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Although medical seience has made rapid
progress in recent times, there ?amﬁin many dread znd urgent
conditions, the etiology of which is still obscure and of
which the treatment must for the present remain the groping

& S

symptom-therapy of the unenlightened cliniecian.

- =

treatument a natural seguence.

It is my intention to journey into the realms
of symptom-therapy, and to relate my experience on the way.

The word "Eclampsia" is derived from the Greek,
" 2
€K A a KW ny explode", and was frequently used by
Hippocrates znd Galen in their writings to describe the sudden
onset of a convulsive fever occuring during pregnancy. Amongst
the earlier zuthors little attention seems to hzve been paid to
the milder forms of Toxaemia of pregnency for they seldom mentior
them, but Moriceau, who wrote a "Traite des Maladies des Femmes
Grosses™" in 1690 has some interesting observations on intract-
able vomiting due to the cessation of menstruation, which
caused corrupt humours to cleave to the sides of the stomach.
He recommends purges to dissolve the humours and regards
hiccough as a very evil sign. In 1780, Denman gave a good
account of convulsions which he treated by hot baths, foment-
ations, opiates in small gquantities often repeated, znd zlso

employed bleeding, sometimes up to forty or even sixty ounces.
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Professor Johnstone makes ‘the following statement:-~

o

gclampsi
"Acute phosphordus or stvychnfne poisoning
must be borne in wmind, but can usually be
ruled out owing to their rarity."

In April 1927 I encountered z very unusual
case, and mentioned'on account of its rarity. Nurse Rose
sent me an urgent message to attend a woman whom she had
delivered of a healthy child snd who had a fit within an hour
of the birth of the placenta. On my arrival at the patient's
home I found her dead. During pregnancy she had been under
careful medical supervision , and a small zmount of albumen
was Tound in the urine; but no other signs of the pre-eclampsia
state were found. I naturzlly concluded that eclampsia was
the cause of death.

A few weeks after this event Dr. Kémp was
summoned to the same village to zttend a2 woman who died under
similar ecircumstances and who was delivered by the same nurse.
Dr. Kempénd I discussed the cases, and I ventured to suggest
that possibly the cause of death in the two cases might be
strychnine poisoning and not eclampsia. It appeared that the
nurse had given both women a drzught of Ergot (?), but on post-
mortem examination strychnine polisoning proved to be the cause
of death, and it was found that the nurse had been supplied

with Tincture Nucis Vomicae by a Chemist in mistake for Liquid

Extract of Ergot.
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For very many years there existed an

clampsia and ep

l....l.
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unfortunate confusion between true lepsy

v
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complicating pregnancy. The two cond
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tions were regarded

as synonymous, so that many of the miraculous recoveries
reported "without total abolition of the fits" must, perforce,
be disregarded. In 1713, however, Amb
which seems reasonable enough:- "A young lady of tﬁd 1ty-six
who had gone about one half her time with child, and had not

et been bled, was invaded with convulsions of the hands, feet
Vi 3 3

-

head, mouth and cheeks, which terrified her greatly, and
rendered her apprehensive of their bei%g succeeded by an
apoplexy. Prescribed:- Phlebotomy in the arm immediately unto
eight ounces. A teaspoonful every morning of a nervous powder,
to be repeated in the afternoon at four o'clock znd at bed time.
(& purgative and diazphoretic mixture). After continuing these
medicines for two days she perceived no more of her convulsions,
and Bhe was happily delivered of a-healthy child."

Hamilton, a former Professor of WNidwifery at
Edinburgh University, who was one of the first British authors
to use the word "eclampsia", does not seem to be so sanguine
of the treatment of this condition, for in 1781 he states that
"the appearznce of epileptic fits in pregnznt women is
frightful; the symptoms sre alarming, and the event, always
precarious, is most often fatal :

On reading through the medical literature of
comparatively later times, one finds oneself zble to differ-

entiate several regimes for the treatment of eclampsiz, each

with its firm adherents, who would brook no interference with
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the rules they had propounded. At the time whe n bleood-

letting was fashionable, it was nmaturally applied to every
case of eclampsia. It is the oldest form of treatment,

dangerous to & degree when applied as a wholesale remedy, but,

-, o

in selected cases, undoubtedly beneficial.

Following the discovery and routine use of
chlorcform as an anaesthetic in complicated obstetrics came
the application of this drug to the control of convulsions
oceurring in pregnant women. This method, combined with manunal
dilatation of the cervix, snd very early application of forceps,

s, unfortunately, too often the practice with some medical men

even of to-day.

