W J

World Journal of
Gastroenterology

Online Submissions: http:/ /www.wjgnet.com/1007-9327office

wjg@wijgnet.com
doi:10.3748 /wijg.v17.i27.3263

World | Gastroenterol 2011 July 21; 17(27): 3263-3266
ISSN 1007-9327 (print) ISSN 2219-2840 (online)
© 2011 Baishideng. All rights reserved.

CASE REPORT

Clinical experience of Pseudo-Meigs’ Syndrome due to colon

cancer

Hiromichi Maeda, Takehrio Okabayashi, Kazuhiro Hanazaki, Michiya Kobayashi

Hiromichi Maeda, Takehrio Okabayashi, Kazuhiro Hanaza-
ki, Department of Surgery, Kochi Medical School, Kohasu-
Okocho, Nankoku-City, Kochi 783-8505, Japan

Hiromichi Maeda, Department of Surgery, Kochi Prefectural
Hata Kenmin Hospital, Yoshina-Yamanacho, Sukumo-City, Ko-
chi 788-0785, Japan

Michiya Kobayashi, Department of Public Health and Clinical
Services, Kochi Medical School, Kochi 783-8505, Japan
Author contributions: Maeda H, Okabayashi T, Hanazaki K
and Kobayashi M contributed equally to this work; Maeda H
and Okabayashi T provided the discussion of the clinical fea-
tures; Maeda H, Okabayashi T, Hanazaki K and Kobayashi M
contributed equally to the writing of the manuscript.

Supported by The Uehara Memorial Foundation
Correspondence to: Dr. Takehiro Okabayashi, Department
of Surgery, Kochi Medical School, Kohasu-Okocho, Nankoku-
City, Kochi 783-8505, Japan. tokabaya@kochi-u.ac.jp
Telephone: +81-88-8802370 Fax: +81-88-8802371
Received: January 4,2011  Revised: March 1, 2011
Accepted: March 8, 2011

Published online: July 21, 2011

Abstract

We report a rare case of Pseudo-Meigs’ Syndrome caused
by ovarian metastasis from sigmoid colon cancer,
which was accompanied by peritoneal dissemination. A
58-year-old female patient presented with massive right
pleural effusion, ascites and a huge pelvic mass. Under
the diagnosis of an advanced ovarian tumor, bilateral
oophorectomy was performed and sigmoidectomy was
also carried out after intraoperative diagnosis of peri-
toneal dissemination involving the sigmoid colon. How-
ever, immunohistochemical staining revealed that the
ovarian lesions were metastasis from the primary ad-
vanced colon cancer. Postoperatively, ascites and pleural
effusion subsided, and the diagnosis of Pseudo-Meigs’
Syndrome due to a metastatic ovarian tumor from colon
cancer was determined. The patient is nhow undergoing
a regimen of chemotherapy for colon cancer without
recurrence of ascites or hydrothorax 10 mo after the
surgery. Pseudo-Meigs’ Syndrome due to a metastatic
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ovarian tumor from colon cancer is rare but clinically
important because long-term alleviation of symptoms
can be achieved by surgical resection. This case report
suggests that selected patients, even with peritoneal
dissemination, may obtain palliation from surgical resec-
tion of metastatic ovarian tumors.

© 2011 Baishideng. All rights reserved.
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INTRODUCTION

Meigs’ Syndrome is characterized by pleural effusion and as-
cites associated with ovatian fibroma or fibroma-like tumors,
which are relieved by resection of the responsible lesions.
When associated with other types of ovatian tumor, the
condition is termed Pseudo-Meigs’ Syndrome'”. Malignan-
cy from the gastrointestinal tract, including colon cancer, is
a rare etiology for this syndrome and only a few cases have
been reportedwj. This case report documents our clinical
expetience, reviews previously reported cases and discusses
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the diagnosis and treatment of Pseudo-Meigs” Syndrome
caused by ovarian metastasis from colorectal cancer.

CASE REPORT

A 58-year-old female presented to the hospital with a 1-mo
history of general fatigue, dyspnea, abdominal distention,
loss of appetite and decreased urine volume, which had
worsened progressively over the previous few days. Her
past medical history was unremarkable. Physical examina-
tion found a large mass in her lower abdomen. The petiph-
eral blood test showed elevated levels of carcinoembryonic
antigen (CEA): 63.8 ng/mL (normal, < 5 ng/mL), and
carbohydrate antigen (CA) 125: 921 U/mL (normal, <
45 U/mL) and a normal level of CA19-9: 2 U/mL (normal,
< 37 U/mL). Enhanced computed tomogtraphy (CT) dem-
onstrated fluid retention and a round mass with a maxi-
mum diameter of 15 cm in the pelvic cavity (Figure 1A).
Peritoneal dissemination was highly suspected (Figure 1B),
and further examination of the ascites was not performed.
The massive right pleural effusion occupied the pleural cav-
ity causing atelectasis and compression of the mediastinum
to the left side (Figure 1C). Intermittent drainage of pleural
effusion was performed to alleviate severe dyspnea, yield-
ing 4000 mL of serous fluid without malignant cells on
cytological examination over 3 d. The patient’s poor general
condition and refusal prevented us from further exami-
nation including routine gastrointestinal endoscopy, and
advanced ovarian cancer was tentatively diagnosed. Subse-
quent palliative surgery disclosed an enlarged right ovarian
tumor and sparsely distributed peritoneal dissemination
with mid-sigmoid colon involvement. In addition to bilater-
al oophorectomy, sigmoidectomy and primary anastomosis
were carried out in case of colonic obstruction.

