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KEISERSNIT VIR EKLAMPSIE*
'N VOORLOPIGE OORSIG

PIERRE F. M. DU ToIT, M.B., CH.B., M.R.C.O.G., M.O. & G. (KAAP TAn)

Departement van Verloskunde en Ginekologie, Mediese Fakulteit, Universiteit van Stellenbosch en Karl Bremer­
hospitaal. Bellville

TABEL I. EKLAMPSIE: RESULTATE VAN RADIKALE BEHANDEUNG
(EDEN)

In 1922 het Edenl die volgende resultate gepubliseer, waar
konserwatiewe en radikale behandeling vir eklampsie ver­
gelyk is (fabel I):

Konserwatiewe verlossing
Keisersnit
Accouchement force

Ligte geval/e;
mortaliteit

%
5

11
18

Emstige geval/e;
mortaliteit

%
34
46
63

Hy het ook gevind dat hoe langer die tydperk is tus en
die eer te stuiptrekking en verlo ing, hoe hoer die mortali­
reit vir beide moeder en baba (Tabel Ill).

Ten spyte van hierdie belangrike bevinding beweer
Kellar: 6 'There is no real ob tetric problem in the manage­
ment of eclampsia. Until the patient has recovered from
her fit or series of fits, the question of delivery does
not arise. If labour has not begun some 24 hours after
the last fit, the question of inducing labour will arise.'

TABEL ill. VERRAND TUSSE 'TYDSVERlOOP TUSSE 'EERSTE E TWEEDE
STUIPTREKKING EN GEt-DDDELDE MORTALITElT

TABEL IV. PRE-EKLAMPSLE

Moeder Baba
Gevalle Behandeling

Lewe Dood Lewe Dood
240 Konserwatief 239 1 223 17 (7%)

27 Keisersnit .. 27 0 26 1 (4%)

METODE

Roetine kalmering behandeling i gegee by opname, tensy
die pasient komateus was. Antibiotika i profilakties
gegee.

Hidrokortisoon, 100 mg., is in 1,000 ml. dekstrose en
water gegee gedurende en na die operasie; hierdie deel
van die behandeling is baie belangrik.

arkose. Pentotal-induksie; daama ~ en O2 (hoe
konsentrasie 02), met 'n pierver lapping middel- 'flaxe-

Dit word algemeen aanvaar dat kei ersnit die behande­
ling vir dreigende eklampsie i . In 1957 is 27 keisersnitte
in die Karl Bremer-hospitaal gedoen met geen moederlike
mortaliteit Die en 'n perinatale mortaliteit van 4% (Tabel
IV). In dieselfde tydperk was daar 'n 20% moederlike
mortaliteit en 40% perinatale mortaliteit vir eklamp ie­
gevalle wat dan op konserwatiewe metodes behandel is.
Dit is toe besluit om kei er nit te doen vir antepartum­
eklampsie om die perinatale mortaliteit te probeer verbeter.
Sekere voorwaarde is gestel: (1) Die swangerskap moes
32 weke bereik het, en (2) die uterus moet Of in swak
kraam wees, bf glad nie in kraam wees nie.

Die skrikwekkende bevinding van 'n moederlike mor­
taliteit van om-en-by 40% het blykbaar tot vandag toe sy
uirwerking laat voel, want GreenhilF beweer: 'If there is
one thing that is settled in the treatment of eclampsia,
it is that Caesarean section routinely performed, gives the
highest maternal mortality.'

Menon3 het in 1,515 gevalle van eklampsie 'n moederlike
mortaliteit van 15% gevind. Met die standaard heden­
daagse kalmeer-behandeling is die moederlike mortaliteit
in die omstreke van 8%.

Alhoewel konserwatiewe behandeling 'n redelike lae
moederlike mortaliteit gee, is die perinatale mortaliteit
nog baie hoog - tussen 30% en 40% (Dewar en Morris').

Gedurende die laaste 5 jaar is daar 'n effense neiging
tot 'n meer liberale gebruik van keisersnit as 'n metode
van verlossing. Corkhill5 van Nieu-S~eland het beweer dat
keisersnit die beste behandeling is onder die volgende
omstandighede: (1) Waar stuiptrekkings onder beheer is,
maar waar kraam nog nie begin het nie; en (2) waar
stuiptrekkings nog nie onder volkome beheer is nie, al
is die pasient in kraam, maar die serviks nog maar min
ontsluit is.

