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Abstract
Background: Uterine leiomyomas (fibroids) are the most common neoplasm affecting women. Extrauterine
leiomyomas are rare and may arise in any anatomic site; their unusual growth pattern may mimic malignancy and
can result in a clinical diagnostic dilemma. Uterine fibroids are not well known to cause acute urinary retention (AUR)
and subsequent urosepsis in women, and there have been few published cases of parasitic fibroids causing AUR.
We present a case of a parasitic fibroid in the posterior vaginal wall occupying the rectouterine pouch (of Douglas)
in a grand multiparous woman causing AUR and urosepsis requiring total abdominal hysterectomy and removal of
the parasitic fibroid.
Case report: A 45-year-old business woman, P8+0 who presented with abdominal swelling and pains and recurrent
difficulty in passing urine with total urinary obstruction of five months duration. Abdominal examination revealed
20-weeks uterine size mass that was nodular, firm, non-tender and mobile from side to side. Pelvic examination
revealed a healthy-looking cervix that was displaced anteriorly by the huge pelvic mass and occluded the pouch
of Douglas. She was resuscitated and had exploratory laparotomy with removal of the mass and total abdominal
hysterectomy. She had post-operation septic shock that was managed with intravenous and oral antibiotics. She had
quick recovery and was discharged after four days of surgery. Histology confirmed the mass to be fibroid.
Conclusion: Parasitic fibroid can present as a case of bladder outlet obstruction and diagnosis can easily be
missed. High index of suspicion, good investigation and institution of appropriate management protocol will ensure
quick recovery and reduce further complications as in the case presented.
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Introduction
Uterine leiomyomas (fibroids) are the most common neoplasm
affecting women and has been postulated to occur in over 70% of
women by the onset of menopause [1,2]. Extrauterine leiomyomas are
rare and may arise in any anatomic site; their unusual growth pattern
may mimic malignancy and can result in a clinical diagnostic dilemma
[3,4]. International Federation of Gynaecology and Obstetrics (FIGO)
currently classify parasitic fibroids as Type 8 with no attachment to the
uterus [5]. Parasitic fibroids are thought to originate from a pedunculated
fibroid which outgrows its blood supply and becomes attached to peritoneal
structures where it derives its new blood supply [6].
Uterine fibroids are not well known to cause bladder outlet
obstruction with acute urinary retention (AUR) and urosepsis in
women [7] and there have been few published cases of parasitic fibroids
causing AUR. Urosepsis is simply defined as a sepsis caused by a urinary
tract infection [8]. It is a life-threatening condition and a serious
complication of urinary tract infection (UTI) that requires immediate
medical care. Depending on the geographical location, urosepsis occurs
in both sexes and has constituted as much as 9-31% of cases of patients
managed for sepsis. Urosepsis has caused mortality in 30-40% of cases
of people affected and it mainly results from obstructive uropathy of the
upper urinary tract [9].
We present a case of a parasitic fibroid in the rectouterine pouch (of
Douglas) in a grand multiparous woman with urinary outlet obstruction
and subsequent urosepsis requiring total abdominal hysterectomy and
removal of the fibroid.

Case Report
A 45-year-old businesswoman, P8+0 with eight living children who
presented with abdominal swelling and difficulty in passing urine both
of five months duration. The abdominal swelling was insidious in onset
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and gradually increased in size. There was associated abdominal pain
which was aggravated by urinary retention and relieved by voiding.
Difficulty in urinating occurred at about the same time. It was associated
with incomplete voiding, poor urine stream, urgency, intermittency
and urinary frequency. There was also recurrent fever that was relieved
with intake of antibiotics. Occasionally there was complete urinary
obstruction that was relieved by catheterization. However, there was
no obvious history of nocturia or haematuria. No history of abnormal
vaginal discharge or vaginal bleeding was experienced. Patient had
no previous history of abdominal or pelvic trauma. She received care
from a nurse who relieved her occasional urinary obstruction by
catheterization. She was equally managed by patent medicine dealers
with pain killers and antibiotics.
At presentation, she was in obvious painful distress, afebrile, not
jaundiced, not pale, not dehydrated and without pedal edema. Her vital
signs were normal. Abdominal examination revealed a 20-week uterine
size mass that was nodular, firm, non-tender and mobile from side to
side. Pelvic examination revealed a healthy-looking cervix that was
displaced anteriorly by the huge pelvic mass that occluded the pouch
of Douglas and posterior vaginal wall. A diagnosis of acute on chronic
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urinary retention secondary to abdomino-pelvic mass most likely
fibroid was made.
She was admitted and urinary retention relieved with urethral
catheter. She was counselled on her condition and the need for
laparotomy with possible total abdominal hysterectomy and removal
of the mass in the Pouch of Douglas considering her requests and the
fact that she had completed her family size (Para 8). Ultrasonography
revealed a bulky uterus with numerous fibroid masses (nodules), the
largest of which was in the posterior myometrium measuring 7.95 ×
8.84 cm. All other pre-operative investigations were normal.
She had a laparotomy under epidural anaesthesia with total
abdominal hysterectomy and removal of a parasitic fibroid in the
pouch of Douglas abutting the posterior uterine wall measuring 20 ×
15 cm. There was no established connection between the mass in the
posterior vaginal wall and the uterus. The uterus was rather atrophic
in size measuring about 5 × 4 × 2 cm in length, breadth and depth
respectively and had no other obvious fibroid nodules. Figures 1-4
shows the pictures of the parasitic fibroid and its relationship with
surrounding structures at different stages of the surgery.
On the first day after surgery, she developed fever, became irritable
and confused. Her blood pressure was low (80/50 mmHg), pulse was
fast and thready (110 bpm) with low volume, and there were cold
clammy extremities. There was no bleeding from the operation site
or any other part of her body. A diagnosis of urosepsis was made and
she was given 2 litres of normal saline over 30 minutes, intravenous
ceftriaxone (Rocephin), gentamycin and hydrocortisone. Her vital
signs subsequently improved following commencement of the
medications. Urine culture did not yield any organism as the patient
was on antibiotics even at presentation. Her full blood count revealed
raised white blood cell with relative neutrophilia.

