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Case presentation

► 34 F w pmh POCS, on infertility treatment (HCG/Leuprolide), 
presented to ED c/w 2 days of abdominal pain, abd distention, 
dizziness and nausea. No fever or chills. She was seen in GYN 
outpatient clinic where culdocentesis was performed (1.4 L fluid 
removed) and was sent to ED for further evaluation.

► Meds: HCG/Leuprolide cycles ( last Rx July, ~1m b. 
presentation), Cabergoline 5mg, Metformin 500mg BID, ASA 
81mg.



Physical Exam

► VS: T 36.4 O2sat: 97 RA RR16 BP: 96/67 HR 113 

► HEENT: moist oral mucosa

► Chest: clear breath sounds

► Heart: normal s1s2, no MRG

► ABD: Diffuse abdominal tenderness with distention, no 
masses. No bruits. 

► Ext: no pedal edema, +radial pulses b/l easily palpable



Labs

► CBC: WBC 27.8 Hb 16.2 Plt 268

► LFT: Prot: 4.8 Alb 2.2 Bili 1.2  AST: 20  ALT:12  
Alk Phos: 45

► Chem: Na 135 K 4.7 Cl 100 CO2:25  BUN:27 

Cr: 2.1



Procedure team contacted for paracentesis



Official US report:
-Enlarged hyperstimulated bilateral ovaries containing multiple cysts. (OHSS)
-Moderate hemorrhagic pelvic ascites





Ovarian Hyperstimulation Syndrome 
(OHSS)

► It is a complication of ovarian stimulation treatment for 
infertility. 

► It may also occur as spontaneous event in pregnancy.

► Also well recognized in primary hypothyroidism.



Clinical presentation

► Vary from abdominal distention to life-threatening 
capillary leak with fluid sequestration in a third space.

► Ascites +/- Pleural effusion

► Intravascular volume depletion 

► AKI

► LFT’s elevation



Pathology

► Massive cystic ovarian enlargement 

► Fluid shift from the intravascular compartment into the 
peritoneal, pleural or pericardial cavities due to increased 
capillary permeability of mesothelial surfaces under the action 
of several vasoactive ovarian factors. 

► The ascitic fluid can be serosanguinous



Classification

Mild OHSS: Bilateral multicystic ovarian enlargement

Grade 1: Abdominal distention and discomfort 

Grade 2: Plus nausea, vomiting and/or diarrhea + ovarian enlargement from 5 to 
12 cm

Moderate OHSS: If there is associated ascites and abdominal distention 

Grade 3: Features of mild OHSS plus ultrasonographic evidence of ascites

Severe OHSS: Hypovolemia, hemoconcentration, thrombosis, oliguria, pleural 
and pericardial effusion

Grade 4: Moderate OHSS plus clinical evidence of ascites and/or hydrothorax and 
dyspnea

Grade 5: Grade 4 plus change in the blood volume, hemoconcentration, 
coagulation abnormalities and diminished kidney function. 



Ultrasound features

► Typically shows bilateral 
symmetric enlargement 
of ovaries (often >12cm 
in size)

► Multiple cyst of varying 
sizes, spoke-wheel 
appearance

► Associated ascites and 
pleural +/- pericardial 
effusion



Treatment

► Usually self-limiting in most cases and management is 
mainly supportive.

 

► Severe cases usually require hospitalization and close 
monitoring of hematocrit, liver function, renal function, 
serum electrolytes and oxygen saturation.



Complications

► Hypovolemic shock

► Thromboembolic disease

► Stroke

► Increased risk of ovarian torsion





Pseudoascites

Journal of General internal Medicine, January 1991 volume 6, Issue 1, pp 77-80. The Etiology and Clinical 
Significance of Pseudoascites

� Is the clinical impression of ascites when, in fact, free 
fluid is not present within the peritoneal cavity.

� Any hollow abdominal viscus may give the impression of 
ascites in physical examination when swells  
considerably due to the presence of fluid.



Therefore…

► Bulging flanks

► Flank dullness
► Shifting dullness
► Fluid wave

Maybe Pseudoascites?



Can Ultrasound help?

