
pouch in our study was low compared with other studies
(2, 3). As reported previously, uterine scar dehiscence is diag-
nosed in approximately 0.3% to 1.90 % of women who
have undergone cesarean section (4). We examined 157 pa-
tients who complained of abnormal bleeding after having
had a cesarean section, and 11 women demonstrated a defect
at the expected site of the postsurgery uterine scar, which
indicates that the cause of IUB in women who have had cae-
sarean sections is not always attributable to uterine scar
dehiscence. As Dr. Ceci stated in his letter, it is not clear
why the problem occurs, and its actual incidence is still
unknown (5).

For the patients with IUB but without defects at low seg-
ment caesarean section, we usually administered treatment
for dysfunctional uterine bleeding. Dr. Ceci also asked how
many of those women experienced abnormal bleeding in
the ensuing months. Although we have no information about
two patients who did not return for consultation, the other
patients were free of abnormal vaginal bleeding after cessa-
tion of the hormone therapy for three to six cycles and have
remained asymptomatic up to now. Although our data show
that hormone therapy seems beneficial in preventing recur-
rent vaginal bleeding at least in the short term, its long-
term efficacy still must be evaluated.

We performed saline sonohysterography after transvaginal
sonography of the pelvis. Regarding the use of sonohysterog-
raphy, our impression is that vaginal ultrasound alone may
occasionally miss such defects. In three of our 11 cases, the
defects were very subtle by transvaginal sonography alone
but were obvious via sonohysterography. As sonohysterogra-
phy is safe, well tolerated, and feasible in an outpatient set-
ting, we believe that saline sonohysterography should be
considered a reliable outpatient procedure in the management
of patients with IUB.

In our opinion, office hysteroscopy may not be acceptable
to all patients because such an examination requires request-
ing time off work and is more expensive and invasive than so-
nohysterography; however, this has to be balanced against the
clinical benefits and the burden to the patients. An office hys-
teroscopic procedure that allows us to coagulate endometrial
vessels with the bipolar electrode is admittedly useful. How-
ever, our data suggest that hormone therapy can be the pri-
mary option for abnormal uterine bleeding after cesarean
deliveries. We believe that the surgical management of abnor-
mal bleeding should be reserved for situations in which
medical therapy has been unsuccessful or is contraindicated.

We read the letter with great interest regarding the associ-
ation between the development of symptoms and the timing
of caesarean section. We look forward to further analysis of
their data when it is published, and, once again, we thank
Dr. Ceci for the additional opportunity to discuss our study.

Masahiro Tahara, M.D.a

Takashi Shimizu, M.D.b

Hisayoshi Shimoura, M.D.c

a Osaka University Graduate School of Medicine
Department of Obstetrics and Gynecology
Suita, Osaka; b Shimizu Women’s Clinic, Takarazuka,
Hyogo; and c Shimoura Women’s Clinic, Kakogawa,
Hyogo, Japan
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758 Letters to the Editor
Uterine artery ligation via the laparoscope prior to
myomectomy

To the Editor:

We read with interest the article by Liu et al. (1), and com-
mend their efforts with laparoscopic uterine artery occlusion
combined with myomectomy through a minilaparotomy. We
agree with the authors that uterine artery occlusion before
myomectomy significantly reduces intraoperative blood
loss, postoperative febrile morbidity, and secondary recur-
rence of leiomyomas. Uterine artery occlusion should be
done via laparoscope because performing the procedure
may become difficult through the minilaparotomy wound.
The authors used a minilaparotomy incision for the myomec-
tomy, but the entire procedure can be completed with the
laparoscope.

