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The Netherwood Hotel at Grange-over-Sands was an attractive venue for the HAS Summer 
meeting, with its excellent facilities and splendid views over Morecambe Bay. There were 73 
delegates to enjoy the meeting very successfully organised by Miles Rucklidge and his team. 
Miles also provided an introduction to Lancaster and its medical history. 

There was a transatlantic flavour to six of the papers. Keith Sykes reviewed his year in 
America and included a portrait of H K Beecher. Andrew Smith gave a history of the 
relationship in the United States between the established nurse anaesthetists and the 
increasing number of doctors practising anaesthesia. There were two visitors from the Mayo 
Clinic, Douglas Bacon (on the role of the Travell~ng Club in the development of 
Anesthesiology), and David Martin (development of pain therapy at the Mayo). Henry 
Connor painted a broad picture of Crawford Long and Adnan Padfield, in a characteristrc 
account of his training, mentioned his time in Denver. 

The I%h century was represented by David Zuck's paper on William Mooper, a figure from 
the early days of anaesthesia, and by Anne Florence quotlng from an address by the 
Liverpool surgeon Sir William Banks, who thought that surgeons were generals and that 
anaesthetists were brigade commanders. Mark Shaffer and Neil Adams reviewed the subject 
of preoperative fasting which began with John Snow. David Counsell spoke about the 
origins of opium, and John Zorab recalled the case of Anne Green who survived hanging in 
1650, taking us further back in history. 

Ji~nmy Payne described his involvement as an expert witness in the case of a criminal who 
died following an overdose of methohexitone, and whom many people wished dead. Mark 
Harper reminded us of the value but also the difficulties of searchng for old literature. 

We were heated to two Guest Lectures. Professor Potts ofLancaster University spoke about 
Richard Owen, well-know in his time as a biologist but who incurred the wrath of Thomas 
Huxley, and has suffered neglect. The splendidly extrovert Cedric Robinson gave an account 
of his 40 years as Queen's Guide to the Kent Sands, Morecambe Bay. 

The AGM included a warm tribute by Tom Boulton to our latest honorary member, Doreen 
Vermeulen Cranch. 

PMED 

FUTURE EVENTS 

2005 4th March. Joint meeting with Sect~on of Anaesthetics, RSM 
14th-18th September Sixth International Symposium on the History of Anaesthesia, 
Queens' College Cambridge. Contact: Neil Adams: (adamsl18@keme.co.uk) 

2006 Provisional: HAS Summer Meeting, Rochester, Minnesota. Joint Meeting with the 
America History Association and possible visit to Wood-Library Museum, Park 
Ridge, Illinois. 
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FIFTY YEARS ON 

Professor Sir Ke~th  Sykes 
Emeritus Professor, University of Oxford 

Introduction 

In 1954, I was in my third year of anaesthetic training at University College FIospital, London 
(UCH) when my ch~efs decided that I should spend a year in the United States. After much 
col~espondence and discussion, it was arranged that I should go to the Massachusetts General 
Hospital (MGII) in Boston, the reason being that the first ether anaesthet~c for a major 
surgcal procedure had been administered in the MGH on October 16th and in UCH on 
December 21 1846. And so, in September 1954, Ijoined the department headed by Dr Henry 
K Beecher, Henry Isaiah Dorr Professor of Anesthesia in the Haward Medical School. 

Contrasts 

The transition from the relatively small, conservative, inward-looking, and clinically 
orientated environment of a London teaching hospital to the large, informal, extrovert and 
academically orientated department at the MGH was mind-blowing. The anaesthesia training 
progamme in the MGH lasted for 2-3 years as opposed to our 6-7 years, and most residents 
would anaesthetise 40Cb500 cases a year, considerably less than the 1,000 or more cases per 
year that we anaesthetised at UCH. The difference was due to the fact that in the 12 operating 
rooms of the building in which the charity patients were treated, most of the surgery was 
performed by second or third year surgical residents who were considerably less skilled than 
their English counterparts. But what was most surprising was that the surgeon would 
prescribe the premed~cation, would dictate what anaesthetic should be given, would decide 
when a transfusion was indicated, and would prescribe postoperative fluids and drugs. Even 
the recoveqr ward was under the con'ol of the surgeons. The reason for this state of affairs 
was that, in the USA, approximately 45% of the anaesthetics were given by nurse 
anaesthetists or by other general physicians, and the surgeon had to take full responsibility for 
the patient when the nurses provided the anaesthesia.' 

There was also a major difference in the anaesthetic t e c h ~ q u e s  used in the two institutions. 
At UCH, curare, gallamine and suxamethonium were used roulinely, but In the MGM, the use 
of curare was strongly discouraged and ether ruled, as it had for over a century. Residents 
induced anaesthesia with a sinall dose of 2.5% thiopentone and nitrous oxide-oxygen and 
ether was then adrnlmstered with a circle absorber system, further small doses of thiopentone 
being given to maintain anaesthesia whle  the ether took effect. In Britain 5% thiopentone 
was used at that time and the induction dose was double that used in America. Indeed it was 
not uncommon for one of the UCH consultants, Bob Cope, to empty a 20ml syringe into a 
patient over 20-30 seconds. This action was usually accompanied by the words: 'Quietly off 
to sleep' or 'After all, Sykes, he's not going home to-night!' In the MGH anaesthesia was 
induced in separate induction rooms and as soon as the patient became unconscious several 
attendants would t~ghten the straps that held the patient supine on the trolley. The attendants 
wo~dd then hold the patient down until the stage of excitement had passed. With such a 
technique it took 30-45 minutes to achieve full abdominal relaxation. The staff anaesthetists, 
however, intubated after a thjopentone-suxamethoniurn induction and so were able to 
introduce the ether more rapidly. Recovery from the ether anaesthetic was always prolonged, 
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and ffequently accompanied by nausea and vomiting, but the patients were nursed in a 
recovery room until they were conscious. Regional blocks, and single dose or continuous 
spinal anaesthetics were used for many operations, and cyclopropane, sometimes 
accompanied by induced hypotension, was used for operations on the liver. Ethylene was 
available but little used. 

The Beecher and Todd study 

When I queried the ban on curare I was presented with a set of the departmental reprints that 
included the paper just published by Beecher and b odd.^ This was a 5-year study of the 
deaths associated with anaesthesia and surgery in 10 of the major teaching institutions in 
North America. The aim of the study was to establish the death rate due to anaesthesia by 
studying all the deaths occurring on the surgical services of the ten hospitals during the 
period January 1st 1948 until December 31 1952. It was a unique study because of its 
methodology, its scope, and the presentation of both numerator and denominator data. 

The results really shook the anaesthetic community. While the overall mortality rate 
attributed to anaesthesia was 1 in 1,560, anaesthetists were surprised to learn that the 
mortality rate in patients receiving curare was five to six times hlgher than in those not 
receiving the drug. The resulting furore was exacerbated by two other facts. The first was that 
the paper had been published in the Annals of Surgery, so that surgeons saw the study before 
their anaesthetists became aware of it; and the second was that Beecher and Todd concluded 
that the increased mortality was probably due to some hitherto unsuspected toxic effect of the 
curare. Although this conclusion may have been influenced by Beecher's pharmacological 
background, most anaesthetists could not believe that a drug that they used regularly could 
produce such a high incidence of fatal reactions 

The controversy over the data in the paper continued for months and resulted In the 
publication of a 'Critique of "A study of the deaths associated with anesthesia and surgery"' 
which was again published In the Annals ofSurge7y ' The sixteen anaesthetlsts who authored 
the rather weak critique claimed that the statistical analysis was inadequate and that surgical 
factors such as the site and duration of operation had not been taken into account It was, 
however, difficult to fault the methodology and results of the study and, as Beecher and Todd 
said in their reply to their critics, it seemed highly unlikely that a five-to six-fold increase in 
mortality could have been caused by faults in the statistical analysis. It seemed to those of us 
who practised during this period, that the most likely cause of the high mortality rate was a 
failure to secure the airway at the beginning of the anaesthetic, and a failure to ensure that the 
patient was breathing adequately at the end of the operation. Most American anaesthetlsts 
had been trained to Intubate under deep ether anaesthesia and, although it is not as easy to 
visualise the larynx under ether anaesthesia as i t  is with curare, the use of ether does ensure 
that spontaneous ventilation is maintained throughout the procedure. Intubation under 
thopentone and curare can result In serious complications if the operator is not skilled. 

Most Amercan anaesthet~sts were aware of the problem of vomltlng on lnductlon but, at that 
tlme, many had llttle experience In the use of relaxants, and few apprec~ated the r~sk of 
rcgurgtahon The problem of postoperatlve resplratory Inadequacy was also greater w th  
curare At that tlme there were no blood gas measurements and many anaesthetlsts and 
recovery room staff were not aware of the dangers of partral resplratory paralysls 
Furthermore, the use of neostlgmlne to reverse the paralysls at the end of the operation was 



not common in the United States because of the fear of bradycardia followng its use. In 
England this complication was rarely seen because a large dose of atropine was routinely 
given before the neostrgrnine. 

Perhaps anaesthetists should not have been too surprised by the results of the Beecher and 
Todd study. When we look back at the interim reports of the Association of Anaesthetists' 
study of anaesthetic deaths that was finally published in 1 9 5 6 ~  we see that the committee had 
issued specific reports warning of the dangers of regurgitation on induction, of cl~fficulties 
with intubation, and of postoperative respiratory inadequacy associated with the use of 
muscle relaxant drugs. This was the era when 'neostigmine resistant curarisation' became a 
topic of conversation but the 'train of four' had not been invented. 

Beecher's response to the critical reaction to his study was to challenge others to prove him 
wrong. When I suggested that we should set up a prospective randomised controlled hial to 
compare the use of ether and a thiopentone-nitrous oxide-relaxant sequence for major 
abdominal surgery, he welcomed the idea, though he did insist that we use a continuous 
infusion of suxamethonium instead of curare for muscle relaxation because mortality with 
suxamethonium was less than with curare in the Beecher-Todd study! 1 believe that this was 
the first randomised, controlled comparison of two anaesthetic techruques used for major 
surgery.5 Some 693 patients were studied over a two and a half-year period and the results 
were published in 1959. We found no difference in operating conditions or mortality between 
the two groups, though severe hypotension occurred during surgery in 15% of the ether cases 
and in 6% of the relaxant group. Hypotension in the postoperative period was also two and a 
half times more common in those given ether. Collapse of areas of lung occurred 
postoperatively in 16% of the relaxant cases compared with. 10% of those given ether. T h ~ s  
was probably due to a Phase 2 block associated with the large doses of suxamethonium 
administered during a 4-6 hour operation. The study may not have produced very exciting 
results, but it taught me a great deal about the design and analysis of clinical trials. 

Beecher the man 

I should like to say a few words about Beecher hrnself. I was recruited, as were most other 
overseas fellows, during one of Beecher's regular European recruiting trips. I had arranged to 
meet Bewher at the &,~lual Dinner of the Section of Anaesthetics at the Royal Society of 
Medicine, and afterwards I offered to drive him back to Claridges. He invited me to his room 
for a drink, opened his brief case and produced two bottles of Bourbon. We emptied one over 
the next couple of hours. Not surprisingly I remember little of the evening other than that 
Beecher spoke with a soft voice and carefully articulated stutter, and that the conversation 
ranged from Ja~nes Joyce, Gettrude Stein, to Boston society and his experiences at the Anzio 
beach-head. Although I was not sure how much of Beecher's sales talk I should believe, I 
decided that a year in Boston would be interesting and accepted his offer of a Fellowship. 

Beecher was born near Wichita, Kansas in 1904 and changed his name from Unangst to 
Beecher when he was in his t ~ e n t i e s . ~ " " ~  By 1928 he had acquired a Master's degree in 
chemistry from the University of Kansas, and in that year he moved to Haward to study 
medicine. By 1931 he had won the Warren Triennial prize, and in 1932 he jolned Edwa~d D 
Churchill's surgical training programme in the MGH In 1935 he went to work with Nobel 



Pnze-winner August Krogh in Copenhagen, and shortly after his rettun he was appointed to 
succeed Howard H Bradshaw as Chief Anesthetist to the Massachusetts General Hospital. 
During the next five years he taught hmself anaesthesia, was awarded the Warren prize for 
the second time for his book The Physiology of Anesthesra and, in 1941, was appointed to the 
Henry Isaiah Dorr Professorship of Anesthesia that had been vacant since its inception in 
1917. 

With such an extraordinary begnning it is not surprising that Beecher should have become an 
unconvent~onal ch~ef  I think that the key to his career was that he was not really interested 
in clinical anaesthesia; he saw anaesthesia as a means of investigating problems in 
physiology and pharmacology. He rarely appeared in the general operating rooms but when 
he was in Boston he usually spent the entire morning anaesthetising patients in the private 
wlng. He seemed to have a good worlung relationship with a number of prominent surgeons 
and relied on this source of income, for he did not take a salary from deparhnental funds. 

Beecher's methods were somewhat unorthodox. Usually, they worked quite well, but if 
anything went wrong, turmoil ensued. Beecher was a great believer in two intravenous 
infusions, for he had been brought up in the era of metal transfusion needles that regularly cut 
through vein walls. He favoured very deep ether anaesthesia, given through a small uncuffed 
tube under a face mask and, when he did use muscle relaxants, lus 'educated hand' d~v~ded  its 
time between the col~ection of proofs and the reservoir bag. 

At about 10 30am h ~ s  faithful secretary, Miss Studley, arrived with a huge bundle of mail and 
took dctation while sitting on a high stool in the corridor outside the operating room. 
Beecher would usually spend the afternoon writing or occasionally sitting on committees, and 
at about 4.30pm he would preside over -tea and cakes in hls office. At this time he welcomed 
all corners and the conversation ranged over many subjects, but seldom anaesthesia. 

Achievements and influence 

So what did he achieve? Dr John P Bunker, who was for many years Beecher's closest 
colleague at the MGH, listed his achievements as follows- 

He was the first to develop a research laboratory exclusively devoted to the study of 
anaesthetics. 

The first to apply the technology of clinical anaesthesia to the care of wounded soldiers. 

The first to demonstrate the feasibility of quantitative measurement of the subjective 
responses to drugs. 

A vigorous and vocal proponent of human rights in science. 

A pioneer in establishing scientific principles for the ethical study of drug effects in the 
human. This led to the establishment of hurnan study committees at Harvard. 

The major driving force behind the first forinal enunciation of the criteria Cor the definition 
of brain death.7," 



It has been claimed that Beecher had less influence on the development of clinical 
anaesthesia than other contemporary chairmen.' This is probably true, but we must 
remember that Beecher's influence stretched far beyond the confines of anaesthesia, and what 
characterised his contributions was that they caused doctors m many other disciplines to alter 
their concepts and behaviour. His observations at the Anzio beach-head, and his subsequent 
studies on analgesic drugs led to the new theory of pain propounded by Melzack and Wall 
and changed the way in which we treat chronic pain. He demonstrated the importance of the 
placebo response, and was the first to devise methods of quantifying the effects of pain- 
relieving drugs in the clinical situation. He was very concerned with the ethical problems 
associated with clinical research that had been largely ignored by previous workers, and he 
campaigned strongly for the creation of properly constituted research ethics committees In 
every hospital. Later he catalysed the discussions that led to the definit~on of brain death. 

Beecher was a very complex character. He was charming and intelligent and pursued his 
own interests with great enthusiasm. He was, however, curiously isolated, not only from 
other leaders of the profession, birt also from other developments such as monitoring and 
intensive care. He seemed to cultivate controversy but was weak in debate. He was also very 
obstinate, and often infuriated his colleagues by failing to support a pre-arranged political 
move Equally surprising was hs failure to apply for independent status for his department 
until 1969, the pear before he was due to retire. 

Beecher had adopled one of the grandest of New England names, moved from a small town 
in Kansas to the great medical metropolis of Boston, manied the well-educated daughter of a 
Boston obstetrician, and had a wide circle of distinguished friends. He, and his gracious wife 
Margaret, were very sociable and were generous hosts. They loved dancing and frequently 
entertained residents, staff, departmental visitors and their Bostonian friends in great style. 
Yet, underneath the faqade, Beecher was very insecure, and he was devastated by retirement. 
Sadly, his wife predeceased turn by three years and he died a lonely man in 1976. 

Conclusion 

During the year in Boston I gained extensive experience of anaesthesia for all types of 
surgeqr, including the use of hypothermia for neurosurgery, and I was also heavily involved 
in the care of the sixty or so patients who were treated in tank ventilators during the 1955 
poliomyelitis epidemic. We were finally able to persuade the physicians to allow us to treat 
two of these patients with intermittent positive pressure ventilation. I was encouraged to read 
extensively, to contribute to the teaching programme, and to participate in a number of 
research projects. I was able to use my two weeks annual leave to attend meetings and to 
visit other centres. In June 1955 I was granted a month's leave of absence and used my 
travellil~g scholarshp to fund a 10,000 mile tour of Canada and the United States, during 
which I v~sited over forty of the leading anaesthetic departments. I was always received most 
hospitably, and amazed that many chiefs took time off to give me a personal tour of their 
facilities. The organisation and staffing of the MGH department was often below par, but 
although I was one of the most argumentative of Beecher's overseas Fellows, he and his staff 
tolerated me with grace and good humour. Certainly, no one could have had a better 
preparation for an academic career. 



References 

Sykes MK. The American approach to anaesthesia. British Medcal .Journal 1956;i. 
1148-1 150. 
Beecher HK, Todd DP. A study of the deaths associated with anesthesia and surgery 
Annuls of Surgery 1954; 140.2-34 
Abajian J er al. Critique of " A  study of the deaths associated with anesthesta and 
surgery". Annals of Surgery 1955; 142:138-144. 
Edwards G, Morton HJV, Pask EA, Wylie WD. Deaths associated with anaesthesia. A 
report on l000 cases. Anaesthesia 1956; 11: 194-220. 
Bunker JP, Bendixen HH, Sykes MK, Todd DP and Surtees AD. A comparison of ether 
anesthesia with hopental-nitrous oxide-succin)~lcholine for upper abdominal surgery. 
Aneslhesiology 1959: 20:745-752. 
Gravenstein JS, Beecher HK The introduction of anesthesia into the university. 
Anesthesiology 1998; 88:245-253. 
Bacon DR, Henry K, Beecher HK. An historical perspective? Anesthesiology 1998; 
89792-793. 
Bunker JP. Across the ether screen. The anesthesiologist and the surgeon. Boston: Little 
Brown and CO, 1972. 
Bunker J P ,  Beecher FK, In: Volpitto PP, Vandarn LD. (Eds). The Cienesrs oj 
Contemporary American Anesthesiology. Springfield:: Thornas,CC, 1982; 105-1 19 

Kitz RJ @d) "Thrs is no humbug". Remrnrscences of the Department of Anesthesra ut 
the Massachusetts General IYospital. Published privately, 2003 but available from 
http://w.bookmasters.com/1i~arketplc/O0850,htm 



TBE WORTANCE OF LOOKING AT TEE ORIGTNAL PAPER 

Dr C M Harper 
Consultant Anaesthetist, Brighton and Sussex University Hospitals 

Lntroduetion 

I acquired an appreciation of the history of medicine during a year spent studying the subject 
at the Wellcome Institute for the History of Medicine in London. As a consequence of my 
continued research in the field my reasons for valuing it have become clearer. However, my 
first encounter with John Snow's work 'On Ihe inhalation of ether" was something of a 
revelatton. It was the clarity and pertinence of t h s  that stimulated me to go and look at a 
wider range of ortginal papers. In the process I encountered a number of issues, both positive 
and negative, that I had not originally envisaged. 

Ln this paper I will attempt to illustrate both the virtues and the problems associated with 
seeking out orlginal papers. I will also offer a potential solution 

On the inhalation of ether 

The question as to which is the first anaesthetic textbook is a controversial one. There is a 
strong argument2 for James Robinson's Treatise on the Inhalarron ofthe Vapour of Ether:' 
although it has been said that this is more a series of letters describing experiences with the 
drug than a textbook. It is therefore possible that Snow can take the credit for the first 
textbook of anaesthesia. 

In fact he published two books with the same title: Observations on the Inhalarion of Ether. 
The first of these, although just ten pages long, provides a remarkable number of insights into 
anaesthesia which are still relevant today. Although the details have been discussed 
e~sewhere,~ the book illustrates a number of principles, in regard to re-reading original papers, 
that can usefully be reiterated. 

Faulconer and Keys, introducing a passage from this book, suggest that 'the reader can 
almost hear the patients breathing as Dr Snow demonstrates his degrees of etherisation'.' 
Thls leads on to a number of relevant points. 

The use of the word 'hear' is very significant. These days the tendency is to only listen to the 
'beep' of the monitors. However, with the advent of the laryngeal mask airway (LMA), more 
anaesthetics are being conducted in spontaneously breathng patients than before the 
introduction of cware in the 1940s. Studies have shown that up to 30% of LMAs are 
incorrectly positioned.7 Despite this, the patient may remain adequately oxygenated and the 
monitor may show an acceptable COz trace. However, the whole anaesthetic will be a 
struggle if the clues are not picked up from the sound (no mat te~ how soft) and sight of the 
patient's breathing. 

Then there is the descriptive value of such papers. These days textbooks and papers divide 
and sub-div~de anaesthesia more and more. For the new trainee there are no readily available 
descrlpt~ons of the whole process. I have yet to find better descriptions of the stages of 
anaesthesia than those by snow' and Guedel a The latter also clearly illust~ated their 



relevance to both patient and anaesthetist. Ignoring important and easily accessible 
information from clinical signs will not only prevent the optimisation of an anaesthetic, but 
will also lead to an over-reliance on monitors. I have heard many recollections of power-cuts 
occurring during anaesthesia. My own experience is of both a generator and back-up failing 
durlng a pneumonectomy. 

The first monitor on the llst drawn up by the Assoclation of Anaesthetists is the anaesthetist.' 
Not only do generators fail, but inter-hospital transfers of critically ill patients are common, 
ambulances break down and batteries run out with no warning. In these circumstances the 
only form of assessment available is clinical. As with any technique the time to start 
practising is not in the middle of an emergency, but during elective cases. The best way to 
start learning about t h s  is to read original papers by the remarkable, and fantastically 
observant, early anaesthetists. 

The Issue of 'renal dose dopam~ne' in the prevent~on and treatment of acute renal failure 
(M) is now a long-running saga. Despite the Canadian Journal of Anestlzesra's best 
evidence review," i t  is still w~dely used in the belief that it does have a positive effect on 
these outcomes. 

There is a problem discussed by ~ c ~ e l l a n . "  The trouble is  that electronic medlcal databases 
do not stretch back Further than 1966. This leads to the temptation of citing the citation or 
simply ignoring such old and therefore, presumably, unimportant papers. In the case of 
dopamine there are three significant papers written by Goldberg and his associates before the 
cut-off date.I2-l4 Ln the final paper they conclude that 'the ability of dopamine to alter the 
d~stribution of cardiac output in favour of v~sceral organs may find useful clinical 
appl~cations'. By 1972 Goldberg could still only cite one paper investigating the use of 
doparnine in ARF, and therefore merely concludes that further investigat~on was needed.I5 
Further reviews ''''' all failed to find any evidence of ~ t s  benefit. 

Another issue to be addressed regarding the infusion of dopamine is the dose. I have to 
confess that my attempts to find a definitive answer to this question have been entirely 
unsuccessful. By the time I had pulled out eighteen papers on the subject (a variety of 
reviews, editorials, book chapters and original articles from 1963 to 2002) following-up all 
the leads on the dose ranges, and still finding myself no closer to the answer, 1 conceded 
defeat. The accusation may be levelled that I should have persisted. I-Iowever, this was never 
Intended as a comprehensive review of the literature on dopamine, but an illustration of the 
value of searching through origlnal papers for the sources of our practice. In t h s  case there 
does not actually appear to be an evidence base. 

One of the reasons for my capitulation was that in neither a recent article2' nor the 
accompanying editorial2' loolung at the pharmacokinetics of renal dose dopamine, was an 
origrnal paper cited as the source of the figure 0.5-3 mc&g/min. In discussing their study 
MacGregor et a120 did quote, quite legitimately, Goodman and Gilman's Pharrnacologica/ 
Rasrs of Tllerapeutics as 'conventional teaching'. However neither the e~ghth edition2' 
(which they cite) nor even the tenth2' of this long-lived and respected textbook produced any 
further leads. 



In the end ~t was Goldberg's ongmal, pre-1966 papers that polnted to the futlllty of further 
lnvest~gat~on T h s  find~ng, In the first paper, I S  typ~cal oC all three 'The ~nfus~on rate of 
dopamlne requ~red for cardovascular effects was extremely var~able, ranBng from 100-1000 
m~crog~arnsim~nute Because of t h ~ s  var~abll~ty and the dangers of producing excessive 

cardlac st~mulat~on, we ln~t~ally admtn~ster dopamlne at the lowest lnhslon rated (100 
rn~crograms/m~nute)' l 2  

There another point about historical investigation. It could be suggested that had people taken 
the tlme to look at the original papers, rather than accepting 'conventional teaching' 
MacGregor et al's study would have been rendered unnecessary, but the time Issue is a very 
big and very real problem. My institution (University College London) has a superb 
collection of source material, an efficient ordering system and extremely helpful librarians. 
However, the collation of the papers I required for this paper took hours of filling in forms 
(often the wrong ones thus necessitating more filling), moving between libraries (UCL has 
nineteen, of whlch twelve have medjcal hold~ngs), photocopying and hiking round the stacks. 
Open access journals only stretch back twenty years, and the problems of tracking down 
relevant papers published before 1966 I have already alluded to. Ln the face of this, let alone 
the pressures of everyday cllnical practice, it is hardly surprising if people choose slmply to 
accept 'conventional teaching' 

The laryngeal mask airway 

In the Proceedings of the History ojilnaesthesia Sociery, Fairer notes that: 'As history is the 
written word of what happened in the past, it begins irnmedately after the event it describes 
No arbitrary time has to elapse before history begins; it has already ~tarted'.~"he first 
publication concerning the laryngeal mask airway was a mere twenty years ago,25 yet I thnk 
there are aspects of this paper which clearly rllustrate the process of the conception and 
development of a successful new piece of equipment. In this publication Brain does not 
detail the painstaking process of cadaveric experimentation with different shapes and 
materials. However the clarity of the language and the astuteness and comprehensiveness of 
his observations (an essential and often undervalued characteristic of innovation and 
research) are reminiscent of Snow 

It 1s not explicit in the paper as to whether the LMA was originally conceived as a device for 
spontaneous or intermittent posltive pressure ventilation and the controversy as to 
employment in mechanically ventilated patients rages on. On the one hand Brain highlights 
the importance of the gas-tight seal. On the other, ht: rejected the princ~ple of completely 
blocking the oesophagus, as the device would then become too bulky. In tlus context it is 
interesting to note that to overcome objections regarding its potential to insufflate the 
stomach and prevent aspiration he has approached the idea from a completely diKerent 
direction and provided a low resistance gastro-oesophageal outlet in the Pro-seal LMA. There 
is an implication, from the fact that seventeen of the first twenty-three patients in whom it 
was used were mechanically ventilated, that the device was designed to operate in these 
circumstances. Just because it is easier to breathe spontaneously through an LMA than a 
tracheal tube, it is not necessarily always better to do so. 

