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A Rare Cause of Ascites in a Young Woman Mimicking 
Peritoneal Carcinomatosis
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INTRODUCTION
Different reasons have been introduced for granulomatous inflam-

mation of the peritoneum. Of which, bacterial and fungal infections and 
helminthiasis are more prevalent, and foreign body reaction caused 
by previous abdominopelvic manipulations lies in the next place after 
infectious agents.1 Neoplastic origins of granulomatous peritoneum 
are rare and are seen in teratomas or carcinoid tumors of the ovary 
and uterus.2

CASE REPORT
A 23-year-old woman presented to the Emergency Department of 

Taleghani Hospital, a teaching referral hospital in Tehran, Iran, with 
new-onset ascites gradually evolving since 1 month before her admission. 
She did not mention any change in bowel habit or any other gastrointestinal-
related complaints except mild nausea after ingestion, early satiety, and 
mild abdominal pain in particular in the periumbilical region along 
with ascites formation. She did not find to have weight loss, fever, 
neurological deficits indicating encephalopathy, irregular intervals of 
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Case Report

ABSTRACT

Peritoneal granulomatous reaction to foreign body-like materials of a dermoid cyst is a 
rare condition and has always been challenging in diagnosis for physicians. Macroscopic view 
of granulomatous peritoneum, which mimics peritoneal carcinomatosis or peritoneal seeding 
originating from ovarian carcinoma, necessitates a detailed microscopic evaluation of peritoneum, 
which shows multinucleated giant cells and granuloma formation indicating a foreign body reaction 
in the peritoneum. To avoid unnecessary radical surgeries and salvage chemotherapies in these 
patients, a detailed microscopic evaluation of their peritoneum is necessary. The present study 
introduces a 23-year-old woman with new-onset ascites and an elevation of CA125 level suspicious 
of ovarian carcinoma but with a peritoneal microscopic finding pathognomonic of foreign body 
reaction. 
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menstruation, hirsutism, deepening of the voice, 
acne, other manifestations of virilization, or other 
systemic and local signs and symptoms related to 
ascites-producing diseases. She denied smoking and 
consumption of alcohol or any other illicit drugs. 
Drug history was only notable for oral contraceptives. 
She was a housewife residing in Tehran and married, 
with a 2-year-old daughter. Her medical and surgical 
histories were only notable for cesarean section 2 
years earlier and an axillary lipoma excision 10 
years past. On admission, her physical exam was 
otherwise normal except for an abdominal distention 
with positive shifting dullness indicating severe 
ascites and mild bibasilar crackles on auscultation 
along with dullness to percussion in the lung bases. 
Vital signs were stable. We decided to proceed with 
complete examinations for ascites. Abdominopel-
vic ultrasonography revealed an echogenic lesion 
23 × 40 mm in the right ovary consistent with a 
complicated dermoid cyst (further evaluations by 
transvaginal sonography proved the same results) 
and a hemorrhagic follicle in the left ovary. Abdom-
inal vessels were unremarkable on the color doppler 
study. An abdominopelvic computed tomography (CT) 
was done, which is seen in figures 1, and 2. A diagnostic 
and therapeutic ascites fluid paracentesis was done. 
The analysis demonstrated a high SAAG (Serum 
Ascites Albumin Gradient) and low protein nature 
with near-normal cell count and cell differentiation 
without any malignant cells in cytology. Above 
that, bacterial, fungal, and mycobacterial staining 
and culture of ascitic fluid were totally negative. 

Endoscopic and colonoscopic findings were normal. 
Echocardiography was unremarkable. Blood chemistry 
tests consisted of liver function and kidney function 
tests, complete blood count, hormonal tests such as 
ovarian, adrenal, and thyroid function tests, serum 
total protein and albumin, serum protein electro-
phoresis, tumor markers including AFP (Alpha 
Fetoprotein) and CEA (Carcinoembryonic Antigen) 
except for an elevation in CA-125 (121 U/L with 
normal range of 35 U/L). Rheumatologic tests, 
including ANA and anti ds-DNA, quantiferron test, 
urinalysis, and 24-hour-urine protein evaluation, 
were all normal. A magnetic resonance imaging 
(MRI) and transvaginal ultrasonography (TVS) for 
more evaluation of mentioned complicated ovar-
ian cyst were requested, which revealed few para-
aortic lymph nodes, bilateral adnexal diffusion re-
striction spots (probably metastatic nodules), a thin 
wall left and right ovarian cysts, moderate free fluid 
in the pelvic cavity, diffuse omental haziness, and 
peritoneal nodularity suspicious of small metastatic 
ovarian nodules. Given the MRI report suggestive 
of ovarian cancer and an elevated serum CA125, 
she underwent a diagnostic laparoscopic surgery 
for a peritoneal biopsy sampling. Findings revealed 
a peritoneal nodularity suspicious of a malignant 
process. The pathology of the peritoneal specimen 
is depicted in figure 3. Microscopic evaluation of 
peritoneum was consistent with fibroadipose tissue 
with chronic non-necrotizing granulomatous in-
flammation. Multinucleated giant cells containing 
calcified material and foreign body crystalloids 
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Fig. 1: Abdominopelvic CT reveals diffuse 
omental haziness

