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Abstract
Parasitic fibroids or leiomyomas are rare extrauterine benign tumors in women of reproductive age. Often,
they are named wandering fibroids or ectopic fibroids. They lack any myometrial connection and obtain their
nourishment from other abdominopelvic structures to which they are attached. Clinicians often find it
difficult to diagnose these fibroids preoperatively due to their atypical presentations and locations. Recent
studies have suggested that the development of parasitic fibroids is iatrogenic. Inadvertent seeding of
fibroid fragments during the morcellation procedure in a previous laparoscopic myomectomy surgery could
be the pathogenesis. However, in rare scenarios, they may develop spontaneously with no history of surgery
or a coexistent uterine fibroid. In this report, we present a case of parasitic fibroid in a 75-year-old
postmenopausal woman. She had no surgical history, and she had a normal uterus. Radiological
investigations had initially suggested the mass to be a subserous fibroid. However, it was diagnosed as
parasitic fibroid intraoperatively, confirmed later by histopathological examination.
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Introduction
Uterine fibroid or leiomyoma is one of the common benign tumors of women in the reproductive age group,
with an estimated prevalence ranging from 4.5% to 68.6% [1]. They are characterized by the proliferation of
smooth muscles and connective tissues of the uterus. Uterine fibroids are conventionally classified as
subserous, intramural, or submucous based on their location relative to the different layers of the uterus [2].
Moreover, the International Federation of Gynecology and Obstetrics (FIGO) leiomyoma subclassification
system categorizes fibroids into eight subclasses from type 1 to 8 [3]. Type 8 is an additional subtype that
recognizes parasitic fibroids as the extrauterine variant. As the name suggests, these fibroids do not have
any direct attachment to the uterus, and they receive nourishment from other abdominopelvic structures to
which they have adhered [4].

Parasitic fibroids can be primary, secondary, or iatrogenic. Primary variants are presumed to be the detached
pedunculated subserous fibroid. They subsequently get adhered to the nearby extrauterine structures and
lose any vascular connection with the uterus. Literature regarding primary parasitic fibroids is scarce [5,6].
Instead, several studies have proposed the iatrogenic hypothesis [7-11]. The latter theory postulates that
parasitic fibroids develop from the unintentional seeding of tissue fragments generated during the
morcellation procedure in a previous laparoscopic myomectomy surgery [12]. Nevertheless, de novo
development of fibroids due to metaplastic changes in extrauterine smooth muscle tissues has also been
suggested in some rare clinical variants [13].

Uterine fibroids are slow-growing tumors, and they usually shrink after menopause due to the lack of
estrogen and progesterone. Therefore, parasitic fibroids are highly unusual in postmenopausal women. This
case report discusses the preoperative diagnostic conundrum of an abdominal mass in a postmenopausal
woman who presented with abdominal discomfort. It was diagnosed intraoperatively as parasitic fibroid and
later confirmed by histopathological examination. She had no history of any abdominal surgery.

Case Presentation
A 75-year-old postmenopausal woman was evaluated at the gynecology clinic for pain and heaviness in the
lower abdomen for four months. She was para four, live four, and all her deliveries were vaginal; the last
childbirth was 35 years back. She did not have any known comorbidity and had no history of surgery. She
had no family history of malignancy or any significant comorbidity. There was no history of any abnormal
vaginal discharge or bleeding.

On examination, her vitals were found to be stable. The abdomen was slightly distended, and on palpation, a
firm non-tender mass was felt occupying the right iliac fossa and suprapubic area. The mass had a smooth
surface, and its movement was restricted from side to side. The liver and the spleen were palpated as
normal. There were no perceivable ascites. On per speculum examination, the cervix and the vagina were
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found to be healthy. The per vaginal examination revealed a mass corresponding to a 20-week size uterus,
which felt like a right adnexal mass. The right fornix felt shallow, and the left fornix was normal.

