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Parasitic leiomyoma causing small bowel perforation: A case report 
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A B S T R A C T   

Background: Parasitic leiomyomas are rare extra-uterine tumors that can be seen in patients after myomectomy or 
morcellation of leiomyomas. 
Case: A 63-year-old woman with a history of abdominal myomectomy 20 years prior presented with worsening 
abdominal distension and pain for the past eight months. The patient delayed care due to fear of the COVID-19 
pandemic and was found to have a 42 cm parasitic leiomyoma attached to the small bowel causing obstruction 
and perforation. 
Conclusion: Parasitic leiomyomas can cause small bowel obstruction and perforation.   

1. Introduction 

Parasitic leiomyomas are rare extra-uterine smooth muscle neo-
plasms. Originally described by Kelly and Colon in 1909, they were 
thought to originate from subserosal myomas that twisted off their 
uterine pedicle and survived via neovascularization of adjacent organs 
[1]. More recently, parasitic leiomyomas have been found after myo-
mectomies or morcellation of leiomyomas, though the true pathophys-
iology is still unclear [2]. Few cases have been documented of parasitic 
leiomyomas attaching to the small bowel, omentum, and pelvic sidewall 
causing a small bowel obstruction (SBO). No cases have been docu-
mented of a parasitic leiomyoma causing bowel perforation. Here, the 
authors present a case of a parasitic leiomyoma causing a small bowel 
perforation after a delay of care due to the coronavirus disease 2019 
(COVID-19) pandemic. 

2. Case Presentation 

A 63-year-old Caucasian woman, G2P2003, with a surgical history 
significant for two cesarean sections and an abdominal myomectomy 20 
years prior, presented to the emergency department with complaints of 
abdominal distension that had been progressively worsening for the past 
8 months since the beginning of the pandemic. For over three weeks 
prior to presentation, she had worsening shortness of breath and 
abdominal pain secondary to the distension. She had been reluctant to 
seek medical care due to the COVID crisis. On examination, her 

abdomen was distended and firm with an approximately 30- to 40-week- 
sized uterus which was nontender to palpation. Her pelvic exam was 
significant for fullness appreciated in the posterior cul-de-sac. Given her 
tachypnea, at 40 breaths/min, significant leukocytosis >20,000/μL, and 
suspected infection, she met criteria for sepsis at this time. 

A CT scan of the abdomen and pelvis without contrast demonstrated 
multiple pelvic masses, including an approximately 14 cm mixed density 
mass in the posterior cul-de-sac separate from an abdominal mass 
measuring 25.5 × 20.5 × 20.5 cm. Pneumoperitoneum, ascites, and 
abnormal omental and mesenteric surfaces were also noted (Fig. 1). The 
uterus and ovaries were not identified on the CT scan. Given these 
findings and the concern for a bowel perforation, the patient underwent 
an emergent exploratory laparotomy with possible bowel resection, 
hysterectomy, bilateral salpingo-oophorectomy and debulking surgery. 

Upon entry into the abdomen, an approximately 40 × 40 cm necrotic 
mesenteric tumor that compressed the mid-jejunum was visualized. 
There was also secondary peritonitis with approximately 1500 cc of 
purulent fluid drained during surgery secondary to perforation of the 
jejunum. In addition, a mass in the posterior cul-de-sac causing a partial 
bowel obstruction was noted. The uterus, fimbria and ovaries were 
identified separately from the posterior cul de sac tumor. Due to the 
patient's worsening status, she was left in discontinuity and transferred 
to the ICU intubated after evacuation of the purulent fluid and an en- 
bloc removal of the necrotic mesenteric tumor and the adjacent small 
bowel with a plan to return once hemodynamically stable. 

Two days later, the patient returned to the operating room for small 
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bowel anastomosis and resection of the pelvic mass. As the mass in the 
posterior cul-de-sac was being resected, it was felt that the mass was 
continuous with the left fallopian tube and ovary. The mass was sent to 
pathology for an intraoperative frozen section and a total abdominal 
hysterectomy and bilateral salpingo-oophorectomy were performed. 
Intraoperative frozen section demonstrated a mesenchymal mass. The 
patient was then closed and transferred to the ICU for continued care. 