TABEL II. MOEDERLIKE PROGNOSE VAN VERSKILLE DE TlPES VAN
STUIPTREKKINGS (MENON)

Aantal Aantal
Tipe van stuiptrekkings geval/e sterftes %

Antepartum 826 145 17·5
Intrapartum 61 4 6·5
Postpartum 264 25 9·3

Menon het ook gevind dat antepartum-eklampsie 'n
slegter moederlike prognose dra as intrapartum- en post­
partum-eklampsie (Tabel m.

* Lesing aelewer by die Kongres van die Suid-Afrikaan e
Vereniging ~an Verloskundiges en Ginekoloe (M.V.S.A.) te
Johannesburg in April 1960.

Tydsl'erloop lIIssen eerSle
stuiptrekki/lg en verlossing

0- 2 uur
2 - 4 uur
4 - 8 uur
8 - 12 uur

12-18 uur
18 - 24 uur
Meer as 24 uur

Gemiddelde mortaliteit
%
7·0

12·8
18·6
22·0
25·0
32·0
42·0

2

41
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dil' of kurare. Epidurale narkose word nie gebruik nie
omdat daar te veel stimulasie van die pasient is.

Gedurende die 3 jaar 1957 - 1959 was daar 48 gevalle
van eklampsie uit 5,089 bevallings - 'n voorkoms van
0·9 %. Sewe gevalle het postpartum-stuiptrekkings gehad.
Van die orige 41 gevalle is 21 konserwatief behandel en
20 radikaal (17 keisersnitte en 3 histerotomies). Van die
21 gevalle wat konserwatief behandel is, is die fetaIe hart
in 2 gevalle nie gehoor by opname nie.

EKLAMPSIE: KO SERWATIEWE BEHANDELI G

In die 19 gevalle waar die fetale hart gehoor is by opname
eo konserwatiewe behandeling toegepas is, is 4 moeders
dood (20%) en die perinataIe mortaliteit was 7 (37%)

is dus buite rekening geIaat. Geen gevalle wat radikaal
behandel is, is 24 uur lank voor operasie dopgehou nie,
en dus is die urine-uitskeiding ook buite rekening geIaat.
Daar was egter heeIwat gevalle wat baie min urine in
die bIaas gehad het by opname.

TABEL VII. SISTOLIESE BLOEDDRUK HOER AS 200 MM. HG

Moeder Baba
Gevalle Behandeling

Lewe Dood Lewe Dood
7 Keisersnit .. 6 1 4 3

(14%) (43%)
5 Konserwatief 4 I 3 2

(20%) (40%)
12 10 2 7 5

(17%) (42%)

Gevalle Behandeling

TABEL VIlI. aWIT SOLTED

Moeder Baba
Behandeling

Lewe Dood Lewe Dood
Keisersnit .. 10 0 8 2

(0%) (20%)
Konserwatief 5 3 5 3

(38%) (38%)
15 3 13 5

(16%) (28%)

Fetale .Moeder- Gevalle
Stlliptrekkings hart Dood- Neonatale like

gehoor gebore dood mortaliteit 10
Antepartum 19 18 5 1 6J (20%)
Intrapartum 2 1 0 1 8
Postpartum 7 1

Totaal 28 19 5 Z 5 (18%) 18
'--y-----J

(37%)

TABEL V. EKLAMPSIE (1957 - 1959) KONSERWATIEWE

BEHANDELfNG

Baba

Lewe Dood
8 2

(20%)
5 3

(38%)
13 5

(28%)

Lewe Dood
10 0

(0%)
5 3

(38%)
15 3

(16%)

TEBEL IX. PaLS VINNIGER AS 120

Moeder

8 Konserwatief

18

10 Keisersnit ..

.)

RESULTATE VAN KONSERWATIEWE BEHANDELlNG EN

KEISERSNIT

TABEL VI.

