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FOREWORD

Gordon 8. Fox (McGill, 1965-present), Fellow of the Senate of
the University

'This book tells part of the story of ihe development, during the
past 50 years, of the McGill Department of Anacsthesia. Beginning
with its Chairman, Wesley Boume, the department has been
recognized, both nationally and internationally, as a leading clinical
and academic unit. Following its inception, the depariment quickly
became highly regarded, due to the wisdom and foresight of its leaders,
and its reputation within Canada and in the intemationat communiry,
for excellence in residency training.

The McGill Medica) School has enjoyed a worldwide reputation
for undergraduate and post-graduate training. Indeed, for years the
anacsthesia faculty has had a high percentage of academic staff drawn
to Montreal and McGill from outside Canada, principalty the United
Kingdom. A number of former residents and faculty were, and are,
leaders in Canadian anacsthesia circles and have beceme department
chairmen, cither at McGill or at other universities. Our residents,
particularly from the decades of the fifties, sixties and seventies when
a large number of internarionat graduaces were in the programme, are
practising throughout North America and Europe. Rarely do [ artend
a mecting, particularly in the United Srates, where [ do not meet a
former resident who fondly remembers Montreal, McGill and the
friendly ambience of the various hospital departments and the
excellence of their training,

It was my good fortune to have been taughz, and to have worked
with 2 number of leading figures in McGill Anaesthesia. I recall
meeting Harold Griffith, I learned to do epidurals under the tuielage
of Philip Bromage, and I pubkished my first paper with Earl Wynands.
Many of the chapters in this book are written by the distinguished
physicians who were, or are, my coileagues at McGill. They played a
huge role in developing the university and the hospital departments
of anzesthesia at McGill. They write as “insiders” with intimate
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knowledge of the department and with the perspecrive of their
reiationship and vision of the faculty and its members.

In celebrating irs first 50 years, the Uhiversity Department of
Anaesthesia is still relatively young in comparison with other specialry
departments. There are opportunities for development in the coming
years, just as there are many changes impending in the near future.
Two of the contributors to this book, Drs Carli and Donaii, chairmen
of the university departments in Monrreal, look int their crystal ball
and attempt to give us 3 picture of our department in the coming
decades.

Readers of chis book wha have some knowledge of the history of
the faculty will doubtless find some new and fascinating events
recounted conceming the characters who played their parts in McGill
Anaesthesia. Others, less acquainted with McGill, will enjoy leaming
details of the department and its faculty from the individuals who
played their roles within McGill Anaesthesia.

INTRODUCTION

Tony Davenport (McGill 1951-1966)

in 1823, soon after the Montreal General Hospital opened on
Dorchester Street East, its medical staff formed the Montreal Medical
Institution. This was to become the McGill School of Medicine six
years later. Four men were particolarly invelved in creating the
department. Two had been brought up in Scotland, two in Canada,
and all had trained at the University of Edinburgh.

Of the four founders, Dr. Roberntson became the first
administrative head of the depactment. In 1854, when the Faculty of
Medicine was formed, Dr. Holmes assumed the post of its first Dean.
Dr. Stevenson won acclaim for an MD thesis on the repair of his own
ciefe palate and Dr. Coldwell was famed for having foughr the longest
duel in Canadian history! Duning the two decades in which these
cltnicians were most active, anacsthesia was born and nurtured.

I is thought that the first ansesthetic was given in Montreal in
1847. This was administered by Dr. Nelson, whose name appears on
the charter of the School of Medicine and Surgery of Montreal, the
foreronner of the Faculty of Medicine of the University of Montreal.
The son of a rebel who had been exiled from Canada, he began using
cther on paticnts only after he had experimented with it on animals
and then himself. Even so, patients at the Hotel Dicu Hospital
resisted the use of anaesthesia for some time.

Over the next 50 or 60 years surgery and anaesthesia were both
rudimentary. Procedutes were kept as brief as possible, which was just
as well in the highe of contemporary accounts. In 1888, when the use
of nitrous oxide combined with oxygen was just being incwoduced, Dr.
Silk gave one such description in his Maesa of Nitrons Ouide Anaesthesia.
Cn administering gas to a patient, he writes:-

“the ashy hue of the face deepens te one of marked and

gradually increasing lividity, the mucous membranes of the
lips becotne a blue black colour....the eves become fixed,

iii
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the conjuncrivae slightly congested and often even ar this
early stage wholly or partly insensitive to touch....the
eyeballs escillate, the eyelids twitch ina manner suggestive
of epilepsy...a sign rhat a sufficient degree of anacsthesia
has been produced for...che extraction of one or two loosely
fixed teeth; buc if the operation is likely to last
lenger..with 2 few more inspirations ..compulsive
witching will extend to armms and legs almost to
jactitation...the  pupils..widety ditated, che pulse
intermittent. [ would also warn my readers against relying
upen dilatien of the pupil a5 a sign of completion of
anaesthesis...as it may suggest che approach of syncope.”

In 1872 William Osler, whe had been born and bred in Canada,
graduared in medicine at McGill University. He was 10 become the
best known docter in the English-speaking world, as well as a
celebrated seientist and ¢linician. McGill provided the foundations for
his illustrious career for, he wrote, “it gave me an opportunity to teach
and te work. They believed in me, this helped me to believe in mysetf,
an important a3sct for a voung man.”

Writing of the student specialist, he observed that he “may have
a wide vision, ne student wider if he gets away from the mechanical
side of the art and keeps in touch with the physiclopy 2nd pathology
upon which his art depends. More than any others he needs the lessons
of the l[abaratory and wide contact with men in other departments who
may serve o correct the inevitable tendency to narrow and perverted
vision in which the life of the ant-hill is mistaken for the world at
large.”
Although Osler only raughe at McGill University until 1884, his
precepts proved te be Jasting. When, in 1907, Wesley Bourne came
from the West Indies to study medicing at the university, the reaching
of its famous alumnus was still a palpable influence. Within a few years
of graduation, Dr. Bourne had decided to abandon his surgical craining
and turn te anacsthesia — a field in which he was to rival Osler in his
importance 10 medicine.

By the end of the First World War there were a few full-time
anaesthecists in some Montreal hospitals but they were litde more
than assistants to surgeons and had neither the training nor che time
for research in the subject. Dr. Bourne, therefore, looked o the
Department of Pharmacology for the necessary laboratory faciliies
and experrise. He was appointed an Assistant Demonstrator in that
department in 1915. By 1922 he had been promaced to Lecturer, and
he subsequently became a prolific writer.

Many of the contributors to this book, including myself, knew
Wesley Bourne and recognised his influential rele in the formation of
the Department of Anaesthesia at McGill University. He was an
enthraliing teacher. When [ once asked him abour his experimentation
he dismissed it as “pure inquisitiveness my boy.” One of his
memorable adages was that what martters is "not the drug, but the man
who takes it off the shelf.” Although be fostered the academic aspects
of anaesthesia, his achicvements in the field were only recognised at
the university in the last five years of his professional life.

Harold Griffich, the other key figure in this story, was very
dissimilar 1o Wesley Boumne but they were inseparable friends. Bom
and bred in Montreal, Dr. Griffith did not qualify at McGill until he
was 28. Despite this late start, which was due to his war semvice, he
was Lo change anaesthesia dramatically for the berter.

Drs Bourne and Griffith were renowned anaesthetists in North
Americaand even further afield throughout the 1920s and 303 but they
both remained minor teachers in their own university. Nor were they
permanently on the swaff of a major teaching hospirtal. This neglect is
reflecied in che authorised history, MGl Universiry for rhe Advacement
af Lzarsing by Stanley Brice Frost. So Bourne, the first Professar of
Anaesthesia, is not even mentioned. Griffich, who succeeded him in
this post, & acknowledged as having “made perhaps the most
important single contnibution ever made by our Faculty of Medicine
to clinical practice” but even this praise is confined to an aside.

These are many such bistones of MeGill Unuversity and its chree
major teaching hospitals but deparcmentsl histories are more rare. As
the Anaesthesiz Department at McGill has been so influential, its
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story is well worth relating. Osier’s personal library, in which
anaesthesia is the only subject separately indexed, sets the precedent
for such special rrearment.

In undertaking chis review of the lasc 50 years of the university's
Depariment of Anaesthesia we have decided to use the living voices
of those involved rather than a mediated history. Contributors were
encouraged to be anecdotal. Such an approach cannot aveid presenting
some conflicting views but | hope that this will prove illuminating and
stimulating.

As the editor, I am entirely respensible fer the choice of
contriburors 1o this book, although some whom 1 would bave liked to
contribute were unable te do so. The selection of some concributions
was, a8 with chose of the students, necessarily random. Unforcunarely,
it has not been possible o mention many workers whoe have been
crucial to the development and achievements of the department.

The accounts of several influential people have also been
prectuded by the decision to concencrate upon those still living. Only
the reports of the clinical services at the three aldest teaching
hospitals have been included, although many affiliated hospitals have
been as indispensable to the experience of students in the Anacsthesia
pregramme. [ am sure that time wilt expose other omissions but I hope
that this idiosyncratic selection will still prove to be of value.

I feel thar the solutions to current problems may be adduced
from the story of this deparcment and how it has been influcnced by
certain individuals and circumstances. More peneral academic
concerns are also addressed for, while all departments are unique, they
also have much in commen. Teaching and rescarch, for instance, are
of prime concermn to any university department and, in anaesthesia as
in other fields, these depend upon post-graduate studenrs,

Unfortunately, undergraduate craining in anaesthesia is variable
and this has a generally detrimental effect. Involvement in ceaching
is, therefore, crucial to the standing of the Anaesthesia Department
in the Faculty of Medicine. At the same titne there is a need o support
and encourage basic and clinical research. However, as the history of

¥i

McGill Umversity shows, both lectureships and research are
dependent on endowments.

A McGill luminary, the neurcsurgeon Dr. Penfield, encouraged
students to choose a school where they could “meet vigorous young
teachers who stand in the forefronr of medicine roday.” With such
inspiring, teachers the future of Anaesthesia at McGill should be
assured. They will continue to stoke what Harold Griffith described
as “the flame of passionare idealism” lit by Wesley Bourne 50 years

ago.
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CHAPTER I

Anarrhesia onfy come to be recognised as & real specialty after the Second
World War. McGilFs Post-gradume Course in Anarsthesia, which began in the
19405, remains unsurpassed, It offered 2 Srecured programme of lectures by
professors of all relevant bastc sciences, general mestings with visiting exper’s,
refrasher courses, leaching semingrs and examingtion futtion. Wide, chnical
experiznce was provided by six-monthly rotations to any of rine affthated
Kospitals. Ron Stephen’s toar-time training in anaesthesio mas an early, very
intensive version of what was to become His three-year course.

DEPARTMENT BEGINNINGS

C. Ronald Stephen (McGill 1942-1943 & 1946-1950)

In the early 1940s Canada was in the cthroes of the Second World
War, having declared war in 1939. | had enlisted in the Royal Canadian
Army Medical Corps, like many other young MceGill graduates, in
1542, By the summer of that year I was sepving as a medical officer in
a smalf contingent which was preparing a tent-camp to housc a
combined operarion force of alt three services on Vancouver Island.

On arrival at the proposed site we found the land 1o be under
water, 50 it was necessary o bide our vime for a few weeks. As happens
in such circumstances, practical jokes were more or less the order of
the day so | assumed one was being played when, at lunch one day,
the commanding officer announced that I had been selecred to artend
a short coutse in anaesthesia in Montreal, where [ had been bom and
where my wife and infant son were living. It was only when he showed
me the telepram that | realized that truth is sometimes stranger than
ficrion.

So it was thart, in lare November, I arrived in Montreal with thiec
other officers, Harry Murphy and Harry Robinsen, boch from Torento,
and Karl Kraft from London, Ontario. Unfortunately T am now the only
onc of us siill living. We were to do a three-month course in
anaesthesia, although early conversations had indicated that none of
us had expressed any interest in this developing specialry. The army
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apparently believed that it needed bolstering in this field, however,
s0 we had been chosen more or less at random.

It was with some trepidation that we met our professors and
teachers, namnely Wesley Bourne, who was Lecturer at McGill
University and Chief of Anaesthesia at St. Mary's Hospital and the old
Grace Dart Tuberculosis Hospiral, Harold Griffich, who was Chief of
Anaesthesia at the Homeopathic Hospital {now the Queen Elizabeth
Hospital) and Digby Leigh, who was che Chief of Anacsthesia at the
Children’s Memorial Hospital. There was probably some
apprehension on their parts too as it tuened out that we were the first,
of what were to be several groups, to participate on this short course.

We were soon shown e be greenhorns eof the first order in all
aspects of anaesthesia care, but our ceachers were equal to the task.
For the following three months we were exposed o the most
intensive, gruelling, exciting and fearsome work of our young careers.
We literally lived and breathed the precepts and practice of
anaesthesia.

Dr. Bourne gave us lectures on pharmacology. Under his aegis
Arc Wilkinson, Chief of Anaesthesia at the Roval Victoria Hospital,
raught us the intricacies of spinal anaesthesia with tetracaine, showing
us that there were few limitations to ics value, even in upper sbdominal
surgery. Dr. Bourne reinforeed this premise by first demonstrating,
and then having us perform, high spinal anaesthesia with nupercaine
for intrathoracic operations at the Grace Dart Hospital.

Dr. Griffith was like a father to us. He showed us what wonders
could be accomplished with the newly-developed cyclopropane. This
teaching proved invaluable as, unlike the American Armed Forces, the
Canadian Forces overseas had eyclopropane available to them. He also
showed us what could be achieved with d-tubocurarine, prepared as
Introcostrin, although this drug was not avaitable in the Canadian
Army.

Digby Leigh was the youngest, and perhaps the most exciting,
of our preceprors. He raught us bving physiology — how to maintain
ant airway and correct obstruction of it, how to determine the planes
of ether anaesthesia (children’s chests were always exposed during the

—

induction phases) by observing the gradual weakening of the
intcrcostal muscles while diaphragmaric action was maintained, and
how to insert endotracheal tubes atraumatically. He even
demonstrated the analgesic potency of trichloroethylene in
association with nitrous oxide.

Perhaps the most important thing this triumvirate of teachers
showed us neophyres was thar anacsthesia was a specialty which we
should be proud to practise and that relief of pain was a firring
endeavour. Those three months proved w be a profound experience.

Subsequently | was away from Montreal, in service, until Aprid
1946. On returning I found that a Department of Anaesthesia had
been formed ar McGill Universicy in 1945, with Dr. Bourne as
Chairman and Assistant Professor. During 1946-47 | was Chief of
Anacsthesia at the Montreal Neurological Institute, working with
such giants of neurosurgery as Wilder Penfield and William Cone.,
[Editor’s note - in this year Row Stephey wrote a paper on newrosrgery
anarsthesia and co-wrote one on o new releeant, Muamesin, wih Jacol Chandby,
who was fo become India’s lending newrosurgeon. ]

By 1947 the residency programme at McGill was cstablished,
with several participating hospitals. The famous, or infamous, Monday
night meetings at the Giba Building, in the heart of Montreal, were in
full swing, with 3} t0 60 ansesthetists and budding residents in
artendance. Our French-Canadian colleagues participated fully,
thanks to the efforts of the aforementioned triumvirate. The format
of these meetings censisted of papers delivered by residents, or guest
speakers from out of town and other disciplines, followed by free and
frank discussions.

As the programme in anaesthesia grew, the potential of this new
and dynamic specialty was realized. Dr. Bourne and other leaders
recognized chat the public ought 1o be made aware of the advances in
the field and they began to use the media te this effect. New
appointments to hospicals and vo McGill University were anneunced,
as was the use of curare ro facilirare operatiens and increase the safery
of anacsthesia. A full-page spread with photographs appeared in one
of the French-Canadian newspapers to explain developments and the
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advantages of the new anaesthetic drugs. Public awareness became s
significant cog in the whee! of advancement.

In the same year Dr. Leigh was persuaded o become Chairman
of the newly-formed Department of Anaesthesia at the University of
British Columbia in Vancouver. With only three week’s tutelage, |
became the new Head of Anacsthesia ar the Children’s Memerial
Hospital, The hospital was helping o train residents in the MeGill
Diploma of Anaesthesia course and residents from Ralph Tovell's
programme in Hartford, Connecticut, were sent to spend six weeks
on this programme. One of the more illustrious of these residents was
David M. Lictte, Je. He was 1o contibute a great deal ro the developing
organization of anaesthesia through the years and to serve as President
of the American Society of Anesthesiologists in 1974.

During a three-year period we were able to demonstrate, with
the help of the Department of Physiolagy at McGill, one of the first
techniques for determining oxygen tension in children, using an car
oximeter. We also fashioned a modification in the non-breathing vatve,
primarily for use with children. {Edtor's mote - for many years this
Stephen-Siater Vatoe was 10 be the most widely-ssed anaesthetic administration
systemt for young ehildren.] In 1950, due primarily to the urging of Dr.
Bourne, I assumed the role of Chief of Anesthesiology at Duke
University in North Carolina sa as 1o further the cause of anaeschesia
below the border.

We were indeed fortunate to see the beginnings, in 1942, of this
growth in anaesthesia as a specialty. Its development and maturation
were due 1o the giants already mentioned. The drive, inspiration and
dedication of Wesley Beurne, Harold Griffich and Digby Leigh have

given us a great legacy and heritage.

CHAPTER II

The Motleill Wellcome Chair hax beem held by the anaetheticc Gordon
Robson and the neurophysiologist Kris Krngevic, Both co-operated with basic
saentists and gawned respedt for their work throughout the medical world,
despeiling oy dowbis about the value of bavic science research in the advancement
of anaesthesia ar MeGill, This work will be continmued wirk the appointment of a
Harold Griffith Research Professor.

BASIC RESEARCH

i. Gordon Robson (MceGill 1956-1964)

The Wellcome Research Chair of Anaesthesia was institured in
McGiil in 1956. The undertaking of the Wellcome Trust to fund it for
the first five years said much for the status and powers of persuasion
of Harold Griffith. It also owed something to Dr. Pask’s agreeing <o
become the first Professor of the department. This was a major
breakchrovgh for the specialey, which was nat held in high academic
regard, and was almost totally unsupported by British research
councils and other granting agencies at this time. Crippsian austericy
still held Britain in a ten-year post-war thrall of penury, crippling
raxation, food rationing and short commons for academia in particular,

The path of my association with McGill and the Department of
Anaesthesia leads back te Drs Pinkerton, Pask and Gillies. Briefly,
with the support and encouragement of Tony Pinkerton, with whom
I had completed a three-year senior registrarship in Glasgow, Gar Pask
appointed me First Assistant in the Department of Anaesthetics at
the University of Dutham in 1951. Academic appointments in
anaesthesia were tare at this time and Dr, Pask was the most scienrific
of the heads of academic departments and absolutely cutstanding in
the field, so that chis was a most privilepged appointment.

Gar Pask was a devotee of Harold Griffich and had spent some
menths with him in Montreal. [t was widely known chat, if the research
chair in McGill could be funded, he would be the first professor. Dr.
Pask’s health and personal circumstances changed crucially after he
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agreed to take the chair at McGill, however, so he could noet take it
up. It came as a surprise to me when he recommended w Harold
Gnffith that I should be invited in his place, a view which John Gillies
supported and encouraged.

In 1955 Dr. Griffith was visiting thc main anaesthesia
departments and societies with a team during the formation of the
World Federarion of Societies of Anacsthesiology and the organisation
of the first World Conggess. That summer he came to Edinburgh,
where I had moved to a Consultant post in the Department of
Anaesthetics at the Royal Infirmary headed by John Gillies, and
discussed this proposal wich me. First [ had o have an interview with
Sir Henry Dale, the Chairmnan of the Wellcome Trust. Fortunately Dr.
Pask’s insistence on scientific rigour and my own knowledge of che
work of Langley made pur meeting one of interest and harmony. My
having re-read Sir Henry's major contributions to physiology also
helped?

A visit to Monrreal and New York was arranged for December of
that year. This revealed free Canadian attitudes which were in vivid
contrast to those of socialist Britain, in which the depression of the
thirties had been followed by a gruclling war and a levelling labour
government, Whatever had happened to Canada had nor produced
such misery and such a dearth of academic opportunity. For these
reasons, the offer of the Chair proved rresistible 1 me and 1 joined
McGill in May 1956,

My new post was a full professorship. There was a structured
Department of Anaesthesia under Harold Grffich and Wesley Bourne
with 40 McGill course trainees, some with research potential. There
was money for the cquipment and running costs of a small laboratory,
thirty feet by chirty feer, in the old Biclegy building which was
demolished in 1965. This was adequate for one or two laboratory
workers. My brief was to pursue basic research and facilitate ¢linical
research and education.

I had a warm welceme from the clinical departments in the
teaching and affiliated hospitals and from the Department of
Phystology, headed by Hank Msaclntosh, whose interest and
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co-operation proved particularly helpful. 1 have no doubt that Hank
had been asked to look after me by his old colleague, Sit Henry Dhale.
His chief laboratory technician, Duncan Cameron, was a compatriot
of mine whom I remembered from my student days in physiology at
Glasgow, where he had been the laboratory technician who looked
after the studencs. A fledgling professor in 2 new environment could
not have had beteer forrane.

The department scintillated with Ben Burns, Armold Busgen,
Dick Birks, Kay Terroux, Paul Sckelj and an amenable group of
scientific and rtechnical staff. Drs Macintosh, Burns and Burgen
represented an carly ingtance of the “brain drain” as chey had worked
topether in the Medical Research Council in London and come o
McGill wogether. Seeing the firm vnderstanding which these calented
basic scientists had of the ¢ventual human and clinical relevance of
their esoteric research was a revelation 0 me. So we began a series of
rescarches based on mutwal interest which continued until [ left
McGill and for years after under the direction of Ben Bums at the
Department of Physiology and Pharmacology of the National Institute
of Medical Research ac Mill Hill in London.

I warked most closely with Ben, a neurophysiologist of the
highest academic standing with whom [ practically served an
apprencticeship. Our first joint work was with the gas perfusion of
tissues. We perfused heart and skeletal muscle with a humidified
oxygen and carbon dioxide gas mixture and showed that it retained it
contractiliry for many times longer than if it had been perfused with
oxygenated Ringer's lactate, the standard physiclogical laboratory
practice at this time. The tissue functioned well and its energy was
muaintained by small shots of glucose solution fed into the gas
perfusion line. It did not become oedemarous, as with Ringer’s lactate
perfusion. We thought this technique might have something to offer
to transplantation surgery as a means of preserving organ function in
TrANSIt.

Peter Welt, one of the anacsthesia course trainees, joined me in
the laboratory. He had spent his post-gradvate years in the Max Planck
Institute in Berlin dunng the war and had had a good scientific
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training. Together with Ben Burns we examined the phenomenon of
amnesia, using inhaled low concentrations of nicrous oxide in oxygen.
Our subjyects were MceGill medical students, permission for their
participation in non-hazardeus research bhaving been infermally
obrained from the Dean.

We demonsrtrated thar amnesia occurred when the internal time
clock stopped, that is when the subject ceased to appreciate the
passagc of time. Ar this point there was no less of past memory. Old
events could be recalled and discussed wich the rorally amnesic
subject, whereas immediate memory was of only a few seconds
duration. This phenomenon was associated with the raising of all the
sensory thresholds, We deduced that time-sense was dependent upon
roral sensory input to cthe bain and amnesia resulred from sensory
deprivarion due te low concentrations of nitrous oxide gas.

Brenda Miiner, of the Mantreal Neurological Institute, carried
out psychological resting on our subjects. [ also visited Oklahoma City
where Jay Shurley was expenimenting with toral sensery isolation. His
subjects exhibited complete time sense disorientation, most encering
what might best be described as the delirium stage of anaesthesia.
This research gave pointers to mechanisms of conscicusness in clinical
anaesthesia. For example it might well explain why patients with
much reduced afferent input, due to high epidural analgesia, require
very little supplement of, say, nitrous oxide and oxygen 10 keep them
safely asleep. It might alse show why curanized patients do not casily
return o consciousness without rerurn of muscle power andfor strong
afferent input. Perhaps we should have pursued this further but other
work and interests intervensd.

One of my preat pleasures at this time was the visits to the
laboratory by Harold Gritfith and Wesley Bourne who were full of
enthusiasm for our research as this had been something which they
had planned for many years. They visited frequently to see how it was
going and to make suggestions. [n most of my early years [ was alse
honoured by visits from Sir Henry Dale. Being of the “smoked drum™
era in physiclogy, be delighted in the new electronic techniques which
[ used and was most interested in che replaying of taped experiments
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of neuronal activity. As he saw the spikes on the oscilloscope and heard
them on the loud speakers it was as if he was present ar the actual
experiment. His keen mind was not fazed by unfamiliar technology
and his comments and suggestions were penctrating and helpful. It
was inspiting to have a grear physiologist, Nobel Prize winner and
member of the Order of Merit sit in my lab and discuss what I had
been doing.

