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January 1992 marks the 50th anniversary of the introduc

tion of curare into clinical anaesthesia. On January 23, 

1942 Harold Griffith and Enid Johnson gave the drug to a 

patient under anaesthesia. Their report of its use in 25 

patients led to changes in anaesthetic practice throughout 

the world. What is especially remarkable is that this contri

bution came from the Montreal Homoeopathic Hospital 

(now the Queen Elizabeth Hospital), a 120-bed com

munity hospital where Griffith and Johnson, a third year 

resident, were the entire anaesthesia department. 

Even though he had no university affiliation, Griffith 

was already an internationally respected leader. He had 

addressed major anaesthesia meetings and contributed to 

the literature on topics ranging from endotracheal intubation 

and cyclopropane to better training of anaesthetists and 

more respect in the medical community for their status. He 

had the ability to sort the wheat from the chaff, to distin

guish those developments which were of genuine benefit 

from those which represented change for the sake of 

change. Once he was convinced that a new drug, technique, 

facility or organization would benefit patients or the pro

fession he took every opportunity to promote it. 

As 1992 approached, it seemed appropriate to recognize 

all of Griffith's contributions to anaesthesia in a volume 

containing the more significant of his publications. This 

project, which had its conception in initial efforts by Dr 

Roy Humble, of Edmonton, developed into a three-part 

commemorative volume. The first part is a Festschrift- a 

collection of tributes by Griffith's former students and 
colleagues who knew him at various times during his 

career and in his retirement. The contributors range from 

his 1930 intern at the Montreal Homoeopathic Hospital to 

the present professor and chairman of the department of 

anaesthesia at McGill University. The second part is a 

selection of Griffith's papers accompanied by commen

taries by anaesthetists from the United States, England and 

Canada. 
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The third part is an annotated bibliography of all of 

Griffith's writings. These show the extent of his contribu

tions to the overall growth of our specialty from 1922 

through 1967 into what he called the boundless realm of 

anaesthesiology. 

Griffith exerted an immense influence on the practice of 

anaesthesia and on the organization and development of 

our specialty. He made friends easily and respected all his 

colleagues, whether they were anaesthetists, surgeons, 

nurses or orderlies. Anaesthetists in several countries 

conferred honours upon him. Despite the greatness he 

achieved he remained a friend to all, and "Uncle Harold" 

to a generation of younger anaesthetists. 

It is with gratitude that we present this record of the life 

and legacy of Harold Griffith. 

JR Maltby 

DAE Shephard 
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clinical introduction of any potentially explosive anaesthetic 

was impossible. Furthermore, they felt deeply honoured to 

have the experimental study and clinical application ex

tended and reported only after the administration of more 

than 200 anaesthetics by the Wisconsin team. The follow

ing day I informed Griffith of the results of the Toronto 

conference and he was not at all surprised. He said he had 

already been advised that cyclopropane would first be 

released for clinical use to members of the Anesthetists' 

Travel Club. In 1933 he became the first to administer it in 

Canada. 
Fifty years on, after his complete retirement, I visited 

Griffith in his Montreal home. Although he was very ill, 

when I told him I had been successful in substituting weak, 

non-explosive concentrations of cyclopropane, established 

by the U.S. Bureau of Mines, for meperidine to fortify 
nitrous oxide anaesthesia, his face beamed as he said, "Bill, 

cyclopropane certainly served me well throughout my 
professional career." 

After Griffith's successful clinical use of curare as a 

muscle relaxant during cyclopropane anaesthesia, he 

suggested that the West Coast Squibb representative should 

contact me, relate his further experience and offer me a 

substantial supply for clinical trial at Stanford. Having 

been familiar with the safety of curare in properly venti

lated animals, and knowing the reliability of Griffith's 

observation, I administered it and recorded its use for over 
a month without mentioning it to anyone. The additional 

relaxation was noted and appreciated by the surgeons. 
Even though it was recorded in detail, quite legibly on the 

chart, surgeons never seemed curious enough to refer to the 

record. The following summer, during my family's annual 

return to Canada, when I related the course of events to 

Griffith he responded with the usual big smile and shoulder 

shrug. 

As I look back over a fifty year period of time, I realize 

that my continuing medical relationships with Harold 

Griffith were based entirely on the spoken word, either in 
the form of direct personal conversation or transmitted by 

third party association in which I was always referred to as 

his former student. 
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EM PAPPER 

The purpose of this essay is to portray Harold Griffith as a 

guide and advisor to young people in our specialty, and to 

make further comments to indicate the way in which the 

mind of this wonderful statesman of anaesthesia operated. 

I first met Griffith shortly before the Second World War 

during a visit to the Homoeopathic Hospital in Montreal. 

This was part of a tour of important anaesthesia centres in 

the United States and Canada, arranged by my teacher, 

Emery A Rovenstine of New York. My recollection of the 

visit to Griffith was one of very great pleasure and some 

excitement. When I called at his hospital and went to his 

office I found, much to my surprise, a very modest estab

lishment and what seemed like a very much less hectic and 

less frenetic activity than I had been used to at Bellevue 

Hospital in New York. 

