
LETTERS TO THE EDITOR

Postpartum ultrasound in women with postpartum endometritis
after cesarean section and after manual evacuation of the placenta

Sir,

We read with interest the paper by Mulic-Lutvica

and Axelsson (1) on postpartum ultrasound.

The study data by the authors does not support

the utility of ultrasound in endometritis. We believe

ultrasound is an important diagnostic tool for women

with suspected endometritis in the postpartum per-

iod. It is useful especially when large amounts of

mixed echogenic pattern is present in the uterine

cavity. This mandates adequate antibiotic coverage,

uterotonics and evacuation. At the same time, it can

also diagnose retained placental tissue, the clinical

features of which can mimic endometritis.

In the authors’ study, of the 28 women who

underwent cesarean section, 6 had fever, 2 had

elevated CRP, 6 had PPH, and 7 required blood

transfusions. Figures reveal very high rates of com-

plications as well as the need for blood transfusion.

Can the authors justify these complications in their

study group?
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Sir,

We would like to thank Drs Niraj N. Mahajan,

Nilima L. Gaikwad and Kshitija N. Mahajan for

their interest in our work.

Our data do support the use of ultrasound in

patients with clinical signs of postpartum endome-

tritis, primarily to exclude the presence of retained

placental tissue in the uterine cavity.

Ultrasound image of mixed echo pattern is asso-

ciated with a normal involution process of the

placental bed in the uterine cavity (1). The majority

of the women in our reference population had this

image during the middle part of the puerperium (1).

Since postpartum complications, particularly secon-

dary postpartum hemorrhage (2), and postpartum

endometritis (3), occur mostly during this period of

the puerperium, it is not unusual to find significant

amounts of mixed echo pattern in the cavity among

these women. Although we agree that a mixed echo

pattern might be associated with retained placental

tissue in a very few cases, our opinion is that surgical

treatment of patients with clinical signs of endome-

tritis and ultrasound sign of mixed echo pattern

should be avoided. It is reasonable to use a con-

servative approach initially, and reserve surgical

procedures for when conservative treatment fails.

We consider this message gained from our research
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works on puerperal ultrasound, as the most impor-

tant knowledge to be disseminated. We hope it will

contribute to more awareness of physiological varia-

bility concerning the ultrasound findings of puer-

peral uterus, and, consequently, to a more restrictive

policy with regard to surgical treatment of puerperal

complications. A significant increase of immediate

and late complications associated with puerperal

curettage would be avoided.

Not one of our 55 women with clinical signs of

endometritis required surgical treatment, despite a

significant amount of mixed echo pattern observed

by ultrasound in the majority of patients.

The aim of our study was to measure the AP

diameter of the uterus and uterine cavity, and to des-

cribe qualitative findings of the uterus and uterine

cavity in women after caesarean delivery, not after

uncomplicated caesarean delivery. Therefore, we did

not exclude patients who suffered complications.

However, women delivered by cesarean section who

obtained the diagnosis of postpartum endometritis,

were analysed in the ‘endometritis group’, not in

the ‘cesarean section group’. We will point out that

C-reactive protein (CRP) may be elevated as a result

of the trauma of childbirth (4), particularly after

operative delivery (5), and only the changes of CRP

have clinical significance.
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Hypothesis: offspring sex ratio, duration of gestation and birthweight
in pre-eclampsia

Sir,

Introduction

Elsmen et al. pose a number of problems related to

the sex ratio (proportion male) of offspring born to

women with pre-eclampsia. It is suggested here that

these problems may be solved by dichotomising

these mothers by their predominant symptom �
hypertension or proteinuria.

Elsmen et al. (1) reported a highly significant

regression of sex ratio (proportion male) on gesta-

tional age in the offspring born to pre-eclamptic

mothers. In other words, preterm offspring of these

women contain a statistical excess of daughters,

while post-term offspring contain an excess of sons.

These authors were puzzled by this phenomenon, so

a potential explanation will be outlined here.

Pre-eclampsia is conventionally diagnosed in the

simultaneous presence of 2 symptoms that do not

always co-exist-hypertension and proteinuria. Chan

et al. (2) noted that of these 2 criteria, proteinuria is

the more closely associated with a poor outcome

(viz. in early severe cases). It has further been

suggested that there is more than one cause of pre-

eclampsia (3). Indeed Vatten and Skjaerven (4)

entitled their paper ‘Is pre-eclampsia more than

one disease?’

I shall cite evidence to suggest that maternal

hypertension is associated (weakly but significantly)

with large term and post-term male births with little

placental involvement; and that proteinuria is

associated with small (growth-retarded) preterm

female births. These reported associations (as

regards male and female fetuses) are quite different,

indeed opposite. So, it may be convenient to think of

pre-eclampsia associated with male and female
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