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Background
Uterine fibroids are a common condition affecting women 

worldwide. Treatment modalities are varied, with laparoscopic 
myomectomy first performed in 1979 [1]. Since the first successful 
laparoscopic myomectomy performed, it has now become an 
increasingly popular option due to the multiple advantages of 
a minimally invasive approach. A rare complication of parasitic 
fibroids as a result of laparoscopic morcellation during laparoscopic 
myomectomies was first described in 1997 [2], and multiple case 
reports have been published since, with the incidence estimated to 
be between 0.12 and 0.95% [3]. We describe the first case in our 
centre, of a patient who suffered recurrent parasitic fibroids after a 
single laparoscopic myomectomy was performed with morcellation 
and was required to undergo repeated excisions. 

Case Presentation
A 42-year-old para 1 lady who delivered via a normal vaginal 

delivery, presented with a history of a mobile mass at the umbilicus 
region for 1 year. She had previously undergone an uncomplicated 
laparoscopic myomectomy 8 years ago for a single anterior wall 
fibroid measuring 9cm. The specimen was removed via power 
morcellation at the umbilical port site. She did not have any other 
medical or surgical history. Her periods were regular, normal in flow 
and she denied dysmenorrhea. Her vitals were stable, examination 
of the cardiovascular and respiratory systems was unremarkable. 

On examination, her abdomen was soft, non-tender and non-
distended. Previous laparoscopic surgical scars were seen. A 
mass measuring 4cm was palpated at the umbilicus, it was mobile 
and firm in consistency. It was non tender, and no overlying skin 
changes were noted. On vaginal examination, her vulva, vagina, 
cervix appeared normal. Bimanual examination done elicited a 
uterus that was 8/52 in size, mobile and non-tender.

An ultrasound of the abdomen and pelvis was performed which 
revealed a 7.9x6.7x5.7cm pedunculated fibroid in the posterior 
wall of the uterus. 3 discrete nodules ranging from 4.2cm to 7.4cm 
superior to the uterine fundus and 4 discrete nodules superficially 
subcutaneous tissue in the region of the umbilicus ranging 
from 1.4cm to 5.2cm. They appeared hypoechoic with intrinsic 
vascularity with a similar appearance to the uterine fibroid. No 
bridging vessels with the uterus could be detected. 

She underwent a laparotomy, myomectomy and excision of 
parasitic fibroids. Due to the multiple locations of the fibroids 
and large size, a laparoscopic approach was not recommended. 
Intraoperatively, 3 fibroids were seen in the sub rectal layer 
under the umbilicus measuring 7cm, 4cm and 3cm. There was 1 
additional fibroid seen in the sub rectal layer in the suprapubic 
region measuring 2cm. There was also an 8cm fibroid arising from 
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the posterior peritoneal wall in the pouch of Douglas. The uterus 
was 8/52 size with a 1cm pedunculated fibroid on the posterior 
fundus.

 The sub rectal fibroids were dissected free and the base 
clamped, divided and ligated. The large pedunculated fibroid 
arising from the pouch of Douglas was also clamped, divided and 
ligated. The fibroid of the uterus was also dissected free and excised 
from the uterus, completing the myomectomies. The uterus defect 
was then closed with vicryl 2-0, while the serosal surfaces were 
repaired with Prolene 3-0 sutures. A copious abdominal washout 
was done, and the abdomen was closed in layers. 

The patient recovered uneventfully and was discharged on post-
operative day 3. Her post-operative review in 1 month confirmed 
that her wound was well healed and there were no adverse effects 
felt post-surgery. Histology confirmed that all specimens removed 
were benign leiomyomas. 6 months later, the patient complained 
of pain and swelling at the umbilical region for 1 week. Purulent 
discharge was excreting from the umbilicus and she was admitted 
for a suspected diagnosis of an umbilical abscess. On examination, 
her vitals were stable, and she was afebrile. Her abdomen was soft 
and non-distended, a 5cm mass was noted at the umbilicus with 
overlying erythema. Purulent discharge was noted, and the mass 
was tender. It was mobile and fluctuant. Pelvic examination was 
unremarkable, the uterus was normal in size, mobile and non-
tender. A CT scan of the abdomen and pelvis was performed. The CT 
scan revealed a lobulated soft tissue nodule measuring 5.8x4.9cm 
at the umbilical region in the subcutaneous plane with minimal 
intraabdominal extension. Anteriorly, it was flushed with the skin. 
A 1cm focus of fluid density within the mass possibly contributed to 
the patient’s symptoms of umbilical discharge. No other collections 
were seen. The uterus appeared bulky and nodular with small ill-
defined hypodensities within, likely due to fibroids. Both ovaries 
appeared normal. No enlarged intraabdominal or pelvic lymph 
nodes were seen. A trace amount of pelvic free fluid was likely 
physiological.