It is only within the last half century that

surgery has made its most important strides, and recovery after

operative interference has become the rule rather than the

m

Xxception. Place 2longside this fact the firm belief of
certain school that the surest way to eradicate eclampsis is to
eradicate the pregnancy, and the surgeon cannot be blamed for
accepting so direct en invitation to commence a third routine
technique - "The Surgical Treztment of Eclampsial. This ds

e perio f pi inzl & abdominal Caesarian section
the period of rapid vaginal end abd I O 3

instrumental dilatation, and, in fact, accouchement force in

all its horrible branches. The surgeon is a difficult man to
oust when once he had carried his knife inte & foreign fileld,
so that large numbers of cases are also on record treated by
decapsulation of the kidneys, and even by the raising of large

csteo-plastic fleps from the skull, Comment on such procedure
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is nnnecessary. It would be incorrect to say that there is
no surgical side to the treztment of eclampsisz, but modern

technique =znd statistics have certainly shown that, with the
exception of zn occasional sbdominal Caesarian section,,such

£

. wrong primary conception of the
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ference is based upon
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disezse, and its results are to be deplored.
When ﬁhe treatment of z disease remains
empirical, it 1s not uncommon for methods to suffer, from time
to time, a complete change in almost every detail, made,
perhaps, the more complete by the investigator's zeal tc discard
the well-beaten tracks, and to develop along entirely originzl
EVENUEs. It is in this way thet I account for the origin of
the Rotunda routine treatment, which accepts intestinal
toxaemiz as the provisionzal fons et origec of the pregnant
intoxications, and hence treats them by intensive eliminztory
methods. Briefly the treatment embraces, gastric lavage to
empty the stomach znd introduce a purgative, colonic lavage to
empty the lower bowel znd promote evacuation of the whole
intestine; saline purgation, loin poultices to promote renal
activity and submammary infusions to introduce fluid. MNorphia
and other sedatives are only used vhen the treatment fails,
of itself, to contrel convulsions, and venesection is resorted
to merely as an emergency procedure. The introduction of the
Rotunda method was responsible for a markedly reduced mortality
rate. It was a timely zntidote to the radical measures in
vogue, more especially on the Continent, 2t the moment of its

inception. Compared with another modern regime it is, however,

%
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open to eriticism on two scores. In the first place it is
too stringent; to quote from the report of z collective
investigation on eclampsiz:- "It is impossible to avoid the

conviction that the majority of the f&tzl cases were over-
treated, and that in a considerzlble nuwber the excessive
treatment must have been a contributory faetor in bringing
about the fatal result.” These remarks apply much lesg to
the Rotundz method than te others, but I am convinced that the
idezl method nmust te that which is least exhausting to 2
conztose patient, threaztened with rapidly recurring and

dengerous convulsions. Secondly the Rotunda treatment 1s a

(€]

difficult one to carry out if strict detail be observed, end,

1

although this

+

n

s not & serious consideration 1
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sumes great
importance if there is an alternztive method, simpler in its
peration, and yet yielding statistically better results.
Narcotics, usually in heroic doses, bhad been
used for many years in the treatment of eclampsia before
Stroganoff of Petrograd employed then to devise a carefully
regulated routine, both as regards dosage snd time of

administration. This investigator employs morphia znd chlorzal
hydrate, and attaches great importance to segregation in a guiet
darkened room, with avoidance of &gll forms of irritation. He
advocates venesection in selected cases, and is strongly
opposed to any non-essentiecl interference with the pregnancy.
To-dey, statistics show that the incidence of
eclempsia is decreasing, and if there be a routine treatment zat

the present time it is certainly the prophylactic treatment of

eclampsiza. Of the 2,800 cases which passed through the ante-
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inctructions were disregarded by the patient.

treated in St. Thomas's Hospital, London, a very marked decrease
compared with previous years.

In the Bristol Royal infirmery, 1,400 were
attended =nte-natzally in 1926. Sixty had albuminuriz, three
developed eclampsia, and two of these died.

In the meantiime, however, until ante-natal

-~

in spite of

in
p

care is enormously extended, and one might even

ay
it where fulminating cases are concerned, there will remain

"eclamptics to be treated by one method or another. Reports
received from the larger hospitals of Great Britain and Ireland
i@dicate that only two main systems of trectment zre now being
employed in the three countries - the Dublin or Rotunda method
zend thet devised by Stroganoff.

In certain instances the methods zre combined,
i.es, a patient is first treated by eliminatory measures, and,
if these do not control convulsions, the exhibition of sedative
drugs according to & specified time table is commenced. In

other instances the Rotunda or Strogenoff method is modified
by the introduction of certain smsll zlterations or additions,
as a result of which improved statistics are claimed.

At Queen Charlotte's Hospital, the Rotunda
method is modified as follows. No stomach lavage is done,

and "Veratrone" is given if the blood pressure is high as

follows:~
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Above 190 wni. - 1 c.c. hypodermic injection.
175 mm. to 190 mm, - 2 CeCs

160 mm. to 175 mm. =  F C.C.

140 mm. to 160 mm. SR A T

Below 140 nm. - No veratrone.

Dr. Statham of Bristol Royal Infirmary clainms
ag & useful zdjunct to the Rotunda method, the intravenous
exhibition of glucose gnd insulin.

St. VMary's Hospitsl, Wanchester, adopts the
Dublin method, but without subcutaneous salines or hot packs.
Morphiz, up to two grains, is given in the twenty four hours,
end veratrone is employed in some cases.

Dr. G.F. Darwzall Smith of St. George's Hospital
zdopts a modified Rotunde method, followed, if necessary, by a
modified Stroganoff method. Gastrie lavage, he states, is

unnecessary and dangerous. Veratrone (.75 to 1 e.c.) is used

|—te

f the blood pressure 1s above 120 wm, of mercury. His modif-

icztion of the Strogenoff technique is very interesting:-

On admission - Heroin gr. one sixth.
After one hour = Ohleral gr, 30.
i 3 hours - Heroin gr. one twelfth.
2 7 " - Chlorsl gr. 30.
" 13 " = i T 22
i 20 u - 3 ET. 22,

In severe cases he believes in induction of labour by bougies,
with rupture of the mewmbrances, and evacuation of as much

liquor amii as possible.