A perspective on the risks can be acquired by reviewing another classic paper. The concern 
(or at least the evidence base) for providing a protected airway can be traced back to 
Mendelson's 1946 paper.26 As with dopamine, it is not my intention to provide a 



comprehensive review of this cont~overs~al area, but to st~mulate thought, debate and an 
appreciation of the value of looking at  the original rather than just passively accepting 
received wisdom. In this respect it is worth noting that the two deaths described in this paper 
were secondary to asphyxiation as a consequence of asp~ration of solids. This addit~onal 
information should be factored into an assessment of its use for a starved, elective, surgical 
population. It will then be possible to make a balanced appraisal in an individual case, rather 
than just concentrating on the risks in a non-Bayesian fashlon. 

One final notable historical part of the develo ment of the LMA comes from both the title 
and the content of Brain's subsequent paper,2Plo the opening paragaph there IS the telling 
phrase 'examination of similar historical attempts'. We are rarely as original as we would like 
to think. Furthermore, medical and anaesthetic history, as I keep repeating, does not start in 
1966. I-Iis investigation into previous attempts to solve this problem led back to 1896 and the 
Fell-O'Dwyer apparatus which was used to tTeat opium narcosis. These researches would 
have shortened the process of trial and error that Ackerknecht describes as 'so painful to him 
(the doctor or medical student) and his patient'.2R 

Brain's 1983 paper also shows the potential of reading the original to shed light on medical 
myths. It is often said that the success of the LMX was mainly due to the fact that its 
introduction coincided with that of propofol. The abllity of the latter to relax the pharyngeal 
muscles, unlike thiopentone, being the key. However, all of the six initial, spontaneously 
breathing patients in this paper received thiopentone (half with the addition of 
suxamethonium), none having a problem wth LMA insertion, and none requiring prolonged 
mechanical ventilation. 

Interest, information and enjoyment 

Morbidity and mortality meetings are now regular features of hospital life and there is much 
that can be usefully learned from them. Tt is therefore interesting and informative to look 
back to the first ever report of a death under anaesthesia. Hamah Greener died under 
chlorofonn anaesthesia in Newcastle-upon-Tyne on 28 January 1848. The coroner's inquest 
was reported in the ~ a n c e t , ~ ~  in itself a useful reminder that even in our litigious times there 
is much educational value in publicising such unfortunate events. 

The report and the inquest exonerates both the surgeon and the anaesthetist (described as the 
surgeon's 'assistant'). In 1959 David L~ttle, commenting on the case, observed that the 
'surgical team' was only just 'becoming a rea~ity'. '~ The habit had been to attribute 'all 
deaths that occurred during operations' to the anaesthetic. This lead in time 'to the ludicrous 
practice, when catastrophe threatened, of hastily moving the dying (or dead) patient to the 
corridor'. These remarks are put into a particularly interest~ng light when one cons~ders a 
paper published in the British Medical Journal in 1923. Entitled 'Anaesthetrcs from [he 
.surgeon 'spornt ofview', Sir William Wheeler makes the comment, typical of the paper, that 
'the responsibility for success or failure rests with the surgeon; whatever happens, the 
anaesthetist escapes without blemish'." Although this sheds an interesting light on the 
development of the surgeon-anaesthetist relationslup there are more valuable lessons that can 
be traced from this tragic event. Snow's power of observation was one of his greatest 
strengths. Not only can this be inferred from his anaesthetic work, but it was also central to 
his famous success in halting the cholera outbreak due to a Soho water pump. However, 
although he subsequently collected and analysed fifty cases of death from chloroform, by 



1858 he was no closer to explaining the cause of these sudden and unexpected events. The 
value of persistence and painstalong observation is borne out by Levy's 1914 paper in which 
a rational explanation is finally given." One of the reasons it was so long coming was that 
the cause turned out to be ventricular fibrillation which, until ECG recordings were made, 
was not describable except through direct observation of the heart. 

There are any number of original papers by Arthur Guedel that merit inclusion in such a 
review. However, 1 am only going to look at one.33 Although cyclopropane is no longer used 
in the developed world, the principles of anaesthesia (as can also be seen in Snow's writings 
alluded to above) remain remarkably similar. I have already mentioned that one of the 
consequences of the sub- and superspecialisation of both medicine and anaesthesia is the fact 
that the literature (journals and books) has become fragmented. Investigations of an 
inhalational agent will typically be along the lines of the 'Efecrs of halorhane on action 
potenrrul confjgurutiot7 in sub-endocardial and sub-epicardiul myocytes from rrormoten,sive 
and hypertensive rat leji ~enbicle ' . . '~ More useful to a new trainee would be an account of 
the general process of anaesthesia. In his paper, Guedel presents his and his colleagues 
experiences of over eight thousand anaesthetics and a comprehensive discussion of the 
relevant points. 

I spent much of my first three months as an anaesthetist worrying about my new 
responsibilities and expecting patients to die at any time. Guedel would have offered some 
justification for my feelings: he describes controlled respiration as the process whereby 'the 
anaesthetist deliberately takes the function of pulmonary respiration Gom the patient into h s  
own hands. This sounds formidable.' However, he is good enough to offer some comfort as 
well: 'As a matter of fact, it is simply the physio-phannawlogical control of the respiratory 
center, just as we control by physio-pharmacological means the abolition of consciousness, 
pain and reflex response during any anesthesia' He then goes on to carefully describe the 
fundamental homeostatic and physiological processes that we both utilise and undermine in 
the process: such as how pulmonary respiration is dependent on a balance between threshold 
and stimulus and how it can be advantageously manipulated. The concept of balance is 
important both in th s  particular area and in anaesthesia generally, to the new and experienced 
anaesthetist alike. As a slight aside, the concept of balanced anaesthesia, originally described 
by ~ u n d ~ : ~  was a topic that I was particularly keen to expand upon. Unfortunately the paper 
where he first employs the term resides in a journal not even stocked by the British Library. 

The issues Guedel goes on to discuss in more detail include apnoea, carbon dioxide, cardlac 
anhythmias, abdominal relaxation, technique, emergence and the signs of anaesthesia. 
Although most of this can come under the classification of 'information', there is much that 
could be described as 'interesting' or 'enjoyable.' 

Regarding the latter it is interesting to note that Guedel feels it necessary to iterate the fact 
that: 'We have never found it necessary in clinical anaesthesia to tolerate hypoxia'. And, 
although his scientific vigour was beyond reproach, his paper is all the more readable due to 
the fact that he does not feel it necessary to adopt the entirely dry style that is now de rigrreur. 
In discuss~ng the emergence of patients from anaesthesia, he admlts to 'four notable cases' in 
whom the recovery of consc~o~sness was prolonged. 'Embarrassing? Yes, but nothing to 
worry about', before proceeding to discuss the physio-pharmacological basis for ths.  



Summary 

Over one hundred years ago the Journul of the American Medrcul Assoc~ut~on carried this 
passage: 'The study of old medical writings is an attractive one from many points of view. It 
tends, for example, to gwe one the proper perspective for a broad estimation of the present 
state of development of the medical sciences. The work done by our medical ancestors should 
interest us as physicians quite so much as the work of our political and religious leaders 
should interest us as citizens'." Tlus still holds true today. Although anaesthetists should 
push the speciality forwards, doing so with an eye on the past increases their chance of 
success. A vital part of looking back to the future is to read the origmal papers and question 
why they were right or wrong. As wisdom becomes 'received' it gets distilled and, 
inevitably, distorted. In the process important facts are missed and vital insights lost. 

A recent survey of anaesthetists' attitudes to the history of medicine found that over 70% 
thought the subject both interesting and relevant.' Some of the reasons p e n  were ~ t s  direct 
relevance such as an understanding of current Lechniques, a perspective of current practice, 
and that learning From the past helps future development. 

A1 this and more can be gleaned from a study of original papers. It can help our practice, 
remind us of important clinical slulls and demonstrate the basis (or lack of ~ t )  for our practice. 
In the development of anaesthetic devices (and drugs) it can shorten the 'painful' period of 
trial and error. It should not be overlooked that such study can be both interesting and 
enjoyable for 11s own sake. Above all studying the originals has the power to make us think. 

There are also the self-perpetuating problems associated with maccurate citation pointed out 
by Steel 37 He lughlighted a case where 'long overlooked findings of exercise-induced 
leucocytosis (were) corrected' before printing so that the original publication date of 1893 
appeared as 1983. FIowever, my experience of pursuing original papers has shown me how 
difficult it is to get to the sources even when they have been reprinted. And this in an 
~nst~tution that is better than many in so far as it has twenty years of journals on the open 
shelves and has retained the older materials, whereas others dispose of theirs for want of 
space or money to maintain them. 

Conclusions 

To benefit fully from history, the issue that needs to be resolved first is that of access. There 
have been few successhl attempts to remedy this situation. Classic papers are occasionally 
reprinted in the journals but not with particular consistency or in sufficient numbers. To my 
knowledge two good source books of anaesthet~c papers exist. The first, Foundations of 
Aneslhesiofogy was published in 1965."lthough now reprinted, it is only available from the 
United States. Ttus is a fantastic book w t h  succinct introductions and a remarkably broad 
selection of writing that includes Paracelsus. The other, published in 1985, is Clas,~ical 
Aneslhesru ~ i l e s ~ '  which contains David Little's introduchons to classic papers written over a 
per~od of 30 years. These are well-written and offer erudite insights. However, due to size 
and space constraints only summaries of the actual papers are included. 

The Wood Library-Museum of Anesthesiology has a phenomenal collection of books and 
journals, but much of what is readily available IS in limited editions. Then there is the fact 
that there are so many papers worthy of inclusion in a comprehellsive collection of 



anaesthetic literature that, although it would be possible to bring them together in a print 
version, the slze and cost would probably be protubitive. However, in recent years computers 
have revolutionised data storage and this is where a possible remedy l~es .  With current 
technology it 1s possible to collect together a larger number of papers and commentaries than 
ever before and make them available on CD, DVD and the intemet. 

I am organising a session at the 6th Intemat~onal Symposium for the History of Anaesthesia 
in 2005, where there will be a distinguished gathering of experts that will be able to ensure 
the academic success of the project. Theoretically, the task should be self-limiting as the vast 
majority of journals are now available in electronic form. In the future the problem is likely 
to become one of sifting through the ever growing and overwhelming mass of published 
medical papers. However, for the moment it would be best to concentrate on papers published 
bcfore the Medline watershed of 1966. Steel's comments previously alluded to3' were 
published under the title 'Read before you cite'. An 'orignal paper project' will make i t  
easler to do so and could thereby reduce the number of self-perpetuating medical myths, 
inaccuracies and re-inventions of the wheel And there is no reason why such a venture 
should not equally benefit other branches of medicine or even science in general. 
Anaesthetists are very good at embracing new ideas in technology and education. This 
project comb~nes the two and gives the speciality a chance to lead the way in catalysing 
future development by building on the past. 
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ACCIDENTAL DEATH OR MURDER? A QUEER AFFAIR 

Professor J P Payne 
Emeritus Professor of Anaesthesia, University of London 

On the evening of Thursday 13th September 1979 Mr Leslie Holt, a 42 year old farmer from 
Wales, attended the surgery of Dr Gordon Ilenry Kells (a personal friend) at 146 Harley 
Street, London NI, for the removal of warts on h ~ s  right big toe. 

According to Dr Kells, at about lOpm on that evening he performed a ring block on the right 
big toe, using a combination of 2% lignocaine and an unspecified concentration of 
adrenaline. Apparently about 4ml of this solution were injected, and then Dr Kells attempted 
to cauterise the wart. However, Mr Holt reacted to the stimulus, and Dr Kells decided to give 
him an intravenous injection of d~azepam lOmg Immediately after the injection M Holt 
went ashen and collapsed. Dr Kells carried out some emergency resuscitative procedures 
including the passage of an endotracheal tube, called an ambulance, and escorted the patient 
to the Accident and Emergency Department of University College Hospital, where they 
arrived at about 10.25 pm. 

On arrival Mr Holt was extremely cyanosed, apnoeic and pulseless. In addition his abdomen 
was markedly distended and resonant to percussion. Resuscitation procedures were started at 
once; in particular the endotracheal tube was removed from the oesophagus and re-sited in 
the trachea. Perhaps not surprisingly under the circumstances the junior s t a r  decided to call 
for the assistance of the consultant physician in charge of the Accident and Emergency room, 
and he arrived at about 10.50 pm By this time nonnal heart rhythm had been restored, but 
the patient was still unable to breathe spontaneously and lie remained unconscious. However 
within the next hour he was attempting to breathe, and to assist him it was decided to empty 
his stomach. For this purpose a large bore rubber tube was inserted throudi the mouth into 
the stomach and something in excess of 500mI of brownish fluid, containing a substantial 
quantity of half digested food, was aspirated. Thereafter since his condt~on had stabilised Mr 
Holt was transferred to the Accident and Emergency ward for the night. Unfortunately by the 
following morning (Friday 14th September) Mr Holt's condition had deteriorated over the 
preceding several hours. The clinical picture was that of significant brain damage, and it was 
decided to transfer turn to the Intensive Care Unit and to re-establish mechanical ventilation. 
The next day (Saturday 15th September) the patient's condition had deteriorated further. The 
Consultant was of the opinion that he was effectively brain dead, but decided, given the 
background, that it was important to cont~nue to venhlate his lungs and to maintain 
intravenous fluid support. 

Around this time members of the patient's family, friends and associates made various 
statements to the nursing staff of the Intensive Care Unit and to some of the medical staff, 
including the consultant, expressing their doubts about the cause of Mr Holt's condition. 
They specifically raised the question of whether or not any evidence had been found of other 
substances in his blood that could explain h ~ s  clin~cal state. The consultant attempted to 
reassure them on this point, but apparently, on reflection, he later that day instructed the duty 
house physician to obtain a sample of blood from the patlent for toxicological examination, 
should such information be needed by the Coroner in any subsequent enquiry into the cause 
of death. 



As it happened the consultant's anxiety was misplaced. immediately on admission the duty 
house physician had obtained a sample of blood from the patient for analysis, but given the 
fact that he had been accompanied by his general practitioner, who gave an acceptable 
account of what had happened, there appeared to be no great urgency in analysing the 
sample. However, when i.t was tested on September 17tb, the sample contained no trace of 
diazepam, but a surprisingly high level of the ultra-short acting barbiturate methohexitone 
was detected, of the order of ten times greater than the accepted anaesthetic dose. Since no 
methohexitone had been given at  University College Hospital it is virtually certain that DT 
Kells did not inject hazepam, as he had claimed, but methohex.itone. 

Dunng the days that followed the patient's condition had remained largely unchanged, and on 
September 20th an EEG was camed out on Mr Holt. This con.Firmed the absence of any 
cerebral activity, indicating irreversible brain damage. During the next five days that absence 
persisted. During the afternoon of September 25th Mr Holt's heart action gradually faded, 
and it became impossible to ventilate his lungs because of increasing congestion. Mr Holt 
was declared dead at 7.12pm that evening. 

His death was reported to the St Pancras Coroner , and a post-mortem examination was 
carried out by a Consultant Forensic Pathologist on September 27". The Pathologist gave as 
the cause of death: 

l a  Bronchopneumonia 

I b Anoxic cerebral damage 

I c  Methohexitone overdosage 

2 Coronary artery disease 

The latter conclusion was based on the evidence of an earlier apparently silent infarct, in the 
substance of the left ventricle of at least one month's duration. 

Having heard the evidence presented above at the inquest, the Coroner announced that he was 
in no position to come to any conclusion in the presence of what appeared to be irreconcilable 
facts Under these circumstances he said that the most appropriate thing he could do was to 
adjourn the inquest for a suitable time, say 28 days, and refer the papers to the Director of 
Public prosecutions. 

It was at this stage that I became directly involved in the case. After Dr Kells had been the 
subject of police enquiries, I \vas asked by the Office of Public Prosecutions if I would 
consider the evidence in the case and provide an opinion on the medical aspect in general, as 
well as dealing with some specific matters. I agreed to do so, and on the basis of the evidence 
made available, I was of the opinion that the standard of care provided by Dr Kells was 
lamentably below that whch Mr Holt was entitled to expect of him In particular, Dr Kells 
needed to explain his use of methohex.itone in the dose that he had employed. 

Dr Kells was eventually charged with manslaughter and his trial took place before a jury at 
the Old Bailey in July 1981, at the end of which he was acquitted f i s  acquittal produced 
uproar in the court, and all sorts of threats were bandied about. But some facts also emerged. 
Leslie Holt was not a farmer from Wales but a cat burglar from London's East End, and it 



was alleged that he had a business relationship with Dr Kells, who provided him with 
information about h s  wealthy patients and their possessions. It was further alleged that some 
of the material he was able to steal, such as pornographic photographs, allowed him to 
blackmail wealthy victims, particularly if they were in the public eye. 

In addition, Leslie Holt was bisexual, and although the gay lover of Ronnie Kray of the Kray 
&ins he had other male lovers, some well known He also had his fair share of charming 
young lady Friends among whom was Christine Keeler. Whatever else is to be said there were 
many people who were glad that Leslie was dead. 



GUEST LECTURE 

SIR RICEIARD O W N  

Prof W T W Potts 
Emeritus Professor, University of Lancaster 

This year is the bicentenary of the birth of Sir Richard Owen. By the middle of the 
nineteenth century he  w a s  the most famous British biologist, a household name and 
a central figure in British society. By the end of the century, for complex reasons, h e  
was denigrated and almost forgotten. 

Early Years 

Owen was born in a substantial Georgian house in Brock Sheet, Lancaster, the site now 
covered by an ugly and inappropriate Police Station. His father was a prosperous merchant 
but he died when Owen was only five and Owen was brought up in rather straitened 
circumstances. He attended Lancaster Grammar School where one of the masters later 
remembered him as 'lazy and impudent', though this is so at variance with his later character 
that one wonders whether he was remembering the same boy. 

After leaving school he wished to study medicine, but lacking the resources to attend a 
medical school full time he was apprenticed to a succession of local surgeons. The first soon 
died, the second went to sea and the third was idle and fond of the bottle. This gave Owen his 
first chance, as his mentor was the Prison Doctor to Lancaster Gaol and was supposed to 
cany out post-mortems on the not inconsiderable number of prisoners who died there. He 
took his young apprentice to witness three post-mortems and then left him to carry on. At  this 
time there was an acute shortage of bodies for dissection. It was the time of Burke and Hare 
and the average student was lucky to have a part share of a cadaver that might have already 
been dissected several times. The young Owen was in the unusual position of having a 
regular supply fresh bodies and, as an anecdote that he was fond of retailing later in life 
shows, was left to his own devices. 

Having become interested in the differences between the races, Oxven was informed that a 
Negro had died in Lancaster gaol. Waiting for several days until he knew that the body would 
have been coffined, he went to the gaol with a screw-driver, notebook, dissecting instruments 
and a paper bag. After the post-rnortern he removed the head, replaced the coffin Lid and left. 
Just outside the main gate he slipped, the bag burst and the head rolled down a steep path and 
came to rest with a bump at the door of a cottage. The elderly widow in the cottage opened 
the door and the head fell at her feet. The path and the cottage are still there today and there is 
still a step down from the street into the cottage. While the old lady fled screaming out of the 
back door the young Owen retrieved his prize and ran home. Years later, when Thomas 
Huxley argued that the African Bushman was half way between a European and an ape, 
Owlen retorted that there was no significant difference between the brain of a European and 
an African. 



From Conservator to Professor 

After three years study at Lancaster Owen matriculated at  Edinburgh where he attended a 
course of lectures by Dr Barclay. This gave Owen his second chance, as Barclay was so 
impressed with Owen's ability that he recommended him for the post of Prosector, or 
Demonstrator to Dr Abernathy at St Bartholemew's London. Abernathy, in turn, was equally 
impressed and recommended him, in 1827, for the post of Assistant Conservator to the 
Hunterian collection of the Royal College of Surgeons, a post he held for 29 years, though 
later becoming Curator. The pay was poor, he was under the direction of a cantankerous 
committee of elderly surgeons who had trained in the eighteenth century, and he was required 
to live on the premlses close to the dissecting room. His wife sometimes insisted that he 
smoked a cigar in every room to mask the smell. However, the collection was the finest in 
Britain, probably in the world, as the specimens brought back by Cook's expedition to the 
Pacific and by Banks from South Africa, among others, bad been added to Hunter's original 
collection. Owen's duty was to catalogue the collection, as the previous Conservator had 
destroyed most of Hunter's documents so that he could claim some of Hunter's discoveries as 
hls own. Owen not only ~dentified and catalogued the 12,000 specimens; he did far more. He 
greatly expanded the collection in several ways. He wrote a booklet on the importance of 
collecting and preserving rare or unusual specimens and had it distributed to all naval 
captains and as many merchant marine captains as could be persuaded. He befriended 
explorers, colonial servants and missionaries and encouraged them to send him specimens, 
living or fossil. His range of correspondence was vast. 

After his death his grandson weeded out his letters but they still filled 26 printed volumes. 
Most importantly he opened the specimen bottles and dissected and published their contents. 
His industry, like that of some other Victorians, was staggering. In all he carried out 4,000 
dissect~on.s and published 600 papers and 12 books. 

As well as being a skilled dissector he was a good artist and illustrated his papers with fine, 
detailed drawings. He gave the first detailed accounts of the anatomy of marsupials and 
monotremes, the first account of the anatomy of the great apes and the pearly nautilus. From 
h s  wide range of contacts he obmined and described the first mammal-like reptiles from the 
Karroo beds of South M i c a  and of lemurs from Madagascar. He described Trichina, the 
cause of the tropical disease trichinosis, he described the specimens brought back by Darwin 
from South America and, most memorably in popular culture, he defined the dinosaurs and 
invented the name. Later, as a member of the committee that organised the Great Exhibition 
of 185 1, he had life-sized model hnosaurs built and even organised a dimer pany inside one. 
This started the dinosaur mania which continues today. 

Recognising his genius, St Bartholomew's elected him first, a Lecturer In Comparative 
Anatomy and then, when only thirty, Professor. By this time he was a Fellow of the Royal 
Society and was becoming a national figure, but he retained the post of curator because of the 
opportunities it gave. When somebody described him as the English Cuvier he modestly 
replied that he would rather be regarded as the English Owen. One group that did not 
appreciate his efforts was the elderly committee in charge of the collection. On one occasion 
they even attempted to cut his stipend in order to maintain the quality of their monthly 
dinners bul, The Times thundered in his support and the committee was shamed into 
withdrawing the proposal. 



Circle of friends 

In the middle of the nineteenth century English society was compact and homogenous. Owen 
was either a remarkably amiable character or a brilliant networker, or both. His circle of 
friends and correspondents reads like a Victorian Who's Who. They included Macaulay, 
Carlyle, Landseer, Holman Hunt, Frank Buckland, Gladstone, Adam Sedgwick, William 
Whewell, (a fellow Lancastrian), Charles Kingsley, George Elliof the Duke of Argyll, Robert 
Peel, the Duke of Teck, Charles Lyell and Charles Dickens. In 1844 he became a member of 
the Literary Society, and later its President. This society, founded by Dr Johnson, was at the 
very heart of British society. Its members included such eminences as Lord Temyson, the 
Earl of Derby, Lords Salisbury and Palmerston, the Archbishop of Canterbury, Lord 
Cardigan and General Garnet Wolsey. Some of these connections were of vital importance 
in supporting his project to build a museum devoted to Natural H~story. It is difficult to 
imagne a scientist today reaching such a position, and it is all the more remarkable in that 
Owen was not an Oxbridge man, nor had he private money. He reached this posit~on entirely 
by his own merits. 

The new railway system enabled him lecture all over the country. The geologist Murchison 
said, after hearing one of his lectures: 'I never heard a more thoroughly eloquent lecture than 
that yesterday.' Amongst the feats that made him famous was the prediction that New 
Zealand had once been populated by large ostrich-like birds, based on a short piece of bone 
sent to him by one of hls contacts. Twenty years later complete skeletons were found. He 
founded the Royal Microscopical Society. When approached by the police w th  a bullet 
extracted From a murder vlctirn and a gun recovered From a suspect, he was able to show, by 
comparison of the striations on a second bullet fired From the gun, that the gun had been the 
murder weapon. 

He purchased the famous fossil archaeopterix, though Huxley claimed that it was money 
misspent. Owen speculated that perhaps the development of flight by both birds and 
pterodactyls was facilitated by a higher atmospheric concentration of oxygen in the Jurassic 
period, an idea recently confirmed by ingenious isotopic analysis. He was often invited to 
lecture to the Royal Family. No doubt Albert was the original instigator but the invitations 
continued after Albert's death. In 1852 the Queen granted him Sheen Lodge, a Grace and 
Favour house in Regents Park. His committee promptly objected that he was brealung the 
terms of employment by no longer living on the premises! kle finally resigned the post of 
Curator in 1856, having dissected almost every thing in the collection. 

Hypotheses 

Science proceeds, ideally, first by the collection of data, then by the development of 
hypotheses to account for the data, which are then tested by experiment. In additlon to his 
profound conhibution to anatomical data he also made outstanding contributions to 
theoretical biology. In the earlier part of the nineteenth century Owen, like practically all 
other biologists, believed in the immutability of species However it was clear that animals 
conformed to a limited number of body plans. Wrestling with this problem, continental 
anatomists developed what became to be known as Transcendental Morphology or 
Philosophical Anatomy. At Jena Owen identified five basic animal plans (vertebrate, mollusc 
etc.), but related these to the five senses. He also developed a theory that the bones of the 
vertebrate skull were derived by the modification of five vertebrae, again each related to one 



of the senses. Owen introduced some of these ideas into Britain but avoided the more 
metaphysical relations to the senses. Comparing the vast range of vertebrates he developed 
the theory of the archetype. In a book on vertebrate limbs he introduced the concept and 
coined the word 'homologous' to describe organs that we now know to be descended from a 
common orign. This must be one of h s  geatest contributions to biology, for without a clear 
distinction of what is homologous and what is merely analogous, comparative anatomy 
would be a hopeless muddle. 

While the concept of the archetype is useful in comparative anatomy, it in turn requires an 
explanation and was doubtless one of the factors that led Owen to accept the idea of 
evolution, ten years before the publication of the Origin of Species. Although the geological 
record is broken and incomplete, and any one stratum was formed over such a short part of 
geological time that it is difficult to detect evolutionary changes, nevertheless animals appear 
sequentially, first invertebrates, then fishes, amphibians, reptiles and finally, mammals and 
birds. Owen had first described the mammal-like reptiles of the Karroo beds and the 
primitive mammals of the Stonesfield slates of Oxfordshire. Later he described an Oligocene 
tooth as sharing characteristics of both camels and giraffes. He noted that all Australian 
fossils were marsupials, rejecting a single Old World origin for mammals, and speculated that 
the various mammals originated in their provinces, implicitly accepting evolution. The last 
time Owen wrote in terms of the immutability of species was in 1841. In 1844 Murchison 
asked him, as the leadlng biologist of the day, to criticise a book Vestrges ofCreatron which 
advocated evolution: 'A real man of armour is required, you would do an infinite service to 
real science'. Owen refused, though he did point out some errors. Vestiges, written by an 
amateur (Cbambers), was a discursive book, covering everything from the of the solar 
system, on which Chambers was well ~nformed, to the evolution of life, on which he was not, 
and ended with the evolution of language. 

