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a b s t r a c t 

Demons-Meigs syndrome is a very rare entity. It combines a benign ovarian “fibroma-like”

tumor with ascites and hydrothorax. The notion of benignancy is the key point. CA-125 lev- 

els are most of the time normal, but high levels can be observed in rare cases which makes 

it difficult to have a diagnostic. We present here the case of a 43-year-old female patient 

who presented with abdominopelvic pain. Imaging discovered a 30 cm large intraabdom- 

inal mass with ascites and bilateral pleural effusion. Surgical resection of the tumor was 

performed, and pathology identified an ovarian fibroma. No postintervention complications 

were observed, with resorption of the ascites and hydrothorax. 

© 2024 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Introduction 

Demons-Meigs syndrome is a rare medical condition char-
acterized by the triad of ovarian fibroma, ascites, and pleu-
ral effusion. Typically observed in women of reproductive age,
Demons-Meigs syndrome often presents with symptoms such
as abdominal distension, difficulty breathing, and discomfort.
It’s important for clinicians to differentiate Demons-Meigs
syndrome from other conditions with similar presentations,
such as ovarian malignancies. Staying vigilant for this rare
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syndrome in the clinical setting can contribute to timely and
effective patient care. 

Case report 

A 43-year-old woman, gravida 4, para 4, consulted the De-
partment of Obstetrics and Gynecology due to persistent ab-
dominopelvic pain that had started 6 months prior. Her med-
ical history did not reveal any existing medical conditions or
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Fig. 1 – (A) CT abdomen and pelvis identified a polylobed 30 × 26 × 13 cm pelvic mass (thick arrows) with ascites (bended 

arrows). (B) The mass is enhanced heterogeneously after contrast injection, and we note the presence of cystic components 
(thin arrows). (C) CT thorax demonstrated bilateral pleural effusion associated (bended arrows). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

previous surgical procedures. She denied experiencing chest
pain, shortness of breath, or any deterioration in her general
condition. 

Upon examination, the patient was afebrile and stable at
both hemodynamic and respiratory levels. The abdomen was
distended and tender to palpation, revealing a mass reaching
the level of the xiphoid appendix. A pleural effusion syndrome
was observed on the right side. Computed tomography (CT)
of the thorax, abdomen, and pelvis revealed a pelviabdominal
mass measuring 30 × 26 × 13 cm, which appeared polylobed
and was challenging to distinguish in terms of origin. Addi-
tionally, ascites and more severe bilateral pleurisy on the right
side were evident ( Figs. 1 A-C). 

Subsequently, a pelvic MRI was prescribed as a comple-
mentary diagnostic tool to determine the origin of the masses.
The MRI confirmed the presence of the pelvic mass, which
seemed to originate from the left ovary. It exhibited areas of
necrosis, exerting pressure on the uterus and bladder, causing
them to descend ( Figs. 2 A-C). 

The patient had an elevated CA-125 level of 775 U/mL (0-35
U/mL) and a normal level of HE4 of 22,1 pmol/L (0-150 pmol/L).
ROMA score was calculated at 1,45%, which indicates low risk
of malignancy. 

The patient underwent an exploratory laparotomy and a
left adnexectomy in the operating room. A total of 750 mL of
ascites were aspirated and sent for pathological examination.
The surgical exploration revealed 3 uterine myomas and 1 gi-
ant, polylobed, and well-vascularized mass in the left ovary
( Figs. 3 A and B). 

The tumor was completely resected and sent for pathol-
ogy, along with a total left adnexectomy. No other intrabdom-
inal lesions were identified, and the abdomen was closed. The
patient did not experience any complications. The pathology
report described a benign ovarian fibroma ( Fig. 4 ), and no ma-
lignant cells were detected in the ascitic fluid. 

Discussion 

Ovarian fibromas and fibrothecomas are a rare entity, repre-
senting only 3.3% of ovarian tumors [1] . They typically occur
in perimenopausal and menopausal patients, as seen in our
report. While these tumors rarely occur before the age of 20, a
few cases have been reported in the literature [2] . 