Gar Pask was another excellent and penetrating critic whose
visits | savoured. On his firsr visiv, about a year after | had started, his
initial question was “Where is the coffee?.” Being so busy, I had never
stopped for breaks, so we had go out and buy supplics before we did
anvthing else. Thercafter coffec was always ready for visitors and 1
became addicted. In the course of the years | had recurrent visits from
Cecil Gray, John Gillies, Tony Pinkerton, Robert MacIntosh, Geoffrey
Organe, Manny Papper, John Abajian, Ron Katz and many others.
They were a constant source of up-to-date information and the work
would have been the poorer without them.

With Michael Houseley, then a graduate student, I began a three
year investigation into central respiratory neural mechanisms. Of great
interest in this work was owr finding that barbiturates produce
respiratory arrest by causing the medullary inspiramry/expintory
cycling mechanism to stick in eicher the inspiratory or the expiratory
pasition, the phase being switchable wich che approptiate stimulus.
"FThe overall activity of the respimatory neurones was increased by virtue
of this continuous activiry, despite the observation thaz breathing had
stopped. Our experiments started first thing in the moming and often
went on until exhaustion set in at two or three 3.m. Then we repaired
1o Ben's Delicatessen for a smoked mear sandwich before going home.
Our work culminated in a doctorate for Michael.

Philip Bromage and 1 had a productive association in the field of
local anaesthesia. We published our work on the concentrations of
lignocaine reached in the blood when the drug was administered by
all the customary routes, trans-tracheal, epidural, intramuscular &
eerera, This became the most cited paper in the field for some years.
It was important to establish dosages which kept within the convulsive
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threshold level so I had taken the wumest pains over the very tricky,
complicated and laberious chemical analysis of the blood samples.
When the easy gas chromatographic method became available seme
years later, | was delighted to find our results confinned.

Hillary Don used a device which I had had eonstructed, based
on a suggestion by Dr. Pask, re estimarte lung compliance and aicflow
resistance in anaesthetized patients. This consisted of a kigh pressure
oxygen source controlled by a solenoid operated jet orifice adjusred ro
allow the gas to flow into the lungs at a mee of one litre per second for
one second. [t was triggered at the end expiratory position. The airway
pressure recording gave accurate measurements of static and dynamic
compliance and airflow resisrance withour calculation. Hillary
achieved a Master of Science with this work.

I eschewed the field of bloed pases and acid-base balance, which
was the chinical, academic bandwagon of the time. John Severioghaus
and other workers in the United States had vast resources while David
Bates, Ronald Christie and many athers at MeGili were doing basic
and clinical research in this field.

It would be tedious to chronicle all the work which was eentred
around our lictle laboratory but 1 recall with pleasure collaborating with
Wemer Ferch and George Mandl in electronics, Paul Sekeld), who
fathered the modern pulse oximeter, and Tony Davenport, who was
Chief of Anaesthesia ar che Children’s and achieved an extensive
research ocutput in the diverse felds of children's anaesthesia,
psychology and basic physiology. Alan Noble and Arthur Sheridan at
the Vic kept my clinical skills honed and 1 was caught up in the
constant clinical research inreresrs of Deirdre Gillies and Bill Cullen
at the “QE.”

My stay in MeGill tanght me many things. It showed me that it
was quile unnecessary 1o have vast resources to work scientifically in
physinlogy and the physiological aspects of anaesthesia. The basics
were required but ar a fraction of the cost of, for example, the salary
bill for even a minor picce of psychiatric or cpidemisclogical research.
I decided not to spend money on a secretary and did the grearer pare
of my “comespondence” by telephone, typing essential documents
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and papers myself. I could not accept the outside commitments with
which most academics keep their secretaries busy. This saved a major
part of the Wellcome grant for research.

One should not underestimate the value of such an approach as
an aid to single-minded pursuit of academic poals. My enly McGall
committee membership was in my last year or two, as Chairman of the
Melnryre Medical Centre Building Commistree. This was a post which
Hank MacIntosh persvaded me to take because | was a minor
beneficiary for new space and could arbitrate berween rhe demands
of the major departments for space and facilities, Joan Perers provided
che secreranial suppore for this.

Technical assistance, mostly in the form of peces of electronic
equipment made by Wemer Ferch, was brought in as needed. The
graduare students and I became competent technicians in chemical
analysis, glass blowing, micro-clectrode making, analyzer calibration
and all the tasks required in an active physiological laboratory. This
produced assured, educared post-graduates who were abie to employ
technical help and use ¢lecironic equipment with understanding and
s0 make the best use of limited funds for research.

Teaching on the McGill programme for anaesthetists and for
undergraduates in physiology was an excellenc discipline for me. [ had
to give demonstrations in the laboratory on fires and explosions,
techniques of measurement and topics of basic interest, and to visic
the hospitals regularly 1o assist with research projects. [t was an active
and enjoyable life with varied interests.

In 1964 | was invited to take the first Chair in Anaesthetics at
London University. My decision to take this vp was helped by the
inability of McGill University to guarantee the continuance of the
Welicome Chair when the Wellcome grant ran out that year. This was
nat due o any unwillingness on the part of the Principal and Dean
but to the Duplessis regime in Quebec. This had chreatened to
withdraw its support from McGill if it accepted federal money.

On the deach of Duplessis his successor, Jean Lessge, almost
immediately removed this ban and the universivy received the federal
moenies which had accumulated, enabling it ta build the Melntyre

Lt
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Centre and the Stuart Biolegy Building and to fund the Research
Chair. kris Krnjevic succeeded me in this and 100k over the new
department when the Mclneyre building opened. He has since made
a great success of this.

My “training” at McGill was, I hope, put to good use in the chair
at the Royal Postgraduate Medical School, although che
administrative responsibilities in London made a secretary a sie que
nor. One pcce of advice I would be bold enough to hand on to furure
professors is that good work can only be done if the worker is shielded
from outside administrative distractions. Research is 4 pursuit for
those who are single-minded and dedicated to sacisfying their
curiosity. It should be the functicn of heads of departments, as it is at
the RPMS, 1o sce char nothing intrudes.

I am sure that Kris Krnjevic would agree with this. In McGill we
wetre both in the fortunate position of being able to determine our own
activities. Since retiring from the Chair at RPMS, | continue to
ohserve it and McGill from a distance and to keep abreast of all my
old friends in Montreal.

ii. Kris Kmjevic (McGill 1964-present)

The first Chairman of the research department at Melill,
crezted in May 1956 on the initiative of Drs Bourne and Griffith with
the financial supporc of the Wellcome Trust, was Gordon Robson. In
1964 he retumed to Britain so cthe pasition of Wellcome Professor
became open at the end of my one year visit to the Physiology
Department. Largely ar the instigation of Dr. MacIntosh, this was
offered ro me.

Instead of returning ro my position at the Babrahar Institute of
Animal Physialogy in England, I stayed on ar McGill, Several factors
influenced my decision, especially the prospect of working in brand
new laborarorics on problems of my own chopsing. The surroundings
were also congenial o me. Having had a pantly francophone
upbringing, the then bilingual characcer of Montreal had a strong

appeal.
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The Mclntyre Centre’s new laboratories, particularly the very
expensive electrically-shielded recording ooms, were splendid but
essentially empry. Only after much scrounging about to eke out the
limited funds available for new equipment did experiments ger under
way. The inital staff included Susan Schwartz, the first post-docroral
fellow and a recent PhD from the Albest Einstein School of Medicine,
Annibal Galindo, the first graduate scudent and a trainee in
neuro-anacsthesia from Columbia, Keith Legge, my technician from
Babraham and Joan Peters, who had been Dr. Robson’s secretary,

A major aim of our research was to get further evidence for the
idea thar rhe amino acid GABA was the main inhibitory transmitcer
in the cercbral correx. In our first experiments in Montreal, we
combined intracellular recording with extracellular ionrophoresis of
GABA in the cat's correx # grw. At the same time, Annibal Galindo
began a systematic investigation of anaesthetic effects on neurons of
the primary afferent relay in the cuneare nucleus, the first such study
of cellular actions of anacsthetics in the brain.

Other McGill anaesthetists and trainees who followed in
Annibal’s foorsteps were Mary Morris, Michael Busrfoor, Rick
Catchlove and Octavio Calvillo. Altogether, a toral of nearly 90
researchers, ranging from junior trainees, graduate students and
post-docroml fellows to senior visitors, came to wark in this research
department over the next 30 years. Nearly half were Canadians,
although, curiously enough, only ene came from Quebec, but there
were many others from 16 countries, including Belgium, Britain,
China, France, Germany, Ghana, Greece, Iran, Isracl, ltaly, Japan,
Russia, Switzerland, Turkey, the United States and Yugoaslavia,

It was, and remains, a very cosmopolitan group. A real benefit
enjoyed by our staff has been this exposure to people with widely
different training and cultural backgrounds. This has led o
friendships that transcend linguistic, cultural and geographical
barriers. If, as has been said, young researchers learn more from each
other than from their teachers, the variety of experiences available
here must have contributed a great deal to the quality of their training,

13
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With only the Director holding & “permanent”™ position, until
1990 when Dr Glavinovic became Associate Professor, there was a
minimum of “establishment” and a rapid tumover of researchers.
Because of variations in arrivals and departures, the total complement
fluctuared berween a high of aboutr 20 and a low of five. With four
electraphysiolagical set-ups available, a5 well as a scparate laborstory
for the prepamation of animals, soluticns, micro-electrodes and a
rechnician’s roem serving as a mechanical and elecrronics workshop,
space has generally been adequate. Until the late 1980s, a first rate
mechanical workshop was also available on the ground floor of the
Mclntyre Centre.

Thanks, no deubt, 1o Dir. Robson's prescience when he was
involved in planning the building, the McIntyre electronics workshop
is very conveniently situated in neighbourtng quarters on the 12th
floor. This has been a particular bonus for electrophysiologists.
Exceptionally able electronics engineers have been in charge of this
workshop. For the first decade or so this was Wemer Ferch. Sinee 1975
John Knowles has been quite outstandingly resourceful in designing
circuits, making equipment that ig unavailable from coemmercial
sources and repairing malfunctioning equipment. Qur experiments
and productivity have preatty benefited from his ever-willing and
imaginative assistance.

Principal fields of study

The main theust of our research has been in two arcas —
mechanisms of synaptic transmission, with special emphasis on CNS
synapses and transmitters, and the effects produced by anaesthetics
and hypoxia, also on central neurons and synapses.

Synaptic mechanisms

To put our research into historical perspective, it is perhaps
worth tecalling the context in which we began eperating. As lace as
1964, a recognized expert, AS. Butgen Noture 204:412), was
disappointed by “the failure to elucidare the nature of any chemical
transmitter in the mammalian nervous system other than
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acerylcholine.” Though now universally accepted as the most
important excitatory and inhibitory rransmiatters, engaging the
attention of thousands of researchers, at that time glutamare and
GABA were not the kind of substances thay people expected o be
transmitters. Much of our efforr was, thercfore, devored 1o geiring
further evidence about the nature of ceatral transmitters and cheir
mechanisms of acrion.

One should also bear in mind chat, by the 1960s, many influential
elecrrophysiolegists had given up studies on the vertebrare brain as
far too complex ro permit any significant advances. They had switched
to ir vitra preparations of peripheral or especially inversebrate ganglia
in the convictdon chat only such “simple” systems could vield valid
informatien. This, of course, proved to be false as the “simple” systems
turned ous w be exceedingly complex while much, in fact, could be
learmned from the marmmalian brain, even o s

Only some highlights of our research can be mentioned here.
The first was the demonstration that exogenous GABA and synaptic
inhibition produce indiscinguishable changes in the membrane
propertizs of cortical neurons in the brain i s#w. This is generally seen
as crucial in eseablishing GABA as the main inhibitory tansmitcer in
the brain. The second highlight was the discovery that acetylcholine
increases the responsiveness of cortical neurons by reducing their
permeability to potassium ions. The notion that transmirters could
act by decreasng tather than increasing membrane permeabilicy,
though now commonplace, was then quite novel. In this paricular
instance it threw new light on the possible function of chelinergic
fibres in the cerebrat cortex and, later, the significance of their
degeneration in Alzheimer-type dementias.

Anaesthesia and hypoxia

A variety of interesung findings were made. Annibal Galindo
showed that anaesthetics potentiate the inhibitory action of GABA.
Mary Momis demonstrated that they can enhance synaptic
transmission in central sensory pathways. Ocravio Calvillo proved that
marphine has a powerful action at the spinat level, an idea that went
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against the current, general opinion that morphine’s principal targets
were in the brain.

Another discovery, thar intraneuronal Ca®* promotes a high
permeabilicy to Kions, not unly opened up a whele field of studies on
the control of neuronal excitability but also suggested a new way of
looking at possible mechanisms of anaesthesia. If the conscious state
requites a relatively high degree of neurcnal fesponsiveness to
incoming signals, which is promoted by /wmembrane permeabilicy
to K ions and, therefore, a very low level of free cytosolic calcium, a
significant reduction in Ca®* pumping activity, such as mighr result
from anaesthetic actions, would soon lead to a rise in cystosolic free
Ca®* | increase in pemmicabiliry, dimninished neurenal responsiveness
and, perhaps, loss of awareness. Like any “unitary” hypothesis, this
was probably an oversimplification but it offered a coherent scheme,
stretehing from molecules to behaviour. That other processes may also
be crucial is indicated by our recent finding that volatile anzesthetics
suppress neuronal calcium curcents, as well as much other evidence,

Finally, che important role of evtosolic C#" i the control of K
permeability triggered our interest in the celluler evencs by which
hypoxia, and hypoglycacmia, cause an almost instantaneous, but
reversible, suppression of neuronal activity in some parts of the brain,
notably the hippocampus. These investigations are srill ongoing.

Conclusion

This cursery survey of wark published in over 260 articles is
intended to give some idea of the variety of our research over the Jast
30 years. We hoped to achieve a better understanding of cellular
aspects of brain function and anaesthetic mechanisms. Though never
a large group, nor richly endowed, this research department has had
some major successes in identifying the principal excitatory and
inhibitory transmicters in the mammalian CNS and the Ying Yang
opposite actions on K permeability and exciebility produced bry
cytosolic Ca°* and cholinergic activity — all topics of paramount
significance for brain function.
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Inretrospect, it is clear that somerimes we “barked up the wiong
trees.” Too much emphasis was placed on extracellular K as a major
cause of primary afferent depolarization and on GABA uptake as the
principal mechanism of "fading.” Rather than dismiss bicuculline as
an effective GABA antagonist, we should have realized thac
bicuculline-resistant IPSPz indicated a second type of GABA recepror,
now well known as the GABA-B rype. Though we first reported a
potentiation of GABA effects by an anaesthetic, we did not recognize
thac this is a general property of anaesthetics that may be an essential
feature of the anacschetic process. We also failed to realize that che
bicarbonate flux through inhibitery channels, which we first observed,
makes inhibition sensitive to COz and pH changes and therefore may
have functional significance, as demonsirated by Kaila. And so on!
Clearly, one could have done betrer,

Relations with the McGill anaesthetists

Although it was set up originally as an autonomous research
departmens with its own space and university budget {Robson, 1964),
anaeathesia research did not operate in a vacuum. We had strong
historical links with the McGill Depariment of Anaesthesia and che
hospital-based groups as well as our neighbours in the Mclncyre
Centre, especially the Physiology  Department. While he was
Chairman of this department, the late Dr F. C MacIntosh had helped
to abtain support from the Wellcome Trustand he provided the initial
working space.

My own relations with the then Chaitman of MeGill
Anaesthesia, Dr R. G. B. Gilbert, were very good. He recommended
and encouraged the fiest two graduate students, Annibal Galinde and
Mary Morris. [ participated in the Residency Training Programme, the
Summer Refresher Course and staff meetings. Similar active
collaborations continued when Dr. P. R. Bromage took over. He was
himself involved in research and he very much wanted junior
colleagues, notably Michael Burfoot and Octavio Calville, 10 get
involved in research here. Thanks to his support, the latter wenc on
to complete a full programme of research for his PhD.
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Unfortunately, such positive and fruitful interactions
progressively lapsed over subsequent decades. I believe it was the
intention of Drs Gilbert and Bromage that, when these young
anaesthetists had completed their PhD work in this department,
positions with a major component of research time and appropriate
facilities would be made avaitable to them in the MeGill system. This
did not happen. Had it done so relations would indubitably have
conrinued and grown on a strong basis of common interest. As such
expectations proved illusory, the disappointed trminces either had to
lzave McGill or take up appointments in a basic science department.

In the United Srares, where academic anaeschesia had been
almost non-existent, a great effort and some outstanding leadership
have succeeded in developing several very powerful anacsthesia
research groups which now stand at the forefront of American basic
science. Unforrunarely, in the MeGill system in particular and Canada
ingeneral, there has been lictle success in establishing a broader-based
and mere securcly financed research endeavour te give comparable
opportunities for a satisfactory carcer combining major involvement
in high-level research and clinical work in anaesthesia. Furure
prospects look brighter, however, with the appointment of a new,
forward-leoking Chairman, Dr. Carli, and a new Harold Griffich
Professor in the offing.
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CHAPTER III

Clnéical research is vital o the develapment of better macheins but too Gl
of whar o do to patients is based on U5 results. Owing to lock of sciemrific
principies, mawry chinical investigations are failible or would bave beme hetier
congucted a5 audiss, risk momagement or medico-legal sudies Trae clivical
researeh 15 inberentdy labarious and frustraring but should be properdy under stood
by all health care staff. Therefore MoGall must strive to provide the vime cndt the
Jacslities for the fewr talented and dedicated research-mnded workers,

CLINICAL RESEARCH: THE REFLEX ARC

Philip Bromage (McGill 1956-1976)

All cellular organisms, wnicellular and multicellular respond w
incoming afferent signals thar elicit specific outgoing, or efferent
responses. In animale, we call arrays and loops of these signals “reflex
arcs.” Duning the past 50 years the central developmental theme of
clinical anaesthetic research at McGill has revolved round one side or
the other of the human reflex are. This essay will highlight just three
strategic points on the human network of reflex arcs at which our
research has influsenced ideas and changed the course of ansesthetic
history and, 1o a certain degree, the course of surgical history as well.

The Wellcome Department of Anacsthesia Research in the
Mclntyre Building has concentrated jts search at the microcellular
level, while the clinical Department of Aracsthesia directed its efforts
ar the whole-body level in animals and humans. While the qualitarive
contributions of these rwo departments have been uniquely powerful,
the quantitarive progress of clinical anaesthesia at McGill has been
glacial, and low in quantitauve yield compared with some other great
meedical institutions south of the Canadian border. To undemstand the
reasons for this bleak state of affairs one must see the department in
the wider contexr of the university institution and the medical habitac
in which it has operated for the past halfcentury. A basic cause of
weakness lay in the physical structure of the Anaesthesia Department,
plant size, dispersion and funding strategics. None of the nine
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rzaching hospitals had sufficient mass to provide a concentration of
all, or even the majaricy of the anaesthetic sub-specialties for core
training requirements on a 24-hour basis and under one roof. Thus,
neurosurgery was done almost exclusively at the Neurological
Institute, general, cardiovascular, gynaecologic surgery and obstetrics
ar the Royal Victoria Hospital, more of the same ar the Moncreal
General Hospital and even more general surgery at the {Jueen
Elizabeth Hospital. Pacdiatrics was done at the Children’s Hospital
and theracic surgery at the Chest Hospital. Each hospital unit in this
locse consortium was fiscally independent of the other and staffed by
clinical anaesthetists who relied heavily on the woik force of 4565
residents who rotated through these affiliated hospitals.

In 1942, Harold Griffich, Chief of Anaesthesia at che
Homeoparhic Hospital, had introduced curare into  ¢linical
anaesthesta. This dramatic and enormously potent breakchrough
revolutionized anacsthetic technique and began a 50-year cycle in
which the bulk of world-wide anacsthesia research shifted from the
afferent side of the reflex arc to the efferent side, The advent of curare
preduced a philosophy of combining systemic neuromuseular and
autonomic ganglion blockade o control muscular and cardiovascular
responses 1o surgery and trauma. It offered easy, swift end effecrive
anaesthetic induction and superb operating conditiens in which
prelonged operatiens, and even rough surgery could be tolerated under
extremely light anacschesia withour apparent harm to the patients.

For the first time, the world locked 10 Montreal as a champion
in the anacsthetic arena. “Uncle” Harold maintained the impetus and
ros¢ in intemational and academic circles te become President of the
Internavional Ancsthesia Research Society. When he became
Chairman of the McGill Anaesthesia Department in 1950 he grasped
the opportunity to foster academic excellence by every means.
Negotiations began with Sic Henry Dale, Chairman of the Welleome
Trust and finally, by 1956, Griffith saw his labours come to fruition in
the appointment of the first Wellcome Research Professor of
Anaesthesia a1 McGill.
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Gordon Robsen, who had trained in research methodology, was
the first appointee. 1 arrived in Montreal from Britain ar abouc che
game time asg he did in 1956. Two years earlier I had visired Montreal

on the last leg of an extensive North American study tour, generoushy
sponsored by Astra Pharmaceuticals of Sweden. Montreal had seemed
one of the best transatlantic sites for a European transplant o find a
congenial culrural and academic foothold. And so, 1, an anaesthetic
specialist with some experience in epidural anaeschesia and simple
clinical investigation but no fermal research tmining, left a pleasant
practice in the South of England 10 try moy hand ac clinical research in
the more fertile, experimental ground of a bilingual culture and in &
city that seemed closer to Europe in heare and mind than any other in
Norcth America. Moreover, this was the very citadel in which che
rriumphant saga of curare and de-efferentation had begun. It seemed
the perfect launch pad for an assault that might bring de-afferentation
back into anaeschetic practice and restore the philosophy of protecting
the central nervous system and the entire body from inappropriate and
harmful reflex responses (o nociceptive bombardment, as George
Washington Crile had proposed with his ideas of “anoci-association”™
in 1915.

From a research viewpoint we were a bunch of enthusiastic
amateurs in the Anaesthesia Department at McGill. Only Gordon
Robson and Ronald Millar, who was also appointed in 1956, had
received formal research teaining. Now, we the amateurs, picked vp
what we could from these two professionals and sraggered along at a
slow pace, generating a scientific outpur of low volume and modest
meric. In the warmly collegiate atmosphere that prevailed at McGill
we found generous help from ether departments as well as from our
colleggues within the Department of Anaesthesia.

In 1961 the Departments of Engineering and Machematics
wrote one of the earlier computer programmes te correlate our masses
of clinical data on the influences of age, height, pregnancy and local
anaesthetic concentration vpon the segmental spread of epidural
analgesia. The Departments of Pathology and Biochemistry provided
inveluable advice and practical assistance with our isorope studies on
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the quantitative and spatial uptake of local anaesthetics from the
epidural space into the vascular sysrem, spinal cord and brain. Thanks
to these freely available back-up services a body of basic information
about nevraxial blockade was gradually built up as a foundation for
rationat clhinical practice.

It was a green time and clinical projects blossomed with an ease
that would be unthinkable today. Human research was unencumbered
by stifling regulatory processes and the dreary delays of ethical and
peer review committess and the tyranny of statistical double-blinding
constraints that have warped so many of the outcome studies that
spread musinformation today, If one had an idea, one just did it —
provided always that the experimenter would be willing to be on the
receiving end as an experimental subject. Indeed many of us applied
that acid est freely, even to the extent of being on the wrong side of
accidental hvman ereor, In my case that turned out to be a misraken
intravenous injection of 1 mg nomadrenaline from a ddelled syringe,
instead of 1 mg atropine. This almest induced cardiac arrest, from
sheer terror at what he had done, in my expetimenter. We bath
survived, however, and we were probably wiser and blessed with a
little mere humanity, common senss and obsessive caution as a esult
of the experience.

At this time, clinical experimenral protocols were models of
naive simplicity. In the choice of evils between personal bias and a
statistically pure protocol that denied the single-handed researcher
his essenrial surveillance and knowledge of the entire progress of
sensory and motor blockade, we chose the former unblinded option
and did the best we could to consciously suppress any lurking bias that
we could devect in ourselves. On balance, I believe that choice has
been vindicated and that, if unconscious bias did escape our scrutiny
and muddy our data, the loss of accuracy incurred was far less than the
inevitable and misleading losses inherent in the rigid constraints of
double or even wriple biinding demanded by the staristical shibbaleths
of contemporary pesr-review.
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Obstetric Foray

The case load at the Womnen's Pavilion of the “Vic" was modest
but adequate ar about 3,000 deliveries per annum. With the help of
our obstetrical and neonaral colleagues chere was ample time and
opportunity to collect outcome data from regional and general
anaesthesiz in an era that spanned the evolution of two fundamentalky
important advances. The first was acceprance of the sbsolute
requirement that all obastetrical peneral anaesthetics susr be
administered through a water-tight endotracheal rube. Adoption of
this standard criginated from work done by my former colleagues,
Hamer Hodpes and Mike Tunsrall, ar Partsmouth, England in 1959,
and refined by the Sellick manoeuvre in 1961.