The hemogram, serum electrolytes, urea, creatinine, liver function tests, and urinalysis were all within
normal limits. The serum cancer antigen 125 was 9.4 IU/ml. The chest X-ray and electrocardiogram were
normal. Abdominopelvic ultrasonography showed a large heteroechoic solid lesion measuring 11 cm × 7 cm
seen involving the posterior myometrium with calcification. The impression was of a large, calcified fibroid
in the uterus. The ovaries could not be visualized, and other abdominal organs appeared normal. There were
no ascites. Magnetic resonance imaging (MRI) of the abdomen and pelvis revealed a large well-defined
encapsulated heterogenous lesion measuring 10.7 cm × 9.5 cm × 9.4 cm noted in the subserous plane of the
uterus, displacing it to the left anterolateral aspect (Figures 1-3). The mass was compressing the cervix
causing a mass effect and giving the impression of a subserous fibroid.

FIGURE 1: MRI of the abdomen and pelvis (T1-weighted axial image)
showing parasitic fibroid, uterus, and urinary bladder.
MRI: magnetic resonance imaging
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FIGURE 2: MRI of the abdomen pelvis (T2-weighted axial image)
showing parasitic fibroid, uterus, and urinary bladder.
MRI: magnetic resonance imaging

FIGURE 3: MRI of the abdomen pelvis (T2-weighted sagittal image)
showing the relationship between the parasitic fibroid, uterus, and
urinary bladder.
MRI: magnetic resonance imaging

She underwent an exploratory laparotomy. Intraoperatively, a mass measuring approximately 10 cm × 10 cm
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× 8 cm with cystic and solid areas was observed. It was filling up the pouch of Douglas and extending up to
the right iliac fossa. The mass was completely free from the uterus and was found to have adhered to the
right infundibulopelvic ligament. It was also attached to the sigmoid colon and lateral pelvic wall with flimsy
adhesions. The uterus was approximately 10 weeks in size, and the fallopian tubes and ovaries appeared
normal. All the adhesions were removed, and the mass was excised, followed by total abdominal
hysterectomy and bilateral salpingo-oophorectomy (Figure 4).

FIGURE 4: Operated specimen of fibroid along with the uterus. The size
of the fibroid was 10 cm × 10 cm × 8 cm.

The patient had an uneventful postoperative course. The histopathology report later confirmed the mass to
be a fibroid.

Discussion
The first reference to parasitic fibroid was by Kelly and Cullens in 1909. They described it as a “myoma that
has for some reason become partially or almost completely detached from the uterus and receive their main
blood supply from another source” [9]. Since then, most of the literature evidence has emerged from isolated
case reports or case series. There are few hypotheses regarding the pathogenesis of this rare clinical
condition. Initially, parasitic fibroids were thought to be detached pedunculated subserous uterine fibroids
that wandered off and attached to nonuterine tissues. Hence, its often named “wandering or migrating
leiomyoma.” In the last few decades, the iatrogenic theory of etiopathogenesis has emerged. The iatrogenic
theory proposed that parasitic fibroids originated from the seeding of the leftover tissues of fibroids
generated during previous laparoscopic myomectomy. The morcellation procedure performed during
myomectomy significantly increases the chances of dissemination of small fragments of fibroid tissue that
get implanted onto the surrounding tissues [7-12].

A retrospective analysis of 12 patients with parasitic fibroids by Kho and Nezhat revealed that 10 out of 12
cases had prior abdominal surgeries. They also found that in eight cases morcellation procedure was
performed during myomectomy [14]. Lu et al. in their retrospective study of six patients with parasitic
fibroids reported that all patients had a history of laparoscopic hysterectomy or myomectomy with the use
of a power morcellator [15]. Similarly, Gaspare and colleagues reported an incidence of 0.9% of parasitic
fibroids in a retrospective analysis of 423 cases in whom power morcellation was performed during
myomectomy [16]. Till now, the literature evidence suggests that parasitic fibroid is always associated with a
uterine fibroid. The latter either gets spontaneously detached or inadvertently spread during myomectomy
surgery. Rarely, the isolated parasitic fibroid may exist, as seen in a few cases that include the current
patient, suggesting that the presence of uterine fibroid or its prior surgery may not always be a prerequisite.
However, the age-old hypothesis of detached pedunculated subserous fibroid can be a possibility in the
present case.

