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Abstract
Introduction: Pseudo-Meigs syndrome is a rare condition characterized by the presence of ascites and pleural effusions in association with gynecologic tumors. Its occurrence in conjunction with uterine fibroids, especially in pregnancy, is uncommon. We report a case of a pregnant woman with a large pedunculated uterine fibroid complicated by massive ascites but no pleural effusion. 
Case Presentation:  A 33-year-old gravida 3, para 2, was admitted to the hospital at 9 weeks of gestation with complaints of generalized abdominal pain and distension for two weeks. Initial evaluation demonstrated a viable intrauterine pregnancy, a large pedunculated uterine fibroid, and significant ascites. There was, however, no pleural effusion, making it atypical. Surgical intervention was applied to resolve her symptoms, as conservative management alone did not yield a good response. A laparotomic myomectomy was conducted, resecting a 16 cm x 20 cm-sized fibroid and drainage of 7.5 liters of ascitic fluid. The patient recovered uneventfully and was able to continue her pregnancy with no recurrence of ascites. Histopathological examination showed a degenerating leiomyoma with no evidence of malignancy. 
Discussion: This case describes the rare presentation of Pseudo-Meigs syndrome in a pregnant patient with a large uterine fibroid. In such cases, the pathophysiology is unknown but is presumed to be due to mechanical irritation of the peritoneum, lymphatic obstruction, or increased vascular permeability. Myomectomy during pregnancy is risky and, hence, is not often indicated, but is necessary in symptomatic cases where conservative management fails. In this case, surgical intervention led to symptomatic relief and preservation of pregnancy. 
Conclusion: Pseudo-Meigs syndrome can occur in pregnant women with uterine fibroids, posing diagnostic and therapeutic challenges. When indicated, early recognition and appropriate surgical management can lead to favorable maternal and fetal outcomes. Further clinical awareness of this rare presentation is essential for timely intervention and optimal care.


Introduction

Uterine fibroids are the most common benign tumours of the female reproductive system, occurring in 20–30% of women, most often in women aged 30–501. Women of all races are affected, but fibroids are present and develop at an earlier age in women of African origin2. They may be complicated by menorrhagia, infertility, and miscarriages, to mention a few. However, in pregnant women, they can commonly be complicated by degeneration, which comes with a lot of pain 3. The presentation of uterine fibroids, along with massive ascites, mimicking Meigs Syndrome, has rarely been reported in pregnant women. Pseudo-Meigs syndrome is characterized by a syndrome of abdominopelvic tumours, pleural effusions, and ascites. These tumours include those of the fallopian tube or uterus and mature teratomas, struma ovarii, and ovarian leiomyomas4. We report a case of atypical Pseudo-Meigs syndrome without pleural effusion in a pregnant woman.

Case Report

This 33-year-old woman, gravida 3, para 2 (all vaginal deliveries), was seen at 9 weeks and 2 days of gestation with complaints of generalized abdominal pain and distension. These symptoms were 2 weeks old. She described her normal menstrual flow as lasting 3-4 days with average flow and denied any history of weight loss or anorexia. She was amenorrhoeic for almost three months before the visit. She initially sought care at a primary healthcare facility. Her initial workup included abdominopelvic ultrasound, which showed an intrauterine pregnancy and a uterine myoma. Conservative management of the patient was initiated, but she continued to have abdominal pain. The patient was referred to the Trauma and Specialist Hospital for further care. On physical examination, she was distressed due to the abdominal pain. The patient was not pale, jaundiced, or febrile and had no pedal swelling. The chest examination was unremarkable in all fields. The patient had an enlarged and soft abdomen with mild generalized tenderness. A palpable, 18-week-sized abdominopelvic mass was mobile, and shifting dullness confirmed the presence of fluid. Diagnostic paracentesis was performed and yielded 5 mL of clear, straw-coloured ascitic fluid. 
Repeat abdominopelvic ultrasound revealed a 12.4 cm x 12.17 cm x 15.35 cm pedunculated subserosal uterine myoma arising from the fundal region, protruding into the abdominal cavity, associated with massive ascites. Doppler revealed prominent vascularity within the myoma, while both ovaries appeared normal. There was a single viable intrauterine pregnancy (9 weeks), and other abdominal organs were reported to be normal. Laboratory evaluations revealed a haemoglobin of 10.4 g/dL (11-13G/DL) and a WBC count of 9.2 x 10^9/L (4.5-11x10^9/L). Hepatitis B and C serologies were negative; renal and liver function tests were not remarkable. The ascitic fluid showed an albumin level of 40.9 g/L. Based on these findings, the clinical impression was that of a degenerating uterine fibroid with associated massive ascites in the context of pregnancy. Given the persistence of pain despite opioid analgesics, we discussed with the patient and her partner the option of myomectomy, providing detailed information about the risks of pregnancy loss and bleeding that may require a hysterectomy. The patient consented to the procedure. 
A midline abdominal incision under an aseptic technique and spinal anaesthesia was made. A substantial pedunculated degenerating uterine fibroid measuring about 16 x 20 cm was attached to the uterine fundus by a narrow fibrous stalk upon entering the peritoneal cavity. The stalk was isolated and clamped at its base after careful dissection. Ligated with Vicryl 2 sutures, the fibroid was excised, preserving the integrity of the uterine wall. Haemostasis was secured. Clear, straw-coloured ascitic fluid measuring 7.5 litres was drained. Both fallopian tubes and ovaries appeared normal. The abdomen was closed in layers after confirming adequate haemostasis. Histopathological examination of the resected mass revealed interlacing fascicles of smooth muscle cells separated by vascularized connective tissue, with widespread degenerative changes. No evidence of malignancy was identified. She was started on progestin pessaries for a week post-operatively to help relax the uterus and inhibit contractions. She spent a week in admission, for the monitoring of her pregnancy before discharge. She recovered uneventfully. She is being followed up at the antenatal clinic, and there has been no recurrence of the ascites, as per examination and repeat scans.

