
subsequent chest X-ray and echocardio-

gram.

According to the family history the

patient's parents (of Jewish Moroccan
origin) were not consanguineously re-

lated. Medical information on the pro-

band's mother (deceased at age 70) was

obtained from hospital records. She had

been diagnosed with leg lymphedema,

recurrent pleural effusion and pericardial

effusion, and was treated for congestive

heart failure and suspected tuberculosis.
The proband's siblings were examined by

one of the authors. While the proband

and her mother presented with the full

syndrome (right leg lymphedema, pleur-

al effusion, pericardial effusion), four of

her seven siblings had one or more of

the above-mentioned signs: three had

leg lymphedema and another also had
pericardial effusion.

Comment

To the best of our knowledge this is the
first case of familial pericardial effusion

associated with pleural effusion and leg

lymphedema. Our case has similarities

to but also some differences from

Meige's (yellow nail) syndrome. It is an

autosomal dominant trait and presents

with lymphedema of the lower limbs as

well as pleural effusion. It differs in that

the nails are not yellow (an optional

aspect of the syndrome) and, most
importantly, some members of the family

showed large pericardial effusion.

Although some members of the fa-

mily presented the full syndrome (pro-

band and mother), others showed partial

features. Altogether, five of the eight

siblings showed some features of the

syndrome. Thus, our data suggest auto-

somal dominant inheritance with vari-

able penetrance. This is in contrast to
previous descriptions of large pericardial

effusion with or without pleural effusion

and lymphedema, which were all spora-

dic [3±5].

The etiology of the chylothorax and

pericardial effusion described is likely

due to anomalous lymphatic drainage in

these patients. The absence of clinical

tamponade in this case is explained by
the gradual accumulation of chylous

fluid into the pericardial space, which

allowed adaptation of the pericardium to

this condition.

We conclude that in patients present-

ing with lymphedema, the coexistence of

pleural and pericardial effusion should

be sought and a comprehensive family

history obtained.

References

1. Herbert FA, Bowen PA. Hereditary late-

onset lymphedema with pleural effusion

and laryngeal edema. Arch Intern Med

1983;143:913±15.

2. Mihaescu T, Veres L, Zbranca V. Chy-

lothorax in familial lymphedema of Meige

type. Chest 1992;101:290±1.

3. Wakasa M, Tsutomu I, Suyama A, Take-

shita A, Nakamura M. Yellow nail syn-

drome associated with chronic pericardial

effusion. Chest 1987;92:366±.7

4. Busio C, Martin LD, Palma GD. Pericardi-

tis and the yellow nail syndrome. Ann

Intern Med 1992;116:878±97.

5. Morandi U, Golinelli M, Brandi L, Rug-

giero C, Stefani A, Lodi R. "Yellow nail

syndrome" associated with chronic recur-

rent pericardial and pleural effusions. Eur

J Cardiothorac Surg 1995;9:42±4.

Correspondence: Dr. M. Maislos, Dept. of

Medicine B, Soroka University Medical Center,

Beer Sheva 84101, Israel. Phone: (972-8) 640-

3042, Fax: (972-8) 628-3286,

email:max@bgumail.bgu.ac.il

Pseudoascites ± Still a Diagnostic Pitfall

Lotan Shilo MD, Dania Hirsch MD, Martin Ellis MD and Louis Shenkman MD

Department of Medicine C, Meir Hospital, Kfar Saba, and Sackler Faculty of Medicine, Tel Aviv University, Israel

Key words: pseudoascites, ascites, renal cyst, physical diagnosis

IMAJ 2001;3:770±771

Abdominal distension, bulging flanks,

shifting dullness and a palpable fluid

wave found on physical examination

usually denote the presence of ascites,

an abnormal collection of fluid within

the peritoneal cavity [1]. While this

diagnosis is correct in most cases,

occasionally similar signs are observed

in patients without free fluid in the

peritoneal cavity. In those cases the term

pseudoascites is used, indicating that

although the physical findings are highly

suggestive of ascites, no free fluid is

present in the peritoneal cavity.

In this report we describe a patient

with a 3 year history of progressive

abdominal distension in whom physical

findings strongly suggested ascites. Re-

peated paracenteses yielded hemorrha-
gic fluid, supporting the diagnosis of

malignant ascites. Postmortem examina-

tion, however, revealed pseudoascites

caused by a giant benign renal cyst. This

case illustrates the difficulties in distin-

guishing true ascites from pseudoascites

by clinical means.

