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We commend the authors for the publication of their very

well-written review on the peritoneal effects of laparos-

copy [1]. This is a topic of particular interest given the

ever-increasing number of surgical procedures being per-

formed laparoscopically [2].

We have two specific comments to make: The first is

that much of the laboratory animal research included in the

review is based on extremely exaggerated models of lap-

aroscopy. We have recently shown, for example, that

almost all published rat studies investigating oxidative

stress associated with laparoscopy have used gas flow rates

only loosely adapted from the clinical setting (in some

instances up to 10 times the equivalent human flow rate)

without corrections for animal size or physiology [3].

Insufflation pressures have also tended to be significantly

overestimated. It has recently been estimated that the

optimal insufflation pressure that should be used in a rat

model to simulate human laparoscopy approximates

5 mmHg, which is significantly lower than that used in the

majority of the studies (10–15 mmHg) [4]. These inaccu-

racies in the scaling of insufflation parameters limit the

applicability of these rat models to the clinical setting.

The second comment pertains to the differences in core

temperature when using cold versus warmed insufflation

gas. Several clinical studies have investigated this effect,

but standardisation of external warming devices has been

poor and the results have thus been inconclusive [5]. In a

recent double-blinded trial in laparoscopic colectomy,

where patients were randomised to cold dry gas or warm

humidified gas (the use of an external warming device was

standardised between groups), differences in intraoperative

core temperature were not apparent [6]. In addition, there

were no differences in the peritoneal or plasma cytokine

response, or in any of the other postoperative recovery

parameters measured.
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