Views on evolution - the Natural History Museum 

By 1849, ten years before The Origin ofspecres, Owen wrote: 'Nature has advanced by slow 
and stately steps from the first embodiment of the vertebrate idea in ichthyous vestments until 
it became arrayed in the glorious garb of human form'. In other words, man was descended 
from a fish! The Manchester Spectator attacked him Furiously, complaining that Owen 
believed that God had peopled the globe, not by a succession of creations but by the 
operation of general laws. Owen obfuscated, writing that he 'never presumed to offer an 
opinion on the nature of the creative acts'. In his private letters, however, his view was that 
evolution took place by 'secondary' or natural laws, though he professed to believe that the 
process was divinely guided. 

Owen may have been cautious in expressing his belief in evolution, because heresy might 
endanger the great project that was to occupy the second half of his life, the creation of the 
Natural History Museum. Even in the middle of the century there was no museum devoted to 
biology. The British Museum, already overcrowded, had a large collection of b~ological 
material, both recent and fossil; indeed in the early days of that institution the biological 
material was the more important. Owen's vision was remarkable. He wanted to combine the 
Museum and Hunterian collections in what we would now call a research institute. As well as 
the display halls and store rooms he envisaged well equipped and staffed research 
laboratories, where trained scientists would describe, name and preserve the vast variety of 
species then being discovered. This was at a time when professional biologsts hardly 



existed. He first broached the project to his fiiend Peel as early as 1840. The Great 
Exhibition of 1851 (in marked contrast to the Dome) made a huge profit, which helped to 
fund the Victoria and Albert Museum, Imperial College and eventually the Natural History 
Museum. However, to obtain support for this project Owen had to retain the favour of the 
'Establishment' which still, ovenvhelmingly, believed in the literal truth of the Bible. 
Gladstone, whose support was essential, was a fundamentalist Christian. If Owen were too 
forthright in his support of evolution then his great project might never see the light of day. 

In spite of its weaknesses Vestiges proved remarkably popular, and in 1854 the tenth edition 
appeared, quoting Owen extensively on the theory of progressive evolution. Thomas Huxley, 
then a rising young zoologist, poured crude abuse on the book, and by implication Owen 
himself. 'Pretentious nonsense', 'blunders', 'charlatan', 'whning assertion of sincerity', 'the 
product of course feeling, operating in a crude intellect'. He asserted that the theory of fossil 
progression had no foundation in fact. Only five years later Huxley had become a fanatic 
convert to the theory and was accusing Owen of believing in the immutability of species! 

Huxley and Owen 

The story of the conflict between EIuxley and Owen is sad and disgraceful. It was ~rutiated 
entirely by Huxley but was partly responsible for Owen's later eclipse. Huxley began his 
career as a biologist on HMS Rattlesnake, collecting in the South Atlantic. When he left the 
navy Otven wrote on his behalf to the First Lord of the Admiralty and obtained four years 
paid leave for Hwdey to write up h ~ s  results. Huxley used the time well, defining the 
coelenterates as a distinct phylum and developing a new theory of the skull. Owen later 
helped to get Huxley elected to the Royal Society In spite of these acts of friendship Huxley 
immediately began a systematic attack on Owen. Every year he involved himself in some 
subject that Owen had made his own, claiming further discoveries or focussing on real or 
imagined errors Owen sorrowfully explained: 'Huxley was like the Greek who asked the 
Oracle "How shall I become a great Man?". The Oracle replied 'Slay one'. 

In 1858 Darwin and Wallace presented the hypothesis of evolution by natural selection to the 
Linnean Society. Owen was in the audience. Later that year Owen, then President of the 
British Association, alerted a wider audience to the idea. When the Origin ofSpecres was 
published Owen found that, although Darwin quoted Owen extensively in the text, he was 
described as a supporteT of the immutability of species. How Danvi.n came to make this 
mistake is difficult to fathom. Owen, who had already been violently attacked for advocating 
evolution, responded with an anonymous paper in theEdmburgh Review. While not opposing 
the idea, he was not enthusiastic and queried whether all evolution took place gradually. He 
suggested several alternative forms of evolution and used the examples of the metamorphoses 
between stages in life cycles, an idea derived from Darwin's own grandfather, as possible 
parallels to major jumps in evolution. These ideas are congruent with some modem theories. 
Punctuated equilibrium contrasts with the slow changes envisaged by Danuin. Larvae can 
become sexually mature and kind limbs can be lost as the result ofjust a few mutations. 

To a large extent the dispute was unreal. Darwin himself ended his preface: 'Furthermore, I 
am convinced that Natural Selection is the main but not exclusive means of modification'. 
Later Darwin apolog~sed for his mistake, writing in later editions of The Origin: 'I included 
Professor Owen with other palaeontologists as being firmly convinced of the immutability of 
species; but it appears . . . that this was on my part a preposterous error'. Unfortunately, with 



Huxley deliberately stirring, relations deteriorated further. Owen had used the term 'battle 
for life' as early as 1850, suggesting that small species were better adapted to withstand 
environmental change. When Huxley was reminded of this he responded by accusing Owen 
of claiming to have invented the idea of Natural Selection himself. Huxley continued his 
vendetta against Owen, accusing lum of 'evasion and mendacity'. After a dispute at dinner 
Owen complained sadly: 'Huxley disg~aced the discussion by which scientific differences are 
rectified by imputing falsehood on a matter on which he differed from me'. Owen and 
Huxley each forced the other into extreme positions. Owen had failed to find a small feature, 
the hippocampus minor in the brain of the gorilla, possibly because his specimen was not 
well preserved. Initially he used this supposed difference to emphasize man's uniqueness 
although, before The Origin was published, he wrote: 'I cannot shut my eyes to the 
significance of that all-pervading similitude of structure - every tooth, every bone, strictly 
homologous.' Huxley showed that the gorilla d ~ d  possess a tuppocamus minor and pilloried 
Owen but desperate to find a missing link, fatuously claimed that the Hottentot was as close 
to an ape as to a human. The dlspute over the hppocampus was parodied in Kingsley's W'uter 
Babies: 'Always remember that the one, hue, certain, final and all-important hfference 
between you and an ape is, that you have a hippopotamus major in sour brain'. The vendetta 
waged by Huxley against Owen that began long before The Origrn prejudiced Owen against 
Darwinism, although he had first welcorned it. Darwin once called Owen ' h ~ s  bitterest 
enemy'. 

Later life 

The Natural History Museum became Owen's main concern later in his life. In 1856 Owen 
took charge of the biological collection of the British Museum. With the support of Gladstone 
and Lord Derby, he petitioned parliament to release hnds  for the project. Huxley promptly 
organised a counter-petition opposing the idea and persuaded Darwin to sign it. It is ironic 
that Darwin's statue now stands in the building that he opposed. As nothing was done he 
later organised a petition by the trustees, led by Palmerston. In 1859 he drew plans for a 
building covering 12% acres, Huxley argued that 2% acres would be sufficient. Only in1870 
was Owen appointed Director and work finally began. 

In addition to h ~ s  scientific work Owen made a huge contribut~on to the public weal He was 
a member of three Royal Commissions, including that which built the London sewerage 
system and another whch  recommended that Smithfield Market be removed to the suburbs, a 
project unfortunately delayed for almost a century. After the success of the new sewers in 
London he was invited to many other towns, including Lancaster, to advise on their sewerage 
problems He was also instrumental in the reorganisation of the Royal Society, which had 
developed into a gentleman's club, and the development of biology as a university subject. 

He had his faults. The Duke of Argyll, a friend wrote: 'To outsiders and juniors he was most 
charming and instructive. As long as Owen was the acknowledged expert he was a 
model of kindness and generosity. When interacting with equals he could be petty and 
failed to act with the magnanimity he could afford'. Perhaps his background and 
struggle for success left turn feeling inadequate. Subject to Huxley's continuous 
harassment he became defensive and stubborn. During the second half of the 
nineteenth century Daminism came to dominate biology completely and after his 
death Owen was largely forgotten, indeed written out of the subject. Now he and his 
work are being reassessed and his enormous contributions recognised. Biographies 



and studies on Owen and evolution are appearing, particularly i.n America. When he 
died the Royal Society set up a committee to consider a suitable memorial. It was 
chaired by the Prince of Wales and contained the Pres~dents of the Royal Society, the 
Geological Society, the Linnean Society, the Zoological Society, and the Royal 
Mcroscopical Society; most of these societies he had chaired himself at some time. It 
included such luminaries as the Lord Chancellor and the Archbishop of Canterbury as 
well as representatives of scores of universities and academies from all over the world. 
l l s  bronze statue, now in his Natural History Museum, was subscribed in record time. 
Even Hwdey contributed. Before he died Owen had been awarded more than one 
hundred honours, university degrees, gold medals, memberships of academies, etc, 
probably more than any other scientist before or since. 



PROFESSIONAL CONFLICTS IN ANAESTHESIA JN TEE UNLTED STATES 

Dr Andrew Smith 
Consultant Anaesthetist, Royal Lancaster Infirmary 

Introduction 

This paper traces thedevelopment of the speciality of anaesthesia in the United States, with 
particular attention to the conflicts between nurses, doctors and the hospitals in which they 
work. 

Although the first anaesthetic to be given in the United States was administered by a doctor, 
there was ~mtially little subsequent interest among American physicians in anaesthesia. Tt fell 
to nurses to learn t h ~ s  slull dunng the second half of the nineteenth century; frequently these 
were nuns in the many Church-run institutions of the time. For the most part this routine 
activiv went undocumented, one notable exception being Sister Mary Bernard, who worked 
at St Vincent's Hospital in Erie, Pennsylvania. Her records are the earliest showng the care 
of anaesthetised patients by nurses, and date back to 1887. The most famous nurse 
anaesthetist of the period, Alice Magaw, worked at St Mary's I-lospital in Rochester, 
Mjnnesota (later to become known as the Mayo Clinic). She anaesthetised for Charles Mayo 
and the pair demonstrated their practice to many visiting clinicians. This pattern persisted and 
in the early years of the twentieth century, nurses were almost the sole providers of 
anaesthesia. Such doctors who did practise were either those that had drifted into the 
specialty as a means of supplementing their income, or were eminent practitioners who had 
distinguished themselves by technical virtuosity in practical skills such as endotracheal 
intubation. The first educational programme to prepare nurses for anaesthetic practice was 
established in 1909 and many nurses administered anaesthesia during the First World War. 

The 1920s and 1930s were marked by the beginning of a struggle to establish anaesthesia as a 
medcal specialty, by defining the activity as medical work requiring diagnosis of hsease and 
prescription of treatment. One of the first suggestions of change came from Ralph Waters, 
Professor of Anesthesia in Madison, Wisconsin. Waters is well h o w  for hls attempts to 
establish the scientific basis of the specialty, but he saw nurses as professional competitors. 
Madison was one of the few places in the USA where anaesthesia was provided by doctors. 
The 1930s saw the inception of the main professional organisations, possibly in response to a 
perceived need for stronger representation. The American Association of Nurse Anesthetists 
was formed In 1931, and the ASA (initially the American Society of Anesthetists) In 1935. 

Financial arrangements 

One of the reasons why nurses were favoured elsewhere may have been financial As salaried 
members of hospital staff, they were paid the same regardless of workload. TNs contrasted 
with the usual payment method for doctors at the time, which was on a fee-for-service basis. 
In fact, anaesthesiolo~sts' redefinition of anaesthesia as medical work seems to have 
encompassed this aspect also. An early (but unsustainable) policy of the ASA was that it was 
unethrcai for a doctor to be a salaried hospital employee, though as those most likely to be in 
this position were anaesthesiologists in teachlng institutions, on whom the future of the 
specialty depended, t h ~ s  was swiftly dropped. In 1938 anaesthesiology was recognised as a 



medical specialty by the American Medical Association. Only in 1945 d ~ d  the ASA change 
its name to the American Society of Anesthesiologists. 

After the Second World War, numbers of both nurse anaesthetists and, more particularly, 
anaesthesiologists, grew considerably. In the 1960s, the reforms of the public health system 
introduced by President Lyndon Johnson proved to be pivotal in establislung medical 
anaesthesiology as a force to be reckoned with. The Medicare programme, which came into 
being in 1966, was designed to fund healthcare from the public purse for the elderly and 
disabled. Whether anaesthesiologists' lobbying succeeded or whether this was coincidence is 
unknown. Billing for Medicare (and Medicaid, set up to cover those on low incomes) is in 
two parts. Part A is for hospital services (bed costs, salaried staff costs, heating etc), whereas 
Part B is for physicians' costs. Under Medicare billing rules, anaesthesiolo~sts were allowed 
to bill the state for each procedure they were supervising. Other insurers largely adopted the 
same practice. This was clearly very lucrative for anaesthesiologists, who saw their incomes 
rise considerably in real terms compared to many other medical specialties. Another 
development in the early 1970s was the creation of the anaesthesiologist's assistant (AA). 
T h s  role was, and is, promoted by the ASA as an alternative to nurse anaesthetists. The M ' s  
training follows a first degree (usually in science) and consists of about 2 years' theoretical 
and clinical training to enable them to administer anaesthetics under the supervision of an 
anaesthesiologist. 

The payment arrangements were widely recogused to be unfair, and in 1983 MeQcare began 
a series of well-intentioned changes designed to redress the balance between doctors and 
nurses. (Further research is needed to determine how much of th s  was due to nurse 
anaesthetists' lobbying). Medcare made the distinction between medical direction, where 
anaesthesiologists could be involved in the care of up to four patients and bill for each, and 
supervision, where they were involved in the care of more than four patients simultaneously 
A list of conditions was published, which had to be satisfied to meet the criterion of medical 
direction and claim payment (see box). 

TEFRA conditions of payment for 'medical direction' 

The anaesthesiologists billing for the medical direction of a 
CRNA must: 
1. perform the preoperative assessment 
2. prescribe the anesthesia plan 
3. participate in the demanding parts of the anaesthetic 
including induction and emergence) 
4 make frequent checks during the course of the anaesthetic 
5. remain physically available 
6. not personally admi~s te r  concurrent anaesthetics 
7. provide indicated postoperative care 

I Source: Tax Equity and Fiscal Responsibility Act 1982 i 

Leaving aside the consideration that nurse anaesthetists could perform most of these 
funct~ons anyway, the net effect of this was actually to discourage team anaesthesia This 
anomalous s~tuation persisted unt~l 1987, when nurse anaesthetists were allowed to bill 



Medrcare directly. This was intended to promote competition between anaesthesia providers 
However, as both were able to bill for the same operation, it tended to increase costs (nurses 
being typ~cally paid at about four-tenths of the anaesthesiologist's fee for the same 
procedure). In 1993, a further change limited the total amount payable to 120% of the 
anesthesiologist's fee and dictated that, where two providers were involved, the fee should be 
split equally. In 1997 this cap was fwther reduced, to 100% of the anaesthesiologist's salary. 

Wh~lst  this was intended to make things fairer for nurses, it did not actually improve their lot. 
It meant that there was now no financial incentive for 1:2 anesthesiologist: nurse working, 
whereas ratios of 1:3 or 1:  4 were still worthwhile Two consequences ensued. F~rstly, 
anaesthesiologists who employed nurses as part of group practices encouraged their nurses to 
subm~t bills, but then paid them less than 50%. Alternat~vely, nurses were either employed on 
a salaried basis by hospitals or, in some cases, made redundant. Although at  a national level 
nurse anaesthesia was apparently being promoted by these legdative changes, 
anesthesiologists were still able to lobby hospital administrations to Influence working 
practices. They were of course assisted by the fact that, under the Part AlPart B payment 
arrangements outlined above, anesthesiologist costs lay outside the hospital element, and so 
allowed the hospital's direct anaesthesia costs to be less even though nurses' salaries were 
lower. 

Unfinished business 

Thus, in the early 1990s, the two main groups of anaesthetic providers were i.n direct conflict. 
Against this highly charged backdrop began the search for evidence that one provider was 
safer and more effective than another. In Abenstein and Warner's 1996 article' no new data 
are presented, the article being based on the authors' rnterpretation of older studies. This is 
clearly stated in the article, and an accompanying editorial2 described the editor's 
del~berations on whether to publish or not. Despite these admitted shortcomings, it is widely 
cited as evidence that doctors provide safer anaesthesia than nurses. 

In the last few years, as it has been generally accepted that not only is there evidence of a 
difference, but that such research is highly unlikely for all sorts of reasons. The focus of the 
debate has shifted to the professional capabilities of the main providers and the lobby~ng 
continues. In 2001, a law was passed allowing nurse anaesthetists to practice independently 
(that is, without supervision by a physician). Whilst this represented a victory for the nurse 
anaesthetist lobby, it still had to be ratified on a state-by-state basis, and at the time of writing 
only 12 states have done so. 

In 2003, the ASA stepped up its campaign to extend the number of states where its hvoured 
co-worker, the anaesthesiologist's assistant, enjoys practice rights, there were eight states and 
the number quickly rose into double figures. 

Both sides have apparently recognised that such entrenched positions are untenable in the 
longer term and in May 2004, leaders of the ASA and AANA met to discuss 'issues of 
common interest related to the Medicare payment system'. Unlike most historical tales, tlus is 
thus unfinished. However, the hstorical aspects of this story carry a contemporary moral. 
The M-IS Modernisation Agency's Changing Workforce Programme is currently sponsoring 
the 'New Ways of Working in Anaesthetics' initiative, designed to explore the possibilities 
for training oon-physician anaesthetic practitioners in the UK. There are many possible 



reasons why this might not be a desirable move for British anaesthesia, but I hope I have 
shown that fears of a repetition of the American experience are unfounded. 

Future research in this area could usefully focus more closely on the way in whch 
anaesthesia was reinvented as a medical specialty in the 1930s and 1940s, as ttus 
sociologically fascinating transformation is only briefly dealt with here. Likewise the reasons 
for the anomalous but lucrative payment arrangements under the 1966 Medicare legislation 
could be further explored. 
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N E  BY MOUTH - A BFUEF HISTORY OF PREOPERATNE FEEDMG 
AND FASTING 

Drs Mark Shaffer and Neil Adams 
Department of Anaesthesia, West Suffolk Hospital NHS Trust, Bury St Edmunds 

Introduction 

This paper will follow the history of guidelines on pre-operative fasting and feeding. Even 
today it is recogrused that the exact period of restriction of fluids and food by mouth prior to 
anaesthesia and surgery remains controversial, particularly with regard to children. 

Following the introduction of anaesthesia in 1846 there was interest in placing the specialty 
on a scientific basis. As early as 1847 Dr John Snow described a link between etherization 
and subsequent vomiting and also between a full stomach and a more difficult anaesthetic 
course: but it was not until 1862 that minutes of a meeting were published in The Edjnburgh 
Medical Journal, whch  discussed the demise of a soldier who had clearly vomited and 
aspirated under anaesthesia. As in Snow's text, the subject of pre-operative fasting is difficult 
to follow over this period, especially in 19th century medical writing where the subject is 
often omitted from the index but included in the body of the manuscript. A review' of 
German surgical attitudes to pre-operat~ve preparation seems to roughly mirror the 
developments in England and the United States of America, but focuses on notable names in 
Germany and Switzerland. 

Wlule the experiences of the First World War undoubtedly contributed to medical 
understanding, anaesthetic texts continued to offer variable and often conflicting advice 
wh~ch concerned various low residue diets, purgatives, enemas and excessive bed rest. This 
continued after the Second World War. Nevertheless from early t~mes there was a clear 
recognition of the increased risks of operating on very ill patients, especially those with 
gastrointestinal obstruction. Preferred protective mechanisms were gastric drainage, lavage, 
and postural manipulations until the seminal publication by Sell~ck in 1961 describing cncold 
pressure.28 In 1951 the Association of Anaesthetists was still highlighting the issue as they 
reported on the preventable deaths of 43 patients. 

A detailed review by John ~ c I n t ~ r e , ~  concerning 20th century attitudes to prophylaxis 
obtained by searchmg the Cumulative Index Medicus (1900-1997) For aspiration-related key 
words shows patchy attention to risk factors and prophylactic measures. There is a marked 
improvement In the 1960s, but it was not until the 1980s when all text-books became 
comprehensive. 

As early as 1847 John Snow noted the inter-relationship between anaesthetic, food and 
fasting. In his monograph entitled On the Inhalation of the Vapour o f ~ t h e r , ~  he commented 
that a full meal causes temporary plethora and seemed in several Instances to make the 
operation of the ether less easy. He also noted that nausea and vomiting were rare unless a 
meal had been taken prior to the etherisation. This vomiting could occur either during 
anaesthesia or after and could take the form of passive regurgitation, or take an active form. 
He perspicaciously made the recommendation that the best preparation for ether was a 
'sparing breakfast or luncheon from two to four hours previously'. Various forms of this 



advice, probably reflecting the lack of knowledge and experience of the unregulated 
anaesthetist turn up in the literature over the next 100 years. In German medical literature, 
referred to by M ~oer ig , '  the surgeon Johann Heyfelder also wrote in 1847 of the problems 
of anaesthetic in patients with full stomachs. He noted the increased risks of vomiting and 
therefore preferred anaesthesia in the morning, ie. before eating. Again like Snow he did not 
appear to identify the specific risk of aspiration, only that the anaesthetic was more difficult. 

In 1848 JY Simpson recounted the story of the death of a 15 year old girl undergoing a mlnor 
operation under chloroform, when she suddenly blanched and spluttered as if having a 
s e i ~ u r e . ~  The coroner's jury passed a verdict of 'death from congestion of the lungs due to 
the action of chloroform'. However, Sirnpson pointed out that the anaesthetist had 
immediately attempted to give the girl water followed by a ~nouthful of brandy while 
unconscious, and she was heard to 'rattle in her throat for a minute before she stopped 
breathing. Simpson argued earnestly using the findings of her autopsy, claiming she must 
have died from aspiration. Given the then unknown nature of chloroform and the sequence of 
events it seems more likely that the gr l  suffered a 6tal  arrhythmia before the brandy was 
administered. 

The surgeon Albert Kreuser who worked at the Tiibingen Surgical Clinic published a report 
in 1850 where he warned against the possible fatal consequences of aspiration during 
narco~is .~  Contrarily the German surgeon Viktor von Bruns, in a handbook of surgcal 
practice from 1873, played down the fasting requirement and risk of aspirat~on claiming that 
it would exacerbate existing exhaustion: whch seems to have been a prevailing concern 
cited by many. 

John Snow noted in 1858' that the chief drawback to the benefit conferred by chloroform was 
the sickness which in many cases followed its use. He pointed out that vomiting was most 
common after food. However 'severe faintness from loss of blood dming an operation of 
course forms an exception to this rule; in such a case brandy and water should be given, and 
repeated if it should be vomited'. At a meeting of the Obstetrical Society of Edinburgh in 
1862 Dr G W Balfour presented a letter from a John ~alfour,' field surgeon to the army in 
Burmah [sic], concerning a soldier who had been shot through the thigh and was 
haemorrhaging. While the artery was being tied the soldier, who had recently eaten, vomited 
while under chlorofom and died. Autopsy revealed food within the trachea. 

Hunt gives a report9 in 1876 about the near death of a 7 year old girl undergoing eye-surgery 
with chloroform. The girl's parents had been instructed about an unspecified period of 
starnation prior to elective anaesthesia. It appears that these instructions had not been 
adhered to and that she had also been gven a teaspoon of brandy 20 minutes before 
chloroform administration. In summary Hunt explains that the preparation of the patient 
should involve clearing out the bowels with a mild purgative and enema and forbidding food 
for four hours prior to surgery, with the exception of a stiff glass of brandy whjch appeared to 
prevent sickness. Around the turn of the century other renowned surgeons, such as Theodor 
Kocher from Bern, were recommending that 45 minutes before induction the patients were 
gwen tea with red wine or Cognac." In particular he felt t h s  was likely to be most effective 
in alcoholics. In 1885 the Swiss surgeon Otto Kappeler reported a shoclung death rate of 
12% in a group of 85 patients as a direct consequence of aspiration." 

The Anaesthetics Co~nrnittee of the British Medical Association was formed in 1891 and set 
about analysing cases recorded by anaesthetists in special books during 1892. Its findings 



were published in 1 9 0 1 . ~ ~  A total 25,920 cases were reviewed in great detail. In particular 
they focused on cases where severe complications or death occurred and were deemed to be 
related directly to the anaesthetic. Although there was no statistical analysis they clearly 
demonstrated that chloroform was a high risk anaesthetic when compared to ether. 
Confusingly, nausea and vomitlng were specifically excluded from the list of complications, 
but the following statement appeared under the heading Phenotnena Under A17aes1hesiu: 
'The retching and-vomiting was frequently associated with complications. It 
doubtless bore a causal relation to the onset of complications'. Despite a Dage of conclusions 
no mention of the risks of vomiting, aspiration or f"11 stomach is made. &;on described the 
preparation of the patient in his book Anuestl?etics, published 1892.'' Important factors 
~ncluded the selection of a sensible hour, avoiding a long-fast causing a lowered vitality and 
no solids to be gven 3 hours prior to surgery, but a light meal of soft and easily digested 
matters to be taken three hours before the surgeon arrives. This could consist of milk foods, 
strong beef-tea or jellies (Brand's or Edge's essence of beef in jelly). Weakly persons should 
take brandy or whsky half an hour before. Bowels should be cleared with a purge. By 1920 
Dr Buxton noted in the sixth editioni4 that 'the experience gained in the Great War has 
modified and in many ways enlarged our knowledge of anaesthetics'. He expanded on the 
preparation of the patient but its essence had not greatly changed, although he now appeared 
to be in favollr of up to several days' preparation including laxatives, purges and nutrient 
enemas of beef extract, suppositories or glucose in saline. 'Beef-tea is recommended, it is 
essential that it should be made at home and with great care. There must be no excess of 
salt.' These obsessions are widespread and repeated in various guises in most publicat~ons 

The innovative Polish surgeon Johannes Von Mikulicz, while working in Breslau around the 
turn of the 19th century, became convinced after analysing fatal outcomes that by far the 
largest number of deaths happened at induction before the operation had begun. In his book" 
published in 1901 and describing methods of anaesthesia, he requested that his patients be 
fasted for six hours and their stomachs emptied with a 'stomach sound' especially in cases of 
gastrointestinal obstruction. 

Dr ~arber ,"  a dentist, wrote that 'one of our well-known anaesthetists made the statement 
that the habitual drunkard is not in a normal condition unless he is full of strong drink, and 
should he come up without any, it is better to have hrn take a few drinks ... so that he will be 
normal'. 

During this period a plethora of methods of patient preparation existed, many seemingly 
based on anecdotal reports. Consequently practice appears confused and contradictory. 

