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Introduction 

As the title suggests eclampsia was and still is a large mystery to medical science. In 2001, at 

the WHO biennial regarding reproductive health, it was estimated that about 10% of all 

pregnancies are effected by either preeclampsia or eclampsia. The disease causes about 12% 

of maternal deaths. About 15% of preterm deliveries in industrialized countries are induced as 

a result of preeclampsia or eclampsia.  

 

Other than inducing early delivery, to date, there is no safe way of treating pre-eclampsia. Traditionally, 

tranquillisers and anticonvulsant, anti-hypertensive, and anti-epileptic drugs have been used for this purpose, but 

there is little or no evidence of their efficency in preventing eclampsia. Not without reason, the pre-

eclampsia/eclampsia syndrome has been dubbed “the disease of theories”, since so many hypotheses have 

flourished in the absence of convincing scientific data on its causes, diagnosis, and proper management.1 
 

Once puerperal fever became preventable eclampsia became the medical science largest 

scourge. The cases were scarce and with high mortality rate among those effected. It was not 

as widespread as the puerperal fever, but just as the fever, the cure and cause of the disease 

were obscure. Eclampsia is known as “the disease of a thousand theories”. It was, and still is, 

illusive, without a cure and with unknown cause. This can quite literately be seen in the many 

different names given to the condition. When I began to work onh this essay I spent a lot of 

time searching for the correct search term for eclampsia. Since eclampsia is the most common 

name for the condition it is therefore the name I will employ in the essay. Eclampsia is Greek 

and means shining forth; the name was given due to the sudden convulsions marking the late 

stage of the disease. For a long time, this main symptom of eclampsia connected it with 

epilepsy, the ancient term for convulsions. In 1739 Dr François Boissier de Sauvages 

published Pathologia Methodica in which he recognised a difference between eclampsia and 

epilepsy. He viewed epilepsy as a chronic disorder while eclampsia was an acute disorder. 

Eclampsia kept its old name but was now connected with pregnancy. The next larger name 

revolution concerning eclampsia took place in 1843 when Dr John Lever from Edinburgh 

found that albumin - egg white - could be found in large amounts in the urine of eclamptic 

patients. This new characterizing of the condition gave it the name albuminuria. But, this was 

not a true synonym for eclampsia. Instead, albuminuria was classified as a milder form of 

eclampsia. If left untreated, albuminuria could progress into eclampsia. Today this stage is 

more known as preeclampsia and is the more common term for eclampsia in medical care. 

Since the symptoms connected with eclampsia were similar, those shown in intoxication cases 

                                                
1 Research on reproductive health at WHO: biennial report 2000-2001 (Geneva, 2002), p.26. 
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also came to be reflected in the name, 'pregnancy intoxication'. Unfortunately this term was 

not used only for eclampsia but in all cases with symptoms of intoxication.  

This confusion over the name of the condition gives a good quick look at how 

the discussion went concerning eclampsia. The whole nature of the disease was obscure. 

Cases were scarce, leaving doctors without a solid patient group to study. Because of this 

finding one solid treatment with repeatable results would prove hard to discover. It was not 

enough to just study the cases brought to the physicians. Most of the patients that did seek 

medical care had reached the last stage of eclampsia, marked by convulsions followed by 

coma, which most often led to death. In these cases there was not much the doctor could do.  

The period of time I have chosen to study reaches from 1840 to 1930. This is a 

time when the profession of medicine was formed. Foucault marks the end of the 18
th

 century 

as the beginning of the formation of a uniform medical profession or the birth of the clinic. 

Parallel with the formation of the medical profession the social conditions were improved for 

the common man. The relationship between the patient and the doctor is more complicated 

than what a first glance might suggest. Karin Johannisson writes extensively about this 

relationship in several of her books about the history of medical science. Often the medical 

history begins and ends with the deeds of a single doctor, and very little if anything at all is 

told about the patient. It is therefore too easy to forget the larger context where both doctor 

and patient play important roles. The doctor is the one who is supposed to cure the patient but 

what if the patient does not seek help? What happens then? The ill could have made a choice 

to not seek out medical help, and as Johannisson points to in Medicinens öga, perhaps 

because the home held more security and familiarity than the hospital. The patients, unlike 

today, seldom sought help directly after the first symptom of an illness. Seeking professional 

medical help was not an obvious cause of action.
2
 One reason for not seeking medical help 

was the risk of being infected by puerperal fever. This disease harvested many lives and must 

have had a very deterrent effect upon the expecting mothers. That is, seeking help could result 

in even larger health issues and end in death. Ignaz Semmelweiss had in 1847 traced a 

probable cause of infection to poor hygiene among the attending doctors. It is very plausible 

that this made pregnant women more reluctant to seek medical care at an early state of the 

pregnancy. The perception of life differed between the peasant class and doctor. While the 

peasant saw the earthly life as something to accept, the doctor saw it as something to 

intervene in. Johannisson describes this schism with examples from 18
th
 century Sweden. 

                                                
2 Johannisson, Karin; Medicinens öga (Värnamo, 1990), p23-24. 
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During the 19
th
 century the general mortality rate among women was high. One 

popular explanation is that girls were valued less than boys in this new industrial society, and 

as such the girls were given less nutrition. The mortality among women in a reproductive age, 

20-45 years old, was high in many European countries compared to the mortality among 

men.
3
 Being pregnant and giving birth was often synonymous with a death sentence. Since a 

pregnancy reduces the woman‟s immune defence she became more prone to catching 

infections. Complications due to rickets, a deficiency disease that results in deformed pelvis, 

resulted often in breech births which were a common complication until 1930. A pregnancy 

was also thought to bring forth latent diseases and worsen already existing conditions. The 

pregnancy was a medical condition which gave the woman the role of a patient. She was a 

victim of her own body. On the other hand, a pregnancy for a bourgeois woman meant that 

she could demand attention and regular medical care. The pregnancy became a way for the 

woman to expand the private sphere to outside the home. By involving a doctor she got 

recognition and approval from an outside authority that gave her a sense of being someone.
4
  

The role of the doctor was to cure the patient or at least to ease their suffering. 

To do this the doctor needed knowledge of the disease. Today we do this by looking for the 

biological cause; the etiology. During the 19
th
 century diseases were classified by symptom; 

nosology. This was combined with humoralism, the art of constructing balance between 

bodily fluids, which lost its leading role during the mid 18
th

 century. 
5
 In the case of eclampsia 

this meant that the doctor would look for symptoms, group them together and then make his 

verdict about the patient‟s future. For some doctors the humoralistic view of sickness, as 

caused by a disturbed inner balance, provided a plausible cause to the illness. What symptom 

was worth noting was decided by the doctor alone. 

Symptoms connected to eclampsia were oedema to the arms, legs and face, also 

known as swollen ankles, hands and puffiness to the face. Connected with high blood pressure 

and albumin in the urine these were signs and symptoms of eclampsia. Few patients contacted 

doctors with these symptoms. It was first when the convulsions had taken hold of the woman 

that she sought out a doctor. Little was known about the physical changes in a normal 

pregnancy. Therefore, could the suspected symptoms on display be part of a normal 

pregnancy?
6
 The knowledge about the female body was quite extensive. A common saying 

                                                
3 Johannisson (Stockholm, 1994), p.105. 
4 Johannisson (Stockholm, 1994), p.118-120. 
5 Johannisson, (Värnamo, 1990), p30. 
6 Holland, Eardley (1935); “Discussion of diet in pregnancy”. Proceedings of the Royal Society of Medicine, 17 

May, p.1385. 
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states that the more you know the less you understand. New discoveries gave birth to new 

questions, of which eclampsia were one of the largest concerning pregnancies.  

Detecting the symptoms meant a possibility to intervene and hopefully save a 

life. The one way of tackling the life threatening condition was to handle the symptoms until 

the pregnancy had come to term. The constant description of eclampsia was part of trying to 

break down the condition into smaller more easily understood parts. The high blood pressure 

could be handled on its own as could the fits and oedema. But put together they where harder 

to handle. Because of this the essay will be divided into thematic sections, each dealing with 

either a symptom or a form of treatment. 

As the medical profession went through changes around the 19
th
 century a new 

discipline was formed that played a crucial part in the curing of eclampsia. This was the art of 

obstetric. Before the obstetric profession had taken its form, it was the midwife that attended 

births. She was the one who was sent after when a birth did not go according to plan. The 

midwife was not always trained in anatomy and had therefore little knowledge about the 

body. The practice was inherited from mother to daughter and even though there were 

institutionalised midwife schools to attend, few practicing midwives during the 18
th
 century 

felt the need for this education. What we know about these unlicensed midwives is formed by 

the view of doctors who had reasons to either praise or condemn the midwife practise. Few 

unlicensed midwives kept records of their practice which makes it harder to paint a diverse 

picture of the work they performed. A midwife was often cheaper than a doctor. It is also 

possible that in a gender divided society a woman seeking help for a very female oriented 

condition felt more at ease with another woman. The lack of medical schooling was made up 

by practical experience. During the 18
th

 century the midwifery profession went through a 

professionalising process that took over a hundred years to finalize. Schools for midwives 

were set up where they could train and become fully licensed. One problem continued to 

haunt the medical professionalism of midwifery and that was that a licensed midwife cost 

more to hire than to use a female relative or an unlicensed midwife. Part of the danger with 

unlicensed midwifes was that they did not call for trained medical help in time to save the 

mother.
7
  

For a long period of time, the fascination with the female body has been quite 

extensive, especially since it could be seen as the absolute opposite to the male body. During 

the late 19
th
 century anatomists, pathologists and physiologist collaborated in order to 

                                                
7 Shorter, Edward; A history of women’s bodies, (Harmondworth, 1984), p40. 
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determine the character of the female sex. They wanted to determine gender-bound hereditary 

that was not bound to the genitals. The difference between the sexes was thoroughly 

investigated. The female digestive system was slower; the blood thinner – contained a higher 

level of water and less calcium content – resulting in chronic anaemia and greater fatigue. The 

symptoms connected with women‟s diseases were vague and uncertain, in contrast with 

symptoms describing men's diseases. The anatomical concept of the female body was strongly 

marked by the prevailing gender construction.  

 Nevertheless, the genital difference between the genders proved to be the largest 

difference. With the female genitals inside the body it could be argued that they played a more 

direct role in the physical and psychical life of the woman. The womb became the centre for 

each pain affecting the woman and every vaginal discomfort could cause a reflexive reaction 

in another body part. Psychological conditions could also be traced back to the womb. 

Hysteria, mania and melancholia were said to originate from different gynaecological 

deviations.
8
 A similar connection was made with eclampsia, which will be handled in chapter 

two, Eclampsia as a neurotic condition.  

 

Purpose  

Not much is known about eclampsia, but it has been known and feared for long time. As such 

it has a very long history tightly woven together with the evolution of medicine. But for some 

reason not many historians have been interested in exploring this history. The present Master 

Thesis will be one of the very few essays about eclampsia written from a historical rather than 

a medical point of view. The correlation between new medical understandings and the 

continuing scientific development makes it interesting to investigate. Eclampsia is known as 

“the disease of theories”. In fact there were as many different theories to its origin and 

treatment as there were patients and doctors. Since it has been hard to find an effective 

treatment for eclampsia many different treatments have been tried out throughout the course 

of history. What has to be seen as the most effective treatment was the Stroganoff method. 

The method saved many lives but was controversial. It embraced a rather new phenomenon, 

anaesthesia. The need of finding a working treatment was huge. New findings were published 

and discussed, such as the Stroganoff method. But how did this work in practice? Even if 

Stroganoff patients showed remarkable recovery, practically, it could be hard for some 

doctors to use this method.  

                                                
8 Johannisson, Karin; Den mörka kontinenten (Stockholm, 1994), p.34. 
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Issue 

What symptoms were connected to eclampsia? 

How did the symptoms at hand correlate to the choice of treatment? 

How was eclampsia treated? 

