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Abstract

Objective: To report a rare case of peritoneal loose body
supposedly originated from adnexa torsion followed by its
auto-amputation.

Design: Case Report
Setting: Tertiary hospital

Patient(s): A 27-year-old woman with chronic pelvic pain
and a peritoneal loose body found in image exams.

Intervention: Laparoscopy, extraction of a peritoneal
loose body found in cul-de-sac, adhesionlysis.

Main outcome measures: Confirmation of absence of left
adnexa by laparoscopy, what suggested auto-amputation.

Results: The patient was discharged after 18 hours,
without complications and with full recovery from pelvic
pain.

Conclusions: Auto-amputation of the adnexa, still very
rare, can either be congenital or acquired. Although
asymptomatic in some women, in most cases a history of
acute pain followed by chronic pelvic pain can be elicited.
The torsion and separation of adnexa can originate a
peritoneal loose body.
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Introduction

Peritoneal loose bodies are delimited structures with no link
to any adjacent tissue which location varies according to the
patient position. They are originated from the torsion and
subsequent separation of an adnexa or epiploic appendix. It is
an uncommon finding, and its diagnosis is usually accidental.
Some of the patients may refer an episode of acute abdominal

pain in the past, or either a complaint of chronic pelvic pain
[1-3].

The cases of torsion and separation of adnexa (auto-
amputation) are even more rare. Probably because adnexal
torsion usually generates acute abdominal pain, which leads to
an early diagnosis and treatment, before the adnexa
separation could occur.

We report a case of a young woman who suffered from
pelvic pain for two years. During investigation a calcified
structure was identified in the pelvis which was suggestive of a
peritoneal loose body.

Case Report

A 26-year-old nulliparous woman was referred to the
Gynecology Division in November 2012 for investigation of
chronic pelvic pain that lasted 2 years. The patient complained
of strong daily pain in hypogastrium, with partial relief after
analgesics and non-steroids anti-inflammatory drugs. No
relationship  with menstrual cycles or changes in
gastrointestinal and urinary tract were reported. She was
previously healthy with no previous history of abdominal
surgical procedures. The contraceptive method used was
medroxyprogesterone acetate depot and there were no
complaints of dyspareunia.

The physical examination was rather normal despite a mild
pain in hypogastrium on deep palpation. No vaginal discharge
was observed. The uterus was easily mobilized without any
complaints of pain and the adnexal fossas were normal to
palpation.

Since the onset of symptoms imaging studies were
conducted to try to elucidate the possible origin of pain. Two
previous ultrasound reports performed in 2011 identified both
ovaries. In the latter ultrasound a significant difference in size
between the right and left ovary was noticed (11 cc and 3 cc,
respectively).

A transvaginal pelvic ultrasound was performed in
December 2012 and the left ovary was not visualized. A pelvic
MRI confirmed the absence of the left ovary, and a calcified
structure with 1.1 cm posterior to the right ovary was
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identified, which was compatible with peritoneal loose body N
(Figure 1). Computerized tomography of the abdomen and
pelvis confirmed the finding of the pelvic MRI. However, the
calcified structure was at different location from the previous
test (Figure 2), which reinforced the hypothesis of peritoneal
loose body. The left ovary was not observed in the CT scan.
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Figure 2: Computed tomography showing a calcified image
in the pelvis, on the left side (red arrow).
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Adhesionlysis was performed and the calcified loose body
was removed. The specimen was sent for pathological
examination (Figures 4 and 5).

Figure 1: Magnetic Resonance Imaging of the pelvis show a
well-defined dark nodule close to the right ovary (red The patient recovered uneventfully after surgery and was
arrow). discharged after 48 hours with no complaints. After six days
she returned to office with no complaints of pelvic pain.
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The patient underwent Laparoscopy to complete the f h

investigation and treat the eventual causes of pelvic pain.
Intraoperative inventory revealed normal right adnexa, left
uterine tube without its fimbriae and distal part (Figures 3 and
4), absence of the left ovary, peritoneal adhesions in left
adnexa region, and identification of a 1.0 cm calcified
peritoneal loose body in the cul-de-sac region (Figures 5 and
6).

Figure 3: Left adnexal region. The left ovary was not
identified and only proximal half of the left tube is
observed.
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Figure 4: Left adnexal region after adhesionlysis. The
absence of the ovary and part of the tube suggests auto-
amputation.
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Due to intraoperative findings, we made the hypothesis of
adnexal torsion followed by the left adnexa auto-amputation.
During the post-operative appointment the patient was asked
about previous episode of acute pelvic pain.
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Figure 5: Calcified loose body found in the Pouch of Douglas
during laparoscopy.
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She then remembered of an episode of a very strong acute
pelvic pain prior to the onset of the chronic pelvic pain. She
reported that in that specific episode she was evaluated in the
emergency room, but was discharged after all the tests
resulted normal, even though she remained with strong pain.