~ u k e "  recommended preparation times varying from a couple of hours' abstinence from food 
in a healthy person to perhaps weeks or months of dieting and medicinal treatment, where a 
prolonged operation was indicated. In addition, a light breakfast of Cocoatina (Victorian 
soluble cocoa essence) with ttun bread or rusks was preferred. If chloroform anaesthesia was 
planned an ounce of good brandy would be gven 20 minutes before operation. He also 
observed: 'I have seen even Bovril taken several hours before reappearing practically 
unchanged after the operation. Milk is to be regarded as solid food' 



Examples of practice taken from some anaesthetic textbooks 1905 - 1941 
(Grey highlight - see specific comment below) 
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Silk, Lecturer on anaesthetics at f ing's College Hospital wrote in 19147 'The well-being of 
the patlent . . .  will be materially increased if some care is devoted to the preparation of the 
patient,' and 'It is a well-kno\m fact that patients who take anaesthetics best . . .  are those 
who have led "invalid lives" and the most troublesome case are the emergency cases.' 
Therefore in order 'to place our patients in the most favourable position, we should 
encourage them to undergo ... at least a week (in an average case) of what may be termed 
"hospital regime". This does not of necessity mean entire rest in bed, though that is good in 
many cases.' He also makes reference to Professor ~ocher ,"  stressing the importance of 
preparing the patient both physically and mentally. Again this is a common theme of 
'physical and psychic' preparation: 

'It is a generally accepted axiom that for from 6 to 12 hours before the administration only 
very little food, of the lightest kind should be taken and absolutely nothing but a few sips of 
water for about 5 hours. . .  a brisk purge on the previous evening is essential and this should 
be followed by an enema within an hour or two of the operation, if there be any doubt as to 
the 'briskness' of the purge. The best time for the operation is undoubtedly the early morning 
. . . the next best time is 2 pm . . . [when] I prefer the patient to have a very light breakfast, 
with little or no milk, and between 10 and 11 am a cup of broth or beef tea . . . to prevent the 
feel~ng of exhaustion.' He also recommended the following in old and feeble patients: 'g~ve a 
couple of nutrient enemata, one four hours before the operation and second about 10 minutes 



before. These may be composed of 2 ounces of hot beef-tea, the yolk of one egg, and I 
ounce of brandy; ~t may with advantage be peptonised.' 

~lomfield" felt that part~cular attention should be paid to the cleansing of the mouth, the 
teeth being brushed after every meal on the day before, the mouth well rinsed, and the throat 
gargled with Listerine or some s~milar antiseptic. He explained that such measures probably 
helped to avoid post-operative sepsis and the occurrence of parotid inflammation during 
convalescence. 

Dr Lukis wrote an essay about anaesthesia in general practice25 that won the Sir Charles 
Hastings Pr~ze  of the British Medical Association in 1934. She took a very pragmatic view 
and dismissed or d~luted many of the above pre-operative preparations. She suggested that 
the normal emptying time for the stomach is 4 hours and that this period of starvation would 
normally be sufficient, but then gives an example of a nine year old child who vomited lumps 
of food 15 hours later. She goes on to say that 'many minor operations and qu.ite a number of 
major ones in this series were undertaken on improperly prepared patients'. She appears to 
play down the significance of this. 

 aso on" believed a light diet was in general appropriate the day before. The exact menu 
depended on the nature of the operation. He wrote: 'the diet should be calculated to leave but 
a small residue and one whch will be quickly absorbed. The diet ordinarily given is the 
"soft-solid diet from whch  milk, productive of bulky residue, is omitted. Orange juice, to 
which a teaspoon of lactose may be added, is given with each meal.' He also suggested that, 
'Male patients are asked to employ the urinal while lying bed to accustom themselves to its 
use. Similar practice with the bed pan is of value.' On the morning of the operation an 'ether 
breakfast' consisting of a black cup of coffee, with sugar, or a cup of tea without milk, could 
be given, but was not urged upon the patient. 

~ a x s o n "  took a rather surprising view by today's standards; while conducting spinal 
anaesthesia he recommended: 'if the case requires it, the administration of food and fluids 
can be continued up to the time of the operation; indeed, fluids can be and frequently are, 
taken in small quant~t~es  while the operation is going on. In emergency . . .  all preparation 
Inay be omitted without incurring any great risk'. Indeed he was so concerned about lack of 
pre-operative nutrition that he suggests extra fluid and carbohydrate during the previous 24 
hours. Up to 3500cc should be given by mouth although a smaller amount might be given 
intravenously. He explained that consuming half a pound of good candy, or crackers and 
honey were easy ways of achieving the desirable carbohydrate intake. He was also a 
proponent of the wine enema or proctoclysis, which would provide fluid, sugar, alcohol, 
taruin and volat~le oils. IHe recommended 'a heavy sweet wine such as port, which is 
absorbed less rapidly than a t h n  bodied whte wine; 300cc are given by retention enema 
about fifteen mlnutes before the anaesthetic'. Maxson also provided a detailed pre-operative 
breakfast, snack, dinner, tea and supper menu which included the following in various 
unappetising combinations: fruit juice, heavy cream, egg, butter, rice, arrowroot cookies, 
coffee, candy, broth and gelatine in various amounts. 

Dogliotti (1939)~' warned that veq  Erequently he had cause to regTet breaking teeth or 
dentures and the consequent danger of aspiration into the Irachea. Macintosh (1940)"~ with 
particular regard to nitrous oxide anaesthesia in ambulatory patients said: 'Purgation is 
neither necessary nor advisable. Unfortunately the old-fashioned prejudice in favour of 



starvation before anaesthesia still persists, and the patient may, in consequence come weak to 
the dental chair from lack of food ... starvation is in fact a much more frequent cause of post 
operative co~nplications such as nausea, retching . . .  The patient should take an average meal 
3-4 hours before the operation or if less than 2 hours, before some sugar-containing food . . . 
eg. a cup of tea with sugar, once of barley sugar or orange juice.' For hospitalised patients he 
considered that. 'no special diet is necessary beyond the regime to which a poor sailor would 
subject himself before facing a rough sea crossing', M ~ n n i t t ~ ~  was still prescribing, in 1941, a 
light diet that might consist of fish and milk pudding in the middle of the day and a little 
soup at night. 

1945 Onwards 

With the knowledge gained through treating Second-Wodd War casualties and a growing 
appreciation of the need for evidence-based medicine, a more coherent picture began to 
emerge. In 1946 Curtis Mendelson published his seminal pape?6 on the aspiration of stomach 
contents. He examined the records of 44,016 pregnancies at the New York Lying-in Hospital 
between 1932 and 1945 and identified 66 instances (0.15 ?h) of aspiration of stomach 
contents. There were only 2 deaths, and these occurred immediately from complete 
obstruction in the subgroup of 5 patients who aspirated solid food. There were no recorded 
deaths in the group who aspirated liquid and developed pnewnonitis, which manifested itself 
with features akin to a severe asthma attack. Mendelson claimed that gastr~c emptying time 
was often prolonged during labour and it was not uncommon to vomit food ingested up to 48 
hours previously. The primary detrimental mechanism for liquid aspiration was the action of 
hydrochloric acid. He concluded that 'the dangers of fluid aspiration have been overlooked, 
for ~t is common hospital practice to urge water, tea and fruit juices throughout the first stage 
of labour. The necessity of feeding the parturient has been over-emphasised, Misinformed 
friends and relatives often urge the patient to ingest a heavy meal early in labour before 
coming to the hospital.. . the danger could readily be avoided by emptying the stomach prior 
to the administration of a general anaesthetic. The time-honoured 'finger in the throat' 
method is always available, but the oral administration of a warm alkaline solution would in 
all probability produce the same desired effect.' 

In 1951 the Association of Anaesthetists published a comprehensive report,27 which was the 
culmination of 18 months investigation by a committee into 43 cases of fatal aspiration. Two 
members, Morton and Wylie, concluded that most deaths were preventable, and were due to 
inexperienced anaesthetists and lack of precautionary measures even when indicated. 
Additionally they deliberately presented a didactic argument, because most text-books of 
anaesthetics failed to deal with this subject in a way likely to be helpful to the beginner. 
They explained the clinical situations which required precautions to be taken such as trauma, 
gastro-intestinal obstruction and obstetric cases, and stated that if it was certain that there was 
material in the stomach 'non-urgent operations for whcb a general anaesthetic is required 
should be postponed. This is a rule which should be strictly enforced. Any exceptions to it 
will be taken as precedents by un~ntelligent and uncooperative surgeons.' Furthermore 
'nurses in training cannot be expected to appreciate the importance of pre-operative 
preparation if this rule is frequently broken'. They stated that if an immediate general 
anaesthetic is required that the stomach must be emptied via an oesophageal tube, using 
repeated washngs. 

Sellick referred to Morton and Wylie's comments when he published his brief but gound- 
breaking paper"8 on cricoid-pressure in 1961. He made no comment about pre-operative 



fasting per se but reiterated the regurgtation risks In obstetric and emergency general surgery 
cases. He also suggested that a Ryle's tube be passed, but removed before cricoid pressure, 
that the patient be intravenously camdated and pre-oxygenated before induction, and 
intubated following an intravenous barbiturate and muscle-relaxant. 

The h i e ~ i a l  reports of the Confidential Engzrrry into Maternal Mortalrty do highlight the 
risks of aspiration of stomach contents. For example, during the period 1973-1975 there were 
37 anaesthetic deaths of which 13 were due to aspiration of stomach contents. Eight out of 
the nine who died from Mendelson's syndrome had been given antacids, yet in seven no 
cricoid pressure had been applied and in five i t  had done incorrectly,29 thus indicating the 
supreme importance of cricoid ma~upulation in protecting the patient. 

In 1990 reports30'31 have shown that there is no difference in gastric volume or pH in healthy 
children even if allowed free clear fluids up to 2 hours pre-operatively, Consequently there 
has been a relaxation In the guidelines regarding fasting in children to the extent that glucose 
fluid Inay be encouraged.32 

Conctusions 

Since the very first anaesthetic induction there has a wide disparity in recommendations 
concerning the optlmum pre-operative feeding and fasting of a patient about to undergo 
anaesthesia and surgery. For a period of approx~rnately 100 years a morass of conflicting 
reports and variable practice existed. A consensus about what constitutes good practice 
began to emerge after the Second World War. Subsequently the growing recognition of the 
importance of ev~dence based rned~cine, and influential works by Mendelson and Sellick 
resulted in a consol~dation of good-practice. Textbooks now recogruse the fundamental 
importance of minimising aspiration risk and are largely in agreement about how to actueve 
tlus. However, there still remain variations in method as regards children, and exact periods 
of starvation where issues of dehydration and hunger are also significant. 
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THE OEUGMS OF OPIUM 

Dr David Counsell (Abstract) 
Maelor Hospital, Wrexham 

The area from which opium originates is frequently cited as Mesopotamia, based upon 
pictorial reliefs and cuneiform texts from ancient Sumeria circa 3000 BC. The identification 
of a plant named 'joy plant', ascribed by Nelligan in 1927 to be opium is now disputed, w th  
scholars generally agreed that the mistranslated glyphs refer to a cucumber type plant. 
Pictorial reliefs from Sumer and subsequent Mesopotamian civilisations such as Assyr~a and 
Babylonia frequently depict a poppy-like plant, yet again its identification is disputed, with 
some favouring pomegranates as an alternative. 

The opium poppy (papaver somniferm) is not a naturally occurring plant; it is by definition 
cultivated, having lost the ability to self-seed and requiring the intervention of man to split 
the capsule and spread the seeds. The closest poppy is P.stigerum, which is the only other 
poppy to produce morphine and other opium alkaloids, though in much smaller quantities 
than P.somnferum. It is thought that P.stige~*um is the precursor from which the opium poppy 
was origmally cultivated. 

The earliest clear description of opium 1s provided by Dioscorides Pedanius of Anazarbus in 
his Mareriu Medica, a collection of pharmacological agents compiled during his travels with 
the Roman legions during the first century AD. Prior to this the lustory of the drug is unclear, 
and many of the theories regarding its use in societies such as ancient Egypt are at best 
speculative. 

Finds in La Cueva de 10s Murc~elagos (Cave of the Bats) near Albuiiol, in the foothills of the 
Sierra Nevada in Southern Spain, suggest a re-evaluation of the origins of opium Discovered 
in the mid-19th century, the cave contained a female 'royal' burial with accompanying 
retainers laid out in a semicircle around the queen. 

Accornpanyng the dead were a number of Esparto grass bags containing small cultivated 
poppy capsules, which botanists agree are an early form of the opium poppy. The finds have 
been radiocarbon dated to the late Neolithc period circa 4500 BC. It IS also of note that 
p.srigerum occurs naturally in that area. The finds are now housed in the Museo Archeologico 
in Madrid. 



WLLLIAM HOOPER (1818-1878) AND TEE EARLY WEEKS OF 
ANAESTHESIA M ENGLAND 

Dr David Zuck 
Past President, HAS 

The discovery of a complete Hooper ether inhaler (Figure 1) and the need to test the cla~m 
that i t  was the very apparatus used by Jarnes Robinson to anaesthetise MISS Lonsdale at the 
Gower Street house of Dr Boott on 19th December 1846 for the extract~on of a firmly rooted 
molar tooth, was the cause of this enquiry into exactly what vaporizers were used during the 
first few days of general anaesthesia in London, and into the place of Hooper's apparatus in 
the sequence of events. It was immediately obvious that the account of this period in Dr 
Duncurn's book is not sufficiently detailed.' It relies largely on selective quotes from Boott, 
Robinson, and Liston, and a little research showed that it contains some inaccuracies. 

The first thing to be established is the exact design of the apparatus that Robinson used on the 
morning of Saturday 19th, and who made it. The apparatus illustrated by Duncum, wh~ch all 
will recognise, is shown in Figure 2, but this is not the apparatus that Robinson used on that 
first occasion. In the letter that Boott received from Bigelow, Morton's inhaler IS described 
as 'a small two-necked glass and one would have expected Robinson, knowing that it 
worked, to devise something similar, whch is what he did. 

Figure 3 is the illustration of Robinson's first ether inhaler that appeared in the Medical 
~irnes.' It was described as: 'merely the lower part of Nooth's old soda-water apparatus, at 
the bottom of which are placed twenty or thrrty pieces of sponge, cut in a triangular shape, so 
as to present as many surfaces for the evaporation of the ether as possible'. Added to this was 
a mouthpiece with two valves, a breathng tube and stopcock, and a nose clip. MISS Lonsdale 
apparently had a painful unerupted wisdom tooth, and the ether worked so well that one 
wonders whether she had been taking something to relieve the pain; perhaps she was already 
premedicated with the readily available laudanurn. In any event, t h s  inhaler did not work so 
well subsequently. 

What exactly happened next is uncertain. William Squire, the medical student who actually 
administered the ether at University College Hospital while Robert Liston amputated a leg 
the following Monday, 21st December, published his account much later, on almost the forty 
second anniversa~y,~ and some details are not entirely clear. Williarn was the nephew of Peter 
Squire, who was pharmacist to the Queen, and a friend of Liston. William reminisced that he 
heard about Morton's use of ether born Liston on Saturday, December 19th. It seems that 
Liston was already aware that Robinson had successfully extracted a tooth without pain, but 
that a second trial had not been a success. So Liston had taken some ether from the hospital 
to either Boott's or Robinson's house, in case the fault lay with Robinson's ether; but 
William's impression was that the glass vessel used was too small, and he thought that 
Robinson had gone on to hy a sponge covered with a cloth, with more success. Liston then 
took Willialn to Peter Squire's establishment in Oxford Street, where he says that ether was 
gven on a sponge to one of the assistants. There was coughmg, some excitement, then 
jnsens~bility, but not of long duration. Also there was a strong smell of ether, and it seemed 
better if a stronger store of vapour were built up and contained in a vessel. So Peter Squire 
improvised a suitable inhaler, and William described it, forty two years later, in accordance 
with this ~llustration, (Figure 4) which is taken Rom ~ u n c u m . ~  



Figure 1 

Figure 2 



This illushation first appeared in the Piwrmaceulicul Journul,6 and Duncurn says that i t  was 
the apparatus used on December 21st; but in early January 1847 Peter Squire himself 
published a rather different illustration (Figure 5). Squire was president-elect of the 
Pharmaceutical Society of Great Britain, and this apparatus was depicted in the 
Pharrnaceulrcal ~ o u r n a l . ~  

According to the description it 'resembles a Nooth's apparatus - a sponge wetted with ether 
being placed in the upper part ...' The vapour, being heavier than air, descended to the lower 
vessel, to whch was attached a flexible tube, a valve to prevent the expired air re-entering the 
vessel, and a mouthpiece. Squire stipulated that the ether should be washed w ~ t h  water to 
purify it. 

So this was the inhaler used on December 21st. It has always seemed strange that the two 
earliest apparatuses used in London, Robinson's and Squire's, both made use of Nooth's 
apparatus, and a case could be made out that William Squire described Robinson's inhaler to 
h s  uncle, and that Peter improved its vaporizing properties by the addition of the upper 
vessel. If that were so, we have to grant priority to Robinson. Squire, some three weeks 
later, s a ~ d  of his first inhaler that 'the temporary apparatus, which I hastily put together for 
Mr. Liston . . . was aftenvards much improved . . . '. The unproved version was demonstrated 
at a meeting of the Pharmaceutical Society on January 13th 1847 and illustrated in the 
.Journal. It is the one (Figure 4) we are familiar with.8 Returning to 19th December, in a 
letter to the Lancet, dated December 21st, referring to MISS Lonsdale's anaesthetic, Boott 
wrote: 

' . . . the same apparatus was used in three or four cases afterwards, and failed in each 
case to produce insensibility. I attribute the failure to the defect of the valve in the 
mouthpiece, by wluch the expired air was returned to the bottle, instead of passing into 
the room. The valve was a ball and socket one, and required a very strong expiration to 
make it act freely7.' 

From this one would understand that these failed attempts followed immediately, but 
Robinson, describing these same ~ncidents, (the first two trials in England), wrote: 

'that on Dec.l9th, by myself, in the case of MISS Lonsdale, in which I used a very 
imperfect apparatus, hastily got up, and whlch was condemned for its ill success In the 
cases on the 20th and the memorable operations of Mr Liston on the 21st at  the 
Hospital of University College, in which he was assisted by Mr Squires (sic), who used 
an apparatus of h s  own construction to induce the state of insensibility into which the 
patients were thrown'. 

This raises the question of whether there were failures on both the 19th and 20th. Also, 
nowhere does Robinson suggest that Squire copied from him. Having got the preliminary 
hstory out of the way, Robinson continued his account: 'having had another apparatus 
constructed . .. I tried it for the first time on my servant . . . '. In a letter to the Medical ~ lmes l '  
he wrote that it was made for him by Mr.Elphick of Castle Street, Oxford-Street (which, 
before the introduction of numbered postal districts was the way of distinguishing ths  Castle 
Street, now Great Castle Street, from others). Finding that the inhaler worked perfectly he 
proceeded to use it for some weeks at least, in his practice, and in several hospitals, in the 
presence of a number of eminent observers, medical and lay. John Snow was among them. 
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On December 28th Robinson described and illustrated h ~ s  inhaler in his treatise (Figure 6), 
and form, is now manufactured by Mr.Hooper, Operative Chemist, of Pall Mall ~ a s t ' . "  he 
added a footnote: 'An apparatus constructed on similar principles, but of more elegant 
Nowhere does Robinson say that he had an inhaler made for him by Hooper, and since he 
already had Mr Elphick's that worked perfectly, why should he go to the expense of another? 

The first appearance of Hooper in the literature of ether anaesthesia was actually in the 
illustrated London News of January 19th, 1847.'' (Figure 2) As related by Duncum, this 
reported that the apparatus used by Robinson on December 19th had been made by Hooper 
of Pall Mall, to the specification of Dr Boott and Mr Robinson. It is on tbe basis of this 
statement that the claim for the Hooper inhaler was first made. 

The Association of Anaesthetists library has the 1847 volume of the Illustrated London News, 
and when one examines exactly what was said it becomes clear that in the crucial third 
paragraph hvo separate pieces of information have been conflated. The article gives a 
general account of the introduction of ether anaesthesia from Boston to London, and a 
specific description of M s s  Lonsdale's anaesthetic as described by Boott. In the crucial third 
paragraph, the first sentence, in the past tense, refers to Miss Lonsdale, while the second, 
mentioning Hooper's apparatus, in the implied present tense, relates to the general account 
and the continuing use of ether; but Dr Duncum misleadingly added the words 'on [his 
occasion', which do not appear in the Illustraledbndon News report at all. So putting all this 
together, it is clear that the Hooper inhaler was not used by Robinson on 19th December, or 
even during the following week; and the claim has now been withdrawn. 

William Booper 

William Hooper died at the age of 60 on September 24th 1878, so he was born in late 1817, 
or the first eight months of 1818. He was registered as a member of the Pharmaceutical 
Society in 1842, at the age of 24, and had a business as an 'Operative Chemist' at 7 Pall Mall 
East. (Pall Mall East is at the north-west corner of Trafalgar Square). It was developed during 
the early 1830s, and Hooper's establishment was well sited, being opposite the newly-built 
Royal College of Physicians. 

Hooper made a couple of contributions at meetings of the Pharmaceutical Society in 1843, 
and h ~ s  next was at the meeting of the Society held on January 13th 1847. This was fully 
minuted in the Pharmaceulrcal Journal, but the description in The Lancer is best for giving 
the sense of occasion: 

'The lecture-room of the Society was crowded this evening with members of the 
Society and medical men, to hear a paper on Mr. Squire's instrument for the inhalation 
of the vapour of ether, and to see and hear descriptions of other instruments for the 
same purpose."4 

It continued with an account of Squire's paper and his appeal for reports and analyses of any 
failures to anaesthetise, or of ill effects. He stressed the importance of using washed ether 
rather than the ordinary wectified product, and of ensuring that the patient breathed only 
through the mouthpiece and not also through the nose. 
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The next speaker was Hooper, who 'gave an account of lus apparatus, or rather, of 
improvements which he had made in the instrument suggested by Dr. Boott and Mr. 
Robinson, and which had received their sanction.' It had since been modified and improved, 
had been used in a great many cases, and had never yet failed to produce the desired effect. It 
resembled Mr Squire's apparatus, but had a double stopper, which could be used to modify 
the amount of air being drawn through the apparatus. He had improved the valve in the 
breathing tube, and devised a more flexible mouthpiece, which could be applied closely to the 
mouth. He considered it important that the patient should not breathe free atmospheric air 
under any circumstances, but only that which had been mixed with ether vapour in the 
inhaler. He enumerated a number of cases at various hospitals in which he had used the 
apparatus with success. l 5  The Lancet report concluded, entertainingly, that: 

'It would be unprofitable to follow the varlous remaining describers of instruments 
which were exhibited, many of which had not been tested in practice: they were really 
so numerous, that it would appear that the whole scientific portion of the members of 
the Society, as well as that of many others, had been employed in inventing and 
contriving means for administering the vapour of ether. The modifications attempted 
were from the most elaborate and complicated pieces of machinery to mere bladders 
with an elastic tube and stop-cock, the latter having the advantage of not being 
protected by either 'caveats' or 'patents.' Whatever the form of instrument, however 
exh~bited, it was remarkable that each and every one had answered the purpose for 
which it was intended; and in this respect, the mere bladder and pipe had been as 
efficacious as the patented and more expensive items. The object of the exhibition at 
least was answered, for each had an opportunity of exhibiting his adopted, and, like a 
fond parent, saw advantages in his own offspring which he failed to find in that of 
others.' 

During discussion it was mentioned that for many years the vapour of ether had been used 
with the same intenlon, and the same effects, as nitrous oxide, and a member reminisced that 
he had known instances in which the ether had been inbaled from a bladder with the effect of 
producing intoxication, by boys in the street, and the proceeding was only checked by a 
coroner's inquest. 

The President summed up that while each piece of apparatus exhib~ted appeared to answer 
the purpose for which it was intended, the simplest, if effective, must eventually be the most 
useful. 

Hooper's Apparatus 

Hooper published an advertisement in The Times three days later on January 16th.'~ Reports in 
the journals show that he sold a number of his rnhalers very quickly. Outside London it was in 
use in East Retford on January 14th, Spalding round about the same time, Beccles and 
Maidstone before January 20th, Derby, Strood, Newcastle Infirmary, and Brlstol Royal 
Inf i iary .  At the Queen's Hospital, Birmingham, what was described as Professor Parker's 
modification of Robinson's apparatus was in use. Hooper himself anaesthetised a patient for the 
extirpation of an eye by Mr Lawrence on January 15th. The following day, Saturday 16th, he 
anaesthetised at St Bartholomew's for the removal of a finger, but without much success, the 
patient subsequently admitting to being a heavy drinker. Hooper's assistant, Mr Griffin, gave an 
Anaesthetic at the Western Institute for Diseases of the Eye, (it appears that Robinson had sent 
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out a circular asking for reports of etherizations. He collected and published a number of 
replies and newspaper reports in his treatise, but some are imdated).17 

Most of this activity by pharmacists, and even by dentists, faded away soon after John Snow 
demonstrated his metal ether inhaler,'' and made his debut as a hospital anaesthetist on 
Thursday, January, 28th at St George's Hospital; and there the Hooper story would have 
ended, but that the report of his remarkable communication to a meeting of the 
Phannaceutical Society, dated April 14", indicated that he was a man worth spending some 
time researching.lg Robinson, as early as the third week of March 1847, had started to 
investigate the effect of gving a few breaths of oxygen at the end of the anae~thetic.~' He 
found that patients recovered more quickly and fully. At the meeting on April 14th Hooper 
described and demonstrated a modification that he had made to his inhaler at Robinson's 
request, so that oxygen could be given or not, as required, during the anaesthetic. He said he 
was happy that phys~ologists were beginning to take an interest in the matter, and although in 
his opinion there was no danger in inhaling ether vapour in air, he has no doubt that 'every 
operating Surgeon and Dentist will adopt' the use of additional oxygen. There is no 
information about how the oxygen was prepared or stored. 

Hooper continued with a remarkable statement. Many fully etherised subjects had reported a 
mental sensation analogous to drowning, with memories of childhood coming to mind. But 
his personal experience and observations had brought him to believe that full ethensation is 
not necessary for the relief of pain: 

'I look on this fact as of the greatest importance, and whch will cause ether to be a 
Beater blessing to mankind than we originally contemplated - the idea of losing the 
mind having been a great impediment to its use. The five senses appear to be peculiarly 
independent of each other, as far as the effect of ether is concerned, inasmuch as that of 
smelling is the first we are deprived of, then that of taste, followed by that of feeling, 
whilst the sight and hearing remain, and the mind of the patient is perfectly quiescent. 
At this stage the operation should be commenced by the patient's direction. I quite 
expect the day will arrive when patients will conduct the inhalation themselves . .. ' 

The sort of unpleasant experience that was putting people off general anaesthesia was 
descnbed by Robinson's supplier of dental equipment, W Dixon, in a letter of December 
29th 

'The sensation of giddiness now came on rapidly ... thoughts of home and its little 
inmates came, and from them it seemed as if some power was tearing me away . . . . My 
thoughts now became fixed on a peat  struggle which seemed going on between a good 
and evil principle . . .  there was a straining of every faculty towards the supposed 
contest, my eyes seemed as though they would burst from my head.' 2 1  

For this early period, Hooper's observation about the stage of ether analges~a and the 
possibility of self-administered inhalational analgesia is a very remarkable one. At the end of 
his communication Hooper observed that ether acts more efficiently and pleasantly on an 
empty stomach, and that a meal shortly after its use prevents nauseating and depressing 
effects 
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During the next few months Hooper designed a portable ether inhale?' (Figure 7), an 
etheriser for veterinary use2' (Figure 8), and towards the end of the year a chloroform 
vaporize?4 (Figure g), but by then his attention was probably becoming far removed from 
anaesthetics. A serendipitous enquiry on the World Wide Web showed that his career had 
taken an astonishng change of direction. 

