
PMH: GERD, UC 
in remission,  
colon polyp 
surgery,
2 vaginal 
deliveries, last 
menstrual 
period 2 weeks 
ago.

Meds: 
Pantoprazole

Fam Hx: BRCA-1 and 2 
mutation in mom, 
maternal grandmother 
breast cancer. 

Soc Hx:

Health-Related 
Behaviors:

Allergies:

CC:  Progressive dyspnea and increasing 
abdominal girth
 
HPI:  49F present with hx of progressive 
worsening dyspnea. Initially only dyspnea on 
exertion → at rest. Also, orthopnea. She feels 
bloated, but has not weighted herself. 

Took a 7 day course of amoxicillin- clav for 
community acquired PNA w/o improvement.

Few months with epigastric pain nausea, w/o 
remission w/ pantoprazole.
Denies: Cough , fevers chills, decreased 
appetite, chest pain, PND, weight loss, urine 
output.

Vitals: T: 37 HR: 105 BP: 134/98 RR: 21 SpO
2
: 95% room air 

BMI 39.7
Exam:
Gen:
HEENT: 
CV: Normal S1 S2 no audible murmur JVD or peripheral edema
Pulm: Dullness on percussion in bilat lung bases. Diminished 
breath sounds tobilat lung bases. R > L
Abd: Soft, nontender. No bulging flanks, negative fluid wave. 
No rebound tenderness, guarding, or rigidity
Neuro: 
Extremities/Skin: No pallor or jaundice. No spider angiomas or 
caput medusa. No cachexia.

Notable Labs & Imaging:
Hematology: 
WBC: 8.3 Hgb: 14 g/dL Plt:   515

Chemistry:
Na:  135 K: 5.2  Cl:  100 CO2: 22  BUN: 2.7 Cr: 67 (Nl)
AST: 41 ALT: 15 ALP 35 GGT 14 INR 1.2 Alb 36, serum protein 
69, LDH 532
Thoracentesis: Bloody appearance, LDH 1133, fluid prot 56

Imaging:
CXR:   No pulmonary embolism. Bilat effusions.  
CT abdomen: Extensive peritoneal carcinomatosis
CA 125 1144, CEA < 1.8. Pleural cytology and bx +ve for 
adenocarcinoma

Final Dx: Ovarian cancer

Problem Representation: 49 yo F presents with a FMH of BRCA 
mutation, worsening dyspnea, orthopnea and was found to have bilat 
effusions, peritoneal carcinomatosis, and elevated LDH and CA 125

Teaching Points (Gabriel):
● Dyspnea + abdominal girth
○ Material: Solid (pregnancy, hepatomegaly, splenomegaly, 

malignancy), liquid (hemoperitoneum, ascitis), gas (ileus, 
obstruction)

○ + family history of malignancy: ovarian cancer, ascites.
■ Meigs syndrome: ovarian mass + ascites + pleural effusion
■ Pseudomeigs syndrome: non ovarian tumor + ascites + 

pleural effusion
■ Pseudo-pseudomeigs/Tjalma syndrome (usually secondary 

to LES): Ascites + pleural effusion + elevated CA125.
○ + Orthopnea: CHF → congestive hepatopathy → ascites, others: 

increased airway pressure mediated ( COPD, asthma), increased 
abdominal pressure mediated (obesity, ascites), primary 
neurologic disorders.

○ + no peripheral edema → Exudative causes on top of the list, so 
CHF less likely. 

○ Evaluation of ascitic fluid: Bloody and high LDH and protein 
suggest malignancy. 

○ + peritoneal nodularity: malignancy. In developing countries think 
TB.
■ Do not get biased by the tumor markers. PSA, b-hCG, AFP: 

only three specific tumor markers
● No improvement on antibiotics: wrong bug, drug, duration, diagnosis, 

lack of source control
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