© Copyright iMedPub

Figure 6: Laparoscopic view of the peritoneal loose body.
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Result of pathology

Fibrous connective tissue with dystrophic calcification and
metaplastic ossification.

Discussion

Unilateral absence of tube and/or ovary is an extremely rare
condition occurring in 1:11241 women. The cause is either
congenital or acquired. The main cause in patients who
acquire this condition is adnexal torsion, which may result in
the ovary auto-amputation. This is usually due to and mis-
diagnosis of the torsion. Although most cases of adnexa auto-
amputation are asymptomatic, the history of acute or chronic
pelvic pain may exist [4,5].

Epidemiological studies conducted in the United States
show that ovarian torsion is the fifth leading cause of
gynecologic surgical emergency. After the torsion the tube or
ovary may undergo ischemia. Adnexal edema and congestion
increases the effect of the initial ischemia, which may lead to
necrosis. These cases usually manifest as an acute abdominal
pain, with progressive worsening and little signs of peritoneal
irritation. Because these findings are not specific, there may be
a delay in the diagnosis and the onset of surgical intervention

[6].

Kusaka and Mikuni published in 2007 a study with 20 cases
of ovarian auto-amputation, showing higher prevalence on
right adnexa (16/20). One explanation for this may be that the
sigmoid protect the left ovary from torsion. However this
predisposition is not a consensus in the literature (Table 1) [6].

In the case reported above, the patient reported an acute
episode of pain in the left iliac fossa about three years before
the surgical procedure. At that time, the adnexal torsion was
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not diagnosed, the initial pain improved spontaneously but the
patient remained with a daily chronic pain.
Table 1: List of peritoneal loose body Case Reports available on the literature originated from the adnexa.
Author Age Size (cm) Localization Amputed side Pre-operative Ovarian Histology Previous
(yr) diagnosis tissue pain
Aikaterini 33 8x5cm Fornix Right No Yes Dermoid cyst
Peitsidou, 2009
Damian L.S. 24 - R Right - - -
Eustace, s ) Right ]
1992
Kaori Koga, 33 2x3cm Vesico-uterine Left No No Calcification and Yes - at 9
2010 space cholesterol crystals years old
Jonh  Amodio, Neonat 6 x 6 cm Right iliac fossa Left No Yes Hemorrhagic cyst, No
2010 e ovarian tissue with
infarction and
calcification
Sridevi 28 8x8cm Fornix Right No Yes Benign fibroid Yes, 2
Sankaran, 2009 years
ago

After review of the imaging studies performed by the
patient, it was clear those two years before laparoscopy she
still had her left ovary visible by transvaginal ultrasound, but
with reduced dimensions compared to the right ovary. It
probably evolved to its auto-amputation during this time,
since the MRI in 2012 showed no signs of the left ovary and
the presence of a calcified loose body in the pelvis.

Peritoneal loose bodies are usually of little importance,
since the great majority of these patients are asymptomatic.
The finding of a loose body is often made at autopsy or during
the performance of abdominal surgery for any other reason. In
symptomatic cases, it can be manifested by pain, dyspepsia or
compression of adjacent organs, leading to intestinal
obstruction and urinary retention. Feature sizes range from 0.5
cm to 2.0 cm, and are classified by some authors as giants
when they exceed 4.0 cm or 5.0 cm in diameter. Because it is a
rare event, some differential diagnosis should be raised, such
as: calcified uterine leiomyoma, foreign body granuloma,
biliary calculi and ovarian teratomas [1,3].

Considering that the etiologies of theses lesions are
predominantly benign, there is no specific treatment
suggested for asymptomatic patients. Surgical resection is
indicated in symptomatic cases or to elucidate tumors of
unknown origin or with suspect characteristics. The
recommended surgical approach for these cases is laparoscopy

[6].

Based on her past history of acute pelvic pain and on
imaging findings showing the presence of the left ovary in
pelvic ultrasound and its absence after two years from the
initial pelvic pain, we concluded that the patient experienced

an episode of left adnexal torsion and due to the lack of
diagnosis of ovarian torsion on that occasion it resulted in the
auto-amputation of the left adnexa. These structures were
deposited in Douglas' pouch and the ischemia due to the auto-
amputation promoted the progressive replacement of the
ovarian tissue by fibrous connective tissue and calcium.

This case report illustrates a possible outcome of a
misdiagnosis of ovarian torsion and reinforces the importance
of a proper evaluation of acute pelvic pain, even when pelvic
imaging don’t suggests adnexal torsion.
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