Having thus briefly summarised the treatment
of eclzmpsia, I now propose to give some account of my own
short experience of the diseage before I began to hold any
critical views upon its treatment.

Doring my student days in Edinburgh I became
thoroughly conversant with the details of the Dublin technique,
and the method as a whole seemed to leave little to be desired.
On going into practice I met a number of cases of eclampsia
early in my career and each of necessity had to be treated in
her own poor hone. There was no oppertunity of putting the
elaborzate Dublin method to the test, and so, following the
advice of a colleague, I had, perforce to adopt the time
honoured method of prolonged chloroform administration, with
early application of forceps. y seventy-five per cent
mortality was disapopointing, but my interest ir eclampsia
grew and I began to pay frequent visits to the obstetrical
departments of the Swunsea General Hospital, where the
Gynaecologist, the late ¥r. Reed, informed me that the Surgical
treatment of eclampsia had often been a disaster in his hands,
aithough I saw him performing a Caesarian section upon a case
of well marked eclampsia, and the case recovered. When seen
one month after this drastic treatment, both mother and child
appeared very well.

In Austris and Germany, the Stroganofl method
is the one which finds most support, and, according to

statistices, gives the best results.
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On my appointment as honorary Anaesthetist to

nsed Gefj eral Hos pit i

f

the Gynaecological Department of the Sw
in 1924, through the kindness of the Honorary Gynaecologist,

lir. Lloyd Davies, I was allowed to supervise the treatment of
all caces of eclampsics, which were then treated by a slightly

Fad
1

Rotundz technique. In 1925 I formulzted more or lecs

{oF

ie
a scheme for treating eclampsia, notk hard and fast routine
but what I believed to be a socund elementary system of dealing
with individual cases on the features they presented.

The Swansea General Hospital supplies a very
wide ares, including many remote country districts, where
ante-natal work is still unheard of, and where medical attention
is seldom obtained except in emergenciles. It is meinly from
these areas that my csomewhzt astonishing total of twenty cuses
of true eclampcsia were admitted. Nineteen of th
were dealt with on the broad lines of treatment I shall
presently describe with a successful result in each case. As
the twentieth patient received no treatment after admiccion
I have, and I believe quite fzirly, excluded her from my group
of cases, She was admitted moribund, and died on admission
to the ward.

Of the nineteen treated cases, ten were ante-
partum, six intra-partum, and two post-partum eclamptics.

The remaining case, my only instance of recurrent eclampsia,

developed an ante-partum attack, followed two months later by

—




(1)

intra-partum eéclampsiz.

As regards neo-natsl mortality, my results are
5

o

« T

by

E.a

not nearly so encouraging as those most recently publishe

Stroganoff. Disregarding the post-partum eclamptice, nine

ﬂ'}
H

-

living infants, including twins in one case, were born to

o

seventeen mothers. Three babies di-d soon after delivery,
leaving me with a recovery rate of thirty-five per cent., which
comparéd with Stroganoff's ninety per cent., would lead e to
uppose that the type of eclampsiz met with in Russia must be

of a2 miider form than that experienced here.

A description in detail of a2 cese of eclampsia

o

treated by the method I have zdopted can now conveniently

riven, and will serve to simplify a subsequent genersl discucssic
g ) X 1 :

upon the special

A

features of the technique:-

Mrs. C, Primipara, aged forty-two, admitted at 11 p.m.

on 24th October, 1926, with = history ofsevere headaches,

visual disturbances end vomiting, followed by convulsions
six of which were known to have occurred. Labour at full
term, had commenced et 4 p.m. on the same day. No out-

side trectment.

The patient a tell stout woman, was comatose, znd could

not be roused, there was slight oedema of the eyelids,
vulva, and lower limbs. Pulce 100, temperature 100.6 F;
vesplratlons 24, blood pressure 180 mm. Hg. Regular

pains were occurring. She was admltted to a quie® side
ward, the lights being muffled, and the floor covered with
TUgS. The patients eyes were lightly covered with a moist
bandage.

At 11.5 p.m. 3 grain morphin sulphate given hypodermically,
together with one hundredth of 2 grain of atropine sulphate

At 11.35 p.m. - A very severe convulsion occurred.

At 12.15 a.m. - Under gas a2nd oxygen anaesthesia (25th

Oct.) one c.c. of a ten per cent sterile solution of

sodium luminal administered intra-muscularly. The site
chosen -was the outer side of the thigh, mid-way between
the knee joint and the anterior superior iliac spine,
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the needle being inserted as far as the bone, and

then slightly withdrawn. This was immedictely
followed by 2 section of the median bas lic vein of
the left arm, whilst readings were made from time to
time from a sphygmomenometer loosely applied to the
right arm. Blood wes collected by canula in a
graduated vessel, until the sphygmomanometer registered
a pressure of 140 m.m, Hg; by this time 15 ounces of
blood had been removed. A specizl record syringe was
now attached to the canula, and 30 c.c. of a ten per
cent sterile colution of magnesium sulphzte injected.
A vaginal examination was made, and 2 normal vertex
presentation diagnosed. Four ounces of urine, which
lzter boiled solid with a2lbumin, were withdrawn by
catheter. The period of generzal anzesthesia was
approximately twenty minutes.