The final pathology report for both the abdominal and pelvic mass 
indicated leiomyomas with ischemic necrosis and hemorrhage. The 
abdominal leiomyoma measured 42x30x13 cm with multiple sites of 
perforation containing pus and feculent material from the perforated 
site while the multinodular, lobulated pelvic leiomyoma measured 17 ×
14.5 × 8 cm (Figs. 2, 3). The uterus, cervix, bilateral fallopian tubes and 
ovaries were negative for malignancy. The patient's postoperative 
course was uneventful and the patient was discharged home on hospital 
day 12. 

3. Discussion 

As defined originally by Kelly and Colon, parasitic leiomyomas were 
derived from uterine myomas that were adjacent to nearby organs; the 
myomas would then begin to derive their blood supply from that organ, 
no longer reliant on the uterus and slowly becoming detached from it 
[1]. However, parasitic leiomyomas have become increasingly prevalent 
within the last 20 years. This increase coincides with another possible 
explanation regarding the pathophysiology of parasitic leiomyomas, in 
which parasitic leiomyomas are created iatrogenically after pelvic sur-
gery, particularly after morcellation [2,3]. Patients with parasitic my-
omas can present with a range of symptoms varying anywhere from 
asymptomatic to sepsis as a result of colonic serositis [4]. However, 
parasitic myomas most commonly present with abdominal pain or 
distension. A literature search revealed three published cases of a 
parasitic leiomyoma presenting as a small bowel obstruction [5–7]. 

In the case presented by Khan et al., a 45-year-old woman com-
plaining of increasing abdominal growth over the past several years with 
past medical history of fibroids presented with symptoms concerning for 
a small bowel obstruction and was found to have a 12x12x8cm parasitic 
leiomyoma of the greater omentum with a small fibrotic attachment to 
the uterus [5]. Shaukat et al. presented a case of a 45-year-old woman 
with acute abdominal pain, nausea and vomiting, with a past surgical 
history significant for a laparoscopic hysterectomy with morcellation of 
fibroids 4 years prior, who was found to have a small bowel obstruction 
caused by a parasitic leiomyoma arising from the peritoneum measuring 
8 cm6. In a postmortem analysis by Jacobs et al., a 64-year-old woman 

with symptoms concerning for a small bowel obstruction was found to 
have an ileal obstruction caused by an intraluminal, calcified spiculated 
mass which was consistent with a uterine leiomyoma [7]. 

Fig. 1. CT images of the abdomen and pelvis upon patient presentation: (A) axial, (B) coronal, (C) sagittal views. CT images demonstrate a large intra-abdominal 
mass occupying the majority of the abdomen. There was also evidence of free air consistent with bowel perforation. 

Fig. 2. Leiomyoma with infarction (left) and acute and chronic inflammation 
(right) (hematoxylin-eosin, original magnification x 20). 

Fig. 3. Small intestine wall with acute and organizing peritonitis and focal 
perforation (hematoxylin-eosin, original magnification x 20). 
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Similar to the case presented by Shaukat et al., our patient had had 
fibroids for which she had undergone abdominal myomectomy 20 years 
prior. Though our patient first noticed symptoms at the beginning of the 
COVID-19 crisis, her 8-month delay in care likely caused her acute 
presentation of sepsis secondary to small bowel perforation. Given the 
size of her parasitic leiomyomas and the amount of frank pus, it is not 
difficult to imagine the severity and worsening nature of her symptoms 
leading up to her acute presentation. 

This case demonstrates that parasitic leiomyomas can cause not just 
obstruction but also outright perforation of the bowel. This patient's 
clinical course highlights the importance of seeking care in a prompt 
fashion that should not be delayed by the COVID-19 pandemic. 
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