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was inadequate it failed to control the toxaemia, and all of
the patients treated by "conservative" surgery died. Hyper-
baric oxygen was tried in both forms of acute dermal gangrene,
but there was no striking beneficial effect.
The development of acute dermal gangrene usually occurs

in patients with a poor general resistance who are infected
by a virulent form of coliform organism. Ischaemia is an
additional feature in some patients. All three problems require
energetic attention, and the local surgical treatment of the
wound must be radical and thorough to be effective.
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Itching in Pregnancy

One of the most common cutaneous symptoms of pregnancy
is itching. There may be generalized pruritus occurring in the
absence of any skin changes, or pruritus may be the symptom
of an underlying morphological lesion of the skin such as
erythema, urticaria, macules, or papules. Ryan' studied 80
pregnant women with dermatological symptoms such as
itching and rashes. In 55 of them the eruption appeared to be
specifically related to pregnancy. The pathogenesis of these
eruptions remains obscure, but such a diversity of clinical signs
is unlikely to be due to the same aetiological factor. The
eruptions invariably clear at the time of or soon after delivery
and require only symptomatic treatment. The mother often
needs reassurance that the fetus will be unharmed and will
have an unblemished skin.

Pruritus without obvious dermatological cause is often the
result of cholestasis of pregnancy. This condition shows
itself in more pronounced cases by clinical jaundice, but in its
milder form generalized itching may be the only symptom.
The terms obstetric cholestasis,2 recurrent jaundice of preg-
nancy,3 pruritus gravidarum,4 and idiopathic jaundice of
pregnancy5 all refer to the same clinical entity of generalized
itching with or without mild jaundice due to cholestasis.
Though the distribution of this condition is worldwide it

has been reported more often in Scandinavia and Chile,6-8
indicating a higher incidence in these countries. The reported
incidence varies6-9 from 0 020% to 2-4%. The onset ofpruritus
occurs in the third trimester in two-thirds of cases,'0 and it
has a predisposition for the trunk and the distal parts of the
limbs." It rapidly subsides after delivery but has a tendency
to recur during successive pregnancies. Several cases have
been recorded, however, when completely asymptomatic
pregnancies have occurred between two affected ones.6

Liver function tests have little diagnostic value. Serum
bilirubin levels may be normal'1 or slightly raised. The alkaline
phosphatase and transaminase levels are usually moderately
raised12- though during pregnancy alkaline phosphatase values
are expected to increase owing to heat-stable phosphatases
being produced by the placenta. The prothrombin time is
normal in most cases.6 Liver biopsy specimens show dilated
bile capillaries and an accumulation of bile pigment in the
hepatic parenchyma.'3 Electron microscopy performed during
the icteric period of cholestasis shows'4 dilated bile canaliculi
and complete disappearance of microvilli in many areas. Some

mitochondria are enlarged, extremely elongated, and irregular
in outline. Changes found both by light and electron micro-
scopy are rather non-specific, and similar changes have been
observed in biliary stasis of extrahepatic origin and in infec-
tions or toxic disease.14 15

Cholestasis of pregnancy is considered harmless for the
mother: no maternal death has ever been reported. In most
cases biochemical and morphological changes disappear
within a few weeks of delivery. There are conflicting reports
regarding the fetal outcome. Higher perinatal mortality and
prematurity rates have been recorded by some authors.16 17
Infants born to mothers whose pregnancies have been com-
plicated by itching have lighter birth weights and meconium
staining of the amniotic fluid has been noticed more often.18
The pathogenesis of cholestasis of pregnancy is still obscure.

A hormonal aetiology became probable when these patients
were shown to be more susceptible to developing the same
condition during oral contraceptive therapy.'9 20 Evidence is
accumulating that suggests that oestrogen and its metabolites
are causative agents.21 22 Production of oestrogen is not in-
creased but there may be an insufficiency in the excretory
function of the liver.23 The specific cause of pruritus in chole-
static conditions is generally considered to be a high bile acid
concentration in the serum and under the skin.24 The intensity
of the pruritus has been shown to correlate with bile acid levels
both in the serum and in the skin.
The diagnosis of cholestasis of pregnancy with pruritus as

its only symptom may be difficult in the presence of normal
liver function tests. If jaundice is present the major problem
is to differentiate it from viral hepatitis; pruritus is less com-
mon in hepatitis, and there are often prodromal symptoms
such as pyrexia, fatigue, and loss of appetite.

Pruritus in cholestasis of pregnancy has been treated with
varying success by phthalylsulphathiazole25 and bile-acid
sequestering agents. Treatment with cholestyramine5 22 and
an ion exchange resin with affinity for bile acids has been
successful in a few cases.
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