Theories of de novo development of fibroids have also been described in some rare variants of extrauterine
fibroids, such as in leiomyomatosis peritonealis disseminata (LPD) and benign metastasizing
leiomyomatosis. LPD is a benign condition characterized by the development of multiple fibroid nodules on
peritoneal surfaces. There are multiple theories behind the pathogenesis of LPD. One of them is the
estrogen-induced metaplasia and differentiation of subperitoneal mesenchymal stem cells to smooth muscle
cells. Similarly, in cases of metastasizing leiomyomatosis, embolization of fibroid tissue from the uterus is
implicated as one of the etiopathogeneses [13].
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The most likely location of parasitic fibroids is in the pelvis which is the area close to the uterus.
Nevertheless, they are seen all over the abdominal cavity. Unusual locations such as the lungs, bladder,
urethra, and sigmoid colon have also been reported [13,14,17]. The symptoms associated with parasitic
fibroid are usually vague and related to the pressure effect such as pain and heaviness in the abdomen.
Patients may present with uterine bleeding, and if the fibroid is large, it may present as a mass abdomen.
Often, clinicians face a dilemma in diagnosing parasitic fibroids because of their rarity, aberrant location,
and atypical presentation. A detailed medical history and radiological investigations can help clinicians in
differentiating parasitic fibroids from other abdominopelvic masses.

Uterine fibroids are tumors of the reproductive age group as their development and proliferation depend on
ovarian hormones. As expected, parasitic fibroids are commonly reported in premenopausal women and are
extremely unusual in postmenopausal women. In the literature, there were reports of only two cases of
parasitic fibroid in postmenopausal women, and in both cases, there were coincident uterine fibroids [6,18].
In the current case, an isolated parasitic fibroid was detected, attached to the infundibulopelvic ligament,
and the uterus was normal.

Management of parasitic fibroids is usually surgical either by laparoscopy or open surgery. Medical
treatment with gonadotropin-releasing hormone analog was attempted in a few cases with good results but
needs further investigation as a treatment modality [19].

Multiple pathological descriptions of extrauterine fibroids or parasitic fibroids have been reported, including
LPD, metastasizing leiomyomatosis, ectopic fibroid, etc. The FIGO leiomyoma classification system has
added a separate category, type 8, to include all extrauterine fibroids that do not relate to the myometrium,
such as cervical fibroids, broad ligament fibroids, and other parasitic lesions [3]. However, considering the
literature evidence till now, there is a need to devise a comprehensive nomenclature system to include all
the variants of parasitic fibroids.

Conclusions
Parasitic fibroids are extrauterine fibroids with no myometrial connection. Clinicians often encounter
difficulty in diagnosing these fibroids preoperatively due to their rarity, aberrant locations, and unusual
presentations. Parasitic fibroids are primarily thought to be a derivative of uterine fibroids. Recent evidence
has suggested a higher risk of occurrence after laparoscopic myomectomy using a power morcellator. Rarely,
as witnessed in the current case, it may be encountered isolated without any history of myomectomy or
coexistent uterine fibroid. This report also demonstrated the persistence of fibroid even after menopause
which is uncommon and needs further research.