Second, and critically important, was the belated recognition of
the supine hypotensive syndrome from inferior vena cava obstruction.
This was first described in males by Sharpey-Schafer’s group at the
Hammersmith Hospital in London in 1950 but its application to
obstetrical practice was not fully appreciated unril atmost twe decades
later. The importance of centrolling this non-anaesthetic variable and
others, such as intravenous hydration and cxygen delivery on
anaesthetic outcome, was beautifully iHustrated by two sequential
studies by Gordon Fox and Germain Heule, published in 1968 and
1969, which compared general anaesthesia and epidural blockade for
Caesarean section. The first of these two series was done without
special attention to maternal posture, significant i.v. prehydration or
high maternal inspired oxygen concencrarions. This study showed
superior newborn blood gases and Apgar scores after delivery under
epidural analgesia compared with general anaesthesia. The second
study, done onc year later when the non-anaesthetic variables of tilted
posture, adequate i.v. prehydration and high inspired exygen tensions
were all equalized, showed no difference in newborn oxygenation and
behaviour between general and epidural anaeschesia. This important
finding should be a correcrive to all of us who would like o believe
that regional anaesthesia is @fys safer and bevter than well-given
general anaesthesia in obstetric practice.
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Nurgical Foray

Demonstration of superior pain relief and accelerared
resteration of function were the two inseparable goals in our
examination of regional anaesthesia, and specificaliy neuraxial
blockade by the epidural route for trauma and major surgery, Models
for this endeavour included:-

1. Ultra-early ambulation as artempted by John Cleland

at McGill in the 1940s.

2. Measurements of postoperative respiratory function,
including funetional residual capacicy (FRC), and dy-
namic compliance using pressure-volume loops during
sequential epochs of pain, systemic opioid apalpesia
and segmental epidural blockade,

3. Companison aof metaboiic responses after major cruncal
surgery and postoperative pain management by sys-
temic opioids versus continuous local anaesthetic neu-
raxial blockade of the entire nociceptive area.

We tried all three of these approaches, with some success in
each, bur enly the last bore fruit in terms of publishable data. A small
feasibility study did demonstrare the possibility of uitm-carly
ambulatien within 3-4 hours of upper abdominal surgery, but this
required a mid- or upper thoracic epidural catheter, and a very
precisely imited arca of segmental blockade that extended no lower
than T12, as well as a careful check of scnsory, motor and reflex
competence in the lower limbs before allowing the patient o walk
under close escort. While this exercise provided an impressive
demanstratien of restored mocor function in the presence of highly
effective pain relief, it did not show any overall improvement in
ouicome,

Respiratory function rests are difficult to perform with a high
degree of accuracy in the postoperative period. FRC measurements
by the helivm dilution technique defeated us, due (o l2aks art the face
mask around the nasegastric tube, and it is clear that chis ts 3 commoen
problem leading to spurious results in the fiterature. Measurements
of pressure-volume loops in three successive epochs were feasible but
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very taxing for the conseating patients. In those days, on-line
computer facilities were not availeble and dara reduction demandcd
a full week of solid desk work te construct a set of pressure-volume
leops fram a single patient, We had te abandon this avenue due 1w our
inability to generate sufficient daca for publication within the time
allotted by research grants.

The iast study of metabolic responses over a 24-hour
postoperative period was completed and published in Sergery,
Gynecolopy & Gbstetrics in 1971, That data revealed a clear difference in
blood sugar respenses between general anaesthesia and continuous
epidural blockade. Moreover, we nored, but did not emphasize thar,
while the blood sugar remained at normal prepperative levels provided
the sensory block covered the entire nociceptive area, hyperglycaemia
promptly cccurred and persisted if the level of analgesia regressed
inadvertently 10 allow pain to arise from juse one unblocked segment.
This fundamental and incvitively obvious phenomenon of incomplete
blockade permitting a complete breakchrough of the normal reflex
adrenomedullary response to trauma has been widely ignored in many
of the later statistically “impeccable,” double-blinded published
studics thar have atrempted w compare postoperative patient
outcome after epidural versus systemic analgesic techniques. The
statistical rigour of blinding observers to the nature of the anacsthede
has robibed those studies of the essential imperative for valid results
— that is constant, engoing verification of complete and satisfactory
segmental blockade of the entire nociceptive area by the investigators
responsible for ensuring effective intra-operative and postoperative
pain management,

During the course of these three clinical stoudies in
de-afferentation and surgical outcome the final link in our chain of
ideas was forged 30 as to join the two ends of the system of reflex arcs
that underlies che whole practice of anaesthesia. In 1970, Dr. Ocravio
Caiwillo, a young Mexican physician of partrician background, applied
for anaestheric training in the MeGill Diploma Course. He came with
his career path planned in unusual detail. He would train as a clinical
specialist in anaesthesia at McGill. Then he would undertake a
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doctoral fellowship in neurophiysiology under Professor Kris Krnjevic
in the Wellcome Department of Anacscthesia Rescarch. Finally, he
would return 1o Mexico City to lead his country in basic and clinical
neurophysiological endeavours.

Ocravio Calwille's time at MceGill went exacely as he had planned,
and the results were ¢poch-making for che specialey of anaesthesia.
He worked with iron cencentration and self-discipline, collaborating
in a few of our clinical investigations before moving on to immerse
himsclf in the mysteries of micro-neurochemisery and the arcane craft
of celbular electrophysiology at the Mclnoyre Research Centre. Under
the direction of Prefessor Krnjevic, he built his research around the
findings of two Japanese investigators who had just demonscrared
interesting enhancement effects of merphine on some inhibitory
pathways in the spinal cord. In due course he completed his doctoral
requirements and wrote his thesis on spinal nociceptive mechanisms,
which was published in part as “Effects of morphine and naloxane on
dorsal homn neurones” in Fhe Canadian Journal of Physiology (1974; 52:
1207-11). This, and two subsequent papers by Octavio Calvillo,
tumed out to be the seminal work that opened the present era of
intraspinal apiate technology for the relief of acute and chronic pain,
beginning with the publication, in 1977, of Josef Wang's preliminary
teport on intrathecal morphine in animals and man in Regross/
Avesthesic,

In this way, the grest loop of dlinical exploration around the
reflex are, begun by Hareld Griffich ac McGill in 1942, ended at McGill
35 years laree. The vime had come for che specialty of anacsthesia 1o
drag itself away from the blandishments of the quick-fix,
de-efferentation technology of muscle relaxants, which had prevailed
for more than three decades, and to tum to the far more difficult, but
perhaps more rewarding, goal of de-afferentation, as proposed by George
Washington Crile and his associates seme 60 vears earlier.

That change is still in process, and a few more decades may have
to pass before the point of balance comes to rest at a rational conrtral
of the entire amay of reflex arcs undetlying the art of pain relief and
restoration of functon. In the search for this we should leam from
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present mistakes and ensure thar our clinical outcome protacols are
so designed thar we really achieve what is intended, that is, clear and
unequivocal evidence of complete segmental de-afferentarion of the
entire nociceptive area throughout the expenmental period.
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CHAPTER IV

Anarstherists, aiony with pathologists and radiolopists, have ofre been
dismissed as part of the “service” section of the hospital staff structure. Forsunarely
the Royal College of Physicians and Surgeons of Canade is all-encompassing and
so hefps reduce the isolotion of swch specialties. Ackmowledgement of the
contribution of anaesthesta to medical thought fn generdd alo counters such
misinformed optmions. Thuse who kave chatred the Department of Anaesthesia at
McGill have been very acivein ensuring that both the department and the specialty
Aave gained international recognition.

A DEPARTMENT OF RENOWIN

Earl Wynands (MeGill 1950-1988)

When the Department of Anaesthesia at MeGill University was
formed in 1945 it rapidly achieved recognition, and for good reasons.
At that time McGill itself was seen as one of the world’s leading
universicies. [t was frequently referred to as the Harvard of the North,
although McGill students and faculty memberts could be heard
speaking of Harvard as the McGill of the South!

In 1945, although the department was still in its infancy, its
members were received with interest and respect on their travels in
Canada, the United States and abroad. This was due, in parr, to its
being the first University Department of Anaesthesia in Canada. The
fame of its founder, Wesley Bourne, also helped. _

David Shephard, in Watching Closely Those Whe Sieep, his history of
the Canadian Anaesthetists’ Society which was published to
commemorate its 50ch anniversary, documents the difficulties of
anaesthesia in Canada before the organisation of that societry in 1943.
A brief review of this history is worthwhile here.

Anaesthesia as a specialty in Canada probably began with the
appointment, in 1899, of Dr. Huttan as Honorary Anacsthetist at the
Winnipeg General Hospital. His appointment was fellowed, in 1901,
by that of Dr. Chestnur and, a year later, of Dr. Webster. In 1904
William Webster gave a series of four lectures on anaesthesia and, in
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1905, he was appointed Becturer on Anaesthesia in the Faculty of
Medicine at the Manitoba Medical College.

His was the first academic appointment in anaesthesia in
Canada, When the Manitoba Medical College became the University
of Maniroba, Dr. Webster was appointed Associate Clinical Suigeon
{anaesthesia). In-1924 he published The Soience and Art of Anacsthesia.

Samuel Johnson established a Department of Anaesthesia at the
Torento General Hespital in 1905 and was appointed Lecturer in che
Faculty of Medicine ac the University of Toronto. He established a
cradition of teaching which was cagried on by William Brown, Charles
Robson, Ralph Hargrave, Tom Hanley, Ken Heard and Harry Shields.
Dr. Jahpsen's initiative meant that anaesthesia in Toronto gained an
autonomy which was slower to develop in Monrcreal. David Shephard
attributes this to the fact that anaesthetists in Montreal were salaried
hospital employees until the 1954s,

William: Nagle was the Chief of Anaesthesia at the Royal Victoria
Hospiral at the time in which Samuel Johnson was establishing the
department in Toronto. By 1913 Dr. Nagle had reported 300 cases of
endotracheal ether anacsthesiz, After his untimely death, in 1918,
WesleyBourne was asked to take over the deparament but he declined
because he did not want 1o become a salaried employee of the hospital.
He was a staunch advocate of private practice anaesthesia, which he
carried out in many Moncreal hospitals, including the Westen
Hospital, the Matemity Hospital and St Mary’s Hospital. This gave
him the freedom ta pursue clinical and basic anaesthesia rescarch.

William Howell and Charles Stewart, who were respected
anaesthetists at the Royal Victoria Hospital and the Mentreal General
Hospital respectively, also did much to enhance the specialty, bur ic
was Wesley Boume's enthusiasm, dynamic personality and
professional reputation which attracted the attention of Francis
McMechan. In 1919 he had founded the National Anesthesia
Research Society in the United States, which was w become the
Intemarional Anesthesia Research Society six years later, Inspired by
Dr. McMechan, Wesley Bouine, Samuel Johnsor and William Webster
formed the Canadian Society of Anaeschetists in 1920.
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The society attracted physicians specialising in anaesthesia and
collaborated with allied societies in the United States, There was
great rapport berween the societies at their annual general meetrings
where the forceful and erudite Dr Bourne stood our. Harold Griffith
considered him to have been the pioncer of scientific anaesthesia in
Canada. His research on the pharmacology of volatile anaestheticsand
other clinical subjects attracted great interest at these meetings.

The Canadian Sociecys only lasted for eight years, at which time
it was absorbed into the Anaesthesia section of the Canadian Medical
Association a year after its formation. Wesley Bourne and other
angesthetists in  Montzeal felt that this gave inadequate
teptesentation to the specialcy at a time when it was still held in low
regard. Anagsthetists conrinued te be salaried and employed by
hospitals and could anly be certified by the Royal Gollege and any
available physician, medical student or paramedical personnel could
administer anaesthesia under surgical supetvision.

In order 1o gain recognition for the specialty, Dr. Bourne became
the driving force behind the formation of the Montreal Scciety of
Anaesthetists in 1930. In this he was ably assisted by other Montreal
anassthetists including Harold Griffith, Digby Leigh, Remee
Rochette, Georges Cousineau, Gharles Larocque, William Howell and
Charles Stewart. Wesley Boume's own status helped to raise that of
the specialcy. In 1935 Wesley Bourne was 1o become the firsc recipient
of the Henry Hil! Hickman medal of the Royal Seciety of Medicine of
Grear Britain. This was a great tribute to his abilities, particularty in
view of the fact that anaesthesia had been established as a specialey
earlier and more widely in Britain than in Canada. In 1942 Wesley
Bourne was clected President of the Amencan Sociery of
Anesthesiologists, the only Canadian and non-Amencan to hold this
position o dave.

By 1942 it became ¢lear to Harold Griffith and other members
of the Mantreal Society that there was a need for a National Society.
A vear later the Canadian Anaesthetists Society was formed. Dr.
Griffich was its first President and he served for a threc-year term.
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By 1943 Harold Griffich, like Wesley Bourne, was internationally
known. He served in both the armyand the navy during the first World
War and on rcturning 1o Montrcal at che end of the war completed his
medical training at MeGill University in 1922, He had given
anaestheticsd uring the warand continued duninghis internship, going
o Philadelphia to gain an MD in Homeopathy. On returning o
Montreal he joined the swaff of the Homeopachic Hospical, now the
Queen Elizabech Hospital, where he specialised in anaesthesia and
became Head of the Department. He atcracted notice with his
presentation of a paper on endotracheal ethylene oxygen anaesthesia
at the meeting of the International Anesthesia Research Society in
1928 in Boston. Ralph Wazers of Madison, Wisconsin was impressed
by Dr. Griffith and visited him to observe his anacsthetic practice,
inviting him tojoin the influential and elite Anaesthetists Travel Club,
a signal honour. Dr. Griffith enthusiastically prometed endotracheal
anaesthesia and controlled ventilation, becoming expert in the use of
ethylene and cyclopropane and he published many papers ¢n these
subjects. He led by establishing the first post-operative recovery room
in Canada at the Homeopachic Hospital. In 1942 Dr. Griffith, with
Dr. Enid Johnson made his mose imporcant contribution to
anaeschesia by using “curare” for muscle relaxation during anaesthesia
for cthe first time. This was such a significant advance in anaesthesia
that the history of anaesthesia has been divided into the pre- and
post-curare phases. He thus became firmly established as one of the
world's leading anaesthetists.

The Diploma Course in Anacsthesia ac McGill was based oo the
training programme that Drs. Griffith, Leigh and Bourne had
organised to train anacsthetists for the armed forces in Mantreal
dusing World War 11. The Diploma Course in Anacsthesia at McGill
was a three-year training programme emphasising clinical training and
basic sciences as applied to anaesthesia. The creation of the
Department of Anaesthesia to run the Diploma Course had met
resistance at MeGill so Dr. Bourne advertised in a Montreal newspaper
that he would organise ap anaesthesia training progmmme in
Montreal. McGill then relented and the Department of Anaesthesia
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at the university became the first in Canada 2nd had a faculey of
intemnationally known anaesthetists. Weslcy Bourne was followed as
Head of the Department by Harold Griffith in 1930. Dr. Gnffith
conunued to strengthen the incernational reputation of the
department. He felt that anaesthesia should be organised world wide
and worked for the foundation of the World Federation of the
Societies of Anaesthesiologists, of which he became the founding
President in 1955. Dr. Griffith recruiced Gordon Robson for the
Wellcome Resezarch Chair in Anaesthesia ac McGill funded by the
Wellcome Trust in England in 1956, Dr. Griffith had leng worked
rowards strengthening the scientific work of the speciahity. In the
beok “Harold Gniffith-The Evelution of Modern Anaesthesia” written
by Gilhes and Bodman, Dr. Rebson refeming to Harold Griffith wrote
“Dr. Harold was loved by all and for very good reasons. He was known
and feted all ever the world but he met the adulation wich humilicy
and remained entirely his own man.."... “Dr. Hamold enriched che lives
of all who knew him. His original demonstrations of che use of curare
in clinical anaesthesia played but a smal! part in the froitful life of this
man. He was accorded many henours bur he valued none of these more
than the love and achieversents of his many students and friends. [
mys<clf owe him an immense debt which I have attempred to repay by
emulating his philosophy of life.” Dr. Robson in 1964 retumned to the
United Kingdom 1o rake up the Chair of Anaesthesia at Londen
Unsversity and further enhance the intemational reputation of the
McGill University department.

Widespread international eecognition of the department
continued after Dr. Harold retired jn 1957. Alan Nobie, when he
became Chief of Anacsthesia ar the Royal Victoria Hospital in 1955,
recruited Philip Bromage. Dr. Bromage came to Canada from the
Poresmouch and Chichester Hospitals Group in England where he had
established his reputation in the field of epidural anaesthesia. In
Montreal be carried our exzensive clinical and basic research on this
subject, publishing a definitive rextbook. He became the Professor
and Chairman of the Depariment of Anaesthesia at McGill in 1970
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and the Chief of the Department of Anaesthesia at the Royal Victonia
Hospital.

Dr. Richard Gilberr who was the Chief of Anaesthesia ar
Montreal Neurological Insticuce took over the department at MeGill
when Dr. Griffith retired in 1957. He was an enchusiastic, extremely
well-informed teacher and excellent clinician, practising anaesthesia
for neurosurgery. He became recognised as an expert in
neuro-anacsrhesia in Neorth America. In the late 50s he arganised the
McGill Refresher Course on Anaesthesia to prepare local candidates
far the Fellowship examination of the Royal College of Physicians and
Surgeons of Canada and che McGill Refresher Course became one of
the most highly respected courses in Morth America. The McGill
refresher course enhanced the intemational reputation of the
depariment and the course went from steength 1o strength undey the
guidance of Richard Gilbert and John Sandison.

Dr. Sandison was Chairman of the department for eight years
during which he dealt wich many difficule political problems specific
to Quebec. He nevertheless recruited many able scaff anacscherises,
including David Bevan who was to succeed him in 1985 as the
Chairman of the department. Dr. Bevan came to the Roval Victoria
Hospital from St. Mary’s Hospital in England in 1978 having
complered his training wich Gordon Robson at the Roval Postgraduace
Medical School in London. In England Dr. Bevan worked on the effect
of anaesrhesia on renal funcrion and acid-base balance and in Moncreal
he studied neuromuscular blocking drugs in collaboration with
Frangois Donati whe was an Atending Staff member in the
Department of Anaesthesia ac the Royal Vicroria Hospital. David
Bevan, in addition 1o his contribution to research made a special
contribution to anaesthesia in Canada when he became Editor of the
Canadian Joumal of Anaesthesia in 1989, The Intemational
Aneathesia Research Society recognised his abiliry by zppeinting him
1o the Board of T'tustees of the Socicry.

In the late 60s and 70s Hillary Don, Deuglas Craig and Richard
Wahba carried out a series of studies on respiratory physiology. Dr.
Don was the first te publish on the effects of anaesthesia on functional
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residual capacity white Dr. Crag described the effect of anaesthesia
on the newly described small airway closure and closing volumes. In
the intra- and post-operative perieds Dr. Wahba identified the
changes induced by epidural snaesthesia on lung mechanics and
pulmonary physiology. These papers gave the first descriptions of the
effects of anaesthesia on lung mechanics and were widely acclaimed
by anaesthesia and physiclogy communities.

Many other membecs of McGill department made contributions
10 anaesthesia research. Of particular note are the works of those
mvolved in paediatrics, obstetrics, cardiovascular anaesthesia and
sntractable pain over many years. Dirs Drick Gilbert, Phil Bromage, Earl
Wymnands, Frangeis Donati, Peter Slinger, Sally Weeks and Gilles
Plourde made many presentations at the American Society of
Ancsthesiologists refresher courses, a strong indicarion of the
perceived regard for the McGill deparement. Dr. Wesley Bourne woutd
indeed be proud of the track record of the department he founded

over 50 years ago.
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Anaesthesia ot MGl hac bem subjet to varymg degrees of politica! ond
Jamcial constrainss. John Sandison, who became Associate Professor i 1972,
assunsed that role at a parvicuier fy difficdt time. Despite the tribulations of thase
years, hoever, this eminently practical man coercised adanrable conerolin a way
which ke has subsequenty gone on 1o do in world musestheda.

IMFFICULT YEARS

John Sandison (McGill 1972-1992)

My career in the McGill Anacsthesia Department starred
inauspiciously. I bad intended to fly to Montreal on an afternoon in
late December 1971 bur my flight was delaved so the farewell party
given by my colleagues at the Universicy of the West Indies was
extended. As a result, it was a very bedraggled new Associate Professor
who was met at 3 a.m. in Dorval airport by Philip and Meg Bromage.

They insisted on driving me to their Vermont farm, despite a
snow stormn which Philip dismissed as “a passing fluery.” I began o
question my decision to leave the convivial campus surrounded by
hibiscus, bougninvillaca and ackee for the austerity of MeGill and this
cold climate. Philip and Mecg Bromage cased my transition, however,
and [ was ro be grateful for their support and encouragement on many
other accasions during my stay in Mootreal,

My appointment ro the MeGill department was based on my
clinical and teaching experience. As my resident training in
anaesthesia was based on a multilocation, see the world, do-it-yourself
variety, sccepted in che United Kingdom in those days, 1 was placed
in the department at the Royal Vicroria Hospital wo gain experience
of the workings of a structured Canadian programme. In 1976 1
became Programme Director.

The late 1970s was not the optimal time to be given this
appointment. The Quebes government and College were placing
increasingly severe restrictions an the faculty as to che number and
origin of future residents. As a resulr, recruicment to the MceGill

33



Anresthesia at Molel

programme decreased. [t was, then, somewhar irnirating for me o be
frequently reminded by senior colleagues of the former distinction and
size of the McGill programme, with a complement of 50 10 60
residents of whom most had been McGill praduates of exceptional
quality!

The firar resident group wicth which [ was involved did, indeed,
contain individuals of high calibre, including Doug Graham and Bruce
Smirh. Although I was unable ro march cheir wide knowledge base, to
kcep my end up [ challenged their clinical expericnce by inviting them
to adopt different clinical techniques. This put them slightly out of
stnde and provided me with a chance 1o emphasize what I believed
to be the casentials of patient care. | agreed with Wesley Boume's
assessment that “a foolish constancy is the hobgoblin of little minds.”

Many rewarding experiences during my pme as Programme
Direcror related to the discussiens, concroversies and verbal sparring
held with a succession of interested, intelligent and commiteed
residents. Bruce Smith, who assisted me greatly, subseguency
became the Programme Director. His wisdom and interest in both
individuals and the educational process sustained the McGill
department in these difficult nmes,

Occasicnally, almost despairing of adequate recruitment, we
would have a lucky break. One such instance was when a community
practitioner in Yellowknife, who held an academic appointment in a
univessity in Western Canada, telephoned to request an interview. A
youthful, quiet individual duly appeared and was appeinted. Hc
subsequencly became a leading North American cthoracic anaesthetist
— Peter Slinger.

Anxieries regarding resident numbers and future recruitment,
and their effect on clinical cover, meant that more attention was given
ey the undergraduare and clinical fellows programme. In the early
19705 undergraduates were offered four-week electives in several
hospical departments but their content and the students’ assessments
were modest. An undergraduate commitree was formed in 1977 and
the usual questions were then addressed — what particular content
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of value could this specialty offer and would recruitment be positively
affected by improved undergraduate instruction?

The undergraduate committes managed to agree on the content
and objectives of the ¢lecrives. Then we faced the common McGill
dilemma of how to persuade the participating hospital departments
to accept the recommendations of a central anthoricy. The committiee
was fortunate to have interested and active hospital representatives,
including Deirdre Gillies, Frances Barry, Dave Thomas, Mamie Haig
and Louis Laberge, who pursued this poal in a detemmined manner.
Anne Moore, keenly intercsted in educational matters, took over the
chair of this commirttee in 1982 and some 60-70 undergraduates rook
these voluntary electives every yearand rheir assessments were almost
universally favourable,

In 1983 the McGill faculty was seen 1o be the only one in Canada
which failed ta pravide a mandatory core exposure of undergraduates
to anaesthesia. Proposals were made and, as a result of a rajor faculty
cummiculum review held in 1984, che department was awarded a
two-week mandatory assignment in the “Link” period between the
preclinical and clinical sections. This resuleed 10 130 students passing
through the hospitals each year, with a further review of the
cumriculum by the undergraduate commitree and the preparation of
an excellent basic manval referring to the course content.

The suceess of Aone Moore and the members of this commitiee
in transposing undergraduate craining from a hospital activity to a
university responsibility should be noved. There was no doubt as to
the appreciation of the students of the nature and content of
anacsthesia and the opportunities provided fer individual teaching
and hands-on expenence.

