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Contrary to the claim of Robledo et al,1 results from such
faulty RCT designs are not generalizable. They opined that
the randomization in the Laparoscopic Approach to Cervical
Cancer (LACC) trial ensured balance among measured and
unmeasured confounders between the 2 comparison groups.2

We disagree. First, it is difficult for any surgical RCT to
provide any such balance because it is impossible to blind or
mask a surgical procedure or perform a “sham” surgery; the
unblinded nature of surgical RCTs inevitably leads to an
unmeasured observer bias. Second, Robledo et al assume that
the surgeons had similar expertise or similar variation in
expertise in performing both procedures. This assumption is
unreasonable for a new complex surgical procedure such as
minimally invasive radical hysterectomy.

As we explained in our Viewpoint article,3 the LACC in-
vestigators had several choices to correct for differences in
surgical skills; sadly, they did not follow any of the available
choices so that the minimally invasive arm of the study was at
a disadvantage. The RCT design could not have compensated
for varied or suboptimal surgical skills and techniques in
performing the minimally invasive procedure.

Robledo et al1 characterized our suggestion of addressing
surgical variability via individual center reporting, based on
multilevel models, as “statistical acrobatics.” Our suggestion is
a pragmatic one. In their letter, they admitted that the surgical
volume was not distributed uniformly across the participating
surgeons and therefore centers. In the LACC trial, cervical
cancer recurrences occurred in only 14 of the 33 centers.2

Should the remaining 19 centers, which had no recurrences,
change their practice based on the results of the 14 centers
when surgical proficiency has not been taken into serious
consideration in the performance of the minimally invasive
radical hysterectomy? -
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Cerebroplacental ratio and estimated fetal weight,
the 2 different yardsticks
TO THE EDITORS: We read with interest the work of
Akolekar et al1 and agree with the authors in that cere-
broplacental ratio (CPR) as a stand alone measurement is
unable to predict adverse perinatal outcome accurately, unless
it incorporates extra information that is provided by esti-
mated fetal weight (EFW), maternal characteristics, and
future biochemical markers. In this regard, the accuracy of
CPR has become a question of debate because the reported
prediction ability for adverse perinatal outcome (APO) and
intrapartum fetal compromise (IFC) by different groups
presents notable variations. In our opinion, several aspects
regarding the accuracy of CPR in the prediction of APO
deserve to be commented.

Despite the reported low accuracy, CPR and middle cerebral
artery Doppler, are the only ultrasonographic parameters that
change before late-onset stillbirth2 and placental abruption,3
which confirms that fetal cerebral vasodilation, and not weight
restriction, represents the initial answer to the late unbalance
between placental supply and fetal demands. Aphenomenon that
is related more with subacute cardiorespiratory decompensation
than with chronic nutritional disorder that causes progressive
weight loss.

In addition, when dealing with CPR prediction, we should
consider that the existence of a low CPR only reflexes a
reduction of the placental reserve, which is translated into
a higher possibility of abnormal cardiotocography. This
might explain the reason that CPR performs better at pre-
dicting cesarean delivery for fetal compromise and worse at
predicting severe APO with encephalopathy and extremely
low fetal acidosis, because they probably are related more
with severe and unpredictable intrapartum events that cannot
be anticipated by means of prepartum hemodynamics.
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Unfortunately, many of the APO and IFC will never be
predicted.

Moreover, clinical studies and mathematical models have
proved that fetal hemodynamics, which are represented by
CPR, excels EFW in the association with surrogate markers of
APO.4,5 However, many researchers still argue that CPR should
be interrogated only in case of smallness for gestational age
(SGA) and forget that EFW is in itself a less accurate parameter
and that the finding of a higher CPR accuracy in SGA fetuses
would also apply, probably in a more notable way, by
permuting the order of examination. In fact, many clinicians
indicate CPR is not accurate enough to screen for APO and
IFC. Surprisingly, the same authors have no objection in using
fetal biometry, a more imprecise test, which has also proved to
yield high false positive and false negative rates.

Current clinical decisions are still influenced by a ponderal
mentality, which prevents the full consideration of hemody-
namics as an initial approach. However, if, as recently pub-
lished, CPR excels all the proposed biometric approaches,5 we
should ask ourselves whether the appropriate screening
approach should be to perform hemodynamic evaluation in
SGA or conversely to perform fetal biometry in cases of low
CPR. Using the same yardstick, the answer is clear. -
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