The patient was treated with a course of cloxacillin for 1 
week with resolution of the pain and discharge seen. However, 
the umbilical mass was persistent and did not resolve. She was 
counselled of the likely diagnosis of a recurrence of the umbilical 
parasitic fibroid and was agreeable to undergo repeat excision of 
the umbilical fibroid. 

Intraoperatively, there was a 5cm umbilical fibroid seen just 
below the subcutaneous tissues, but above the rectus. The fibroid 
was excised piecemeal and the defect was closed with vicryl. The 
underlying uterus and ovaries appeared normal. The abdomen was 
washed out and closed in layers.

Post operatively, the patient recovered well and was discharged 
uneventfully. Clinically, she did not experience any further 
recurrence of the umbilical mass or discharge at the 12 months 
follow up. Histology of the removed specimen confirmed benign 
leiomyomatas, consistent with the pre-operative diagnosis of a 
recurrent parasitic umbilical fibroid.

Discussion
It has been hypothesized that parasitic fibroids may be a 

complication that arises when there is accidental seeding that 
happens during power morcellation, usually done to remove the 
specimen during a laparoscopic myomectomy. The most common 
presentation is usually abdominal pain or abdominal distension, 
although up to 21.7% of women may be asymptomatic [3]. Our 
patient had a history of laparoscopic myomectomy with power 
morcellation, which increased the clinical suspicion for a diagnosis 
of parasitic fibroids, although this is certainly an uncommon 
diagnosis given the overall rarity of the condition. Fortunately for 
our patient, the location of the parasitic fibroid being in the sub 
rectal layer in our patient meant that the mass was superficial and 
thus was easily palpable and detected. 

Treatment options involve surgical resection, either via a 
laparotomy, or a laparoscopy [4]. Although a minimally invasive 
approach is favoured for its fast recovery, the possibility of an 
occult sarcoma must be counselled for, as it has been shown to 
lower survival rates [5]. In our patient, the location of the mass 
being superficial and not in the abdominal cavity warranted a 
laparotomy instead of a laparoscopic approach. As parasitic fibroids 
may be found to be seeded on various locations in the abdomen, 
a multidisciplinary approach must be considered especially if it is 
suspected to be near other organs, making excision tricky [6].

Although the ideal technique and device have not been 
determined to date, confined morcellation is a method of eliminating 
the chance of tissue dissemination inside the abdominal cavity, in 
order to reduce the chance of parasitic fibroids during laparoscopic 
myomectomies. However, in our patient, there was minimal chance 
of tissue dissemination as a laparotomy was performed during the 
first recurrence. Despite this, another recurrence had occurred, 
therefore there may be other factors involved that affect the risk 
of recurrence. More studies would be useful to evaluate the risk 
factors for recurrence. 

The risk of recurrence after excision of parasitic fibroids has 
not been determined so far, and this was the first case of recurrent 
parasitic fibroids reported in our centre. Patients should always 
be counselled of the possibility of recurrence before surgery is 
undertaken. The median diagnosis interval from laparoscopic 
myomectomies is 48 months [3,6], thus an adequate length of 
follow up after laparoscopic myomectomies should be considered.

This case is unique in its recurrent presentation of parasitic 
fibroids, highlighting the need for good counselling before and 
after surgery that recurrence is a possibility despite its rarity. In 
view of the lack of good evidence with regards to the best surgical 
method for excision, we recommend an individualized approach 
to determine the best surgical options for patients with parasitic 
fibroids.
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