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INTRODUCTION 

Uterine myoma is a common gynaecological disorder 

occurring in 20-50% of women of late reproductive age.
1
 

Surgical interventions are recommended for symptomatic 

patients and advances in surgical equipment have 

facilitated minimally invasive endoscopic surgery.
2
 

Laparoscopic morcellation is often used for tissue 

removal after laparoscopic myomectomy and may result 

in parasitic myoma. This is due to seeding of the 

remaining tissue fragments in the abdominal cavity which 

become adherent to surrounding structures and develop 

an auxiliary blood supply.
3
 The incidences of parasitic 

fibroids are rare and Huang et al describe only 1 case out 

of 466 laparoscopic myomectomies in their series.
4
 

Although rare, the occurrences of parasitic fibroids pose 

significant diagnosis challenge and management to the 

clinician. 

CASE REPORT 

A 29 year old primigravida at 29 weeks pregnancy was 

seen with abdominal pain. Approximately 4 months prior 

to conception the patient underwent laparoscopic 

myomectomy for a 10x12cm uterine fibroid. Power 

morcellator was used to remove the fibroid. Post-

operative period was uneventful. 

 

She conceived spontaneously after operation however 

first trimester ultrasound detected recurrence of 

intramural fibroid of 5x5cm. She remained asymptomatic 

until 29 weeks when she developed severe abdominal 

pain necessitating ward admission. Diagnosis of red 

degeneration of uterine fibroid was made and she 

received oral and parenteral analgesics. Despite 

analgesics, the pain did not disappear. In view of 

persistent troublesome abdominal pain and inability to 

exclude myomectomy scar dehiscence, we decided for 

delivery via caesarean section at 31weeks. 

Intraoperative, the previous myomectomy scar was intact 

but multiple parasitic fibroids with varying sizes from 2 

cm to 15 cm were found at the pelvic side wall, previous 

trocar site and mesentery (Figure 1-4). All visible 

parasitic fibroids were excised and histopathology 

confirmed leiomyoma. 

DISCUSSION 

Fibroid or leiomyoma is one of the common diseases of 

female reproductive system. Parasitic fibroid is a rare 

subtype of fibroid. Spontaneous parasitic fibroid is 

extremely rare however few cases of parasitic fibroid post 

morcellation have been reported.
5
 Spontaneous parasitic 

fibroid may result from detached subserosal fibroid 

which takes blood supply from surrounding organs like 
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ABSTRACT 

We report a case of parasitic fibroid which developed less than 1 year following laparoscopic myomectomy using 

power morcellation. Following this case, a novel approach in reducing the incidence of future parasitic fibroid is 

described. 
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omentum or mesentery.
6
 Iatrogenic parasitic fibroid on 

the other hand may rise from the remnant of myoma 

tissue post laparoscopic myomectomy which grows and 

takes blood supply from the adjacent organ.
7 

 

Figure 1: Parasitic fibroid at previous trocar site. 

 

Figure 2: Parasitic fibroid at bowel mesentery. 

 

Figure 3: Parasitic fibroid with blood supply from 

omental vessels. 

 

Figure 4: Parasitic fibroid at right pelvic wall. 

Cucinella et al quoted the incidence of parasitic fibroid 

following laparoscopic myomectomy to be 1.2%. The 

most frequent sites for parasitic fibroid were the pelvic 

parietal peritoneum, the anterior parietal peritoneum at 

the level of the rectus, and along the gastrointestinal tract. 

Others localizations included the left paracolic fossa and 

the peritoneum at the level of the promontory of sacrum.
8 

 

Figure 5: Sterilized plastic bag. 

Morcellation in a bag is the latest technique described to 

reduce risk of spreading or leaving behind the 

morcellated tissue.
9
 However morcellation bag is not 

cheap and not readily available in many low resource 

laparoscopic centres.  
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Figure 6: Inserting folded plastic bag into canister. 

 

Figure 7: Inserting sterilized plastic bag into 

peritoneal cavity. 

To address the issue, we started using sterilized plastic 

bag to cover the bowels and pelvic organs during 

morcellation process (Figure 5). The plastic bag is cut 

into a rectangular shape, fitted into an empty endo-pouch 

applicator and introduced into the peritoneal cavity to 

cover the bowel and pelvic organs (Figure 6, 7). 

Morcellation is done above the plastic cover. Debris of 

morcellated tissue would easily be picked up by grasping 

forceps as the plastic cover prevents spillage especially 

between bowel loops (Figure 8-10). Most of the tiny 

debris also adheres to the surface of plastic cover and is 

removed together upon a complete procedure. Tiny debris 

could also be irrigated out since the plastic cover 

facilitates easier irrigation.  

 

Figure 8: Uterine fibroid prior to morcellation. 
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Figure 9: Tissue debris. 

 

Figure 10: Tissue debris picked up by grasping 

forceps. 

CONCLUSION 

With the increase in minimally invasive gynaecological 

surgery, the incidence of parasitic fibroid post 

morcellation will definitely increase. In-bag morcellation 

is the latest technique described to prevent this 

complication, but it is expensive and not readily available 

in all laparoscopic centres.  

The use of a cheap plastic during morcellation as 

described here may reduce the likelihood of future 

parasitic fibroids. We recommend this technique to be 

used in a low resource laparoscopic centre. 
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