Figure 2: Showing huge parasitic fibroid at the point of removal.

She was discharged on the 5th day after surgery and subsequent
histology report revealed that the mass was fibromyoma uteri. Her
subsequent post-operative conditions remained unremarkable.

Figure 3: Showing the huge parasitic fibroid after removal.

Discussion

Figure 1: Showing normal sized uterus and huge mass in the Pouch of
Douglas.
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Parasitic leiomyomas are benign smooth muscle tumours
separated from the uterus. Diagnosis is usually missed due to their
unusual presentations. Urinary outlet obstruction (acute urinary
retention) is one of these unusual presentations. Generally, AUR is
uncommon among women and diagnosis of leiomyoma as the cause is
usually coincidental [7,10,11]. Most of these patient presents late to the
gynaecologist which prolongs diagnosis to treatment interval [12,13].
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improve the diagnostic accuracy, but they are not routinely used. As in
the case presented the ultrasound scan conducted misdiagnosed it as a
posterior myometrial fibroid.
Immediate relief of urinary retention with Foley catheter,
suprapubic catheter or intermittent clean catheterization [21] is
necessary. An algorithm designed by Wu et al. [7] in their study
summarises the management of AUR in a female patient with or
without leiomyoma.

Conclusion
Parasitic fibroid can present as a case of complicated bladder outlet
obstruction and diagnosis can easily be missed. Therefore, high index
of suspicion, good investigation and institution of appropriate surgery
is needed to ensure quick recovery and reduce complications as in the
case presented.

Informed Consent
Patient freely gave her consent for the presentation of her case
using the attached photographs in the Figures 1-4.
References

Figure 4: Showing the normal sized uterus and huge parasitic fibroid.

Parasitic leiomyomas may be classified as primary spontaneous and
secondary which develops after myomectomy procedures [13]. Primary
parasitic leiomyomas are rare unlike secondary parasitic leiomyomas
whose incidence is on the rise due to increasing use of morcellation in
laparoscopic myomectomy [14,15]. The index patient has never had an
abdominal surgery, though there was a history of prior diagnosis of a
pedunculated uterine leiomyoma.
Generally, patients with AUR secondary to fibroids experience
variable difficulties with bladder emptying, intermittency and
subsequent episodes of AUR.7 some mechanisms that has been
proposed to explain how uterine leiomyoma cause AUR.
Impacted fibroid mass which causes proximal urethral or bladder
neck compression by anterior and superior deviation of the cervix can
result in urinary outlet obstruction [16,17]. Some authors postulated
that the anterior displacement of the cervix leads to compression of
the lower portion of the bladder and proximal urethra. Posterior or
fundally located leiomyomas which are associated with a retroverted
uterus seem to pose the greatest risk.
Following AUR from bladder outlet obstruction by a pelvic tumour
such as uterine fibroids, dilatation of the ureters may occur leading
to increased urine stasis and increased risk of urinary tract infection
and urosepsis [18]. Other presentation of extra-uterine fibroids is
abdominal pains, bowel obstruction and haemorrhage [19]. The index
patient had urosepsis which manifested fully following surgery. She
did not have frank fever and other symptoms and signs of urosepsis
at presentation probably due to her frequent use of antibiotics out of
prescription.
In management of AUR due to uterine fibroids, ultrasonography
is usually the first modality of imaging as it can accurately diagnose
leiomyomas and its position [20]. Doppler studies, CT scan and MRI
J Clin Case Rep, an open access journal
ISSN: 2165-7920

1.

