Educational video lecture

Original research
Editorials
Joint statement
Society statement

How to make a vaginal cuff before
laparoscopic radical hysterectomy

Meeting summary
Review articles
Consensus statement
Clinical trial
Case study
Video articles
Educational video lecture
Images
Pathology archives
Corners of the world
Commentary

Denis Querleu  ,1,2 Eric Leblanc,3 Daniel Dargent4

Letters

ijgc.bmj.com

Denis Querleu
1

Dipartimento Scienze della Salute della Donna e del Bambino, Fondazione Policlinico
Universitario A Gemelli IRCCS, Rome, Italy
2
Department of Gynecology, University Hospital, Strasbourg, France
Biography: Denis Querleu is a gynecologic oncologist, ESGO past president. He has been
during his career head of the gynecologic oncology division at the Lille (France) Oscar Lambret
Comprehensive Cancer Center, professor of oncology and head of the department of surgery at
the Toulouse (France) Comprehensive Cancer Center, professor and head of the department of
obstetrics and gynecology at McGill university in Montreal (Canada)

For numbered affiliations see
end of article.
Correspondence to
Professor Denis Querleu,
Dipartimento Scienze della
Salute della Donna e del
Bambino, Fondazione Policlinico
Universitario A Gemelli IRCCS,
00168 Roma, Italy; denis.
querleu@esgo.org

One of the basic principles of surgical oncology
is to avoid spilling active tumor cells in a healthy
potential host area. A striking demonstration of
this principle is available in the case of ovarian
tumors.1 This is crucial at the time of laparoscopic
radical hysterectomy, and possibly applies to open
radical hysterectomy as well.
The no-spillage principle was implemented from
the beginning by the founders of cervical cancer
surgery themselves. Schauta and Wertheim used to

close the vagina before removing cervical cancer
vaginally or abdominally, respectively.2 The publications in this journal of the results of a German
monocentric study3 and of the European SUCCOR
study4 strongly suggest that meeting this principle
is a possible way to overcome the detrimental
effect of the laparoscopic approach in cervical
cancer observed in the only available randomized
controlled study addressing this issue.5 Closure of
the vaginal cuff appears to be a potentially efficient
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Video 1 Closure of the vaginal cuff with Chrobak (or similar) forceps. Two Chrobak forceps have
been placed in the midline, joining the ventral and dorsal edge of the vaginal cuff. Laterally, the cuff is
still open. The edges are grabbed with Kocher forceps
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way to confine the tumor and prevent the contamination of the
peritoneum and of the pelvic tissues by active tumor cells.
The technique was described more than one century ago6 and
has not substantially changed since the pioneer era. An English
language translation of the precise and comprehensive description
of the surgical steps in the German language atlas of vaginal surgery
by Reiffenstuhl and Platzer is available.7 In France, radical vaginal
surgery was taught by the late Daniel Dargent, whose memory is
still alive years after his passing away, justifying his position as last
author of this article.
This educational video lecture illustrates the steps of making a
vaginal cuff: identification of the adequate incision line at a distance
from the tumor, placement of 6–8 Kocher forceps inside the incision line, infiltration with saline serum or diluted epinephrine of the
vaginal fold created by traction on the Kocher forceps, vaginal incision using cold knife or electrosurgery, minimal separation of the
bladder and rectum, and closure of the vaginal cuff using Chrobak
type forceps. In the setting of radical vaginal trachelectomy or
hysterectomy, the operation continues vaginally. In the setting of
laparoscopic radical hysterectomy, suturing of the vaginal cuff,
placement of stay sutures, and packing of the vagina precede the
laparoscopic steps. The same may also apply to abdominal radical
hysterectomy. Alternately, the vaginal cuff can be made at the end
of the laparoscopic or open procedure before opening of the vagina.
Three different videos of the same procedure by each of the three
authors are intentionally presented in order to illustrate different
clinical situations, individual preferences, and tips and tricks to
deal with difficulties, most of them encountered in case of narrow
vagina.
Primary making of the vaginal cuff has the dual advantage
of enclosing the tumor and of defining the best adapted incision line avoiding both insufficient margins and excessive
removal of vaginal tissue. The technique is not difficult to
master and can be incorporated in all approaches for cervical
cancer surgery.

