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Hysterectomies involving enlarged uteri or multiple

fibroids, present a unique operative challenge of restricted

exposure and pelvic space for exteriorisation of the uterus.

To overcome this, uterine debulking approaches including

myomectomy, size reduction techniques of bisection,

coring, and wedge resection, as well as morcellation, can

be considered1. These approaches substantially reduce

disease volume to deliver a bulky uterus through the

surgical opening and facilitate hysterectomy completion.

Ho wever, debulking the uterus carries established

surgical risks, as well as rare but significant risk of uterine

tissue dissemination.

Introduction

Uterine debulking techniques, including myomectomy, carry established surgical risks. The restricted pelvic space, increased vascularity,

and limited operative exposure characteristic of the bulky uterus, predispose patients to a higher risk of complications compared to

simple hysterectomies. This includes haemorrhage and haemoglobin drop given that fibroids and their surrounding myometrium have a

rich vasculature2. Literature has shown that 7% of abdominal and 5% of laparoscopic surgery patients required a blood transfusion

following hysterectomy of enlarged uteri respectively. This risk would also be higher if debulking manoeuvres are performed prior to

securing uterine vessels3. The well-established trend of increased risk associated with abdominal compared to minimally invasive

debulking has also been observed with urinary and systemic infection, and inadvertent injury to adjacent structures, particularly the

bladder and bowel, and less frequently, the ureters and major pelvic vessels. This is slightly counterbalanced by the longer operative

times associated with debulking, which is more pronounced with minimally invasive vaginal and laparoscopic approaches compared to

open abdominal debulking4.

Although rare, debulking techniques, namely morcellation, poses risk of uterine tissue dissemination. Morcellation involves

fragmentation of tissue for removal through a small entry in minimally invasive surgery, during which uterine tissue fragments spilled

can seed and grow into parasitic leiomyomas, endometriosis and disseminated peritoneal leiomyomatosis. These can cause pain,

abnormal uterine bleeding, bowel and bladder obstruction and peritonitis, with some cases necessitating further surgical management5.

More concerningly, recent cases of upstaging disease via malignant intraperitoneal seeding of occult uterine leiomyosarcoma have

brought controversy to the use of morcellation. The risk is estimated to range from 1 in 770 surgeries to 1 in 10,000, however, given that

leiomyosarcoma cannot be reliably excluded pre-operatively and carries a poor prognosis, contained morcellation must be performed

with extreme caution only when malignancy is not suspected6. Thus, the choice between abdominal debulking which carry more surgical

risks, must be weighed against the rare, but significant risks of uterine tissue dissemination in minimally invasive techniques.

Conclusion

Mitigating risks associated with uterine

debulking involves careful pre-operative

assessment of uterine size, shape and

malignancy risk to determine surgical route and

approach and specimen containing strategies.

Patient counselling of operative risks and

shared decision making is also paramount.
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Debulking the Uterus: A Case and Review of Recent Literature Regarding Associated Risks

Discussion
A 60-year-old, para 3 female presented to Gynaecology 

clinic with a several year history of heavy menstrual 

bleeding. She had regular 28-day menstrual cycles with 

prolonged, 10-day menses and associated syncopal 

symptoms requiring blood transfusions and intravenous 

iron. On abdominal examination, the uterine fundus was 

to the level of 2cm above the umbilicus. Pelvic ultrasound 

revealed a bulky multi-fibroid uterus measuring 15.3 x 9.9 

x 13.8cm (1097cc) with the three large fibroids measuring 

8.7, 7.5 and 5.6cm in diameter. The patient was consented 

for a total abdominal hysterectomy, with surgical risks of 

the procedure discussed.

A Pfannenstiel incision was performed through a previous 

Caesarean section scar, however, access to the fundus and 

exteriorisation of the uterus proved challenging due to the 

enlarged uterus and multiple fibroids. The decision was 

made for uterine debulking, and multiple myomectomies 

were performed to obtain vision and access to exteriorize 

the uterus. The procedure continued uneventfully. 

Histopathology showed benign myometrium with 

multiple benign leiomyomas.

Case Report

Image 1: Surgical 

specimens

Enlarged uterus 160 x 135 

x 110 mm (top left), separate

cervix 43 x 32 x 17 mm

(bottom left), and 3 firboids

65 x 50 x 50 mm, 65 x 50 x 

48 mm, 60 x 50 x 43 mm 

(bottom right). Together the 

pieces weigh 1208 g. The 

surgical incision on the uterus 

represents the original 

location of the fibroids. 

Image 2: Longitudinal 

view of the uterus on 

transvaginal 

ultrasound

Note multiple subserosal 

and intramural fibroids 

seen.
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