Boosz AS, Reimer P, Matzko M, Romer T, Muller A (2014) The conservative
and interventional treatment of fibroids. DtschArztebl Int 111: 877-883.

2.

Baird DD, Dunson DB, Hill MC, Cousins D, Schectman JM (2003) High
cumulative incidence of uterine leiomyoma in black and white women:
ultrasound evidence. Am J Obstet Gynecol 188: 100-107.

3.

Dan D, Harnanan D, Hernanan S, Mahara R, Hosein I, et al. (2012) Extrauterine
leiomyoma presenting with sepsis requiring hemicolectomy. Rev Bras Ginecol
Obstet 34: 285-289.

4.

Fasih N, Shanbhogue PK, Macdonald DB, Fraser-Hill MA, Papadatos D, et al.
(2008) Leiomyomas beyond theuterus: unusual locations, rare manifestations.
Radiographics 28: 1931-1948.

5.

Munro MG, Critchley HO, Broder MS, Fraser IS (2011) FIGO Working Group
on Menstrual Disorders. FIGO classification system (PALM-COEIN) for
causes of abnormal uterine bleeding in nongravid women of reproductive age.
Int J GynaecolObstet 113: 1-2.

6.

Jones HW, Rock JA (2015) Leiomyomata Uteri and Myomectomy. In: Jones
HW, eds. Te Linde’s Operative Gynecology (11th edn). Philadelphia, PA:
Wolters Kluwer, USA. pp. 658-662.

7.

Wu CQ, Lefebvre G, Frecker H, Husslein H (2015) Urinary retention and
uterineleiomyomas: A case series and review of literature. Int Urogynecol J
26: 1277-1284.

8.

Wagenlehner FM, Lichtenstern C, Rolfes C, Mayer K, Uhle F, et al. (2013)
Diagnosis and management for urosepsis. Int J Urol 20: 963-970.

9.

Levy MM, Artigas A, Phillips GS (2012) Outcomes of the surviving sepsis
campaign in intensive care units in the USA and Europe: A prospective cohort
study. Lancet Infect Dis 12: 919-924.

10. Novi JM, Shaunik A, Mulvihill BH, Morgan MA (2004) J Rep Med 49: 131-132.
11. Yazdany T, Bhatia NN, Nguyen JN (2012) Urinary retention and voiding
dysfunction in women with uterine leiomyoma: A case series. J Reprod Med
57: 384-389.
12. Sarmalkar M, Nayak A, Singh N, Menhendale M (2016) A rare case of primary
parasitic leiomyoma mimicking as ovarian mass: A clinical dilemma. Int J
Reprod Contracept Obstet Gynecol 5: 545-548.
13. Nezhat C, Kho K (2010) Iatrogenic myomas: New class of myomas? J Minim
Invasive Gynecol. 17: 544-50.
14. Cucinella G, Granese R, Calagna G, Somigliana E, Perino A (2011) Parasitic
myomas after laparoscopic surgery: an emergingcomplication in the use of
morcellator? Description of four cases. Fertil Steril 96: e90-96.
15. Ding DC, Hwang KS (2008) Female acute urinary retention caused by anterior
deflection of the cervix which was augmented by an uterine myoma. Taiwan J
Obstet Gynecol 47: 350–351.

Volume 9 • Issue 9 • 10001275

Citation: Enebe JT, Ofor IJ, Edeh AJ (2019) Parasitic Uterine Fibroid Causing Bladder Outlet Obstructions and Urosepsis: A Case Report. J Clin Case
Rep 9: 1275.

Page 4 of 4
16. Barnacle S, Muir T (2007) Intermittent urinary retention secondary to a uterine
leiomyoma. Int Urogynecol J. 18: 339-341.
17. Yang JM, Huang WC (2002) Sonographic findings of acute urinary retention
secondary to an impacted pelvic mass. J Ultrasound Med 21: 1165-1169.
18. Ward JN, Lavengood RW, Draper JW (1968) Pseudo bladder neck syndrome
in women. J Urol 90: 65-68.

J Clin Case Rep, an open access journal
ISSN: 2165-7920

19. Fasih N, Shanbhogue AKP, Macdonald DB, Fraser-Hill MA, Papadatos
D, et al. (2008) Leiomyomas beyond the uterus: unusual locations, rare
manifestations. RadioGraphics 28: 1931-1948.
20. Wilde S, Scott-Barrett S (2009) Radiological appearance of uterine fibroids.
Indian J Radiol Imaging 19: 222-231.
21. Patel MI, Watts W, Grant A (2001) The optimal form of urinary drainage after
acute retention of urine. BJU Int 88: 26-29.

Volume 9 • Issue 9 • 10001275

