LETTERS TO THE EDITORS
Cervical length in high-risk pregnancies
To the Editors: I read with interest the work of Iams et al.
(Iams JD, Johnson FF, Sonek J, Sachs L, Gebauer C,
Samuels P. Cervical cornpetence as a continnum: A study
of ultrasonographic cervical length and obstetric perforrnance. Am J Obstet Gynecol 1995;172:1097-106) and
agree with their conclusion that cervical competence is a
continuum. There are two points I would like to raise.
First, as the authors discussed, the results may be complicated by the variable use of cerclage in each of the
individual "reproductive histoß" groups. They report the
differences in cervical length at each gestational age in
the current pregnancy between women with or without
cerclage. However, it would be interesting to know
whether there was any difference in cervical length
between the two groups (with or without cerclage) on
the basis of "reproductive history." In other words, did
the 42% of women whose first preterm birth was delivered before 26 weeks and who did not undergo cerclage
in the current pregnancy have any difference in cervical
length measurements compared with the 58% who received a suture? Cervical change after cerclage has been
demonstrated by several authors, ~ but what remains
unclear is whether the operation actually prevents or
reduces subsequent shortening. There is an obvious
paucity of randomized trials comparing surgical witb
nonsurgical management in this situation. Second, a
cervical length of--<25 mm is commonly being quoted as
the diagnostic criteria for a short cervix.21 note that most
of the "reproductive history" groups reached this cervical
length at approximately the same gestational age in the
current pregnancy as in their first preterm births, possibly implying an element of biologic timing.
C~ißJones, MD
Fetal Health Research Laboratory, Division of Obstetrics and @naecology, St. Thomas' Hospital, Lambeth Palace Road, London, United
Kingdom SE1 7EH
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Response declined

Life tables without confidence intervals rnay
mislead
To theEditors: W e agree with Unger and Meeks (UngerJB,
Meeks GR. Hysterectomy after endometrial ablation. Am J
Obstet Gynecol 1996;175:1432-7) that further long-term
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T a b l e I. Calculated 95% confidence intervals for data
of Unger and Meeks

Interval No.

Cumulative probabiliß, of
avoiding hysterectomy (%)

1
2
3
4
5

97,6
87,8
80.5
70.8
65.7

I

( Confidence
[ interval (%)
-+5.8
+26.8
4-_38.9
+-51.0
+-54.9

smdies are needed to define the role of endometrial
ablation for menorrhagia. We take issue with their conclusions and inferences, principally on the ground that these
are based on the results obtained from a smdy of 41
women. They report that 34% of their patients underwent
hysterectomy within 5 years of the initial surgery, a higher
rate than shown in other studies. ~Our study ofendometrial
resection with use of life tables reported a 20% risk of
requiring further surgery by 5 years, and 9% of our patients
had hysterectomy, some opting for repeat resection. Furthermore, 98% of repeat surgery occurred in the first 3
years and there was no linear relationship between the rate
of further surgery and üme.
There are several explanations why the results of
Unger and Meeks are at variance with other published
data. There is some evidence that endometrial resection
is more effective in long-term relief of menorrhagia than
rollerball ablation is. Operator experience can have a
major influence on outcome, and it is unclear whether
the cases reported were part of the learning curve. Unger
and Meeks found no effect of patient age on the risk of
treatment failure, in contrast to several publications
showing that younger women do less well.
The small size of the study of Unger and Meeks seems
the key to why care must be taken in interpreting their
resuhs. They do not give confidence intervals for their
life-table analysis. We calculated the 95% confidence
intervals for their data, and they show that, because the
overa]l study group is so small, the intervals with respect
to the cumulative risk of hysterectomy are very large
(Table 1). Their results have to be taken in the context of
these figures, which shows that it is impossible to judge
from this study the efficacy of endometrial ablation. It is
also inappropriate to extrapolate their resuhs over the
next 5 to 8 years.
It is now 16 years since the first report of hysteroscopic
endometrial ablation by Goldrath et al. ~ Since then,
carefully controlled prospective randomized trials with
hysterectomy have confirmed the many advantages, both
clinical and financial, of hysteroscopic surgery. 3 We
commend Unger and Meeks on their use of life tables,
but their study has insufficient power to pur these resuhs
into question.
Hugh O'Connm; 3,I1)
Department of Obsletrics and Gynecology, John Radcliffe Hospital,
Oxford, United Kingdom OX2 9DU
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Reply