Histopathological examination of resected specimens
showed that both the ovarian and colonic lesions wete
composed of well-differentiated adenocarcinoma (Figure
2A and B). The dissected paracolic nodes showed posi-
tive malignant cells. However, immunohistochemical
staining of cytokeratin 7, mucin-5AC and CA125 was
negative and that of cytokeratin 20, CEA and CDX-2
was positive (Figure 2C and D), confirming the ovarian
tumors were metastases from primary colon cancer™.
The postoperative coutse was uneventful and ascites and
pleural effusion subsided. 5-fluorouracil (5-FU), leucovo-
rin and oxaliplatin (FOLFOX) were administered every
2 wk for 5 mo and then changed to 5-FU, leucovorin and
irinotecan (FOLFILI) due to neuropathy. Ten months
after the surgery, tumor markers were within the not-
mal range and abdominal CT showed no sign of tumor
growth or recurrent fluid retention either in the pleural
or abdominal cavity. She did not experience a marked
change in bowel habit after the surgery and during che-
motherapy. The diagnosis of Pseudo-Meigs’ Syndrome
due to metastatic ovarian tumor from colon cancer was
determined.

DISCUSSION

Pseudo-Meigs’ Syndrome caused by ovarian metastasis
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Figure 1 Computed tomography. A: A huge round mass in the pelvis suggest-
ing a bilateral ovarian tumor (black arrows); B: Massive ascites and thickness of
omentum (white allows) suggesting peritoneal dissemination; C: Right pleural ef-
fusion with atelectasis (black allow) and left-side compression of the mediastinum.

from colon cancer is a rare condition. In 2000, Nagakura
et al”’ reviewed 5 cases including 3 Japanese cases. There-
after only 4 subsequent reports of Pseudo-Meigs’ Syn-
drome with the same etiology were reported (Table 1).
The age of the patients was relatively low considering
that the mean age of occurrence of colorectal cancer is
approximately 64-71 years™". Pleural effusion is more
prevalent in the right side, and the ovarian tumor is usually
large (mean diameter 16 cm) and predominantly bilateral.
The diagnosis of Pseudo-Meigs’ Syndrome is difficult
because of its rarity and the similarity of the symptoms
and signs to those of terminal malignant disease. Negative
cytological results of ascites and pleural effusion might
be informative for differentiating between Pseudo-Meigs’
Syndrome and advanced cancer. Ascites due to peritoneal
dissemination or peritonitis carcinomatosa is generally
refractory to surgical or medical treatment, rendering sur-
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Figure 2 Microscopic features. A: Well-differentiated adenocarcinoma compatible with primary colon cancer; hematoxylin and eosin staining; B: The ovarian tumor
is composed of tumor cells compatible with metastasis of colon cancer; C: Cytokeratin 7 showing negative result of staining in the ovarian tumor; D: CDX-2 showing
staining in tumor cells in the ovary.

e 1 Summary of reported cases of Pseudo-Meigs’ Syndrome resulting from ovarian metastasis of colorectal cancer

Reference Age Onset of syndrome Site of pleural effusion Synchronous metastasis Diameter of ovarian tumor Site of ovarian Long-term
(yr) (cm) tumor outcome
Nagakura et al” 85 Metachronous Right None 15 Unilateral ~ 108 mo, alive
Nagakura et al” 40 Synchronous Right None Not given Bilateral 1.5 mo, alive
Nagakura et al” 39 Synchronous Bilateral None 24 Unilateral 12 mo, alive
Nagakura et al” 75 Synchronous Right Peritoneum 21 Unilateral Not given
Nagakura et al” 53 Synchronous Right None 18 Bilateral 52 mo, alive
Feldman et al" 49 Metachronous Left None 13 Right 6 mo, alive
Ohsawa et al® 41 Synchronous Bilateral Peritoneum 16 Bilateral 10 mo, died
Rubinstein et al 61 Synchronous Bilateral None 13 Bilateral Not given
Okuchi et al” 42 Synchronous Right Liver, lung 115 Left 12 mo, died
Present case 58 Synchronous Right Peritoneum 15 Bilateral 10 mo, alive

gical intervention for patients with this condition mostly
harmful. Nevertheless, a negative result of cytology or peri-
toneal dissemination is not necessarily a requirement for
the diagnosis of Pseudo-Meigs” Syndrome. Three out of
10 reported cases of Pseudo-Meigs’ Syndrome due to
metastatic colorectal cancer had peritoneal dissemination
(Table 1).

Recently, an elevated level of vascular endothelial
growth factor (VEGF) in blood and ascites were reported
in a patient with Pseudo-Meigs’ Syndrome due to colon
cancer'”. In that case, the hypersecretion of VEGF from
oviducts was considered to play a key role in the patho-
genesis of ascites and pleural effusion”. VEGF levels in
blood and ascites might be useful for determining which
patients would recover from massive fluid retention by
surgical resection of metastatic ovarian tumors, even with
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a positive cytological result of ascites.

In the cases reviewed, the postoperative course was
uneventful, symptoms were rapidly relieved, and pal-
liation of the symptoms was long lastingp’”. A study
from a single institute in Japan reported that the 3-year
survival-rate of 5 cases of pseudo-Meigs’ Syndrome was
37.5%"". However, surgeons should be prudent in the
use of surgery. In general, colon cancer with ovarian
metastasis is hard to cure!'”. Colon cancer with ascites is
associated with frequent postoperative complications'’!
In addition, publication bias must be considered when
interpreting rare conditions. Without obvious evidence,
a regional lymphadenectomy should be reserved for
selected patients, and oophorectomy with colorectal re-
section with minimal invasion should be the first choice
surgical strategy.
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In conclusion, ovarian metastasis from sigmoid colon

cancer is a potential cause of Pseudo-Meigs’ Syndrome.
Surgical resection can be the treatment of choice for a
selected patient even with the apparent peritoneal dis-
semination, because it can provide long-term palliation.
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