The clinical presentation is nonspecific and generally cor-
relates with the mass’s size, mainly manifesting as pelvic pain
and abdominal distension, sometimes associated with metr-
orrhagias. In some exceptionally rare cases, fibrothecomas
may lead to endocrine manifestations due to theca cells pro-
ducing estrogens or androgens [3] . In our case, neither metr-
orrhagias nor endocrine manifestations were reported. 

Imaging plays a crucial role in diagnosis, revealing the
characteristic association of a pelvic mass with pleural
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Fig. 2 – (A) MRI T1 weighted image showing the well-limited mass (thick arrows), heterogeneously enhanced, with pelvic 
effusion (bended arrow). (B) T2 weighted image shows the mass in hyposignal with necrosis areas in hypersignal (thin 

arrows), pushing the uterus (pink arrow). (C) Diffusion weighted image showing a restriction of diffusion. 

Fig. 3 – (A) Intraoperative view showing the giant pelvic mass and its polylobed aspect. (B) The mass originates from the left 
ovary. 
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Fig. 4 – Hematoxylin and eosin staining (x200): ovarian 

fibroma composed of cells showing spindled nuclei and 

scant eosinophilic. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

and peritoneal effusion. MRI remains the preferred imag-
ing modality for documenting pelvic pathologies. However,
anatomopathology remains relevant to differentiate between
Demons-Meigs and pseudo-Demons-Meigs syndromes. 

The presence of an ovarian mass, with or without a decline
in the general condition, naturally raises concerns about a ma-
lignant tumor, especially when CA-125 levels are elevated [4] .
However, it is essential to consider the possibility of a benign
etiology. Firstly, because the clinical presentation can mimic
an advanced cancer state, with observed dyspnea caused by
pleural effusion or potential abundant ascites. Without treat-
ment, this can lead to the development of a cachectic state.
Secondly, CA-125 lacks specificity, as elevated levels can oc-
cur in conditions such as endometriosis, menstruation, preg-
nancy, and benign ovarian, or uterine fibromas [5] . Higher CA-
125 levels can also be associated with serious physiological
disorders like heart failure, cirrhosis, coronary artery disease,
and nonovarian malignancies, particularly lung and breast
cancer [6] . 

For increased accuracy, human epididymis 4 (HE4) can be
measured. It is a relatively new but promising biomarker used
in diagnosing ovarian cancer, demonstrating greater sensitiv-
ity and specificity than CA-125 [7–9] . In our case, there was a
contradiction between the 2 markers, with CA-125 levels sug-
gesting malignancy, while HE4 results were reassuring. How-
ever, combining both markers is considered an efficient di-
agnostic tool, increasing their specificity [10] . These values
are also used in the risk of ovarian malignancy algorithm
(ROMA), developed by Moore in 2009 [10] . According to the
meta-analysis conducted by Kaijser [11] , ROMA has a sensitiv-
ity between 76% and 86% and a specificity between 74% and
95%. The cutoff level to classify patients in a high-risk group is
11.4% for premenopausal patients and 29.9% for menopausal
patients. In our case, the score calculated was 1.45%, strongly
indicating the benign nature of the mass. 

The treatment for Demons-Meigs syndrome involves the
surgical removal of the tumor. Our patient underwent a
left adnexectomy, and no complications were observed. As
Demons first stated, tumor removal is the most effective treat-
ment for ascites and pleural effusion. 

Differential diagnoses usually involve distinguishing ma-
lignant pelvic masses. In such cases, the clinical presentation
may seem similar, but ascites and pleural effusion result from
the tumor’s extension. 

Teaching point 

Demons-Meigs syndrome is a well-known entity but remains
rare. When a pelvic mass is associated with pleural and/or
peritoneal effusion, the possibility of benignancy should be
considered despite the alarming clinical presentation. 

Patient consent 

The written consent of the patient was obtained before sub-
mission. 

CRediT authorship contribution statement 

Each author contributed to imaging interpretation, surgery or
pathology study of the ovarian mass. 
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