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Parasitic Leiomyoma an Interesting Incidental Finding with Enigmatic 

Origin- A Case Report 
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Abstract 

Background: Uterine leiomyoma, a benign tumour of smooth muscle, is the most common neoplasm of the 

female genital tract of reproductive age group. Leiomyomas arise from smooth muscle cells of uterus and 

rarely from smooth muscle cells of blood vessels or dermal adnexal structures and otherorgans of 

gastrointestinal system such as stomach and intestines
[1]

.  

The case being presented here is rare and interesting variant of leiomyoma observed in clinical practice, 

based on its growth pattern, often referred as parasitic leiomyoma, which is defined asas leiomyoma that 

has, due to poorly understood reasons, become partially or almost completely separated from the uterus to 

become autonomous to receive its main blood supply from another source
[2]

. A pedunculated leiomyoma 

arising from serosal surface of uterus develops a long stalk or is freely mobile in the parametrial or pelvic 

region is referred to as ‘wandering’ or ‘migrating leiomyoma’. 
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INTRODUCTION 

Uterine leiomyoma are one of the most common 

neoplasms found in the female genital tract in 

females of reproductive age group. Clinically 

leiomyomas affect 20-30% of females by the age 

of 35 years. Most commonly leiomyomasarise 

from smooth muscle cells of uterus and rarely 

from stomach, bowel, or blood vessel wall
[1]

. 

One of the rare and interesting growth variant of 

leiomyoma observed in clinical practice is of 

parasitic leiomyoma. Kelly and Cullen in 1909 has 

described parasitic leiomyoma as leiomyoma that 

has, for some reason become partially or almost 

completely separated and from the uterus to 

become autonomous to receive its main blood 

supply from another source
[2]

. 

Leiomyomas are classified according to morpho-

logical and growth patterns. The different variants 

of growth pattern of leiomyoma are benign 

metastasizing leiomyoma, disseminated peritoneal 

leiomyomatosis, intravenous leiomyomatosis, 

parasitic leiomyoma and retroperitoneal mass
[3]

. 
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Subserosal leiomyomas which are located in the 

subserosal surface of uterus can be pendunculated. 

If pedunculated subserosal leiomyoma may 

develop a stalk and may acquire a large size to be 

relatively freely mobile in the parametrial or 

pelvic region. Such leiomyoma is called as 

“wandering or migrating Leiomyoma”. It is 

clinically known that such leiomyoma could get 

detached from stalk and get attached to omentum 

or broad ligament and develop auxillary blood 

supply from the source of its new attachment. 

Such a leiomyoma which becomes autonomous by 

detachment from its original site of origin and gets 

blood supply from other tissues elsewhere is 

called as “Parasitic Leiomyoma”
[3]

. 

 

CASE REPORT 

A middle-aged woman, 52 years, presented to 

Gynaecology out-patient department with 

complaints of abdominal pain and distension since 

6 months. Ultrasonography revealed auterine 

adnexal mass measuring 11.2x10.2x7.9 cm. 

Further investigations such as Magnetic 

Resonance Imaging (MRI) showed solid and 

cystic adnexal lesion with multiple solid-cystic 

areas, most probably arising from ovary 

suggestive of mucinous cyst adenocarcinoma. 

Intra-operatively, it was noted that a single, grey-

brown soft to firm mass measuring 14x13x8cm, 

which was attached to mesentery. External surface 

was irregular, nodular with few thin-walled blood 

vessels seen over it. Cut surface showed solid, 

grey white, lobulated mass with areas of 

haemorrhage and cystic change. Multiple cystic 

areas containing yellowish coloured fluid [Figure 

1A and B, and Figure 2A and B] were noted. The 

serosal surface of the uterus and both the ovaries 

did not show any topographic or spatial 

relationship with the mass which was apparently 

arising from the mesentery. 

Microscopic examination revealed a well-

circumscribed lesion composed of interlacing 

fascicles of smooth muscle cells arranged in 

whorled pattern and in irregular fascicles at places 

interspersed by scant fibrous tissue with diffuse 

areas of hyaline change. At places, the fascicles of 

smooth muscles appeared markedly oedematous 

with consequent rarefaction of smooth muscle 

fibres [Figure 3A,10x and B, 40x]. 