Clinicians should be highly suspicious of parasitic fibroids due to their tendency to mimic other pelvic
tumors. It is rational to keep this rare condition as a differential diagnosis of unusual abdominopelvic mass.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Stewart EA, Cookson CL, Gandolfo RA, Schulze-Rath R: Epidemiology of uterine fibroids: a systematic

review. BJOG. 2017, 124:1501-12. 10.1111/1471-0528.14640
2. Stewart EA: Uterine fibroids. Lancet. 2001, 357:293-8. 10.1016/S0140-6736(00)03622-9
3. Munro MG, Critchley HO, Broder MS, Fraser IS: FIGO classification system (PALM-COEIN) for causes of

abnormal uterine bleeding in nongravid women of reproductive age. Int J Gynaecol Obstet. 2011, 113:3-13.
10.1016/j.ijgo.2010.11.011

4. Odofin O, Nasir N, Satyadas T, Lower AM, Akle C: An unusual case of ectopic or "parasitic" leiomyoma
excised by laparoscopic surgery. Int Surg. 2004, 89:161-3.

5. Salih AM, Kakamad FH, A H D, J Habibullah I, M Rauf G, Najar KA: Parasitic leiomyoma: a case report with
literature review. Int J Surg Case Rep. 2017, 41:33-5. 10.1016/j.ijscr.2017.10.003

6. Osegi N, Oku EY, Uwaezuoke CS, Alawode KT, Afolabi SA: Huge primary parasitic leiomyoma in a
postmenopausal lady: a rare presentation. Case Rep Obstet Gynecol. 2019, 2019:7683873.
10.1155/2019/7683873

7. Paul PG, Koshy AK: Multiple peritoneal parasitic myomas after laparoscopic myomectomy and
morcellation. Fertil Steril. 2006, 85:492-3. 10.1016/j.fertnstert.2005.10.017

8. Larraín D, Rabischong B, Khoo CK, Botchorishvili R, Canis M, Mage G: "Iatrogenic" parasitic myomas:
unusual late complication of laparoscopic morcellation procedures. J Minim Invasive Gynecol. 2010, 17:719-

2022 Barik et al. Cureus 14(5): e25048. DOI 10.7759/cureus.25048 5 of 6

https://dx.doi.org/10.1111/1471-0528.14640
https://dx.doi.org/10.1111/1471-0528.14640
https://dx.doi.org/10.1016/S0140-6736(00)03622-9
https://dx.doi.org/10.1016/S0140-6736(00)03622-9
https://dx.doi.org/10.1016/j.ijgo.2010.11.011
https://dx.doi.org/10.1016/j.ijgo.2010.11.011
https://pubmed.ncbi.nlm.nih.gov/15521253/
https://dx.doi.org/10.1016/j.ijscr.2017.10.003
https://dx.doi.org/10.1016/j.ijscr.2017.10.003
https://dx.doi.org/10.1155/2019/7683873
https://dx.doi.org/10.1155/2019/7683873
https://dx.doi.org/10.1016/j.fertnstert.2005.10.017
https://dx.doi.org/10.1016/j.fertnstert.2005.10.017
https://dx.doi.org/10.1016/j.jmig.2010.05.013


24. 10.1016/j.jmig.2010.05.013
9. Nezhat C, Kho K: Iatrogenic myomas: new class of myomas?. J Minim Invasive Gynecol. 2010, 17:544-50.

10.1016/j.jmig.2010.04.004
10. Temizkan O, Erenel H, Arici B, Asicioglu O: A case of parasitic myoma 4 years after laparoscopic

myomectomy. J Minim Access Surg. 2014, 10:202-3. 10.4103/0972-9941.141524
11. Erenel H, Temizkan O, Mathyk BA, Karataş S: Parasitic myoma after laparoscopic surgery: a mini-review . J

Turk Ger Gynecol Assoc. 2015, 16:181-6. 10.5152/jtgga.2015.15242
12. Sinha R, Sundaram M, Lakhotia S, Kadam P, Rao G, Mahajan C: Parasitic myoma after morcellation. J

Gynecol Endosc Surg. 2009, 1:113-5. 10.4103/0974-1216.71612
13. Vaquero ME, Magrina JF, Leslie KO: Uterine smooth-muscle tumors with unusual growth patterns . J Minim