Hooper had become interested in the chemistry and technology of the very recently invented 
process of vulcanising India rubber, and he wanted to introduce t h s  compound into medical 
equipment. The effect on natural India rubber, (or latex as we now call it), of sulphur or 
metallic sulphides, was discovered by 1842 in New York by Charles Goodyear, as a result of 
some serendipitous experiments. The effect was that the rubber became impervious to the 
usual solvents, unaffected by temperature change, much more elastic, and mouldable. A 
process based on Goodyear's discovery was patented in the UK by Thomas Hancock in 1843. 

So Hooper was very quick off the mark. In 1845 he established a factory for introducing t h s  
new material into the manufacture of medical equipment, in Mtcharn, S~urey. Mitcham, at 
that time an idyllic village celebrated for its lavender fields, and a centre for perfume 
production, was begnning in the face of strong local opposition to become industrialised, 
with the spread of the railways across the south of England. Without rubber, breathing tubes 
for anaesthetic inhalers would have been a problem, so the invention and its exploitat~on 
came at just the right time. 

Hooper's invenhveness continued to flourish. Those who remember the battle against 
bedsores during the late 1960s and early 70s, and the innovatory inBoduction of the water bed 
and the ripple mattress, will be surprised by the advertisement shown in Figure 10. Hooper's 
hydrostatic bed was introduced during the 1850s, and was still in production at least until the 
mid-70s. tt was exhibited at the 1862 International Exhibition together with a hydrostatic 
cushion and bed lift for invalids about which, unfortunately, no information is avai~able.~' 
But the most far-reaching result of Hooper's interest in vulcanised rubber was a complete 
surprise. Apart from its med~cal applications, he somehow became interested in the use of 
rubber to insulate electrical cables and developed a process for manufacturing them in 
continuous lengths. This took b m  into the cable industry, and eventually into the laylng of 
submarine telegraphy cables. 

Submarine Telegraphy 

The history of the development of telegraphy runs closely parallel to that of inhalational 
anaesthesia. Morse, after some ten years of effort and lobbying of ~ o n g r e s s , ~  really got 
telegraphy going in 1845. The first attempt to lay a trans-Atlantic submarine cable was in 
1857, but it failed disastrously. The official electrician, Dr Edward Whitehouse, a surgeon 
and self-taught telegraphist, had formed the idea that signals should be sent through srnall 
diameter cable at very high voltage.27 When the cable laying was completed in August 1858, 
and signals started to be sent, what happened could have been predicted by any schoolboy. 
The cable overheated, the gutta percha insulation melted, and the system stopped working 
within less than a month. 

The situation was rescued by William Thomson, later Lord Kelvin, who showed that what 
was needed was to transmit at low voltage through large diameter cables. The next trans- 
Atlantic cable was completed in July 1865, but there were still problems with the gutta 



percha, and Mooper's rubber-insulated cable was proved to be superior.28 This brought him 
contracts from the Indian Government for connecting with Ceylon and the Persian Gulf In 
1870 he formedHooper's Teleg~aph Works Limited in Mitcham. Probably his biggest 
contract was producing and laying the 2,300 nautical miles of cable connecting Vladivostock 
to Shangha~ and Hong Kong. In 1873, to lay cable off the coast of Brazil, Hoopers built the~r 
first cableship, the C S Ilooper. At the time it was the second largest cableship in the world, 
second only to Brunel's Great Eastern. In all, Hoopers built four cableships before the end of 
the 1870s. 

Hooper died on September 25th 1878, after what was described on his death cert~ficate as an 
obscure disease of the brain of some months duration. I le was aged sixty, and had 
accomplished a great deal during his life. B s  estate was valued at £85,000, a very 
considerable fortune in those days. In his will he mentions ten surviving children, He appears 
to have been the perfect example of an inventive, enterprising Victorian entrepreneur. 

Two conclus~ons can fairly be drawn. The Hooper inhaler was not used by Robinson on 
December 19th; and that while the history of surgery is just the history of surgery, the history 
of anaesthesia has no bounds. 
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CRAIVFORD W LONG - STILL AN ENIGMA 

Dr Ilenry Comor 
Honorary Research Fellow, Centre for the History of Medicine 

University of Birmingham 

This paper describes what is known about Crawford W Long and of the circumstances in 
which he worked, in an attempt to explain why he delayed publ~shing his work on the use of 
ether vapour as a surgcal Anaesthetic. 

Long's work on etherisation 

Lf William Clarke really did give a successful dental anaesthetic in January 1842,' then 
Crawford Long of Jefferson, Georgia (USA) was not the first person to use anaesthesia, but 
he was the first to give ether for a surpcal operation, and was certainly the first person to 
accunlulate a series of surgical anaesthetic successes. There is documentary evidence that 
between March 30th 1842 and prior to October 16th 1846 (the date of Morton's 
demonstration at the Massachusetts General Hospital), Long had used ether successfully on at 
least eight  occasion^.^ According to lus wife, he was also the first to practise obstetric 
anaesthesia when he gave ether to her during the delivery of their daughter, Frances, on 
December 27th 1845.' Frances Long Taylor gives the year as 1847 (reference 7), but was 
perhaps being vain about her age. 

Long made no secret of h s  use of anaesthesia but he did not publish his work until 1849:' 
when friends eventually persuaded h m  to lay claim to the priority in its use. There has been 
much speculation over th s  delay In publication. At the very least, Long might have been 
expected to write a short paper, or even a letter, after he read, as he tells us: an editorial on 
the operation at the Massachusetts General Hospital in the Medical Examiner of December 
1846. Long stated that he did start a communication to the editor of the Medical Exammer, 
but 'was ~ntermpted when I had written but a few lines, and was prevented by a very 
laborious country practice, from resuming my communication' and that, after readmg the 
January edtion of the Medical Examiner which contained several more articles on surgical 
etherisation, he decided to wait a few months to see if anyone would lay claim to having used 
the technique before March 30th 1842.~ He goes on to say that he then delayed further, due 
to the competing claims of Jackson, Morton and Wells, before he could definitely establish 
the date when ether was first used. Some years later, when Jackson visited Long on March 
8th 1854, Jackson asked Long why he did not make known the results of his own work when 
he had heard the news from Boston. According to Jackson, Long replied that: 'when he saw 
my dates, he perceived that I made the discovery before lum, and that he did not suppose that 
anything done after that would be considered of much importance, and that he was awakened 
to the idea of asserting his claim to the first practical use of ether in operations, by learning 
that that such claims were set up by others for this merit'.' 

By 'made the discovev' Jackson meant having first had the idea of using ether vapour to 
relieve pain, rather than having actually used ether for tlus purpose. He was still trying to 
claim to priority as late as 1854. Young quotes from a letter written by Long to show that 
Long did not accept Jackson's claim.Long also stated that, before publishing, he wanted to 
try ether 'in a suftic~ent number of cases to fully satis@ my mind that anaesthesia was 



produced by the ether and was not the effect of the imagination, or owing to any particu.lar 
insusceptibility to pain in the persons experimented upon'.' In fact he already had good 
evidence on this point in two patients by January 1845. On September 9th 1843 he had 
removed three tumours from one patient on the same day, using ether for one of these 
operations but not for the other two. The operation under ether was painless, but 'the patient 
suffered severely' during the others.' Then on January 8th 1845 he amputated two fingers, 
again on the same day, on a boy with neglected bums. One operation, which was done under 
($her, was painless whereas the other, without ether, caused pa~n.6 Long also s a ~ d  that he was 
keen to use ether 'in a more severe surgical operation'4 before he published, but of course 
capital operations were very infrequent in his practice. He must have known that it could be 
years before such an opportunity arose, so why did he not publish the very considerable 
evidence which he had accumulated by early in 1845? Perhaps an answer can be found in a 
study of the man himself and of the circumstances in which he was working. 

Crawford h n g :  The Man 

It is evident that Long was intellectually very bright because he entered college at the 
unusually early age of fourteen, and graduated second i.n his class when only nineteen.' He 
then returned to his home town of Dan~elsville as principal of the town's academy, before 
moving to Jefferson as a pupil of a Dr Grant He then studied for one year in the medical 
department of Transylvania University in Lexington, Kentucky, followed by a further year in 
the medical department of the University of Pennsylvania in Philadelphia. After graduating in 
1839 he spent a further eighteen months of study and training in hospitals in New York 
where, according to h ~ s  daughter, he was held in high regard. He appears to have been 
ambitious because he wanted to set up in practice in a large city, but deferred to his father's 
wish that he should return to Georgia. Here he bought the practice of his old teacher, Dr 
Grant, In what was then the remote and isolated little town of Jefferson, and a far cry from his 
ambition of practising in a large city, though his daughter says that he regarded it as a 
temporaw post until a better opening came up.* He did move, first to Atlanta, Georda in 
1850, and then in 1851 to Athens, G e o r ~ a  where he was in partnerslup with I s  younger 
brother. 

First hand accounts whch tell us much about Long's character and personality have sunlived 
from Joseph Jacobs, his pharmacy student in ~thens:  Dr I M Goss, who was in practice in 
Jefferson after  on^," the Chancellor of the University of G e o r ~ a  who gave the address at 
Long's funeral," the editors of the  Soztrhern Medrcal and Surgical ~ o z ~ . n a l , ~  two professors 
at the University of ~eorgia , '  Charles T ~ a c k s o n , ' ~  and from his wife and daughter.I4 
Although one must be cautious about the objectivity of opinions expressed by his wife and 
daughter, they make no claims about h ~ s  character wh~ch are not corroborated by others. 
Long is described as a devoted family man,9 quiet and unassuming, gentle and  gracious^ 
even-tempered and gentleman1 l0 a digtufied man who scorned boastfulness and 
pretension,M tllorovghly truthful> and honorable in all respects." However, the attribute 
which is most striking, because it is mentioned time and again, is his modes Jacobs 
describes him as 'retiring and modest7: Jacbon as 'very modest and retiring"and the 
editors of the Sourhertz Medical ctnd Sztrg~cal Journul as 'exceedingly modest in his 
pretensions'.12 h the oration at his funeral it was said that he was 'modest, even to the verge 
of hmidty' and 'reticent of his own merit, reticent, too, of his troubles, lest he should disturb 
the happiness of others'". Although described by Jacobs and Jackson as 'retiring', t h s  
adjective must apply to his aversion to self-pretension, for he was certainly gregarious; was 



an excellent host in the 'old-fashioned Southern tradition'I4 and had many friends.9 He was 
fond of danc~ng and of hunting and fishing, enjoyed horse racing (but did not bet) and was a 
fine whist player.'4 He was also a man of 'extensive erudition'I0 with a considerable 
knowledge of Shakespeare's plays, from which he often quoted.9 He was fond of poetry, 
especially Burns, Byron, Shelley and Keats, of the novels of Scott, Thackeray and Wilkie 
Collins, and of Macauley's historical works.g Under the pen name of 'Billy Muckle' he 
wrote humorous sketches for a local newspaper, often gently poking fun at the local 
politicians, who he never named but who were usually recognisable to those 'in the know.'g 

Long owned a few domestic slaves who he regarded as 'wards of his care and benev~lence' . '~ 
One of his letters, written when he was away from home, showed considerable concern for 
one of the slaves who had fallen ill during lus absence.I6 He believed that 'the great body of 
slaves should gradually be emancipated under regulations that would be beneficial to them 
and equitable to their o ~ e r s . " ~  He opposed Georgia's secession from the Union but, when 
secession was announced, an event wh~ch he described as 'the worst day of my life'," he cast 
in lus fortunes with his native slate and took charge of a military hospital.15 

Long was 'beloved and respected by all classes'14 and 'esteemed by everyone'.I0 He was a 
man of great energy1' and worked hard.14 In business, as the CO-owner of the largest 
pharmacy in northeast Oeorgia at the start of the Civil war,I8 he was 'exacting and particular 
in business details' and required order and system in the day-to-day manage~nent.~ 1t was 
said of him that he 'assumed nothng'," an observation which may be relevant to his 
experiments wth  ether. As a doctor, he was always abreast of improvements10 and read both 
the hnerican and British j o ~ r n a l s . ' ~  In Jefferson he built up a large and lucrative practice 
and, because he was r e c o p s e d  as a skilful sur eon, was often asked by colleagues to travel 
long distances to assist in difficult operations.'' Goss wrote that: 'Long's opinion is sought 
far and near by the profession from the fact that the people are satisfied with any physician, if 
he but procure Dr. Long's opinion'.10 Goss also described Long as: 'a very eminent 
practitioner and a surgeon of as high repute as any of his age in the South', add~ng that he 
was also one of the best pathologists In the South.'O 

Public and professional attitudes to Long's work with ether 

dthough the local people evidently respected Long's abilities as a physician and surgeon, 
they were unsettled, even frightened, by his work on anaesthesia. Dr J K Groves, who was 
Long's first student and who entered his office in May 1844, later wrote that: 'Owing to the 
prejudice and ignorance of the local populace, Dr Long was prevented from using ether in as 
many cases as he rn~ght have'.20 Long's daughter described the 'fears of the people, who 
had become very much excited over the powers of ether'," and that 'Long was considered 
reckless, perhaps even mad. It was rumoured throughout the country that he had a strange 
medicine by which he could put people to sleep and carve them to pieces without their 
knowledge'.22 HIS daughter also claimed that friends urged him to stop his work with ether 
for fear that he would be lynched if a fatality occurred,22 though this was never mentioned by 
Long or any other contemporaneous source. Two people, one a doctor and the other a 
doctor's wife,23 described Long's use of ether as having been 'notorious' throughout the 
district, but t h ~ s  adjective was probably used to mean that it was well known wthout 
necessarily implying any unfavourable connotation. Long's wife wrote that he used 
anaesthesia 'whenever he could induce his patients to submit to the "dangerous &g" ',l4 and 
Long himself wrote of his first case that 'As an inducement to Venable to allow himself to be 



the subject of such experiment, my charge for the operation was merely nominal, $2.00, ether 
25 

If Long had hoped that his discovery might engender a more enthusiastic response from h s  
professional colleagues in Georgia, he was to be disappo~nted. One college student in Athens, 
Georga, later recalled that the wonderful discovery of anaesthesia was the talk of the town 
and was the subject of a lecture by the professor of chemisby, Dr Le Conte, in 1845,~' but 
there is little evidence that practising doctors were prepared to try ether. In May 1843 Dr R D 
Moore and Dr Joseph B Carlton of Athens discussed using ether in an operation but, as they 
had none immediately available, they went ahead ~ i t h o u t . ' ~  Subsequently, in November or 
December 1844, Carlton did use ether for a dental extraction2' but, as t h s  was done in Long's 
office, it is likely that the administration was supervised by Long. There is no recorded 
instance of any other doctor in Georga using ether before 1847, and indeed Long's daughter 
was to write later that: 'To my father's disappointment, the older medical men of the vicinity 
and neighbouring towns were sceptical of his claims, all the while expecting a fatal result 
from one of his experiments'.26 

Long described how, at  thls time: 'there were physicians high in authority, and of justly 
distinguished character' who were advocating mesmerism for the prevention of pain during 
surgery.' Long was not impressed by the reports which he had read on the use of mesmerism 
for this purpose, but the early to mid-1840s were the high tide of enthusiasm for this 
t echque .  Elliotson published h ~ s  results in 1 84327 and Esdaile in1 846.28 More importantly, 
from Long's perspective, there was considerable enthusiasm for mesmerism among senior 
practitioners in the southern states of America. In particular, as Boland has pointed out, two 
of the proponents, who Long described as 'high in authority', were L D Dugas and P F Eve, 
professors of surgery in the Medical College of Georgia in Augusta and CO-editors of the 
Soz~thern Medical and Surgicul ~ b u r n a l . ~ ~  Both published reports on painless surgery in 
mesmerised patients, including two mastectomies by Dugas in 1845.~' The extent of the 
confidence in mesmerism in the southern states is reflected in an editorial, quoted by 
~uxton:' in the New Orleans Medical and Surgical Journal in 1846 following publication of 
the successful use of ether In Boston: 'Why, mesmerism, which is repudiated by the savants 
of Boston, has done a thousand times greater wonders and without any of the dangers here 
threatened. What shall we see next?'. The lay public were also familiar with mes~nerism 
through the exhibitions given by itinerant lecturers and, as Long's daughter recorded: 'It was 
difficult to persuade the people ... that the inhalation of a drug could produce insensibility to 
pain: that this unconsciousness must be from the mesmeric powers of the young surgeon, 
they could believey.*' 

Long's quandary 

Having established some facts about Long himself and about the circumstances in whch he 
was working, let us now try to put ourselves in his shoes. It is, let us suppose, the spring of 
1844. Long is a bright and ambitious 28 year old. Three years ago he had set up in 
independent practice in a very rural area, not perhaps what he had been hoping for, but h s  
practice is expanding, he has just taken on his first student, and it cannot be long before a 
better opportunity comes up. He has been married for two years and he and his young wife 
ha\~e just started a family. It is also two years since he discovered that the inhalation of ether 
could be used to produce insensibility to pain during surgical operations. Opportunities to 
substantiate this wonderful discovery have been few and far between, but he has now 



accumulated four or five cases - surely enough to make people sit up and take notice. 
Although Long has not published his results, neither has he made any secret of his work 
which is well known in his native state of Georgia. But there has been no acclaim, no-one is 
clamouring on his door to congratulate him and to ask how it is done; indeed, quite the 
opposite. The local people are frightened of this mysterious and powerful drug and 
unfounded rumours, based on ignorance, are fuelling their anxieties. 

One or two of his younger medical colleagues have expressed some interest, but none of them 
has hied using ether. As for his senior colleagues, they are sceptical of his claims and are 
predicting that, sooner or later and probably sooner, one of h ~ s  patients will die from the 
eKects of the ether. Moreover, most of them can see no need for it, because the work being 
done in the local medical college by two of the most respected surgeons in the state is 
confirming that mesmerism is not only effective for the relief of surgical pain, but is also 
perfectly safe. Long IS  in  a quandary. He is as sceptical of the value of mesmerism as his 
older colleagues are of his use of ether. A less reticent man would publish his results and set 
the scene for what might well prove to be a bitter argument, rather than a scientific debate, 
with the older men; but this is not a scenario which the modest, unpretentious Long can 
contemplate with equanimity. 

There 1s also, still, a ruggllng uncerta~nty at the back of h ~ s  m~nd Perhaps h ~ s  small group of 
patlents IS, by chance, In some way atyp~cal In thelr responses to elther pan or to the ether 
Itself There was, of course, the lady from whom he had removed three tumours In the fall of 
last year and In whom only the operation done under ether had been palnless That had made 
an atyp~cal response to paln Improbable, but ~t was only the one case Long IS a man who 
assumes nothlng and one who IS particular and exactlng In matters of detall HIS m~nd 1s 
made up, he must collect more cases before he can publ~sh 

Long has to wait from the spring of 1844 until January 1845 before he is agaln able to test the 
effects of ether, but the case which then presents IS ideal for his purpose. It JS the boy who 
requires amputation of hvo fingers. Long amputates one finger, painlessly, under ether and 
the other, without ether, but \nth considerable suffering. Now, surely, he has irrefutable 
evidence of the efficacy of ether but, as he prepares to start writing he receives news which 
causes him further uncertainty. Only a fortnight or so after he has amputated the boy's finger, 
Long hears of Horace Wells' disastrous demonstration of nitrous oxide wluch took place In 
late January 1845.~~ Southern courtesy forbids that the advocates of mesmerism should taunt 
Long about the failure of this pharmacological method of inducing insensibility to pain, but 
Long knows that they are triumphant. Yet it is not Wells' failure in itself which haunts Lon 
but the fact that Wells had previously used nitrous oxide successfully on fifteen occasions. ?i 

For Long, who has still only used ether on five or six occasions, the lesson is obvious; he 
must collect still more cases and preferably at least one capital operation. 

Then, sometime in December 1846 or early January 1847, when he still has only eight cases, 
Long reads the edtorial in the Med~cul Examiner on Morton's use of Letheon, described as 
an 'ethereal solution of some narcotic s~bstance ' .~  Long knows that it is ether itself which 1s 
the active agent. He starts writing a lener to the editor of the Medical Examiner, but tells us 
later that pressure of work prevented him from completing it.4 Can Uus really be sol We 
know that Long has a busy practice, but he is an energetic, hard working 3 1 year old and this 
is a subject on which, in the face of considerable local opposition, he has been working for 
the last three a half years. It would not take long to write the letter He has only to say that i t  



is ether itself whch induces the insensibility to pain and that he has used it on eight 
occasions, gving some brief details of his cases. I suggest that ~t 1s not pressure of work but 
disappointment, bitter disappointment, which prevents Long from completing his letter. He 
does not admit this, of course, this man who is always 'reticent, too, of h i s  own troubles'." 
Inwardly, however, he is brooding and frustrated. If only he had had the courage of h s  
convictions and had published his results sooner; if only the local people had not been so 
irrational in their fear of ether, he would have been able to accumulate the necessary 
experience so much morc quickly; if only he, too, had had access to a major teaching hospital 
where colleagues would have understood and appreciated his work; if only.. . 

A few days later Long receives the January number of the Medical Examiner. which contains 
accounts of further etherisations. He decides that he will wait a few months to see if anyone 
will lay claim to having used ether before March 30th 1842.' Perhaps he is also aware of 
some of the failed attempts with ether, and he certainly knows that the proponents of 
mesmerism are still scornful of the benefits of ether.31 At this stage, Long decides there is 
nothing further to be lost by waiting. As he waits, the dispute over Morton's patent is 
followed by the bitter squabble over priority beheen  Jackson, Morton and Wells. N I  of this 
is intensely distasteful to Long, a man who is honourable in all respects1' and who detests 
pretension.'%e wants no part in this unseemly debacle, and comes to accept that he has 
missed his chance of fame. The retiring and unassuming Long learns to be content with tus 
own knowledge of what he achieved, and is fully occupied with his thriving practice and 
growing family. As etherisation becomes an established fact his patients, once so fearful and 
suspicious of his experiments with ether, now treat their clever and able young doctor with 
growing respect and affection; this alone is sufficient reward for the ~mately modest young 
doctor. 

It is not, however, sufficient for his previously unsupport~ve medical colleagues, who tell h m  
repeatedly that he will not be doing himself justice if he does not press his claim for priority 
in the use of etherisation. Perhaps they are also keen to see that honour bestowed on a fellow 
Georgian rather than on a cocky northemer. Long initially resists their persuasion but then, 
sometime in 1848, he is invited by Professor Paul Eve, one of those 'high in authority' and 
co-editor, with Dugas, of the Southern Medical andsurgical Journal, to visit him in Augusta 
to discuss how he might prosecute his claim.29 There is no record of their meeting but Long 
1s persuaded and his paper is published by Eve the following year,3 bringing, no doubt, a 
certain kudos to Eve's journal as well as to Lon? Subsequently Long gives at least two 
further lechmes in Georgia to re-inforce his claim; '35 but they contain no new information 

Ironically, Long's work is now forgotten, at least by those who do not know him, until a year 
before his death when it 1s revived by Dr J Marion Sims (of the Sims speculun) in a paper in 
the Virginia Medical Monthly in 1 877.36 This paper causes Long some annoyance because, 
through no fault of Sims, it contains a claim by Dr P A Wilhite, one of Long's former 
students, that it was he who first suggested to Long that ether could be used as an anaesthetic. 
This would have been impossible because Wilhite had not entered Long's office until at least 
two years after Long first used ether. Long writes to Wilhite to polnt out his m~stake for 
which W i h t e  subsequently apologises, but neither of them writes to correct it in the Virginia 
Medrcal Monthly, and as Siins has by this time left for Europe, the error is not publicly 
corrected until 1893.'' In the meantime Wiltute's clarm is reiterated by Foy in 1889~' and 
subsequently perpetuated by Nevius in 1 894,'9 ~urroughs Wellcome in 190p0 and Fulop- 
Miller in 1938.~'  



A Final Conundrum 

We shall never know whether the suppositions in the preceding sectlon are correct. They are, 
perhaps, as near as we shall ever get to the truth, and the story of Crawford Long will always 
remain an enigma. Three of his  biographers have left us with a further conundrum. Young, 
writing in 1897, stated that a statue had been erected to his memory in ~ a r i s . ' ~  In 1908 Goss 
wrote that 'a report has been circulated that a statue to the honor of Dr Long has been placed 
in the City of Paris, France, but I am not informed as to the accuracy of such report3:' and in 
1912 Buxton stated that there was a ~iiemorial to Long in Was there ever a statue or 
memorial to Long in Paris? If so, where is it now? It is unlikely that there had been 
confusion with the statue of Horace Wells in Paris because Young was writing thirteen years 
before the statue of Wells was unveiled on March 27th 1910. '~ 
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A SURGEON'S IMPRESSION OF CHLOROFORM AND ETHER 

Dr Anne Florence 
Retired Consultant Anaesthetist, L~verpool 

In 1765 Matthew Turner, a chemist and erstwhile surgeon oFLiverpool, prepared sulphuric 
ether for local physicians to use in the treatment of a variety of ailments. Later, in the early 
1840s following the purification of chloric ether by David Waldie in the laboratory of 
Liverpool's Apothecaries' Hall several physicians found this new chemical, chloroform, 
excellent for the treatment of such conditions as hysteria and trigeminal neuralgia. However, 
despite the hgh quality of academic discussion of scientific and medical knowledge within 
the city as the anaesthetic potential of these chern~cals gathered momentum, the majority of 
the surgeons remained sceptical, An attitude of caution and extreme conservatism prevailed 
into the 20th centtuy, punctuated by controversy over the relative merits of chloroform and 
ether. 

There was one exception, Sir William Mtchell Banks (1842-1904), Senior Surgeon at the 
Royal Infirmary. Concerned that the surgical death rate in England and Wales had doubled in 
the last decade o.f the 19th century out of all proportion.to the increased use of anaesthetics, 
he chose to present his impressions of anaesthesia as the theme of a Lengthy, rather dogmatic, 
address to the 14th Ordinary Meeting of the Session at the Liverpool Medical Institution on 
April 25th 1901. His message was essentially, that any drug that can take such hold upon the 
nervous system to produce insensibility to pain and abolish the power of movement must be 
so potent that it will ipso facto, imply danger. There follows a shortened, edited vers~on of 
this lecture, In his words: 

Sir William Mitchell Banks (1842-1904) 



'I am confident that my comments are entirely justified as I have now had considerable 
experience of anaesthesia. While a fourth year medical student in Edinburgh, I \as appointed 
chlorofomist to Professor James Syrne and anaesthetised all his patients for six months. 
After my arrival in Liverpool I gave chlorofom to most of Mr Edward Bickersteth's private 
patients over a period of six years. Since becoming surgeon at the Royal lnfirrnary I must 
have seen thousands of cases of both chloroform and ether administration both in that 
insQtution and in my private practice. 

