
BRITISH MEDICAL JOURNAL 17 DECEMBER 1977 1583

90

= Number of observations
80

70
3 ~~~~~~(6)

e (8) (24)

10
E

40

Pc40 05 as comp to the observation onday -I(9)

-30
0

*(12)
20 *-24

10

-3 -2 -I + I +2 +3 +4
Days Amniocentesis
P< 005oascompared to the observation onday -I

Incidence of FBM (mean ± SE of mean) before and after
amniocentesis in 24 patients with high-risk pregnancies in
third trimester. Numbers in parentheses are numbers of
observations of FBM made. A significant fall in incidence of
FBM is observed at days 1 and 2 after amniocentesis.

or pattern of FBM was observed. All showed a fall in the incidence of FBM
24 hours later. In one patient two amniocenteses were performed, separated
by a five-day interval. A fall in the incidence of FBM was observed after each
amniocentesis.

Comment

A significant fall in the incidence of FBM was observed for up to
two days after amniocentesis. The explanation for this phenomenon is
speculative. The incidence of FBM falls within 24 hours of spon-
taneous parturition in sheep and man3 and during labour in the mon-
key4 and in man.3 An increase in uterine activity is commonly ob-
served after amniocentesis.5 Thus, possibly an increase in uterine
activity after amniocentesis may be related to the fall in FBM. The
mechanism by which such an effect is mediated is unknown. A
prospective study of this association is being carried out.

Analyses of breathing movements in the animal and human fetus
appear to offer insight into the fetal condition.' 2 Our data suggest that
observations of FBM made within 48 hours after amniocentesis should
be interpreted with caution.
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Subclavian artery thrombosis with
contralateral hemiplegia
The concept of retrograde embolus from an arterial thrombus is
unusual. The suggestion that such an event might occur at the
junction of the right subclavian and right common carotid arteries
was first made in 19271 in a report on two patients with vascular
insufficiency in the right arm associated with left hemiplegia.
Subsequent reports of such cases are scanty2 3 and mostly predate
modern angiographic and surgical techniques. Nevertheless,
Shucksmith4 has described a young woman with this syndrome in
whom the diagnosis of right subclavian artery thrombosis extending
back to the junction with the right internal carotid artery was
made angiographically and confirmed by surgery. We describe a
similar case.

Case report

A 34-year-old woman was admitted to hospital semiconscious. She was
six weeks postpartum from her fourth pregnancy, which had been com-
plicated by nrxild pre-eclampsia, and had restarted Eugynon (norgestrel and
ethinyloestradiol-) one week earlier after an interval of two years. She smoked
35 cigarettes daily. Her mother had diabetes. She had had coldness,
paraesthesiae, and blueness of the right hand for one week and intermittent
pain in the right shoulder area for 12 years. On the day of admission she had
retired to bed with a severe headache and was later found confused and
unable to use her left arm or leg. She was drowsy and unresponsive, with
left-sided weakness and left-sided extensor plantar response; as her conscious
level improved over the next few days left sensory inattention became
apparent. There was a bruit over the right subclavian artery, the right radial
pulse was obviously diminished, and the right hand was cold.

Plasma electrophoresis showed type IV hyperlipidaemia (cholesterol
4 7 mmol/l (181 mg/100 ml), triglycerides 3 2 mmol/l (283 mg/100 ml)).
The results of haematological and biochemical tests, including serum
glucose, were otherwise normal. Findings on cerebral angiography suggested
infarction in the right parietal region: there was late filling of arteries in this
area, with slight outward displacement of surrounding vessels. Arch aorto-
graphy demonstrated a thrombus in the right subclavian artery apparently
extending back into the innominate artery at its junction with the
right internial carotid. She was given heparin but within three days developed
a further episode of left-sided weakness, succeeded shortly by complete
occlusion of the blood supply to the right forearm and hand, so that emer-
gency surgery was undertaken by Mr Edgar Parry. At operation a large
thrombus was removed from the root of the right subclavian artery. The
scalenus anterior muscle was bulky, and a fibrous band behind it, partially
compressing the subclavian artery, was divided. Further distal clots were
removed with a Fogarty's catheter. Full power returned quickly to the left
side, and the arterial supply to the right arm has remained patent. Neverthe-
less, for many months she was greatly disabled by spatial disorientation
making dressing and simple household tasks difficult; she was forgetful; and
she was conscious of considerable intellectual impairment. When reviewed
21 months later her symptoms had greatly improved, though three episodes
of grand mal convulsions have necessitated treatment with anticonvulsants.

Comment

There seems little doubt that the two episodes of left-sided stroke
in this patient resulted from emboli originating at the proximal end
of the subclavian thrombus and passing up the right internal carotid
artery, the tendency to form the original thrombus perhaps resulting
from a combination of the described physiological and anatomical
predisposing factors. Such a syndrome would not be expected to
occur on the opposite side in view of the different anatomical con-
figuration of the vessels arising from the aortic arch.
The few patients described in published work have all had vascular

symptoms in the right arm before their strokes, and awareness of the
syndrome combined with available techniques of investigation should
lead to prompt surgery.

Requests for reprints should be addressed to Dr Macaulay.
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