The review by Sesti et al. (2) of gasless laparoscopy for
myomectomy showed that conventional laparotomy instru-
ments, such as tissue clamps, tenaculum clamps, needle
holders, scalpels, and scissors can be used because the perito-
neal cavity does not need to be sealed airtight. This facilitates
several steps of the procedure such as enucleation of the my-
oma and uterine repair. Intracorporeal knot tying is used to
secure the suture ends with the aid of an index finger intro-
duced through the ancillary right access. This closure results
in optimal hemostasis and strength of the uterine scar. Expen-
sive laparoscopic instruments are not needed, and it also
reduces operative cost. Electromechanical morcellation facil-
itates easy removal of myomas and significantly saves time
Vol. 88, No. 3, September 2007



n¼ 52) and two women in group 2 (myomectomy alone, n¼
30), with an incidence of 3.7% (1 out of 27) and 10.5% (2 out
of 19), respectively. No cases were reported with a history of
recurrent pregnancy loss.

Wei-Min Liu, M.D.a

Peng-Hui Wang, M.D., Ph.D.b
a Department of Obstetrics and Gynecology,
Taipei Medical University Hospital and Taipei Medical
University, Taipei; and b Department of Obstetrics and
Gynecology, Taipei Veterans General Hospital and
National Yang-Ming University School of Medicine,
Taipei, Taiwan

June 14, 2007
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(3, 4). We also suggest the use of gasless laparoscopy for uter-
ine artery ligation and myomectomy.

It is not clear from the authors’ study how many women
had infertility or recurrent pregnancy loss before myomec-
tomy for recurrent uterine fibroids. We are hoping for further
discussion and suggestions.

Niraj N. Mahajan, M.D.a

Rajani N. Soni, M.D.a

Kshitija N. Mahajan, M.D.b
a Department of Obstetrics and Gynaecology, and
b Department of Anaesthesiology, Padhar Hospital,
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Reply of the Authors:

We greatly appreciated the letter to the editor by Dr. Maha-
jan et al. commenting on our article in Fertility and Sterility
and requesting elucidation on laparoscopic uterine artery
occlusion combined with myomectomy through a minilap-
arotomy (1). We agree with their opinion that the entire
procedure, including uterine artery occlusion and myomec-
tomy, can be completed with the laparoscope, and that an
additional procedure of electromechanical morcellation
facilitates easy removal of myoma laparoscopically. How-
ever, the choice of myomectomy through laparoscopy or min-
ilaparotomy is still uncertain and controversial (2). In our
clinical practice, we favor the use of minilaparotomy to per-
form myomectomy due to the better economy without com-
promising the postoperative recovery of the patients (3). We
welcome Dr. Sesti’s efforts in using a new technique (isobaric
gasless laparoscopy) to improve the limitation of laparo-
scopic surgery in managing complicated and complex uterine
myomas (4) although the data regarding laparoscopic uterine
artery occlusion combined with myomectomy have yet to be
presented.

In relation to the question of how many women had infer-
tility (5) or recurrent pregnancy loss before myomectomy for
recurrent uterine fibroids, here are the data: the infertility di-
agnosis applied to one woman in group 1 (laparoscopic uter-
ine artery occlusion and minilaparotomy with myomectomy,

infertile couple. J Clin Endocrinol Metab 1998;83:4177–88.

doi:10.1016/j.fertnstert.2007.07.010

Alert for heterotopic pregnancy

To the Editor:

We read with great interest the article by Gorka Barrenet-
xea et al. (1), ‘‘Heterotopic pregnancy: two cases and a
comparative review,’’ and we would like to comment on
a semeiologic point. In our opinion, the disappointingly
low rates of ultrasonographic diagnosis and conservative
treatment of heterotopic pregnancy are mainly explained by
the ignorance of this pathology. Most gynecologists are still
believe that this entity is extremely rare and that they may
never encounter it in their professional existence. However,
with the increasing use of assisted reproduction technology
(ART), the occurrence of a heterotopic pregnancy is now
close to 0.3%, as stated by the authors and our own institu-
tional data. A patient who has undergone in vitro fertilization
and embryo transfer and who subsequently has had her men-
ses is usually advised to perform a human chorionic gonado-
tropin (hCG) assay. In the event of positive levels, there
should be a high suspicion of ectopic pregnancy; however,
in such a cases, with a normal doubling level of hCG and
a visualized intrauterine pregnancy, the investigation usually
stops. If there is persistent bleeding, we believe that the
considered diagnosis should be heterotopic pregnancy.
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