'Phys~olog~cal research in animals is useless in the search for the best anaesthetic agent as the 
results of such experiments cannot be directly extrapolated to humans. There might be a case 
for the volumetric analys~s of the percentage of the drug in the body fluids and organs at 
varying depths of anaesthesia but such analysis is, alas, not practicable. We must accept that 
no two humans will react identically to any drug. To some a glass of whisky at dinner can be 
a wholesome stimulant facilitating digestion, while continued quaffing of large quantities 
\till, In t~me,  lead to unconsciousness, loss of motor power and ultimate anaesthes~a. We all 
know that excessive consumption of whisky has led to many unhappy n~etches dying of 
alcohol poisoning Chloroform acts in the same way but with greater rapidity. 

'Continued speculation about the relative safety of chlorofom is fatuous. Physiologists have 
found chlorofom to be infinitely more dangerous in animals whle  clinical statisticians have 
shown that chloroform is nine times more lethal than ether. The drug is undoubtedly toxic but 
the real danger lies, specifically, in the hands of the administrator. As I see it the major 
problem is failure to appreciate the potency of the drug and to recognise the precise moment 
when the boundary line between safety and danger has been crossed. The administrator is the 
only person who can regulate the dose of chloroform, therefore the safety of the potion 
depends entirely on lus knowledge of its properties and his judgment of the power of the 
patient to tolerate varying quantities. The impressions of a sensible man with good powers of 
clinical observation, gained by experience, are more important than any a priori 
physiological deduction. 

'As I, personally, have the ability to beat a retreat in time I am rarely frightened by a surgical 
procedure but have always held anaesthesia as a source of serious dread I have only had 
two fatalities in my practice, which I accept were unavoidable. There have, however, been 
numerous hairbreadth escapes completely attributable to the carelessness of the 
chlorofonnist. In some cases it seemed as if life had really gone requiring energetic measures 
to bring it back, measures which required coolness and fortitude and left me utterly exhausted 
with mental and bodily strain. As the care ofmy patient is my ultimate responsibility, I have 
always watched the progress of the anaesthetisation carefully. I am not prepared to 
countenance the anaesthetist who considers himself to be supreme and will not take heed of 
the surgeon. After all, a serious operation is a kind of pitched battle between the surgeon and 
death, with the surgeon as general while the anaesthetist is the mere br~gade commander. If 
the anaesthetist so mismanages the brigade that the battle is lost the disgrace falls upon the 
surgeon, who has to face the humiliation of the coroner's court. The surgeon must, therefore, 
be master over the management of both the anaesthetic and every other detail of the 
operation. 

'I am extremely sceptical about the most frequently reported cause of fatality with 
chloroform. Sudden collapse after the administration of astonishingly small amounts of 
chloroform is, in my opinion, impossible. The patient must have been dangerously depressed 



for some time, collapsing because the anaesthetist or the person giving the anaesthetic has 
been unable to recognise the early signs of danger and thus avert it. In my op~nion there are 
two distinct causes of sudden death during chloroform anaesthesia. In the first instance the 
anaesthetist has failed to adopt the axiom of 'plenty of air, plenty of anaesthetic' draining out 
his chloroform drop by drop, failing to appreciate that the patient is struggling because the 
volume being supplied is insufficient. As the struggle continues so the supply of chloroform 
is continued until he suddenly collapses, poisoned by the large total volume of chloroform 
received 

'On the other hand the patient goes quietly to sleep and lies motionless with shallow 
breathing. In this situation, having failed to appreciate that the patient is not responding to 
s u r ~ c a l  stimulation as he is adequately anaesthet~sed, the anaesthetist keeps pouring on the 
chloroform. This continued, unnecessary adm~nistration of chloroform is a very grave 
mistake. It puts the patient in the most critical position possible. Even if rescued from 
irnmechate death he will remain in a very dangerous condition for many hours until 
superfluous chloroform has been got rid of by exhalation. Some surgeons, unlike myself, who 
are angered by patient movement may contribute to this unhappy state. I finnly believe that 
the great secret of success in anaesthetic management is to keep the patient just on the po~nt 
of cornlng out. After all does it matter if he does cry occasionally? He wll never remember 
anything about it afterwards, and meantime you know that he is alive and well. 

'There is, alas, the additional risk of inadequate oxygenation because the anaesthetist has 
failed to recognise that the patient is no longer breathing fully and freely because his 
respiration has been depressed by excess chloroform. This can lead rapidly to 'Coroner's 
Court Collapse'. Alternatively, the previously quiet patient starts malung frantic efforts to 
breathe because the anaesthetist has failed to recognise that the airway has become 
obstructed, most usually, because the tongue has fallen back. This is a far more salutary event 
as it can be imrnedlately relieved by opening the jaw wide and pulling the tongue forward 
with a tongue forceps but rapid action is essential. 

'Why is there a period of struggle? Some patients sink quietly into anaesthesia without sound 
or movement while others fight and struggle as if they were possessed. The latter group are in 
grave danger of either being poisoned or being in a distressingly lively condition which is a 
further bar to progress and safety. The most satisfactory approach is to allow the patient to 
move freely, surface and start again. When I was a student the usual practice was that a gang 
of dressers and nurses would forcibly restrain the patient while chloroform administration 
was continued. This undoubtedly accounted for Inany patents sinking back on their pillows 
dead at the end of the struggle. 

'In summary, I firmly believe that the great dangers of chloroform are: 

1 absolute, unnecessary overdosing to the point of poisoning 

2 omitting to ensure that the patient freely gets an abundance of air into his Lungs 

3. violent repression during the stage of excitement, combined with continued dosing 

with chloroform 



'Ensuring safety is not easy No two individuals handle anaesthetics in the same way. A good 
anaesthetist should be able to judge just how much his patient needs so that the appropriate 
volume is supplied, while maintaining a high level of care during the induction of anaesthesia 
as fatalities are always more frequent at this time. Those who administer chloroform should 
never let their eyes stray from the patient's face for one instant during the first six to ten 
minutes of anaesthesia. If pallor appears the patient must be instantly revived. If there is the 
slightest difficulty with breathing the tongue should be instantly pulled out. Attention to these 
minor details should dramatically reduce the incidence of sudden collapse. Furthermore, as 
the operation proceeds the patient tends to require less chloroform. It is essential to be aware 
of this to prevent an overdose and improve safety 

'Now I would like to say a few words about ether. Ether is neither as pleasant to take nor as 
easy to give as chlorofom but its safety is superior. It is indeed more difficult to kill a man 
with ether than with chlorofonn. One particular problem during induction is the tendency for 
some patients to secrete a vast quantity of Frothy, sticky mucous from the mouth, fauces and 
larynx increasing the risk of aspiration and consequent cyanosis - the creation of a Blue Man. 

'For some reason, we always examine the heart, a strange practice as the only potentially 
dangerous conditions, dilatation or fatty degeneration cannot be detected by pefinctory 
examination while easily identifiable valvular disease is of little account for anaesthesia. 

'Some people object to stimulants being given before anaesthesia as they always cause 
vomiting but I personally favour the use of neat brandy, one and a half to two ounces for a 
woman and three ounces for a. man gulped down just before the anaesthetic is to be given. 
They will not be s~ck.  

'No bronchitic or asthmatic should be given ether. One other point, as sphincter relaxation 
map be difficult to achieve with ether it should be avoided for operations on the anus or 
urethra. As infants and young children do get horribly pale under chloroform they should be 
carefully watched but they take it easily, although they often require a great deal. I do believe 
that chloroform is by far the best anaesthetic for very old people With a little previous 
brandyfying, they take it quite sweetly and recover quickly After all the really old are usually 
undergoing operations that can be speedily executed and therefore should not require much 
chloroform. Finally, chloroform should not be given in the presence of albumin or sugar in 
the urine. These patients are probably better to have local anaesthesia. 

'The apparatus by which either drug is to be administered should always be simple. There 
should be absolute silence while the patient is prepared for anaesthesia. The inhaler should 
not be held too closely to the face and should always allow a free flow of air. In my mind 
there is no doubt that the safest posibon for induction of anaesthesia is the recumbent position 
on the left side. To be upright in a chair is certainly the worst and has undoubtedly 
contributed to the many fatalities whch have arisen during dental operations. 

'Now, here is some advice for revival. To begin with I do not believe that galvanism is of the 
slightest value. Galvanic batteries are never in order and even if they were they take so long 
to be activated that the patient will either be dead or in safety again. If the patient has been 
both poisoned and choked two things must be done to get air into the lungs and blood into the 
brain. The tongue must be pulled forward and someone must jump onto the table to hold the 
patients legs up with his head dangling over the end while Sylvester's method of artificial 



respiration is resorted to. With ether the danger is almost entirely due to choking. Mopping 
out the strcky mucous from the throat and mouth is the great thing and soon the patient will 
retch and strain leading to complete recovery. However, if t h s  fails, the larynx should be 
opened, a tube inserted so that air can be blown into the lung while Sylvester's method is 
introduced. 

'In conclusion, I believe that if we are to avoid the misfortune of a patient dying we must 
ensure better instruction in the art of anaesthetisation amongst our s1udents.B~ far the most 
important factor in the safe admimsbation of anaesthetics is the experience of the 
anaesthetist.' 
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THE REMARKABLE CASE OF TEW EXECUTION OF ANN? GREEN 

Dr John Zorab, Bristol 

Thus saith the Lord God: I will cause breath to enter into yozr andye shall live. (7Zzekie637. 5)' 
Thus surth the Lord God: Come fiom the four wrnds ,O breath, and breathe upon these slain, 
that they may live. (Ezekiel37.9)' 

The 18th and 19th centuries were vintage years for judicial executions during which there were 
1158 judicial hangings2 Sentence of death by hanging was given for a wide range of crimes 
and a hanging was always a popular public spectacle. Death kom hangmg at that time was by 
strangulation; that is, there was no 'drop'. There have, therefore, been a number of instances 
recorded in wluch, on being taken down from the scaffold, an mditldual was found still to be 
alive. Cecil Howard b i e r  tells of several cases of the recovery of those, thought to have been 
'hanged until they were dead' and who then were found to be still alive. Some recovered and 
some died later.' There was the singular case of a certain Margaret Dickson, who was hanged in 
1728, was revived and subsequently married and lived for another thirty years. It is of some 
interest to note that with those judged to be exceptionally wicked, such as Dick Turpin, the 
sentence of death often included that the body should be given to the anatomists for dissection. 
Perhaps surprisingly, with these villains, this part of the sentence often produced far greater 
terror than the sentence of exec~t ion.~  

hnne Green was a young woman who, in 1650, was sentenced to death by hanging in Oxford. 
There was an eyewitness who, it appears, was an Oxford medical student, and who wrote a 
detailed account, not only of the circumstances surrounding the hanging, but also of her 
subsequent recovery. A second account of the same incident was written by another eye 
wimess I have, however, had to be selective and have drawn mainly on one of these although 
they are very similar. Both original accounts are in the Bodleian Library along with a woodcut 
of the scene and some 70 verses, of various lengths, concerning the event, some in English and 
some in  ati in.' 

Note that in many, but not all words, the letter 'f is used instead of the lettcr 'S' as was the 
custom at the time and which 1 have retained in the extracts below. The cover page of one of the 
accounts is shown in Figure 1 and, as can be secn, this account is by a writer who describes 
h s e l f  as a 'Scholler in OXFORD', for the satisfaction of a hend, who desired to be d o m e d  
concerning the truth of the business. 

The account begins as follows: 

'... In the lw@e of Srr Thorn Re& at Dims-Tew in O$orakhire, there lived a maid named 
Anne Green, born at Steeple-Barton, in the fame courtly, be~ng about 22 years of age, of a 
mrddle stature, strongjleshie, and of an indrfferent goodfiature, who, berng (m she faid) ojien 
follicited by fair promifes and other amorous enticements ofMr Jeffeiy Read, grand child to the 
,fard Siy Thomas, a youth of about 16 or I7 years ofage, but ofaforward growth and slafure, at 
laji confented 10 fatisfi h u  dawf i l  pleqfiir. By which act (m it afterward appeared) she 
conceived mzd was delivered o fa  Man-ch~ld: whrch, barng never made knowne, and the Infant 
found dead in the houfi, caused a J i i c r o n  that fie being the mother had murthered it, and 
lhravne it there on purpofc to conceale both if and herfhame together ... : 
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The original continues: 

'Thereupon, she was rmmediately taken into ~~ominu~ron,  and carried before several Jufiices of 
the pace in the counhey; andjoon afler, in an extreame cold and rarny day, feiu unto Oxford 
Guole, where, having paged about three weekes more in continual1 afijghrs and terrours, in a 
place as comfortlefe as her condition, she was at a Sefions held in Oxford, arraigned. .. : 

At the sessions, she pleaded not guilty, but after a short trial, was condemned to death and 
sentenced to be hanged on Oxford Gallows, the sentence being canied out on Saturday 
December 14th 1650. 'The technique of hangmg used involved the prisoner in climbing up a 
ladder and the rope, after having been tied round the prisoner's neck, was attached to the 
scaffold. The task of the Executioner was then to turn the prisoner off the ladder, leaving km or 
her hanylg by the neck (Figure 2) Thus, death was due to sbangulation and took some time. 
On h s  occasion, while still on the scaffold, h e  Greene made a speech wtuch she closed with 
the following words: 

'... One thing more I desire, and to you deur Cousin, (being a young man at the foot ofthe 
Ladder). tlwt when the doomful turn off the ladder comes, that yozi would use all possible 
means to dispatch m) ofmyparn. And then, breathedforth her last Words saying, "Sweet Jesus 
rece~ve my soul". Upon the utteririg oJwhich words, the Execu~ioner pelJformed his office: And 
being turn 'd off the Ladder, her K i m a n  took hold of her feet, and hung on them, so lhal he 
might the sooner rid her of her pain In addtion, a soldier standing by, gave her four or f i e  
blows on the breast with the butt end ofhis Musket. .. '. 

The cousin and sol die^ can be seen in Figure 2 with, probably, her mother on her knees, praying 
for her daughter's soul. 

Figure 2 



The origmal continues: 

' . ..Ajier hangmng by ihe neck for the fpuce of almoft have an hour, jorne of /?er firends .... 
started thumping on her breaf others hanging with all their weight upon her leges; sometimes 
lifting her up, and then prlling her down aguine wrth a juddaine jerke, thereby jooner to 
dr;fatch her our of her pain ... '. 

At length, when everyone thought she was dead, her body was taken down, and put into a 
waiting coffin, and carried into a private house, where some physicians had gathered to make a 
'Dissection', ~t being the custom then for the bodies of executed criminals to be made available 
to the anatormsts. However, when the coffin was opened, she was observed to breathe, and in 
breathng, she was noted to 'rattle' which, being perceived by a lusty fellow that stood by, he, 
(tlhkmg to do an act of charity in ridding her of the remains of a painful life), stamped several 
times on her breast and stomach with all the force he could. 

Then Dr (later Sir Wllliam) Petty, the anatomy Professor, and a Mr Thomas Will~s arrived. At 
their arrival, she continued to rattle as before, meanwlule still lying in the coffi in a cold room. 
Dr Petty, perceiving some life in her, started to act to aid her recovery. First, she was sat up in 
the coflin. Then they wrenched open her teeth and poured some hot and cordial spints into her 
mouth; whereupon she rattled more than before and seemed to cough. They then opened her 
hands (her fingers being stiffly bent). They also tickled her throat wth a feather, at which she 
opened her eyes. Next, they ordered her to be laid in a well warmed bed. After that they 
persuaded a woman to go to bed with her, and to lie very close to her, and gently keep rubbing 
of her jFiyre.2). Whilst the Physicians were busy recovering her, the Under Shenffe was 
soliciting the Governor and the other Justices of peace to obtain a Reprieve so that, in case she 
should recover, she should not have to go back again for Execution. 

The original continues. 

' ... Whereupon thofe worthy Gentlemen, confidering what had happened, weighrng all the 
crrcumfiances, they readily apprehended the hand ojGod in harprefeivarron, and being willing 
ruiher fo co-operate with drvine providence in fming her, than 10 ovedrain jufirce by 
condemning her to double @me andjhferings, they were pleas'd to grant her a Reprieve until 
fuch trme as her Pardon might be cornpleatly ohlained . . .  '. 

The doctors continued their efforts to revive her with various lotions, oils, enemas and, 
inevitably, in those times, bleeding her on two or three occasions. They also asked her what she 
remembered of her Execution but she remembered nothing at all that had been done to her. 
However, two weeks later, she remembered sometlung of a fellow wrapped up in a blanket, 
which mdeed was the habit of her Executioner. It IS noted, however, that her neck was still sore, 
as was her breast and belly. This is hardly surprising in view of the various efforts made to 
accelerate her death. h e  Greene however, was a very tough young woman and proceeded to 
make a full recovery. She was soon able to walk about the town, eat, drink and sleep as well as 
before so she repaired to her friends in the country, talung with her the coff i  wherein she lay, as 
a trophy of this, her wonderful preservation. Tnus, within the space of a month she was wholly 
recovered. And in the same room where her body was to have been dissected for the satisfaction 
of a few, she became a great wonder, being revived, to the satisfaction ormultitudes that flocked 
h t h m  da~ly to see her. Indeed, the number of visitors became so great that, despite a guard on 
the door, some had to be denied admission. The doctors however, thought it a reasonable 



opportunity, for the maid's benefit, to invite them to exercise theu charity, or at least to pay for 
their curiosity. Therefore, those that came in were asked to gve, everyone what they pleased, 
her father being there to receive it. After a few days, even the Governor came himself to see her 
and contributed in a liberal manner. By this means, a sum of many pounds was collected 
whereby not only the apothecary's b~l l  but also the other necessities for her diet and lodging 
were met with some over wluch was used to meet the costs of her Pardon. It was finally agreed, 
to the satisfaction of all, that Anne Greene did not murder her child but had had a miscaniage 
which she, understandably had wished to conceal. 

And so the story had a happy ending. Anne Greene recovered, married, bore three children and 
lived for another 15 years. Meanwhile, William Petty and Thomas Willis achieved considerable 
fame kom their conduct of the case.6 
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TElT TRAINING WOT I GOT (ACADEMICALLY NOT A LOT) 

Dr Adrian Padfield 
Past President, History of Anaesthesia Society 

As President of HAS I hoped to encourage some of our older members to talk about recent 
history of which they had been part. Thls is a self-indulgent swansong as I retire from the 
Presidency. It may remind older members of their own training and be an eye opener for 
younger ones. I apologise to David Zuck and John Zorab for plagiar~sing their College 
Bulletin exam title; imitation IS the sincerest form of flattery. 

Decision for Anaesthesia 

T'm not sure when I decided to do anaesthetics; perhaps during 2nd MB Pharmacology in 
395617 when several anaesthetic drugs featured in the practical experiments. My first paper 
in ~nae.sthesia' was based on one of these experiments. In 1959/60 when I was a clinical 
student we were paired for our month of anaesthetics, but my group had an odd number and I 
arranged to be the spare man to do more. Strong memories included Hedley White being 
qu~te  upset because I injected the atropinelneostigmine mixture too quickly, and 
anaesthetising for a gynaecology list with George El ls  (Grimsdyke in Doctor in the House), 
injecting thiopentone intravenously into an ante-cubital fossa vein and holding the mask on 
with NzO, O2 and Trilene or halothane. He would reappear from reading Motor Sport in the 
changing room to take the patient out of theatre while I went to do the next one. On 
qualification in 1961, I did an orthopaedic house job at St Bartholomew's (a bit specialised), 
so I felt I ought to do a general surgical house officer's job, and in July 1962 I went to the 
Royal Devon & Exeter FIospital (R D & E). I had a delusion about be~ng a surgeon then but 
the Senior Registrar put me off. I did a few general anaesthetics in the Accident & 
Emergency department there with Tony Adarns. I applied for London anaesthetic posts, but I 
learnt an early lesson; you rarely get jobs you don't apply for. I was put off applying for a 
Junior House Officer's job at St Thornas's by the (ex St Thomas's) Resident Medical Officer 
at the R D & E, who said it was bound to go to a St Thomas's man; M k e  Pemberton, an old 
St Bartholomew's bridge partner, got it! There were Junior House Officer posts at other 
London teaching hospitals and I was interviewed at the Middlesex, perhaps because Peter 
Dinnick practised in private with Derrick Coltart, my old orthopaedic boss at St 
Bartholomew's. 

1 left the R D & E in my open Alvis between snowstorms after Christmas 1962. January and 
February 1963 were very frustrating. At interviews I was told they wanted someone with 
previous experience to go on-call at once (this included St Bartholomew's); Catch 22 if ever 
there was. 1 did two locums in general practice, which didn't enthuse me. After failing to get 
a job at the Royal Free on February 25th I was appointed at the West London on the 28th, and 
the next day had a letter from Addenbrooke's inviting me for interview, from which I 
withdrew. I think I started on March 4th; T had a little tuition From my predecessor because 
bang unemployed I was able to go in before he left There were two dishes of ampoules, one 
of atropine and one of neostigmine, and he said I should always check the ampoule before 
use, picking out atropine it turned out to be neostigmine! As the one SHO with only two 
remstrars, they were qulte keen to get me on-call as soon as possible, so l was on-call with~n 
a few weeks. I clearly remember an emergency patient who'd been stabbed in the chest In a 
pub brawl. I needed both hands free to put up the drip (few cannulae then) so after induction 



with tbiopentone and gallamine into the ante-cubital fossa, I ventilated him with an Aint~ee 
machne. Someone was smiling down on me; the patient was bleeding into h ~ s  right chest 
from a divided internal mammaqJ artery. 

I don't recall any formal teach~ng, only apprent~cestup when attached to a consultant, I 
remember Bill Grlndley best, who had competed In motor sport In the 30s w t h  an Alv~s  
s ~ m ~ l a r  to mlne He told me about thc tragcdy of a ch~ld  who had d ~ e d  because the 
anaesthet~st was add~cted to ruhouc ox~de There were soclable meehngs, wth  speakers, at 
Char~ng Cross (of wh~ch West London was a part) run by the Bngad~er, Dr Ashworth, and I 
remember watch~ng Mac~ntosh demonstrat~ng ether and alr \nth an Oxford ~nflahng bellows, 
wtule Norman Tanner d ~ d  a gastrectomy uslng d~athermy on the other s ~ d e  of the screen I 
went to weekly medlcal electromcs everung classes In Waithamstow (I passed the Rad~o  
Amateur's exam In October 1955 two days before startlng at St Bartholomew's), and made a 
pulse meter to a deslgn descr~bed by H J V Morton In The Lancel The transducer was an 
Army surplus tank commander's throat m~crophone on the patlent's finger It was der~ded by 
older anaesthet~c and surgcal consultants but was useful for blood pressure measurement In 
a 1963 d~ary, I found entnes for evelung lectures at the Royal Free but I can't remember ~f I 
went I real~sed I must study and so I dec~ded to enter the DA exam in November and I 
bought the first e d ~ t ~ o n  of Wyl~e and Church111 Dav~dson h ~t halothane was descr~bed as a 
dangerous agent only to be used by exper~enced anaesthet~sts I'd bcen uslng ~t from my first 
day, textbooks may be out of date on publrcat~on 

St Bartholomew's 

I started a Senior House Officer job at Barts in September with enough experience (about 400 
anaesthetics at the West London) to go on call at once. There were three Senior House 
Officers, two or three Registrars, one Senior Registrar, a part time Lecturer and six 
consultants. 

We worked hard; at the end of 12 months, stimulated by Eric Plumpton, another SHO, I 
counted up the number of General Anaesthetics I'd given, it was 1,107 (actually i t  was over 
10 months; I'd had 4 weeks holiday and 5 weeks off with Fractured lumbar transverse 
processes from play~ng rugby). I took the DA paper on November 5th and spotted all but the 
first question; how to anaesthetise a child with face bums on Guy Fawkes' day, the Brigadier 
was Chair of Examiners. I had passed the ECFMG two weeks earlier so I could work in the 
United States in the future. Aga~n teaching was by apprenticeship when attached to a 
consultant or a more senior trainee but there were convivial evening meehngs. I recall two of 
the visiting speakers; Dick~e Fairer, then working in a Gulf State, who kept the only bottle of 
halothane there for himself, and the Chief Vet at the Zoo. He questioned how we gauged the 
induct~on dose wthout knowing our patients' weights. There were free Faculty lectures at 6 
pm on Mondays for Primary and Wednesdays for Final at the Royal College of Surgeons, but 
on call duties interfered with regular attendance. We were also recommended to go to 
Charles Gng 's  shop for equipment demonstrations, but ~t depended on getting the afternoon 
off Sadly a pregnant patient died after regurgitation (Sellick had only recently described 
cri.coid pressure) and we were told to anaesthetise at-risk patients 30" head up I have a vivid 
memory of Colin Birt leaping on to a stool behind the patient's head, with a laryngoscope in 
his left hand and an endotracheal tube between his teeth! 



Pharmacology Demonstrator 

While recovering from my back fractures, l saw an advertisement in the Rri/ish Medical 
Journal for a post as Pharmacology Demonstrator in Cambridge. It seemed a good way to 
study for Primary so when I got better I went to see Processor Quilliam, Head of 
'Pharmacology at St Bartholomew's Medical College, for advice. A position quickly appeared 
in his department and Tom Boulton sponsored me for an Aylwen bursary. I started in 
October 1964 and for two years 1 became a full time academic (belying the title of this paper 
so I won't dwell on it), but 1 got married in 1965 (no on call!). One thing I discovered was 
the regime for steroid cover at the time was useless, which led to the paper by Plumpton, 
Besser and ~ o l e . '  In the university vacations 1 kept my hand in by helping out in the 
hospital. I thought I'd have a rehearsal go at the Primary, but to my surprise I passed. Cecil 
Gray was one of my viva examiners (no details). I got a CIBA Royal Society of Medicine 
Research Fellowship and went to meetlngs of the Anaesthetic Section on Friday evenings. At 
the time the Section was & forum for research and discussion; the specialist societies had 
barely started. Trainees were told to scrutinise the RSM Proceedings to spot possible 
examination topics in the run up to Finals. Some of the more memorable meetings were (i) 
Pask's Presidential Hun6 the SIgnal in February 1965, (ii) Debate on Intensive Care in April 
1966 with Robinson, Domhorst & Geoffrey Spencer), (iii) in November 1966, Bunkcr on the 
Nalionol Halothune Study and (iv) in April 1967, Impurities in Nitrous oxide. I went on the 
Faculty two week Final course in March l966 costing 30 ylneas;  no study leave or expenses 
and it didn't help! 