(Tabel V). (Die kortste periode van swangerskap was 37
weke). Vier gevalle het postparturn-stuiptrekkings gehad.

In 17 gevalle is 'n- keisersnit gedoen. Daar was geen
moederlike mortaliteit nie en net een baba is dood
(neonatale dood) - 6% (Tabel VI).

TABEL Xl. KOMA

Moeder Baba
Gevalle Behandeling

Lewe Dood Lewe Dood
7 Keisersnit .. 6 1 4 3

(14rJ (43%)
6 Konserwatief 3 3 2 4

(50%) (66%)
13 9 4 6 7

(30%) (54%)

TABEL XlI. NULUPARITEIT

Moeder Baba
Gevalle Behandeling

Lewe Dood Lewe Dood
8 Keisersnit .. 8 0 7 1

(0%) (12%)
11 Konserwatief 10 1 7 4

(8%) (36%)
19 18 I 14 5

(5%) (25%)

Behandeling

TABEL X. STUIPTREKKfNGS MEER AS 10

Moeder Baba

Dood
I

(25%)
1

(50%)
2

(33%)
4

Lewe
3

Dood
o

(OrJ·
1

(50%)
1

(17%)
5

Lewe
4

Konsef\vatief

Keisersnit ..

Moeder Baba
Gevalle Behandeling

Lewe Dood Lewe Dood Gevalle
17 Keisersnit .. 17 0 16 I

(6%) 4
3 Histerotomie 2 I I 2

19 Konserwatief 15 4 12 3 2
(20%) (37%)

6
In 3 gevalle is 'n abdominale histerotomie gedoen­

2 op 26 weke en 1 op 24 weke' van swangerskap. Een
moeder is dood (serebrale bloeding), 1 baba is doodgebore,
1 is dood na 6 uur, en 1 baba wat 1 pd. 8,!- O!-., by
geboorte geweeg het, leef.

Geen gevalle wat met keisersnit behandel is, het post­
partum-stuiptrekkings gehad nie en die postoperatiewe
verloop van sake was besonder bevredigend!

Eden l het sekere maatstawwe neergele waarvan enige
2 'n geval van eklarnpsie as emstig bestempel:

1. Urine-uitskeiding van minder as 800 m!. per 24 UUL
2. Koma wat diep is.
3. Polsspoed van meer as 120 per minuut.
4. Temperatuur van hoer as 103°F.
5. SistoIiese bloeddruk van meer as 200 mm.jHg.
6. Meer as 10 stuiptrekkings.
7. SoIiede proteienurie.
8. Afwesigheid van, of min, edeem.

ie een van die reeks het 'n temperatuur van meer as
101°F. gehad by opname nie. Die hoeveeIheid edeem was
ongelukkig in die meeste gevalle nie gespesifiseer nie en
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Koma, polsspoed, bloeddruk, proteienurie, en tuip­
trekkings is vergelyk in gevalle wat met keisersnir of
konserwatief behandel is. Die gegewens in hierdie verband
word in Tabelle VII - Xl gegee.

Uit die tabelle is dit dus duidelik dat meer van die
gevalle ~at dear keisersnit verlos is, in die ernstige
eklampsie-groep geval het, en ten spyte daarvan is die
resultate vir beide moeder' en kind aan ienlik beter as
in die gevalle wat konserwatief behandel is.

Ook is die effek van pariteit in die vorms van beban­
deling vergelyk en veral in die nullipara, waar kraam
met moeite ge-induseer kan word; of, waar kraam van
'n swak tipe is, is die perinatale mortaliteit 3 keer swakker
in die konserwatiewe behandelingsgroep ([abel Xln.