Clinical fellows were of considerable value to the departments
at McGill and the several hospitals to which they were assigned. The
increasing difficulty in recruiting both residents and scaff from other
countrics, and even other provinces, had tended to create a narrowness
of view and insularity common in other institutions of chis province.
Clinical fellows countered this by bringing fresh viewpeints, opinions
and sctivities in their professional and social capacities being, for the
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most part, anacsthetsts from overscas who had mecently gained
specialty qualifications and were responding to the opportunity 1o gain
experience in Narth American clinical pracrice, sub specialty training
and ¢linical research.

Overall this amangemeni proved mutually beneficial. Clinical
fellows significantly assisted the hospiral departments in their clinical
and tezching rezponsibilities while gaming different experience and
successfully participating in projecrs which often resulied in
publications. A few proved disappeinting and some were required to
accept an undue clinical load so minimising the benefits chey
expected of their fellowship year. Several fellows returned to the
McGill department to accepr faculty appointments including the
present chaimmnan,

In the Department at the Royal Victoria several fellows were
enthusiastic participants in the TGIF Club and French and Greek
female colleagues graced the department with their ¢legance. While
performing an epidural on a particulacly difficult and restless patient,
one Japanese fellow, not as yet fluent in English, was heard to
command “move do not, or [ kill vou."” Another well known fellow was
noted for having organized a memorable poolside party which included
barbecuing a pig.

I was fortunate to be a member of, and perform clinical work in,
four McGill hospitals, even if bricfly in two. In another, the Jewish
Genenl, [ was annuvally called o account for why the McGill
department was unable to assist in strengthening their department. [
predicted chat chere waould be a flow of staff in that direction, so [ felt
pleased and exonerated when first Gordon Fox, having successfully
recruited recent MceGill graduates, and then Simcha Kleiman led o
its recovery.

In 1986 Dean Cruess supgested chat I move ta che Children's
Hospital to assist with its transition following the departure of Jose
Rosales, a dedicated leader for many years. Having no particular skills
in paediatric anaesthesia, [ retumed to an elderly resident’s rotation.
[n this | was tactfully supervised and assisted by Irene Assimes and
Ruben Carranza, both skilful and experienced teachers. The
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department was forrunate to have a group of highly competent and
committed anacsthesia cechnicians who concributed greatly o the
practice standards and re the ease and pleasure of administering
anaesthesiain this hospital. With the recruitment of Des Spence, Jane
Henderson, Joélle Desparmet, Karen Brown and Davinia Withington,
the department was rebuilt. The Children’s academic and clinical
strength remains an imporcant factor in the McGill Department’s
reputation today.

During my time in the department, my administrative duties
were greatly eased by its secretaries, first Jan Mclnroy and, from 1983,
Maria Pacelli. In additien to her routine duties concemed with the
different groups of ctrainees, Maria proved an invaluable assistanc
during my verm of office. It was her initiative which led to the further
development of archives, publications, continuing education, financial
administrazion and fund raising, all of which have contribured to the
department’s identity and reputation. Lack of space prevents me from
naming the many other colleagues who supported oy efforts but 1
would like to thank them all for the associations made during those
fWenty years.,
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CHAPTER VI

Asanaeihetistsare inkerently unoberusve their work is somettmes neglected
s terms of endotements. The department ar MoGiill has been remar kably fortunate
i1 this regard, howerer, a:farma‘ altemni Aarve groen generoxsly in support and
recognition of its work. It is to be hoped thar the department’s finamcial
psdependence and strenpth will continue to grom.

THE ENDOWED CHAIRS AND LECTURES

David Bevan (McGill 1978-1991)

Many institutions honour members of staff with endowed chairs,
memorial lectures and research fellowships and in doing so not anly
refresh memories of past glories but also foster the continuation of
excellence and show confidence in the future. For example, the
International Anesthesia Research Society honours Hacry Seldan, who
edited Anesthesia and Anaigesia from 1954 10 1976, with the Seldon
Lectureship, and the American Society of Anesthesiclogists honours
E. A. Rovenstein with an cponymous lectureship. McGill University
recalls its past with the lectures and endewed chairs named after
Waesley Bourne and Harold Griffich, the fist two chaitmen of the
Department of Anaesthesia. 1t is of interest to relate some of the
events leading to these memonials.

The Harvld Griffith Chair in Anaesthesia

Comprehensive obituaries of Harold Griffith were published in
the leading general medical and anaesthertic journals on his death in
1985. These included Anesthesia and Anaigesia, The Canadian Journal of
Anaesthesia, The Brivish Tournal of Angesthesua, Anoesthesse and The Canadion
Medical Association Journal. In 1992, the 50th anniversary of his most
notable achievement, the first clinical use of curare in anaesthesia, was
celebrated by scientific meetings in Tokyo and Montreal, The
Canadian Anaesthetists’ Society celebrated the event with a lecture
entitled “Fifry Years of Muscle Relaxants™ which I had the honeur to
present.

The Endowed Chairs and Lestares

The heads of the anaesthesia departments of the MeGill
teaching and affiliated hospitals resolved to starr an appeal o fund a
Chair to commemorare Harold Griffith. Most fortunately, this
tesolution coincided with a major university fund-raising campaign,
the McGill Advancement Programme, with a target of 61 million
dollars. The Griffith Chair was one of several selected for support and
was given the highest priority. The advantage of this was that the
campaign would mawch the centributions to the Griffith appeal,
including che funds already in hand. Much of the administrative work
inherent in an appeal was also done by the Advancement Programme,
the anaesthetists identifying potential donors to be approached. Eight
hundred and fifey chousand dollars, sufficient wo endow the chair, was
raised from all sources, incihuding former staff, friends, pharmaceutical
companies and others.

Frangois Donati — First Harold Griffith Professor of Anaesthesia

It seems quite appropriate that the first Professor should be a
clinical scientist from Quehee capable of linking clinical pharmacology
and basic science in the field of neuromuscular transmission. Frangeis
Donarti was born in Quebec City and educated at the Universities of
Laval, Toronto and McGill, where he gained his Bachelor of Science,
Master of Science, Doctorate and Medical Degree. He completed his
anaesthesia residency at McGill and, even before finishing the
programme, had established himself as an able clinical scientist in the
field,

His research involved both the Department of Pharmacology ac
the University of Montreal and the Department of Anaesthesia
Research ar McGill. This restored links between the deparrments
which had been weakened when Gordon Robson relinquished the
Wellcome Research Chair in 1964. Kresimir Krnjevie, who succeeded
hirm, is an exceptional physiclogist with a paticular interest in central
system physiology but he found less in common with clinical
anaesthesia.

During his professorship, Frangeis continued his collaborative
work, attracting a number of visiting scientists to join him. His
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meernaticnal recognition was well earned. My treasured memory is of
a meeting in San Francisco, scon after Frangois had returned from a
sabbatical in Pars. He had been involved in some elegant studies
eoncerned with the timing of the onset and recovery of neuromuscular
blockade of the laryngeal muscles. The meeting had been poorly
organised, with two neuromuscular sessions occuming simultaneously,
and Frangois was booked to present suceessive papers but in different
rooms. Neither he nor the audience were perturbed. At the end of the
fitst lecture he 2nd the audience moved from one room 1o the ather
togecher! [1 was a considerable loss to McGill, but not to the specialey,
when Frangois accepted the Chair of Anaesthesia at the University of
Montreal.

The Harold Griffith Memorial Lectures

This lecture series was inaugurated in 1986 and, in general, the
lectures have been given by clinicians and basic scientists with a
particular interest in neuromuscular pharmacology. The lectureship
carries with it the Harold Griffith Medal.

The Harold Griffitk Stamp

Davy Trop, at McGill, suggested the idea of a Harold Griffith
stamp to celebrate the 50th anniversary of the introduction of curare
in 1942. Few anaesthetists had had their portraits on postage stamps
before. Only the American anaesthecises, Crawford Long and William
Morton, had been so honoured, with United States and Transkei
stamps respectively, although the Americans subsequently issued a
stamp in memory of Virginia Apgar in 1995.

The steps involved in putting our propesal to Canada Post were
far from clear. More than 130 suggestions are made every year but
fewer than a dozen are accepred. After accumulating world-wide
support from physicians, most of whom were anaesthetists, an
application was made and we awaited a response. For monchs there
was no reply o our telephoned and written enquiries. Eventually, the
department’s postrait of Hareld Griffich was taken away "for further
evaluarion” but secrecy prevailed.
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Finally we were informed that Dr. Griffith had been selected
and would appear along with three other Canadian physicians, Jennie
Trout, Frederick Banting and Wilder Penfield. The presencation of
the Penfield and Griffith stamps was made in a cereinony by Canada
Post in the Osler Library at McGill. 1t was doubeful whether Linda
Griffith recognised her husband, however, as the stylised arcwork on
the stamps distorted the original portrait! The stamps bad been
produced sooner than we had expected, in 1991, so they acrually
commemorated the 4%ch anniversary of Harold Griffith's oniginal
work. None of this could have been achieved without the dedicared
persistence of the chairman’s administrative assistant, Maria Pacelli,

The Wesley Bourne Lectures

Afrer Wesley Bourne's death the guest lecture, presented by a
distinguished wisiting tescher at the annual MeGill Apasesthesia
Refresher Course, became the Wesley Bourne Memworial Lecture. Far
more than 20 years this has marked the beginning of the anpual
Visiting Professor programme. Not only does the leccure give the
audience an opportunity to hear a distinguished anaesthertist, all but
rwo of the lecturers having becn anacsthenists, but it also brings
Wesley Bourne 1o mind once again. The Chairman of the department
has often used this introduction to refl=ct on the past and o look 10
the future. Gn sccasion the lecture has been affected by the turbulent
politics of Quebec, as when it was cancelled at che time of the Ocrober
uprisiog in 1970.

The lectures and lecturers have provided an interesting
spectrum of subjects chosen by leaders of the field — 24 of 32 were
deparement chairmen. The serics began in 1963 with a lecture by
Manny (E.M.} Papper, a man whe had considerable influence on
North American anaesthesia for a quarter of a century. The firse
McGill Wellcome Research Professor in Anaesthesia, Gordon Robson,
was the second lecturer,

The best known of the anaesthetic respiratory physiclogists,
John Nunn, appeared early and became a frequent visitor to Canada.
Tem Hernbein, whe climbed Mount Everest wichout oxypen,
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lectured on “Highpoxia.” Leroy Vandam, Willie Hamilton, Harry
Churchill-Davidson, Mick Greene (the enly person to give both the
WB and HG lectures), John Michenfelder and Bryan Marshall, who
are all household names ro anaesthetists, were lecturers. Previous
MeGill chainmen and faculty are alse well represented: Ronnie Miliar,
Dick Gilbert, Philip Bromage, Ron Stephen and Earl Wynands.

Seventeen of the lecturers wers from the Uniced Stares, 11 from
Canada and four from the United Kingdom. In recent years lecturers
of note have been Gertie Marx, whe lectured from an armchair, having
brokan her ankle on the way to the lecture, Marcel Boulanger, who
gave an interesting lecrure, and one which Wesley Bourne would
surely have appreciated, on the spectre of Antigone. John Wade,
investigatar, department chairman, dean and deputy minister of
health, gave an extraordinary {ecrure on the practical and philosophical
approaches to intrauterine anaesthesia. Fortunately cthe texts of
almost all the lecrures have been preserved in the McGill department.
Na doubt historians will make good use of them.

The Wesley Bourne Chair in Angesthesia

The Boume family had always been extremely generous to
McGill, and particularly to the Anacsthesia Department, chrough a
benevolent organisation, the SALTA trust. Few realised that the
family were responsible for the funds. At the same time as the Gnatfith
appeal, the family approached Dean Richard Cruess to suggest a
“Wesley Bourne Chair.” They arranged the financing and, within the
year, the first Wesley Boume Professor was appointed.

I was understood that the head of the deparrment would be che
Wesley Bourne Professor and that the university funding for chat
positicn would be redistributed to encourage increased research
within the department. As a cesult, the McGill Department of
Anaesthesia has two endowed chairs. At times of financial cut-backs
to universities mast existing funds are ar nsk. However, endowed
chairs are “owned” by the department so the funds remasin at its
disposal and cannot be appropriated for general university purposes.
This means that these chairs are secure for the foreseeable future.

T Encoweed Chenry ond {aeture:

David Bevan — First Wesley Bouwrne Professor of Anaesthesia

I arrived at MeGill in 1978, initally as Research Direcror within
the department and then to become Anaesthetist-in-Chief at the
RVH and, in 1985, Head of the McGill department. 1 left chis position
to become Professor and Head of the University of British Columbia
Department of Anaesthesia in 1991. During my time ar McGill my
rescarch was mainly concemned with nevromuscolar pharmacology.

Franco Carli — Necond Wesley Bourne Professor of Anaesthesia

Franco Carli was appointed Head of the McGill Department and
Wesley Bourne Professor in 1994. Having graduated from cthe
University of Tunin, he did his anagsthetic trining in {taly, France,
Africa and England. He was, from 1982 to 1983, a Clinical and
Rescarch Fellow ar McGill. Afrer returning to a Senior Repjstrar
position 2t Hammersmith Hospital, London, he was appointed
Consultant at Nocthwick Pack Hospital,

Dr Cari’s research interests to date primarity concern
perioperative metabolism and thermal regulacion, At a time of furcher
peliticat unrest in Quebee, his professorship may not be easy buc no
doubt the heritage of Bourne and Griffith will inspire him. I wish him

good luck.

Conclusion

Those of us who have spent time at McGill are privileged, [t is
when onc enters and leaves that the diffecences are obvious. The
goals, principles and philosophy laid down nearly 50 years ago by
Boume and Gnffith have had cheir influence far away from Monitreal.
The Lectures remain permanent records of glimpses of anaesthesia
through distinguished eyes and the Endowed Chairs are puarantees
that that philosaphy will codure.
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The Harold Griffith Lectures

1986 Dr. F. F. Foldes, Albert Einsrein University, USA

The empat of musde relavants on the practice of amaesthesia from Harold Craffisk untif
fody

1987 Dr. J. Savarese, Comell University, USA

1988 Professor W. Bowman, University of Strachelyde, Scotland
Fredbeck control of trananitier refoze ot the noutomusoular function

1989 Professor 8. Agoston, Universicy of Njmegen, The Netherlands
I the end of curare reseavch ot sighe#

1990 Die. B Miller, University of California at San Francisco, USA

1t the choice of muscle refacant tmportaw in critical care modicine? :
1991 Dr. N. Greene, Yale Universicy, USA

1992 Dr. R Kicz, Harvard Universicy, USA

The papeani of antecholvesterase drugs

1993 Dir. D. Stanski, Stanford Universicy, LSA

The comribsation of anaesthioia to chinieal pharmacology

1994 Dnr. F. Donati, Universicy of Montreal, Canada

Research ix anowsthend: & perspaciive

1995 Dr. D B Bevan, University of British Columbia, Canada

The Harold Griffenh heritage — have e foed ups fo it?

The Wesley Bourne Lectures

1964 Dr. E. M. Papper, Columbia University, USA

The selectivn and mancgewsens of angestBesia in parienss sk keart dissas

1965 Dr. ). G. Robson, Royal Postgraduate Medicel School, Englacnd
Contral of respiration

1966 Dr. J. E. Eckenhoff, Norchwestem Universicy, USA

1967 Pmfessor . F. Nunn, University of Leeds, England

Hyproeda

1968 Dr. B A Millar, McGill University, Canada

The role of the sympathenic mervous syctem in the cardivascular response to angesthesia

The Endoawed Chatrs and Lactures

1969 Dr. H. H. Bendixen, Columbia Universiry, USA

The venniation reguirement

1970 D'l B Dery, Unlw.rslqr of Laval, Canada

1972 Du. . P. Bunker, Harvard Elniversicy, EISA
Anaesrhesia g5 a nenrologic symdrome

1973 Di W. K Hamikon, University of Cabifornia at San Francisco, USA
Foocici .

1974 Dr. L. Vandam, Harvard Universicy, USA

Homw 1o learn dhour amassthetics by grenng anashesia — the frausplant experience
1975 Dr. (. P. Larson Jr, Stanford University, USA

Change i anaestheric practices

1976 Dr. T. F. Hotnbein, Seactle Unpvensicy, USA
Highpoxio: wum ar altireds

1977  Dr. N. M. Greene, Yale Universiey, USA

The influence of ansesthesia on the developeent of surgery, 1846- 1000
1977 Dr. R. G. B. Gilbere, McGill University, Canada

A tributs to Wesley Bourne

1978 Dr. H. Churchill-Davidsen, St Thomas's Hospital, England
Anaesthenia — the say ahead: 1846- 1900

1979  Dr. M. B. Laver, Harvard Universicy, USA

Anaesthesia ond coronary arizry disedse; peroeplions and misconceptions
1980 Dn. P. R. Bromage, Duke Universicy, USA

Two faces of de-afferentanion

1981 Dw. M. Boulanger, University of Montreal, Canada
Ancesthenis: a difficult diggmasis or He spectre of Antigone

1982  Du. . Wade, Universiry of Manitoba, Canada

Prrinmal enaesthesia

1983  Dr. A W. Conn, Universicy of Toronto, Canada

Forcent advamess in frech witer near-dromming

1984 Dr. G. Marx, Albert Einstein University, USA

The evoluvion of obsterrical ansesthesia

1985 Dr. C. R Stephen, Duke University, USA

The greying of America — a medical chalienge
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1986 Professor M. K Sykes, Universicy of Oxford, England
New techniques of respiratory sugport

1987 Dh. B. Mamshall, University of Pennsvlvania, USA

The pulmonary circulation dursny cmastheds

1988  Dr. . Milic-Emili, McGill Universiry, Canada

Flo resistonce of Mhe hmy smd chest wall in anaesthetrgad kumeans
1989 Dr. M. Somerville, MeGill Universicy, Canada
Anaesiherises: commmunicanng wirk rhe Soing and the “dead”

1990  Dr. ]. D. Michenfelder, Mayo Clinic, USA

Sevainres, serendipity, sciemee, sham ond satisfischon

1991 Dr P. G. Barash, Yale University, USA
Coamine the fnad's cirse or medical wirack?

1992 Dr. J. E. Wynands, Universicy of Otcawa, Canada
Contributions of anaestkesia to the development of cardior surgery. Canaatons were there!
1993 Professor P. Fo&x, Universivy of Oxford, England
Sileme myocardial ischasmia: o threar 1o the sin gical patsens

1994 Dr. R. K. Stoelting, Indiana University, USA

b ¢ fomicatd s i o .

1995 Dr. F. M. James 1, Wake Forest Universicy, USA
Lassons learmed from obstetric anaesthoss

CHAPTER VII

Al medical specialties need vations levels of complementary proctice and
inomledze 1o ensure optimal patient care. The relative roles of techricians, nurses,
anderpraducte and post-graduate wedical students, penercl staff and keaders of
the profesdon need 1o be clearly defined bur this is seldom the case. Tratming and
continsng ecucarion for all involved should be encouraged as a means of fogtering
mutual understanding and co-operation. Such on enfightened approach will)
ke factionakisom and protectionism, adoance the speciaity as & whole. Deirdre
Gillies’ background, insight and tomperament ensures her inferest in trawimg
wkich is so fmportant fo the future of ansesthesa.

BASIC TRAINING

Deeirdre Gillies (MeGiil 1957-present)
General Practitioners

It is an sccepted fact that there s a lack of specialist
anaesthetists to provide a satisfactory service 1o alt the population of
Canada in general and the Province of Quebec in pardicular. This
deficiency will always be grearest in the rural arcas where, for
geographic and economic reasons, general practitioners will be called
upon to render these services. In the past these doctors learned by
doing, often at the patient’s expense.

At the present time, nearly 100 general practitioners in Quebec
provide anaesthesia services. Of these doctors, 70 1o 80 work in
hospitals with fewer than 200 beds and more than half arc over 45 yearm
of age. As they retire or die, replacements will be required, and it 1s
desirable that some training should be supplied for their successors.
A minimum of six months’ training seems necessary to equip a general
practitioner with the knowledge and experience nceded to provide
such anaesthesia services,

In the 1970's the Canadian Anasesthetists’ Society and che
Associacion of Canadian University Departments of Anacsthesia
recognised thar, although all anacsthesia should, ideally, be
administered by specialists in the field, there was a need for specific



Anoesrleria ot Metell

programmes of training in anaesthesia for the general pracritioner.
This could only be given by hospitais within the erbiz of the universicy
departments of anaesthesia and, rather than have students drop out
after six or 12 months in a specialist’s training programme, it seemed
reasonable w design a special programme. On Novernber 23rd 1977,
the Post-graduare Education Cominitree of the Faculey of Medicine
at McGill University approved plans for the Department of
Anaesthesia, chaired by John Sandison, to sct up a special training
course of six months duration for general practiticners.

The programme began on che first of January 1978 at the Queen
Elizabeth Hospital of Montreal, with rotations to other MceGill
hospitals for paediatric and cbstetrical experience. Trainees spent at
least three months at the Queen Elizabeth Hospital and they were
expected 1o become thoroughly familiar with the pharmacology and
application of a limited vaniety of techniques and anaesthetic agents,
including regional procedures. The methods selected ailowed for the
safe and effective admimstration of anaesthesia for straightforward,
common surgical procedures in parients of ASA Grades 1 or 2, either
in clective or emeEtncy situations.

Considerable emphasis was placed on  the studens’
participation in detailed pre-operative assessment and  early
post-operative care of patients. As opportunities presented
themselves, trainees were introduced to the management of
complications and of the patient wha cequired life support techniques,
including cardiopulmanary resuscitation. Trainees were closely
supervised but also expected to accepr increasing responsibility, as
judged by their individual progress.

Apart from intensive teaching in the operating roems, tuterial
lectures were held on ene morning cach weck for three hours. Topics
were assigned to individual trainees for presentation at these sessions.
All ezaching and supervision was dene by faculcy members with MceGill
appointments from the hospitals concerned.

Ususlly progress was very fast as the srudents, knowing how
short the tmining was, were highly motivated and spent as much time
as possible in the operating room, assessing patients, reading and

Bt Troming

asking quesrtions. They were also invited to attend other educationzl
activities of the McGill department at which they met studenes from
the full programme. Orherwise, there was no overlap between the two
programmes.

At the end of the course, assessment of the candidates was done
by examination, written and oral. At that time students were asked to
subtnit their comments regarding the course, irs length and content,
Ten per cent did not make the prade and were advised against
practising anacsthesia under any circumstances. The successful
trainees were warned regarding the tendency of some surgeons to uy
to persuade them ro underiake procedures bevond their competence.
1t was stressed thac consultation was readily available and on-site visics
would be arranged.

The graduates were encouraged ro appreciate the importance of
continuing education, in the form of lectures and practical refresher
courses, as 4 way of maintaining and upgrading their competence.
Twency-five per cent of the 23 candidates trained between 1977 and
1984 went on to full specialty training, so the programme proved to
be a good source of specialists! Despite its success, however, it met
with powerful apposition.

Anaesthetists in the province, led by the President of the AAQ
and the Deans of Medicine, felt that the coumse threatened to
diminish their status as well-trained specialists in the eyes of cheir
colleagues in other medical specialties. Their insecurity led to the
term “mini-anaesthetists” being coined o disparage the trained
general practitieners. This simmering oppasition to the McGill
pregramme, which had been considered as a pilot project from the
srare, ultimacely meant chat it was discontinved in 1984,

Medical Students

The only medical students who received any training in
anacsthesia before 1986 were those who chose to use the elective
periods, in either their third or fourth years, for such experience. John
Sandison felr strongly that all graduate doctors should be able o
manage airway problems in patients. In order to achieve this he
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recommended that ali students shouid be assigned o anaesthesia for
a two-week period.

From April 1986, this training was integrated into the Link
period in the 2nd year of the curriculum but, as this preceded much
clinical training, it proved to be too early for srudents to benefit to the
fullest. The course has been constantly revised over the past ren years
but, although it was hoped chat such exposure o the specialey might
help recruit more students to anaesthesia, this has not proved 1o be
the case. In retrospect, the one-month elective period of the past was
more fruitful from that point of view.

2

CHAPTER VIII

Thefirst Canadian MD CM degree was conferrad at McGilfin 1833, Simce
the Faculty vas formad there kave been 22 Deans, nine since the creation of rhe
Anaechesda Department. Here the last four Deans communt on their contots oith
the Angesthesia Department during their iengres. Aithough there has not yet been
an anaesthetiss appoimted as Dean it is owr hope thay this may happen in the furure.

THE VIEWS OF RECENT DEANS

i, Maurice MeGregor (McGill 1957 -present}

Anacsthesia iz 3o intensely demanding that I am always
astounded when anaestherists find the time to do research or te
rolerate and encourage the research of others in cthe operating room,
But from my first contacts with the McGill deparcment, starting with
Tony Davenport at the Children’s Hospital in 1958, 1 have found
McGill anassthetises open and generous in promoting clinical
obscrvation.