Rotating Registrar 

I did a two week Senior Registrar locum at The Rrompton in October 1966 (Maghdi Yacoub 
was also a locum then), and on November 1st became a rotating Registrar at St Georg's. I 
began at the Royal Dental Hospital, Leicester Square where Mike Coplans had a couple of 
sessions but after one month 1 realised that six months would be too much. I was able to 
change and after 3 months, having anaesthetised over 750 dental patients as well as on call 
cases at Hyde Park Corner, I went to the Atkinson Morley IIospital to do neuroanaesthesia. 
Living in Islington meant a long drive but I was told I could claim travel expenses as if from 
Hyde Park Corner (not a lot for a Fiat 500; Carshalton where 1 would have gone after six 
months was even further). Again, teaching was mainly by apprenticeship but Dai Davies and 
another young consultant did weekly tutorials at 8pm. It wasn't always possible to get to 
them because of on call or fatlgue. I anaesthetised more than 300 neuro-surgical patients in 
six months and got my first private anaesthetic fee: £10 (intermittent intravenous 
methohexitone for alcohol injection into the higeminal ganglion). 

In Apr~l 1967 I went to the 4th Junior Anaesthehsts Meetlng In Leeds I got study leave and 
expenses but I had to wnte a rcport It was very st~mulatmg, John Nunn was the lead~ng light 
amongst many other names (very good and cheap was Tz~gany's nightclub) I gave a paper 
at a NE Metropolltan R e ~ o n  lneetlng In June but I can't rccall the subject (stero~d cover?) I 
know Morton was there and J d~scussed the pulse meter w ~ t h  h~rn In August 1967, I rotated 
to the Royal Natlonal Orthopaed~c Hospltal and worked at both Stanmore and Great Portland 
Street The Flnai Fellowship was provlng elus~vc, I was t~red  and deprcssed so I reslgned and 
left St George's on November 30th I d ~ d  a 4 week locum at I-Iarefield where there were 
some lnterestlng obsolete anaesthetic techruques belng used, but I got a Regshar post at the 
Royal Free and started on January 1st 1968 T h s  was closer to home In Islmgton and wlth 



less strenuous work and on-call (only about 650 anaesthetics in the year but I don't recall a 
lot of teaching); I managed to pass the Fellowship examination in July. If I hadn't I was 
going to emigrate. At Hampstead General Hospital (part of the Royal Free) I had my first 
experience of mentoring although nobody called it that then; Dr Massey Dawkins guided and 
encouraged me and later had a profound effect on my career (I also became adept at  
epidurals). I applied for Senior Registrar posts in London without success but there was a big 
expansion in Senior R e ~ s t r a r  posts elsewhere. It was a time of change; 1 distinctly recall a 
registrar with the Fellowship getting a consultant post In a desirable area like Hereford, and I 
was told by Tony Deacock, when I got a job in Bristol and the SW Region in the auturnn, that 
it was more difficult to become a senior registrar than a consullant. Perhaps this related to the 
chief assistant post as head of a pyramid. Bristol agreed to my putting off going there for 4 
months, so that I could rotate to The Brompton Hospital in January 1969 for cardio-thoraclc 
experience. Dr Ian English was a superb practical teacher and instilled useful shlls. Three 
important things I learnt there; cannulating the radial artery and the internal jugular vein, and 
how to remove beer caps with a spoon! I first heard the saying 'Experience is as to intensity 
not as to duration' about then; I'm still not sure who originated it. However I never wanted to 
do cardiac work again. 

Senior Registrar 

There was no orientat~on or introduction on my first day at the Bristol Royal Infirmary in 
May 1969. The consultant to whom I was attached carefully explained how the Magill 
attachment worked. He hadn't been told who I was, didn't ask and thought I was a new 
senior house officer. There had been excellent papers at the Royal Society of Medicine and 
Leeds by Kain and ~ u n n , ~  who showed it was much more efficient than previously thought 
and taught. Most of my work in Bristol was straightforward, but a new experience was 
attending the anaesthetic services committee, though I was completely ignorant of local 
politics. I helped to arrange for Massey Dawluns to talk about epidurals for labour at the 
Bristol Anaesthetic Club nfhere he was criticised by the Professor of Obstetrics. As far as 
anaesthesia was concerned I felt I was polishing my techmques but learning little new; I had 
done the specialities as a registrar. 

This changed when the Colorado General, Denver needed another Senior Registrar to be a 
guest lecturer. I had passed E C M G  in October 1963, so I was available and went for six 
months in November 1969. At a Royal Society of Medicine Anaesthetic Section meetlog 
some years before, a visiting American professor (was it Lucien Morris?) had castigated 
British anaesthetists for poor monitoring, and John Powell had come back from Denver 
saying the same thing. I found out why; anasthesia residents gave 600 anaesthetics in their 
two year stint (I'd done at least 4,500 in 6 years) so anaesthetic protocols were rigid. 
Teachng, however, was formidable and I was doing a lot of it. The day started at 7am with 
coffee and doughnuts and a short presentation by a resident on a pre-selected topic, followed 
by discussion. Then a review of the day's operations: about 20 in the 10 Operating Rooms. 
Induction started about 7.30an1, the chart being carefully completed with respiration, pulse 
and blood pressure, and then five minutes oxygen before induction. Patients were rarely 
ready for surgery before 8am. I supervised 2 or 3 residents (in six months I gave thsee or four 
anaesthetics only), and taught. About 3pm, there was another teaching session, sometimes 
with readings from Wylie and Churchill Davidson by the Professor. At a meeting I attended I 
met Professor Mushin, who asked if I was enjoying the experience. I said 'Yes, I have written 



one paper and I am into a second, but I mlss giving anaesthetics'. His comment was. 'What 
nil1 it be l ~ k e  In a few years i f  you stayed and were teach~ng but not doing?' 

Conclusion 

At the time, British anaesthesia was second to none, but training was long and the hurdles 
(examinations) not always relevant. I became a consultant having had good experience in all 
branches of anaesthesia, and confident I could cope with any situation (but I had nearly 
reached that point as a registrar!) It can't be the same with less practice and more theory in 
today's shorter training, which is perhaps more like the American system? 
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TELE EARLY MAYO EXPERlENCE IN PAIN MEDICINJ? 

Professor David P Martin* and Professor Douglas R Bacon** 
*Assistant Professor of Anesthesiology, **professor of Anesthesiology 

and The History of Medicine, Mayo Clinic, Rochester, M~nnesota 

Modem pain medicine traces its roots back to the multidisciplinary pain climc of John 
Bonica, M D. Bonlca published his sem~nal work The Managernenr ofPaln in 1953' and 
subsequently established the International Association for the Study of Pain. How was the 
foundation set for Bonica's contribution? Tlus paper explores the historical background 
leading up to the establishment of modem paln medicine and specifically, the involvement of 
the Mayo Clinic and John Lundy. Our thesis is that the work of Gaston Labat, John Lundy, 
and Emery Rovenstine, among others, set the stage for modem pain medicine in America 
during the 1920s and 1930s. 

Early History 

The early history of pain medicine has been reviewed e~sewhere .~  It was not until the mid- 
1800s that pharmacologic tools for the management of pain such as morphine and aspirin 
became available. Towards the end of the 19th century, spinal anesthesia became available 
as an alternative to deep ether anesthesia for abdominal surgery. Spinal anesthet~cs offered 
the advantage of profound muscle relaxation while preserving pulmonary funct~on and 
avoiding compl~cations of atelectasis and pneumonia. However, many surgeons remained 
sceptical. One of the sceptics was Willia~n Mayo who visited Theodore Tuffier in 1903. At 
that time Mayo witnessed spinal anesthetics, but was concerned about neurotoxicity and 
hypotension that were associated with the procedures. htially, cocaine was the only local 
anesthetic available for spinal injection and it presented several untoward side effects unique 
to the drug. 

Approximately 20 years later, Charlie Mayo visited Paris once agam and witnessed the 
practice of Victor Pouchet. Pouchet's assistant, Gaston Labat, had mastered the techruques 
of regional anesthesia. These included not only sp~nal anesthetics, but a varlely of regional 
nerve blocks as well. The availability of the newer local anesthetic, procaine, comb~ned w~th  
the percutaneous t echques  pioneered by Pouchet allowed eKective regional anesthesia. 
Charlie Mayo conv~nced Gaston Labat to come to the Mayo Clinic to introduce the E~uopean 
techniques of reglonal anesthesia. 

Gaston Labat came to Rochester, Mmesota, to work at the Mayo Clin~c in 1920 During h ~ s  
one-year stay at the Mayo Clinic, he completed his textbook ent~tled, Regionul Aneslhesiu: 
Its Technique and Clrnrccrl Applrcatron. The book was immediately popular and in fact 
remains relevant even today. Labat's text is an expanded translation of Pouchet's textbook of 
regional ane~thesia.~ After one year, Labat left Mayo to take a job at Bellevue Hospital in 
New York City. 



Meeker, Lundy and McCuskey 

William Meeker was a surgeon at Mayo Clinic who learned the regional anesthesia 
techniques from Labat. Meeker continued to lead the Section of Anesthesia at Mayo from 
1921 to 1924. Meeker remained a surgeon throughout his career, and William Mayo 
recruited John Lundy to replace him as head of the Anesthesia Department in 1924. Lundy 
adopted the regional anesthetic techniques passed on from Labat to Meeker. Lundy also 
brought on Charles McCuskey and the two expanded the repertoire of regional anesthetics 
offered at Mayo Clinic. They also developed a three-month course in regional anesthesia. 

From 1925 to 1935 the percentage of cases done under regional anesthesia at Mayo Clinic 
doubled, increasing from 15% to 3 0 % . ~  During this time, Mayo Clinic was a prominent 
source of postgraduate medical education, and a large number of practicing physicians as 
well as trainees came to witness the Mayo's surgical techniques along with the concurrent 
anesthetic practice. As a result, the demand for regional anesthesia began to increase. Ralph 
Waters attended the three-month course in regional anesthesia offered by Lundy and 
McCuskey in 1926. He later went on to create and chair the Department of Anesthesiology at  
the University of Wisconsin in  adi is on.^ 

Vision for Pain Medicine 

It is our proposition that t h s  proliferation of regional anesthetic techniques provided the 
subsbate upon which the vision for pain medicine was established. As anesthesiologists 
witnessed the ability of peripheral nerve blocks to selectively render areas of the body 
insensitive to pain while preserving consciousness, it was a natural extension to consider 
applying these techniques to problems of chronic pain outside the scope of surgery. 

The American Society of R e ~ o n a l  Anesthesia (ASRA) was established in honor of Labat in 
1923. This organization was instrumental in establishing training gtudelines, and introducing 
pain and anatomy questions into the American Board of Anesthesiology certification 
e~arnination.~ ASRA also had a role in establishing reimbursement guidelines for pain 
services (such as workers compensation regulations). 

Rovenstine 

Labat died in 1936 and Emery Rovenstine, Ralph Water's student in M'isconsin, was selected 
to assume the chainnanship at Bellevue Hospital. Rovenstine canied on Labat's tradition of 
regional anesthesia and establrshed the 'first' paln clinic in 1936. He later devoted 100% of 
h s  time to pain medicine.' These early pain c l i ~ c s  were essentially 'block shops'. Lundy's 
experiences with the pain clinic rnvolved the injecbon of both local anesthetics and neurolytic 
substances near a variety of somatic and sympathetic nerves. Unfortunately the destruction 
of nerves occasionally increased pain rather than providing relief. These experiences led to a 
new appreciation of the complexities of pain perception and its control. 

Bonica 

The next step occurred as a result of World War 11. There was an increased need to train 
physicians in anesthesia rapidly to support the war effort. In the 1940s Lundy was 
instrumental in establishing 90-day short courses in anesthesia. Tt was important to include 



reaonal anesthesia in the training program because regional techniques allowed the 
anesthesiologist to provide care for several patients at one time. These '90-day wonder' 
proBams were established at Mayo (Lundy), Wisconsin (Waters), Bellevue (Rovenstine), 
and other locations. 

John Bonica entered the Army in 1942 and later was head of the anesthesia department at 
Madigan Hospital, Fort Lewis, Washington. He would have been exposed to the military 
emphasis on regional anesthesia. Progress in technical and pharmacolog~cal approaches to 
pain problems created a hope in both physicians and patients for the future control of chronic 
and cancer pain. The development and dissemination of these tools inspired a shift in 
expectation by the general public. These factors combined in the person of John Bonica and 
provided the substrate for his landmark text The Management of Pain, whch was published 
in 1953.' 
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THl? ANESTHETISTS TRAVEL CLUB - FOUNDING ORGANISATION OF 
CONTEMPORARY AMERICAN ANESTHESIOLOGY 

Dr Douglas R Bacon 
Professor of Anesthesiology and Medical H~story 

Mayo Clinic, Rochester, Minnesota, USA 

In October 1929 John Lundy ~nvited seventeen physician anesthetists* for a week of clinical 
demonstrations and an informal yet thorough discussion of some of the newer concepts of 
anesthesia at the Mayo Clinic in Rochester, Minnesota. The group encompassed both the 
United States and Canada, and bridged both countries from coast to coast.' As conceived, the 
meeting was created for the host physician to demonstrate the anesthet~c techniques in use at 
the facility in which he practiced. The idea was a success, and the group met for almost 
twenty-three years. It remained small and exclusive, althou h outgrowing the original notion 9; that the entire assembled members could fit in one elevator. For so modest an organization, 
the Anesthetists' Travel Club had a tremendous impact on American anesthesiology. Was 
the group necessary for the development of the specialty in the United States? Qu~te  srmply, 
did the organization matter historically, and if so, how did it matter? Created in 1929, was it 
In response to the politics of more established organization, or did Lundy intend th~s  to be a 
group simply interested in the latest scientific advances7 

American Anesthesia in 1929 - An Organizational Perspective 

In 1929, there was a national anesthetic organizat~on, the Associate Anesthetists of the United 
States and Canada (AAUSC). Created in 1926 from the Associated Anesthetists of America, 
the organizat~on had five associated regional societ~es: the Canad~an Society of Anesthetists, 
the Eastern Society, Southern Association, Pacific Coast Association and the Bhdwest 
Association of Anesthetists. The International Anesthesia Research Society was associated 
with the AAUSC through their mutual founder and secretary-general, Francis Hoefer 
McMechan, Independent of the physician only organizations, the International Anesthesia 
Research Soclety was also dom~nated by McMechan. He was the editor of Current 
Researches m Anesthesiu and Analgesia, the only American journal devoted to the specialty 
of anesthesiology. Annual meetings, called Congress of Anesthetists, were held annually in 
conjunction with the American Medical Association (AMA).' 

Two small organizations existed outside of McMechan's organizat~on. The American Society 
of Regional Anesthesia (ASRA), formed in 1924 to honor Gaston Labat, held joint meetings 
with the AAUSC throughout the 1920s, yet never obtained the status of a subgroup. The 
New York Society of Anesthetists (NYSA), an outgrowth of the Long Island Society, was 
centered in New York City. Although McMechan was a member, he had little to no influence 
in the organization and was referred to as 'the Little It was the NYSA that Lundy 
and members of the Travel Club transformed into the American Society of Anesthesiolog~sts. 

The Anesthetists' Travel Club 

The December 1929 initial meeting of the Travel Club was designed to be an informal, yet 

' 'Physician anesthelists' was used to denote physicians who prachced anesthesia. The term anesthes~ologist 
was not commonly used until afler World War  Two.  



thorough discussion of some of the newer concepts of regional and general anesthesia. 
Laboratory demonstrations were planned. Originally, Lundy had planned this as a two-city 
meeting with the second city being Madson, Wisconsin and Ralph Waters being the other 
host. However, Waters wrote to Lundy saying that he wanted to enjoy the initial meeting of 
the Travel Club more as a traveler than as a host.' 

The person other than Lundy who was most responsible for the Anaesthetists' Travel Club 
was its oldest member, Lincoln Sise. Sise had stopped over at the Mayo Clinic in June of 
1928 after the AAUSC meeting in Mnneapolis and this visit deepened his friendship with 
Lundy. Sise agreed with Lundy that the members of the new group should be the leading 
young anesthetists of the United States and Canada. They both felt that continuing education 
was important to this group.6 Lundy commented to Sise, with reference to the concept of an 
anesthetist's club, that 'I am making some inquiries at the present time of the various men 
here w a y 0  Clinic] who have had a hand in organizing such c ~ u b s . ' ~  

Whom to Invite? 

Who were the physicians that Lundy invited to come to the first meeting? He asked Royal 
Adams, John Blezard, Wesley Bourne, W Easson Brown, Ansel Caine, David Freeze, Arthur 
Guedel, Robert Ha~nmond, Charles LaRoque, Charles Robson, Henry Ruth, Harry Shields, 
Lincoln Sise, Charles Stewart, Brian Sword, Evert Tyler and Ralph Waters. Charles 
McCuskey, Lundy's 'partner' at the Mayo Clinic served as CO-host. Ralph Tovell was the 
anesthesia resident at the time, and played an integral role during the clinical demonstTations 
at the meeting. Interestingly, eight of the seventeen were Canadians: Blezard, Bourne, 
Brown, Freeze, LaRoque, Robson, Shields, and Stewart. They bridged Canada from 
Vancouver to Montreal ' Significantly, there was also a group of well known anesthetists 
who were niisslng from this meeting. They included John Evans, who at the time was the 
president of the Board of Governors at the International Anesthesia Research Society; Adolph 
Erdnlann, who had founded the Long Island Society of Anesthetists and had long been active 
in organized anesthesia in the New York City area; Paluel Flagg, who was noted for the 
Flagg ether can and forming the Society for Prevention of Asphyxial Death; Charles Wells, a 
long-time physician anesthetist and organizer in the McMechan associations especially on the 
East Coast; Eleanor seymour? who was running the Pacific Coast Association of 
Anesthetists when Lundy left Seattle to come to the Mayo Clinic and who corresponded with 
Lundy well after his departure; and Gaston ~ a b a t . ~  perhaps the most interesting exclusion 
was Francis Hoeffer McMechan, although he had been informed of the group's meeti ng.I0 
Many of these physicians were older and more established and were very prominent in 1929, 
or just before that date, in the McMechan organizations. 

Of the original seventeen invited, twelve came. The five who did not were Royal Adams, 
who died in 1935 and never joined the organization; David Freeze, who never joined the 
organization; Wesley Bourne and Charles LaRoque, who both joined in 1931 and were hosts 
for the combined Toronto-Montreal meeting; and Evert Tyler, who joined in 1932 and was a 
host at the meeting in Philadelphia that same year.2 

Present for the initial Travel Club meeting in December 1929 (Figure 1 )  at the Mayo Clinic 
were John Blezard, W Easson Brown, Ansel Caine, Arthur Guedel, Robert Hammond, 
Charles Robson, Henry Ruth, Harry Shields, Lincoln Sise, Charles Stewart, Brian Sword, and 
Ralph Waters. Hosts for the initial meeting were John Lundy, Charles McCuskey, and Ralph 



Figure 1. 
Photographs of Lundy and Waters by permission of Mayo Historical Unit, Mayo 
Foundation, Rochester, Minnesota, all other photographs by permission the Wood 
Library-Museum, Park Ridge, lllinois. 



Tovell. The average age of the group was 41. The youngest was Tovell at age 28, second 
was Henry Ruth at 30, with John Lundy third at age 35, and the oldest was Lincoln Sise at 
age 55 Thus, these gentlemen were indeed the young men of anesthesiology. 

Analysis 

Was the Travel Club a pol~tlcal reachon to the exlstlng 1929 h~erarchy In organ~zed 
dnesthesla? Only SIX (35%) of the seventeen lnvlted held offices In nahonal or r e ~ o n a l  
soclet~es The lugbest office holders wcre Ansel Came who was president of the Assoc~ated 
Anesthet~sts of the Ututed States and Canada, and Hany Sluelds who was first v~ce-pres~dcnt 
Intcrcstlnglp, Lundy d ~ d  not hold any office Waters was on the Counc~l on Teachlng and 
Hospltal Serv~ce of the Assoc~ated Anesthet~sts of the Uruted States and Canada, and Sword 
was pres~dent-elect of the Eastcrn Soc~ety of Anaesthetlsts Lundy, In wrltrng to Slse In 
January of 1929, stated that the purpose of the new organ~zat~on was 'so that In the years to 
come, the orgaruzatlon would become very usehl even though not Idrge, and ultlmately 
would hope to see ~ t s  oplnlon respected by both the Amerlcan Medcal Assoc~at~on and the 
College of Surgeons T h ~ s  you know IS not the case at the present tlme ' l 2  The program of 
the first meetlng of the Anaesthetlsts' Travel Club cannot be eas~ly reconstructed Lundy 
asked each partlc~pant to request what he \wshed to see wh~le  at the Mayo Cl~nlc Through 
correspondence w t h  the varlous attendees, a llst of tlurty-one subjects was developed Some 
were vague, such as 'practlcal work' suggested by Easson Brown, whereas others were qulte 
spec~fic, l ~ k e  Ralph Waters' des~re to see 'Laboratory or cllnrcal evldence polntlng toward the 
explanation of fundamental cause of circulatory depression accornpanylng anesthesla, e~ther 
block or general That IS, proof that drop In blood pressure accolnpanylng sp~nal 1s due to 
syrnpdthet~c paralys~s' l 3  

The program lasted a full week; mornings were spent in the hospitals, wlth an emphas~s on 
observing regonal anesthesia, as many of the invitees had questions about Lundy's methods 
and how he obtained the results that he did. Afternoons were laboratory sessions. For 
example, on Monday December 16 the group saw Dr Markowitz demonstrate a perfused 
isolated dog heart and the action of a substance released by the stimulated vagus In another 
dog that stopped the heart. Dr Boothby's metabolisln laboratory was also prominent in the 
first program of the Anaesthetists' Travel Club, with a visit on Tuesday afternoon. On 
Thursday morning at St Mary's Hospital, the vis~tors observed Lundy doing spinal anesthesla 
with a tray specifically made up for this procedure. Lundy discussed the management of 
blood pressure and position during and after spinal anesthesia. There was a tour of the newly 
opened Plurnmer Building. Evenings were devoted to dinners and con~ersation. '~ 

Wednesday night, December 18, was an exception. The group was invlted to attend the 
weekly Mayo Clinic staff meeting. Both William and Charles Mayo spoke at the meeting, 
welcoming the visitors and describing the advances in anesthesia that they had w~tnessed 
over their careers. As an introduction to the night's papers, Charles Mayo spoke first, and 
gave a brief although well reasoned account of the history of anesthesia l 4  William Boothby 
spoke on oxygen therapy,'' while W C Foster spoke about 'Certain anatomic aspects of 
spinal and sacral anesthesia'.l6 H L Parker discussed post dural puncture headache," and 
J L Bollman presented a paper on 'The effect of anesthetics agents on the liver'.18 John 
Lundy addressed the group three tunes, presenting a review of the intravenous and rectal use 
of ~ v e r t i n ' ~  and along with R M Isenberger presented 'A study of the minute volume of 
respiration in experin~ental anesthesia: the effects of combinations of procaine, sodium ISO- 



amyl-ethyl barbituric acid, morphine, scopolamine, ether and carbon d ~ o x i d e ' . ~ ~  Lundy's last 
presentation, with A E Osterberg, was a revlew of the literature on the derivatives of 
barbituric acid 21 Dr William J Mayo closed the evening's discussions by relating the account 
of how John Lundy was recruited to the Mayo Cllnic some six years prior to the meeting.22 
The presentations and dlscusslon were published in two speclal supplements to the 
l'roceedmgs ofthe StafSMeerings of the Mayo Clinrc for 1929 

Politics and the Travel Club 

In the Umted States the 1930s brought the issue of who was qualified to glve anesthetlcs to 
the forefront of the medical political agenda, at a time when all branches of medicine were 
b e g m n g  to establ~sh criter~a for special~mtion. The issue was of importance In Amer~ca 
because there were several different professionals who gave anesthetics and the specialist 
physician was often ignored. Surgeons would often allow the general practit~oner that 
referred the case to glve the anesthetic Thus, the general practitloner could charge for his 
work without being unethical. Surgeons hired nurses to admlnister anesthesia and help in the 
office The anesthetic fee charged by the surgeon was in excess of the salary of the nurse, 
and the surgeon made a profit. Flnally, hospitals hlred nurses to give anesthetics, and 
collected anesthet~c fees in excess of the nurses' salar~es.~'  Thus, during the Great 
Depression, anesthesla became a source of income for several different groups In med~c~ne  

When the first Travel Club gathered at the Mayo Clinic, the American Board of 
Anesthes~ology (ABA) may not have even been a dream in the heads of the most fonvard- 
loolung physician anesthetists. The American Medical Association (AMA) asked the 
national anesthesla organization at the time, (the AAUSC), to help form a section within the 
AMA Annual Meeting, a necessary prerequisite for a specialty board The orgaruzatlon 
refused, on the grounds that the AMA supported nurse anesthesia over physician specialists. 
Waters wrote to Flagg on November 12 1935: 'I thnk they have wished to get In shape some 
scheme which could at a later date be acceptable to the Advisory Board for Medical 
Specialties. It would, of course, have been much better if the National Board could have been 
organized two years ago when the opportunity could have afforded. Unfortunately, the old 
organization of anesthetists did not approve of such an organization and in order to avold a 
split in the only representation of organized anesthesia at the time, nothing was done about 
It'. 24 

Dur~ng the 1930s, the creation of specialty certification for anesthesiologists was uppermost 
in the mind of the Club's founder, John Lundy. He wanted the American Medlcal 
Assoc~atlon (M) to 'sign off' on the certification process so that in the United States the 
designation would have meaning. In 1935;~ Lundy attempted to take the first step In this 
process by modifying the Section on Pharmacology and Therapeutics to ~nclude 
anesthes~ology (A sect~on on a subject was part of the Annual Meeting of the M). 
Sc~entific papers were presented which helped delineate the special nature of the subject 
matter. These sections were the first prerequisite in obtaining a specialty board in the 1930s 
m the Unlted States. The AMA eventually denied the idea that at first was universally halled. 
The exact reasons why were verbally communicated from Frank Lahey, the surgical 
colleague of Phllip Woodbrldge, at the 1935 Travel Club meetlng in New Orleans. A letter 
from Philip Woodbridge unfortunately does not contain Lahe 'S comments, whch must have 
been spoken to Lundy at the meeting and were not recorded. 2; 



Lundy and his small cadre of physicians in the Travel Club began to work toward 
transforming the group into the nucleus of a specialty board. Using Paul Wood's connections 
with the New York Society they created a new class of membership called 'Fellows' in 1935. 
By 1938, most of the Fellows would be the first Board certified anesthesiologists in the 
United states." The Travel Club dominated the fellowslup committee; so much so that Paul 
Wood as Secretary of the or ani7ation felt compelled to comment about the high number of 
members on the committee. 2 8  

When the board was finally incorporated in 1938 as a sub-board of the American Board of 
Surgery, all of the &rectors, with the exception of H Boyd Stewart were Travel Club 
members.2g perhaps even more interesting was the fact that six of the nine were members in 
the first two years of the club, while Wood and Rovenstine joined in 1933 and 1934 
respectively. Thus, these men had known each other for some time, and had had the 
opportunity to see each other's work in the Travel Club. Knowing in advance the clinical 
opinions of each member of the ABA must have made the first definition of the specialty 
easier. After the original board was determined the Travel Club continued to have some 
influence on the ABA. Of the first 20 directors of the ABA, 12 (60%) were Travel Club 
members, and 11 of the first 12 directors (92%) were Travel Club members. In 1955, 
Edward Tuohy was the last of the Travel Club to be appointed as an hBA d~rector, 

The American Society of Anesthesiologists 

Just as the Anaesthetists' Travel Club was a catalyst for the formation of the ABA, the 
creation of the American Society of Anesthetists, which evolved irrto the American Society of 
Anesthesiologists (ASA) in 1945, was also largely the work of members of t h s  goup. On 
Fcbruary 13 1936, the New York Society became the American Soc~ety of ~ n e s t h e t i s t s . ~ ~  
The last Travel Club member to become ASA President occurred in 1953, when Ralph 
Knight assumed office. Of the 17 ASA Presidents from 1936-1953, 13 (76.5%) were Travel 
Club members. The Distinguished Service Award @SA) of the ASA, inaugurated in 1945, 
has also had a number of Travel Club winners. Of the first 16 DSA's awarded, 12 (75%) 
went to Travel Club members. Thus, amongst the movers and shakers of the ASA, the Travel 
Club has had an enormous influence. 

