18-year-old female presenting with persistent ascites, which resolved 

only after the surgical removal of both ovaries and fallopian tubes, highlights the 

diagnostic challenge of Meigs’ Syndrome, particularly in younger female patients with 

atypical presentations. Meigs’ Syndrome, characterized by the triad of benign ovarian 

tumor, ascites and pleural effusion, is rare, with most cases occurring in postmenopausal 

women. The uniqueness of this case lies in the presentation of a young female patient with 

no initial clinical or radiological indication of an ovarian tumor making it a diagnostic 

challenge until surgical exploration was performed.  

One of the strengths of this case report is its contribution to the limited literature on 

Meigs’ Syndrome in young female patients. Most case documented in medical literature 

involved older women, predominantly postmenopausal, and it is uncommon for this 

syndrome to manifest in someone as young as our patient (Marco Antonio Hernández et 

al., 2023; Quda, Al-rayyan, Al-Ibrahim, Al-Fayiz, & Emoush, 2016) [6,7]. This case 

supports the notion that Meigs’ Syndrome should be considered in the differential 

diagnosis for unexplained ascites, even in younger patients, especially when other causes 

have been excluded. Moreover, it underscores the importance of a comprehensive 

diagnostic approach, including exploratory laparotomy, when non-invasive methods fail 

to provide a conclusive diagnosis.  

However, the case also has several limitations. One limitation is the lack of specific 

preoperative imaging findings that could have guided the diagnosis more accurately. 

Ultrasound (USS), Computed tomography (CT scan), and X-ray did not reveal any masses, 

which is often the case with small or non-palpable ovarian tumor (Ambrosetti et al., 2015; 

Charkhchi et al., 2020) [8,9]. Additionally, the patient’s condition necessitated a 

combination of multiple thoracentesis and paracenteses and the use of diuretics, which 

only provided temporary relief, potentially delaying the definitive diagnosis and surgical 

intervent4ion. Another limitation is the absence of pelvic visible and remarkable tumor 

which is a more classic features of Meigs’ Syndrome and could have further guided the 

diagnosis (Stein & Elson, 1948) [10], and what challenged more the management processes 
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was the presence of massive pleural effusion. The scientific rationale for the conclusions drawn 

in this case hinges on the established criteria for the diagnosing Meigs’ Syndrome, which requires 

the presence of a benign ovarian tumor, ascites, and often pleural effusion, with resolution of 

symptoms following tumor removal (Quda et al., 2016) [7]. The complete resolution of the patient’s 

ascites after bilateral oophorectomy and salpingectomy supports the diagnosis of Meigs’ Syndrome, 

even in the absence of pleural effusion. This case adds to the body of evidence suggesting that 

Meigs’s Syndrome can present with several variable symptoms and my not always include all 

classic signs, emphasizing the need for vigilance in diagnosis. The primary “take-away” lessons 

from this case report are as follows; Clinicians should consider Meigs’ Syndrome as a potential 

diagnosis in young female patients with unexplained ascites, especially after excluding more 

common causes. Additionally, exploratory laparotomy remains a valuable diagnostic tool when 

non-invasive tests are inconclusive, as it can confirm the diagnosis and provide therapeutic benefits. 

Finally, this can case highlight the necessity of maintaining a broad differential diagnosis in young 

female patients presenting with rare manifestation of typically age-specific diseases. 

4. Conclusion 

This case of Meigs’ Syndrome in a young female patient demonstrates the diagnostic 

complexities associated with rare presentations of this syndrome. It emphasizes the 

importance of considering ovarian pathology in case on unexplained ascites, even in the 

absence of typical signs such as generalized body fatigue or malaise, or even pleural 

effusion, and the value of surgical exploration when other diagnostic methods fail. This 

case contributes to the growing body of literature on Meigs’ Syndrome and highlights the 

need for awareness among clinicians of its potential occurrence in even young female 

patients. 

 
Patient Perspective 

The patient expressed relief and gratitude for the resolution of her symptoms following the surgical 

intervention. She described the months leading up to the diagnosis as extremely challenging, 

marked by persistent abdominal discomfort, weakness, and repeated medical consultations with 

little improvement. After the surgery, she felt hopeful and appreciated the thorough investigation 

and care provided by the medical team. She emphasized the importance of listening to her concerns 

and exploring all possible causes when initial treatments did not yield results. 
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