Ar the Children's Hospiral this led to five jeint publications in
the carly 1960s, as we documented the cardiovascular cffeces of
different levels of N2O, halothane and CO3 on the cardiac output apd
peripheral resistance of children. I recall, with mild guile, that we
never, to my recollection, asked permission of patienes or children.
Although we did no harm, if there had been such a thing as an ethics
committee at that time it would, quite rightly, have been upset.

I am grateful to McGill Anacsthesia for its help, encouragement
and collaboration and an inquiring and generous mind-set. For
example Gordon Robson, who gave up a complete experimental day
(about 22 hours) in order to help eseablish the presence of an O2 or
COz recepror in the puimonary artery and Phil Bromage with whom
we induced sympathetic blocks to relieve Raynaud’s phenomenon.
And all the time they mairtained the incredible skills which coaxed
some of pur “horrendoua” and apparently hopeless surgical cases back
to life.
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In the middle of my period as Dean of the Faculty of Medicine
{1967-1972), Dick Gilberr retited as Chairman of the Department of
Anaesthesia and I officially inquired about its furure organizacion. Phil
Bromage responded unofficiatly with an excellent resumé of all aspects
involved. In particolar, his concepr of the role of the chairman
included:-

1. Promotion and co-ordination of undergraduate teach-

ing.

2. Promution and co-erdination of post-graduate teaching

in basic science and special areas of endeavour.

3. Insistence on excellence in practice, teaching and re-

search by co-ordination of continuous surveillance.

4. Ensuring interdepartmental contact through atten-

dance at rounds and seminacs of other departmenss.

5. Fostering publicarions and attendance at meetings or

conferences to “sell” MeGill,

He propoesed a temporary regency because of the uncertainties
of the time and a worldwide search for the right person. In fact, he was
appointed forthwith to cope with se¢paratism, anaestherists” migration,
bilingualism, financial stringency and strikes! Which, if my memory
serves me well, he did admirably, while iving his own job description.

ii. Pat Cronin (MeGill 1959-1984)

I have been asked if [ was involved in any matters in connection
with the Department of Anaesthesia during my tenure in the Deanery.
As we are all awarc, when we grow alder our memories rut shore of
storage space with the result that dramartic events, generally
disagreeable, tend 1o be retained at the expense of the Ioss obtrusive
and more comforiable ones. Having searched carefully, T am very
happy te say that | have no recollection of any single event with regard
re the department which belongs in the former of these rwo
categories! ' ' '

What is left is the memory of Anaesthesia as one of the strongest
of the Faculty's clinical departments, ably led and staffed and
providing a superb service to patients. [ts members carned out cheir
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teaching responsibilitics with diligence and still managed to find the
time and funding for important research activities which, 1 believe,
rendered the McGill department unique among its Canadian peers.

I remember having a most friendiy, and mutually productive,
relationship with Phil Bromage, the then Chairman, as wetl as with
Tom McCaughey who, | believe, succeeded Phil before the end of my
renure, Their contributions to the discussion a1 our monthly meetings
of department heads were invariably vseful and germane. 1 abse
remember with grear affection Dick Gilbert, Chief at the MNI, whom
I had the pleasure of knowing socially as well as professionally, and
Harold Griffith who was still active ac the Queen Elizabeth Hospital
during that peried.

Perhaps my forgetfulness is due, in part, to the external issues
with which we were seriously preoccupied during the years [ spent as
Assoctate Dean ro Maurice McGregor (1969-1972) and lster as Dean
(1972-1977). This was the tutbulent era of the “Trudeau years,” with
the wave of bombings, the Cross kidnapping and the murder of Pierre
Laporte, in 1970, followed by the application of the War Measures Act.
After rejection of the Vicroria Charter by Bourasss, in 1971, came the
rise of Quebec student activism in which the separatist cause was
embraccd. This cultninated in the McGi/ frangais march on the
universitcy.

Finally, in 1976, we witnessed the unexpected election of the
Parti Québé&cois, with René Lévesque as provincial Premier. The
latter event scuttled the plan, carefully aranged with the Bourassa
governmens, which would have allowed McGill to acquire the QMVH
as an additionat teaching hospital o havse the Montreal Chest and
the Rehabilitation Institute. In retrospect [ have come to regard this
unfortunate tumn of events as the greatest disappointment of nry
tenure as Dean.

ili. Samuel Freedman (MeGill 1959-present)

My recollection is thae the period of my deanship, from 1977 w
1981, was a relatively difficult one for the Department of Anaesthesia,
The budger of the department was hiscorically small compared with
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other departments of similar size, and there were very few GFTU
members. The Chairman was John Sandison, now retired, who, cither
at the request of the department or en his own initiative, elected ro
function as Chairman of the university department without being
appointed Chief at any of the msjor teaching hospitals. My view ar the
time was that such an arrangement was largely unworkable and would
result in che Chair becoming “a floating apex™ without a power base
to provide the necessary clout.

Although Dr. Sandison's efforts 1o unprove the lagging
department at the Montreal General Hospital by persenal
patticipatien in its day-ro-day activiries was adrmurable, in my opinion
it did little to advance the academic profile of the department. The
department felt that the best way to advance this profile was to
establish a research unit at the Royal Victonia Hospital. As Dean, [ had
some reservations abous this plan since there was a well-functioning
and highly regarded anesthesia research unit in the Mclntyre Medicat
Sciences Building. I was fully aware of the tensions between the
clinical department and the research unic, but was of the opinion that
it would be berter to work out a madus vivendf between them rather
than start a clinical research unit & metw.

Nevertheless, in keeping with my philosophy of allowing
departments to manage their own affairs, having expressed my
opinion, | assisted in the tecruitment of Dr. Bevan, a research
anacstherist interested in respiracory function, and his wife. He
remained at McGill for several years before moving elsewhere. While
there was some dupiication of research effort, the wo groups were
also able to provide s synergism in clinical research directed towards
inrensive cate and related problems in post-operative patients.

I also had some difficulty with the notion of anaeschetists having
one half or whole day of “protccted time” for research during the
course of a busy week. Research, clinical or otherwise, can only be
accomplished satisfacterily by a small number of individuals spending
at least 50% of their time on it. During my tenure, the Chiefs at both
the Montreal General Hospital and the Montreal Children’s Hospital
resigned and it was necessary to find internal replacements. Dr.
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Sandison had difficulry in recruiting anaesthetists and made several
trips te the United Kingdom with partial success in this endeavour.
On a somewhat happier note, che Harold Griffith Chair in Anaesthesia
was introduced, with heavy support from the members of the
department, during my term as the Dean,

I have always felr thar the sitwation in the Department of
Anacsthesia duning this pericd was one in which I was able to do very
little. Historically underfunded, the department was having major
problems with the clinical services both at the Montreal General
Heoapital and the Montreal Children's Hospial, and the research
programme was only beginning its development. My predecessors as
Dcans had told me when [ 100k office that very lictle money was
required for Anaesthesia since anaesthetists earned their own livings
through clinical practice. The small amounc available was largely spent
at the Roval Victoria Hospiral o the detriment of the other two major
reaching instictutions.

My role as Dean was limited to providing any small amounts of
university money that could be released from ocher departments as
well as encouragement and suppore of initiacives such as the clinical
rescarch vnit ac the Roval Victoria Hospital, and the Harold Griffith
Chair.

iv. Richard Cruess (McGill 1963-present)

The vears 1981-1995, during which time | served as Dean of the
Faculty of Medicine at MeGill, were important and exciting times
within the Anassthesia Department. [ would basically like ro highlight
three major areas in which activitics ok place.

The first and foremnose I would like o discuss is the leadesship
within the department. As is welt known, both the economic and
political situation within the Province of Quebec at the time created
difficulties which affected the universities and their teaching
hospitals to 2 major degree. As a result of beth the recession and a
shrinking tax base within the province, MceGill did not have the ability
to increase academic activities by depending just an federal and
pravincial funding. [t required leadership, ingenuity, and a very
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rigerous control of expenses in order to be certain that the money was
well used.

Of all the qualities, leadership was obviously the most important.
The department requited strong and visible direction from someone
whom it wished to follow. John Sandison gave this leadership and
established strong committee structures within the deparement so as
ta run the unit and increase the feeling of participation by the
department members. He gave frecly of his time and, during 2 period
of particular difficulty at the Montreal Children’s Hospiral, even
served as Anaesthetisc-in-Chief at chat institution.

He stepped down of his own volition and was replaced by David
Bevan. Dr. Bevan presided over a period of great excitement wichin
the department. As will be noted below, the resource base available
was greatly expanded, new geographie full-time appointments were
made and a host of problems within the department were addressed.
The undergraduate programme was revised extensively in order to
give more exposure 10 anacsthesia and to recruit future residents. The
research base, in particular ac the Roval Victoria Hospital but also at
other institutions, was increased significantly, with Dr, Bevan himself
serving as an example.

David Bevan served as the Chairman of the Department and as
Anacstherist-in-Chief at the Royal Vicronia Hospital. Part way through
his mandate, he accepted the position of Editor of The Canadion Journal
of Angesthesiz and felt that rhis was incompatible with both
administrative jobs. He consequently resigned as Anaestherist-
in-Chief ar the hospital while continuing as Department Chairman.
The editorship further added to the prestige of the position and
recruitment to all units increased. When Dr. Bevan left, to become
Chairman at the University of British Columbna, Gordon Fox served
admirably as Interim Chairman and recruited two excellent young
investigative anaesthetists.

Francesco Cardt, originally from lcaly, was recrvited from
Northwick Park o become Department Chairman in 1994, His
mandate was to consolidate further the department and to continue
the improvement in its academic perfoermance.
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The second major penod of activity was in the area of resources,
The most exciting developments were the establishment of two
endowed chairs within the department. The Harold Griffith Chair in
Anaesthesia was set up with contributiopns from the department, from
the anaesthesia community, and from the umversity, [t was ably filled
by Dr. Frangois Donati, who gave research a much higher profile wichin
the department and within the anaesthesia communiry.

The Wesley Boumne Chair was established by the famiiv of Dr.
Bourne wha had for many vears supported the major lecture senes in
the department. This Chair was, and is held by the Chairman of the
Department and also has had an impact both on the profile of the Chair
and on the department’s funding. The department more fully
exploited the pharmaceutical moneys available to it and conrinued its
highly successful refresher course which also sdded to the
discretionary resource base. As the department moves into the future,
these types of activities will obviously have 1o expand. Those academic
units which are to truly flourish must diversify their sources of funding
if they are to expand their activities. There is every indication char
Anaesthesia is doing this.

Finally, the lacrer patt of my tenure a5 Dean was dominated by
the necessity to merge academic teaching unirs in the clinical
departments. McGill's major hospitals have elected to fuse their
structures and, ultimately, w construct a new MeGill University
Hospital Centre. When this occurs, centmalized teaching in
anaesthesia will make the organization of its academic duties borh
easier and more effective. 1t will make possible the 2stablishment of
divisions within the deparrment and, properly exploited, should have
a great effect on anaesthesia, as on every other department.

The kast 15 years have been very significant for Anaesthesia. Its
undergraduate teaching programme became extremely effective and
the residency programme, while smaller, at least maintained and
probably increased its quality. The research activities taking place
within the deparument increased dramatically, in terms of che
quantity of research but also in the areas being investigated. From the
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point of view of cthis Dean, it was an enormously satisfying department
whose accomplishments gave cause for pride.

CHAPTER IX

Students represent the essential produrt of the Anazesthesia Deparment ot
MeGilE, rhat s prochctive and succesgud ancesthetises who enhance owr specialty
woridwide. These recollections are presented as personal records of whar &5 a
ersicial stage in the decelopment of all who have specialised in this field,

STUDENT LIFE

L. Tan Geddes {McGill 1954-1956)

In che avtumn of 1954 I ser our on the crossing from Liverpool
te Montreal on the Cunard Ship 88 Awamis. On our first day out, the
ship's doctor asked me to administer an anacsthetic to a young girl
who had broken her wrist. All that was available was a Schimmelbusch
face mask and an ampoule of ether; no endotracheal tubes or
laryngoscope could be found. Deep echer anaesthesia was thus
sdministercd and I had no time w be seasick!

My actachment to the Montreal General had been organised by
Cecil Gray of the Department of Ansesthesia at Liverpool University,
where T had spent two years as a Research Feliow. I had only just
scquired my M.D. from 5t. Andrews University. Harold Griffich had
been Professor Gray's contact in Montreal, with the introduction of
d-tubocurarice into general anaesthesiz as the common link. My
appointrent was as Rescarch Fellow in che McGill Montreal General
Research Institute directed by Professor Quastel.

On amiving in Montreal we were met by Dr. Ferguson, who
looked after us and arranged accommodation. The Montreal General
Hospital was still down in the dock area and ourapartment was on Van
Horne Avenue so I zoon got familiar with the buses in Mancreal, The
Reaearch [nstitute was on University Avenue and had four floors.

On the top floor, rescarch was devoted to the stody of
metabolism, using a Warbutg apparatus to quantitate brain slice
respiration. Since my M.D. had involved the study of local
anacsthetics on brain membolism fr iy, this tesulted in the
publication of a paper in Awnssthesiology, wich Professor Quastel as joint
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author, On the floor below, further biochemical studies were in
progress and, on the ground floor, Sam Baker was deeply involved in
studying various sugars and their involvement in tissue metabolism.
In the basement, Donald Douglas was in charge of a radicactive
laboratory.

The most important periods of the day as far as | was concemned
were the tea bresks. | sat and listzned to my colleagues discussing
their research problems, feeling completely out of touch on hearing
their unfamiliar jargon. Tt was like learning a new language. Few
clinical doctors have this exposure and, as & result, only read the
abstraces of biochemical papers. After my first year in Montreal these
overheard conversacions had taught me how o read and underscand
biochernical journals — a facility which greatly influenced me in myy
academic career.

I received much help from Donald Douglas. From my comments
on oy work he realised that no one knew whether xylocaine {idocaine,
fignocaine}, then widely used as a local anaeschetic, was metabolised
or not. One day Dr. Douglas presented me wirh a cest rube containing
a few whire crystals. These were CM labelled xylocaine which he had
synthesised so that I could study its metaboliam. He then proceeded
to teach me how to de paper chromatography with subsequent
avcomdiography to identify radicactive merabalices,

It was fortunate that I was in Montreal for towo vears as there was
so little radioactivity. The X-ray films required contact with the
chromarograms for somwe 3-6 months before visible results, following
development of the films, were seen. We found that xylocaine was in
fact metabolized only by the Liver.

My second vear was spent in the new Montreal General
Hespital. I had access to a laboratory and so returned to clinical
anacsthesia. Astra Pharmaccucicals kindly bought me 3 Warburg
apparatus and [ was able to continue my studies,

On my rerurn 10 Liverpocl I obtained a permanent appoinement
as Lecturer in the Department of Anaesthesia and Honorary
Consulrant in the National Health Service. As a result of my research
in Montreal I was provided with a radicactive laboratory in the
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Department of Anaesthesia to allow me to continue radiouctive
studies. 1 obtained C'* carbocaine and repeated my metabolic
EXperiments.

I then began to study halothane which was labelled with Br*
using the university research reactor at Risley. These latter studies
resulted in my being invited to spend a year as Visiting Professor in
the Department of Ancsthesiology in the Presbyrerian Hospiral,
Columbia University, New York. Studies were carmied out on pregnant
guinea-pigs and B halothane was shown to cross the placenta
Human experiments were also camied out in the Brookhaven National
Laboratories 1o allow distribution of halothane throughout the body
1o be quantified.

My two years in Montreal were very impertaat to me and, by
attending meerngs throughout the USA, I made valuable cantacts
with many famous anaesthetists. I look back on my time in Montreal
wich great pleasure and wish to express mv gratitude to all who helped
me 50 early in my scademic carser.

I am now retired. During the summer months [ live in Dirame
Provence, France, where I metabolise traces of Cotes de Rhone rouge.
In winter | metabolise traces of malt whisky and play golf in Crail,
Seotland.

.. Ljubomir Ribaric {(McGill 1957-1958)

In 1957 I sailed from Yugoslavia on a merchant ship 1o begin a
post-graduate course at McGill. On my arrival in Philadelphia I had
only three dotlars in my pocket and a tickec for the journey from New
York o Monzreal. Being young, idealistic and eager to learn, T was
undaunted.

I was very happy ta be the first docter to be allowed abroad from
Rijeka at that time. This concession had been made despive the face
that 1 was regarded as “not sympathetic to the regime." A chief
surgeon, whom 1 regard as my medical father, had had to “guarancee”
that I would not emigrate, but my having left my wife and children
behind was the best insurance against my defection.
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On arriving in Montreal, | was overwhelmed by the sheer size of
the Children’s Hospital. Everything, including the elevatars, the
paging system, the shining lights, impeccably dressed nurses and the
self-service restavrant, was new and impressive 1o me. My salary of
150-250 dollars a month plus food and lodgings was ten times what |
had been earning at home and the free food in the doctor's house
seemed amazingly pleatiful and varied to me.

I was also struck by the informal attitude of superiors and
colleagues. Tony Davenport, who was my boss ar thar time, wanted
me to call him by his first name. Wesley Bourne was a real character,
eloquent, kind and friendly, even to a rockie like me. Harold Griffith,
who had been responsible for my applying for, and gerting, the
scholarship ar McGill, was unlike any professor [ had met.

Dr. Sekely was impressed when I said that I was not staying in
Canada. He introduced me to society $o that I leamt about Canadian
culture, politics and social relations, including eating, deinking and
party-geing. This limited socialising g0t me inte trouble with the
Yugoslav Embassy, however. They charged me with not working, not
going e lectures, and chasing gicls. I told them to ask Tony Davenport
if anybody could get away with norworking in the hospital and tocheck
on my attendance at lectures with Harold Gnffich. As for their third
charge, | was under such stress that choughts about girls did not enter
my mind!

My command of English at that time was very poor. One word,
“couple,” mystified me uniil, having asked me o give him a couple of
buckets of ice during one of the first open-heart operations with
hypothermia, Tony Davenport explained that it meant vwo. I kept
asking the nurses if what I had said was correct. The answer was always
a polite, “No, but we know what you mean.”

Those nurses, secretaries and other colleagucs, including Misses
Johnson, Ryan, Burt and Galvin and Drs Hedjera, McDonald and
Mikelsons, were s nice bunch. Dr. McGilvary used te tease me by
calling me “professor.” But Jose Rosales was my particular friend.

My days at McGill enabled me te mature and becoeme more
confident as an anaesthetist. It made me fully aware that my specialty
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was an independent field of medicine so that no surgeon could
determine what kind of anacsthesia [ should administer or when and
how it should be administered. Harold Griffith’s arcicle, “The
boundless realm of anaesthesiclogy” (Canadian Medical Joursal, April
23rd 1960}, gave me moral support in asserting this independence
when [ rerumed o Yugoslavia.

On going back, in 1958, I retumed to the hospital of 1200 beds,
200 being surgical, where I bad first gone to work as the lone
anaesthetist, on call cvery day, in 1950. There were still only four
anacsthetists on my return but I was determined to increase the
profile of anassthesia. By 1980 | had succeeded to the extent that
there were forty-two anaesthetists in the hospital, [ had trained more
than 150 colleagues and we were performing about 20,000
apaesthetica every year,

I inuoduced the use of Fluothane as an anaesthevic in
Yugoslavia. Initially the opposition to this was very great buz, I had
been acquainted with its use in Montreal and so gained acclaim as its
champion back home. I had also been introduced 1o endotracheal
anacsthesia for tonsillectomy and this innovatien made me seem very
advanced 1o my compatriots.

[ became President of the Yugoslav Society of Anaesthetists and
fought for our “rights.” In retrospect, I can see that I was a somewhat
arTogant young man, but chis stood me and my specialty in good stead.
Intensive therapy became my particular intersst and [ succceded in
organising a nice department. In 1987 I became a Professor, the title
with which Dr. McGilvary had teased me years before!

I tetited in 1989, just co cscape the temible responsibility of
sending my colleagues to perform front-line anaesthesia and
resuscitation, but 1 am proud to say that they have all done their best
in a very difficult and complicated situation. Rijeka, where I live, has
been spared devastation and we can only hope that the people in our
part of the world will live in peace again.

1 spend my time organising meetings for other retired doctors.
In the summer we go to a little chalet by a lake in the mountains and
wait for the heat to fade away. Then we go to the sea and wait for the
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winter to ceme. This is my life after forry vears of “putting the people
e sleep,” as most of themn thought of it!

iii. Michael Cousing (McGill 1969-1970)

My first contact wich the Department of Anasesthesia at MeGill
dates back almost 3& years to my days as an anaestheric rogistrar in
Sydney. | had developed a keen interest in the use of neural blockade
techniques. Not surprisingly, ene of the texts on the subject which
captured my attention was Philip Bromage’s “Epidural Anaeschesia.”
This struck a chord with my own interest in improving the
management of pain after major vascular surgery as 1 had been using
a racher primitive “drip” method of continuous epidural analgesia
following arterial bypass grafr surgery.

Sereadipity often plays a big part in poople’s lives and this was
certainly the case with me. Gordon Robson, who had been McGill's
first Wellcome Professor of Anaesthesia, was visiting Australia i 1968
as Sir Arthur Sims’ Commonwealth Visiting Professor. It struck me
that he would know Philip Bromage and so might be able to help e
obrain a fellowship o work in Montreal. To my surprise, he was
pleased to talk about my dreams of working with Dr. Bromage.

To this day, I still have the piece of Roval Vicreria Hospital
stationery, with Philip’s signature on  the botrom as
Anacsthetist-in-Chief, informing me of my acceptance as a Clinical
and Research Fellow for 1969. In order ro scrape togecher the air fare
to Montrezl | assembled a racher ragged protocol which aimed to
evaluate the effects of epidural anaigesia on post-operative pain and
vascular graft blood flow following arterial reconstrucrion. Fortunacely,
the post-graduate medical foundation of the University of Sydney
awarded me a travelling felivwship based on this.

Apart from its taking over s1x months to get a visa 1o enter “la
belle province,” all proceeded smoarhly,

My most lasting memory of the department is of the
extracrdinarily high quality of irs work. It delivered superb clinical
care, was cotnmitted o a strong teaching programme and engaged in
a vigorous research programme. Of even greater importance was the
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high morale and mutual regard among department membecs.
Cerrainly there were disagreements and, indeed, short verm feuds, bue
overall there was a spirit of co-operation, pride in the department,
loyalty and helpfulness. Over the years ] have come to realise how
difficult iv is ro engender such a wonderful team spinr in the curment
health care climate.

Philip Bremage's meticulous approach to documenting almost
every clinical case for research purposes was a great example that has
stayed with me to this day. Hillary Don had a passion for applied
respiratory physiology and anaesthesia, not to mentien his scepticism
about che benefits of regional anaesthesia and his tendency te bait the
bass on the subject. Paul Orron was brave enough to perfarm cenvical
epidurals in order to investigate and dissect out the cardiovascular
effects of epidural anaesrhesia.

Gordie Fox and Germain Houle, the “obstetrical twins,”
managed to tread a very tricky path between doing exactly what they
wanied to do and avoiding the wrath of Dr. Maughan, the dominecring
head of Obatetrics and Gynaecology. Mike Burfoot took us under his
wing immediately after our arrival 2nd introduced us to the clinical,
research, deparemental, political, social and cultural facers of life in
Montreal. Decck Wrigley was endlessly abliging — part of the “engine
room” upen which every department depends.

Two vounger members of che department, Kon Semeniuk and
Morris Gertel, were always questioning the routines of their seniors
and eggng on young fellows with new ideas. Andy Mungatl cermified
me by asking me te administer a caudal snaesthetic for his
haemorrhoidectomy — fortunately the caudal was highly-effective!
There was also Jack Firch, a stalwart who kept ploughing on day afver
day, and Gladys Ellison, a pedantic, meticulous woman who
administered spinal anaesthesia with the finessc of a prima donna.

Arthur Sheridan and Earl Wynands served as superb role models.
The latter was the department’s cardiac anaesthetist and, as such, had
to contend with the demanding requirements, mysternous rationale
and lengthy operations of Arthur Vineberg, the legendary pioneer of
the internal mammary artery graft procedure. Earl Wynands, with his
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impaired sight, had a very humane approach and a wonderful way of
putting trainees at their ease. Arthur Sheridan, at chis stage an elderly
man, was an accomplished clinician who understated his own
capabilities. 1 saw him retrieve many associates from difficult
situations with such courtesy and censideration that ic appeared that
they had dene bim a favour in letting him help them!

In all of my travels, I have ncver again seen a department
comprised of such extraordinary individuals. They not enly worked
well togcther but had the absolute confidence of their surgical and
ather colleagues. The “six o'clock Charlie” was a practice by which we
all shared out the long cases so that the rajonity of the staff could leave
ar a reasonable hour, Bur we also had fun. 1 well recnember a bash at
Philip Bromage's farm in Vermont, complete with a Dixie band,
swirnming in the freezing river, three-legged and sack races and much
hilarity throughout the day and night.