In 1940, the journal Anestheszology was published. It was the official publication of the 
American Society and ended a long secret agreement between the ASA and McMechan. Paul 
Wood wrote to McMechan: 'With you, we agreed to make no publication until such time as 
Anesthesia and Analgesia should not be published or some other individual is editor. In the 
same manner we promise to hold no congresses as long as the lntemational or Associated 
Societies held  their^'.^' The Travel Club and later Academy heavily influenced the editorial 
board, in a manner similar to the ABA. The four named editors of the first issue, Henry Ruth 
as editor-in chief, Ralph Tovell and Emery Rovenstine as associate editors and Paul Wood as 
business editor were all Travel Club members. Of the ehtorial committee, six of fifteen 
(40%) were members of the Travel Club. Two thirds (66%) of the contributing foreign 
editors were Travel Club members. 

Conclusions 

A small group of physician anesthetists, never numbering more than forty between 1929 and 
1940, were the leaders of specialty certification In the United States. Along the way, they 
created the American Society of Anesthesiologists, the American Board of Anesthesiology 



and a journal, Anesthe.siology, all of which are still functioning strongly In the USA today. 
Without the Travel Club, its intimate meetings and close friendships, Amer~can 
anesthesiology would not have developed into a mature specialty prior to the Second World 
War, nor been able to take advantage of the precipitous growth in the immediate dec.ades 
after the confl~ct. 
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GUEST LECTURE - SUMMARY 

TEE HISTORY OF MORECAMBE BAY 

Mr Cednc Robinson 
Queen's Guide to the Kent Sands of Morecambe Bay 

Cedric Robinson was appointed Queen's Guide in 1963. Three generations of his family had 
worked the sands, gathering cockles for their livelihood, and all he ever wanted to do was 
fish. Because of the nature of the tides and the sandbanks they could not use a boat, but got to 
their destination by horse and cart. 

The first record of a guide was in 1501 when the area was administered by the Duchy of 
Lancaster. The distance of 10 miles across the Bay from Hest Baak to Ulverston was a short 
cut for a more roundabout journey by road. Many famous people have crossed the Bay, 
including John Wesley, the Quaker George Fox and Thomas Gray (Elegy in a Country 
Churchyard). A stagecoach ran from the late 16th century to 1880. Recent tragic events are a 
reminder that the Bay is a dangerous place and has cost lives. The sea recedes several miles 
twice a day, and high tides and heavy rain mean that the sands move constantly and leave a 
mixture of firm sand and quicksand. 

Cedric Robinson first organised a walk from Hest Bank to Grange-over-Sands in 1964 for a 
party of paratroopers on a military exercise. Increasing interest has meant that there are now 
about 30 carefdly planned walks a year, mostly at week-ends but some in mid-week, and in 
season there are about 10,000 visitors. Some well-known ones include the Duke of 
Edinburgh, David Bellamy, Melvyn Bragg, Bill Bryson, Magnus Pyke, Harry Secombe and 
Alan Titchmarsh. Television crews have been there, including crews from France and 
America. Many charities have benefited from sponsored walks 

There are outstanding views on the walk from the Lune Valley round to Southern Lakeland. 
These and some spectacular shyscapes were well illustrated with slides 



PROFESSOR DOREEN MARY ELUABETH VERMEULEN-CRANCH, 
CBE, MB, BCb, BSc, FRCA, DA 

Dr T B Boulton 
Past I'resldent ofthe History of Anaesthesia Society 

It is a great honour to be asked to present this citation on behalf of Professor Doreen 
Vermeulen-Cranch. Her career has been one of outstanding achievement in the field of 
European anaesthesia. She played an important part in the development of the modem 
specially, first in the United Kingdom during the Second World War, and then uniquely, for a 
number of decades thereafter, in the   ether lands.' It is sad that several problems of a 
domestic and orthopaedic nature prevented her attending the meeting In person to receive this 
token of our gratitude and admiration by acclamation 

Doreen Cranch, as she then was, was born in Monrnouthshire. Her father, who was of 
independent means, had made a detailed study of photography and the development of early 
radiology and, as a result, he provided valuable technical expertise in radiology for the 
medical services both in the Umted EClngdorn and in France during the First World War. Hcr 
mother was a teacher. 

Doreen was educated at  the Cardiff High School for Girls and, after tra~ning at the Welsh 
National School of Medicine at Cardiff, she received her medical degree in 1940 shortly after 
the outbreak of the Second World War. She then held appointments as a House Surgeon at 
the Royal Devon and Exeter Hospital, and as a House Physician at the Cardiff Royal 
Infirmary. She has stated that during her student years she found anaesthetics 'fascinating 
but rather frightening', but fortunately, after qualification, a visit to the NuCfield Department 
of Anaesthet~cs at Oxford, headed by Professor Robert Macintosh, sparked her enthusiasm 
and made her determined to become an anae~thetist. ' .~ To this end she took Resident 
Anaesthetist posts, first at the Cardiff Royal Infirmary and then at the University College 
Hospital, London. Filled with unquenchable enthusiasm she took every opportunity to visit 
other hospitals in London, notably the Brompton Hospital for Diseases of the Chest. Her 
mentors included Geoffrey Organe, Massey Dawkins and, most importantly for her future 
career, the thoracic anaesthetists lan Magill, Robert Machray, Michael Nosworthy and the 
intrepld Ruth ~ a n s f i e l d . ' ~ ~  

Figure 1. 
Professor Vermeulen-Cranch addressing the History of Anaesthesia Society 

(from Proceedliigs of The History of Anaesthesia Society 1994: 16,7) 



Doreen obtained her Diploma in Anaesthetics, then, of course, the only anaesthesia 
qualification in the world, and in 1944 she was appointed as Chief Assistant Anaesthetist at 
University College Hospital. Hours of work were long and arduous in London, during the 
dark days of the War and the consequent aerial bombardment, far beyond the imagining of 
any grade of medical practitioner in the National Health Service today. In 1944 she was 
seconded to the South Coast where thousands of hospital beds had been cleared and 
improvised in anticipation of D-Day, and she subsequently played an exhausting art In 
treating allied and enemy casualties alike, as is the pr~vilege of the medical profession. P 

Doreen Cranch, with the encouragement of Massey Dawluns, published her first paper jointly 
with her colleague Edith Meny in the British Jotrrnal ofAnaesthesia in 1946 .~  This must 
have been one of the earliest papers on the use of epidural analgesia for Caesarean section. 
Nineteen forty-six also proved to be a year of dramatic change in the personal and 
professional life of Doreen Cranch. First she married a Dutch Merchant Navy Officer, who 
had perforce been compelled to operate from the United Kingdom during the Gennan 
occupation of the Netherlands. Thus she became the more familiar Doreen Vermeulen- 
Cranch that we recognise today. She was then introduced to Professor Noordenbos Snr, 
Chainnan of S~ugery at the Amsterdam University Hospital. He had visited the United 
fingdom and realised the potential both of the new techniques of anaesthesia and of Doreen 
herse~f ,"~ and he invited her to attempt to improve the standard of anaesthesia at the 
University FIospital, albeit in a lowly academic position and at a very small salary.',2 

Nowadays, when the standards of anaesthesia of Continental Europe are high, it is dificult to 
recall or realise the very marked contrast between anaesthesia in the United Kingdom and 
that which prevailed in mainland Europe in 1946.l.~. 46 The United Kingdom has had the 
good fortune to have had the administration of anaesthesia solely in the hands of physicians 
since the earliest days, apart from use by dental surgeons in their own practices. In the major 
British hospitals before the Second World War and in the British Armed Forces during the 
War, the specialty of anaesthesia had developed a high degree of competence, and a status 
that was well recognised and, ~ndeed, it was the envy of the world (even of the Americans). 
In Holland in June 1946 Doreen Vermeulen-Cranch found that, as in other continental 
counhies, the respons~bility for the anaesthetic, the choice of agents and the method of 
administration, was the prerogative of the surgeon, who was frequently domineering. The 
actual unfortunate admimstrator of the anaesthetic, who was frequently blamed for every 
shortcoming of the o erative condtions, was usually the most junior member of the surgical 
staff or a nurse. l "  Endotracheal anaesthesia war unknown. Local infiltration, regional 
and spinal anaesthesia, and open ether were the principal techniques employed.'35' There 
were a few rudimentary nitrous oxide and oxygen anaesthetic machines around, most of 
which were badly designed and poorly maintained; consequently they were downright 
dangerous. Nitrous oxide was therefore little 

There was generally much resistance amongst Dutch surgeons to any idea of having specialist 
physician anaesthetists. As Doreen said a few years later in her inaugural lecture as 
University Lecturer, '[anaesthesia was at best regarded in Holland in 19461 as an unimportant 
nuisance that made surgery possible'.8 She started to work at the Amsterdam University 
Hospital on 17 June 1946. She has described her task as 'exhilarating', a typical assertion 
that conFinns her determined character. Considerable ingenuity and improvisation were 
required, but soon many departments in the Hospital were seeking her help. It must not be 



thought that her task was easy, however. She met with both prejudice and antipathy, but her 
well known charm indisputable, but forceful, tact, undoubtedly stood her in good stead.',' 

It was however the need for the development of thoracic, and later cardiac anaesthesia in the 
Netherlands before these surgcal specialties could themselves progress, and it was the 
expertise in thoracic anaesthesia that Doreen had acquired in London that accelerated her 
personal recognition, and confirmed the value of modem anaesthesia amongst Dutch 
surgeons. This was especially true of her productive association with Professor Boerema, 
who succeeded Professor Noordenbos Snr in September 1946.l.~ It will be recalled that it 
was the seminal lecture by Gray and Halton at the Royal Society of Medicine in March 1946 
that brought the then revolutionary Liverpool technique of light anaesthesia, paralysis with a 
muscular relaxant and controlled ventilation, to the attention of the specialty "oreen 
Vermeulen-Cranch arrived in Holland in June 1946 with a sample in her suitcase of the first 
commercial batch of tubocurarine in solution, supplied by Burroughs  ellc come.'.^ 

Nor, of course, did she keep her knowledge to herself. Doreen had a dedicated mission to 
promote modem anaesthesia in the Netherlands. As early as January 1947 she initiated a 
course for medical practitioners starting with two unpaid trainees. From this small beginning 
many physician anaesthetists were trained by her over the years. No fewer than thirteen of 
them have become Professors and Heads of Departments in major hospitals in Holland and 
elsewhere 

One could go on listing many firsts. Amongst them, the first recovery and intensive care unit 
in Holland in 1947, her appointment as the first University Lecturer in 1951, and triumphally, 
in May 1958, her election as the first Professor of Anaesthesiology in Continental Europe. 
This was arguably also the first ever chair in anaesthesiology in the world to be held by a 

It goes without saying that she is an accomplished speaker and an author of many 
papers. Medico-politically she was involved in training and supporting the use of nitrous 
oxide by dental surgeons in Holland for analgesia and conscious sedation for anxious and 
handicapped patients.7 

Smce the begrmng of her career In the Netherlands Doreen has worked successfully tath 
fully qual~fied nurses ofic~ally attached to the phys~c~an anaestbet~st These nurses recclve 
practical and theoretical teachlug In all aspects of ass~stlng the anaesthet~st In the operatlng 
room They also work In the recovery room on rotatlon After the conclusion of the11 
tra~rung and after succesqfUlly passlng an examlnahon, the nurse 1s awarded an ~n-house 
d~ploma T h s  d~ploma has been recognised as a model for a nat~onal d~ploma of tra~nlng In 
other hosp~tals However, Professor Vermeulen-Cranch has been act~ve recently In 
caut~omng the Pres~dent of the Royal College of Anaesthetists aga~nst the delegat~on of 
ruapons~b~hty for cllrucal care In the operatlng room to those who are not med~cally qualified, 
in an attempt to compensate for a shortage of physician anaesthetists or to shorten waiting 
lists. 

Doreen Vermeulen-Cranch has been described by Professor Mauve, one of her first two 
trainees in 1947, as the 'mother of anaesthesia in the   ether lands'^ and it is undoubtedly 
impossible to dispute this claim. She has been appointed as a Commander of the Order of the 
British Empire by the Queen of the United Kingdom for services to medicine, as well as to an 
equivalent honour by the Queen of the Netherlands; she is an Honorary Member of the 
Association of Anaesthetists of Great Britain and  rel land:,'. and she has been a frequent and 



lively participant and s eaker at the meetings of the History of Anaesthesia Society ever since 
ifs foundation in 1986.e10s" We sincerely hope that we shall have her cheeihrl and charm~ng 
presence with us again before long when her present dificulties have been successfully 
mitigated. 
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BOOK AND TV REMEWS 

For Fear of Pain - British Surgery 1790-1850. Peter Stanley, Amsterdam - New York, 
Rodolp~, (Clio Medica 70, Wellcome Series in the History of Medicine), 2003. 

Scream - The History of Anaesthetics. Channel 4 Television Documentary, July 2004 

The Dressing Station - a Surgeon's Odyssey. Jonathan Kaplan, London, Picador, 2001 

Dr Stanley, not medically qualified, is the principal historian at the Australian National 
Milikuy Museum. At the age of ten he read a description of the amputation of Nelson's right 
arm, and t h s  operation without an anaesthetic evoked a mental picture that haunted him for 
years. Eventually, to exorcise the horror of this childhood memory, he began to study the 
practlce of surgery during the half century before the introduction of inhalahonal (or as he 
calls it 'chem~cal') anaesthesia; the result is this book. Although parts of the story he tells are 
famil~ar, their sum is different from any book that has gone before. 

IHe started by asking, and attempting to answer, how surgeons could bring themselves to 
operate on conscious patients, and how patients could bring themselves to submit to it; how 
medical students were trained to disregard the suffering they inflicted, and what qualities 
were possessed by those who were able to build up a successful surgical practice. Next he 
considered the scope of operative surgery, and under what conditions the operations were 
performed. As his studies progressed, Dr Stanley brought together information, some well 
known, some little known, and found himself, in his own words: 'writing a social history of 
the operating theatre'. But this book is also a study of the social, psychological, and 
economic features of pre-anaesthetic surgery and its practitioners. 

He was especially concerned to investigate the truth of the received view of pre-anaesthetic 
surgery: 'crude, dirly, rapid, bloody .. an explosion of agony, gouts of blood, and rapid 
movement'. He found the true picture somewhat different. H.IS first four chapters feature the 
leading surgeons of the period, their characters, their feuds, and the rivalry between the 
Londoners and the incoming Scots. Some of tlus is familiar, but entertaining nevertheless, 
major operations and the surgery of the Napoleonic Wars are described. Next come the 
medical students and their training, the relations between surgeons and patients, including a 
very moving chapter about children, and descriptions of the patients' experience of the 
operating theatre, and of its organization. Finally, the introduction and acceptance of 
anaesthesia, and the legacy of painful surgery as it persists in folk memory. 

Dr Stanley deliberately confined his study to Britain, which is a pity, because he has excluded 
the evidence of surgeons such as Pirogoff, who wrote the most illuminaling account we have 
of the effect of the introduction of general anaesthesia on both the surgeon and his pract~ce, 
describing the (at first) wvlatural and even repulsive experience of operating on an inert, 
u ~ e a c t i n g  body, and the speed with whch he realised that the indications and scope of 
operations could be extended. However, this is an excellent book, well written, well 
referenced, well produced, and strongly recommended. If only it had been read by those 
responsible for the television documentary Scream - The History of Anaesthetics, not that it 
was likely to have made any difference, since their obvious purpose was to produce 
something sensational, regardless of the facts. 



The presenter, Phll Hammond, a pleasant-enough gencral practltloner, and the programme 
makers recelved cons~derable help from the AAGBI, but refused thc ddvlsers a prevlew of the 
fin~shed product, understandably, when one has seen ~t Hence Dav~d W~lklnson, who 
rccorded the br~ef h~stoncal comments that were slotted In at vanous po~nts, not always w ~ t h  
str~ci relevance to what preceded or followed, appears bemused rather than outraged, more 
'I'm an anaesthet~st, what am I dolng here?' than 'Get me out'' For apart from h~s ,  and the 
~ntelhgent contr~but~on oTJean Horton on anaesthcs~a dunng the Cr~mean War, the amount of 
rn~s~nformat~on and dlstort~on was staggering As the programme went on, the screams of the 
patlents were echoed by those ofthe revlewer 

We were told, for example, that surgeons, desperate to discover anaesthetics, poisoned 
themselves and their servants, blew up operating theatres, and lost their minds What 
nonsense! Also that for the laity an evening in the operating theatre was a great night out, 
whereas, as Stanley reminds us, operations, which were few and far between, were done by 
dayllgbt, the preferred time belng early aFtemoon L~ston is pilloried as the exemplar of the 
blood-thirsty surgeon, 'the maverrck Scot', as we are reminded Insistently after each 
commercial break. T h s  is the Liston who, as quoted by Stanley, reminded his students that 
surgery was not the most important aspect of medical practice, though to thnk so was 'a very 
common belief, especially among the young and inexperienced'. 

When the news of ether, the amazlng new substance,' known slnce 1540, and an Infledlent, 
for ~ t s  stornach~c properties, of a number of med~c~nes ,  reached London 'L~ston was 
detenn~ned to be In charge of II determ~ned to be the first In London ' and so on Next 
day the newspapers screamed 'We have conquered paln Everything had changed, 
pat~ents queued up for operations' In fact, hardly anyone took the bllndest b ~ t  of nottce The 
search for a better agent than ether brought - guess what? N~trous oxdel Dr Snow, 
summoned to the Palace In 1853 to provtde Queen V ~ c t o r ~ a  w~th  obstetr~c analges~a, 'put on 
h s  best hat and sword', In case an eplslotomy were required, no doubt 

And so ~t went on. Demonstrating the mamentarlum for endotracheal intubat~on, Dr 
Harnmond described the problems he had had as a junior doctor, trying to intubate tiny 
screaming new-born bables. Well he would, wouldn't he, with a No 9 tube, especially if they 
were already screaming So finally, via curare, ketamine, and the problem of awareness 
durlng Caesarean section, we came to the present day anaesthetist, his expefllse and h s  role In 
~ntenslve care, about whom Dr Hammond had so many nice tiungs to say, that it is impossible 
not to forgive hirn for all that had gone before. 

As to Dr Stanley's quest~on, how could surgeons bnng themselves to operate on conscrous 
pat~ents, some of the experiences descr~bed by Jonathan Kaplan are sadly relevant 
Qual~fy~ng In South AEr~ca, he wrltes very v~v~d ly  about ius part~c~pahon In the student antl- 
apartheld dernonstrat~ons, whch saw h s  own first involvement In casualty surgery In 
London for h ~ s  surgcal tralnlng, competing w t h  local graduates for jobs, hc IS enterta~mng 
about the tra~nee junglc, and although he 1s c~rcumspect about the hosp~tals he worked In, ~t IS 

not d~fiicult to ~den t~ fy  the one where the maln corr~dor I S  three-quarters of a mile, but who 
was the consultant surgeon w~th  Tourette's syndrome? 

Fa~llng to secure funding for a research project, he was advised to further h ~ s  experience in 
America. There, where laboratory inveshgations ruled, he found a quite different approach to 
clinical work, and after some frustrated developments in balloon angioplasty he returned 



briefly to South Africa. Here he was told of an instance of torture by the military, strikingly 
similar to an incident described in a recently published novel, which resonates with the 
subject of Dr Stanley's book - how can people bring themselves to inflict pain deliberately. 
He then joined an international mobile surgical team worlung in Iraqi Kurdistan at the end of 
the first Gulf War. His descriptions of the situations he had to deal with, far worse than 
anything we read about in the newspapers, are horrifying. Iiis accounts of man's inhumanity 
to man en masse, there and subsequently in Mozambique, Eritrea, Burma, and Brazil, make 
one wonder about the point of all the international refugee organisations, NGOs, charioes, 
and aid teams Frustrated by bureaucracy and the power of big business, and overwhelmed 
by numbers, they were, according to his account, perhaps able to help one in a thousand, if 
that. 

As one reads, one sees that the answer to Dr Stanley's question, whch he does not answer 
satisfactorily himself, lies in the balance between ends and means. Before anaesthesia 
Pirogoff would not perform palliative operations; he did not consider that the infliction of 
pain was justified by the result. For his contemporary, the French surgeon Roux, on the other 
hand, as described by the young Edward Warren, the operation was the end In itself, the 
survival of the patient being irrelevant. In Kaplan's words, 'medicine is not always benign or 
balanced, or even practised for the benefit of the suffering.' So the conclusion has to be that 
there is not one single answer. For some, surgery was the end in itself; for others, the pain, 
inseparable fiom the means, was justified by the hoped-for end. 

David Zuck 
0000000 

World Federation of Societies of Aoaestbesiologists - 50 years. Guito A, Rupreht J (Eds.). 
Milan: Springer, 2004. 49.95 euros. Copies of t h s  book are available from: 
Springer,Via Decembrio, 28 - 20137 Milano 
Tel: 02 542597.30 
Fax: 02 542597.05 
Email. miraaliaO,springer.it 
Toll free number. 0080 7774643 

This multi-author book is an exhaustive history of the World Federat~on of Anaesthesiologists 
( W S A )  since its inception at the first World Congress in Scheveningen (the Netherlands) in 
1955. A hard-cover copy was presented to all 10,685 who registered attendance at the 13th 
World Congxss in Paris in April 2004, thanks to an educational grant from Organon. It is full 
of facts about the first beginnings of a body to represent anaesthetists up to the present day. To 
someone like the reviewer, who played a small part in the organisation, it is a very interesting 
account of the progress made over the years in the effort to encourage anaesthetists from all 
over the world to get together, and to raise the standards of anaesthesia by encouraging 

research and by making improvements in training and safety. 

After forewords by the President of the recent (13th) World Congress in Paris, the President 
and Secretary of the WFSA and the Editors, the first contribution is by Maarten Mauve (the 
Netherlands). He mentions the first person to advocate international cooperation amongst 
anaesthetists, Francis Hoeffer McMechan (USA), who established the National Anesthesia 
Research Society, later the International Research Society. Me gives details of the path taken 



towards the foundation of the WFSA by such men as Harold Griffiths (Canada), Ritzema van 
Eck (the Netherlands), Geoffrey Organe and John Gilllies (UK), Jacques Bourreau and Jean 
Delafresnaye (France), Torsten Gordh (Sweden) and Alexandre Goldblat (Belg~um). 

Douglas Bacon and the late Emmanuel Papper (USA) give a fascinating account of why the 
Americans showed an initial reluctance to join the WFSA They go back to the early 18th 
century to show how this was born of the determination of the early founders to break free 
from the old world, and citing the fear of communism in the 20th century. 

There follow contr~butions from three Presidents of the WFSA. Otto (Ted) Mayhofer 
(Austria) shows bow the WFSA developed from the 1st World Congress in 1955 up to the 5th 
in Kyoto (Japan), and how it was decided to hold regional congresses in various countries in 
Europe and later in the Far East and Australasia, organ.ised by the local anaesthetic societ~es. 
In three contributions John Zorab (UK) gives further brief accounts of World Congresses 
held up to the 12th in Montreal in 2000; he describes the inception of the Presidential 
Medallion handed on to successive Presidents since 1972 and redes~gned in 1988, and then 
follows \wth a brief account of some of the work achieved in the setting up of the Reg~onal 
Congresses, and of the lectures and newsletters produced by the RFSA. 

Michael Vickers (UK) describes the changes that have occurred In the twenty years up to 
2002 in the financial status of the Federation and the increasing work in education, 
publications, constitutional changes and administration. 

Other authors, inclulng three past Presidents, Mchael Rosen (UK), Carlos Parsloe (Brazil) 
and TC Kester Brown (Australia) describe the various World Congresses since 
Scheveningen. Details are given of the fonnation of the various cormnittees and 
subcomrn~ttees; the difficulties of financing the organisation and of communication between 
the various members; the relationships with the Regonal Societies and with the World Health 
Organisation; the establishment of training centres in the less developed countries; the 
attempt to standardise equipment and to teach its maintenance and repair to anaesthetists with 
no access to expert help. M~chael Dobson (UK) describes the relationship of the WFSA with 
the World Health Organisation. 

David Wilkinson (UK) sets out the complicated relationsh~p of the WFSA and Europe. Elena 
Damir (Russia) describes international anaesthesia relationstups in her country. Information 
is given about the WFSA in Japan (Kolu Shimoji), Africa (Martin Chobli, Benin), the Asian- 
Australasian Region (Cedric Iloskins, New Zealand) and the South Afiican Society ((Nagin 
Parbhoo). Kester Brown and Anneke Meursing (the Netherlands) discuss the fi~ture of the 
WFSA and Kester Brown and Roger Eltringham list some of the achevements in the 
educational field. 

Other important matters mentioned are the gathering of material for the archives of the 
Federation and its storage, and finally the almost impossible, though desirable, attainment of 
producing the highest standards of anaesthesia everywhere, in every country of the world. In 
the appendix, the statutes and bye-laws of the WFSA are listed, and a short curriculum vitae 
and a photograph of each of the conhibutors is given. 

Inevitably there is some reduplication when many authors contribute to such a book, and 
several of the photographs are repeated in the text. It is hardly a publication to be read from 



cover to cover in one sitting. To the historian of anaesthesia, however, it IS obviously an 
important documentation of the origins, work, and aspirations of the WFSA, and of the 
efforts made by many throughout the world to bring modem, safe and good anaesthesia and 
analgesia to all including the poorest nations. The reviewer can recall some of the difficulties 
which occurred in trying to establish this in the poorer countries in Africa, and obviously 
great strides have been made in the last few decades. 

I thnk there was an unjustifiable feeling amongst some who were not involved in early days 
that those concerned were a self-congratulating body. The reviewer recalls vividly how one 
very distinguished anaesthetist from another country said to him after he had played some 
part in the 4th World Congress in London 'Now you will become one of the back-scratching 
crowd!'. Wherever he went after that in any part of the world, if he felt someone scratctung 
lus back, he knew at once who it was. 

I believe th~s  book shows how unselfishly many have worked in the cause of world 
anaesthesia. 

Douglas Howat 


