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Abstract 

After the publication of the LACC trial, most surgeons have refrained from laparoscopic radical 

hysterectomy. Numerous clinics have switched back to open surgery. So far, there is no data on the extent 

to which this has negative consequences for complications and side effects(1, 2). The renunciation of 

morcellation has also led to the resumption of the laparotomy and resulted in significantly higher 

complication rates. Ultimately, this must also be expected for radical hysterectomy. One of the great 

advantages of the laparoscopic procedure is undoubtedly the possibility of being able to protect the pelvic 

nerves much better. There were significantly fewer urinary and defecation disorders than via laparotomy. 

No comparable randomized study is currently available. However, there are large studies that do not 

confirm the data of the LACC trial. These have existed before and new ones are being added (3, 4). Since 

the LACC trial has many weaknesses and the results obviously have to be interpreted as learning curves, 

we did not switch completely to laparotomy. The German S3 guideline also recommends laparotomy for 

the treatment of cervical carcinoma, ultimately only on the basis of the LACC trial(5).  

It would be important to create comparable, very well-designed studies to really classify the LACC trial. As 

long as this is not available, from our point of view it is very difficult to suddenly negate the good results 

to date. Assuming that the data reflect reality, the poorer result cannot be caused by the laparoscopic 

preparation. If one continues to assume that all surgeons have achieved real radicality, then the only 

remaining cause is the opening of the vagina in the CO2 milieu. The latter is said to lead to the spread of 

tumor cells. 
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In order to take this assumption into account, we have combined our procedure laparoscopic and open. 

Ultimately, to obtain the benefits of the laparoscopic nerve-sparing approach. So far, we have performed 

the radical hysterectomy laparoscopically and the separation of the uterus from the vagina via a classical 

cross-sectional laparotomy. The latter to avoid potential contamination of the abdomen by tumor cells. In 

order not to have to perform a laparotomy unnecessarily, we have developed a stapler procedure for the 

last step. After complete dissection, a 60mm stapler is inserted from the side and the vagina is stapled 

analogously to the bowel resection. After the preparation has been separated, it is temporarily stored in 

a recovery bag. Then the row of staples remaining on the vagina is separated and recovered trans-vaginally 

together with the other preparation bags. The procedure guarantees an adequate vaginal cuff and avoids 

potential contamination. The video shows the procedure. 
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