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Abstract: 
To report the first case of Demons-Meigs’ syndrome secondary to benign Brenner tumor with high CA125 

plasmatic level managed in kara teaching hospital. A 40-year-old female patient was admitted with a 6-month 

history of abdominal distension. Clinical examination found abdomino-pelvic mass and declive dullness. 

Abdominal ultrasound found heterogeneous abdomino-pelvic mass of 180 mm in length and a large free ascites. 

Pelvic computorized tomography scan found heterogeneous extra-uterine mass of 180 mm in length, large 

ascites without pelvic or lombo-aortic lymphadenopathy or tumoral extension. Front thorax X-ray found 

bilateral pleural effusion; CA125 plasmatic level was 1138 IU/ml. Median laparotomy allow to aspire 2 liters 

of ascitic fluid and to perform left adnexectomy. Histological examination of surgery sample diagnosed begnin 

ovary Brenner tumor. Outcome after surgery was without complications with disappearance of ascites and 

pleural effusion, and CA125 plasmatic level back to normal value. Demons-Meigs’ syndrome is a rare benign 

ovarian tumor whose symptoms looks like ovarian cancer. Its fundamental characteristic is the disappearance 

of symptoms after ovarian tumor removal. 

 
Keywords: Brenner tumor; Ascites; Pleural effusion; CA125; Teaching hospital of kara 

 

Cite this article as: Aboubakari AS, Dossouvi T, Logbo-Akey KE, et al. 2019. Demons meigs’ 

syndrome secondary to begnin brenner tumor with high ca125 plasmatic level: first case 

described in kara teaching hospital. O J Gyencol Obset Res. 1: 08-12. 

Copyright: This is an open-access article distributed under the terms of the Creative Commons 

Attribution License, which permits unrestricted use, distribution, and reproduction in any 

medium, provided the original author and source are credited. Copyright © 2019; Aboubakari 

AS

http://www.raftpubs.com/
mailto:paolodarre@yahoo.fr


  Demons meigs’ syndrome secondary to begnin brenner tumor 

with high ca125 plasmatic level: first case described in kara teaching 

hospital 
                                                     OJGOR: Volume 1: Issue 1, January-2019: Page No: 08-12 

 

 

  Page: 9 

www.raftpubs.com  

Introduction 

 
 Demons-Meigs’ syndrome is a clinical trial 

including benign ovarian tumor, ascites and 

pleural effusion that both resolved after ovarian 

tumor removal [1,2]. Usually, cases of 

Demons-Meigs’ syndrome include 

fibrothecoma tumors, ascites and pleural 

effusion [3]. Increase in carbohydrate antigen 

125 (CA125) in Demons-Meigs’ syndrome is 

rare [4]. Demons-Meigs’ syndrome secondary 

to benign Brenner tumor with increased CA 125 

plasmatic level is also still rare [5]. Authors 

report the first case of Demons-Meigs’ 

syndrome secondary to benign Brenner tumor 

with increased CA125 plasmatic level managed 

at Kara teaching hospital in the north of Togo. 

 

Case Report 
 

A 40-year-old female patient, mother of 2 alive 

children, consulted in the gynecology 

department for progressive abdominal 

distension and pelvic heaviness since 6 months. 

There was no medical history of chronic disease 

or surgical operation. There was no weight 

decrease. Conjunctiva were colored, blood 

pressure at 120/80 mmHg. Her height was 177 

cm and her weight 79 kg. Heart rate was regular 

at 72 beats by minute. Respiratory rate was 18 

cycles by minute. There was neither lower 

limbs oedema nor dyspnea. 

 

Physical digestive examination found bloating 

and reluctant abdomen, no hepatomegaly nor 

splenomegaly, and an abdomino-pelvic mass 

that was firm, regular, mobile, painless, with 

declive dullness with positive signs of fluid 

wave and ascites ice. At gynecological 

examination vulva and cervix were without 

findings. Uterus was without findings, 

separated from the abdomino-pelvic mass. 

Pulmonary examination found dullness on 

percussion, no vesicular sound of lung basis. 

 

According to this clinical presentation, an 

ovarian tumor was suspected, leading to 

perform abdomino-pelvic ultrasound and 

plasma dosage of CA125. Abdomino-pelvic 

ultrasound found heterogeneous abdomino-

pelvic mass both cystic and tissue of 180 mm 

length, large free ascites, and normal aspect of 

uterus, liver, spleen, kidneys and pancreas. 

CA125 plasmatic level was 1138 IU/mL 

(normal value inferior to 30 IU/mL). 

 

Abdomino-pelvic tumor associated to ascites 

and CA125 high plasmatic level led to suspect 

malignant ovarian tumor, and thus to perform 

extension work-up with front thorax X-ray, and 

abdomino-pelvic computorized tomogaphy 

(CT) scan. Thorax X-ray found small bilateral 

pleural effusion (figure 1). CT scan found left 

heterogeneous extra uterine tumor of 180 mm 

length associated to large free ascites without 

peritoneal carcinosis or pelvic/lombo-aortic 

lymphadenopathy (figure 2). 

 

Exploratory laparotomy under general 

anaesthesia by median incision was performed. 

There was left ovary tumor and a large ascites. 

Peritoneal area and other organs (right ovary, 

uterus, bladder, rectum, liver, omentum, 

mesentery, intestinal loop) aspect was normal. 

There were no adhesion, pelvic or lombo-aortic 

lymphadenopathy palpable. Two liters of 

colorless fluid (no sampling for peritoneal 

cytology) were aspired, a left adnexectomy was 

performed, and abdominal cavity was rinsed 

and aspired before closing, without drainage. 