Is there any connection between the formation of a conventional medical profession and the 

progress in treatment of eclampsia? 

Who was the eclamptic patient? 

Was there any correlation between social background and mortality rate? 

 

Theory 

While working with this essay what soon became obvious for me was the constant grouping 

and regrouping of symptoms and causes of disease. This phenomenon is vividly discussed by 

Michel Foucault in The Birth of the Clinic. Since many of the symptoms were discovered by 

looking at the body, the watching eye plays a crucial part in this theory. In my material there 

is a constant repeating of numbers; how many fits during what time, how much albumin can 

be measured in the urine and what form/ colour had the urine, age of the patient and of cause 

the mortality rate. This is the forming of a structure, a pattern that maps out an unknown area. 

Doctors were those who held the power of defining and finding anomalies, the abnormality of 

the body. The structure findings also served to calculate chances and risks.  

Foucault differs between symptoms and signs. The symptom defines the disease 

by visualising it as chest pain or fever. In the case of eclampsia the visualising symptoms 

would be seizures, high blood pressure and albuminuria. The disease is manifested by various 

symptoms making the most elusive disease visible. Signs of disease can be categorised into 

three groups: The prognostic sign, which is what will take place; the anamnesis sign, which is 

what has taken place, and the diagnostic sign, which is what is now taking place. The sign 

contains no real knowledge but works as a source for recognition.
9
 For eclampsia the 

magnitude of the seizures, as do possible comas, work as a sign indicating how close the 

patient is to death or recovery, even though the problem with eclampsia is that there might be 

symptoms of disease but no signs of it. In most cases a coma would mean that death was 

close. One patient could recover from horrible fits while the next one could be dead by the set 

of the first fit. Because of this the patients that did attend medical care were carefully watched 

for any signs. This brings us back to Foucault, but with a small twist. Signs and symptoms can 

                                                
9 Foucault, Michel; The birth of the clinic, (1975 New York) p.89ff. 
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sometime be the same thing, but, just as there is no smoke without fire, there is no sign 

without a symptom. A symptom of disease cannot be manifested without a sign. A further 

distinction between symptoms might be needed. There are after all symptoms the patient is 

aware of, such as seizures and swollen ankles. Then there are symptoms visible only for the 

eye of a trained professional. High blood pressure is only visible when measured. To know 

whether or not albumin is present in the urine, analysis is needed. These are symptoms hidden 

from the visible eye that have to become visible before they can be recognised. But what is a 

sign then? A discussion about the definition of signs is kept in Karin Johannisson‟s book 

Tecken. The book has its starting point in Baden-Baden in the 20
th

 century. Johannisson 

investigates the medical touch given at the Marienhöhe clinic in Baden-Baden by Doctor 

Georg Groddeck. In order to find out what ailed the patient he would scan the patient for 

certain signs. He would touch, smell, taste, look and listen to the body. All senses were 

utilized by the doctor in order to form a complex picture of the patient. The art of reading 

signs is called semiotic, from the Greece word semeion for sign. The purpose of semiotic was 

not to find a diagnosis; it was to give a prognosis of a possible recovery or a coming death. 

That is after all Foucault‟s definition of signs, a way to determine how far from health the 

patient was.  

The traditional medical history of eclampsia is mainly written by doctors. Their 

view of the history can be seen as coloured by their thoughts of modern science. It is the 

overall ideas, the struggle of science winning over superstition, and the great revelations that 

are marked as of beingof any importance. Since I have a humanistic background, mainly in 

history of ideas and science, I hope this will give me a slightly new perspective on the subject 

at hand. Karin Johannisson has with her book “Medicinens öga” been an important inspiration 

for me. She promotes a more social point of view of the medical history, where the medical 

science has to be viewed as part of a greater social perspective. What is considered as ill, 

abnormal or healthy is dependant on the context in which they appear. Something else that 

needs to be considered is the communication between the patient and the healer. Who did the 

doctor visit at home and who had to come to the doctor? How sick was one before considering 

consulting a medical profession? Who did the patient prefer to be treated by?
10

 These are all 

questions relevant to my essay. The conditions for medical consultations were seldom 

obvious. As will be shown in the case with eclampsia the patient would often ignore 

symptoms, like headaches or swollen ankles, until the disease had progressed into seizures. 

                                                
10 Johannisson,(Värnamo, 1990), p.15-18. 
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Knowledge of this gives us an opportunity of reconstructing the conditions set out for the 

patient. Even though the medical profession expanded and had monopolised the medical 

knowledge they had not taken over the knowledge or the faith of the patient base. The patients 

relied primarily on the knowledge of the midwife. Eclampsia is and was a very rare condition. 

The chance for a doctor to come across a case was even lower since the patient was unlikely 

to seek conventional medical help. This lifts the fact that the doctors very much depended on 

the patients to come to them so that the condition could be studied and treated. The patient‟s 

part of the mystery of medicine is therefore not a passive part. It is a very active part that 

should not be taken for granted. 

Many of the theories surrounding eclampsia existed side by side. The theories 

were formed by their context and to understand them one have to connect them to that 

context. For a historian this is a natural part of analysing the material. The context 

surrounding an idea is what brings the idea to life. Usually for me the context means 

contemporary social changes but as John V. Pickstone shows in Ways of Knowing there is 

also a relation between different scientific disciplines. Medicine might very well be depending 

on technology to find the right tools in order to make a crucial medical discovery, and as such 

the history of science would gain much by viewing science, technology and medicine as one. 

This Pickstone does quite literally by combining them in the acronym STM. Pickstone sees a 

correlation between how science has evolved and how its history can be traced in recognising 

our modern knowledge. By understanding how modern medicine differs from historical 

medicine we can gain a greater understanding for the latter. This is because, as Pickstones 

says, new ways of knowing are created but do very seldom disappear. That means that 

although new ideas and theories are formed they will also exist together with older theories.
11

 

In the case with eclampsia this is worth keeping in mind. The development of treatments and 

different cures often relied on older practise. The two main ways of treating eclampsia, the 

conservative and the active treatment, existed side by side. The most popular or common used 

treatment altered between those already existing ones. 

 

 

 

 

                                                
11 Pickstone, John V; Ways of Knowing (Chicago, 2001), p.1-20. 



11 

 

Method 

Since eclampsia is such a rare condition originally this proved to be a problem for me. Very 

little had previously been written about the subject from a historical point of view. I have 

therefore gone back to the original sources as much as possible. Initially I intended to use 

more material from Sweden but texts written in Swedish about eclampsia proved to be very 

poor. The first time I probed the university library for texts, it resulted in the revelation that 

most of what was written about eclampsia in Swedish medical journals from the 19
th

 century, 

such as “Hygiea”, were abstracts from international journals. A visit to Hagströmer medico-

historical library and their large collection of medical books in Stockholm confirmed this. The 

books and articles I gained access to there were more often than not related to international 

research unavailable to a Swedish student such as myself. Therefore a majority of my material 

consist of journal articles. The article format pointed to the fact that even though eclampsia 

was uncommon it was still well researched and important enough to offer space for debate. 

Today much material is available through different internet archives and databases, which I 

have taken advantage of. I have mainly been using PubMedCentral, Internet Archive, Google 

books and scholar. 

PubMedCentral is a free digital archive with biomedical and life science 

journals. Here I have found the comprehensive periodicals of “British Medical Journal” and 

“Californian and Western Medicine”. 

Internet Archive aims to document different types of media. The archive was 

founded in 1996 with purpose to document internet pages. Today the operation has been 

extended to other media such as books, music, TV programs and movies. Internet Archive is 

an open access archive. It is directed towards historians, scholars, researchers and the general 

public. 

Google has begun an enormous project, together with several publisher, authors 

and libraries all around the world, to digitalise books and articles. Unlike the Internet Archive 

or PubMedCentral, Google Books and Scholar is not open source. Some texts have full access 

while others will just be available for string view. 

Simply typing in eclampsia and hit search would not have led me to the material 

I was looking for. I needed more specific search terms in order to get a more relevant and 

limited result. For this I used Michael Fouccault theory about signs and symptoms. The 

nosological classification of diseases is mirrored in the mesh terms connected with the articles 

and books. The slight disagreement concerning the nature of eclampsia, depending on 
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whether the author regarded eclampsia as a poisoning or a neurotic condition, was easier to 

penetrate through the use of symptoms as search terms. Surprisingly few 19
th
-20

th
 century 

articles produced a hit with the search term “eclampsia”. The quantity of material in form of 

articles and chapters are quite vast. The trick is to find them. Because of this the search for 

material came to play an important role for me while constructing this thesis. 

 

Previous research 

The mystery that is eclampsia has been known for centuries. Even so the topic seems to have 

been of little historical interest. What research I have found consists mainly of articles 

published in medical journals or as background facts in new reports about eclampsia. One 

who has written more than one article about eclampsia is Leon C. Chesley, Professor of 

Obstetrics and Gynecology, State University of New York Downstate Medical Center, 

Brooklyn, New York. He has concentrated his research around the ancient and modern view 

of eclampsia. In his article “A short history of eclampsia”, Obstetrics and Gynecology 1974, 

he writes about the quite confusing history of eclampsia. The late 19
th

 century historian traced 

eclampsia back to the Kahun papyrus dating from about 2200 B.C. By comparing different 

versions of the translation of the original papyrus text to German Chesley comes to the 

conclusion that the text has been altered. He writes that it is possible that the author of the 

papyrus might have had eclampsia at mind but that the modern translation is questionable. He 

continues to research possible mentions of eclampsia in several other translated ancient 

documents from Europe and China. Chesley shows that not only is the nature of eclampsia 

elusive but that the medical history of the condition is also full of mysteries.
12

  

This is an example of a very traditional medical history. The author has been 

focusing on specific individuals and discoveries leaving the patient and the social part of the 

history unspoken.  

The second example of earlier research I have found is as part of the book Pre-

eclampsia: current perspectives on management by Philip Baker and John Kingdom. The 

second chapter, “Pre-eclampsia: a historical perspective”, is a historical review of eclampsia 

written by Doctor Stephen Ong, Maternity Unit City Hospital Nottingham. Ong has been 

reading Chesley‟s article about the ancient history of eclampsia and continues to map out the 

history of eclampsia and mentions several possible breaking points in the treatment and 

understanding of eclampsia: From the description of headaches as an early symptom for 

                                                
12 Chesley, Leon C. (1974); “After office hours; A short history of eclampsia”: Obstetrics and Gynecology, Vol 

43 No4. 
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eclampsia, to the chief midwife of Paris, Madame le Bousier du Coudray, who in 1773 wrote 

about the importance of a hasty delivery. He relates and judges the historical material based 

on contemporary knowledge of eclampsia. An example of this is when he discusses how Dr 

Lever‟s colleges used the connection between eclampsia and albumin as proof of eclampsia 

being a manifestation of chronic nephritis; a statement that today has been proven wrong. Ong 

concludes his historical review of eclampsia with a few admonishing words to today‟s 

obstetricians. Yesterdays treatments of eclampsia might seem strange and illogical to us today 

just as today‟s treatment might seem bizarre to the coming generation.
13

  

This is also a clear example of traditional medical history. Here the history is 

used as a way of adding a note of caution to the reviewing of new research. The treatment of 

eclampsia has moved forward but we are no closer to a defined answer today than we were 

yesterday.  

 

Disposition 

The text will be divided into seven parts, each part dealing with an aspect of eclampsia, from 

diagnosing to determining who to save- the mother or the child. Combined, the different parts 

are meant to show how a medical mystery as eclampsia was handled during the beginning of 

the last century. 

The first part: “Diagnosing eclampsia”. This part covers how eclampsia was 

diagnosed, what signs were seen as important and how they were explained. I will concentrate 

on one specific symptom that was recognised in 1843 by Doctor John Lever; the finding and 

classification of albumin in the urine. This was not accepted by all doctors but would prove to 

be of great importance. 

