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hypertensive disorders. This represents a much higher

frequency as compared with the 7–12% that was reported for

singleton gestations.

Our data were collected by reviewing the hospital as

well as the prenatal records, and included details

throughout pregnancy and the post-partum hospitalization,

and not only data from the period of stay in the delivery

unit. We agree that platelet counts should be also checked

after the immediate post-partum period. However, it was

not feasible in our retrospective study. Yet, the very high

prevalence of ITP (26%) described by Pourrat et al. [4]

is definitely higher than that depicted in other studies

[1–3,5], and further studies are necessary to confirm their

findings.

We agree wholeheartedly with Drs. Pourrat and Pierre

that larger prospective studies are needed to assess more

accurately the prevalence of main causes of thrombocyto-

penia in pregnancy and should investigate the efficacy of

possible surveillance programs.
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Comment on ‘‘Isobaric (gasless) laparoscopic uterine
myomectomy—An overview’’ [Eur. J. Obstet. Gynecol.
Reprod. Biol. 129 (2006) 9–14]

To the Editor,

We read with interest Sesti’s review [1] on gasless

laparoscopic uterine myomectomy and commend these

authors’ efforts. However, certain issues need to be clarified:

1. The authors opine that this procedure can be performed

under local and regional (epidural or spinal) rather than

general anesthesia. However, general anesthesia with

muscle paralysis and tracheal intubation remains the

preferred technique for most laparoscopic procedures [2].

Shorter laparoscopic procedures such as diagnostic

laparoscopy, pain mapping, laparoscopy for infertility

and tubal ligation can be performed under local or regional

anesthesia [3].

2. The authors did not mention whether or not the CO2 gas

stopcock to be kept open to relieve negative intra-

abdominal pressure, as soon as the vented instrument

tip enters the sealed peritoneal space. It is postulated

that the viscera fall away from their parietal apposition

prior to contact with advancing sharp trocar [4,5].

When the abdominal wall is lifted with the Lapar-

otenser, space will be created between the abdominal

wall and viscera. This space will be occupied by

atmospheric gas, which contains oxygen. Electrocoa-

gulation in the presence of oxygen raises the possibility

of electrical burns.

3. The authors suggested the use of tenaculum clamps,

scissors or scalpel for removal of the myoma. The option

of electromechanical morcellation facilitates easy

removal of the myoma and significantly saves time [6,7].

4. Among the disadvantages of laparoscopic myomectomy

using CO2, the authors mention that cleavage is more

difficult if the myoma exceeds 8 cm in size. Such a

problem also exists with gasless laparoscopy.

5. It is not clear why laparoscopic myomectomy using CO2

is preferred over gasless laparoscopic myomectomy

when the total number of myomas does not exceed 2 or 3.

We therefore seek their clarification and hope further

discussion and suggestion will contribute to advancement

and the popularity of this technique amongst laparoscopists.
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Authors’ Response to Comment on ‘‘Isobaric (gasless)
laparoscopic uterine myomectomy—An overview’’ [Eur.
J. Obstet. Gynecol. Reprod. Biol. 129 (2006) 9–14]

Dear Editor,

We are grateful to Dr. Mahajan for commenting on our

review and requesting elucidation on isobaric (gasless)

laparoscopic myomectomy. Regarding his first question, we

specify that in our first series of patients, 57 out of 279

women preferred peridural anesthesia. In no case was a

conversion to general anesthesia necessary. There were no

anesthesiologic complications. Indeed, any (peripheral or

general) anesthetic technique can be employed in isobaric

laparoscopic procedures, as in ‘‘open’’ surgery, because

there is no pneumoperitoneum.

In relation to the second issue, direct trocar insertion

without previous pneumoperitoneum was reported to be a

safe alternative to Veress needle insertion [1]. We choose

to insert it just caudally to the ribs on the left side, which

prevents the tissues from collapsing and allows separation

of the abdominal wall from the viscera. In addition, the

skin incision must be large enough to allow easy passage

of the trocar through the skin to avoid forceful entry. In our

practice, we did not register any complication associated

with the direct insertion of the umbilical trocar. Never-

theless, injuries to intraabdominal structures, related to

blind insertion of the Veress needle and the first trocar,

continue to be a common, yet potentially avoidable

complication of laparoscopy [2]. As a result, many

surgeons have altered their technique by performing

a minilaparotomy to position the first trocar safely.

However, bowel injuries also have been reported with

the use of this ‘‘open’’ technique. For these reasons, we

now use optical bladeless access trocars to decrease the

risk of injury to intraabdominal structures, because they

allow the surgeon to visualize abdominal wall layers

during placement [3].

As regards possible electrical burns, we never observed

this complication. The risk of electric injuries in isobaric

laparoscopy would be the same as in open surgery, where

you work in presence of atmospheric gas.

The use of electrical morcellators facilitates the removal

of myomas, but their costs are higher than scalpel or

scissors.

Actually, surgical technique for enucleation of the

myomas is analogous to laparotomy. Traction on the

myomas is executed with two strong laparotomic tenaculum

clamps, together with countertraction on the uterus with

narrow ring laparotomic forceps that facilitates dissection.

The myoma is pulled hard toward the anterior abdominal

wall or upward. It is clear that the use of conventional

laparotomy instruments permits a stronger grasping and an

improved mobilisation of the myomas than laparoscopic

instruments.

Finally, in our opinion laparoscopic myomectomy using

CO2 remains the preferred approach for small and medium-

sized myomas and when the total number of myomas

removed does not exceed 2 or 3 because it is less invasive

than isobaric laparoscopy, where the ancillary right port is

slightly greater (15 mm) and two very small (2 mm)

additional skin incisions on the pubis are needed for the

insertion of the subcutaneous needles of the lifting device.

Therefore, we believe that gasless laparoscopic myomect-

omy could be mainly an alternative to minilaparotomy for

removal of large intramural myomas and/or for multiple

myomectomies (�3 myomas per patient), even if further

controlled studies are needed to confirm it.
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