Patient Description

A 92 year old man was admitted to the

medical service in a moribund state,

markedly dehydrated and dyspneic. His
family related that 10 years previously a

10 x 10 cm mass was found in the left

upper abdomen. Abdominal ultrasound

and computerized tomography, barium

enema and intravenous pyelogram failed
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to delineate the anatomical origin of the

mass. Unfortunately these prior imaging

studies were not available for review.

Repeated aspirations of the mass
yielded hemorrhagic fluid with necrotic

material. No malignant cells were found.

Because of the patient's advanced age,

no further diagnostic procedures were

carried out at the time. During the

ensuing years, he remained active and

asymptomatic.

Three years prior to his last admis-
sion, he noted gradual enlargement of

the abdomen. His family physician diag-

nosed tense ascites, and again found

hemorrhagic fluid on paracentesis. On

admission to our department, the out-

standing feature on physical examina-

tion was massive distension of the

abdomen, with bulging flanks and a fluid
wave. Abdominal paracentesis was per-

formed, and 2 L of reddish-brown fluid

containing necrotic debris without evi-

dence of malignant cells were removed.

The following day, the fluid reaccumu-

lated and the abdomen returned to its

previous dimensions. Several hours later

the patient died.
At postmortem examination, a huge

cyst measuring 25 cm in diameter and

occupying the entire abdomen was

found attached to the left kidney, which

was hydronephrotic and very atrophic.

The cyst was completely covered by the

thin renal capsule and contained 3,000

ml of bloody fluid and clots with
necrotic matter. Microscopically, the

cyst wall was a thin rim of collagenous

tissue without epithelial lining or evi-

dence of malignancy. An unrelated

finding, the probable cause of the

patient's cachexia, was a bronchogenic

carcinoma in the left lung, with meta-

static deposits in mediastinal lymph
nodes, liver and adrenals.

Comment

Ascites is defined as the presence of an
abnormal collection of free fluid within

the peritoneal cavity. It is usually

possible to diagnose ascites on physi-

cal examination, particularly when the

quantity of fluid is large, by the

presence of abdominal distension, bul-

ging flanks, a palpable fluid wave and

shifting dullness [1]. Small amounts of
fluid are best detected by abdominal

ultrasound. Rarely, patients may pre-

sent with physical findings highly sug-

gestive of ascites when, in fact, they

have no free fluid within the peritoneal

cavity. The term pseudoascites is used

in such cases. Fiedorek et al. [2]

recently reviewed the causes of this
condition. It may also be caused by

omental and mesenteric cysts that

grow to very large proportions and

even fill the entire abdominal cavity

[3]. Several cases of giant ovarian cysts

presenting with pseudoascites have

also been reported [4]. Other causes

of pseudoascites are intraabdominal
ecchinococcal cysts, retroperitoneal

cysts, and tubular enteric duplication

cysts.

Slowly developing hydronephrosis

rarely may cause enlargement of the

renal collecting system to proportions

sufficient to be mistaken for ascites. The

patient described here also had a renal

origin of pseudoascites. In retrospect,
the abdominal mass noted 10 years

previously was a large renal cyst that

slowly enlarged to fill the entire abdo-

men. The hemorrhagic fluid obtained at

paracentesis was not bloody ascites, but

rather bloody fluid from the cyst cavity.

Koyabashi et al. [5] described a benign

hemorrhagic renal cyst measuring 18 x
12 x 18 cm that was diagnosed by

magnetic resonance imaging of the

abdomen and renal arteriography. The

patient underwent nephrectomy and the

cyst, weighing 1,170 g, contained bloody
fluid and necrotic tissue. These findings

are very similar to those of the present

case, except for the huge size of our

patient's cyst.

Fiedorek and colleagues [2] empha-

sized the difficulty of distinguishing pseu-

doascites from true ascites by history or

physical examination. The possibility of
pseudoascites should be entertained,

and the correct diagnosis confirmed by

abdominal ultrasound or CT.
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It's so simple to be wise. Just think of something stupid to say and then don't say it.

Anonymous

I have enough money to last me the rest of my life unless I buy something.

Jackie Mason, American comedian
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