The second part: “Eclampsia as a neurotic condition”. Here I discuss an 

alternative way of viewing eclampsia closely connected to its ancient roots where it was seen 

as a form of epilepsy. The diagnosis of hysteria had its heydays around the 19
th
 – 20

th
 century. 

This came to affect the way eclampsia was viewed as well. 

The third part: “Who to save, the mother or the child?” Eclampsia affects 

pregnant women meaning that there is the wellbeing of two persons to consider. The 

prioritising here differs from what could be expected. 

The forth part: “Eclampsia as poisoning”. Many of the eclamptic symptoms are 

similar to those connected to poisoning. It therefore became a very widely spread theory. 

                                                
13 Ong, S; “Pre-eclampsia: a historical perspective”, cut 2 In: Pre-eclampsia: current perspective on 

management. Philip Baker (eds) John Kingdom (ed) (New York, 2004), p.15-24. 
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There were many different theories as to how the toxin effected the body and what the toxin 

was made out of. Most of the different theories have been collected in this part. 

The fifth part: “Removing the toxin”. This part is closely connected to the 

previously part, both dealing with the same idea of eclampsia but from different perspective. I 

will here present parts of the treatments offered to the eclamptic patient as well as a 

discussion to why said treatment was seen as working.  

The sixth part: “Conservative contra Active treatment”. During the beginning of 

the 20
th
 century a strong paradigm was formed between two different ways of treating 

eclampsia known as the conservative and the active treatment. These had existed side by side 

for quite some time but were brought to the fore by the launching of the Stroganoff Method. 

The method was seen as a very efficient treatment which remarkable lowered the mortality 

rates. This brought attention and criticism concerning the active treatment, which promoted an 

operative treatment to eclampsia in form of caesarean-section. This schism will be treated as 

well as Dr Stroganoff‟s success with spreading his method.  

The seventh part: “Ante-natal care”. The formation of ante-natal clinics can be 

seen from different perspective. Here I will portray the formation from the perspective of 

eclampsia. While there was no cure for the disease there wa great hope of saving more lives if 

a treatment could be begun early on. As the diagnostic methods developed it was hoped that 

the eclamptic cases could be discovered before the patients got too ill for a progressive 

treatment. The ante-natal clinics would also be a better alternative for the poorer classes. At 

the clinic all patients would receive adequate medical care. These were the hopes presented, 

but the reality would not live up to them. In the formation of the ante-natal clinics many 

referred to eclampsia as a disease with high mortality rates that could be lowered with proper 

and early care; care only the ante-natal clinics would be able to provide.  
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Diagnosing eclampsia  

In 1843 John Charles Weaver Lever of Guy‟s Hospital London was one of the first doctors to 

recognise measurement of high levels of albumin, egg white, in the urine as a way of 

diagnosing eclampsia. Dr Lever was consulted by or attended 7404 women between the year 

1834 and 1843. All women had been patients of the Lying in Charity of Guy‟s Hospital. Dr 

Lever made his analysis based on 14 of the attended women. The symptoms presented were 

typical for eclamptic patients; high blood pressure, oedema, fits and comas. The patients were 

treated with bloodletting, cold bags attached to the head and various medical cocktails. The 

medicine given could be a mixture of ricin, opium, acid sulpha and sago flavoured with 

wine.
14

 Dr Lever begins his article in Guy‟s Hospital Report with stating that the treatment of 

these patients were subjected to be of little interest since it does not seem to have improved 

their health. What he found to be of interest was the finding of albumen in the urine of 

eclamptic patients.  

 

Dr. Lever’s patients  

The first case to which he refers finding albumen, number five in Dr Lever‟s report, was with 

a woman named Ellen D. She was young, 23 years old, married since nine months and 

expecting her first child. The day she was admitted to the hospital she had experienced several 

severe convulsions. She gave birth to a stillborn girl the same night. Usually the convulsions 

would withdraw after the birth but this was not the case with Ellen. The doctors suspected her 

of having Bright‟s disease. This was what first led Dr Lever to analyse her urine. He found 

then that she had high levels of albumen in the urine. The level would gradually drop until 

November 3, about 14 days after admittance, when no traces could be found.
15

 The next 

patient Dr Lever consulted, case six, was also tested for albumin in the urine. Here he also 

found high levels of albumin daily until the patient was free of symptom. In case seven the 

test for finding albumen in the urine is explained. The urine, extracted by a catheter was 

boiled showing if the urine would coagulate which was a sign of high content of albumin. Dr 

Lever describes the heated urine as “becoming like gruel”. The tested urine was then also 

tested with nitric acid which showed that it “contained a considerable quantity of albumen”.
16

 

The nitric acid would react with albumin turning the sample deep red, the sample would also 

                                                
14 Lever, J W. (1843) “Cases of puerperal convulsions, with remarks”: Guy’s Hospital Reports. 2 series, p.495. 
15 Lever, p.498. 
16 Ibid. p.500. 
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precipitate. This is known as Millon‟s reagent or test.
17

 Out of the 14 cases Dr Lever only lost 

two patients.   

 

Dr. Lever’s conclusions regarding albumin and its connection to eclampsia 

The finding of albumin in the urine was more or less by accident. Dr Lever states that he first 

believed that the findings where due to granular degeneration of the kidney. But since the 

traces of albumin became fainter every day he changed his theory. He then noticed a 

connection between the amount of albumin and the stage of pregnancy. In order to further 

investigate this, Dr Lever begun testing all eclamptic patient he came across. He found 

albumin in all patients but one. To further put his thesis to test he examined urine from 50 

women during labour. This examination led him to his final theory, that albumin was a clear 

symptom of eclampsia. He only found albumin in the urine of women who had been 

recognised as eclamptic, or showing eclamptic symptoms.
18

 The blood was also tested in one 

case. But no traces of urea, the rest product of albumin, could be found in the blood. Due to 

this only that one case was ever tested.
19

 

From his findings Dr Lever drew the conclusion that cases with albumin in the 

urine could be separated into two different classes. The first class is made up by patients both 

having high levels of albumin during the pregnancy and external symptoms such as oedema 

of the face, legs and arms. These cases could be very difficult to treat, with the patient having 

violent convulsions even after the birth. The second class were cases with fewer symptoms 

and with albumin in the urine only during the labour. These patients had less violent fits and 

would recover quicker.
20

 He also formed his own theory of the origin of the albumin. His 

theory is that the pregnant condition, by putting pressure on the uterus, would prevent blood 

from returning through the veins; this resulting in renal congestion. Dr Lever connects this 

theory of his with a report by Mr Robinson treatise, An Inquiry into the Nature and Pathology 

of Granular Disease of the Kidney, and its mode of action I producing Albuminous Urine. Mr 

Robinson had proved that preventing or obstructing returning blood to the kidneys will result 

in renal congestion and albumin rich urine.
21

 

The connection between eclampsia and albuminuria was a step forward for the 

medical science even though Dr Lever‟s findings were criticized. Some doctors had not found 
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18 Lever, p.512. 
19 Ibid. p.515. 
20 Ibid. p.513. 
21 Ibid. p.514. 
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albumin in clear cases of eclampsia while they did find it in patients not effected by the 

disease. However, Dr Lever‟s results were generally accepted by the science community since 

it did provide a straight forward diagnostic tool.
22

 This was a symptom that was not visible for 

the patient. To find it analysis of the urine was needed, thus bringing the medical science 

closer to the laboratory and taking a step away from the patient. It is the urine sample that is 

analysed. The gaze of the doctor has hereby been directed at the symptom and away from the 

patient herself. But it is still very much the gaze that recognises the symptom. The analysis 

makes the symptom visible. This can be seen by how the analysis was made - by heating the 

test which makes the egg white coagulate or as with the nitric acid changing the colour of the 

sample. The test itself says very little of what is found. It is with help of the gaze that the 

doctor can draw any conclusions.  

 

Eclampsia as a neurotic condition 

Eclampsia exibits some typical symptoms that were connected to neuroses: The patients were 

mostly young women experiencing their first pregnancy. The inexperience and the pressure 

from friends and family must have been great. Horror stories about deliveries going horribly 

wrong were common, then as well as today. The major symptom was the fits. The fits could 

be interpreted as the physical manifestation of a psychological condition. The only known 

cure was delivery. After the delivery the symptoms would cease in whole, either directly after 

the delivery or up to one week later. What the doctors could do to help an eclamptic patient 

was to reduce the occurrence of the symptom. A commonly used method was sedation of the 

patient. The woman was given morphine to ease the seizures and then to calm her which 

would prevent further seizures. Morphine was also used in the treatment of neurotic patients. 

This could be preserved as a connection between the neurotic patient and the eclamptic 

patient. Doctors did criticise this theory about eclampsia as a psychological issue. A review of 

the Edinburgh Medical Journal from Hygiea in 1860 raises one of these critical voices. The 

doctor quoted is sceptical toward the use of morphine as treatment of eclampsia. He regards it 

as more of a physical condition. This connecting with his concerns for the medical use of 

morphine, he feared that often too large amounts of morphine were prescribed to the patient.
23

 

 

 

                                                
22 Elder, George. (1901); “A case of puerperal eclampsia treated with morphine”: British Medical Journal, 

March 2, p. 511. 
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The manic side of eclampsia 

The French doctor Armand Trousseau was one of the doctors who emphasized eclampsia as a 

neurotic disorder. He was also quoted in articles regarding the possibility of a neurotic cause 

for eclampsia.
24

 First of all, Dr Trousseau links eclampsia with what he calls infant 

convulsions and epilepsy. The combining factor is easily found in one similar symptom, the 

violent convulsion. He does not seem to need any more evidence in order to make this 

connection. To understand Dr Trousseau‟s view of eclampsia one therefore has to take a 

closer look at his theory about epilepsy. For him epilepsy, as for eclampsia, was a 

consequence of overloaded emotion input. Infants, and small children, were constantly 

exposed to new impressions and therefore suffered a greater chance of overloading their 

nerves. In comparison to pregnant women Dr Trousseau took note of the fact that the majority 

of the eclamptic patients were first time mothers. In conclusion he stated that “it is 

unquestionable that the nervous excitability which, in some women, manifested itself during 

infancy by convulsive seizures, and later by hysterical symptoms or more less curious nervous 

disorders”.
25

 

Dr Trousseau describes several cases of eclampsia. One case he repeatedly 

returns to is about a young woman who suffered from eclamptic fits after delivering a healthy 

girl. The woman had been delivered at home and later the same day admitted to St Bernard 

Ward. At the hospital she was comatose for about 48 hours. When she awoke during the third 

night she “was so restless, that she had to be confined with a strait-jacket”.
26

 During the 

following five days she was in a calm state. During the sixth day she had an attack of acute 

mania. She sat in her bed calling for her daughter but seemed to be unaware of what she was 

saying. Dr Trousseau then notes that mania is a quite common result of eclampsia. In some 

unfortunate cases the patient will stay in a case of maniacal delirium or even dementia.
27

 

A similar connection between insanity and eclampsia is made in “The American 

Journal of Nursing”, 1906. The author Estella Campbell, graduate from Illinois Training-

School, ends her article about eclampsia with the words “[i]t is a sad fact that eclampsia is 

often followed by insanity”.
28

 In “South African Medical Record,” November 1914, the 

neurotic side of eclampsia is discussed. Part of the discussion is used to share the experience 
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of treating eclampsia. A doctor from Queenstown had handled two cases of eclampsia. The 

development in one of these cases was quite drastic. The woman had gone from laughing and 

joking to extremely violent fits within twelve hours. As a child she had had fits and her 

mother had been staying at an asylum. The cases of eclampsia were quite few, with one 

exception, that is. In Pretoria another doctor viewed eclampsia a “fairly frequent”. He saw a 

connection between the many single mothers and the stigmata of being an unwedded mother. 