At 2.15 a.m. - 3 grain morphin sulrhate subcutaneously.

L]

At 6.15 a.m. - 1 c.c. of a ten per cent solution of
sodium luminzal given intramuscularly, and, by separate
hypodermic injection one ampoule (.4 gm.)of euphyllin.
At 6.30 a.m. - Gas and oxygen anaesthesia, whilst a
soap and water enema (13 pints) was zdministered. A
good constipated result occurred soon afterwsrds.

At 8.20 a.m. - Patient voided six to ten ounces of
urine in the bed.

At 10.15 a.m. - 3 grain of morphin sulphate administered.
Patient was now conscious, and semi-rational. She
complained of her pzins. Labour was progressing
naturally, and the membranes bulging. From now onwards
she was persuaded to drink large quantities of barley
weter, and given three ounces of mist. sexnnaze. co.

At 4.15 p.m. - 1 c.c. of sodium luminal given intra-
muscularly. Blood pressure 140 mm, Hg.

At 8.15 p.m. = 1 c.c. of sodium luminzl given intra-
muscularly. Eight cunces of urine withdrawn by catheter.
At 9.30 p.m. - The head had now been on the perineum for
some hours, the membrznes having ruptured. Under light
gas and oxygen anaesthesia forceps were applied, and the
head gently drawn Over the perineum. A living male
child was thus delivered, weighing six pounds.

No more convulsions occurred, and treatment now took the
course of the Rotunda method, i.e., no diet was allowed
and the patient was made to drink seven pints of barley
water per day until forty ounces of urine were passed

on two consecutive days. Fairly large doses of mist.
Sennae. Co. Were persisted in. By the 29th October
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the patient wazs having milk foods, and as her
albuminuriz cleared up she rapidly returned to normal
diet. Her baby was bottle fed. i

13th November, 1926. - Mother and child were discharged
well. This patient has been seen at monthly intervels
since, and remains free of albumin, blood pressure

120 mm. Hg.

An exemination of the method used in treating
the case described above will demend further information on
four main details; venesection, the use of sodium luminal to
replace chloral hydrate, the employment of intravenous magnesium
sulphate, and the value of the diuretic eyphyllin.

Phlebotomy, as T have already stated, was one
of the earliest treatwents used in eclampsia, and l&terly, in
many quarters, it has fallen into disrepute, due, I firmly
believe, to 'a lack of careful seleection of the cases in which
it was performed. In the case of a stout, plethoric woman,
with a2 high blood pressure, no one could reasonably say that
the withdrawal of from ten to twenty ounces of blood would be
a dsngerous procedure, znd, on the other hand, no reasonable
clinician would advise venesection in the case of & thin,
anaemic woman, however much rzised the blood pressure might te.
Generzlly spezking, and with many admitted exceptions, the
eclamptic is neither anesemic nor of mean physique. She is more
often well-nourished, inclined to be of a florid type, and, up
to the time of onset of her present illness, active and
healthy. In ten cases where I had blood counts estimated
before treatment, the red cell count wes glways in the neigh-
bourhood of the normal. When I see a thin, evidently anzemic
pregnant woman with convulsions, and considerable oedema, I

feel reasonably sure that I am dealing with a ursemia following
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nephritis, and aggravated by the pregnancy, rather than a

true eclampsia. This has been supportsd on many occasions by
pathological reports. Some investigators have made it a
practice to remove at least fifteen to twenty ounces of blood

iq@vely case where the operation 1s performed. This again is

a dangerous routine, liable to bring a method of treatment into

|_,
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scredit, for in many cases the withdrawal of four to ten

. Fa

ounces of blood is sufficient to bring about the most beneficial

-~

results. I have performed venesection on fourteen of my group
of ninetecen cases; I have not, so far, had cause to regret
doing so, and I feel that the procedure has been beneficial

in four wmeain directioans. In the first place, it reduces the
blood pressure, and decrezses the frequency of convulsions.
High blood pressure associated with eclampsia predisposes to
the occurrence of cere%ral haemorrhages; in cases where vene-
section has been performed, these lesions seldom occur.
Secondly, where there is cyanosis and evident over-distension
of the right auricle, venesection may be an immediate life-
saving factor. Thirdly, venesection extracts a certain
percentage of the tozaemle products. Admittedly, this point is

stronger in theory than actuality, nevertheless it is worth

remarking upon. Finally, venesection is of primary importance

s

n that it promotes diuresis, the most desirable objeect in the
treatment of eclzmpsia. It has been no uncommon oceurrence

in practically znuric patients to find as much as ten ounces

of urine passed spontaneously within a few hours of venesection.

