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ABSTRACT

A Case of Peritoneal Free Floating

Calcified Fibromyoma

RAMAIAH SAHADEV', PREETHAN K NAGAPPA?

Giant peritoneal loose bodies are rare and few reported cases are found in literature. These are commonly found in the pelvis. Preopera-
tively these cases are diagnosed accidentally on abdominopelvic evaluation. We report one such case in a male patient who presented to
us with acute gangrenous cholecystitis. We had diagnosed the lesion accidentally on a routine ultrasound of the abdomen and pelvis as a
calcified leiomyoma of sigmoid colon. On laparoscopy, it was freely floating in the peritoneal cavity without any kind of peritoneal attachment
or attachment to any intraperitoneal organ. The peritoneal loose body was removed by a small abdominal incision. Histopathologically the
lesion was reported as benign calcified fioromyoma. Small peritoneal loose bodies are relatively common but a large peritoneal loose body

is very rare.

Keywords: Peritoneal loose body, Acute gangrenous cholecystitis, Laparoscopic, Leiomyoma, Fibromyoma

CASE REPORT

A 52-year-old gentleman was admitted with a history of sudden
onset of severe pain in abdomen and vomiting. The pain was
present in the upper right quadrant of the abdomen. Upon
admission, the patient was afebrile, clinically, there was tenderness
in the right hypochondriac region and Murphy’s sign was positive
with localized rigidity. Laboratory investigations were within normal
limits except for araised leucocyte count. Ultrasonography revealed
a thickened and edematous gall bladder wall with pericholecystic
edema. The gall bladder was distended and had multiple gallstones
within the lumen with a large impacted stone in the region of the
neck of gall bladder. Interestingly, the ultrasonogram also revealed,
a well defined solid space occupying lesion in the pelvis between
the urinary bladder and the sigmoid colon and measuring about
5 x 6 cms in size. Subsequently the patient was subjected to a
CT scan and the findings were similar to that of the USG. With a
diagnosis of acute calculous cholecystitis / pyocele of gall bladder
and “?calcified leiomyoma of the sigmoid colon, it was decided to
operate on the patient at the earliest. On diagnostic laparoscopy
we found a gangrenous gall bladder with pyocele formation due to
a large impacted calculos in the neck of gallbladder. The patient
subsequently underwent a difficult laparoscopic cholecystectomy.
On further laparoscopic evaluation of the pelvis, we saw a whitish
egg shaped lesion between the urinary bladder and the sigmoid
colon [Table/Fig-1a]. There was no attachment from the lesion to
any intra-peritoneal structure. On attempting to grasp the lesion

[Table/Fig-1a]: Laparoscopic view of the peritoneal loose body in pelvis
[Table/Fig-1b]: Egg shaped peritoneal loose body
[Table/Fig-1c]: Cut section resembling that of a boiled egg

with a large 10 mm alligator forceps, it slipped and moved into
the left hypochondriac region. The peritoneal loose body was
later retrieved by a small vertical infraumbilical midline incision.
The peritoneal loose body was shaped like an egg of a hen and
measured about 6-7 cms in size [Table/Fig-1b]. It was hard in
consistency and the cut section had the appearance of the cut
section typical of a boiled egg — with whitish outer and yellowish
interior core [Table/Fig-1c]. Postoperatively both the specimens
were sent for histopathological examination. The gall bladder
was reported as one of acute gangrenous cholecystitis. The
calcified peritoneal loose body was reported as a benign calcified
fioromyoma. Patient made an uneventful recovery in the post-
operative period and was discharged on the fourth postoperative
day.

DISCUSSION

Peritoneal loose bodies are almost always diagnosed accidentally
due to the fact that they seldom give rise to any symptoms on their
own. The peritoneal loose bodies are usually small in size rarely
reaching >2cms in size. Hence the term ‘giant’ for the lesions
that are larger than 5-6 cms in size [1-6]. The exact etiology of the
peritoneal loose bodies in still unclear. It has been postulated by
few of the previous authors that chronic torsion of an appendices
epiploica which has a thin pedicle is the causative factor [1,7,8].
Over time this pedicle further thins out due to saponification and
then the epiploica finally gets detached from the intestinal wall and
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becomes a free floating loose body within the peritoneal cavity [6].
This, detached epiploical appendage forms the yellowish, softer
inner core of the loose body. The outer covering is thought to be
formed by the deposition of the peritoneal serum in the peritoneal
cavity over a period [4,9]. This hypothesis may explain the fact that
they are, in almost all cases, seen in the pelvis around the pelvic
organs. The same was true in our case as well. CT scan is a good
tool for preoperative evaluation and identification of these accidental
findings. The differential diagnosis of a calcified pelvic mass includes
benign and malignant lesions like aneurismal calcifications, calcified
tumors and foreign bodies, and uterine leiomyomas [10,11].
However in our case CT scan was reported as doubtful case of
calcified leiomyoma of the sigmoid colon. This might be due to fact
that few cases have been reported in the medical literature and the
awareness about this condition is less. Hence, whenever we come
across such a calcified mass in the pelvis, one should also keep in
mind of the possibility of this rare giant peritoneal loose body.
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