Op grond van hierdie voorlopige oorsig wiI dit dus
voorkom of daar 'n baie groter plek vir keisersnit is­
onderbewig aan sekere voorwaardes - in gevalle van

eklamp ie waar die fetu nog lewe, en dat die wak
reputasie van kei er nit onder moderne toe tande, nie
gestaaf is nie!

fMARY

1. The result of treatment in 4 ca e of eclamp ia
are presented.

2. A ca e is made out for ae arean ection here
the foetus i alive and mature enough to urvive.

3. Out of 17 Cae arean section there were no maternal
deaths, and 1 child wa lost.
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TOLBUTAMIDE OVERDOSAGE AND IRREVERSIBLE CEREBRAL DAMAGE

A CASE REPORT

J. E. Cos ETT, B.Sc., M.B. (RM'D), M.R.C.P. (Lo D.), Edendale Hospital, PieIermarilzburg

Irreversible cerebral damage due to prolonged hypogly­
caemia is a well-known result of insulin overdosage. Since
tbe discovery of oral hypoglycaemic agents the possibility
bas existed that similar effects could be caused by these
drugs. Experimental evidence, however, tends to negate
this possibility.

In most laboratory animals the hypoglycaemic action of
tolbutamide is qualitative rather than quantitative. Large
doses do not proportionately increase the degree of hypo­
glycaemia. There is, however, a -difference in the sensitivity
of various species. The threshold dose in the dog is one­
tenth of that in the rabbit. l In dogs prolonged dosage in
excess of 100 mg. per kg. causes death from acute
hypoglycaemia.2

In human diabetics large doses of sulphonylurea
derivatives do not significantly increase the response,
though there have been reports of severe hypoglycaemia
in diabetic patients who have appeared to be unduly
ensitive to therapeutic doses of these drugs. McKendry3

recorded the case of an 84-year-old diabetic man who
twice developed hypoglycaemia while ~n normal doses of
tolbutamide. On the second occasion the blood sugar was
reduced to 26 mg. per 100 ml. and he succumbed to
irreversible brain damage. Coates and Robbins4 described
'hypoglycaemic shock' in an 88-year-old woman whose
blood sugar was reduced 10 8 mg. per 100 ml. by thera­
peutic doses of chlorpropamide. Camerini-Davalos et al.5

recorded 2 patients in whom moderately severe hypo­
glycaemic reactions resulted from therapy with carbuta­
mide. Seidler et al.6 had 3 patients in whom hypoglycaemia
occurred during therapy with carbutamide or tolbutamide.
One of these became unconscious. A feature of these
reported cases is that all of the hypoglycaemic reactions
developed comparatively early in the course of treatment
with oral hypoglycaemic agents. It appears also that the

tendency to hypoglycaemia may continue for everal day
following cessation of treatment.

There have been no published reports of the effects
of excessively large doses of these drug in humans. Dr.
Henry Dolger of the Mount Sinai Hospital, ew York,
had a diabetic patient who took 25 g. of tolbutamide in
one day and apparently suffered no untoward effect
apart from asthenia.7 The effects of a massive do e of
tolbutamide on a healthy subject have never been reported.
The following case is probably unique.

CASE REPORT

A 30-year-old Indian woman wa brought to the ualty
department at Edendale Hospital on a Sunday evening in
October 1959. She was deeply unconscious. Relatives tated
that she had taken an overdose of tablets which had been
supplied to her diabetic mother at this ho pital. At thi stage
the tablets were not identified. The patient's stomach was
washed out and she was given 40 ml. of a 50% gluco e
solution intravenously without any effect on her tate of con­
sciousness. She remained deeply comatose and was admitted
to hospital at 10.30 p.m. when an intravenous infusion of 5%
glucose in water was tacted. She was a well-nouri hed woman
of average weight. Her blood pressure was 120/80 mm. Hg.
There was no cyanosis and respiration was regular and normal.
Her pupils were dilated and did not react to light. The tendon
reflexes were normal. 0 other evidence of phy ical di ease
was found. The urine was normal.

During the night, because at that stage barbiturate poisoning
was considered possible, he wa given intravenous injection
of bemegride and amiphenazole. Her coma lightened slightly
and next morning she responded to painful timuli and her
pupils were maller and reacted luggisWy to light but he did
not peak. Atropine and penicillin were given becau e there
was excess bronchial ecretion. Later methylamphetamine was
administered intramuscularly in do e of 15 mg. 8-hourly. On
the morning after her admission to ho pital her blood sugar
was 103 mg. per 100 ml. Her cerebrospinal fluid, erum
electrolytes (sodium, pota ium and chloride) and blood urea
were normal.

She never regained con ciou ne s although she survived for