Williams JW Jr, Simel DL. The rational clinicalexamination. Does this patient have ascites? How todivine fluid in the abdomen. JAMA, 1992; 267(19):
2645-8.
Fiedorek SC, Casteel HB, Reddy G, Graham DY.The etiology and clinical significance ofpseudoascites. J Gen Intern Med, 1991; 6(1): 77-80.
Camilon M, Chilstrom M. Ultrasound distinguishes ascites from a large ovarian fluid-filled cyst. West J Emerg Med, 2014; 15(7): 831.

� Abdominal U/S can detect as little as 100 mL of fluid within the 
peritoneum. It is useful in defining both the presence and the location 
of the fluid. 

� However, cysts of enormous size can be difficult to distinguish from 
ascites by U/S giving the false impression of  free fluid in the peritoneal 
cavity.



Detection of peritoneal free fluid. 

(A) Right upper quadrant. Visualize the right subdiaphragmatic space, hepatorenal space (Morison's pouch, most important area in the right upper quadrant), and the right inferior 
pole of the kidney. (B) Left upper quadrant. Visualize the left subdiaphragmatic space (most important area in the left upper quadrant), splenorenal space, and left inferior pole of 
the kidney. (C) and (D) Pelvic window. Visualize the rectouterine space in females (C) and the rectovesicular space in males (D).



European Journal of Pharmaceutical and Medical research 10/27/2017



Methods

► Publications cited in Pubmed for any type of giant abdominal cystic lesion mistaken 
for ascites.

► They searched MEDLINE (last search May 2017) using combinations of terms such as 
giant abdominal cyst, huge abdominal cyst, enormous abdominal cyst and 
pseudoascites.



The eligible cases were classified in 4 main groups

1. Cases misdiagnosed and treated as ascites for varied periods of time before 
reaching the right diagnosis.

2. Cases of giant abdominal cysts mistaken for ascites by physical examination in 
which patients underwent an abdominal paracentesis.

3. Cases of giant abdominal cysts mistaken for ascites by physical examination 
and U/S in which patients underwent an abdominal paracentesis.

4. Cases of giant abdominal cysts mistaken for ascites by physical examination, 
U/S or/and CT which were diagnosed by laparotomy.



Results
► 1. Cases misdiagnosed and treated as ascites for varied periods of time before reaching the right diagnosis. 

Total: 24 (8m-5Y)



2. Cases of giant abdominal cysts mistaken for ascites by physical 
examination in which patients underwent an abdominal paracentesis. 
Total 12

Total:12



3. Cases of giant abdominal cysts mistaken for ascites by physical 
examination and U/S in which patients underwent an abdominal paracentesis. 
Total: 6

Total: 6



Total: 4



Journal of General internal Medicine, January 1991 volume 6, Issue 1, pp 77-80. The Etiology and Clinical 
Significance of Pseudoascites



Causes of Pseudoascites

• Omental cyst

• Mesenteric cyst

• Ovarian cyst

• Cerebrospinal fluid pseudocysts

• Hydronephrosis

• Gastrointestinal dilatation (pyloric 
obstruction, celiac disease, 
megacolon)

• Primary omental malignancy

• Retroperitoneal cyst

• Echinococcal cyst

• Enteric duplication

• Properitoneal hematoma 
(anticoagulant therapy)

• Mesenteric and retroperitoneal fat 
deposition (steroid administration, 
endogenous obesity)

• Pancreatic Pseudocyst

Journal of General internal Medicine, January 1991 volume 6, Issue 1, pp 
77-80



Ascites and Pseudoascites
Tuberculous peritonitis



Septated ascites



OHSS



Large gallbladder



Urinary retention



Pancreatic Pseudocyst





Ovarian Cyst



Ovarian Teratoma



PDK



Mesenteric cyst



Take home points
► The physical signs of ascites are neither sensitive nor specific. All patients 

should undergo an abdominal U/S. 

► Sonographic features of pseudoascites: 

► Absence of fluid in Morison’s pouch and left upper quadrant.

► Absence of floating bowel loops within the abdomen.

► Absence of free fluid in the perihepatic region.

► Complications of draining pseudoascites:

►  Ascitic fluid leak, bleeding, bowel perforation and infections. 

► Death (rare).



Thank you