The sections from the lesion which were stained 

with various immunohistochemical markers were 

diffusely positive for smooth muscle actin (SMA) 

and Desmin, the latter showing diffuse positivity 

in cellular areas; sections were also diffusely 

positive for vimentin while being diffusely 

negative for epithelial immunohistochemical 

markers such as EMA and Pancytokeratin. 

 

 
Figure 1 -A and B: Photographs Showing intra-operative images of adnexal mass attached to mesentry. 
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Figure 2 –A: Photograph Showing greyish white globular mass measuring 14x13x8cm. 

Figure 2-B: Cut section shows solid, grey-white mass with focal cystic and haemorrhagic areas. 

 

 
Figure 3-A and 3-B. Photomicrographs showing intermingling fascicles of smooth muscle (Figure 3-A); 

Smooth muscle fascicles show marked oedema with rarefaction of smooth muscle fibre at places (Figure 3-

B). 

 
Figure 4 –A Photomicrograph Showing tumour cells showing diffuse positivity for Vimentin.  B: 

Photomicrographs Showing diffuse positivity for immunohistochemical markers for smooth muscle actin.C 

and D shows Ck and S-100 Negativity. 
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DISCUSSION  

Parasitic leiomyomas, which are rare growth 

variants of benign tumours of smooth muscle 

occur as extra-uterine tumours. The origin of 

parasitic leiomyomas is often enigmatic, though 

two theories are proposed for their occurrence by 

Scully and Cullen, who incidentally happen to be 

first to coin the term ‘parasitic leiomyoma, which 

later on came to be known as ‘wandering 

leiomyoma’, ‘migratory leiomyoma’, and ‘ectopic 

leiomyoma’
[2]

. According to one of the theories, 

parasitic leiomyomas are a rare variant of 

pedunculated subserosal leiomyomas that have 

outgrown their uterine blood supply and become 

separated from uterus and develop new sources of 

blood supply from another adjacent unrelated 

tissue structure or organ. Second theory proposes 

that parasitic leiomyomas could be “iatrogenic” in 

their origin and they may be caused by seeding of 

portions of leiomyomas during myomectomy or 

hysterectomy. Surgical procedures using 

morcellation technique could lead to possibility of 

inadvertent leaving behind of a tiny piece of 

leiomyoma leading to its implantation in any part 

of the body cavity to grow as autonomous mass 

later. The fact this morcellation could lead to 

remnant of an excised leiomyoma left behind 

growing into a parasitic leiomyoma should always 

be considered by surgeon in the differential 

diagnoses of nodular masses in the pelvic cavity 

or parametrial region
[2-6]

. Other suggested 

possibilities that metaplasia of pluripotent cells 

could be source of parasitic leiomyoma in 

conditions such as intravascular leiomyomatosis, 

benign metastasizing leiomyomatosis and de novo 

formation of leiomyomatosis peritonealis 

disseminata.
[2]

. In other cases, the origin of 

leiomyomas in other sites such as abdominal wall 

are not clear and it is hypothesized that such 

leiomyomas could be arising from that 

transformation of the various cells of the vessel 

wall in the anterior abdominal layer to leiomyoma 

could occur possibly due to somatic mutations and 

interplay of hormonal and growth factors 
[7,8]

. 

 

CONCLUSION 

Parasitic leiomyomas rare lesions which when 

occur at unusual places such as body cavities 

could pose problems to the clinicians unless they 

are included in the differential diagnoses. The case 

reported here is unique and interesting inasmuch 

as it presented as ovarian mass with multiple solid 

and cystic areas mimicking a mucinous cyst 

adenocarcinoma and the origin of which was 

enigmatic in its origin being traced to mesentery 

with no spatial or topographic connection or 

relation to uterine wall or ovaries as both uterine 

wall including its serosal surface and both the 

ovaries were clear of any such neoplastic growth.  
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