For my own part, | was motivaied to do as much research as
possible and found thar the best way to achicve this was to offer to da
extra nights so that [ could have the next day for research. 1 teamed
up with a surgical fellow, Charlic Wright, who was working in Lloyd
MacLean’s department. We studied the outcome of arterial bypass
geaft patients, with improved management of post-operative pain. [
also studied the use of carbonated lignocaine in caudal anaesthesia
with Philip Bromage and managed to completc & number of other
sroali studies fora totai of five publications during my year in Montreal,
a feat that I would not like to tackle these days.

Orherevents in Montreal were to playa role in shaping my future
in academic medicine. Shorcly after my arrival I heard lectures by
Ronald Melzack and Patrick Wall on various aspects of the exciting,
emerging field of pain research. 1 was steuck by the lack of knowledge
in this field and, althaugh I felt [ would stay with the treatment of
acute pain at the time, I now look back over 25 years of involvement
in the management of acute, chronic and cancer pain.

My cpidural study in Mantreal also placed me in some conflict
with John Bonica. Subsequently I was impressed by bis enormous
dedication in the fledghing field of pain management and I decided
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that this would form at leasc a part of my professional activity. Little
did I know thac 20 years larer 1 would beceme President of the
organisation that Dr. Bonica founded, namely the Internaticnal
Associacion for the Study of Pain.

1970 was originally planned as the year of my return w Auscralia
but, encouraged by MeGill, I mwved to Stanford Universicy. This
consolidated my interest in academic medicine and led o my
appointment, in 1975, 1o the Foundation Chair of Anaesthesia and
Intensive Care at Flinders University Medical Centre in South
Austraiia. Fifteen years later | retumed o my alma marter, Sydney
University, to take up the Foundation Chair of Anaesthesia and Pain
Management where | remain today,

iv. Octavio Calvillo (McGill 1971-1977)

In Janvary 1968 | obtained a rotating internship ac the North
York Branson Hospital in Toronte and, during that year, I rook an
elective roration with the anacsthesia department. This was the first
time [ had heard about McGill University and Philip Bromage. A
number of the anaesthetists in the department had received their
training at McGill and I was very impressed by their ability w
participate in major surgery and intensive care. They often talked with
admiration about Dr. Bromage and his achievements in academic
anacsthesia.

During that year in Teronte I travelled to Montreal and was very
mpressed by that beautiful and exciting city. At the completion of my
internship I returned te Mexieo to finish one year of social service at
a sroall rural communicy hospital near Puebla in centrat Mexice, [ had
by then decided that ansesthesia would be my chosen career and 1
thought it would be great if I eould do my training at McGill University
under Philip Bromage.

1 made enquittes about such a residency and was put in touch
with Richard Gilbert, who was then Chairman of the Department.
Later he notified me chat Dr. Bromage would be the new Chairman
atd my negotiations would be with him. Ft was explained to me thar,
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in order te be considered for a residency pesition in the department,
I would need che ECFMG with a minimum score of 80 per cent.

[ knew about the ECFMG and was in the process of submitting
my application when I decided to go to Montreal and visit Philip
Bromage in the early part of 1970. I laid my plans to concentrate on
an academic career, including a degree in basic science related to
anaesthesia, before him. Dr. Bromage rold me chat the opportunity
was there for the right candidate and to let him know when 1 had
obtained my ECFMG.

As scon as | received my result of 82 per cent for this examinacion
I wrote 1o Dr. Bromage and, at the end of 1970, ] received a letrer from
him which I still keep as a2 memaoir of onc of che most significant
moments in my professional career. The letter read “I must
congratulate you ¢n your perseverance and single-tmindedness, ic will
indeed be a pleasure to have such qualities in this department.” I was
about to embark on what was to be a remarkable stage in the evolution
of contemporary pain management.

July 1971 marked the start of the moast memorable and enjoyable
part of mey bife to date as [ 1ook up miy residency at the Royal Victora
Hospirtal. I was voung, eager and ready to make the best of what [
considered a unique opportunity to train under the tutelage of Philip
Bromage. Before 1 had left Mexico, | had cead as much I could find of
his published works on epidural anaesthesia and now I was primed to
learn.

My first year was raken up with learning basic anaesthesia. When
the second year began [ asked Paul Otron, Director of the Residency
Programme, to devise 2 programime for me that would allow rotacion
through the Pain Clinic. This enabled me to spend six months running
the Pain Chinic with Philip Bromage, 2 unique opportunity to leamn
dircctly from him, on a one-to-one basis, the fine art of dotng epidunals
away from the lumbar spine. T performed somewhere between 50-60
cervical epidurals, with the professor abserving ac least chirty pcr cent
of them. This was quite a nerve-wracking expertence bur it proved to
be invaluable,
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Before the end of my second year of training Dr. Bromage and |
spent scveral hours orving o plan my next move. At his suggestion 1
met Kris Krnjevic, a pure basic scientist at the anacsthesia research
labaratory. As his time was very valuable, we ralked for only ten
minutes and [ presented the dea of my daing a mastec’s degree for
one year 50 that I could get on with my anaesthesia training. He
advised me to devise a plan for a PhD which appealed to me as it
chimed wich my dream of an academic carcer. Philip Bromage helped
me 1o obtain a grant from the Medical Research Council of Canada
and 50 my time with Dr. Kenjevic began.

Under his direction, my graduate studies concentrated an spinal
nociceptive mechanisms and the unexplored tertory of the
mechanism and site of action of morphine in the spinal cord. In 1974
and 1975 our findings were published in the Camadian Journs of
Physiology. We had been the first in a worldwide race to define the
mechanisms and site of acticn of mwrphine in the cord and we
maintained this position for the six months it took before other
publications came out confirming our results. As a resule, my name was
in every journal on the subject and 1 presented owr material at various
scientific mectings in Morth America and Europe.

Philip Bromage was very pleased to see my name as a senior
author in the journals and that was prabably the most rewarding aspect
of my research efforts. From then on Dr. Kmjevic and I did many more
experiments, including a significant amount of work on presynaptic
inhibition in the spinal cord. This came within the conceptual
framewark of the Gare Conteol Theory of Pain, which was falling into
such disfavour that even its authors were unsure abouc it

Ds. Krnjevic's intellect is formidable. Even the physicists and
mathematicians in the Department of Physiology came o discuss
advanced mathematical dilemmas with him. He was always ready 1o
discuss results and experiments and I found that it was more
productive to talk wicth him direetly than te spend hours in the library
studying 2 subject he knew more thoroughly than anyone, with every
paper and reference at his finger ups. This dedication to excellence
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also meant that he was a hard cask master, however, and my life
became very stressful as a result,

My suppaortive wife, Elizabeth, whom | had married in my
second year, had trouble understanding why I had to work every day
of the week and sometimes into the sarty hours of the nextr morning,
and I came to share her resentmenc. About half-way through that year,
I telephoned Philip Bromage in deep depression. He came and talked
te me for over an hour, sitting on a bench outside the classrooms an
that dark and very cold, winter evening. Although he would not hear
of any plans that might take me away from the research laboratory, he
Was VEIy SUPPOTLive.

Consoled by the thought that “whom the Lord loveth he
chasteneth,” I decided to persist, thinking that | was about te finish
my degree. Little did 1 know chat 1 was still two and half years away
from that goal! Finally, after about four years in the laboratory, [ wrote
adraft of mry thesis. Kris Kmjevic read this and literally core it to pieces,
recommending that 1 should do more experiments.

[ decided against chis and, about one month later, was home in
Mexico, working and rewriting my thesia. It took me another year to
have my thesis approved by Dr. Kmjevic, at which point 1 retumed to
Montreal for my doctoral defence. This went well and [ came out of
the building walking on clouds, with a Docrorare in Physiology.

Afcerfinishing my degree, we moved back to Mexico Ciry, where
I warked with Dir. Rudomin at che Instituro Politecnico Nacionai on
presynaptic inhibition in the spinal cord of the cat. I subsequently
accepted a position at the Texas Tech University, where [ worked on
the mechanism of action of clonidine in the feline spinal cord with
{7abor Racz. After twovear in Lubbock, we moved to Houston, where
we remain today.

In June 1993, [ tock a six-month sabbatical period and Pain
Feliowship back in Lubbock with Dr. Racz. This made me eligible for
the American Board of Anesthesiclogy Certification in  Pain
Management, which 1 obtained in 1994. Shorcly afterwards [ gave up
anaesthesia as a specialry and [ am now dedicated exclusively 1o pain
medicine. [ am currently the Directer for Pain Management at Baylor
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College of Medicine, whete I have an active teaching involvement in
a fellowship programme in interventional pain managemenr.

Looking back en my life in Montteal, my fondest, most lasting
memories are of my restdency and association with Philip Bromage but
the taxing demands of Kris Krnjevic alse proved 1o be worthwhile in
recrospect. Now I feel grateful to that unique teacher and leader. Dr.
Kmjevic is to be congratulated on the well-deserved Order of Canada
with which his many services to science, humanity and his adopted
country have heen rewarded.
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CHAPTER X

For the 70 years before the Royal Victorsa Hospital mas apened, Medione
at MeGell was mindy staffed by the Montreal General Hospital. Eventually an
alternation of the professorial chairs in medicine and sirgery was arronged —
in anagsthesia this did mor happen. There has almays been dispute about the
priority of service, teaching or ressarch in depariments of anaesthesia, {deally
they reguire equal commitment. A concentration on service oourred af the
Montreal General Hospital, perkaps due to heavy workloads or surgeon’s
T,

VIEWS FROM THE MONTREAL GENERAL HOSPITAL

1. Bob Ferguson (McGill 1935-1942 & 1945-1969)*

T joined the Department of Anacsthesiaar the Montreal General
Hospital on July 7th 1935, spending July and August at the Central
Division on Dorchester Screet East. This was one short bleck east of
St. Lawrence, which was a very poor section of the cicy. In Seprember
I was sent to the Private Patients’ Pavilion on Tupper Sueer which
had been opened the previous October.

I lived in, along with other medical residents, receiving bed,
board, a uniform and a very small stipend. For the first year this stipend
was twenty five dollars per month, This was deubled in the second
year, so [ staycd on. These increases continued for two more years
until 1940, when I joined the army. A military atmosphere had
prevailed at the hospital since the First World War, in which so may
of the older scaff had served, so there was no difficulty in recruiting a
field ambulance unit and two major hospital units from McGill wich
help from other Quebec universiries.

Upon returning from overseas te civilian life, in 1946, [ was
assigned to the department at the Central Division. Dr. Kelly
remained at the Private Patcients’ Pavilion, where he had been
seconded from military service in 1942, because of serious shortages
of hospital staff. Having macried in 1939, one day before the war began,
resumprion of my job at the Montreal General Hospital meant that I
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was now a permanent fixeure. The method of remuncration, by salary,
became a problern but the ameunt of non-paying cases made
fees-for-service impossible before Medicare Insurance and Blue Cross.
This was finally changed in 1956, when the staff anaesthetists formed
a group practice when we were all together on Cedar Avenue,

There were five theatres at the old Central division of the
Montreal General Hospital, including the main amphitheatre. Three
of these were one floor above ground level and looked cut oato the
hospital courtyard which faced de Bullion Street. In summer, the
windows were wide open and the corwon sheers which covered the
docrways billowed in the breeze . Even s0, the post-operative infection
rate was practically nil, or, at least it was not a topic of conversation.
The usual scene from these theatres, early on Monday momings, was
10 see the weekend patrons of the brothels being tossed out on the
street and hearing their bellowed curses as they landed on the
sidewalk.

Very early in my time at che Private Pavilion I was requiced to
give a wornan 2 spinal anacsthetic to help her pass some flatus — the
medical myth of the moment. She was very well-to-do and had a
private suite with her own atrendants and bed linen. Her personal
physician and six or seven consultants from the Montreal General and
Royal Victoria Hospitals surrounded her bed. Extra chairs were
brought in so that her entourage could be comfortable while I gave her
the spinal. The procedure went well and the patient was turned on
her back. In due course I left the specialists ro their expecrant
consultation.

During the war years an obsictric case room opened at the
Private Pavilion. Obstetrical anaesthesia continued when we moved
to Cedar Avenne. Here we shared the pains of labour with many
patients and used a varicty of agents and techniques, including
nitrous-oxide, crilene, caudal and epidural blocks and continuous
epidural. Local paracervical blocks became popular with many of the
obstetricians. Dr. Asquith develeped a trilene inhaler which could be
¢lamped to the head of the bed and used by the patient. This was
made for him by the Canada Car and Foundry Company, where his
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father was Vice-President. The povernment cventually closed the
Montreal General Hospiral as an obatetrie hospital.

At the new Cedar Avenue site we had complaints from the
nursing office thar we were discharging patients from the recovery
mom too seon, This reflecred badly on us and the nursing staff, and
we felt sure that it was wrong. Attempting to work out what was going
on, we returned wich several pacients in the elevator. In this way we
found thar the operator was using top speed to go from the eighth co
the nineteenth floar of the building, so that we were all & bit dizzy on
reaching our destination. After slowing the elevator to a crawl, the
complaints stopped!
4| Editor’s note — sadly Dr. Ferguson died in [996)

ii. Bert Robillard (McGill 1951-1989)

in 1954 I applied to be a resident in anaesthesia at Montreal
General Hospital. I was accepted and assigned to the Western
Division, where Jerome Kelly was in charge of anaesthesia, and [ spent
aimost all of my time at the Western until the new hospital opened
on Cedar Avenue. De. Kelly was a very kind and conscientious person
but there was little academic teaching. Dick Price and Alex
MacDonald were there at that time and occasionally Dr. Davenport
came up from the Cencral Division.

I remember a resident demonstrating the first epidural [ ever
saw, for which we filed the point off a spinal needle. I also visited the
Central Division to see whait | believe was Harry Scoxr’s first closed
mitral commissurotamy, assisted by Eric MacMNaughton with Dr.
Ferguson giving the anaesthetic. It was pretty exciting. Ventilation
was by hand, of course, although I later saw Tony Davenport use his
brand new Aintree respirator, a mechanical concerrina bag-in-a-bottle
systerm, This was eventually retired in favour of the Jefferson’s bag but
it was recycled many vears larer and bedeviled me in the dog lab.

Equipment was archaic and help was non-existent. Part of the
job description of residents on dury was tawash the endotrachial tubes
used that day in the workroom sink and replace any ruptured cuffs.
The resident was completely alone at night. 1 remember giving an
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anaestheric for a Caesarean section o a womnan who, having just
suffered a ruptured ccrebral ancurysm, was to be transferred to the
MNeurological Hospital immediately after the operation. | called for
help but was toid to carry on. The most frightening cases for me were
those of the hockey players injured at che Farum across the street.
They were so big, had full stomachs and were famous. | remember
being particularly terrified when Dickie Moore came in with a
dislocaced shoulder.

The Montreal General Hospital paid me $100 a month for my
first year, with vearly increases thereafrer. This made 1t possible for
me to finish my training. I did not join the McGill Diploma Course
because this would have meant rotating to other hospitals which did
not pay at all. [ was, however, ailowed to attend the lectures although
Dr. Griffith did not spprove of this.

There were Monday night meetings held at the old Ciba
Building, to which all anaesthetists were invited. These were very
good and were well actended by the swff of both the English and
French hospitals. There were many fine lectures from excellent
teachers from the British Isles and USA. T recall the Ciba Company
staff being annoyed because Wesley Bourne, who was parrially deaf,
used to pull the plug on a noigy refrigeratar in the room and then forget
to plug it back in after the meeting.

Dr. Griffith scheduled a December meeting at which a report
on the New York Meeting was to be presented. Discovering thac I was
the only one who had actended this, he called and asked me 1o do it
After that he became quite friendly, which was a good thing as [ had
him for my Quebec oral exam. He was a fine man whose contriburion
to anaesthesia was enormous.

The best help I received in preparation for Certification exams
was David Power's refresher course. He was so knowledgable and
cffective as a teacher that he could speak for two hours and still have
you listening eagerly at the end. These sessions were held from four
to six in the afternoon. Once [ kmember David going on unal 6:30
and continving all the way to the parking lot where he kept on talking
through the apen window of my car.
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The New Hospital

The new hospital was like a dream in comparisen with our
previous standards. The Anaesthesia Department in the old Central
had been ac the end of a closed-off corridor. At the Western it had
consisted of one little workmoom and Dr. Kelly's office, from which he
would rush out with a litdle black bag of emergency supplies when
called out. We now had a large, bright workroom, a secretary’s room
and an cffice for Dr. Ferguson. Srill there was only a narrow scaff
room,with o privacy in which to read or think, and there was oo
specialist library nor any books on anzesthesia in the hospital library.

The next exciting development was when we began billing our
private patients. We formed a partnership, known as Drs Ferguson,
Kelly and Associates, the larter being Larking, Sutherland, Neilson
and myself. A lictle later Boright, Matzko and Dunkley joined che
group. Bart Surherland was given permission 1o rake a year as amedical
resident to qualify for a fellowship. He was a dedicated person with
good management and teaching skills. Shortly after receiving his
fellowship, he pot interested in medical politics. Bart became
Vice-President of the Federation of Specialists and left to become
chief ar the Queen Elizaberh Hospital, instead of Chief at che
Montreal General Hospital, for which he was admirably suited.

The advent of hypothermia in surgery and neurology was
exciting. T recall the first cardiac case we did with hyperhermia
Donald Douvglas, a hospical biochermst, fashioned a thermistor before
miy eves with a corch and chen calibraced it with a Wheatstone’s Bridge.
Johno Burgess, a cardiologist, kindly came and showed me how to do
arterial cannulation and loaned us his very bulky recorder. We
borrowed a large mertal tub from the Gueen Mary Hospital o cool the
patient. | remember the orderlies trying to remove the tub later and
upsetting it, almost floeding the operating room. For neurology we
were persuaded, initially at least, to cool the anaeatherized pacient in
the bath tub on the ward. | recall sitting on the toilet cover for several
hours monitoring the patient.

Monirtoring was always a problem. At first we only had one ECG
momitor. If we had a big case we used o try 1o get in early in the
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morning to grab the menitor. Then orhers would come along claiming
that their cases were more major or their patients sicker. The same
thing happcned over the use of ventijaters.

Wirh the advent of cardiac surgery monitoring became much
more complex, of course. I was fortunate at this time that my
classmate, Tony Debell, arrived on sraff, He and Harry Scort were
working on solving pump oxygenator problems oo dogs at the Donner
Building. Tony caficd me one day to say thar the dogs were all dying
and they thought maybe it was the anaesthesia. [ volunteered w go
down and make recommendations. This began a long and close
association with the cardiac teamn,

They scan moeved o the Animal Laboratoryat Montreal General
Hospital, which was much more convenient for me. I worked wich
them on the dogs and, later, calves. Their equipment was even worse
than ours, consisting of rejects and recycled equipment from the
operating rooms.

A fortunate spin-off from this work was that Tony Dobell invited
me to actend cardiac conferences. The case presentations were very
helpful to me. Not only did I leamn a great deal abour cardiology and
cardiac cathetenzations but [ also got o me=t and become familiar
with the patients who might be coming to surgery. Juliot Sosa, che
cardiologist who did the cardiac carherenzations, was especially kind.
He raught me how 1o interprec che pressures and gradienes and how
to make sense of the cines as well as recognise and treat arrhythmias.

We did venous pressure monitoring eatly on bugt it was some time
before we were supplied wich artenal pressure monitors. [ remember
coming back from a New York meeting all excited about ACT
monitoring and being unable to raise the money for the heater, For
several years | maintained ansesthesia during bypass with halothane
through the oxygenatar. It worked well and could be shur down near
the end of bypass. High dose narcetics later made this unnecessary.
Bleeding was often a problem but improved as bypasses were shorter
and the cxygenators improved. I believe that ACT monitoning was also
valuable in dealing with this problem.
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Intensive Care

The availability of the Recovery Room in the new hospital not
only improved patient care but cnabled us o learn a great deal abour
post-operative management, especially respiratory support and pain
control. The first cardiac patients were managed post-operartively in
the Recovery Room but it soon became apparent that che space was
insufficient and the nursing staff inadequate. Harry Scott lebbied
vigorously for an }CU and finally one was construcred.

I was very much interested in ventilatory support. Harry Scott
was a big help in financing new equipment. When we wanted
something expensive, his approach was to ask for chree and then et
the sdministration ralk him out of rwo! The Nursing Sraff was
marvellous and always willing to try new procedures. Operating Room
commitments made it impossible for me te be in the Intensive Care
Unit as much as 1 would have wished so others with more time and
expertise took aver.

Formal involvernent of anacsthesia in the direction of the
Intensive Care Unit only came later, in the 70s, but I believe it could
have come sooner if we could have provided the staff. We were always
understaffed. it seems 1o me, and academic enrichment was often
stifled by an inability to find free time 10 pursue one’s interests, Bart
Sutherland had an invelvement in the problem of chronic pain and,
after he ieft, 1 became involved in pain management and [ believe this
is an area where we could have done much good work if we had had
More Tt to spare.,

When Dr. Ferguson decided 1o retire, a search committes was
formed and Dr. Dunkley was appointed as the interim Director. He
recruited Mani Batra, who was a fine acquisition. Dr. Dunkley could
not be persuaded o take the job permapently and the search went on
and on until, finally, in 1970 Dr. Tom McCaughey ook the job. His
acceptance was mainly based on the promise by Jim Darragh, che
Chairman of the Executive Commitree, 1o make improvements to the
physical plant, get new equipment, GFT moncy e ceera. Initially Dr.
McCaughey performed well, recruiting several excellent pecple
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including Drs Metcalf and Holland. Eventually he became Acring
Chairman of the McGill department.

i [an Metealf (McGill 197(-present)

Wher I arrived at The Montreal General Hospital in 1970 a dual
crisis, precipitated by the Federation Liberation du Quebec {FLQ)
and the re-introduction of Medicare, was the prime topic of
conversation. Very scon after my amival I gained the impression that
the General Hospital was a very acrive, multi-disciplinary unit whose
anaesthesia and surgical staff could measure up to even the most
challenging pdytrauma, salvaging life and [imb if physically pessible.
This strength and expertise ran through all surgical services and
patients wha demanded multi-disciplinary care found expert help
available around the clock.

The emergency room had an open door policy and the
ambulance services brought cheir most challenging cazes te us. Over
two and one-haif decades the hospital's expertise in emergency
medicine and trauma gained even more strength, so that it was nor
surprising when the Ministry of Health designated the General as “A
Class Trauma Referral Cencre.” No parricular individual person was
responsible for developing the anaesthesia service to deal with these
very sick and seriousty injured people, but semc names need to be
menttoned.

Richard Rebinson and Peter Slinger took a special interest in
patients with closed chest injury and were amang the first
ansesthetists to recommend continuous thoracic epidural analgesta as
an adjunct o management of flaii chest. Together they published
some innovative ideas about differential lung venvilation i chest
injury. Peter Slinger, particulariy, became interested and invelved in
endobronchial techniques, the surveillance of endobronchial tubes
using a fiberoptic bronchoscope. In collaboration with Andrew Scote
he did some valuable studies an rhe prediction of oxygenation during
one-lung anacscthesia as well as studies on the relationship between
carben dicxide output and lung perfusion during differential lung
ventilation.
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Andrew Scotr has been a vower of strength in the department
with his training in rescarch methods and knowledge of stacistics, He
worked closely with the Biomedical Engineering Department to give
us state-of-the-art monirtoring rechnelogy. Canada is a very cold
countey in che winter and some of the trauma pattents on adrmssion
suffered, in addition, from exposure injury. Michael English became
interesied in the whole subject of hear transfer in the susgical parient
and has worked hard, initially with voluntecers and then with a patient
model, to study heat loss and gain during surgery by means other than
temperature  differenrcials, using direct measurements of hear
exchange as previded by sensitive heat transducers. Currently, he is
working with Wolfgang Wevland in chis very imporant area of
research.

Anaesthesia at the General has benefited over these vears from
close cellaboration with Ronatd Melzack and his team of psychelogists
stationed at this institution. Tony Holland and, more recently, Michel
Germain and Donald Hickey, have raken a special interest in chronic
pain and in the multi-disciplinary consultative unit that alse includes
nourosurgeons, general practitioners and the Department of
Psychiatry.