As a rule I do not perform venesection unless the blood pressure

exceeds 150 mm. Hg., but even this stipulstion I disregarded in
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two cases wheres the rectal temperature exceeded 130 F.,
Lwo cases wher : ¢ 30k

and convulsions were frequent sand prolonged. The convulsions
in both instances ceased within sn hour of the venesection =nd

thdraw

.

did net Tecur. When the veins are of fair size I w

blood by the simple insertion of a large hollow needle, a

congesting band having been applied to the upper arm; if there

1s any difficulty, however, it is a simple matter to dissect

out a vein, and tie in a canula. As

(5]

21ready mentioned, I am

£

largely guided zs to the zmount to be drawn off by a
sphygmomanometer applied to the other arm, snd consulted from
time to time. I never follow the advice of certain authors

in replacing the blood by some such medium as saline or

ok
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citrated blood from a suitable donor; by so doing

objects of venesection zre defezated.
Sodium luminal is a most valuable sedative
drug in the treztment of eclampsia, and is superior in every
way to chloral hydrate. Moreover, according to Professor
Werner, who carricd out considerable research with this drug,

it hzs 2 specific dilzting effect upon the cerebral vessels,

and thus is more useful than sny ordinary nzrcotic in controllin

conviulsions. Its usefulness was first demonstrated in the
treatment of epilepsy as an oral medication. Since, however,
in eclampsia, this method of adwinistration is often very
difficult, and because as rapid an effect as possible is
required, other methods of employing the drug have been tried.
I have given sodium luminzl in five grain doses through a

stomach tube, and rectally; in doses up to three grains
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hypodermically and intramuscularly; end in a

grains intravenously. In no case has there been any untoward

o

effect, excepting after the intravenous injection, which was

=
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only tried on one patient. Here, the rapidly rec
convulsions ceased almost immediately, but a deep coma ensued,
from which the patient only recovered after a very trying
period, in which artificial respiration had, on several
occasions, to be employed. On the whole, the best and most
sustained results hzve been obtained by intramuscular injections
of one and a half to two grains of the drug, znd as & routine
procedure I use one cubic centimetre of a ten per cent solution

i.e. approximately one and a half grains., Used in this way

sodium luminzl is

n

afer, snd much less toxic than morphia; 1t

is not a cardiac depressant as chloral hydrate certainly is in
the two gramme doses prescribed by Stroganoff, and its effect

is more sustained.

A solution of magnesium sulchate, usually from
ten to twenty per cent., injected intrathecally, formed for
years a recommended treatment in the control of tetzanic
convulsions, and it was in this way that I first experimented
with the drug ia eclzmpsia. In most cases a sharp fall in
blood pressure occurred, rather similsr to that following
injections of wveratrone. Convulstions were certainly less
severe, but seldom decrezsed in number. Experimenting on the
other properties of the drug, I then commenced to employ it for
its well-recognised synergistic action, enhancing the sedative
effect of comparatively small doses of morphia. The normzl

respiratory rate in the patient moderately narcotised,
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according to Stroganoff's plan, is from fourteen to eighteen

per minute, which rapidly increzses as the effect of the
morphia wears off. If, however, 30 c.c. of a ten per cent
solution of mzgnesium sulphate are given intravenously

shortly after the preliminary dose of morphia, z respiratory
rate of twelve to sixteen is commonly noticed, sustained for z
longer period. In my early work on this subjeet I have used
more concentrated znd lsarger doses of magnesium sulphate,
producing in one patient & respiratory rate of seven per minute
which lasted for fully two hours. This feature was not
observed when similar doses of magnesium sulphate were admin-
istered without morphia. The introduction of intravenous
magnesium sulphate into the treatment of cases of eclampsia

of morphie

|_|.
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has enabled me to decrease Strogenoffls init
From one third of a grazin or more to one guarteyhf z grain, and
to use no more than three quarters of a grain of the drug in
all, during the twenty-one hours of treatment. The reason

for giving the magnesium sulphate intravenously is thzt it acts
more rapidly thus than per rectum or intramuscularly, =znd also
hec;use,'following a venesection, it 1is easily introduced
through the same canula or needle as that already used to
withdraw blood. Because megnesium sulphate certainly
contributes to a fall in blood pressure, I do not employ it in
comatose or semi-comatose patients with de ium and glready
decreasing arterial tension; otherwise I use it as a routine
and regard an injection of 30 c.c. as the most useful pre-
liminary dose, which has no tendency to exercise any paralytic

effect upon the respiratory centre. If necessary, subsequent
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injections of morphia may each be accompanied by 20 c.c. of
= ten per cent. solution intravenously. Recently Lazard

snd Vruwink (American Journal of Obstetrics =snd Gynaecology)
heve published results in a serics of cases treated simply by
nesium sulphate intravenously end intramuscularly, and
chloral hydrate. Although these authors claim excellent
results, my own experience has not lekd me to belicve that
this method is sufficient of itself to control a severe case
of eclampsisz.

The best method of securing diuresis in
eclampsia is to perform venesection, but this method is not
feasible in all cases, so that apart from hot packs or poultices
to the posterior renal areas, and the radiant heat bath, it is
useful to experiment with the di¥retiec drugs, both hypodermically
and by mouth. In the absolute anuria which sometimes

characterises cases of eclampsia, almost always progressing to a

fatal termination, there is only one drug which I have seen of

the least assistance, and that is euphyllin. Buphyllin is put
up in ampoules, each containing .4 of a gramme, znd it is best

used in this way, as the dry powder is extremelj insoluble,
readily crystallising out in any but the weakest dilutions.
The drug is nontoxic in the dose stated, and it may be repeated
if necessary, in an hour or two. Not only is it diuretiec, but,
as Professor Vogl of Vienna has recently shown, it supplies