Invasive Gynecol. 2009, 16:263-8. 10.1016/j.jmig.2009.01.013
14. Kho KA, Nezhat C: Parasitic myomas. Obstet Gynecol. 2009, 114:611-5. 10.1097/AOG.0b013e3181b2b09a
15. Lu B, Xu J, Pan Z: Iatrogenic parasitic leiomyoma and leiomyomatosis peritonealis disseminata following

uterine morcellation. J Obstet Gynaecol Res. 2016, 42:990-9. 10.1111/jog.13011
16. Cucinella G, Granese R, Calagna G, Somigliana E, Perino A: Parasitic myomas after laparoscopic surgery: an

emerging complication in the use of morcellator? Description of four cases. Fertil Steril. 2011, 96:e90-6.
10.1016/j.fertnstert.2011.05.095

17. Putran J, Khaled K: Parasitic leiomyomas: two case reports and review of literature . Gynecol Surg. 2010,
7:383-4. 10.1007/s10397-009-0511-5

18. Nappi L, Bettocchi S, Carriero C, Ceci O, Vimercati A, Resta L: Large parasitic leiomyoma of the broad
ligament. J Gynecol Surg. 2004, 20:97-102. 10.1089/gyn.2004.20.97

19. Kumar S, Sharma JB, Verma D, Gupta P, Roy KK, Malhotra N: Disseminated peritoneal leiomyomatosis: an
unusual complication of laparoscopic myomectomy. Arch Gynecol Obstet. 2008, 278:93-5. 10.1007/s00404-
007-0536-9

2022 Barik et al. Cureus 14(5): e25048. DOI 10.7759/cureus.25048 6 of 6

https://dx.doi.org/10.1016/j.jmig.2010.05.013
https://dx.doi.org/10.1016/j.jmig.2010.04.004
https://dx.doi.org/10.1016/j.jmig.2010.04.004
https://dx.doi.org/10.4103/0972-9941.141524
https://dx.doi.org/10.4103/0972-9941.141524
https://dx.doi.org/10.5152/jtgga.2015.15242
https://dx.doi.org/10.5152/jtgga.2015.15242
https://dx.doi.org/10.4103/0974-1216.71612
https://dx.doi.org/10.4103/0974-1216.71612
https://dx.doi.org/10.1016/j.jmig.2009.01.013
https://dx.doi.org/10.1016/j.jmig.2009.01.013
https://dx.doi.org/10.1097/AOG.0b013e3181b2b09a
https://dx.doi.org/10.1097/AOG.0b013e3181b2b09a
https://dx.doi.org/10.1111/jog.13011
https://dx.doi.org/10.1111/jog.13011
https://dx.doi.org/10.1016/j.fertnstert.2011.05.095
https://dx.doi.org/10.1016/j.fertnstert.2011.05.095
https://dx.doi.org/10.1007/s10397-009-0511-5
https://dx.doi.org/10.1007/s10397-009-0511-5
https://dx.doi.org/10.1089/gyn.2004.20.97
https://dx.doi.org/10.1089/gyn.2004.20.97
https://dx.doi.org/10.1007/s00404-007-0536-9
https://dx.doi.org/10.1007/s00404-007-0536-9

	A Curious Case of Parasitic Fibroid in a Postmenopausal Woman
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: MRI of the abdomen and pelvis (T1-weighted axial image) showing parasitic fibroid, uterus, and urinary bladder.
	FIGURE 2: MRI of the abdomen pelvis (T2-weighted axial image) showing parasitic fibroid, uterus, and urinary bladder.
	FIGURE 3: MRI of the abdomen pelvis (T2-weighted sagittal image) showing the relationship between the parasitic fibroid, uterus, and urinary bladder.
	FIGURE 4: Operated specimen of fibroid along with the uterus. The size of the fibroid was 10 cm × 10 cm × 8 cm.

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


