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To the Editor,  

A 22-year old woman presented to the chest dis-

eases clinic with complaints of non-productive 

cough and left side chest pain, ongoing for two 

days. She had been admitted to the hospital with a 

sudden abdominal pain three days earlier. She was 

diagnosed with an abdominopelvic abscess with a 

ruptured dermoid cyst, and a salpingo-

oopherectomy was performed. The left side chest 

pain initiated three days later.  

Upon physical examination, vital signs were normal 

and room air oxygen saturation was 98%. Respira-

tory sounds in the bilateral lower chest were de-

creased. An instant chest radiograph revealed 

blunt costophrenic angles suggestive of a bilateral 

pleural effusion (Figure 1).  

Upon ED admission, biochemistry values were 

within normal limits, complete blood count param-

eters revealed a mild leukocytosis of 12.6 K/L, 

hemoglobin was decreased to 8.9 g/dl, and C-

reactive protein (CRP) was 154 mg/L. On the day 

of the consultation, a complete blood count re-

vealed leukocytosis of 9.6 K/L, hemoglobin of 

10.1 g/dl and CRP of 58 mg/L. She had neither 

fever nor sputum. D-dimer was 812 ng/mL.  

Upon ED admission, no pleural effusion was seen 

at the proximal sections in an abdominal computer 

tomography (CT), although ascites and a minimal 

pericardial effusion were detected (Figure 2). The 

pleural fluid was exudative according to Light’s 

criteria (1); the pleural fluid to serum ratio for pro-

tein was 0.62 (3.6 vs. 5.8 g/dl, respectively); and 

the pleural fluid to serum ratio for lactate dehydro-

genase was 0.89 (197 vs. 219 U/L, respectively). A 

cytological examination identified the usual pleural 

fluid cells, and no proliferation of microbiologic 

agents. 

 

 

Figure 1: Chest radiograph at the time of admission 

 

 

Figure 2: Preoperative abdominal computer tomography 

 

 

Figure 3: Two months after admission 
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A cardiac examination revealed also a 2-centimeter 

pericardial effusion. No ascites were found in a 

novel abdominal ultrasonography.  

The rapid occurrence of a post-operative pleural 

effusion led us to consider a reactional pleuro-

pericardial effusion. A chest radiograph two days 

later showed a decreased left side pleural effusion. 

The patient was informed that the fluid would regress 

in a few weeks.  

The patient was discharged the following day and 

prescribed antibiotics and anti-inflammatory drugs. 

One week later, she was re-admitted to the hospital 

with continuous side pain. A cardiac evaluation 

detected a regressed pericardial effusion with no 

tamponade finding. This time, to exclude a pulmo-

nary embolism, she underwent a thorax CT angi-

ography, revealing no thrombus. Excluding the other 

possible diagnoses, the patient was pre-diagnosed 

with non-classic Meigs-like syndrome. All symptoms 

were resolved two months later, and a chest radio-

graph showed complete regression (Figure 3).  

Meigs’ syndrome is a rare finding in coexistence with 

a benign ovarian tumor of fibroma, or a fibroma-

like tumor, ascites, pleural effusion and a curative 

resection of the tumor (2). A relationship with other 

benign ovarian tumors and other symptoms is de-

fined as non-classic Meigs’ syndrome (3). 

Only a few studies examining the coexistence of 

pericardial effusion alongside Meigs’ syndrome have 

been published to date, in which the condition is 

referred to as “Meigs-like syndrome”. A postopera-

tive increase in pleural effusion has been reported in 

only a single patient with an 8-year history of fibro-

ma (4). In line with this case report, our case had 

pericardial effusion and ascites, and developed 

pleural effusion along with pericardial effusion after 

surgery. 

A pleural effusion may occur just immediately after 

the operation, in which regressed ascites and peri-

cardial effusion may have overflowed into the pleu-

ral cavity. We believe that our patient differs from 

those analyzed in literature in her acute presentation 

of a ruptured dermoid cyst. An accurate diagnosis of 

non-classic Meigs-like syndrome was accomplished 

2 months after the operation, when the effusion had 

completely regressed.  

This case report is important in revealing that the 

development of a pleural effusion following opera-

tions on benign ruptured ovarian tumors is an en-

countered phenomenon. While pericardial effusion 

regresses rather early, the complete regression of a 

pleural effusion may take longer. Taking this syn-

drome into account, informing the patient and a 

close follow-up may allow needless investigations 

and examinations to be avoided. 
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