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Introduction

Pelvic lipomatosis is a rare benign disease. His
characterized by the non-matignant proliferation of
mature fatly tissue in the pelvis encasing the bladder &
rectum, producing characteristic radiological findings.
Surgical treatmentis observed to be often incomplete and
associatedwith substantial post-operative morbidity like
thrombosis and recurrence & hence is only recommended
in patients presenting with ureteric obstruction. Cscan
is eftective in the evaluation of patients with known/
stuspected pelvie masses and is diagnostic of pelvic
lipomatosis and obviales the need for surgical exploration.
Fill 2000, to our knowledge, only 148 cases have been
reported i the Titerature out of which only 8 were in
females.
uncertain. Wewish to reporton unusual presentation of

Fhe cause of pelvie lipomatosis remains

pelvislipomatosis ina female diagnosed on CT scan and

managed conservatively,
Case Summary

2 vears old Mrsc K resident of Delhi, presented
on 12-10-95 with complaints of secondary amenorrhoca
of Svears durationand progressive dvsparcunia sinee 5
years. There was history of perineal abscess during
adolescence, she hadafull term vaginal deliv eryat home
Svrsago. Phiswas not followed by PP, sepsis, or failure
of lactation. On examination, she was ofaverage weight
and had no Ivimphadenopathy. The cardiovascular and
respiratory svstemsawvere normal. On local examination,
thevalvaswas healthy,  ough therewere multiple small
raw areas (Fig. 1) There was a rectovaginal fistula 5 mm
diameter, 2 cmoaway from the introitus with fibrosis
around the edges. The cervin was not seen. On vaginal
examination neither the cervin nor the uterus could be
made out Rectal examination also could not clearly
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define the uterus orcervin, There was anill-detined, Tived,
firm, non-tender mass, extending from the mid line to the
left Tateral pelvic wall. On transvaginal sonography,
uterus was anteflexed, normal sized but without amy
endometrial echoes and anill-defined hypocchoic mass
was seen extending from the posterior wall of the uterus
to sigmoid colon indenting it Her hemoglobin was v
gmo, ESR-80 mm/ Ist hro Chest x-rav was normal,
Montoux test, and ELISA for Koch's were negative,
Thyroid function tests, FsH and LH swere normaland the
complement fixation test for TGV was negative. On
examination under anesthesia, uterus was appreciated
anteriorlvand there was asuspicion of a growth telthigh
up insigmoid on rectat examination. Vaginal biopsy from
raw arcas revealed epitheloid cell granuloma (non
tubercular), foreign bodv giant cell and melanin
deposition in mid-dermis. Sigmoidoscopy revealed o
polyvpoidal growth (4x3¢ms), firm in consistency with
normal rectal mucosa stretching overitat the rectosignond
junction (Fig. 2). Biopsy from this showed stratiticed
squamotus epithelium and fibrosis with inflammatory
cells in the subepithelial zone. Noncontrast computerized
tomographic scan of whole abdomen was done with
pelvicscans taken after rectalair insuttlation through an
indwelling rectal tube (Fig 3). The rectal wall showed
irregular thickening involving the right hall of the
circumference approximatelv 10 cos from the anal verge.
An irregular mildhv enhancing space occupyving lesion
was seen in relation to the thickened wall obliterating the
pouch of Douglas and displacing the uterus anteriorly,
indenting the urinary bladder. The fat planes between
the mass and the uterus were not clearly demarcated.
The pararectal fatwas increased, increasing the presacral
space (19 ems). No infiltration of the rectallesion into the
pelvicsidewall was seen. The fat planes between the niass
and the uterus were not dearly demarcated. The
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