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terine myomas are the most common benign gynecological tumors
and are reported on pathologic examination in approximately 80%
of surgically excised uteri.1 A very rare type of uterine myoma is

parasitic myoma, which is first described by Kelly and Cullen in 1909, and
postulated as a pedunculated subserosal myoma for some reason partially
or completely separates from uterus and receives its blood supply from an-
other source.2,3 However, the developmental pathophysiology and nature of
parasitic myomas are still uncertain.

Current literature of parasitic myoma is limited to a small number of
case reports and besides, rather than the conventional theory of Kelly and
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Cullen, most of these cases are reported as a conse-
quence of laparoscopic morcellation procedures.4-10

In this study we aimed to present a very rare case
of spontaneous parasitic myoma in a patient with-
out history of uterine surgery and examine the pro-
posed etiologies together with possible prevention
methods.

CASE REPORT

A 44-year-old multiparous woman with complaints
of pelvic pain and constipation referred to our clinic
because of a right adnexal mass. Patient history was
unremarkable. On pelvic examination, uterus was
large and a mobile and well-demarcated solid mass
palpated on the right side. Laboratory tests and
tumor markers were normal.  Transvaginal ultra-
sound revealed a homogenous, right adnexal mass
9 cm in diameter  which was likely to be benign.
During laparoscopic surgery a parasitic myoma con-
nected to the mesentery of transverse colon without
any connection to ovary or uterus observed. After a
detailed exploration the peduncle of the myoma lig-
ated and separated from mesentery, subsequently
open power morcellation and abdominal irrigation
in order to prevent remaining tissue fragments per-
formed (Figure 1). No intraoperative or postopera-
tive complications were recorded. Histopathology
confirmed the diagnosis of leiomyoma. During the
two years of follow up no clinical or sonographic
recurrence was recorded.

DISCUSSION

Parasitic myoma is a very rare class of uterine my-
omas. The conventional explanation for this con-
dition originally proposed by Kelly and Cullen and
supported by Brody as a pedunculated subserosal
myoma separates from the uterus and receives an
extrauterine blood supply such as from mesentery,
bowel or peritoneum.2,3 This theory explains the
possible etiology of spontaneous parasitic myomas. 

The second theory is based on the idea of
metaplasia, which is suggested by Tavassoli and
Norris in their study of 20 cases of leiomyomatosis
peritonealis disseminata.4 They hypothesized sub-
peritoneal mesenchymal stem cells may undergo
metaplasia by the stimulation of estrogen and dif-
ferentiate into myofibroblast. This theory is sup-
ported by some case reports of patients after
tamoxifen treatment, hormone replacement ther-
apy or prolonged oral contraceptive usage.5-7

Third proposed theory is based on genetic
analysis that emphasizes the importance of somatic
mutations particularly affecting MED 12, a subunit
of mediator complex regulates transcription initia-
tion and elongation in gene promoters to the RNA
polymerase II initiation complex.8,9

All these theories are suggested as possible eti-
ologies for spontaneous parasitic myomas. In our
case, the parasitic myoma may be explained by the
first theory proposed by Kelly and Cullen, because
the patient had no history of uterine surgery. How-
ever, the literature consists mainly of parasitic my-
omas occur after laparoscopic morcellation of the
uterus or myoma.10-15 Iatrogenic parasitic myoma
cases tend to be increasing due to rising popularity
and application of minimally invasive procedures.
Although it is difficult to establish a certain fre-
quency due to asymptomatic cases, Cucinella et al.
reported the incidence of parasitic myoma after la-
paroscopic myomectomy with morcellation as
1.2%.16

Laparoscopy is undoubtedly a milestone in the
history of modern surgery and morcellation proce-
dure is a crucial step, which enables removal of
large tissues from abdominal cavity during la-FIGURE 1: Ligation of peduncle of parasitic myoma and separation from

small intestine.

peduncle of myoma



Enes TAYLAN et al. Turkiye Klinikleri J Gynecol Obst 2017;27(2):106-8

108

paroscopy. However, recently an increasing num-
ber of concerns related with this procedure re-
ported by various authors. These concerns are not
only about the increased risk of iatrogenic parasitic
myomas but also more alarming complication is
tumor spread that worsens the prognosis.17,18 Under
the influence of these negative reports, US Food
and Drug Administration released a safety com-
munication in April 2014, which is discouraging
the use of power morcellation during laparoscopy. 

As a consequence of these concerns re-
searchers tried to find a technique to decrease or if
possible eliminate the problem of tissue dissemina-
tion during specimen morcellation. In this frame,
in situ morcellation suggested as a possible method
to reduce the dissemination of myoma fragments.19

However, enclosed or in bag morcellation tech-
niques are probably the most promising result of
these endeavors.20-23 The main idea underlying
these studies is morcellation of the specimen in
containment inside the abdominal cavity to isolate

morcellation area from abdominal space and reduce
the risk of tissue dissemination. 

Consequently, although spontaneous parasitic
myomas are very rare, particularly iatrogenic type
has an increasing incidence as complication of la-
paroscopic surgery. Besides, the treatment can be
very difficult due to vascular and adjacent organ in-
volvement. Detailed exploration for remained tis-
sue fragments and abdominal irrigation may be
helpful after laparoscopic morcellation. Addition-
ally, advancements in enclosed morcellation meth-
ods hold the promise to overcome this concern.
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