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MAt=aE M= (laparoscopically assisted vaginal hysterectomy, LAVH), SZdst MXt=
A& (total laparoscopic hysterectomy, TLH), SZZASI OFHAtIEAN = (subtotal
laparoscopic  hysterectomy), Semm%! Xtz EX|& (classic intrafascial  Semm
hysterectomy, CISH) 52| Ct&et =& 7[H0| A7HE0 O[T Ji=+=S ERE T
Fglo] Ciego]l BLF +52 UHED Yo $&7|79 27/9 YNHOR 27
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(robot-assisted laparoscopic hysterectomy)O| A|® QT (20021H)Y cHUZ
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1) 2MA=sE2ME

2) AN EME

3) 2448= 0|8 HzEH=
4) 2R-EX A3 EME

5) hand-assisted laparoscopy (HAL)
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6) 27f== (mini-laparotomy)
7) CHUSE 2485 A=sBA s
8) transvaginal NOTES

2. 524 0|83 xXtI3HH = BF <Reiche| £5F, 2007>

1) Diagnostic laparoscopy with vaginal hysterectomy

2) Laparoscopic-assisted vaginal hysterectomy

3) Laparoscopic hysterectomy

4) Total laparoscopic hysterectomy

5) Laparoscopic supracervical hysterectomy including classical interstitial Semm hysterectomy

6) Vaginal hysterectomy with laparoscopic vault suspension or laparoscopic pelvic
reconstruction



7) Laparoscopic hysterectomy with lymphadenectomy
8) Laparoscopic hysterectomy with lymphadenectomy and omentectomy
9) Laparoscopic radical hysterectomy with lymphadenectomy
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1) ©@alors otof fMLR(0M XAasHY7|E &8 = HIEO| verres needle2 54E X
XSt OfAtolEIAE =

2) HiEO S4EdE €1 =42 o4 20| 5t=50| FadE oY

3) B Qi R RCIHE BERHALE AaRE7|E BHSte 800 = AtatAt

0|8} (mesosalpinx)dt +5=8tQICH (infundibulopelvic ligament) & &t

4) SIHE A2 HIES Hhe|

5) Ct22 EAAZ X8R E 2/ste 5422 Tt Fof AtasX=QIciet 7[2lcy,
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I 7 (vaginal vault) 8! =8t 28t 535+ (pelvic peritonealization)2 2 Li&=LC}.

5. Classic intrafascial Semm hysterectomy (CISH)Q| it

1) a9 HAH |FF0| w2t ALY (round ligament)Qb HAQITH =2 ZHbRSFQICH

(infundibulopelvic ligament)E At

2) ZOICH (broad ligament)Q| It SIHS Bi2|st, i Hig|
3) At E 2K HE|E|H CISH loopE 0| &3t0 X3 MEQICH (uterosacral

ligament)2t Xt=4-HF AZFA0 AHX|
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CURT set (Calibrated Uterine Resection Tool)2| guide rodZ Xtz LiZd= St =
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ot
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6) At3d-M5 A& 2cm S HE
7) 28t =23H(pelvic peritonealization)
9) SEMM set (serrated edged macro-morcellator)E O0|23}0] MK E XZHEE 24
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6. Hand-assisted laparoscopy?| HtH

1) After induction of general endotracheal anesthesia, the patient is placed in a
dorsal lithotomy position.

2) A uterine manipulator is placed in the uterus.

3) A 6- to 8-cm Pfannenstiel incision is made 2 cm above the pubis symphysis and
carried down to the subcutaneous tissues. The fascia is opened by use of
monopolar electrosurgery. The muscles are split in the midline, and the
peritoneum is entered bluntly. Hand-assisted access is established.

3) Depending on the uterine size and surgeon's preference, a primary 5- or 10-mm
port can be placed in the upper abdomen with guidance of the hand inside the
abdomen, followed by insufflation

4) The laparoscope is inserted next, and the abdominal cavity is evaluated.

5) Two or three additional 5-mm ports are placed under direct visualization.
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8. Transvaginal NOTESO|| o|$t X}Z2XHH|&o|

1) Under general anesthesia with endotracheal intubation, patients were placed in the
Trendelenburg position with legs bandaged and supported in the stirrups.
2

~

A 12F Foley catheter was inserted. The operation began as in conventional vaginal
surgery, with resection of the vaginal wall around the cervix and creating a 3-cm
posterior colpotomy through the posterior fornix of the vagina.

3
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Then the uterosacral ligaments were dissected, and the uterine vessels were sealed

and cut up to the level of the isthmus.

4) The vaginal port was then established by inserting the inner rim of a small Alexis
wound retractor (Applied Medical Resources Corp., Rancho Santa Margarita, CA)
around the cervix and fixing it from behind the colpotomy wound (Fig. 5A), and the
outer rim of the wound retractor outside of the vagina was draped with the
disposable surgical glove of which 3 fingers were fixed with 10- or 5-mm cannulas.

5) 5-mm 30-degree endoscope or a 10-mm conventional endoscope as the visual medium.

6) A laparoscopic single-tooth tenaculum to manipulate the uterus. All other necessary

instruments were ordinary straight ones as used in conventional laparoscopy.

References

1. Langenbeck CJM. Geschichte einer von mir glucklich verichteten extirpation der ganger
gebarrmutter. Bibliotyh Chir Opth Hanover 1817;1:557-62.

2. Burnham W. Extirpation of the uterus and ovaries for sarcomatous disease. Nelson's Am
Lancet 1853;7:147-51.

3. Reich H, DeCaprio J, McGlynn F. Laparoscopic hysterectomy. J Gynecol Surg 1989;5:213-6.

4. Diaz-Arrastia C, Jurnalov C, Gomez G, Townsend C Jr. Laparoscopic hysterectomy using a
computer-enhanced surgical robot. Surg Endosc 2002; 16:1271-3.

5. Kim YW. Single port (one port) total laparoscopic hysterectomy (TLH) and laparoscopically assisted
vaginal hysterectomy (LAVH): initial experience in Korea. Video presented at the 94th Annual
Congress of the Korean Society of Obstetrics and Gynecology; September 26-27,2008; Seoul, Korea.

6. Reich H. Total laparoscopic hysterectomy: indications, techniques and outcomes. Curr Opin
Obstet Gynecol. 2007 Aug;19(4):337-44.

7. Lee d, WU KY, Su H Wu PJ, Han QM Yen CF. Hysterectomy by transvaginal natural orifice trans-
luminal endoscopic surgery (NOTES): a series of 137 patients. J Minim Invasive Gynecol 2014:21:818-24.