The emotional pressure resulted in eclampsia.
29

 

Dr Trousseau does not believe in bloodletting as a mean of treatment. He concentrates on 

controlling the fits with chloroform, which is the same treatment he would give to an epileptic 

patient. Dr Trousseau has high praises for chloroform, or as he calls it, a heroic remedy.
30

 

 

The relation between eclampsia and hysteria 

Another doctor who connects eclampsia with hysteria was Pierre Cazeaux. In his textbook A 

theoretical and practical treatise on midwifery, 1868, he attacks the theory from different 

angles. He begins by discussing the cause of fits in eclamptic patients. Dr Cazeaux lists four 

possible causes – hysteria, tetanus, catalepsy and apoplexy – that are known to occur in 

pregnancies. The doctor explains more about the common connections between hysteria and 

eclampsia. What binds the two together are convulsions as the major symptom. Even though 

he sees a connection Dr Cazeaux is critical about connecting the two diseases. When studying 

the symptoms one could see clear differences in the type of fits the patient was subjected to. 

Coma was very unusual following convulsions in hysteria, contrary to eclampsia. But what 

marks the perhaps largest difference between the two conditions is the course leading up to a 

fit. Dr Cazeaux marks that often a fit in a hysterical patient is preceded by “the sensation of a 

ball rising from the hypogastrium toward the throat, which gives rise to a feeling of 

suffocation similar to that produced by strangulation.”
31

 Diagnosing eclampsia as a neurotic 

condition was plausible but depending how the symptoms were interpreted the conclusion 

would differ. Even though Dr Cazeaux sees a connection between the two conditions, by 

closer inspection of the symptoms, he comes to the conclusion that eclampsia and hysteria is 

two different diseases. 

The idea of eclampsia as a mental condition is appealing, after all many of the 

symptoms could be simulated. Karin Johannisson writes about mental conditions taking 
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physical manifestation from a historical perspective in her book Den mörka kontinenten. She 

refers to cases of young women intentionally hurting themself. They ate glass, would pin 

themself with needles and give birth to “aborted foetus”, which at close examination turned 

out to be bones from small birds. When taking this in account the physical symptoms of 

eclampsia, seizures and high blood pressure, could just as well be simulated. But eclampsia 

had other features as well. A seizure could be simulated but just how would you simulate 

cerebral oedema? Hysteria was a common diagnosis during the end of the 19
th

 century. It was 

seen as a connection between the gender and the soul strongly linked to sexuality. The 

condition was so strongly connected with the female gender that it was perceived as unable to 

affect men. It was a mysterious disease with various symptoms connected to it.
32

 The 

connection to eclampsia is many. With one exception though, eclampsia could result in death 

which hysteria did not.  

 

Who to save, the mother or the child? 

The biggest threat to the patient‟s health according to the case studies seems to be the 

seizures. This is also the most noticeable and terrifying symptom. As such, patients with 

eclampsia were treated as soon as possible. The most effective treatment known was delivery 

of the child, dead or alive. Other means of treatment as morphine or chloroform was used to 

let the pregnancy progress until the baby could be delivered alive.  

Dr C.D. Josephson describes in an article in “Hygiea”, 1908, a case of eclampsia where he, 

the doctor, makes the decision to perform a vaginal caesarean-section. The patient, a young 

woman, only 17 years old, was admitted after suffering a major seizure at her work in a 

factory. She did not seem to know that she was pregant. Dr Josephson insinuates that she at 

first was uncooperative and denied being pregnant as well as being part of a lower class. 

Sounds of a foetus were heard, thus confirming the pregnancy. Her urine contained albumin, 

the major symptom of eclampsia.
33

 The doctor preformed the operation which ended well, 

with the recovery of the patient. What is interesting with this report is that Dr Josephson ends 

his article with a discussion about why he chose to abort the foetus. The pregnancy was 

approximately in the sixth month when the patient began to seizure. The survival chance for 

the foetus was considered to be very low, meaning saving its life would not be possible. Dr 

Josephson viewed the foetus as dead since saving its life would have been impossible. In a 
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worst case scenario both mother and child would have died unless the doctor took appropriate 

actions. A seizure in the second trimester seems to have been quite unusual and the outcome 

was uncertain. In cases like this Dr Josephson simply did not see a positive outcome for both 

the woman and the child. He traces the cause of eclampsia to metabolic disturbance caused by 

the foetus. By removing the foetus the condition should improve for the woman.
34

 

 

Determine priorities 

The main concern seems to be the woman‟s health. The course of the condition is described as 

very rapid, from the moment the woman is admitted to the end of the pregnancy, may it be in 

birth or abortion. The action and reasoning from the doctor suggests that the treatment is quite 

acute. It is a matter of life and death. Either he waits and hopes to buy more time to let the 

foetus develop in full with the risk of losing both the foetus and the woman. Or, he would act 

in time and focus at saving her life.
35

 

During the early 20
th

 century that was the choices the doctors faced. As I wrote 

earlier, the use of anaesthetic and narcotics gives the condition an aura of being caused by 

psychosomatical problems. Dr Josephson‟s operative approach is here a direct opposite to the 

more cautious treatment. For him a more active therapy - that is, surgery - could in some cases 

save both the woman and the foetus. In some cases, that is, not all. It all depends on when in 

the pregnancy the woman develops eclampsia. One uniform treatment for all eclamptic 

patients is not promoted by Dr Josephson. The state of the liver and kidneys has to be 

evaluated as well as the age of the patient.
36

 

Dr Josephson ends his discussion with another statement about the importance 

of saving the woman. “When we otherwise in obstetric values the life of the mother higher 

than that of the foetus, why should we when it comes to eclampsia, which is one of the most 

dangerous complications, value the later as high as the mother?”.
37

 If that is, as Dr Josephson 

claims a common reasoning by obstetrics, then why does he feel obliged to defend his 

actions? One possibility could be that he refers to Doctor Josef Pippingsköld. Dr Pippingsköld 

discusses the dilemma of saving both mother and child in his medical book Iakttagelser och 

rön i obstetric, 1869. He recognises that left alone a pregnancy is a danger to the life of a 

woman. Added to that, eclampsia with its unpredictable ending, were two lives could be 

ended within hours or days, the doctor in question would have to act without hesitation in 
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order to save lives. In determining whom to save Dr Pippingsköld has worked out a thesis: 

“The foetus, as long as it is part of the womb and alone lives through the mother, is not to be 

seen as an independent creature, that is only as one, if yet very important part of the mother 

for which it therefore should be sacrificed, if non other life threatening alternative is to be 

found.”
38

 The doctor goes on to say that this principle of his should only be applied when the 

delivery itself puts the health of the mother at risk, and that it is a principle that he strives to 

keep but that he is willing to admit is easier said than done to uphold.
39

 

 

The Hippocrates dilemma 

The ethical dilemma these two doctors talk about can be dated back to the oath of 

Hippocrates. In the oath the doctor promises to act for the good of his patient. It specifies the 

doctors‟ relation toward abortion with the words “I will not give to a woman an abortive 

remedy”.
40

 Therefore it would easily be seen as if abortion always was illicit. Owsei Temkin 

refers in his book On second thought to a debate in the ancient Rome around the end of 400 

B.C about the use of contraceptives and abortion. The discussion stood between those who 

apposed to all practice of abortion and those who saw abortion as a mean to spare the life of 

the woman.
41

 

In the cases that Dr Josephson and Dr Pippingsköld are referring to the foetus 

has reached the third trimester and could be viewed as a child. Dr Pippingsköld is quite clear 

concerning the priorities when it comes to who to save. He refers back to old Roman law 

concerning when a caesarean-section should be administrated. Since there were extremely 

few women who survived a caesarean-section it was only performed on women declared dead 

close to delivery. According to Dr Pippingsköld very few children survived this operation. 

This he viewed as legitimising his thesis on primarily focusing on saving the mother. No 

operations known could save the child. 

A similar reasoning is held in Gebürtshilfe, 1896, by Doctor Max Runge. The 

chapter about eclampsia does not deal with whether the child or the mother should be saved. 

Instead, it is about how to save a child from the “fortress of dead flesh”. Notable is the lack of 

discussion whether it is right to sacrifice the life of a child to save the mother. For Dr. Runge 
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it does not seem to be a matter worth wasting many words on. He has his priorities ready, first 

save the mother then the child.
42

 

Another discussion about who to save was given 1926 in the article The role of 

caesarean section in the treatment of eclampsia from “California and Western Medicine”. 

The author Doctor John C. Irwin from Los Angeles reviews the use of caesarean-section as a 

treatment of eclampsia. The ending discussion in the article was written by Doctor E. M. 

Lazard. What strikes him as notable was the high mortality rate among patients treated with 

caesarean-section. As such he does not consider caesarean-section as a future treatment for 

eclampsia. He admits that his reasoning does not considerate the interest of the child. 

However he judges the survival chances of an eclamptic child to be very small. Here Dr 

Lazard turns to two other doctors saying, concerning the treatment of placenta previa: “He 

who pays least attention to the welfare of the baby will have the happiest result in treatment of 

placenta previa”.
43

 Dr Lazard draws parallels between the two conditions and as such views 

the quote as equally as relevant for the treatment of eclamptic patients. Doctor Elis Essen-

Möller also agrees with this notion. He is one of the very few doctors in my material that does 

not seem to be overly concerned with the ethical dilemma. He has very clear priorities as well 

as strong believes in the ability of his times obstetrics to save lives. Should, however, a case 

arise where the interest of both parties could not be satisfied, then he would, without 

hesitation, save the mother. So far Dr Essen-Möller had not faced this situation.
44

 

The wish to preserve life comes to a very vivid standpoint in discussing who to 

save. When treating a condition as eclampsia there are actually the lives of two patients to 

consider. The death of a patient or the foetus could also become a matter for the court as an 

insurance case or as a suing for malpractice. In cases like these it was very important not only 

for the accused physician but also for the pursuer to find claims for or against the case. In A 

guide to gynaecology in general practice by Doctor Comyns Berkeley and Doctor Victor 

Bonney the book ends with a chapter about claims for compensation. By their account, being 

consulted in cases as these was not uncommon. They concentrate the text around insurance 

claims since cases like these seem to be, by their account, quite common and full of potential 

frauds.  “Any one who has had much experience of out-patient departments is well acquainted 

with the type of patient in receipt of a weekly payment from an insurance society whose 

protean aches and pains are never-ending and whose exaggerated illogical complaints, 
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coupled with an appearance of good health, mark her out as a malingerer.”.
45

 In a case 

concerning the death of the foetus in the womb an eclamptic diagnosis would rule out an 

accident as cause of death, and thus not being a valid claim for insurance money.  

 

Pregnancy and eclampsia, two conditions in need for treatment 

In 1934 the situation for eclamptic patients is deemed more optimistic. Great hope to eradicate 

the disease has been given from prenatal clinics. At least that is Doctor Donald G Tollefson‟s 

opinion in his article Termination of pregnancy in eclampsia, “California and Western 

Medicine”, 1934. Despite this hope eclampsia continued to yield victims. Dr Tollefson‟s main 

goal is to save the life of the woman. The article concentrates in whole on the woman. The 

child or foetus is not mentioned one time. Not even in the statistics over morbidity in 

caesarean-section, where only the life of the woman was deemed relevant. The article keeps a 

discussion about active treatment contra conservative method. That is, when to induce labour 

and when to wait and see. Dr Tollefson recommends beginning with a conservative treatment. 

He has, however, no great hopes for this conservative treatment as he concludes that the 

conservative treatment should not hinder a safe surgical termination. The conservative 

treatment had to be ended before there was a risk of a bad outcome in a possible termination. 

The same goes for taking into consideration the trimester the pregnancy is in. Nothing except 

for the wellbeing of the woman is allowed to interfere with the decision of termination. The 

doctor ends his article with a statement that might shed some light over his harsh judgement. 

“A patient with eclampsia has two conditions to treat, a toxaemia and pregnancy.”.
46

 The 

toxaemia, eclampsia, has to be treated firstly. The pregnancy is an underlying condition that 

might complicate the treatment of the patient and if that is the case should be eliminated.  

