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Up-to-date Information on Research and Treatment in Endoscopic Surgery
(5) Gynecological Field

Kazunori HASHIMOTO
Department of Obstetrics and Gynecology, Tokyo Women's Medical University School of Medicine

The technical development of instruments for endoscopic surgery began in the field of gynecology with the
improvement of optics and instruments for laparoscopic surgery in the late 1980s. This led to further develop-
ment in gyne-endoscopic surgery. The advantages of endoscopic surgery over open surgery, such as less trauma,
less postoperative pain, shorter hospital stays and a faster recovery period, are becoming more accepted. On the
other hand, surgical procedure and instruments are quite different from traditional laparotomy and transvaginal
surgery, therefore different complications and incidents sometimes occur. The main endoscopic surgeries in the
field of gynecology are laparoscopic surgery, transcervical resectoscopy (TCR) and falloposcopic tuboplasty (F'T),
and the main targets are benign gynecological disease. For example, laparoscopic cystectomy (LC) and laparo-
scopically assisted cystectomy (LAC) are performed for benign ovarian tumors. Laparoscopic myomectomy (LM)
and laparoscopically assisted myomectomy (LAM) are performed for uterine fibroids. Procedures are selected ac-
cording to various conditions. The future may bring more development in single port entries (Tanko) and robotic
surgery as more minimally invasive surgery in the field of gynecology, and targets of laparoscopic surgery may
extend to malignant gynecological disease. Not only minimally invasive but also a safe procedure is essential.

Key Words: minimally invasive surgery, laparoscopic surgery, transcervical resectoscopy, falloposcopic
tuboplasty

[T oI
WAREIBIC BT B EREE L OREBED Y I,
1978 4EIC F 4 Y @ Kurt Semm 7S H BRI R E R F
s R 2R L, PR TR AR RN & it UAE
DIFFERE T FMOEBAMEL L2 L ICHES. K
WTHEBESEOF & &L o701, BIZ —XIVAE
B - R E & % L7 Robert Edwards 5 2584
L7 2R TH A, 1980 FEITAY, JIEH 5 DR
PR B IR4E B HE (gamete intrafallopian trans-
fer : GIFT) s L OEFEEFICEBML72. LALEZED
BB FRINEE AT U 72 1985 4R A O 13, JEIESR
b o EORNED HRRA, FEANBEOZHL

TREBELM, INER M 2 EMMThhiTw.

ZFD XD BEROT, BAEOMIES T FiH 05 K
DEBEL e oD%, FHEEOHLER CCD (charge
coupled device) # * I 7 B ORFEICL D,
1987 4E\27 5 ~ A @ Philip Mouret 337 - 7= lE e85
TR TH 5. 1990 £ IZEE OHFHT B
WTHEA SN, 1992 FEIIIRBOES & 2 ) FERE
EEMENEL B H2FMEE LTRENLERD
Ak bz, —7, BAREBRIZB W THERE
BE 4 (minimally invasive surgery) & L T QOL
(quality of life) IRl EZ$H$ % i & LTIA <
HERLTETVA.

—193—



Endometriosis
21%

Uterine
leiomyoma
22%

oL

& Endometriosis

21%
® Benign ovarian tumor (excl. endometriotic cyst)

31%
2%

Polycystic ovary
H Ectopic pregnancy
8%
[ Tubal occlusion, Hydrosalpinx

3%

1%
0.2%

£ Unexplained infertility {laparoscopy)

6%

B Peritubal adhesion

® Ovarian bleeding

® Uterine leiomyoma

22%

B Adenomyosis uteri

Benign ovarian tumor 1%

31%

& Congenital anomalies of the uterus
%
& Congenital absence of the vagina

0.1%

Vaginal prolapse

0.2%
@ Cervical cancer

0.5%
& Endometrial cancer

0.3%
N Ovarian cancer

0.5%

5 Others
4%

Fig. 1 The ratio of the gynecological disease performed surgery laparoscopically in Japan

(Year 1990 ~ 2009)
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Fig. 2 Uterine manipulator
This instrument is essential for some procedures in gynecological laparoscopy. However,
it must meet a variety of demands. For example, the uterine manipulator ensures a good
view of the surgical field in laparoscopic hysterectomy. In addition, a uterine manipulator
can help to create the tension on the tissue that is useful for cutting the adhesions of endo-
metriosis.
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Fig. 3 Hysteroresectoscope
The hysteroresectoscope, with a cutting loop electrode or a right-angled knife electrode,
was used as a standard instrument for all operative procedures such as transcervical re-
section of submucosal type myoma, endometrial polyp, adhesion of the uterine cavity and
partial septate uterus.
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Fig. 4 Falloposcopic tuboplasty (FT) system
The FT catheter system consists of three units: a charge coupled device video camera and
light source, a falloposcope, and a linear eversion catheter. FT is a surgical technique of re-

canalization of the occluded fallopian tube.
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Table Medical fee points of endoscopic surgery in the field of gynecology (Revised,

April 1, 2010)

ik R 5%&5 HREM 2% (2010)
T = PR AE R BE B AT K863 19,100
FEETTFETRYBRM, T= NIRRT K863-2 14,300
TEmERE (%) @ K872-2 28,940
FEETEZHETHREDRA, TERERY — TN K872-3 4730
TEHET T E T ER K873 14470
R T B 2w K877-2 38,500
T R K878-2 21,640
FEE S AR M K886-2 17,900
SR BEER S B AT K887-2 14,470
SRR LA K887-2-2 14470
BP9 BAAT K887-3-2 14470
£ 38 o M IR R IR BEBERO AT K887-4 15,860
TEMBEFESHUN (FA) K888-2 25,480
R, INEEESNN, FTEINE S mERR K888-2-2 25,480
INERRFR OIE - UIELBH, JIERES) K890 21,060
PRE 8T O E TR K890-2 35,700

PEHHUMFBLORAI—T R EOBER TN R
ASWETdh 5. SILS (single incision laparoscopic sur-
gery), LESS (laparo-endoscopic single-site sur-
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2) Robotic surgery
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A LEMmTH AN, o [HE] HITTE5
ZENEETHL.
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