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Case Report

[atrogenic parasitic leiomyoma after robotic surgery,
managed during cesarean section: Case Report
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Abstract

Parasitic myomas is a rare variant of pedunculated subserosal myoma that got separated partially or completely from the uterus and started receiving blood supply
from the omentum or mesenteric vessels. It could be spontaneous or iatrogenic parasitic myomas with previous laparoscopic surgical procedure. We reported here a
35-year-old woman, primigravida at 39 weeks pregnancy, with previous history of uterine myomectomy removed by robotic surgery four years ago. A sonographic
diagnosis of leiomyomata was made in the anterior wall of the uterus and another one in the posterior aspect of the lower uterine segment; the course of her pregnancy
was unremarkable.

The decision was to have elective cesarean section. After delivery of the fetus and closure of the lower cesarean section incision, five sub-serous fibroids and three
large multiple parasitic fibroids attached to the omentum were successfully excised using a vessel-sealing hemostatic device. Pathological diagnosis was leiomyoma.

Abbreviation: FIGO: Federation of International Gynecology and
Obstetric.

Introduction

The incidence of uterine leiomyoma during pregnancy is estimated
at 2% [1]. It is usually asymptomatic but may be occasionally
complicated by red degeneration which causes acute abdominal pain;
other complications include spontaneous abortion, preterm labor,
premature rupture of membrane; mal-presentation increases the risk
of cesarean section and postpartum hemorrhage [1,2]. Because of the
increased vascularization of the uterus during pregnancy, surgical
removal is generally avoided during pregnancy or cesarean section
[3]. However, several reports have shown that myomectomy during
cesarean delivery in carefully selected cases can be safe [3-6]. We
present a case of multiple sub-serous and parasitic fibroids diagnosed
during pregnancy which was successfully managed by myomectomy
during cesarean section.

Case presentation
History, examination and management

A 35-year old booked in our center and was admitted on 4th
February 2015 as primigravida at 39 weeks pregnancy duration. She
had history of myomectomy removed by robotic surgery in 2011; the
fibroid was removed using morcellator without complication. The
pregnancy was uncomplicated on examination, with abdomen gravid
uterus and approximately 4 kg size fetus. Abdominal sonography
showed an intra-uterine viable singleton fetus of 39 weeks + 5 days
gestation. The sonography also revealed multiple fibroid structures in
the anterior uterine wall measuring 5 x 3.3 cm and also in the posterior
aspect of the lower uterine segment 2.8 x 3.2 cm.

Blood tests showed a hematocrit of 35.6%, and normal electrolytes,
urea and creatinine levels with A Rhesus positive blood group. Cesarean
section was performed under general anesthesia with endotracheal
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intubation. Operative findings included normal liver, spleen, kidneys,
diaphragm, ovaries and fallopian tubes. The uterus was soft and the size
was adequate for term gestation. About five sub-serous fibroids and
multiple hard lobulated nodules (Figure 1) with thick feeding vessels
attached to the omentum; large parasitic fibroids were attached to the
omentum, with the largest one measuring 13 x 7 x 8 cm. Cesarean
section was done and the patient was delivered of a boy weighing 4125
grams with Apgar scores of 8 at one and 10 at five minutes, respectively.
Myomectomies of submucous and parasitic fibroid were successfully
performed using vessel-sealing device for hemostasis, with estimated
blood loss of 850 ml. Postoperative period was uneventful and the
patient was discharged on day three in good condition. The fibroids
weighed about 1.1 kg and were sent for histopathology (Figure 2).
Pathological diagnosis was leiomyoma.

Discussion

Uterine leiomyomas are the most common uterine neoplasm [7].
They occur in approximately 25% of reproductive-aged women and
are reported on pathological examination in approximately 80% of
hysterectomy specimens [7,8]. They are classified according to their
location within the myometrium. According to the International
Federation of Gynecology and Obstetrics (FIGO), there are eight
different types of leiomyoma [9]. Parasitic leiomyoma is a rare variant
of lelomyoma, which was first described by Kelly and Cullen in 1909
[10]; it is classically defined as a pedunculated subserosal fibroid that
is detached from the uterus, and sustains its growth neovascularization
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Figure 1. Multiple parasitic myoma swaddled in omentum. these were removed by vessels
sealing device after cesarean section

Figure 2. Parasitic myomata after removal

from adjacent tissues, with the blood being supplied from the surface
of the omentum or mesenteric vessels. In recent years, with the
introduction of minimal invasive surgery for the removal of the uterine
leiomyoma and use of morcellation, a new type of parasitic leiomyoma
has emerged called iatrogenic parasitic leiomyoma [7,10,11,12]. The
incidence of parasitic myomectomy after laparoscopic myomectomy
is 1.2% [7,13]. Other authors have reported an incidence of 0.12% after
laparoscopic surgery with morcellation [14].

After morcellation, at times pieces of the leiomyoma might be
retained in the abdominal cavity where they can then implant and take
blood supply from neighboring structures [7]. Parasitic leiomyoma has
a similar response to gonadotropin-releasing hormone suppressive
treatment [7,15]. The most common location of parasitic leiomyomas
is the entry point of laparoscopy surgery, they are most often found at
the level of the pelvis, and also at the greater omentum peritoneum and
bowel [7,16], where there is an area of good blood supply. Our patient
had her implant in the greater omentum.

The majority of the cases of parasitic lelomyoma were successfully
resected by laparoscopy without complication [17]. Laparotomy
approach was indicated for complicated or huge fibroid if malignancy
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is suspected or with a cesarean section where there is the removal of
fibroid after delivery of the fetus. To our knowledge, this is the first case
report of removing iatrogenic parasitic fibroid after robotic surgery
during cesarean section.

Our experience, in this case, showed that the use of vessels sealing
device is important in order to minimize blood loss.

Conclusion

The number of cases of iatrogenic parasitic fibroid has increased
due to the widespread use of power morcellation during laparoscopic
surgery. We reported the first case of the successful removal of the
iatrogenic parasitic fibroid, after robotic surgery, during cesarean
section.
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