 

Eclampsia as poisoning  

Eclampsia was also refereed to toxaemia of pregnancy. This, since the symptoms could be 

interpreted as poisoning. It was common knowledge that pregnancy would put the body under 

stress. Not only did the body have to sustain and provide nutrition for the woman but also for 

the child she was carrying. 

Among the organs severely damaged by eclampsia are the liver and the kidneys. 

These are the organs that take care of a great deal of the body‟s waste products. If the liver 
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and kidneys could not function properly where did the rest products then go? This was 

probably one of the questions that led two German doctors to their theory about ammoniac 

poisoning the blood. Eclampsia would prevent the body‟s rest products from leaving. Instead 

the rest products would linger in the body clogging up the bloodstream. Especially the aerated 

ammoniac was considered as toxic. This theory was built upon Dr Lever‟s finding of albumin 

in the urine of eclamptic women. The finding of albumin was for the two German doctors a 

sign of reduced renal function. Since this was the foundation for their theory concerning 

ammoniac poisoning of the blood it faced criticism for being depending on weak evidence. 

This since there were eclamptic women whose urine lacked albumin. 
47

 

 

Blood poisoning 

The toxicity of aerated ammoniac was tested several times. One of the first tests proving the 

toxicity was performed by a German doctor by the name of Petroff. His result caused a small 

dispute. There were some problems with repeating his experiment. To begin with there were 

two doctors that managed to get the same results as Dr Petroff. Doctor O. Spiegelberg 

conducted, together with Doctor Heidenhain, both German doctors, animal testing to test 

Petroff‟s results. They injected three dogs and a rabbit with aerated ammoniac. The test 

animals began to seize and then fell into deep comas from which they later awoke from. 

However, the result from these tests does not seem to be conclusive. The two doctors‟ result 

was positive. It clearly showed that there was a connection between the injection and the 

seizure. But, there was another German scientist, Doctor Oppler, who was not as positive to 

the theory as Dr Spiegelberg and Dr Heidenhain. Dr Oppler‟s test of the theory did not give 

the same result as the two doctors had gotten. The criticism does not exclude the possibilit y 

that the theory is correct. Dr Spiegelberg nevertheless regarded the theory as accurate, 

although not as a universal cause to the eclamptic symptoms. He believed that Dr Oppler 

might have injected the test animals with a too big dosage of aerated ammoniac which would 

have caused their deaths.
48

 

Dr Spiegelberg is positive but cautious in his review of the theory. The aerated 

ammoniac could be the very cause of the seizures. The theory does not give any explanation 

for why eclampsia would hinder the excrements from leaving the body. As such it doesn‟t 

provide any prevention. But, it does provide a treatment that is easy to use and was known to 

all doctors; bloodletting.  
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Finding an answer in the diet 

Since there was no coherent treatment for the condition there was not just one way of trying to 

reveal the condition. The very popular theory of eclampsia as a toxic reaction to food gave 

birth to many diets. The diet implied that the condition could be prevented. The impact of 

healthy nutrition and environment on the body was well known. This might be the reasoning 

leading up to the statement of “It is mainly in the larder and kitchen that we will find the 

solution of the problem of prevention, rather than in the pharmacy or chemical laboratory”.
49

 

A similar reasoning was made by a Doctor R C Buist in 1936. He too saw a 

connection between nutrition and eclampsia, although he interpreted it as a disease of 

civilization. The refined food now ingested puts a too large load on the metabolic system 

resulting in eclampsia. Evidence for his reasoning Dr Buist found in East Prussia. There the 

occurrence of eclampsia was six times higher among the town women compared to the 

peasant women. He also found that the cases of eclampsia were reduced in times of severe 

food restrictions, such as food rations connected to war. The doctor suggests no treatment for 

this metabolic problem. He does however point to the good results of Doctor Stroganoff‟s 

treatment as well as the frequently ordered milk diet.
50

 

 

Milk diet 

There was therefore much speculation about how best regulate the diet for the eclamptic 

woman. Perhaps she should drink more fluid? If that is the case what should she be drinking? 

A larger intake of fluid would help the liver to flush out toxins from the body. To make this 

treatment effective also meant to not increase the level of toxin. Therefore not all fluid was of 

good. Water was a necessity but it should have been boiled in order to reduce the mineral 

level. Ultimately the pregnant woman should be drinking milk, which is loaded with protein, 

fat and calcium. As such it did not just help relieve the body of toxin but also feed it much 

needed nutrition. Sterilized milk, free from bacterial and diseases, was seen as the ultimate 

choice. But also dried milk could be sufficient while vitamin could be added. Also the origin 

of the milk played an important part in the nutrition value. Milk from free ranging cattle living 

a healthy lifestyle was to be preferred. This milk would store the good health from the animal 

and as such raising the nutrition value.
51

 Combined with other bland kind of food as whey and 

                                                
49 McIlroy, Louise (1935); “Discussion on diet in pregnancy”: Proceedings of the Royal Society of Medicine. 

August Volume 28 No10 Obstetric and Gynaecological Section, p. 85.  
50 Buist, R C (1936); “A note on toxaemia in pregnancy”: The British Medical Journal. November 14,p. 977. 
51 McIlroy, p.85-88. 



27 

 

porridge the milk diet was supposed to reduce the irritation in the bowls thought to be the 

origin of the fits.
52

 

 

Irritated bowls 

An example of this is a case described and treated by Dr Gunning S Bedford. He had been 

summoned to a patient who for no apparent reason had begun to seize. The woman was 

pregnant and had been of good health and was pregnant in the eight month. She had been 

drinking tea and eating plum-cake with preserved quinces with her brother when the fits 

begun. After examination of the patient the doctor began to question the husband. He 

informed Dr Bedford about the tea, plum-cake and preserved quinces, ingested two hours 

before the first seizure. The patient had eaten a quite large portion of plum-cake which led the 

doctor to investigate whether this could be the source or the fits. Dr Bedford relies, as he 

would say, on his own judgement. He does not apply the common treatment of bloodletting. 

According to the common sense used by Dr Bedford a correct deduction of the underlying 

cause of the fits would be the large ingestion of plum-cake with preserved quinces. The 

treatment ordered was to relieve the patient of the ingested. The patient quickly gave up all of 

what previously had been eaten and the fits ended. She later gave birth to a healthy child.
53

 

When it came to diet as a mean of cure, the milk diet was the most commonly applied. 

Another not as well known diet was created by Doctor Walter Schiller. Dr 

Schiller tried it out during his time as a pathologist at the University Frauenklinik in Vienna. 

The diet consisted of a clear soup made of the bones from dead soldiers. The point of serving 

this soup was to reduce the albumin in the urine. This was a very radical treatment, one must 

say. But according to the author, Doctor Carl Cummings, the diet ended well with no reported 

cases of eclampsia during the five year period it was practised.
54

 Dr Walter Schiller was a real 

authority during his time in Vienna. He made some remarkable discoveries regarding genital 

cancer. Sir Beckwith Whitehouse, professor of midwifery and diseases of women, from 

University of Birmingham, visited Dr Shiller in 1935 during a tour to different hospitals in 

Vienna and Budapest. Sir Whitehouse was duly impressed by Dr Schiller, not only for his 

outstanding knowledge in his field. He describes the doctor as a true renaissance man. Dr 

Schiller invited his guests to the opera after a lecture about ovarian pathology and continued 
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to charm sir Whitehouse with his knowledge of ancient Greek.
55

 One can clearly see the 

impact the First World War had on its time. How else could a diet promoting cannibalism 

been allowed? Dr Cummings article is the only one commenting on this diet. It is clear that 

this was not what was going to make Dr Schiller a name in the medical history. Dr Cummings 

brought this diet up as an example of a contradicting view of treating eclampsia. According to 

the facts presented in the article, “over a five-year period in which more than 35,000 cases 

were delivered at the Kermanner Hospital in Vienna, there was not one case of eclampsia 

recorded”,
56

 the diet was well documented. In this article the diet is used as an example of 

how versatile the treatment of eclampsia could be. Dr Cummings is in no way promoting this 

diet. It does however follow the idea of eclampsia as intoxication. The food would become 

toxic to pregnant women. This idea can be traced back to 1913 and Doctor Tweedy. Dr 

Tweedy wrote obstetric books that would come to be widely spread around the world.  

 

Removing the toxin 

Another very common recommended and commented treatment was the use of bloodletting. 

The medical use of bloodletting is very old. The treatment is quite simple with a very 

rudimentary logic to follow. It is built upon a belief about harmony among the bodily fluids. 

The European medicine was for a very long time built upon the belief that blood, phlegm, 

yellow and black bile ruled the body. Too much, or too little, of one fluid would end with a 

bodily disharmony making the body sick. By restoring this balance the body would then be 

cured. The easiest way of regulating the fluids was simply by relieving the body of it. That is, 

by letting the body of blood through sweating or cupping. This idea of curing had its days of 

glory during the medieval times. It was then slowly phased out, giving place to newer 

treatments.  

 

Cases treated with blood letting 

In the treatment of eclampsia bloodletting was quite commonly used to relieving the blood 

pressure. As part of the treatment of an eclamptic patient, described in Jordemodern, 1888, 

bloodletting was ordered. The woman arrived on the 16
th

 of April, five months pregnant and 

with heavy fits. She was determined to be in such a danger that the birth must be induced. The 

birth was induced with hot injections and having the caul punctured. She was also treated with 
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cupping. Her tibias were covered with poultice and she was put through a sweating regime as 

an attempt to relieve her body from the toxin. This case was published as an example of a 

more unusual condition that doctors and midwives could come in contact with during their 

practise. In this case we can follow the different steps of which were used to revile the 

condition. The cupping, bloodletting, poultice and sweating all verifies the idea of eclampsia 

as intoxication. The regime the patient was put upon was quite rigid. During that fatal day she 

was lanced 19 times, loosing approximately 450 cubic centimetre blood. What more is, there 

seems to be not just one cure or treatment for the condition. The different cures seem to be 

linked together. None is seen as more important than the other one. But, it is also obvious that 

the treatment is no cure for the condition. This since the patient died in the end.
57

 

 

The comeback of blood letting 

Bloodletting had a revival during the 18
th
 and 19

th
 century. One of its advocators was Dr 

Henry Faser Campbell who, together with some colleges in Bloodletting as cure for puerperal 

Eclampsia try to give the old treatment a modern touch. He wants to show how bloodletting 

can be used as a cure and not just as treatment, as it was used in the article in Jordemodern. 

He changes the focus from seeing eclampsia as a neurological condition to show its 

connections with the blood pressure. Campbell connects the general condition of the patient, 

such as the state of her blood as well as her nutrition and “organs of elimination”, with her 

being more prone to be effected by eclampsia. 

The origin of the convulsions is situated in the brain but what part of the brain 

that controls the convulsions was not certain. Today, motor ganglion is recognized to be 

associated with the autonomic nervous system, controlling and regulating internal organs. 

When Campbell wrote this text he refers to what seems to have been an ongoing schism 

concerning motor ganglion. Campbell strongly dislikes this schism. He goes so far as to call it 

a “calamitous schism”. 

Campbell connects the high blood pressure with the convulsions. This is a rather 

elementary deduction. The doctor compares the elevated blood pressure in eclamptic patients 

with hyperaemia in the eye. Hyperaemia is when there is more blood in a certain body part; in 

this case the eye. Campbell notes that the hyperaemic eye gets very light sensitive and 

convulses the iris. Would this condition not be treated in time the concentration of blood 

would cause the retina to become irresponsive. The cure can be considered as quite obvious. 
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The concentration of blood would be reduced by bloodletting. The parallel between eclampsia 

and hyperaemia in the eye was then quite understandable. 