Fig. 2: The abdominopelvic CT shows an echogenic lesion 23×40 mm in the right ovary 
consistent with a complicated dermoid cyst and a hemorrhagic follicle in the left ovary
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were detected. No evidence of fungal elements, 
acid-fast bacilli, or malignancy was detected in the 
specimen. Further evaluations for mycobacterium 
tuberculosis by real-time PCR method were also 
negative. Because of a complicated cystic lesion in 
the left ovary besides an elevated CA125 level, the 
patient was asked to have an ultrasound-guided biopsy 
sampling from the omentum to definitely rule out 
a peritoneal seeding originating from ovarian cancer. 
The second biopsy was again compatible with dermoid 
cyst resulting in an extensive foreign body-type 
granulomatous inflammation in the peritoneum 
without any evidence of malignancy. The giant cell 
indicating a foreign body reaction is depicted in figure 
4. In a 1-year follow-up, the patient’s ascites was 
completely resolved, and she did not have any ab-
dominal pain, weight loss, abnormal uterine bleeding, 
or any other alarming signs indicating further follow-
up.

DISCUSSION
Peritoneal granulomatous foreign body reaction is a 

rare tumor-like lesion with infectious or non-infectious 
etiology.3 Non-infectious types are usually secondary to 
neoplasms of the female genital tract like endometrium 
and cervix carcinoma and rarely polypoid adenomyomas 
of the uterus.2 peritoneal granuloma consists of laminated 
keratin deposits surrounded by foreign body giant cells 
and fibrous tissue, as we can see in figure 3. The differential 
diagnosis includes peritoneal granulomas in response to 
keratin derived from other sources, including amniotic 

fluid, manipulation of omentum during surgeries such 
as cesarean section, and ovarian dermoid cysts.3 So, an 
expert pathologist should examine the specimen to 
exclude the presence of tumoral cells in the sample. It 
is recommended that radical surgery or other antineoplastic 
therapies be commenced only with a definite micro-
scopic diagnosis of cancer.4 Given the abdominopelvic 
ultrasonography, the presence of a complicated cystic 
lesion in the ovary suspicious of malignancy made us 
proceed with a more accurate diagnostic tool to rule out 
a peritoneal seeding originating from the ovary. Overall, 
TVS as an excellent imaging modality for the evalu-
ation of ovarian pathology is as accurate as MRI in the 
identification and accurate characterization of ovarian 
dermoid.5 We evaluated our patient by TVS and MRI. 
The results were both compatible with the dermoid cyst. 
Rupture into the peritoneum is a known serious complication 
of dermoid cysts, which may cause a remarkable granu-
lomatous reaction leading to the formation of reactive 
nodules mimicking generalized carcinomatosis or tu-
berculous peritonitis.6,7,8 A sudden rupture may lead to 
acute peritonitis, but a chronically leaking cyst may in-
duce granulomatous peritonitis characterized by multiple 
small white peritoneal implants and dense adhesions as 
was reported in our patient.6,7 Above that, there was an 
omental manipulation due to cesarean section as another 
reason for peritoneal granulomatous foreign body reaction 
in the medical history of our patient.  Once the diag-
nosis of granulomatous peritonealis is established, the 
underlying cause is suggested to be treated. however, 
spontaneous recovery is seen in most cases, and only 
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Fig. 3: The peritoneal specimen reveals fibroadipose tissue with chronic non-necrotizing 
granulomatous inflammation. Multinucleated giant cells containing calcified material 
and foreign body crystalloids are also seen

Fig. 4: A giant multinucleated cell in omental 
specimen
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patients with significant inflammatory masses may benefit 
from the use of corticosteroids.9 A 1-year follow-up of 
our patient revealed spontaneous gradual subsidence of 
peritoneal lesions and ascites without any treatment.
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