1
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& direct stimulus to the respiratory centre. Thi

(i o]

importance, for in cases where the breathing is shallow, or
the Cheyne-Stokes type, it rapidly remedies these features

without influencing the convulsions, as would other respiratory
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stimulants, such as strychnine. In conscious patients, or in

(13

the convalescent stzge, I employ theosin sodium acetzte as a

grain doses three times a day, by mouth.

diuretic in three
Tn some cases it has proved very useful.
As regards the actual nursing of the ceclamptic

patient, I have little to add to the exeellent prianciples laid

[=te

ot

he Sims posit
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dJown by Stroganoff. The patient is kept in on,

D

with-the back of the head ralsed znd the mouth dependent to
prevent the inspiration of blood and saliva. Special steps
are taken to keep the mouth and pharynx clear of mucus, and

where pulmonary oedemz is a troublesome complication, the

grain dose of atropine sulphate is

{44

initizl one hundredth of
repeated. The catheter is used at twelve hourly intervals,
and the urine measurved, as the amount passed forms a helpful
guide as to the progress of the case. xygen is administered

by nasal tube for a few minutes at a time during znd immediztely
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after convulsions. Gas and oxygen is used because i
of a protoplasmic poison than the other anzsesethics. Ether
decidedly increases the risk of pulmonary oedemz, and chloroform,
whilst less harmful from this point of view, seems to further

the fatty degenerative processes already lisble to affect the
liver and myocardium in eclampsia. When labour complicates
eclampsia, there would appear to be only one fact to remember, -
that recovery varies inversely with the degrce of manipulaticn.
In the majority of cases nothing more is required than a simple
vaginal examination, with the patient under 1light snzesthesia.

This should be sufficient to ascertain whether the patient is
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in labour or not, and, if she 1s, whether the presentation 1is
a normal one. Unlegs delivery is impossible without

menipulation, I never do more than to shorten the second s

tsge
by the application of forceps, when the cervix is fully dilated
and the hezd on the perineum. In the few cases where living

infants were obtained I have always had them bottle-fed, as

breast-feeding is neither to the advantage of the mother nor

I would like next to mzke some mention of two
drugs which I never use in the treatment of eclampsia, these

are pituitrin and veratrone. Pitu

cH

.
H

in is perticulariy
dangerous in thils diseace, 2s 1t increases the cerebral arterial

tension, stimulating the occurrence of convulsions; and

4

o
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of cerebrzl hzemorrhage.

I have seen & case that has responded well to
the Dublin technique and her convulsions hzd cezsed. She had
been in labour for a considerable time with the cervix fully
dilated =znd, 2 dizgnosis of uterine inertia having been made,
1l c.c. of pituitrin was zdministered to hasten matters. The
patieﬁt died suddently 2s the infant was being delivered.

A post mortem was made and numerous small cerebral haemorrhages

were discovered, and I account for their origin by the rise

e

n
blood pressure provoked by the pituitrin.

Veratrone is a drug whose results cannot be
guarenteed. In some cases it produces no effect whatever;
in others it brings about a marked and rapid reduction in hlood
pressure, often associated with severe depression and daangerous

shock, the antidote to which is extrecmely difficult to find.



to control, and productive of more lasting resul

Ny

(21)

In those cases in which veratrone would be indicated by its

supporters I perform vencsection, & measure which itis essier

A description of the remzining eighteen cases
will now be given, znd I have placed them in order of zdmission
to hospital, the case book number being inserted before eachi-

50866. Primiparz, age 43, 7 months pregnant, albuminuria
recognised 14 days previously but ,;tl nt refused

. to stay in bed or to accept a 1imited diet. Con-

o aar vulsions commnenced 9 p.m. admitted 2 o'elock the
W following morning in labour, uncoanscious but very
restless. Blood pressure 150 m.m., Hg. Rout ine
treat=ent carried out. Veneccetion to 8 ounces.

Became concscious 12 hours after zdmission. Spon-
taneous delivery during a convulsion 15 hours after
sdmission. ©Smell 1iving child, which died following
day Totzl number of convulsions before delivery
delivery 2. ptvy in Hospital 3 weeks,
vith Faint trace of albumin. B.P. 130.

51334, Unipara, age 36, 5 menths pregnant, last pregnaney

normel, hisvory of pre-cclamptic symptoms for 3
days. 2 fits before admission. B.P. 180. Pulse
& o 80 very full, & strong, florid lookiﬂ‘ subject,

.}k%“} . with some oedema of the lcgs. Jery drowsy, not in
AP lzbour. Routine treatment. Venesectlon about

15 ounceg, after which urine passed freely. Number

of convulsions after admission 3. The Rotunda
treatment commenced onfay after admission, znd
continued with a coﬂdltlon not entirely satisfactory.
as regards urinary elimination. Some days after
admission delivered of macerzted foetus. Fits after
delivery - Nil. Uneventful recovery, diséharged in
threc weeks free of albumin.

51918, Primipara, aged 21, seven months pregnant, unmarried.