But, advocating bloodletting seems to have been controversial. After showing 

the use of bloodletting the doctors launches themselves into a defence speech defending a 

modern use of bloodletting. They seem to value the age and tradition of bloodletting. The 

whole defend speech is build around the question “If you regard „determination of the blood 

to the head‟ /…/ so essential, in a way, to the arrest of the convulsions, why is the drift of 

your argument such, that we recognize in you an advocate of the lancet?”
58

 

First of all Campbell seems to be rather pleased with the elderly description of 

hyperaemia. But the question at hand is quite early dismissed since it concentrates around the 

technique used for bloodletting. A lancet is a surgical knife with a double edge blade used for 

making small incisions and punctures. What is the real cause of criticism toward bloodletting 

is not clear here. But, the criticism affects Campbell‟s promotion of bloodletting as a cure. He 

ends his reasoning with a hope that it will continue to be seen as a compliment to other 

treatments of eclampsia.  

 

A popular treatment 

The popularity of bloodletting is quite obvious. It provided a treatment which gave results 

very fast. Though it was, as seen, quite commonly used, not many doctors shared Dr 

Campbell‟s hope of making bloodletting into a recognized cure of eclampsia. As part of a 

larger treatment it has its use, working very efficiently. Why it never became as popular as Dr 

Campbell wished might be answered by Dr Essen-Möller. He is very cautious when 

addressing the subject. Even though bloodletting might reduce the blood pressure and the 

toxin in the blood it comes with a very large risk of losing the patient. Dr Essen-Möller would 

never perform bloodletting before the delivery. This since it was impossible to forsee how 

much blood the patient would lose.
59

 Bloodletting might have been effective but not very 

reliable. Instead of helping the patient it could very well be the means to her end. 

The use of bloodletting can be seen as part of a contract between the patient and 

the doctor. The patient is there to get cured and the doctor is there to cure the patient. The 

patient wants to see result, get well, while part of the doctor‟s task is to give a working 

remedy. Bloodletting here held a status of social function. It guaranteed that the doctor had 
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initiated a treatment seemingly part of a well thought out therapeutic system. The initiative the 

treatment promised could very well have reassured the patient of a quick recovery.
60

 

 

Conservative contra Active treatment 

In 1900 the Russian doctor Vasili Vasilievich Stroganoff presented a new method for treating 

eclampsia at the obstetric section of the thirteenth international congress. During a three year 

period he had treated 92 cases of eclampsia with only a mortality rate of 5%.
61

 Almost all 

patients put trough this regime seemed to respond in a positive manner. What soon became 

known as the Stroganoff method or regime contained a conservative treatment. The patient 

was to be put under sensory isolation. She was placed in a dark and quiet room, often under 

anaesthesia during the remaining pregnancy.
62

 This method could according to Stroganoff 

drastically reduce the fatality numbers when applied in the right manner. The method was 

rapidly put to test by several doctors. Compared to other treatments Stroganoff‟s method held 

the highest positive figures. Stroganoff was invited to try his method in Vienna and Berlin. 

All test held the same satisfactory results.  

 

The Stroganoff method 

In 1924 Stroganoff wrote an article to Proceedings of the Royal Society of Medicine called 

“The treatment of eclampsia: An improved conservative treatment”. He wanted to promote his 

treatment in the Anglo-Saxon countries, and in the long run to the whole civilised world. In 

the article Stroganoff points to several benefits of the treatment: The number of fits lessened, 

the survival rate of children increased as well as the survival of the mother. According to 

Stroganoff none of his patients died due to the treatment. The treatment leads to “[a] rapid 

recovery of the patients as well as less need for C-sections”.
63

 It is a real sell speech. The 

remarkable result of his treatment was questioned. But he got support from a Dr Zweifel “No 

one believed in it at the time, but in 1913 Professor Zweifel, after studying ninety-four [sic] 

cases of eclampsia with five deaths, confirmed my statement.”
64
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Promotion of a treatment 

Dr Stroganoff promotes his method by pointing to all the victims of eclampsia, the many 

thousand of innocent women and children that were killed every year, deaths that could have 

been prevented if only his method had been in practise. In the article “The treatment of 

eclampsia: An improved conservative treatment” Stroganoff compares the death of the 

patients to the death soldiers of Trafalgar, “At the battle of Trafalgar the British navy lost 

1,690 men, killed and wounded, whereas during the period of ten years from 1910 to 1920 

there died in Great Britain and Ireland on the average 630 mothers per annum /…/ the annual 

loss of human lives from eclampsia was higher than in this great battle”
65

. It is as if 

Stroganoff wants to compare eclampsia to the Great War, but with one exception, because 

while the war is over between the nations, eclampsia continues to harvest victims. It might 

have been a bit too controversial to straight out draw an allegory to the First World War so 

Stroganoff uses the older Napoleon war in his metaphor instead. A metaphor that also would 

appeal to the British reader since the Napoleon war was successfully won. Perhaps eclampsia 

could be defeated just as efficiently. 

The peace enthusiasm had made its way into fields as far away from politics as 

obstetrics. In order to spread his method Stroganoff needs the different obstetric clinics and 

doctors to work together. This was a battle that could only be fought with joined forces.  

Professor Enricque Zarate in Argentine to Dr Forssner in Sweden had successfully applied 

Stroganoff‟s regime. Dr Stroganoff comes back to the importance of international diffuse of 

his method four years later in an article in Proceedings of the Royal Society of Medicine. In 

this article he has adds Professor Katsuya from Japan to the list of international doctors who 

has lowered the mortality rate with the use of the Stroganoff method.
66

 This once again 

pointed to the fact that the regime had a universal effect on eclamptic patients from different 

parts of the world. It is also Dr Stroganoff‟s wish that all countries should cooperate in the 

search for a treatment of eclampsia.
67

 

Dr Stroganoff‟s method was well received in England. This was probably due to 

an earlier meeting with the British Congress of Obstetrics and Gynaecology held at the 

Medical Institute in Liverpool 1922. Eclampsia was among the top issues to discuss. The 

presentation was held by Doctor T W Eden who strongly pointed to the high mortality figures 
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as well as the lack of a uniform treatment for all stages of eclampsia, from the more severe 

stages to the milder ones. He continues to explore the different means of delivery. What is 

striking is the high mortality among patients who have had a caesarean-section, of 88 patients 

21 died; that is, 23.8%. The patients who were delivered with accouchement force where the 

cervix had been forcible manually dilated also had high mortality numbers. Out of 14 patients 

7 died. From the analysis of different delivery methods Dr. Eden draws three conclusions;  

     “(a) That natural delivery or delivery by simple method is attended by the smallest risk to 

            the mother. 

      (b) That delivery by rapid and forcible dilatation of the cervix is bad treatment. 

      (c) From the evidence before us we concluded that Caesarean section impairs the patient's chances 

of recovery, whether the case be mild or severe. “
68  

Dr. Eden then proceeds to discuss the different treatments used. Some, like bloodletting and 

sweating, have already been introduced in this essay. Dr. Eden mentions several other 

treatments as well such as coroton oil- used as a laxative when ingested, and purgatives. Diets 

and starvation are mentioned as compliments to these treatments but no details on what the 

diets or starvations were limited to were given. From discussing these forms of treatments 

some interesting conclusions were made. “It is impossible to avoid the conclusion that the 

majority of the fatal cases were over treated, and that in a considerable number the excessive 

treatment must have been a contributory factor in bringing about the fatal results.”
69

 Dr. Eden 

closes the discussion by stating that no method used has led to satisfaction. In order to 

investigate new forms of treatment subcommittees around England had tried and evaluated 

new forms of cures. It turned out to be a quite hard task to manage. 

The major problem was getting reliable data. Due to problems like these the 

results from one of the subcommittees had to be disregarded. However, the trial at Rotunda 

Hospital did not have this problem. Between 1903 and 1921, 204 cases of eclampsia had been 

treated with the Dublin method created by Dr Tweedy. The treatment consists of starvation 

for three days. If the condition did not improve the treatment could be complimented with 

caesarean-section, bowl lavage, morphine and injections of sodium bicarbonate solution. But 

above all the patient has to be observed very closely “as a cat would a mouse”.
70

 The 

mortality rate was estimated to 8.82%, a considerable improvement from the other treatments. 

The idea behind the treatment was that eclampsia was caused by a toxin. This toxin origins 

from the foetus and is neutralised by the same substance used to digest food. By starvation the 
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toxin would be neutralised. The Dublin treatment is considered promising. But there were still 

some questions that had to be answered concerning the cure. Doctor Lamond Lackie 

expresses his scepticism toward using chloroform in the treatment of eclampsia. This since it 

was too easy to overmedicate the patient, thus resulting in chloroform poisoning. The same 

goes for morphine, even though he can see some use for the remedy. Instead he put his fate in 

pilocarpine in order to reduce oedema. Despite its dangerous reputation he “found it to work 

as a charm”.
71

 

Stroganoff did successfully spread his method to America. In “California and 

Western Medicine”, 1926, his method and its growing popularity among practitioners is 

discussed. The author, Dr Margaret Schulze, is very positive toward the method. In order to 

test the method herself she analyzed 50 cases of eclampsia. Dr Schulze is quite moderate in 

her analysis of the test. She does not want to draw any larger conclusions based on this 

sample since she does not find it representative for any final conclusions regarding the use of 

the method. The treatment used in these cases was not strictly related to the Stroganoff 

method. What is up for testing is the non-induced labour; also known as the conservative 

method. The patients were submitted to very individual treatments. Morphine was used in 

most cases to control convulsions.
72

 In the following discussion all comments were positive to 

Dr Schulze‟s results. In fact there are no negative comments at all about her finding. Everyone 

seems to agree that this is the way to go. Doctor Harry Fist concludes that some things needed 

to be considered when treating eclampsia; elimination, sedation and avoidance of injury to 

kidney, liver and nervous system by avoiding the use of such irritants as chloral, chloroform 

and frequent manipulation. Most commentators focus their comments about complimentary 

cures to be combined with the conservative treatment, cures such as applied dry or moist heat, 

alkaline laxatives, and citrates of lithium, sodium or caffeine. The Rotunda method is also 

discussed as a good complement to the conservative method. But no one mentions the 

Stroganoff method. Even though that is the method Dr Schulze refers to in the article.
73

 

 

A second opinion 

The last one to comment on the article was Doctor Edward Norton Ewer from Oakland. He 

has a rather problematic view of the conservative treatment. He describes himself as a 

converter from the operative to the conservative method of treating eclampsia. This despite 

                                                
71 “British Congress of Obstetrics and Gynaecology”. p.89. 
72 Margaret Schulze (1926); “The conservative treatment of eclampsia”: California and Western Medicine, June, 

p.771-773.  
73 Ibid. p.774. 



35 

 

the higher mortality rate among his patients treated with the conservative method. Dr Ewer is 

aiming for the larger perspective; he does not feel that his small group of cases is 

representative for the conservative method as a whole. For him the overwhelming positive 

statistic of patients treated with the conservative method is proof enough for its efficiency.  

In the earlier discussions concerning the conservative method most doctors criticised the use 

of accouchement force as a treatment for eclampsia. In this commentary of his Dr Ewer points 

to a change in the criticism toward operative alternative treatments. “[W]e must abandon 

[caesarean] section as we did accouchement force as a routine method of treatment during the 

height of the toxemia.”
74

 This is the beginning of a debate between two different documented 

treatments. The conservative method which just had begun to win ground among doctors 

depended on constant trials and publication in magazines as the article by Dr Schulze. The 

second method Dr Ewer refers to – caesarean section – was still quite popular.
75

 

 

Active treatment 

Caesarean section was another commonly used treatment. Since one theory of the etymology 

of eclampsia was that it originated from the foetus, removing it would then improve the 

patient‟s condition. The first documented use of caesarean section as a treatment was made by 

Doctor Tjalling Halbertsma, a Dutch obstetric, in 1889. The operative technique had then 

changed during the early nineties to a vaginal hysterotomy, first suggested by Duhrssen. This 

treatment was well known and practiced during the early twentieth century. But it was also 

very criticised by doctors promoting the more conservative treatment. Doctor John Irwin is 

one of the criticisers. He wrote in 1926 in “California and Western Medicine” an article about 

the use of caesarean section in treating eclampsia. In the article Dr Irwin is very critical 

towards what he feels is a casual approach to eclampsia among non-obstetrics. For him the 

only reason for using caesarean section is that it is a more spectacular and quicker treatment. 