To the Editors: We appreciate the interest in our smdy
shown by O ' C o n n o r and Magos. We are grateful for the
comments expressed by such a p r o m i n e n t investigator in
this field. Certainly, the issue of small sample size is valid
and care must be taken in dra~aäng conctusions from our
experience alone. However, our resuhs differ from those
of O ' C o n n o r and Magos in only two areas. First, we chose
not to perform repeat ablations after an initial failure,
unlike O ' C o n n o r and Magofl and O ' C o n n o r et al. 9
Second, our reoperation rate continued at lhe same rate
beyond 3 years, whereas that of O ' C o n n o r and Magos ~
did not. We would like to address these issues further.
Our 34% hysterectomy rate represents the total reoperation rate over 5 years. Because of our concerns with
the ablation procedure itself and the possibility of unrecognized gynecologic disease, we did not perform repeat
ablations. Repeat ablations have a significantly lower
success rate and a higher complication rate than the
initial procedure doesfl '~ O u t reoperation rate is not
higher than that reported in other studies. Sculpher et
al? reported a 23% reoperation rate (Lysterectomy,
repeat ablation, or both) during the first 2 years of
follow-up after transcervical endometrial resection in the
Bristol trial. O ' C o n n o r and Magos 1 reported a 20%
reoperation rate at 3 years in their long-term study. Most
recently, O ' C o n n o r et al. 2 have reported a 22% reoperation rate within 3 years after endometrial resection in
their own randomized trial of endometrial resection
versus hysterectomy. Our reoperation rate at 3 years was
19.5%. Thus it seems unlikely that either operator experience or operative technique is a major factor accounting for the difference in long-term outcome between our
patients and those of O ' C o n n o r and Magos) Of course,
differences in our respective patient populations could
account for the reoperation rate continuing to increase
beyond 3 years in our series, whereas it did not in the
long-term series of O ' C o n n o r and Magos? Unfortunately, neither our patients n o t theirs had preoperative
measurement of menstrual blood loss, so it is difficuh to
assess whether these are really identical populations
under study. ][ndeed, there is evidence that they are not.
Ahhough 11 of the 14 women undergoing hysterectomy
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in our series were found to have gynecologic pathotogic
features, only 21 of 42 in the series of O ' C o n n o r and
Magos ~ demonstrated similar pelvic disease. As reported
in both our article and their own randomized series, the
presence of underlying pelvic pathologic features ma l,
negatively impact the outcome of endometrial ablation.
Finally, criteria for success are subjective and postoperative satisfaction may be more related to preoperative
expectations (patient or physician) than to objective
results.
Again, we appreciate the comments of O ' C o n n o r and
Magos. Ohr small series is meant to stimulate further
smdy in the area of menorrhagia and the role of endometrial ablation in its treatment. Objective methods to
ensure proper patient selection and to evaluate longterm outcome are clearly needed.
James B. Unge*; 3 / ~
Department of Obstet~~csand @necology, Marshfield Clinic, 1000 N.
Oak, Marshfidd, W[ 54449
G. Rodney' Meeks, MD
Depa'rtment of Obstetrics and Gynecology, University of Mississippi
Medical Cente~; 2500 N. Stare,Ja&son, MS 39216
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Other ways of saying c e s a r e a n s e c t i o n

To the Editors: Cesarean section has a long and interesting history. There are several explanations as to the
origin of the operation. * I am interested in how the name
of the operaüon is spelled in languages other than
English. Fol!owing are 16 examples: Czech, cisarshy rez;
Dutch, heize,~nede; Finnish, heisarileihhaus; French, cesarienne; German, Kaiserschnitg, Greek, kesarihi total; Hebrew,
metuah keseri; Hungarian, csaszar metszes; Icelandic, heisaraskurdur, Italian, tagiio cesareo; Norwegian, heisersnitt;
Polish, ciecie cesarskie; Portuguese, sessao cesaria; Russian,
kessarevo secheni~ Serbian, carshi rez; and Spanish, cesarëa.
Danish and Swedish are very similar to Norwegian. I
thought the readers would be interested in this.
Richard B, Clarh, ?dl)
Departments of Anesthesiology and Obstetrics/ComecologT, Univcn:dty of
Arkansas Medical Center, 4301 R/: Markham, Slot 515, Litt# Ro&,
AR 72205-7199
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