Use of bowel bags for in situ morcellation of sizable pelvic masses
M. Sami Walid, MD, PhD

Medical Center of Central Georgia

840 Pine Street, Suite 880

Macon, GA 31201

Phone: (478) 743-7092 ex 266

E-mail: mswalid@yahoo.com
Richard L. Heaton, MD, FACOG

Heart of Georgia Women’s Center

209 Green Street

Warner Robins, GA 31099

Phone: (478) 328-3399

Email: riclheaton@yahoo.com

Short Abstract

Bowel bags are transparent sterile plastic bags that had no practical application in gynecology until now. In this video we describe the intrabag morcellation technique used in cases of large pelvic masses that are felt to be at a low but real risk of malignancy.

Long Abstract

In a previous paper we reported nine cases of large pelvic masses, either adnexal cysts or fibroid uteri, treated between May 2005 and December 2008. In all these cases, the risk for malignancy was deemed small as indicated by the endometrial biopsy, Pap smear, and radiological evaluation. Patients were counseled about the benefits of laparoscopic surgery and the minimal risk of contamination of the peritoneal cavity and informed consent was obtained.

In this video we describe the intrabag morcellation technique used in cases of large pelvic masses that are felt to be at a low but real risk of malignancy. In situ morcellation inside a bowel bag makes laparoscopic hysterectomy of an enlarged uterus or adnexal mass technically possible. Pelvic masses that appear to be high risk for malignancy should be referred to an oncogynecologist. No conversions to open surgery were required in our cases and no complications occurred after the procedure.
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Introduction

In a previous paper we reported nine cases of large pelvic masses, either adnexal cysts or fibroid uteri, treated between May 2005 and December 2008.1 In all these cases, the risk for malignancy was deemed small as indicated by the endometrial biopsy, Pap smear, and radiological evaluation. Patients were counseled about the benefits of laparoscopic surgery and the minimal risk of contamination of the peritoneal cavity and informed consent was obtained.
In this video we describe the intrabag morcellation technique used in cases of large pelvic masses that are felt to be at a low but real risk of malignancy. In situ morcellation inside a bowel bag makes laparoscopic hysterectomy of an enlarged uterus or adnexal mass technically possible. Pelvic masses that appear to be high risk for malignancy should be referred to an oncogynecologist. No conversions to open surgery were required in our cases and no complications occurred after the procedure.
The Surgical Technique

In cases of adnexal cystic masses, after coagulating and transecting the ligaments fixing the uterus and ovaries and the blood vessels supplying them the bladder is taken down off the cervix and upper vagina, the vagina is circumscribed using the harmonic scalpel going around the cervix and detaching it from the vagina, then a tenaculum is placed through the vagina and the cervix is grasped and the uterus is pulled out and passed off with the ovarian cyst attached. If the mass is less than 6 cm it will frequently pull out without special treatment. If the mass is 6 to 12 cm there is a commercially available endopouch that can be placed in through the vagina to capture the mass after it is detached from the uterus and the pelvic side wall. If the patient has a larger mass then a bowel bag is placed up through the vagina, into the abdomen and the large cyst is put into the bag with the help of Trendelenburg and counter-Trendelenburg maneuvers, allowing it to drop into the bowel bag. The two cords on the bowel bag are then placed out through the vagina, the bag pulled down into the vagina, and the mouth of it opened up outside of the vagina. The large cyst is ruptured and allowed to evacuate without spilling at all within the peritoneal cavity, then the bag is removed with the collapsed ovary in place and sent for frozen section. Patients who were felt to be high risk for ovarian carcinoma according to the ACOG/SGO Joint Opinion guidelines for the evaluation of adnexal masses were excluded and referred to a gynecologist-oncologist, i.e. patients with elevated CA 125, ascites, cystic masses with papillations or large solid components, periaortic and/or pelvic adenopathy, or family history of ovarian cancer.2,3
In cases of enlarged myomatous uteri, this technique is used when there are risk factors suggestive of increased risk of uterine sarcoma, i.e. rapidly growing fibroid uterus, a single fibroid greater than 10 cm, a growing fibroid after menopause, or a fibroid that plainly appears visually suspicious intraoperatively.4 The technique is also used with enlarged uteri associated with endometrial hyperplasia with atypia that are at risk of an occult undiagnosed endometrial carcinoma. A laparoscopic extrafascial hysterectomy is performed; then a tenaculum is applied to the cervix through the vagina and an attempt is made to deliver the uterus. If this can not be done a bowel bag is introduced into the abdomen and the uterus is placed within the bag. The end of the bag is then brought out back through the vagina and the cervix is grasped with a tenaculum after placing a weighted speculum inside the bag and three curved Deavers within the bag to retract and allow exposure of the uterus vaginally. After the cervix is amputated, the uterus is grasped with the tenaculum and morcellation is performed in chunks using scissors and scalpel, taking out portions of the uterus until the uterus collapses at the point where the bag can be pulled out with the remaining uterus in it.
Evidently, this technique is used after inspecting the abdominal cavity and excluding any abnormalities suggestive of malignancy that has spread outside of the uterus, like the presence of excrescences or implants on the ovary, omentum, or liver. Cell washings are obtained from the pelvis, gutters and perihepatic area before hysterectomy is began.

The described technique facilitates the laparoscopic treatment of large pelvic masses with low risk of malignancy and has proven itself a practical and safe procedure.
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