He also sees a more frequent use of the section among surgeons than obstetrics. This leads 

him to the conclusion that surgeons do not fully understand the complexity of eclampsia.
76

  

This view of the use of caesarean section is shared by other doctors as well. A 

Doctor Getman notes the many traits of the operation but also calls for caution when to order 

it. He uses a very telling quote to illustrate the use of caesarean section: “It is possible to go 

through the Niagara whirlpool in a barrel, but not advisable.” Performing an operation just to 
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show of your operative skills is not advisable. Neither is it good practice to “drag a child 

through a small pelvis by forceps or version” just because you can do it.
77

 In order to fully 

evaluate caesarean section as a cure he sets out to review studies made on the subject. This 

proves to be a rather hard task since few surgeons have treated more than handful eclamptic 

patients. One report listed 500 sections done by 259 different surgeons. Dr Irwin does 

however want to investigate the use of caesarean section as a cure and has therefore gathered 

reports from doctors who have used it as a cure. Even though he is quite negative towards 

using caesarean section as a cure it seems to have its use for treating pre-eclamptic patients. 

The mortality rate among the foetus connected with the operation is lower than those 

connected with forced delivery, although not as low as for normal delivery.
78

 Dr Irwin later 

compares the statistics used in the reports to statistics made at his hospital among eclamptic 

patients delivered by caesarean section. Promoters of the section claim that the treatment has 

not been given a fair trial. That is to say, only the very severe cases of eclampsia that were 

more likely to lead to the death of the patient had been treated with the section. Dr Irwin 

comments on this statement by going back to the statistics put together by him. The 

recordings of caesarean sections were better documented than other ways of deliveries, either 

by force or natural. In most of the non-caesarean cases with the patient dying closely after the 

admission there were no records of blood pressure or urine analysis. Many of the recovered 

patients were also comatose or unconscious when admitted, that is to say, they were in a very 

bad condition. 9% of the caesarean patients were comatose compared to 16% of the non-

caesarean ones. About 43% of the caesarean section cases died. The mortality rate among the 

non-caesarean cases was 28.8%.
79

 In the finishing discussion the comments are mostly 

concerning the high mortality of caesarean patients. Single surgeons can show a low mortality 

one by one but when the numbers are compared as by Dr Irwin the mortality becomes notably 

higher. The two doctors that comments on the article, Dr E. M. Lazard and Dr John Vruwink, 

are both strong believers in the conservative method. 

 

Ante-natal care  

Many doctors were of the opinion that eclampsia could be prevented, or at least made less 

severe with the right care. After Dr Lever‟s discovery of the connection between high levels 
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of albumin in the urine and eclampsia, there was a diagnostical tool that could be used to 

identify the high-risk patients. But getting the patients to the clinics was hard.  

Doctor J W Ballantyne describes, at the Congress of Obstetrics and Gynaecology held in 

Liverpool 1922, his work at the newly opened ante-natal clinic in Edinburgh. He is of the 

opinion that eclampsia was incurable but preventable. In 1921 he treated 245 patients with 

albuminuria, and according to Dr Ballantyne only one patient developed eclampsia. The 

patient was soon going into labour and wanted to leave the clinic. The doctor feared greatly 

for her health but could not persuade her to stay. She was sent home with the recommendation 

to not eat until the labou and only drink milk and water. The patient ignored the 

recommendations. At home she had a full meal and when she was due to labour she did not 

return to the clinic. Instead she went to the general parts of the hospital and was delivered by 

force. During the night she suffered eclamptic fits. Both mother and child did survive but Dr 

Ballantyne was convinced that the fits could have been prevented had she only come back to 

the clinic.
80

 

 

Social class and eclampsia 

In his article The Role of Caesarean section in the treatment of eclampsia, Doctor John Irwin 

from Los Angeles made an interesting observation concerning the connection between 

economical class and the general state the patient was in when admitted. He found that the 

majority of private patients were under treatment during the pre-eclamptic stage. This while 

most charity cases had experienced several fits or were comatose when admitted. To the 

General Hospital of Los Angeles charity cases from all over the county was sent for 

treatment. The mortality rates among those cases were therefore much higher than those 

among the private patients, 36% against 18%. This even though many patients had been cared 

for by midwives.
81

  

These were examples from places where there actually was care to seek. For 

many women clinics like these were not available. They had to rely on the family doctor, 

when affordable, or a midwife. The midwife profession was submitted to heavy critic during 

the end of the 19
th

 century. Most criticised was the poor education of midwifes. The criticism 

can also be seen in Dr Irwin‟s article, referred to above, and answer the question to the high 

mortality among patient first treated by midwifes. 
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During a discussion about the conservative treatment of eclampsia Dr. Sundin 

indicated the importance of proper prenatal care for a recovery from eclampsia. In 1926 he 

feels a change in the view of prenatal care. He describes an old neglecting view where no 

further examination of the mother to be was made by the obstetric. He found it very unsettling 

that no blood pressure was taken and that no advises concerning the diet was given “except an 

occasional urinalysis”. That is, all known symptoms of eclampsia were ignored. But Dr 

Sundin has seen a positive change. “Indeed the more intelligent classes demand proper 

observation, and clinic patients also co-operate more readily than formerly, both of which 

factors will eventually help reduce our obstetrical morbidity.”
82

 This is a quite remarkable 

change in the attitude toward prenatal care. In the first example from Edinburgh one patient 

walked out without wanting any further treatments. Doctor Harry Fist goes a step further in 

pushing for prenatal care. “The treatment should be instituted not only before the onset of 

convulsions /…/ but even before the advent of pregnancy.” He also wants a closer 

examination of the patient. Not only should the blood pressure be taken. The ophthalmoscope, 

examination of the eye, should also be done together with counting of red and white blood 

cell count.
83

 

 

Ante-natal clinics as a way of reaching social equality 

The discussions surrounding the formation of ante-natal clinics widened the perspective of 

maternal morbidity. Dr Louise McIlroy pointed in her article Maternal mortality and 

morbidity in “The British Medical Journal”, 1926, to the large mortality and morbidity rate 

among women due to the economical and social standard surrounding the industrial age. 

While an ante-natal clinic might not improve the housing or economy of the lower classes Dr 

McIlroy would like to deal with the mortality rates due to medical conditions connected with 

pregnancy. As an example of where ante-natal care would be of great advantage she points to 

eclampsia and toxaemia. The treatment would, if diagnosed early on, be more efficient, 

resulting in fewer deaths.
84

 Dr McIlroy goes a bit further than just wanting ante-natal care. 

She stresses the importance of post-natal care as well. For Dr McIlroy the breastfeeding of the 

child is of great importance as well as the care of injuries connected with the labour, the only 

way to ensure its success is for an obstetrician to observe this. Dr McIlroy ends her article by 

questioning the statistics concerning maternal morbidity in Scotland. For her this is only a 
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regional example that can and should be applied to all statistics concerning maternal 

morbidity. What she criticises is the classification of cause of death. She points to the 

difficulty even for an obstetric hospital to diagnostic the diseases of pregnancy.
85

 Points by 

which the ante-natal work could be improved were also published. Part of the success of an 

ante-natal clinic was the participation of the patient. Since the work of the ante-natal clinics 

was so new, not many women were aware of the care provided by the clinics. In “The Role of 

General Practitioner in Ante-natal Work”, The British Medical Journal, this matter is dealt 

with in three parts: “(a) the patient must be made to realize early that a deep interest is being 

taken in her welfare; (b) she must obey in every detail the instructions given to her; (c) these 

instructions must be reduced to their utmost simplicity.”.
86

 The article connects the treatment 

of eclampsia to clinical care. This since sufficient medical treatment received in the home 

seldom is to any good. 

 

Reviewing the ante-natal clinics 

In 1934 a review of the existing ante-natal clinics was made by Doctor A J Wrigles and 

published in “The British Medical Journal”. The aims of the ante-natal clinics are reduced to 

four points to which he then compares the statistics provided by the ante-natal clinics. The 

four points are: “(1) To maintain the pregnant woman in health of body and mind. (2) To 

preserve the pregnancy to its full time. (3) To foresee and avert preventable difficulties and 

complications in labour and afterwards. (4) To secure the best provision possible for the 

labour, prepare the woman for the nursing and care of her child, and educate her in the care of 

her own health and that of her family.”
87

 In the treatment and detection of eclampsia ante-

natal care came as a saviour. In the promotion of the ante-natal clinics, as seen before, the 

care of eclamptic patients was highlighted to stress the importance of clinics as these. Dr 

Wrigles therefore begins his review with the care of eclamptic patients. According to the 

statistics available to him there was a slight fall in the cases of eclampsia and albuminuria. 

But this slight fall in cases could be connected with the fall of births overall. Dr Wrigles does 

therefore not see any statistic connection between ante-natal care and fewer cases of 

eclampsia. The notion that eclampsia could be a preventable disease is also dismissed by Dr 

Wrigles. He does however not dismiss the whole project.  
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From two clinics, General Lying-In Hospital and Clapham Maternity hospital, 

Dr Wrigles analysed data concerning cases of eclampsia. The data was gathered from over six 

years and contained all in all 10 500 pregnancies of which nine were cases of eclampsia. Of 

these nine cases all but one was classified as mild. None of the nine patients died. For Dr 

Wrigles this indicates that perhaps the supervision of the patients lessened the development of 

eclampisa. But Dr Wrigles notes that not all cases of eclampsia are detected. Despite normal 

urine sampling and blood pressure some patients will nevertheless suffer from eclamptic fits. 

Dr Wrigles views cases as these as important cases to bear in mind. These patients are then 

made into examples of people who neglected their routine visit. This reasoning could also be 

applied to what Dr Wrigles calls the inadequate diagnose and treatment of eclampsia. That 

would be when doctors have neglected to test the patient for eclampsia or treat the disease 

when discovered. The small sample gathered from the two hospitals was positive, as none of 

the women died. But for the whole country the situation was quite different. 

Out of 544 patients dead from eclampsia 277 had not been examined for signs of 

the disease. 120 of those that had been examined had not received treatment. All in all Dr 

Wrigle concludes that the detection and treatment of eclampsia was poor. “[T]here is no 

question that this supervision is excessive and considerable evidence that it is quite 

inadequate, and, as a general rule, is preformed in so perfunctory a manner as to be useless.”
88

 

Dr Wrigles is also critical toward the information given to pregnant women about the 

pregnancy and childbirth. According to the doctor all information received comes from horror 

stories about complicated labour published in novels. The ante-natal clinics shows no, or very 

little, interest in the mental state of the patient. It has therefore also, according to Dr Wrigles, 

failed to reach out to “women at the opposite end of the social scale”.
89

 These are the women 

most in need of education and adequate care those who should have been helped by the ante-

natal clinics. 

 

Ante-natal care as a matter of cause 

The idea of the importance of antenatal care was quickly generally accepted. In the end 

discussion of Dr Stroganoff‟s article, Standard of Results in Treatment of eclampsia, from 

1928 major P. Fleming complains about how ignorant the natives are when it comes to 

prenatal care in Bengal. “[The] high mortality in Bengal, /.../,largely owing to the ignorance 

of the population and their failure to appreciate the ante-natal care, which was now more 
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widely available in the lager towns of India.”.
90

 The antenatal clinic had become part of the 

modern identity. Major Fleming‟s statement was made in 1928 when the quality and actual 

work of prenatal care had not yet been subject to any reviews. Just seven years earlier Dr 

Ballantyne had almost begged a patient to stay at in the care of the prenatal clinic. Only seven 

years earlier England had been in the same position as Bengal. 