Many things bave given me personal satisfaction over 25 years
of service here at the General Hospital. There has been a growth of
invasive monitoring, especially for cardiac surgery and neuro trauma.
Patient monitering and surveillance systems, such as pulse oximetry,
capnography and the use of the pulmanary artery oximetric catheter
for the surveillance of the critically ili have also developed. The
hospital department has been challenged over these vears by a geeatly
reduced number of esidents and we have been made sirong and
self-sufficient by developing the training and skills of anaesthesia
technologists, all of whom are fuily qualified inhalation therapists.
Pechaps the most gratifying aspect of the last 25 years has been 1o see
young, apprehensive trainees enter the department as novices and
emerge with the confidence, waining skills and self-assurance of first
class consultants.
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1v. Harry Scott (McGill 1946-1988)

My first experience of anaesthesia was as a patient in abour 1924
when [ was given chloroform for 2 mmor procedures done on che
kitchen table in our house on Metcalfe Avenue in Westmount. I was
fortunate in having Fraser Gurd Senior as the surgeon and Wesley
Boume as the anaesthetisc. In 1929 [ had osteomyelitis and had several
procedures done by A.T. Bazin, with nitrous oxide-ether anaesthesia
administered by Charles Stewart. This anacsthesia was unbelievably
horrible, producing a whirling feeling together with a wavering sound
on induction followed by often violent excitement and termible nausea.
1 also had a joint ‘mouse’ removed from my elbow as an emergency.
This was done under local anaesthesia, which was betrer than
inhalacion. Then, it 1935, | had “Pentothal’ for a Colles fracture, and
that was miraculous in that there was no nausea on waking up.

Dwring che thirties the anaesthetist was under the direction of
the surgeen, who was the “captain of the ship.” Woebetide the wretch
who tried some new rechnique wirhoutr the surgeon’s permission.
Spinal, with Novocaine or light Nupercaine, was occasionally used but
“whiff of gas” was the standard. In 1943 1 became an anaeschetist in
the Roval Canadian Amy Medical Corps at 17 Canadian General
Hospital. “Pentothal,” plus nitrous, were stil} the standards bur |
became quits good with spinal and caudal block. Anaesthesia in the
army was different in that with casualtics we knew they had all been
healchy young men until being wounded. We did not have curare then
and this iz why I abandoned the specialty as I could not stand the
surpeon’s abuse, along the lines of “for heaven’s sake give me
relaxation” and “if the patient can stay awake, why can't you?”

Things gradually improved afrer the war but | never realized
what could be done until my days from 1949 to 1950 with Urban
Eversole’s group at the Lahey Clinic. In 1953 | did the first closed
mitrat commissurntemy at the Moentreal General Hospiral, with Bob
Ferguson giving the anacschetic. All went well and we were on cur
way, but slowly. Fergie had the foresight to get some keen young men
but the real changes came with the advent of Bert and Bart {Robillard
8 Sutherland). These two became real “take charge™ men whe busied
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themselves with the total care of the patient, newer agents,
monitoring, fluid and elecrrolyre replacemenc ¢ cerera.

We were still doing closed procedures — mitrals, coarctation,
patent duccus and pericardiectomy. By 1961 it was clear thar open
heart surgery was not to be solely confined o children. Thar year,
Toeny Dobell and I, with Roger Samson as pump operator, closed an
atrial sepral defect using a disk oxygenator. We struggled on, with the
usual problems of inexact diagnasis, and werc only passed the worst
possible cases.

At this ame several unfortunace things oceurred, During chese
days anaesthesia had difficuley gercing good residents and this led o
a problem. The Surgical Intensive Care Unic (SICU) was builr and
opened in late 1966. Fraser Gurd, the Chief Surgeon, insisted that chis
be under surgical control, as they were in most USA reaching hospitals
at that cime. Dr. Gurd won his case over Doug Cameron, the Chief
Physician, who did not think surgeons were competent to deal with
such complex situations.

Mosz1 surgical boards demanded S1CU experience as pare of the
training, Barc Sutherland, who had bad a full residency in medicine o
get his FRCPC, felt anaesthesia should at least share, if not take over
the SICU., Anaesthesia residents at that time were not suirably trained
so Fraser Gurd said that he welcomex their support as consultants but
as no more than chat. Unforcunately this led te Bare Sutherland moving
to the Queen Elizabeth Hospital.

Then, wher Bob Ferguson recired, we had a bad time finding a
replacement. By this time Alan Thompsen was Chief Surgeon and,
when Tom McCaughey was appointed in charge of anaesthesia, there
was distrust instead of co-operation between the cwo deparements. In
part this arose from surgical domination and the celuctance of
anaesthetists to increase their commitment. As far as heart surgery
was concerned, we got on well, with full support from a good group of
new staff appointees.

When Ian Metcalf became chief he had a tough group o Jead.
Recruitment is difficult as anaesthesia is not the most popular
specialty in North America, which puzzies me when I see che expertise
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in the field. Some of the new 1!,rr:mﬂg:lnla.f:sthf:ti.?.ts, many from the UK,
were exrremely good but some generated fnenion and there was a faidy
frequent tumover. I retired thirteen years age so my real knowledge
ended then.

You will have noted that, in this series of anecdoves, | have made
ne mention of a young Englishman who joined us in the early fifties,
although | remember him well, and how disappointed we were when
he ieft for the Children’s. As | recall, his name was Davenport. I truse
he witl cast modescy to the winds and remedy my deficiency in relaring
his part in this story.



CHAPTER XI

For the last 50 years the Roval Vieroria Hospital has been housed in a very
large complex along with the adiacent Montreal Newrological and Adllan
Memiorial Ingitures. More recently obsterrsc seroices were also tramferred from
ehiembere. The Charrman of the University Ancesthesia Department came to be
attached to this hospital

VIEWS FROM THE ROYAL VICTORIA HOSPITAL

i. Paul Otton (McGill 1960-1983) and Art Sheridan {(McGill
1955-1984)

SirWilliam Osler and his discipie of the nexr generation, Wesley
Bourne, established the foundation of teaching in anaesthesia at
McGill. Osler insisted on the Hippocratic dictum thav all physicians
should be student-teachers for cheir professional lives and rhar cheir
practice should display exemplary clinical eare founded on
continupusly updated basic science knowledge. Wesley Boume
grasped these essentials and was to apply them ro the reaching of
anaesthesia at MeGill and, indecd, to Canada.

Dr. Bourne joined the staff of the Royal Victoria Haspital on his
graduarion in 1911. Here he was inspired by Francis Nagle but refused
1o take up his position as head of department on his death, choosing
to sct put on his own as an independent fee-for-service physician
anaesthetist instead. In 1921, ever mindful of the importance of basic
science, he joined che Department of Pharmacology. So MoGill came
to bave io its midst a champion of a specialty otherwise held in such
disregard that anaesthetists were seen as little more than salaried
servants and “ether pourers.”

The Early Beginnings

The exigencies of warfare brought anaesthesia into the academic
fold. During the war Wesley Bourne, with the able assistance of Drs
Griffith and che inimitable Digby Leigh, developed a three-month
intensive course in anaesthesia for medical officers. Trainees were
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eager 10 pursue their interese in the specialey in peacetime. Backed
by an enthusiastic group of these veterans, Dr. Bourne escablished the
first academic Deparement of Anaeschesia in Canada,

This coincided with two important developments in the Roval
College of Physicians and Surgeons: In 1944 the College gave
Anaesthesia full specialty recognition and, acting on the advice of the
Canadian Anacsthetists’ Socicty, included Anaeschesia in the Faculey
of Medicine rather than the Faculty of Surgery, an impertant first for
Commonweatth anacsthesia. The MRCPC Centificate was accorded,
without examination, to all current practitioners of the specialy.

The first admission by examination was in 1946 after candidates
met the prerequisites of a year of rotating junior internship followed
by three years of supervised practice in the specialty. These College
requirements formed the basis of the new McGill department’s
curticulum. Fellowship status in Anacsthesia, the FRCPC, was firsc
granted in 1950 and required a year of trzining in clinical medicine or
basic science study. The dual standard of specialty recognition
persisted until 1972 when the MRCPC was melded into the single
FRCPC standard.

The McGiil Diploma Course

The reaching structure cstablished by Wesley Bourne followed
the Roval College pattermn of three years of supervised clinical practice.
In a significant break from che past chis course offered , by wition fee,
a basic science and clinical lecture series. A McGill Diploma in
Anaesthesia was granted on successful completion of the course.

The core cumiculum was established in 1946, and with updated
revisions, still forms the basis of resident teaching. Phase [ consisted
of a weekly tecture in basic science for junior residents onginally
delivered by members of the university basic science departments
including such eminent professors as Drs Melville, Martin, Denstedt,
Thomson, Wood, Bumns, Benfey and Leblend.

This group established an imposing, extensive review of basic
science applicable to the specialty of anaesthesia and delivered o first
and second year residents. The course was amended each vear
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according to the aptitude of the faculty and the rapid growth of new
knowiedge in the field. It remained dominated by the basic scientists
for the best part of two decades uncil such time when the anaesthesia
faculty was mature and confident enough to takc on full responsibilicy
for the course content.

The cemainder of the curricuium consisted of a Clinical Lecture
Series of clinician-led seminars on chnical management problems
given on a weekly basis to third year residents. the Continuing
Education Lecture series, better known in the beginmng, as the
Monday Evening Ciba meetings. These were meant to bring ali
interested anacsthetists, practitioners and residents rogether for
approximately twe hours. Faculty members or renowned visitors
delivered che fitst topic, usually clinical, while members of the
resident staff followed with a critical review of an assigned topic.

Although the presentations naturally varied in quality and
interest, they did affer a unique opportuniry ta bring a good cross
section of the city consultant anaesthetists together with resident
staff for an exchange of ideas. In rewospect, perhaps the most
significant feature of these meetings was the melding of the “two
solitudes” into a friendly scientific and social grouping, French and
English anaesthetists spoke to and with each other without rancour,
a fact no doubt due, in large part, 1o the personalities and inrernarional
ouclook of both Wesley Bourne and Harold Griffith.

Unfortunately, this series languished after the descruction of the
Ciba building in the early 1960s and the subsequent “"Quiet
Revolution” of Quebec natienalists. It was not restered until almost
two decades later when Professor Sandison, flush with profits from an
expanded Annual Review Course, established the present CME
format.

Hospital-based Clinical Operating Theaire Teaching

The first clinical operaring thearre teaching was done by Wesiey
Bourne, Digby Leigh, Ron Stephen and Harold Griffith at vanous
hospitals. Later, the Royal Victoria and Montreal General Hospitals
provided the majority of the clinical cases. Regardless of scienrific
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merit, or perhaps for lack of it, in the 1950s the Royal Victoria and the
associated Montreal Marermity Hospiral were the  leading
practitioners of spinal analgesia on the continent. Spinal analgesia was
used for the majoricy of ahdominal, pelvic, lower limb, Cacsarean
sections, forceps vaginal deliveries, and even for thoracic surgery as
practiscd by Dr. Bourne. In cotal some 10,000 spinals were performed
per year in the combined unit, which was a rich trining ground for
residents awaiting the refinements of general anaesthesia and more
modern hospitals.

The McGill Diploma Course was a substantial success from
inception and became a model for many orher Canadian medical
scheols. It did se because of the dedicared expertse of the core
teachers who carried on in spite of the impediments of less than
modern faciities and the demeaning role of the law-salaried,
indencured anaesthecic staff in che major hospitals. In the 1950s
changes were introduced with building for efficient, modem practice
and the cstablishmene of new departmental leadership offering
private fee-for-service anaesthesia. Having accemplished this, Wesley
Bourne passed the torch to his grear friend and colleague, Hareld
Crriffich.

The Tenure of Harold Griffith: 1950-1957

As a co-founder of the McGill Diploma Course, Harold Griffich
shared Dr Bourne's insistence upen the importance of basic sciences
for good clinical pracrice, In his modest way, D Griffich deferred o
his predecessor and claimed “only te try to travel on in the path along
which he bad pointed the way." Although he made few changes in
course structure, he oversaw a great expansion in new clinical facilities
and the introduction of “new blood” 1o the staff,

In the mid 1950s, all in close crder, a completely new Montreal
General Hospital opened on Cedar Avenue, the Montreal Children's
moved from the antiquated Memerial to its present Atwater location;
the Royal Victoria opened an eight storey surgical wing with, for the
first time, modern operating theatres and Alan Noble was recruited
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fromn Kingston as chief, The stage was now ser for the expansionary
phase of McGill Anaesthesia.

Alan Noble amived at the Royal Victoria Hospical o find a
demoralized staff, still indentured to che hospital. He insisted on a
private practice arrangement for all anaesthetists, who, along with new
rectuits, formed a financial practice group with full control aver che
collection of fees and cheir distribution to members. With chis in place,
the new chief was able 1o recruit competitively for a strong staff wich
interest in teaching and rescarch. Most notable of these early recruits
was Phil Bromage, an established, critical investigator of regienal
analgesia, who was transphnred inta the fertile field of a hospital
already attuned co spinal regional analgesia for use in both surgery and
obstetrics.

By this time, the Royal Victoria had combined with the Montreal
Marternicy Hospital as one administrative unit and anaesthesia, under
the philosophical guidance of Alan Noble, who perceived obstetrical
analgesia as society’s refined gauge of compassion, formed one of the
first cbstetrical epidural consultant anaesthesia services in Canada
using the expertise of Phil Bromage, The obstetrical unit of the
Maternity Hospital also had the dedicated expertise of the pioneer
neonatologist, Robert Usher. Together, rhese threc clinical
disciplines forged one of the foremost high risk obstetrical units in
Canarda, soon producing infant moralicy figures which, then as now,
are comparable with any in the world,

At the end of Dr Griffith’s tenure he established, through his
international connections and good offices, the Wellcome Chair of
Anaesthesia Research as a teaching and research base with Gordon
Robson of Edinburgh as the first holder of the Chair. This was to earry
McGill Anaesthesia onwards and vpwards beyond the next decade,
until the chill winds of increasing government control blew down on
the seemingly invulnerable Anglo community. The Royal Victoria
serves to illustrate the strength of the geoundworkt laid down at that
time.

Firws Fram the Roval Vicoria Feaspital

The Tenure of Richard Gilbert: 19571970

The years of Dr Gilbert's tenure as Professor possibly coincided
with the “Golden Age™ of McGill Anaesthesia. He was a ¢linical
ansesthetist of firm pedagogic bent who had inherited 2 strong
restdent programime which was scon to fully flower under his care and
the cteaching assistance of the associated hospital departments
powered by Drs Brindle, Noble, Bromage, Ferguson, Sutherland,
Davenport, Rosales, Griffith, Gillies and Power.

This group of international, clinical teachers wanted a good
supply of residents in their hospicals so recruitment became a priority.
As Canadian graduates could not meet the demands of the larpe
training machine the net was cast abroad for an ever-increasing supply
of overseas residents. Nationalistic policies adopred in one developing
country after another resulted in political instability and sent
successive waves of immigrant physicians into the welcoming arms of
McGill Anaesthesia,

Unfortunately, Canadian graduates formed a diminishing
propettion of the resident body and McGill graduaces, in particular,
were difficult 1o atrract to the specialty. Nonetheless, the programme
flourished and quality teaching continved. Entrance criteria were,
perhaps, less than critical, allowing a mixed inflow so that the large
service needs of the hospital nerwork could be met. Through the
1960s this “internationalism" saw the programme grow from a resident
body of seme 30 trainees 10 2 peak of 68 residents at all levels in
1970-71. This was the largest such programme in Canada and one of
the largest in North America.

Disappointed by the lack of interest in anaesthesia expressed by
McGill swudents, Richard Gilbert established the first direct
undergraduate exposure to clinical anaesthetic teaching through a
short series of didactic lectures, This was a small but importane first
step. Furthermore, in 1960 Dr. Gilbert took the innovative step of
creating a week-long review course of basic sciences, open to McGill
residents and outsiders contemplacing the fall exams of the Royal
Cellege. From its inception chis course was a continuing success that
is now enterning its 36th year. Now known as the McGill Annual Review
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Course, it is premier in Canadaand one of the major such courses given
in North America,

In the 1960s there were noteworthy achievements ac McGill
University in general, and the Royal Victoria Hospital in particular, in
the field of clinical research and subsequent publications. Coincident
with the new, impraved facilities was the recruitment of young,
aggressive, clinical scholars keenly interested in research. They were
principally guided by Professor Ropald Christie and Drs Bates,
McGregor and Becklake of the Department of Medicine with
anacsthcsia ably represented by Professor Robson and Dr. Bromage.
Together they opened an exciting new chapter for anaesthesia. An
index of the power of this group is chat, for that decade, the Royal
Victoria was ranked, according 1o the cniteria of significant cited
publications in world medical literature, as second only to the NEH,
Bethesda.

The Tenure of Philip Bromage: 1970-1976

Dr Bromage ok the Chair at a twrning peint in the
department’s fortunes. He assumed his post under the first propery
salaried Geographical Full Time (GFT} conditions, which allowed
him to devote the majority of his time to academic pursuits.
Additienally, he was able re obrain the first funding from the university
for two part-time GFT positions given to Hillary Don for rescarch
activities and Paul Otcon for management of teaching. The residency
programme was at its peak enrolment of 68 with an additional three
post-graduate students registered as PhD candidares while a further
three studied in an MSc programme under the tuielage of che
Wellcome Research Depactment. In addition, the Clinical and
Research Fellowship, a privately funded programme, was at capacity,
with quality international fellows.

However, explosive political changes began to rake place in
Quebec in 1970, with terrorist bombings, political kidnapping and
rourder. The “Quiet Revolution™ had become very noisy and this had
a profound effect on the sheltered Anglo community. At the same
time, Quebec entered fully into the Canada Health Act and Medicare
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was bom by decree. All physician services and acts were now 1o come
under a government funded fee-for-service scheme. This double blow
was extremely destabilizing and Quebec lost its attraction as a safe
and productive environment for the anglophone medical communirty.

Iny 1974, a second chill descended with the 2lection of the first
provincial government dedicated to the separation of Quebec from
Canada. The toral impact of these socio-political events on MeGill
Department of Anaesthesia is difficulr w estimate bur it changed the
optimistic outlook of both staff and residents. Staff defections grew
and resident recruitment shrank.

At first the resident numbers fell to 50 or so, insufficient to
sustain the luxury of a full complement of residents in all but che core
hospitals. Training rotation to the Queen Elizabeth, St. Mary's and
Queen Mary Vererans Hospitals was gradually abandoned. It was hard
te bolster resident numbers, The France-Quebec exchange
programme initially brought 5-7 residents to McGill bue recruitment
of Canadian graduates was a very difficult as many prefermmed to take
up posts outside the provinee.

In the mid 1970’s the, now budget conscious, gavernment grew
weaty of paying for the wraining of foreign graduates, most of whom
did not remain in Quebec, and it reduced the content of allowable
resident openings for foreign pgraduates to 15% of the toral
complernent. McGill Anaesthesia, with a tradition of recruiting
something in the order of two thirds of its residents from outside
Canada, was destined to suffer the most in terms of the quantity of
supply. Alterations in both resident and undergraduate teaching were
demanded to meet the competition from other, growing Canadian
schools and to make anacsthesia more attracrive to MeGill students.

Post-graduate teaching was now restricted to the four core
hospitals; the Royal Victoria and Monrreal General for incroductory
and senior level advanced training, and the Montreal Neurological and
Children’s Hospitals for their specialized teaching. Even with this
reduced core, falling numbers of recruits raised the spectre of the
pregramme falling below a “critical mass” for effective teaching. In
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Course, it is premier in Canada and one of the major such courses given
in Morth America.

In the 19603 there were noteworthy achievements at McGill
University in general, and the Roval Vicceria Hospital in particular, in
the field of clinical research and subsequent publications. Coincident
with the new, improved facilitics was the recruitment of young,
aggressive, clinical scholara keenly interested in research. They were
principally guided by Professor Ronald Christie and Drs Bates,
McGregor and Becklake of the Department of Medicine with
anaesthesia ably represented by Professor Robson and Dr. Bromage.
Together they opened an exciting new chapter for anacsthesia. An
index of the power of this group is that, for that decade, the Royai
Victoria was ranked, according to the critenia of significant cited
publications in world medical literature, as secend only 1o the NIH,
Bethesda.

The Tenure of Philip Bromage: 1970-1976

Dr Bromage took the Chair at a tuming point in the
deparcment’s fortunes. He assumed his post under the first propery
salaried Geographical Full Time (GFT) conditions, which allowed
him to devore the majority of his time te academic pursuirs.
Addirionally, he was able to obtain the first funding from the university
for twe pant-time GFT positians given to Hiltary Don for research
activities and Paul Crron for management of teaching. The residency
programme was at its peak enrolment of 68 with an additional three
post-graduare students registered as PhD candidates while a further
three studied in an MSc programme under the tatelage of the
Wellcome Research Department. In addition, the Clinical and
Research Fellowship, a privately funded programme, was at capacity,
with qualicy international fellows.

However, explosive pelitical changes began to take place in
Quebec in 1970, with terrorist bombings, political kidnapping and
murder. The “Quiet Revolution” had become very noisy and this had
a profound effect on the sheltered Anglo community. At the same
rime, Quebec entered fully inte the Canada Health Act and Medicare
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was born by decree. All physician services and acts were now 1o come
under a government funded fee-for-service scheme. This double blow
was excremely destabilizing and (uebec lost its atcraction as a safe
and productive environment for the anglophone medical communiry.

In 1974, a second chill descended with the election of the first
provincial government dedicated to the separation of Quebec from
Canada, The wotal impact of these socio-political events on McGill
Department of Anaesthesia is difficult to estimate but it changed the
optimistic outlook of both staff and residents. Staff defections grew
and resident recruitment shrank.

At first the resident numbers fell to 50 or so, insufficient to
sustain the loxury of a full complement of residents in all but the core
hospitals. Training rotation to the Queen Ebzabeth, St. Mary's and
{Jueen Mary Veterans Hospitals was gradually abandoned. It was hard
to balster resident numbers. The France-Quebec exchange
programme initially brought 5-7 residents to MeGill but recruitment
of Canadian graduates was a very difficult as many preferred to take
up posts outside the province.

I the mid 197%’s the, now budget conscious, government grew
weary of paying for the training of foreign graduates, most of whom
did not remain in Quebec, and it reduced the content of allowable
resident openings for foreign graduates o 15% of the cotal
complement. McGill Anacsthesia, with a tradition of recruiting
something in the order of two chirds of its residents from outside
Canada, was destined to suffer che most in terms of the quantity of
supply. Alterations in both resident and undergraduate teaching were
demanded to meet the competition from other, growing Canadian
schoals and to make ansesthesia more attractive to MeGill atudents,

Post-graduare teaching was now restricted to the four core
hospitals; the Royal Victoria and Montreal General for introductory
and senior level advanced training, and the Montreal Neurological and
Children’s Hospitals for their specialized teaching, Even with this
reduced core, falling numbers of recruits raised the spectre of the
prograrnmne falling below a “critical mass™ for effective teaching. In
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1975, the granting of a diploma through the vniversity was abandoned
by mutual consent.

By 1977 the total residents in training had fallen to 26, about a
third of the peak registered only seven years earlier. Undergraduate
anaesthesia teaching, in common with the general shift away from
didactic reaching, was restructured to make exposure to anacsthesia
a more practical, “hands on” experience with the introduction of a
4-week clinical elective option during the clerkship year and a series
of more informal clinical seminars far students en their surgical
rotation. Similar recruitment problems existed in all Quebec
universities and the maintenance of a clinical service, so dependent
in the past on the work of residents and feliows, was in jecpardy.

To overcome this shortfall, the Quebec government, with the
assistance and approval of the Quebec Association of Anaesthetists,
developed, through the junior college system (CEGEP), g programme
for anaeschesia technicians. This was the first and, to date, the only
such programme in the Comemonwealth. Coming as it did at the starc
of the rapid increase in anaesthetic vechnical complexity, these
technicians were to provide valuable assistance to the busy clinician
in setting up and maintaining the complex machines and monitoring
equipment now required in assisting with the monitoring of patients
through seable periods of atandard anaesthetic procedure.

Unfortunately, the increasing pressures of sustaining a clinical
service in a “residentless” envisonment may encourage an abuse of che
technicians' services by confusing their limited role with thar of
resident physicians; technicians were pushed into sitvations of
responsibility beyond their training and capabilities. It is likely that
this overuse and abuse of the anaesthetic technician will, racher than
enhancing the image of the specialty, reduce the rele of the
anaesthetist to 2 more technical level in the eves of the medical
student and cur surgical colleagues, so decreasing the recruitment
attraction to the hard pressed specialty.

In 1576, after completing his major textbook, Epidural Analgesia,
Dr. Bromage resigned from McGili, leaving behind him a strong bias
rowards regional analgesia. Among his lasting achievements were his

Vst From the Ryl Vidora Hospiral

application of epidural analgesia in obstetrics, the use of cpidural for
surgical anaesthesia and its extension te the early and intermediate
post operative period and the establishment of a chronic pain
outpatient clinic.

The Tenure of John Sandison: 1977-1955

Dr. Sandison assumed this post at an unpropitious time but he
was determined to carry on in the cxcellent tradition of the McUill
department. In the past the Chairman had also been head of a specific
hospital deparcment, a situacion chat was apen to the criticism of bias
in favour of that “home” hospital. John Sandison opted tw be
mdependent of any hospital and ser up the McGill department as a
separate administrative unit while he divided his clinical activicies
between the Royel Victoria, Montreal General and Children's
Hospitals.

