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Abstract 
Uterine leiomyomas are one of the most common tumors in women. Parasitic leiomyoma is 

an uncommon type of uterine leiomyoma. It may present with a wide spectrum of symptoms. 
The authors report a case of a 44-year-old woman who presented with a palpable pelvic mass 

and increased frequency of urination for 2 years. A parasitic leiomyoma that had blood supplies from 
the common iliac vessels was diagnosed during the operation. Total abdominal hysterectomy and mass 
removal were performed without complication. Even though a parasitic leiomyoma is uncommon, it 
should be included in the differential diagnosis of pelvic mass. The management depends on the opera­
tive finding and the desired fertility function of the patients. Literature on parasitic leiomyoma is also 
reviewed. 
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Leiomyomas are benign tumors of the smooth 
muscle in origin which are referred to as fibroids. 
Uterine leiomyomas are one of the most common 
tumors in women. They occur in 20-30 per cent of 
women who are over 30 years old. The vast majority 
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are asymptomatic, but it may present with a wide 
variety of symptoms including menorrhagia, pelvic 
pain, urinary frequency and tenesmus( 1). Other less 
frequent complaints such as gastrointestinal bleeding 
and deep vein thrombosis have been reported(2,3). 
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Grossly, the tumors are well circumscribed and uncap­
sulated(4). When such tumors become adherent to the 
surrounding structures, they develop an auxiliary blood 
supply and lose the original attachment to the uterus; 
they are termed parasitic leiomyoma(4,5). This is an 
uncommon finding. There have been fewer than twenty 
cases reported in the English publications. Herein, 
the authors report an additional case of parasitic leio­
myoma that was not diagnosed before the operation 
and a review of the literature. 

CASE REPORT 
A 44-year-old woman, para 3-0-1-3, pre­

sented with a palpable pelvic mass and increased fre­
quency of urination for 2 years. She denied any his­
tory of weight loss and gastrointestinal symptoms. She 
had had three uncomplicated vaginal deliveries and 
had undergone Pomeroy's tubal sterilization 4 years 
earlier. Her menstrual periods were regular with an 
interval of 30 days and 4-day duration of flow. Her 
last menstrual period was December 8, 2001. Her past 
history and family history were unremarkable. 

Her physical examination revealed blood 
pressure of 110/80 mmHg, pulse rate of 80/min, respi­
ratory rate of 20/min, and body temperature of 36.tC. 
The abdomen was distended and a palpable 18-week­
size uterus. There was no adnexal or rectal mass 
palpated. Her laboratory investigations demonstrated 
Hct 40.4 per cent, white blood cell count 5,510 cells/ 
mm3 and platelets 241,000/mm3. The pelvic ultra­
sonogram demonstrated a normal size uterus, a 121 x 
88 mm, nonhomogeneous echogenic mass contiguous 
with the uterine fundus, and no free fluid in the cul­
de-sac. The pre-operative diagnosis was subserous 
leiomyoma. 

At laparotomy, no ascitic fluid was seen. The 
leiomyomatous mass diameter of 20 em originated 
from the right retroperitoneal space just above the 
pelvic brim, which was completely separated from 
any connection with the uterus (Fig. 1). Its vascular 
supplies derived from common iliac vessels. The uterus 
and ovaries appeared normal. Both fallopian tubes 
had interruption sites at the isthmic portion. The mass 
was readily shelled out and total hysterectomy was 
performed. Gross examination showed a 1,058-g mass 
measuring 14 x 10 x 10 em. Its cut section revealed a 
typical whorled appearance of leiomyoma with areas 
of hemorrhage and fatty degeneration. Microscopy 
confirmed the diagnosis of leiomyoma. There was 
neither anaplasia nor mitotic activity. The post-opera-

Fig. 1. The operative finding demonstrates a large 
parasitic leiomyoma (arrow) and normal sized 
uterus. 

tive period was uneventful and the patient was dis­
charged on the fourth post-operative day. She was well 
at the 6-week follow-up. 

DISCUSSION 
This case report of a parasitic leiomyoma 

which had vascular supplies from the common iliac 
vessels, had no connection with the uterus . The pro­
posed mechanism is the subserosa! type of leiomyoma 
which may develop a long stalk and become adherent to 
its nearby structures. After losing the original attach­
ment with the uterus, these tumors are termed parasitic 
leiomyomas( 4,5) . 

The symptoms in this present case were from 
pressure symptoms similar to a previous case report(6). 
However, massive intraperitoneal bleeding causing 
abdominal distention and shock can occur<!). This 
is caused by rupture of the large veins overlying the 
surface of the leiomyoma(!), The massive lower 
gastrointestinal hemorrhage caused by parasitic uterine 
leiomyoma at the distal ileum(2), acute abdomen by 
torsion of parasitic leiomyoma(?), and pseudo-Meigs' 
syndrome(5) have also been reported. Parasitic leio­
myoma can also cause unilateral ureteral obstruction 
when it is located in the retroperitoneum(8), 

The diagnosis of parasitic leiomyoma in this 
case was made during the operation, similar to other 
reports(5-12). Parasitic leiomyoma may mimic a variety 
of adnexal lesions or uterine sarcoma because of its 
unusual appearances(5). It can only be recognized if 
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it is separated from the ovary and uterus and if no 
connection from the uterus and has its blood supply 
from other organs can be demonstrated on sonography 
(10), and magnetic resonance imaging (MRI)03). If 
it is close to the uterus and the adnexa, the mass is 
very large, occupying the entire pelvis, and no peduncle 
is visible; the diagnosis then becomes difficuJt(5). 
In this case, the diagnosis was not made before the 
operation because the mass was close to the uterus 
from the ultrasonographic findings. 

The management of this present case was 
hysterectomy and removal of a parasitic leiomyoma as 
previous reported(2,8,9) due to her completed family 
and permanent sterilization. The management of a 
parasitic leiomyoma is similar to other types of leio­
myoma. Conservative management is indicated for 
young or unmarried women who desire fertility func­
tion04). 

The authors performed a MEDLINE search 
of the medical literature from 1966 to 2002. Eleven 
cases of parasitic leiomyoma were found the present 
including this case and are summarized in Table 1 (2,5-
12). All cases occurred in the reproductive period. The 
symptoms varied from having mild pressure symptoms 
to severe symptoms such as abdominal pain, lower 
gastrointestinal hemorrhage and ureteral obstruction. 
The diagnosis was made before operation in only 1 
case (9.1% ). Four cases (36.4%) were managed with 
hysterectomy and mass removal, while five cases 
(45.5%) were managed with mass removal. The out­
come was favorable in most cases. 

In conclusion, even though parasitic leio­
myoma is uncommon, it should be included in the 
differential diagnosis of a pelvic mass. The manage­
ment depends on the operative finding and the desired 
fertility function of the patients. 

(Received for publication on June 24. 2003) 
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