No oedema, thin and wasted. History of Sanatorium
treatiwent for tuberculosis. Admit ted unconscious
having had 4 convulsions, not in labour. Outside
treatment, morphia 3 gr. and chloroform. B.P. 125.
Routine trestment modified - no initial dose of morphi L2,
no venesecetion. Dose of luminzl inecressed to 2 ce. (
(3 gr.) 8 convualsions in 24 hours &fter admission.
Anuria was a prominent feature of this case,

diuresis after 2 ampoules of euphyllin, followecd by
considerable improvement =2nd cessation of convulsions.
Pathological report showsd renal type of pregnant,,
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92737

53040.

93199

intoxication. 3 days after admission labour induc ced
by introduction of bougies - dead born premature

L5 - -

infant. Discharged after 4 weeks in Hospital,

a1t nOsSN1L
condition much improved, had put on weight and was
zlbumin frzse.

Primipara, aged 39, full term, History only of
severe hemjache, ollonui by 3 COPV‘73101
commencing 1 hour before admission. Tall, stou
very ocedematous subject, in labour. B.P. 200 mn,
Hg. Immedizte venc9cctlon 20 ounces, znd routine
treatment commenced. 2 prolonged convulsions after
admission, but none following venecection. In 3

hours& head was on perineum. Forceps delivery.
Living child. One =1light convulsion after delivery.

Complained during convaleseence of graduzsl deter-
ioration of sight. Occulist's report "Papilloedemal
large amount of exudage scattered over central portions
of both fundi - prognosis good. Discharged 4 weeks
after gdmission. Sight slightly improved. ©Secn

4 months later vision practicslly normal.

Multipara, z2ged 31, 7 months pregnant. Previous

pregnancies normal. History of one convulsion
before admission, not in mwkﬁuv Harked oedemz of

lowep limbg, and large varicose veins. B.P. 150,
congcious. Abdomen very large - ulqgﬁOSiS of hydramnios
or twin pregnancy. No venesection, but magnesium
sulphate 30 e¢.c. given intravenously as usual, other-
wise routine treztment. Three slight coqvuivi“nf
which then ceased until following day. CoﬂrqISLOMa
recurred, treatment recommenced. As labour had now
started membranes were ruptured. Natural delivery

f premature twins, both living, but died within two
hours of birth. Discharged in 14 days, very well.

Unipara, 26 years, 8 months pregnant. Two
convulsions before admission. Mild case, no special
features, Venesection -~ 12 ounces, only one con-
vulsion after zdmission. Magcerated foetus expelled
3 days after admission. otay in Hospital 3 weeks.

(A most inueresting case of recurrent eclampsia).
Primipara, aged 36, 6 months pregnént, not in labour.
Slight oedema. ﬁdm1ttmd unconscious with history

of numerous convulsions. B.P. 170 mm. Hg., very
gyanosed. Venesection - 20 ounces. Routine
treatment; became conscious within 24 hours of
adm1551on. Disecharged after 3 @eeks free of albumin,
Cautioned as to diet etc.

Two months later re-admitted in preclsely the same
condition as before. Urine 50lid with zlbumin
B.P. 180 mm. Hg. Routine treatment, including



venesection to 20 ounces. Dead born child
delivered naturally on day following admission.
Discharged 14 days later, well, znd free of
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Unipara, aged 33, 7 months pregnant. Previous
pregnancy talns. Oedema of vulva &nd abdominal

wall. B.P. 160 muz. Hg. Several crﬂvaaln;; before
admissgion. Rout_uv treatwent, venesecetion to 8
ounces. Only one convulsion after gﬂ#i:sjcn.
Recoyered very well, and discharged in 14 days free

of albumin. Seen at Hospitzal G”Ch.\LLL: and admitted
just before term because of slight recurrent

albuminuriz. Delivered of living mele child, 8 pounds

222 Primipara, aged 29, unmarried, full term. No oedemné.
I‘ ¥y =] > 2
History of two convulsions, one each day for two
consecutive days before admission. Admitted in
170 mm. Hg. Rotunda

lubOU“ and conscious B P 1
atment cormenced, but abandoned after development
of trroc severe CODV ions. Routine treatment,

s Delivered of 1living chilad
14 hours after adnis ol Three slight convulsions
follewing delivery. Discharged at own request 1.2
days after admission, had trace of albumin.

P
11L&
venesectlion - 15 ounce
=

54365. Aged 40, Admitted at night, having been delivered.
of & first child, desd born, &t tcrr earlier on
same day. History of pre- ccl%mptlc symptonis before
delivery, but no convulsions. Four convulsions before

admission to Hospital, B.P., 150 mm:.HE. Unconscious.
Routine treatment commenced without venesection, but
two injections of intravenous megnesium sulphate,
each 30 c.c. of ten per cent solution, edministered.
Eight convulsions before ultimate recovery.
Discharged =2fter 16 days. Remzins well.

54692. Primipara, 2ged 44, not in abour. & case of
average severity, presenting no especisl features
Responded well to routine treactment with venesection
and discharged after three weekse. Confined at own
home of macerzted foetus.

54999 . Unipara - aged 33. History of intrapartum
eclempsia in first pregnancy. Already zn in-patient,
with albuminuria and pre-eclamptic syumptonis at tern.
Labour commenced, and progressed normally, a living
male child being secured. On ﬂay following delivery
she complzined of severe headache, znd shortly after-
wards had a severe convulsion. B. P 190 mm. Hg.
Routine treatment, including venesection 12 ocunces.
Two more convulsions occurred, after which she
recovered well, and was discharged 14 days after
confinement.
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55431.

