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ABSTRACT

Introduction: Pseudo-Meigs syndrome is associated with tumors different from the benign
ovary tumor, but it has never been described in association to transitional cell carcinoma.

Case Report: A female 73 year-old patient presenting pleural effusion nonmetastatic associ-
ated with renal pelvis transitional cell carcinomathat resolved and did not recur after radical

nephroureterectomy.

Comments: Renal pelvis transitional cell carcinoma can result in the Pseudo-Meigs syn-
drome. Although being a rare clinical entity, the identification of such syndrome can result in an
accurate diagnosis, leading to an efficient surgical treatment, without comorbidity for the patient.
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INTRODUCTION

Meigs & Cass (1) described the Meigs syn-
drome from case reports of patients with right pleu-
ral effusion and ascites associated with benign ovary
tumor, which were resolved after the removal of the
ovarian lesion. The name pseudo-Meigs syndrome
is used to describe the same clinical situation, but
only when it is caused by tumors different from be-
nign ovary tumor (1).

CASE REPORT

Female patient, 73 year-old, admitted with
hematuria, weight loss and dyspnea. Examination of
the thorax showed reduction of the vesicular murmur
in the right pulmonary base. In the right flank anon-
painful mass was palpable. Laboratory tests were
performed: hematocrit 29.6%, leukocytes 9.300/mm?,
bacilli 372/mm?3, platelet count 628.000/mm?, creati-
nine 0.6 mg/dL, glucose 96 mg/dL. Analysisof urine
presented countless erythrocyte.
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Computed tomography (CT) of abdomen
showed amass, involving almost completely theright
kidney (Figure-1). The chest radiograph (Figure-2)
and the CT scan demonstrated bilateral pleural effu-
sion. Bone scintigraphy was negative for metastasis,
the echocardiography was normal.

Figure 1 — Computed tomography (CT) of abdomen showing a
mass, involving the right kidney almost completely.
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Figure 2 — Thorax x-ray showing billat-e-ral_plajral effusion.

Carrying out bilateral thoracocentesis.
Gram, BAAR research, cultures of fungus and bac-
teria were all negatives. Results for total proteins
were 3.5¢g/dL (serum = 5.5 g/dL) and the DHL was
156 u/L (serum =212 u/L). Cytologic evaluation evi-
denced countless erythrocyte and absence of malig-
nant cells. Diagnosisof thebiopsy washilateral chronic
pleurisy. Two weeks after draining, patient’s dyspnea
returned. The CT scan evidenced pleural effusion.
Therefore, the patient was submitted to athoracoscopy,
but there was no alteration in previous results.

Right nephroureterectomy was performed.
The pathological result was renal pelvis transitional
cell carcinoma; gradell of ASH. The patient had good
postoperative evolution with complete pleural effu-
sion disappearance.

After 7 months of postoperative, patient re-
mai ned asymptomatic, with image testswithout pleu-
ral liquid reaccumulation, or others alterations.

COMMENTS
Renal pelvis carcinomas more frequently

metastasizein-continuity, but a so by hematogenic and
lymphatic routes. The most common locals of
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hematogenic dissemination are the liver, lungs, and
bones (2). Although pulmonary metastasis is com-
mon, metastases to pleura, as well as pleural effu-
sion, have not been described in association to tran-
sitional cell carcinoma.

Thepleural effusion develops dueto changes
in the capillary hemodynamic; when appearing as an
exudate suggestsalocal cause. Most of thetimes, the
cause of the effusion becomes evident after a proper
investigation. In the absence of post-pneumonic ef-
fusion, generalized hypoproteinemiaor cardiac insuf-
ficiency, metastatic carcinoma, tuberculosis, pulmo-
nary infarct, and mesotheliomamust be excluded (2).

Once the above causes were excluded, 2 bi-
opsies of pleuraand 2 CT scanning were carried out
to assure nonexistence of pleural metastases. Besides,
the hemorrhagic appearance of the liquid could indi-
catethe malignant nature; however, successive analy-
ses of the liquid and biopsy had been all negative to
the presence of malignant cells, attesting that the
bloody liquid aspect did not demonstrate, necessar-
ily, the presence of malignancy (2).

The pseudo-Meigs syndrome has already
been reported associated with many different tumors,
but there was just one reported case associating the
syndrome with renal neoplasm, in the literature (2).

The pseudo-Meigs syndrome cases have in
common the cure of the pleural effusion after the re-
moval of the lesion. Such straight connection allows
classifying different tumors as being the cause of only
one syndrome (1,3).

Therefore, the renal pelvis transitional cell
carcinomacan result inthe pseudo-Meigs syndrome.
Theidentification of such syndrome resultsin an ac-
curatediagnosis, leading to an efficient surgical treat-
ment, without comorbidity for the patient.
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