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An abdominal surprise — A case report
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ABSTRACT

Peritoneal loose bodies (PLBs), also known as peritoneal mice, are rare entity that is basically calcified pieces of necrotic tissue found
in the peritoneal cavity. They are thought to evolve from torsion and separation of the appendices epiploicae, which are susceptible
to such a process due to their narrow pedicle. We report the case of a 52-year-old male diagnosed as a case of chronic calculous
cholecystitis. Workup investigations revealed nothing untoward other than gall stones. The patient was planned for laparoscopic
cholecystectomy. Intraoperatively, a solitary smooth 6 cm X 6 cm spherical mass was found in the pelvic cavity not attached to any
viscera or abdominal wall. The mass was diagnosed as a PLB. Such an entity is quite rare in medical literature and thus was sought

for reporting.
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eritoneal loose bodies (PLBs) or “peritoneal mice” are

asymptomatic incidentalomas found during abdominal

surgery or autopsy [l]. They usually range from 0.5
to 2.5cm in diameter. Giant peritoneal mice (>5cm) can be
associated with various symptoms due to a mass effect. They are
thought to evolve from torsion and separation of the appendices
epiploicae. An alternative theory suggests that loose bodies can be
formed by the accumulation of peritoneal serum in the appendices
epiploicae [2]. Herein, we discuss a giant peritoneal mouse that
was asymptomatic and escaped detection on imaging. It surprised
us all intraoperatively during laparoscopic cholecystectomy.

CASE REPORT

A 52-years-old male presented to our hospital with complaints
of on and off moderate-intensity intermittent pain in the right
upper abdomen for 1 week. There were associated episodes of
fever which were relieved on medication. There was no history
of jaundice. There were no addictions or allergies. Bowel and
bladder habits were normal. There was no history of any previous
abdominal surgeries.

The general survey revealed no abnormalities with normal
vitals. Abdominal examination revealed tenderness in the right
hypochondrium with no organomegaly. Rest of the abdomen was
normal. Other systemic examinations were normal.
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Biochemical investigations revealed no abnormalities as such.
All were within their respective normal ranges. Hemoglobin was
12 g%, and total leukocyte count was 9000/mm?® with a normal
differential count. Platelets were 3.2 lakh/mm?. Fasting and
postprandial blood sugar levels were 110 mg/dl and 143 mg/dl,
respectively. Serum urea was 38 mg/dl and serum creatinine was
0.8 mg/dl. Serum electrolytes were normal. Total bilirubin was
1 mg/dl. Serum albumin was 4 g/dl. Serum glutamic pyruvic
transaminase was 45 U/l while serum glutamic oxaloacetic
transaminase was 56 U/l. Serum alkaline phosphatase was
72 U/L. Serum cholesterol was 198 mg/dl and serum triglycerides
were 165 mg/dl.

Ultrasound of the abdomen revealed a distended gall bladder
with thick walls containing multiple gall stones. The common bile
duct was 6 mm in size. There were no other abnormalities. Chest
X-ray showed no abnormalities. The patient was diagnosed as a
case of multiple gall stone disease with chronic cholecystitis and
was prepared for laparoscopic cholecystectomy after anesthesia
and cardiovascular fitness.

Intraoperatively, it was surprising to note a 6 cm x 6 cm
solitary spherical shaped mass in the pelvic cavity. It was smooth
in nature, cream-colored and was firm in consistency. It was
not attached to any viscera or to the abdominal wall (Fig. 1).
The cholecystectomy was carried out in a conventional fashion
without any complications. The mass was removed through
a separate small Pfannenstiel incision (Fig. 2a). The bisected
specimen appeared as in Fig. 2b.
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Figure 1: Intraoperative laparoscopic view

Figure 2: Post-operative (a) surgical specimen and (b) bisected
specimen

The post-operative period was uneventful and the patient was
discharged after 2 days. Histopathological examination revealed
peripheral fat necrosis and calcification with central infarction
of adipose tissue. There was peripheral inflamed fibrotic tissue.
All these were diagnostic of a PLB, also known as peritoneal
“mouse.”

DISCUSSION

Giant PLBs are rare with only few case reports present in the
literature. The first case of PLB was reported by Littre in 1703.
Virchow in 1863 described a case of PLB and he proposed from
his observations that obesity or infection can lead to an increase in
the amount of fat deposited in the appendices epiploicae. This fat
undergoes saponification and calcification, leads to gradual and
progressive obstruction of the blood vessels of the pedicle. When
the vascular obstruction is complete, necrosis of base occurs and
appendix epiploicae falls into the peritoneal cavity [3].

Although many possible etiologic factors have been proposed
to explain the appearance of PLBs, it is widely believed that
the most common cause of PLB is the chronic torsion of the
epiploic appendix [4,5]. The appendix may be attached by a thin
pedicle that undergoes torsion, leading to infarction, or aseptic
fat necrosis. Thereafter, saponification and calcification of the
fatty contents occur and the pedicle then atrophies. The epiploic
appendix finally detaches from the colon and becomes a PLB.
Over the years, the PLB becomes enlarged due to peritoneal
reactions to this freely moving epiploic appendix as well as the

depositions of peritoneal serum on it. The center of the PLB
thus contains necrotic fatty tissue with outer concentric zones of
microcalcification surrounded by densely laminated, hyalinized,
and acellular fibrous tissue [2]. They usually range from 0.5
to 2.5cm in diameter. Giant peritoneal mice (>5cm) can be
associated with symptoms due to a mass effect. But such may
not always be the case as huge peritoneal bodies have also been
reported [6].

Pre-operative diagnosis of these lesions is difficult because
most of the time, these lesions are asymptomatic and found during
routine exploration of the abdomen for some other pathology [7].
Only one such case has been reported in infants [8], signifying
the rarity. The most common form of presentation in symptomatic
patients is causing intestinal obstruction, as in this case. If a
patient presents with features of intestinal obstruction and X-ray
films show a calcified lesion in the abdomen, which moves with a
change in position of the patient, there should be a high index of
suspicion for the diagnosis of a giant loose peritoneal body. Some
patients may present with pain in flanks with urinary symptoms
as seen in the report by Obaid and Gehani [9]. Additional tests
that can be done to diagnose peritoneal mice are computed
tomography and magnetic resonance imaging scans, which can
be useful for differentiating these from other lesions [7]. The
possible differential diagnosis of this condition on imaging may
be calcified leiomyoma, fibromata, desmoid tumor, teratomas,
metastatic ovarian tumors, calcified lymph node, or calcified
mesenteric cysts [10].

The only possible treatment, if at all required, is surgical
removal. Considering the nature of the lesion, no specific
treatment is required in asymptomatic patients. However, if there
is a pelvic mass of obscure origin, or if it becomes associated
with alimentary or urinary symptoms due to its large size, surgical
exploration, and removal may be recommended [2].

CONCLUSION

PLBs are rare entities and are rarely diagnosed preoperatively.
Diagnosis should be considered in cases where imaging modalities
show mobile pelvic masses, with central calcifications and well-
preserved fat planes all around, although sometimes imaging
may not be able to pick these up. When the diagnosis is in doubt,
diagnostic laparoscopy can be performed and symptomatic PLBs
can be removed with smaller incisions with minimal morbidity.
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