The main reason for forming ante-natal clinics was to reduce the high mortality 

rate among pregnant women, since these were deaths that was seen as preventable. It is an 

interesting fact that it was a woman, Dr Louise McIlroy, who was very active in promoting 

the idea of ante-natal clinics. This was an issue that more than other effected women and 

children. Not only would the clinic support the pregnant woman with medical care. The 

formation of national wide ante-natal clinics would also highlight the importance of healthy 

women providing the nation with new healthy generations.
91

 By highlighting eclampsia as an 

example of a very severe condition, which was discussed as preventable, the ante-natal clinics 

became a guardian for coming generations.  

 

Summary 

Eclampsia can be described as one of the most elusive medical riddles. It has been haunting 

obstetricians and gynaecologists from the beginning of medicine. It looks so much like an 

already known condition but cannot be let cured the same way. After the finding of a cure for 

puerperal fever, eclampsia was the single one most lethal disease killing mothers and children. 

In 1843 Dr Lever connected the finding of albumin in the urine of pregnant women with 

eclampsia. He divided the women into two groups according to the finding of albumin. The 

first group had albumin detected in the urine during the pregnancy and was also effected by 

oedema. They were also more likely to experience violent seizures during labour. The second 

group had albumin only during labour and was without any other external symptoms. The 

connection between albumin and eclampsia provided doctors with an instrument of diagnoses. 

The chances of survival increased with an early intervention. 

Even though eclampsia had very real symptoms there were a long living 

suspicion that it might originate from neurosis. The connection here was made with an eye on 

epilepsy. Epilepsy was suspected to be caused by overexcited nerves resulting in serious fits, 

which was the major symptom for epilepsy as well as for eclampsia. It was generally 

acknowledged that pregnancy did put the female body under stress, having to provide and 
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protect not only the woman‟s body but also the foetus. Since  first time mothers in particular 

were effected this could be viewed as proof that the young body got overloaded with 

impressions. The treatment ordered was sedatives such as morphine. This was one of the very 

few treatments that did show a good result for a majority of patients. Though it had effect as a 

treatment it was also put up for question. The use of sedatives was not safe. It was connected 

with a real risk of being poisoned. This connected with another theory of eclampsia as a form 

of pregnancy toxaemia restricted the use of sedatives. 

While treating eclampsia the doctor was faced with an ethical problem of who to 

save. Treating a pregnant woman meant that there were two lives at stake, the mother and the 

child. It was well known that the condition of the woman would improve after the delivery of 

the child. This together with the fact that most eclamptic children were born with poor 

survival chances directed the doctor to prioritise the wellbeing of the mother. During late 19
th

 

century up to early 20
th
 century it was quite common to induce labour, this since the condition 

of the mother would considerable improve after the removal of the foetus. This form of 

treatment would later be criticized as ineffective and leading to higher mortality rates than 

letting the patient fulfil the last trimester. The general view was that even though the patient 

did carry another life the main focus should be on saving the patient. Eclampsia was the main 

problem; the pregnancy was of second rate interest. 

When dissecting a diseased patient of eclampsia what was found was usually 

oedema of the brain and liver necrology. This together with suspicion of reduced renal 

function led to the suspicion of eclampsia being some kind of toxaemia. Since eclampsia in a 

majority of cases would cease after delivery the toxin was suspected to origin from the foetus. 

Animal tests had been made where the blood from eclamptic women would be injected in test 

animals resulting in eclamptic fits. 

The treatment for this form of intoxication was fairly simple. Revealing the 

body of the toxin was done with bloodletting. This would not only reveal the body of the 

toxin it would also reveal the high blood pressure, another sever symptom connected with 

eclampsia. It was a very effective treatment but it had its disadvantages. There was a great 

chance of letting the body of too much blood. 

Because of likeness to different toxaemia symptoms this trail of ideas was well 

investigated. A very popular cure here was diets. With a well balanced diet, it was believed 

that, the eclamptic toxic symptoms could be prevented. A very popular diet was the milk diet. 

This diet contained very simple food meant to soothe irritated bowls, thought to be the origin 

of the eclamptic fits. The idea was that the liver during the pregnancy was unable to take care 
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of all the extra waste production leading up to liver necrosis. Drinking lots of fluid would help 

the body to relieve it from toxin. Since milk is loaded with calcium, proteins and vitamins it 

was seen as of extra value for the pregnant woman. The employment of different diets meant 

that eclampsia could be cured quite easily. 

In the search for a reliable cure doctor Vasili Vasilievich Stroganoff was the one 

who came closest to the goal. In 1900 he presented a new method of treating eclampsia at the 

obstetric section of the thirteenth international congress. Dr Stroganoff had treated 92 cases of 

eclampsia with morphine sedation and impression isolation. With this treatment he had 

lowered the mortality rate to only 6%. His method was fairly simple and had been used 

previously by doctors around Europe. What differed with Dr Stroganoff‟s method was that he 

had a uniform treatment that he wanted to spread. The method did spread and was fairly 

popular due to its low mortality rate. Part of the problem facing doctors working to find a cure 

to eclampsia was the lack of patients to study. This was also a problem for Dr Stroganoff. 

While spreading his method through articles and reports he also took the opportunity to teach 

his method at different clinics. Dr Stroganoff‟s goal was to spread a uniform treatment of 

eclampsia that held low mortality and was not lethal to the patient. This method was also 

known as the conservative method. 

Side by side with both diets and the conservative method,  the operative method 

had been a well used treatment. It had a more active approach to treating eclampsia compared 

to the passive conservative method. Instead of just waiting and see if the patient would 

survive, the operative method took action. It was formed 1889 by the Dutch obstetrics 

Tjalling Halbertsma and consisted of a caesarean section. There was a great risk of letting an 

eclamptic patient go to full term. The use of caesarean section reduced this risk. It had 

however its opponents. Caesarean section did put the patient through much danger without a 

significantly lowered mortality rate. The critics suggested that perhaps it was not out of 

concern for the patient that led the doctor to the operative method. It was rather the will of the 

physician to show-of his operative skills that founded the bases for the caesarean section, not 

the welfare of the patient. In defence of the operative method it was argued that only the most 

severe cases of eclampsia were subjected to operation. These were cases with a much general 

higher mortality rate. 

A great problem facing the doctors treating eclamptic patients was the late stage 

in which the treatment could begin. The patient would only search medical help when the 

eclamptic fits had taken hold of her. There was a notable lower mortality rate among 

middleclass eclamptic women compared to patients from the working class. This together 
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with a will of generally improving the pre-natal care this formed a base for the formation of 

ante-natal clinics. At the clinic all pregnant women were going to get a full physical 

examination including having the blood pressure measured and the urine analysed for traces 

of albumin. The journals at the clinic would then allow the doctor to follow each case and if 

necessary begin treatment before the condition worsens. Great hope was put to the ante-natal 

clinics. Unfortunately the clinics did not measure up to all these hopes. The mortality rate 

among the eclamptic patients did not go down. After a review of the available statistics the 

conclusion was made that among those patients who had visited an ante-natal clinic not all 

had been given the whole examination. Of those who had been examined and showed 

symptoms of eclampsia few had received treatment. Despite this the idea of ante-natal clinics 

quickly found a place in the conscious of medical community.  

 

Discussion 

While investigating the disease and hoping to find a cure there was a large obstacle facing the 

doctors. Eclampsia does not affect a large group of expecting mothers. This made it very hard 

to collect valid data about the condition and to construct a working treatment. Part of this 

problem was due to the fact that eclampsia affects very few but also because few eclamptic 

women came in contact with medical care in time for a treatment to work. Therefore, almost 

every doctor that encountered eclampsia developed their own way of treating it. In the 

individual small group of treated patients the doctor could come up with positive results but 

when repeated the outcome would be less impressive. This made the treatment and study of 

eclampsia very unpredictable. A more uniform discussion about the symptoms was therefore 

much needed. The symptoms were what marked the disease, made it visible and manageable. 

With an elusive disease as eclampsia the categorising of symptoms led to a certainty of at 

least the expressions of the disease. The high blood pressure could be measured and re-

measured. The seizures could be observed many times over. The urine could be tested over 

and over again. All these symptoms could be made very real to the doctor. This even though a 

cure was far away and the doctor had no clue about why the patient was effected by 

eclampsia. After all, nosology was about classifying the disease through its symptoms. With 

the help of the gaze the disease could be reviled by identifying the symptoms. 

Dr Stroganoff concentrates on one symptom when forming his method. He 

pinpointed the fits as the most acute symptom that was most likely to cause the death of the 

patient. His method might not have been that remarkable. The use of sedative as a way of 
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letting the patient go to term and deliver naturally had been used before. As with other ways 

of treating eclampsia the main problem was to find enough patients to form a uniform 

treatment. Dr Stroganoff addressed this problem by taking the opportunity of actually 

performing his treatment at different clinics. This became part of his massive promotion 

campaign for the Stroganoff method. The effect of his treatment could actually be seen. The 

idea of using sedative as part of a treatment existed in the medical collective. Perhaps it was 

this that became part of Stroganoff‟s success. His treatment allowed the gaze to observe and 

be an active part of the treatment. The only way of knowing if the patient was close to a fit 

was to observe and be ready to intervene with a sedative. 

The different theories concerning the nature of eclampsia together with 

whatever cure was seen as suitable was connected to an ongoing debate. The theories related 

very much to each other. A new thesis depended on the results of an older one in order to find 

its place as a cure or explanation. Dr Campbell‟s theory about the hyperaemia in the eye being 

a related condition to eclampsia follows this reasoning. Seizures of an eye and a pregnant 

woman might not seem as related at all. But without the support from the hyperaemia in the 

eye the promotion of bloodletting as a cure would have been harder to prove. The same can be 

said for viewing eclampsia as a neurotic condition. Even though hysteria was a popular 

diagnosis it had to follow some set lines. By comparing the eclamptic symptoms to what was 

seen as typical hysterical or manic symptoms the link between the conditions could be 

explained. For those who were a bit sceptical about the connection to hysteria, but still saw a 

link between eclampsia and neurosis, the old origin of eclampsia formed a suitable 

explanation. Eclampsia as a form of epilepsy could explain the fits, the sudden stroke of 

illness as well as the hasty recovery. This can be compared to Pickstones theory about “ways 

of knowing”. All theories are linked together in one way or another, if not directly so then 

indirectly. 

Many of the treatments suggested might seem barbaric today but despite their 

unorthodox attitude they are part of the history of eclampsia and should not be seen as 

curiosa. Feeding pregnant women with a soup made of human bone points to very drastic 

means of prevention. But it was not more drastic than weakening the body with bloodletting. 

These treatments responded to the ongoing discussion about how the symptoms should be 

interpreted. It was also part of at least seeming to be in control of the situation. To not begin a 

treatment was not an option. Even if the treatments' only use were to relieve the symptoms, it 

was seen as a better alternative than to just let the patient go untreated. The picture painted by 

these efforts was one of a progressive doctor who had the best intentions of the patient. Since 
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the symptoms of eclampsia had been revealed, a cure should not have been too far away. With 

the mystery of puerperal fever uncovered as well the next issue at hand was finding an answer 

to eclampsia. They were closing in on the mystery, each step on the way bringing them closer 

and closer. 

Today what is left for us is to uncover these steps. Eclampsia is still lacking a 

cure. We are still searching for an answer to the riddle. While doing that I think we need to 

remember Pickstone‟s way‟s of knowing. Knowing is a process where the past is existing side 

by side with today. The history of eclampsia might not reveal a cure to the disease. But it is 

never the less part of the mystery. Eclampsia has had, and still has, a major impact on society. 

As seen, part of the forming of ante-natal clinics was due to the high mortality rate among 

women, partly due to eclampsia. These are clinics that still are very important parts of our 

health care system. This will of finding a working treatment led to the use of new technology. 

Dr Stroganoff conducted a consultation over a phone line. Today this is a working 

consultation but now with help of the internet. The impact of eclampsia needs to be explored 

and I hope I have inspired others to continue this work. 
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