 Figure 2: Massive ascites was seen on the abdominal ultrasound at 9 weeks + 2 days gestation
Figure 1: pedunculated fundal uterine myoma with good vascularization on color doppler @ 9 weeks + 2 days gestation

	Figure 4: Uterine myoma after myomectomy
Figure 2: intra-uterine gestation @ 9 weeks + 2 days

	Figure 5: clear serous ascitic fluid being drained from the abdominal cavity
Figure 3: pedunculated degenerated uterine myoma attached to the gravid uterus at the fundus
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Table 1: liver and renal function test results at presentation
	Parameter
	Result
	Unit
	Reference range

	ALT
	44.8
	U/L
	10-36

	AST
	20.2
	U/L
	5-34

	GGT
	13.0
	U/L
	9-36

	Albumin
	42.16
	G/L
	34-50

	Total protein
	72.6
	G/L
	63-85

	T-bilirubin
	10.9
	UMOL/L
	3.4-25.7

	Na+
	141.3
	MMOL/L
	135-148

	K+
	3.9
	MMOL/L
	3.5-5.3

	Cl-
	102.6
	MMOL/L
	97-107

	Urea
	2.5
	MMOL/L
	2.1-7.1

	Creatinine
	54.7
	UMOL/L
	40-110






Discussion

The presented case of a pregnant woman with a significant pedunculated uterine myoma complicated by ascites adds to the limited literature on this subject. Prior studies have reported cases of Pseudo-Meigs Syndrome with uterine myomas, primarily in non-pregnant women.5,6 Our investigation suggests that this case may represent one of the very few documented instances of such a presentation in a pregnant patient. The occurrence of peritoneal effusion is frequently associated with malignant gynaecological tumours or in classic Meigs syndrome, where ascites is linked to ovarian fibromas and pleural effusion. In contrast, the presence of peritoneal and pleural effusions in association with myomas or other pelvic tumours has been described as Pseudo-Meigs Syndrome7,8, highlighting a critical diagnostic consideration.
The development of ascites with uterine fibroids occurs through a highly complex mechanism, which may often pose diagnostic difficulties. Several hypotheses have been proposed to explain the possible mechanism by which this phenomenon occurs. One such hypothesis is the mechanical irritation of the peritoneal surfaces by the hard structure of the fibroid, which may provoke inflammatory changes and, therefore, fluid accumulation9. Another mechanism is through direct pressure on surrounding lymphatic and blood vessels by the mass of the fibroid, causing blockage and raising the hydrostatic pressure, with the consequence of an increased ascitic fluid10. Furthermore, the release of vasoactive substances, such as vascular endothelial growth factor, from the fibroid itself may lead to increased vascular permeability in the peritoneal cavity, thereby promoting ascites.9 Of note, the ascites resolves after surgical removal of these tumours, thereby indicating some direct association between the presence of the tumours and the onset of fluid accumulation. The aetiology of the pleural effusion is also unclear. The movement of ascitic fluid through transdiaphragmatic lymphatic channels is the current theory 11. Our case is atypical due to the absence of pleural effusion.
Management of degenerating fibroids during pregnancy can vary significantly based on the severity of symptoms and associated complications. Common presentations include abdominal heaviness, pain, or abnormal bleeding. In pregnant patients, rapid increases in oestrogen and human chorionic gonadotropin (hCG) levels may lead to fibroids outgrowing their blood supply, resulting in red degeneration characterized by ischemia and necrosis, as observed in our patient.12
This degeneration can cause significant pain and may require hospitalization for pain management. In cases where conservative management, including pain relief and bed rest, proves ineffective, surgical intervention may become necessary.13 However, surgical procedures during pregnancy carry inherent risks, including severe haemorrhage, preterm labour, miscarriage, and uterine rupture.
The decision to advance surgical intervention for symptomatic uterine fibroids during pregnancy needs to be carefully balanced with associated risks and benefits. One of the earlier reviews concluded that myomectomy during pregnancy could be a safe management procedure for symptomatic fibroids unresponsive to conservative measures.13   The authors emphasized appropriate counselling regarding associated risks in this review. In another prospective cohort study, 85.7% of the women who underwent laparotomic myomectomy in pregnancy had birth deliveries at the full term, more than half of them by a vaginal route.14 In the case presented, the condition warranted surgical intervention due to the severity of symptoms and the presence of ascites, which necessitated laparotomy to clarify the underlying pathology. With successful surgical outcomes, there is optimism for a safe vaginal delivery for the patient in due course.

Conclusion
Pseudo-Meigs syndrome is not common but may also be identified in patients with leiomyomas of the uterus, including pregnant women. The importance of this presentation lies in its potential to pose significant diagnostic challenges, highlighting the need for greater clinical awareness of such presentations. The successful management of this case highlights the importance of fully appraising complications related to uterine fibroids during pregnancy.
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Figure 2- massive ascites as seen on the abdominal ultrasound at 9 weeks + 2 days gestation
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Figure 2- massive ascites as seen on the abdominal ultrasound at 9 weeks + 2 days gestation
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Figure 1: Post-procedure USG confirming an intact
pregnancy@ at 10 weeks + 2 days




image1.png
m African Journal of Current
’ Medical Research