Adnexectomy sample was sent to 

anatomopathology laboratory and the diagnosis 

was benign Brenner tumor. Outcome after 

surgery was without complications and the 

patient was discharged at day 5 after surgery. At 

the follow-up after 3 months, there was no 

recurrence of ascites, bilateral pleural effusion 

recovered and CA125 plasmatic level was 

normal. At the follow-up after 6 months, the 

patient was doing well and there was no 

recurrence. 

http://www.raftpubs.com/
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Figure 1: Front thorax X-Ray showing 

bilateral pleural effusion. 

 

 
 

Figure 2: CT scan showing abdomino-

pelvic tumor and ascites. 

 

 
 

Discussion  

 

Demons Meigs’ syndrome, for which 

epidemioloy is not very well known, would 

represent 1% of ovarain tumors [6]. It may 

happen at any age, but is more frequent after 

menopause [7,8]. There is no clinical 

pathognomonic sign of the Demons-Meigs’ 

syndrome. Usual clinical presentation includes 

benign ovarian tumor, ascites and pleural 

effusion [3]. Circunstances of diagnosis are 

multiple and variable [9]. Usual clinical 

presentation is an increase in abdominal 

volume, pelvic heaviness, dyspnoea and lower 

limbs oedema [10]. Dysnoea was missing in our 

patient, but this can be explained by a small 

pleural effusion. The increase in abdominal 

volume is dependent of the tumor and ascites 

volume. Ovarian tumor, often firm, may be uni 

or bilateral [11]. However, the localization is 

mainly at the left side, like in our patient [12]. 

Abdominopelvic ultrasound is the first lign 

medical imaging examination and allows 

characterizing ovarian tumor, identifying sign 

of malignity and estimating the size of ascites 

[11]. The pathophysiology of ascites remains 

unclear [10]. There are several hypothesis that 

may explain its onset. According to Meigs, 

ascites is the consequence of tumor 

transudation that overlaps the capacity of 

resorption of peritoneum. Ascites production is 

explained by an increased pressure in 

intratumor lymphatics. Onset, more than 

amount, of ascites seems correlated to the size 

of benign ovarian tumor and the presence of 

myxoid composition [13]. The pathophysiology 

of pleural effusion is not so well known [10]. 

Pleural effusion is secondary to ascites. Its 

pathophysiology is not well resolved. 

According to Meigs, pleural effusion is the 

result of passage of ascitic fluid to the pleural 

space through diaphragmatic lymph vessels 

which are more developed on the right side than 

in the left side [13].  

 

Pleural effusion is often unilateral and on the 

right size (75% of cases) [11]. Front thorax X-

ray led to diagnosis of pleural effusion. 

Bilateral pleural effusion, like observed in our 

patient is unusual. Demons-Meigs’ syndrome 

clinical triad led to strongly suspect ovarian 

cancer [10]. Thoraco-abdomino-pelvic scan is 

http://www.raftpubs.com/
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performed to find local and distant tumor 

extension [11]. In the picture of Demons-

Meigs’ syndrome, CT scan does not provide 

information about malignity of the ovarian 

tumor. Demons-Meigs’s syndrome may be 

associated with increase in CA125 plasmatic 

level, like it was observed in our patient [14]. 

Increase in CA125 plasmatic level in benign 

diseases is not a marker for screening or 

diagnosis, but is used as marker of post-surgery 

follow-up [11]. Its pathophysiology is still 

unclear [10]. It may be due to peritoneal surface 

irritation secondary to intra-peritoneal irritation 

[15]. It seems that the increase in CA125 

plasmatic level is linked to the size of ascites 

[16]. CA125 is a marker of coelomic epithelium 

and peritoneal lesions. It may be increase in 

many diseases without being a sign of 

malignity. It is useful in post-surgery 

monitoring; its normalization is the sign of 

complete recovery [17-18]. 

 

Clinical diagnosis of Demons-Meigs’ 

syndrome is difficult. Diagnosis confirmation is 

based on histology. It requires histological 

analysis of surgery sample. Surgery includes 

median laparatomy with total hysterectomy and 

bilateral adnexectomy, often after menopause 

[19]. Given the wish of conception of the 

patient, only a left adnexectomy was performed 

in our case. Typical Demons-Meigs’ syndrome 

is secondary to fibroma or thecoma [3]. Benign 

granulosa and Brenner tumors were lately 

added to the criteria of diagnosis [20]. The 

Demons-Meigs’ syndrome, further to clinical 

triad and benign aspect of the ovarian tumor, is 

characterized by post-surgery outcome. 

Symptoms should improve and then completely 

recover after removal of ovarian tumor [3]. 

Indeed, ascites and pleural effusion completely 

recovered along with the normalization of 

CA125 plasmatic level. However, with the fear 

of recurrence, post-surgery follow-up is 

maintained [18]. Six months after surgery of 

ovarian tumor, the patient was asymptomatic 

and healthy [20]. 

Conclusion 

 

Ovarian tumor, ascites and pleural effusion 

triad is suspected to be ovarian cancer until 

proof of the contrary. Increase in CA125 

plasmatic level is a further diagnosis argument. 

This sign is observed in Demons-Meigs’ 

syndrome, a disease of good prognosis with a 

good management. Only histological diagnosis 

of benignity of ovarian tumor and recovery of 

associated symptoms after surgery confirmed 

the diagnosis of Demons-Meigs’ syndrome. 
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