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ratio, named the nutritional status (thin or normal new
borns), and used these parameters to identify 18 of 33 
(54.5%) neonates with perinatal morbidity. The two 
determinations of symmetry are quite independent in 
the authors' data. Only five newborns were identified 
as thin using these two measurements simultaneously. 
Noteworthy is that each of these parameters identified 
about 27% of all ill neonates. Of the 33 newborns with 
morbidity only five (15.2%) had low birth weight. But 
in the group of 355 infants only 20 (instead of 35) were 
small (5% rather than 10%). Thus, in my opinion, 
there are no differences. Similar results were obtained 
in our earlier studies (unpublished data). The authors 
found no newborn with morbidity among the nine 
who were small but well nourished. One of the most 
likely explanations is that the group analyzed was too 
small. 
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Reply 

To the Editors: 
We appreciate the interest of Dr. Niklinski in our 

recent article. 
The purpose of the study in question was to test our 

hypothesis that neonatal morphometrics designed to 
assess the state of intrauterine nutrition are better pre
dictors of morbidity than birth weight. The data dem
onstrated that being thin is worse than being merely 
small. The major implications of the study are those 
relevant to antepartum fetal surveillance. 

First, we must establish which neonates suffer mor
bidity and fix their characteristics in our minds. Then 
we must develop methods to identify them in utero. 
Finally, if we hope to identify fetuses at risk for peri
natal morbidity we must shed our preoccupation with 
birth weight below an arbitrary percentile. 
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Introduction of hexoprenaline into the treatment 
of preterm labor 

To the Editors: 
Hexoprenaline is under consideration by the U.S. 

Food and Drug Administration Advisory Committee 
on Fertility and Maternal Health Drugs for introduc
tion into the treatment of preterm labor. We have in
vestigated its tocolytic potency in an in vitro model. A 
total of 28 uterine strips were excised from the lower 
uterine segment during cesarean sections. Each strip 
was mounted in an organ bath (370 C) that was perfused 
by Krebs solution that contained glucose (5.5 IJ.mol) and 
was oxygenated and buffered (pH 7.4) by carbogen gas 
(95% oxygen, 5% carbon dioxide). The free end of the 
strip was attached to an isotonic transducer (Ugo Basile 
7006, Varese, Italy) and contractile activity was regis
tered under a passive tension of 2 gm by a Perkin Elmer 
oscillograph. When regular spontaneous contractions 
were established, hexoprenaline 10-6 mol/L was added 
to the perfusing medium. Frequency, amplitude, and 
duration of the contractions were registered. From 
these data the area under the tension curve and the 
contractile activity of the myometrial strip were com
puted 10 minutes before the application of hexo
prenaline, as well as 10, 20, and 60 minutes after 
administration. Statistical analysis was performed with 
parameter-free techniques such as Wilcoxon's rank sum 
test, Wilcoxon's signed rank test, and Spearman's cor
relation analysis. 

Hexoprenaline was obtained by policy of Chemie 
Linz, Linz, Austria. 

Uterine activity was reduced by application of hex
oprenaline from 100% to 4.4% (0% to 49.2%) (median, 
20th to 80th percentile) after 10 minutes, to 0% (0% 
to 37.5%) after 20 minutes, and to 0% (0% to 23.3%) 
of the spontaneous uterine activity after 60 minutes 
(Fig. I). 

Hexoprenaline was introduced by Lipshitz' in 1976 
into the treatment of premature uterine contrac
tions. It is supposed to be the most selective 13-
sympathomimetic drug currently in use.' Numerous 
investigations have shown its efficacy'·' and safety for 
mother2-4-8 and child; 9·11 especially in combination with 
the 13,-blocking agent metoproioi. '2 
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Fig. 1. Uterine activity before and after application of hexoprcnaline 10 "moll L. Median, 20th and 
80th percentiles. 
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Thrombocytopenia and cordocentesls 
clarifications requested 

To the Editors: 
I read with great interest and appreciation the ex

perience of Dr. Fernand Daffos and colleagues con-




