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INTRODUCTION 

Uterine leiomyomas are one of the most common tumors 

found in women of reproductive age. Uterine leiomyomas 

affect 20 to 30% of women older than 35 years, and their 

incidence may be on the rise since many women are 

postponing their reproductive careers.
1
 Extrauterine 

leiomyomas are rare, benign, and may arise in any 

anatomic sites. Their unusual growth pattern may even 

mimic malignancy and can result in a clinical dilemma. 

Occasionally, uterine leiomyomas become adherent to 

surrounding structures. They also develop an auxiliary 

blood supply, and lose their original attachment to the 

uterus, thus becoming ‘parasitic’. Parasitic leiomyomas 

have been found in the remnants of a previous 

hysterectomy or laparoscopic myomectomy especially 

when morcellators were used for retrieval.
2,3

 Parasitic 

myomas are rare but have been reported in literature. 

These could be myomas detached from the uterus, which 

have taken blood supply from adjacent organs or could be 

retained myoma fragments. 

CASE REPORT 

A 42 year old multiparous woman presented to us with 

complaints of mass per abdomen and backache of 3 

months duration. Other than a tubal ligation surgery, she 

did not give history of any surgeries in the past. On 

examination per abdomen the mass was 16 weeks gravid 

uterus size with restricted mobility. On pervaginal 

examination, the same mass was felt through the pouch of 

Doughlas. Ultrasound revealed a 15 X 11 cm mass in the 

pouch of Doughlas suggestive of posterior wall fibroid. On 

laparotomy, the uterus was bulky. A 15 X 11 cm mass was 

seen separate from the uterus and was completely covered 

by and densely adherent to the omentum. It was also 

extending retroperitoneally. Total abdominal hysterectomy 

with bilateral salpingo-oopherectomy with excision of the 

mass was done. Because of dense adhesions, excision of 

the mass was difficult and was removed piecemeal but 

completely. Total weight of the mass was 400g. 

Histopathological findings were consistent with 

Leiomyoma. The patient had an uneventful post operative 

period and was discharged on the 8
th
 day. 

 

Figure 1: Uterus with parasitic fibroid. 
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ABSTRACT 

 

We report a rare case of a parasitic fibroid in a 42 year old woman who presented with mass per abdomen and backache. 

Ultrasound showed a mass suggestive of posterior wall fibroid. Laparotomy revealed a parasitic fibroid densely adherent 

to the omentum and extending retroperitoneally. Histopathological findings were consistent with leiomyoma. 
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Figure 2: Parasitic fibroid removed piece meal. 

DISCUSSION 

Leiomyomas are benign smooth muscle tumors clinically 

apparent in 20-25% of women of reproductive age. As 

leiomyomas enlarge, they may outgrow their blood 

supply, resulting in various types of degeneration: hyaline 

or myxoid degeneration, calcification, cystic 

degeneration, or red degeneration.
4
 In general, hyaline 

degeneration is the most common (63%) form of 

degeneration, while the others occur less frequently, such 

as myxomatous changes (13%), calcification (8%), 

mucoid changes(6%), cystic degeneration (4%), red 

degeneration (3%),and fatty changes (3%).
5 

There are 

reports of myomas that have spontaneously lost their 

connections to the uterus and parasitized other blood 

supplies. Occasionally, pedunculated subserosal 

leiomyomas can be twisted on the uterine pedicle, and 

become detached in the peritoneal cavity. Such 

leiomyomas are referred to as “parasitic leiomyomas”. 

This tumor survives by revascularization from adjacent 

structures.
6
 However, sometimes the tumor can adhere to 

the surrounding structures. The initial pedunculated 

fibroids likely develop premenopausally, whereas the 

parasitic leiomyoma may become clinically evident either 

before or after menopause.
7 

Parasitic myomas are rare 

occurrences, which can prove to be a diagnostic dilemma 

and may even be present in the acute setting or even 

mimic a malignancy.  

Nowadays advances in retrieval systems have made 

laparoscopic myomectomy a feasible option, irrespective 

of size, site or number of myomas.
8
There are increasing 

reports of parasitic fibroids being recognized after 

laparoscopic myomectomy, especially in those cases 

where tumors are morcellated for removal. 

Parasitic leiomyomas, though infrequent, are most 

commonly located in the broad ligament, pelvic 

peritoneum, cul-de-sac, and omentum.
9
 Kho and 

Nezhathave one of the largest series in the literature of 

parasitic myomas, they attempted to determine their 

cause, associations, and risk factors.
10

 Leiomyomas are 

rarely found in postmenopausal women because their 

growth is thought to be estrogen dependent. Lumsden et 

al and Vollenhoven et al suggested that an association of 

polypeptide growth factors, such as platelet derived 

growth factors (PDGF), transforming growth factors, 

andvascular endothelial growth factors (VEGF), 

stimulated the growth of leiomyomas.
11 

Cucinella et alrecently reported, on their series of 

parasitic myomas, that they identified four cases over a 

three-year period. Electric morcellators were used in 423 

cases and the overall prevalence of developing parasitic 

myoma was reported at 0.9 and 1.2% for those who had 

laparoscopic myomectomies.
12 

There are also cases in the 

literature in which parasitic myomas have been found 

attached to the bowel and anterior abdominal wall after 

laparoscopic myomectomy.
13,14

 

CONCLUSION 

It is likely that primary parasitic myomas will continue to 

be rare occurrences, however, parasitic myomas, which 

are iatrogenically caused, may be diagnosed more 

commonly in this laparoscopic era. 
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