A major change in the McGill reaching format, enitiated by Dr.
Sandison during the Bromage era and strengthened during his tenure,
was the revitahization of the Annual McGill Review Course. In kecping
wich his hobby of argan playing, he pulled out all the stops and
upgraded the faculty with a generous supply of international “star”
lecturers. Success was measured in increased attendance and profit
which, for the first time, gave the department some financial
independence. An early result of these riches was the npgrading and
revitalizing of che then defunct CME evening mectings. The formar,
as initiated by Dr. Sandison, was to bring in, about every month, an
outstanding gusst lecturer o deliver the evening lecture as well as
attending two teaching hospitals for rounds and seminars with the
residents and staff.

Bruce Smith assumed the GFT position of teaching co-ordinator
for boch graduate and undergraduate teaching. The restrictions in
government funding and the emphasis on Canadian graduates did not
make it casy for him to achieve a high number of qualified residents,
although it did make for a quality programme. Entry into the
programine was now effectively restricted to graduates of Canadian
universities. Accordingly, the resident body gradually contracted to
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something in the order of 25 residents. Important clinical and research
advances were nonetheless made and the horizon of anaesthesia
broadened.

David Bevan was recruited to the position of Research Director
with a clinical base at the Royal Victoria Hospiral. Aleng wich his
colleague, Frangois Donati, he made several valuable concriburions to
the safe clinical use of standard and newer muscie relaxants. Richard
Catchlove joined the staff of the Royal Victona to assume control the
Chronic Pain Clinic established by Dr Bromage. As he undertook the
management of this clinic: on a full time basis it became the first Pain
Chnic {1976) ro be run by an anaesthecist in a Canadian Department
of Anaesthesia and to offer an optional retation for fellows and
residents on either a chinical or a research basis. Anaesthesia branched
further from che narmow confines of the operating room after Morris
Gertel was appointed to share directorship of the newly organized
Intensive Care Unit ar the Roval Victona, with anaesthesia residents
assigned on rotation e the unit.

In 1985, having weathered political and fiscal storms, Dr.
Sandison passed the torch 10 his Research Director, David Bevan.

The Tenure of Dacid Bevan: 1985-1991

Dr. Bevan sustained his interest in research and, along with
Franpeis Donaci, consolidated McGill's soength  in basic
neuromuscular pharmacoiogy. Based on this strengch, the Harold
Griffith Chair in Anaesthesia was established, with Frangois Donati as
its first holder. Recruitment reached 1ts nadic with a total enrolment
of 13. At the completion of his five year term, David Bevan moved on
to the Chair ar the University of British Columbia.

The Tenure of Franco Carli: 1994-present

As one of McGill's mosrt talented Clinical and Research Fellows,
B Carli was encouraged to lcave his research position ac the
Northwick Park Research Unit to take up che challenge of the McGill
Department, where he is now firmly in contral. Fortunately, resident
recruitment has improved and, it is hoped, stabilized at a rotal of 30
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under the capable programme direction of Anne Moore. Invelvement
in undergraduate teaching is more extensive chan ever, indicating that
the poal of recruiting more MeGill graduates may yet be achieved.

ii. Sally Weeks (McGill 1970-present)

Since 1970, there has been a significant reduction in the number
of centres in Montreal providing obstetric services. The Catherine
Dooth and Queen Elizabech Hospitals closed their obstetric units in
the early 1970s, followed by the Mentreal General Hospital in the early
1980s. The Jewish General and Royal Victoria Hospitals were
designated as tertiary care referral hospitals. Residents in anaesthesia
ac MceGill receive their training in obstetric anaesthesia 2t these two
institutions.

During the past 25 years, epidural anaesthesia for labour has
contitued ro be very popular wich both patients and ehstetricians. We
whe came later were fortunate to be able te build on the streng
foundarions built earhier by Dr. Bromage in the 19505 and 1960s.
Obstetric anaesthesia was always one of his chief interests and he
made the safe provision of epidural anaesthesia in labour a paramount
COMCEr.

We have seen a remarkable rise in the number of Caesarean
sections done under regional anaesthesia, Today, fewer chan 10% of
patricnts receive gencral anacsthesia for chis surgery. The Rovyal
Vicroria Hospiral obstetric unit moved into 8 brand new facility in the
Centennial Pavilion in 1994, Thete were no regrets on leaving che
Dickensian environment of the old unit in the Women’s Pavilion, apart
from the loss of the magnificent view of rver and mountain.

Research continues on a variety of copics and many fellows have
made invaluable contributions te this. We are fartunate rhar Franco
Carli is an obstetric anaesthetist and has revitalised ohstecrie
anacsthesia research since his arrival.



CHAPTER XII

The Children’s Memorial Hospiral opened its doars in 1904 ar 300 Guy
Street. Jts move to Cedar Avenue was funded by chariable donations and, in
1920, it became a teaching hospital ar MeGill. In 1954 the more apposite name
of The Montreal Children's Hospiral was adopied. Amaesthesia for children was
simpilistic unetd World War 11 and st was stower to advance than thar for aduwls,
Noto it is highty sophisticated but nor raught as widzly as it hould be.

VIEWS FROM THE MONTREAL CHILDREN'S HOSPITAL

I. Tony Davenport (McGill 1951-1966)

A vear afcer having woerked with Cecil Gray in Liverpool, | wrote
my first mzjor paper during an extra post-graduare vear which [ spent
as a resident anaesthetist in Hartford and New Haven, Connecticut
in 1950, Our wark had concerned the use of curare for Caesarean
section before it was widely used in anaesthesia. In 1951 T came 1o
Montreal with the intenrion of staying for six weeks before returning
10 England. This was made possible by Dis Grffich and Tovell, who
had an exchanpe rotation artangement for their trainees for a number
of years.

I immediately sensed the excitement and friendliness of
anaesthesia at McGill and changed my plans, being fortunate enough
10 become a junior staff member of the Montreal General Hospital.
Five years laver | was asked to become head of the department of the
old Children's Memorial Hospital on Mount Royal. This was an
opportunity which would have been unimaginable in Evrope at my
age. Becoming a successor to Drs Leigh, Stephen and Slater, three of
the leading paediatric anaesthetists at that time, was a dauntng
challenge.

[ had envisaged that my duties would involve a lot of
tonsillectamies and squint corrections but this idea was immediately
dispelled. Open heart surgery began as I joined the team of Drs
Mutphy, Karn and Dobell. The general surgeons Dirs Beardmore,
Owen and Shagovich tackled every type of anemaly from all ever
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Eastern Canada. Plastic surgery and ENT work was headed by Drs
Woothouse and McHugh, respectively. They tackled many cleft-lip
and palate lesions, thalidomide stigmata and airway problems,
particubarly epiglortitis and foreign bodies, especially the pemicious
peanut. Dr. Blundell also began neurosurgery at this time.

Al this work demanded service of a high order and the
co-operation of 3 team of associates from the McGill Anaesthesia
Diploma Course graduates. To provide a safe service and encourage
and protect our trainecs, these staff membiers had to apree to sleep in
the hospital in retation. Due to the limited third party eover for
children’s anaeschesia, salaries had vo be provided from a stipend of
five dollars per anaesthetic as provided by the hospital administration.
The hospital alse paid che residencs’ salanies ar the standard rate.

McGill students were rotated at 8 rate of four to eight per six
months and we tried to inculcare them with all things to do with
paediatrics, as well as anaesthesia, ac the Monceal Children's
Haspital. Teaching by experience was complemented by the McGill
Anacsthesia Course Lectures and the combined city-wide scaff
discussions at the Giba building each Monday evening.

We made filims for teaching purposes, including one specifically
for the Torento World Congress in 1968, Before that meeting, those
&r roite Lo 1L were guests at a whole day presentation by the McGill
department which created many long-standing friendships. A short,
silent film of the first three chairmen of the Department was also made
and this began an archive of McGill Anaesthesia. By collecting notes
of what some of our best residents had learnt ac the Children’s
Hospital, I compiled and published a “cock bock™ of paediatric
anaesthesia. Remarkably, the first three North American books on this
subject originated from che Montreal Children’s Hospital and became
standard texrs for many years.

Our clinical research was boosted when clinical fellows were
employed, and Gordon Robson bepan weekly visits to assess the
progress of projects. Our majpor innovative studies included
electroencephalography during open heart surgery, operative blood
loss analysis, psychic trauma control and prolonged nasotracheal
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meubation therapy. Among those co-operating in this work were Dr.
Arfel from France, Dr. Ban from Scotland, Dr. Werry from New
Zealand and Dr. Berkovitz from Holland. Other subjects tackled were
infant caudal block, the introduction of halothane, methoxyflurane,
droperidel and fentanyl, white sound and anci-analgesia,
administraticn of succinylcholine by vanous routes and different
anaesthetic circuit assessments. Our subsequent adaprion of the
Ayre-Rees infanc set for simpler use was marketed as the “Montreal

serL.

One lasting memory of our research at this tieme is of the
staristics which had to be calculated on a crude, noisy, mechanical
calculator. Most gratifying, though, was the unstinted co-operation of
associates in other specialties. Misses Taylor and Burt formed the
nussing team of the theatrefrecovery suite and they, rogether with Mr.
Baker, the inhalation technician, were invaluable allies in all ways.

Sadly, one of our patients died of hyperpyrexia. We subsequently
made a study of this, which was a new syndrome at the time, and
initiated the first meering 1o discuss the condition. This was held in
Torento and, despite forewarnings, 1 found that the anaesthesia
departments in the major children's hospitals in Winnipeg and
Torento were friendly and co-operative.

We first practised day-care in denustry at the Montreal
Children’s Hospital in 1956. This was inittated by necessity, as there
were not enough in-patient beds, and it went unreported. The
sub-specialty of paediatric ansesthesia was espoused by some but we
did not encourage this as it led 1o a false mystique. Nevertheless, we
strongly supported the foundation of the Anaesthetic Section of the
Academy of Pacdiacrics, with the aim of spreading che best practice
as widely as possible.

In 1966 I moaved to Vancouver, where 1 hoped o spearhead
paediatric anaesthesia. Unfortunately, T found that the McGil§ spirit
did not prevail there and so rerumed to England. | proudly retain my
Canadian citizenship to this day as a reminder of the happy and
preductive time I spent in Montreal.

LoD

Fiems From the Mortreot Childred's Hospital

i.. Jose Rosales (McGill 1956-1983}

In February 1956 1 came, aleng with three other MeGill Diploma
of Anaesthesia students, ro the Childien’s Hospital, then on Cedar
Avenue, | had just completed my training in Philadelphia and Londoen,
Enpland and was actracted to McGill because of the writings of Wesley
Bourne and Hareld Griffich. My interest in paediatric anaesthesia
continved and, having passed the national and provincial specialist
certification examinations, { was appointed Clinical Fellow at che
Children’s,

By then the new Montreal Children's Hospital on Tupper Street
was in full swing. In the early sixties, ether and eyclopropane were
discentinued, altlowing the use of cavtery and eiectronic monitoring
te become routine. [ completed the compulsory year of internal
medicine at the Montreal General Hospital, as rcquired for the
Canadian Fellowship examination, and then recurned to the
Children's and the challenges of my chosen specialry.

In 1966, T succeeded Tony Davenport as Head of the
Department. In the sixties and seventies, major orthopaedic
(Harringten rods and Drwyer operations), urologicat {ileal loops}) and
cranial facial reconstructions (after Dr. Tessier's visit) were all
challengingly new to us, We also increased our activities in areas
outside the operating room with the intensive care of medical and
surgical patients and participation in resuscitation. Resuscitation
equipment was standardized and simplified at this time.

With the assistance of Ellior Rhine we studied acute cardiac
tamponade in expenmental animals. Raafar Hannallah and [ reviewed
and compared tracheostomy versus intubation in patients requiring
artificial airways. We also wrote a crivical review on our experience with
acure epiglottitis.

Dr. Dobell and his team continued their operations {palliative
and corrective) for complex znomalics of the heart and great vessels
with our assistance during and following operations. Many cases of
status asthmaticus were successfully managed by controlled
ventilation. Pralonged inwubation for mechanical an accepted
technique for postoperative surgical patienrs, status asthmaticus and
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broncheolitis in respiratory failure and other conditions requiring
respiratory assistance. At that time, the department was responsible
for the initation, maintenance and cerninacion of mechanical
ventilation of patients in respiratory failure. The department, as
always, took an active part in the care of patients wich acute airway
obstruction.

In the sevenries, even though the number of residencs in
training decreased, our teaching requitements increased since we also
taught paediatric medical residents, emergency residents, inhalation
therapy students, medical and nursing students. In order to maintain
our clinical services in the face of our increased reaching
responsibilities, we required additional staff anaesthetists and, in
1975, anaeschesia techpicians.

Originally we recrvited rwo inhalation therapy graduates for
their practical experience as anacsthesia technicians to the Children'’s.
They were assigned limited and specific tasks, helping in the
preparation of equipment and monitoring patients. All cheir functions
were under direct staff supervision. With experience, they became
proficient in airway management and became members of the
resuscitation team. Today cthere are 11 anacschesia assistants.

In the mid-seventies, naso-tracheal intubation largely replaced
tracheostomy which had, in its day, saved so many lives. In 1976,
demand led 10 the creation of 2 major Day Surgery Centre, now known
as the Herbert Owen Cencre after one of the Children’s pacdiatric
surgeons. This was on the ground floor, where eventually more than
half our cases were performed. Originally undertaken as a teaching
tood, but now useful for historic purposes, we filmed many conditions
and their management. Some conditions were relatively rare and
others were of interest because of their management at that time.

In 1983, I moved to Dalhousie University and che IWK Hospiral
for Children. Subseguent Chief Anaesthetists at the Montresl
Children's Hospital have been John Sandison and Desmond Spence.
They have continued the development of the department in teaching
and clinical care.
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AFTERWORD

B3en Franco Cark was appointed 1o the Chatr of the Department he
marked a precedent, being the first won-Augle chairman. As suck, bis appoiniment
s a rather belated reflection of the internationalism which has long been 4 feature
of McGills intake of staff and students. On occasions this has been a source of
resentren? v boik the countries from which they emigrate and in Quebec bur it is
10 be hoped that MeGill wilf resist the current irend tomard's parociialism. The
enlightened approach of Canadzms lke Frangois Donaté should exsure thar rhe
provincial and international aspects of the department are both maintained i a
way whick will be nutually beneficial.

THE WAY AHEAD

i. Frangoia Donati (MoGill 1984-1994)

“We have, by the grace of God, arrived at a stage where
anaesthesia is pleasant, safe and efficient.” Harold Griffith,” An
anaesthetist’s valediction,” Canadtan Anaestherists’ Sociery Journal, 1967,
14:373-381.

Fot most of us who rrained and practised after Harold Griffith
pronounced these words ar a conference given when he retired, it is
difficult to believe that anassthesia i the 19605 could have been
considered to be anything like pleasant, safe and efficient. Many of us
would be reluctant to apply these adecrives to current anaesthetic
practice but Dr. Griffith was regarding things from a perspective
gained over many vears, When he started learning and practising
anaesthesia, there were few of the fundamental ingredients of modem
anaesthetic practice, including the muscle relaxants he himself was o
tntroduce.

It is difficult for us, in the last years of the twentieth century, to
imagine what anaesthetic practice was like when inhalational agents
were explosive, intravenous agents were unknewn, tracheal intubation
was seldom vsed, a finger on the pulse was the most sophisticated
equipment, recovery rooms were nonexistent and artificial ventilation
depended on manual strength and endurance. Harold Griffith saw,
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during his leng career, a tremendous explasion of knowledge in
physiology, pharmacolegy and internal medicine, all of which had a
great impact on the body of knowledge necessary wo the safe use of
anaesthesia.

The creation of the McGill Department of Anaesthesia 30 years
ago was certainly a milestone in the journey towards safer anaesthesia.
Recent years have brought enormous change and promise. Statistics
and surveys indicatc chat anacsthesia 13 safer than ever — so safe that
it is difficult 1o show how safe it is. The introduction of moutine
capnography and pulse oximetry in the 1380s probably contributed o
this but other factocs played a role.

Thanks to well strucrured residency programmes, more
anaesthetists have better training now than ever before. Modern drugs
are mare specific, have fewer side effects and do not linger as long in
the body, and a wider range of anacstheric technigues is now available.
It would be very difficult to go back o a time before on-line oxypen
saturation, plastic intravenaus cannulas, epidural narcotics, laryngeal
masks, patient-contrelled analpesia, end-tidal gas analyzers or the use
of one’s favoured cocktail of drugs.

The gradual improvement in drugs and equipment and the
increased sophistication of knowledge in fields connected with
anacsthesia have been, and will continue to be, an invitation to
consider new challenges. Some of these involve what might be
considered to be non-traditional areas of anaestheric practice. For
example, anacsthetists have found a role in intensive care units where
their expertise in resuscitation, airway management, acute care of
severely ill patients and mechanical venrilation i3 much valued, Pmn
management is also becoming more and more the responsibilicy of the
anacsthetist, not only in chronic pain climes bur also because of the
development of better organised acute pain management. Another
challenge for the specialty is that presented by sicker patients, often
at the extremes of age, undergoing surgical procedures which in the
past would have been discounted as too risky and complicared.

Life in che hospital and universicy of the 19905 is not a peaceful
one, however, Patients expect more and more of the health care
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system, and clinical services have 1o be provided from reduced
financial resources. Fortunately, some of these expectations can be
met in spite of dwindling resources thanks e recent advances in
anaesthesia. Day surgery is now common, partly because of our ability
to providc anacsthetics with rapid and good recovery. With improved
menitoring, the judicious use of regional anacsthesia, the use of safer
drugs and rational pain management, major surgery can now be
performed with minimal hospital stay.

We must be ready to tackle new challenges, however. 1 hope that
solutions to the problems ahead will be as simple, vser-friendly and
casy to understand for a new generation of anaesthetists s, say, pulse
oximetry has proved ra be for us. One of these challenges, that is the
need to monitor the depth of anaesthesia, might appear basic and
simple but it has been neglected. At this time I beheve that we have
the gadgetry necessary to put such appararus together but we do not
have a clear idea of what we would like o measore. In facr,
determining what anaesthesia and unconscicusness are would be
extremely useful to us and our patients, net enly becavse we need to
have this sort of practical information but because the research
involved would tell us more about how brains werk!

Another problem which needs serious consideration is the
oceurrence of the pain and navsea which most parients associate with
anacsthesia, It would be nicc if patents could walk out of the
operating room without excessive pain, nausea or sedation. We have
today, or will have shortly, 2 choice of shorr-acting drugs which would
normally allow us to aveid most of the side effects seen in the recovery
room: respiratory and cardiovascular depression, inability to maintain
an airway, residual parabysis and excessive somnolence. The nexr step
is to deal with pain and nausca. Regional anaeschesia is an answer to
some of these problems but not all. Techniques of regional anaesathesia
with fast onset and rapid recovery would be a definite advance.

As anaesthetists, we constaatly look at cardiac functien. Our
tools are cerrainly more sophisticated than the finger-on-the-pulse
approach of earlier years. The widespread use of non-invasive,
automatic blood pressure monitors has chanped the practice of
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anacathesia. A simpie, nen-iovasive cardiac output monitor, wich an
option to look at regional blood flow, especially flow to the brain, would
be a major advance. As always, such a solution would raisc new
questions. If anaesthetics did not cause cardiac depression, the role of
cardiac outpur monitors would be diminished, although not quite
elininated as the actions of surgeons can also cause decreased cardiac
putput! Buc then, is it possible o have anaesthetics without
cardiovascular depression? Respiratory depression poses a simiiar
question.

Perhaps patients, 50 years hence, will have minor surgery undec
ultrashort acting anaesthetics with neither cardiac nor respiratory
effects and only a small, non-invasive depth of anaesthesia monitor
applied to their forecheads. Perhaps they will leave, unassisted,
minutes after undergoing surgery, having been given a pill, spray,
patch or other form of preventive wreatment for pain and nausea.
Perhaps they will go home the night after undergoing heart or
NCUNOSUIEETY.

This may seem far-fetched but it is probably no more 50 than
curtent practice would be in the eyes of anaesthetists pracusing 50
vears ago. OQur younger colleagues will see the future of anaesthesia.
Indeed, those who take on the exciting challenges presented by the
specialty will determine that future.

ii. Franco Carli (McGill 1994-present)

“Youneed a little time to acquire the McGill spirit”, an old friend
said to me when [ assumed this pest. On my first day no specific pb
description was handed o me; my mandate was simply to consolidatc
what had been achieved and enhance the academic strengths of the
deparument. During my initial negotiations with the Dean of
Medicine I had realised thac a grear challenge awaited me.

Conrtrary ro the style of my predecessors, I wok the sk of
confining my responsibilitics 1o those of chairman. This was
determined by my view of a university-based department which was
not necessanly hospital-based. In the present McGill seenario (only
two other ¢linical chairs have a similar position), this could represent
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a frustrating business. There is no budget o dispase of as every dollar
comes from contracts negoriated wich the Dean and, on the other side,
the bargaining power is that of the chief of each hospital’s anacschesia
department.

Why then choose such a risky position? Having witnessed the
re-organizaticn of hospitals in Enpland, 1 was already familiar with
some administrative jargon, such as re-engineering, downsizing and
rightsizing. In my fitst months ar McGill, I learned morte abour the
intricacies of a system of administration reminiscent of that in Europe
butaltered by North Amernican pragmatism. At the departmental level,
there had been little interaction among faculty members, neither
intellectual nor material sources had been shared and one person had
been left to make all the decisions.

1 felt chat the large number of decisions and representations we
were collectively involvedin demanded a more prafessional approach.
The evolution of health care and scientific reasoning, together with
the budgetary pressures imposed by western governments, have
challenged the way in which we gperate and make decisions but there
are also opportunities for the creation of autstanding acadenic clinical
groups. Major cheoices have te be made in the way we teach, provide
clinical care and perform research, however.

The participation and commitment of academic physicians are
essential for the academic health science centre 1o discharge its
responsibilities properly. A particular challenge for our members is
how to protect the time needed to satisfy academic carcer aspirations.
We also have o remain in the mainstream of the profession and avoid
isolation from non-academic professional colleagues. Wherher these
challenges are relared o worldwide economic and political instability,
the redefinition of health carc or academic insecurity, we are
compelled to ask whether an academic department of anaesthesia
fulfils a purpose.

Critical analysis of academic anaesthesia in major countrics
indicates great difficulty in recruiting suitable candidares for academic
chairs, a sharp reduction in postgraduate trainces and decreased
research funding. It is my stong belief that academic anaesthesia is
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more likely to survive this challenge here at McGill than in many other
institutions. As this book illusteates, the department has survived
majer difficulties such as restricred funding and recruitment crises in
its first 50 years and, in spite of such hardship, it has kept the pride
and enchusiasm which strike every outsider who comes in contact with
it. These gualities infecr those who come 1o work here and are a
necessity in times of redefinition.

The challenge will be to integrawe fully these valuable human
and intellectual resources into one academic environment. This way
of thinking requires minds prepared not two be disbelieving but to
exercise a constant, graceful scepticism, remaining open to any
possibility, including impossibiliry; minds profoundly questioning but
buoyantly hopeful, willing and able wo bring processes, procedures and
people to judpement. Of course there is a risk in questioning our
performance and making choices but, if we do net risk failure we limic
our chances of success.

One question constantly raised in our circles is whether clinical
teachers should receive appropriate training before they are engaged
in this reaponsibility, in the same way as researchers are trained in
research methods before engaging in either bench or clinical research.
The development of teaching methods and the use of informatics
could help form a critical mass of teachers able 1o provide specific
knowledge, not only within the spectalty of anacsthesia bur o other
health-care professions and the public.

Another concemn relates w the direction of research and,
specifically, whether there sheuld be more emphasis on that
concerning patients’ care in the domain of anacsthesia, This implies
recruitment of scientists working in close association with clinicians,
the direction of a selected group of residents towards research
training, the formation of a multidisciplinary core group with
aceessible infrastructure and the clarification of research objectives.

The shrinking of research funds means that there is greater
competition amongst departments and an increased need to ensure
an infrastructure which allows us to be productive leaders in che field.
We need to consider how o fuse our performance and our porential
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to produce a strong new dynamic, reaching out to our colleagues in
other departments and faculties so that we can reach objectives
together which would be impossible ro achieve separately.

Although we have an international profile, here in Montreal, we
are still an anglophone institution in a francophone environment. We
must choose to become a community of scholarship invobving
intemarienal affiliations zn the local community. There need be no
contradiction between these twe goals as we can both promote
international relations and remain an inviring and congenial place for
active academic collaboration with our anaesthetic colleagues at the
Université de Montréal.

The challenge which srarted 50 years ago continues teday!
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