56001,

56306 .

56362.
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(The youngest case I have heerd recorded).

PrLilp“r;, aged 17, vnmerried, 6 months pregnant.

Oedemz of lower limbs. History of many convulsions
)

at home. B.P. 140 mm, Hg. Routine treatment without
venesection, but after occurrence of 1l more

convulsions venesection perforred to 10 ounces. B.P.
reduced to 110 m.m. Bg. After this convulsion ceaced,
and patient recovered. Hezdache cnd other pre-
eclamptic signs remzined, however, until 3 weeks later,
when we ezpelltd z mecerated foetus.

Multipara, zged 37, 8 months pregnant. No abnormsl-
ity In previous pregnancies. Admitted as mild case
of intrs-partum eclampsia. B.P. 130 m.m. Hg. History
of three convulsions outside., Routine treatment
wihtout venesection, Only one slight CuPVUlQIOD as

a 1iving femzle child was e:pellew. Recovered well.
Hoth discharged in 18 days, mother had trzce of
clbumin.

Multipara, aged 39, 7 months pregnant, History of

one convulsion before first child was born, second
sti1l born a2t 6 months. Not In lzbour. B.P. 170

m.m. Bg. Three convulsions before admission, Routine
treztment, including venesection - 1/ ounces. Four
convulsions during 24 hours. Recovered wel 11, and
was delivered of macerated foetus. Stzy in Hospital
3 weeks.

Pvlmlpara, zged 30, 5 months pregnant. BE.P. 180

m.m.: Hg, One convul 3ion at home, two in Hospital.

A mild case, which responded well to routine treztment
including venesection - 15 ounces. Is now at home,
and pregnancy continues.

Primipara, aged 21, full term pregnancy. In labour.
B.P., 150 m.m Hg. Two convulsions before admission,
four following sdmiscion. Routine treatment, but
no venesection. Delivered 8 hourc after zdmission
of living female child. Three slight cowvvl-ions
following delivery. Recovered well, and was dis-
charged in 16 days free of albumin.

Multipara, 2ged 38, 7 months pregnant, six children
previously, all normel pregnanclies. He-married

before present pregnancy. Not in lJabour. History

of pre-eclamptic symptoms lasting one week, followed
by numerous convulsions. Treated for one day at home
with morphia &nd hyoscime, together with rupture of
the membranes. Admitted with B.P. 190 m.m. Hg.
Pulse rate 110. Two convulsions during conveyance

to ward. Venesection to 20 ounces, and routine
treatment, using 20 c.c. of 10% solution of magnesium
sulphate =fter each convulsion, and 25 gr. doses of



sodium luminal. Convulsions ceased, labour commenced,
and dead born premeturé child delivered. Total
number of convulsions in Hospital 9. Patlent recovered.

The following are points of statistical interecst culled from

liaternal ~ Nil.
Foetal - 65%.

Humber of pregnanciesg.

Uniparae - 4 "
Multiparee - 4 n

Duration of pregnancyv.

5 months pregnant - 2 L This group includes
6 " n - 3 Y he instance of
7 " m -6 " primary eclaumpsiz at
g " n - 3 n six months followed
At or zbout term - 4 n by recurrent eclampsia
Following delivery- 2 " at 8 months.
Age of patient. {(varied between 17 yvears and ALk years).
Under 20 years - 1 case.
Petween 20 & 30 n - 5 cases.
" 30 & 40 il =208 n
Gyepai40l W =g il
Systelic blood pressure.
Highest recorded - 210 mm, Hg.
Averzge. ~ 155 mm. Hg,
Lowest recorded - 125 mm. Hg.
Induction of lsbour.
Only performed in one instance.
Dnmarried cases.
Three cases were unmarried, this is a point
upon which stress is laid by some suthorities,

as of etiological importance.
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In his most recent series oflei;hty cases
Stroganoff has reported 2 recovery rate of 100k. He zalso
maintains that in unneglected cases the maternal recovery
rate should remain =zt this high standard and that the
probability of preserving the life of the child should be
in the neighbourhood of 90%. Although I am able to record
19 successfully treated cases of eclampsla my group does not
include 2 single instance of fulminating eclampsia, of
eclampsia without convulsions, or of eclampsia complicated

by some condition such as placenta praevia, contracted pelvis,

or abnormel presentation of the foetus.

mn

o7

Ha es of this description been admitted

| &7}

ca
I fear that these statistics would have been considerably
altered.

I cannot conclude without thanking
¥r. Lloyd Davies for permission to publish the notes on the

cases.



1. Ante-nata

in the prevention of eclampsia

is contra-indicated excepnt in the case of an occasio

5. The

CONCLU

SIONS

satment can be too

Rotundza method

better results.

gquentity of morphia given by Stroganoff is too

introducing luminal for morphla and the more T

venesection the

stringent, and surglcal interf

(= R

an obstructsd labour.

most satisfactory results are

dangerous, because it increases

risk of pulmonary oedema.

6. Gas and oxygen is the ideal anzesthetic, if not avs

Chloroform.

7. Pituitrin is contra-indicated in eclampsia.

11 supervision is of prime importance especially

is satisfactory but the Stroganoff

5. Recovery varies inversely with the degree of manipulstion.
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