
• Prevention of further seizures.

• Prevention of damage to and safe delivery of the 
 foetus.

Initial assessment and management
Use ABC as for any life threatening emergency.

A  –  Airway:  
 -  Maintain the airway, using airway adjuncts 
  (e.g. Guedel airway) as necessary, position 
  patient on the left side, give oxygen via face  
       mask (15 l/min).

B  –  Breathing:  
 - Ensure patient is breathing. Be aware of 
  influence of administered drugs on 
  respiration (e.g. diazepam).

C  –  Circulation:  
 - Insert 2 IV cannulas (18G at least), take 
  blood investigations as for PET. 
 - Look for pulmonary oedema - a major cause 
  of maternal mortality in eclampsia. 
 - Restrict fluids unless indicated by blood 
  loss.

D  – Disability: 
 - Assess consciousness level using Glasgow 
  Coma Score chart.  
 - Protect from injuries (falling from bed).

Further management of eclampsia
The main aims are:

1. To terminate convulsions:
• Start magnesium sulphate (MgSO4) (see above) 
 and continue for 24 hours after delivery or last 
 fit.

2. To control BP
• As described for PET, above.

3.  To deliver the baby
• Start steroids if gestation <36 weeks.

• Plan delivery when patient is stable.

• Regional anaesthesia is preferred if coagulation 
 and platelet count is adequate.

• Avoid ketamine and ergometrine.

Don’t forget that:
• The ultimate treatment of pre-eclampsia or 
 eclampsia is delivery of the baby.

• Eclampsia can happen 48 hours or longer after 
 delivery.

Further reading
1. Guidelines of the Royal College of Obstetricians and 
Gynaecologists (UK), available at: www.rcog.org.uk/resources/
Public/pdf/management_pre_eclampsia_mar06.pdf

2. The Magpie Trial Collaborative Group. Do women with 
preeclampsia, and their babies, benefit from magnesium sulphate? 
The Magpie Trial: a randomized, placebo-controlled trial. Lancet 
(2002); 359: 1877-90

Thanks to Dr Matt Rucklidge for helping edit this article.

This 430 page book is the first volume of a series 
providing up to date review articles covering a wide 
range of issues.  The book’s contents are arranged 
into four sections - Perioperative Care, Clinical 
Pharmacology, Monitoring and Equipment, and 
Critical Care.

The reviews are written by experts in their fields and 
provide an enjoyable read of an up to date account of 
a variety of  issues.  This is very practical for the busy 
clinician who would value a summary of the evidence 
about a particular topic without the need to review the 
literature personally.

The topics chosen for review are broad in nature 
ranging from Perioperative Fluid Therapy to New 

Airway equipment. Most are clinically based and 
practically written.

The layout of each section looks at the latest major 
publications in each topic, describes the findings 
and then provides a critical analysis on what the 
publication adds to the knowledge of the topic.  This 
is an engaging way of both learning about the subject 
itself, but I also found it instructive in learning how to 
interpret the literature in a meaningful way.

Altogether a good book for anyone wishing to know 
the latest literature on a particular area – check out 
the website for more details – highly recommended!   
www.clinicalpublishing.co.uk
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