I was surprised to meet a person who, in my very brash 

and inexperienced youth, seemed to me to be a pleasant, 

elderly, somewhat rotund gentleman who was kind enough 

to take some of his valuable time to show me the things that 

he was doing. The details of what was occurring clinically 

are now quite vague, except that I saw several patients 

anaesthetized smoothly, easily, and comfortably with cy

clopropane. I also recall an environment in which Griffith 

was highly respected by his surgical colleagues, and that 

there was friendliness and affection between them. It was 

a most pleasant and happy experience, and I think it was the 

beginning of Griffith's correspondence with me. A subse

quent visit, after the war, when I had already assumed the 

Chair in Anesthesiology at Columbia University, rein
forced this first impression and added to my delight with 

the pleasant and friendly relaxed environment that I en
countered. 

This is not an occasion for a political treatise on the 

subject of the war, of Hitler, or of the details of military 

medicine, but it is an important occasion to stop to take note 

of the extraordinary gentle kindness that also took place in 

the midst of all the deadly trauma of that time. It is not 

The friend of 

the young anaesthetist 

generally known that there were many important people -

Harold Griffith himself, Emery Rovenstine of New York, 

Ralph Waters of Madison, Robert Macintosh of Oxford, 

and Wesley Bourne of Montreal - who encouraged my 

generation to study, to work hard and, perhaps above all, to 

have faith in the free world that would emerge from the 

tragedy and misery of the war. They cared about those of 

us who seemed destined, at that time, either to eternal 

suspension of our lives, or perhaps a finite oblivion as an 

unhappy alternative in the war; they kept the faith with 

those of us who were younger, and encouraged us in darker 

hours. 

Griffith was one of the remarkable letter writers of this 

period. I was one of a number of individuals (which I 

suspect is a good deal larger than we shall ever know) who 

during the war years received an occasional telephone call 

but more often a newsy and pleasant letter from Griffith. 

Most of these letters were information about what was 

going on in Montreal, and specifically at the Homoeopathic 

Hospital. There was also some pleasant discussion of a 

better world to come as anaesthetists throughout the world 

would and could get together to enjoy working with each 

other. It is possible that these thoughts were the earliest that 

Griffith had about the World Federation of Societies of 

Anaesthesiologists. Unfortunately, the letters that I re

ceived, which at the time seemed to be only friendly notes 

but which in retrospect were important documents, were 

consumed in a fire at home. 
When we think back upon our beginnings, and if only the 

modern aspects of anaesthesia as a medical specialty are 

considered, the search is a relatively short retrospective. In 

this respect, there was an extraordinary series of events as 

well as of people. The major force, which was a milestone 

in the development of this field as a clinical specialty, was 

the Second World War, where much of the impetus occurred 

for the transition from the prewar activities of pioneering 

leaders to a postwar spread of the knowledge so essential 



10 

to the care of surgical patients, to the relief of their pain and 

suffering, and to the improvement in the care of severely 

injured patients. Griffith was one of those remarkable 

individuals who provided the leadership in this transitional 

era. He was also a most generous leader to people like me 
who were young in the specialty, and who had curiosity, 

energy, and ambition to contribute to the tradition already 

laid down by the leadership of the previous generation. 

On another note, I wish to add something to the story of 

curare which points up the importance of Griffith's contri

bution. Harold Griffith and his resident colleague, Enid 

Johnson, deserve all the credit that has been showered upon 

them by a grateful world for their introduction of curare 

into clinical anaesthesia. The events that led to their de

scription of its first successful clinical usage should be of 

interest to those who need to know more about the culture 

of our specialty. 

The transfer of knowledge and the thought that muscle 

relaxants could be used in anaesthesia is properly credited 

to Lewis Wright who worked for the Squibb Corporation 

in the late 1930s and early 1940s. Wright was most unusual 

in that he was not only a physician, but also had completed 

a full residency in anaesthesia under Rovenstine and was 

therefore well educated in the field that was so important 

for this great discovery. He was aware of the older litera

ture on the scientific use of curare for experimental purposes 

in animals, and of its use in psychiatry for the prevention 

of fractures and other severe injuries during shock treatment 

of mental disorders. He brought his suggestions for study 

to several people, of whom Rovenstine in New York was 

one and Stuart Cullen in Iowa was another. According to 

his own statements, Cullen was not convinced about the 

reliability of curare in experimental work that was performed 

by him and his colleagues. However, after the Griffith

Johnson paper 1 had been published, Cullen's group pro

duced the first confirmatory clinical report2 of the suc

cessful use of curare as an adjunct of great importance to 

surgical anaesthesia. 

At New York University and Bellevue Hospital Roven

stine asked me to study the compound. In the physiology 

laboratory the common experimental animals were cats 
and monkeys. Monkeys were deemed too expensive for the 
trial of a new drug, and the cat was the inevitable choice. 

Two cats were given the Squibb preparation containing 
crude curare which Wright brought to Rovenstine, and 

both died asphyxia! deaths after bouts of acute asthma, 

either because of the impurities or because of histamine 

release. The ethical environment in those days was vastly 

different from what it is today. Despite this paucity of 

animal experimental evidence, it was not unusual that 

Rovenstine suggested that I should try the preparation in 

man. In his department any new anaesthetically related 

drug was studied during diethyl ether anaesthesia. Curare 

Griffith: His life and legacy 

was, therefore, used in two patients during diethyl ether 

anaesthesia, and each time it resulted in prolonged apnea 

which required fatiguing, manual artificial ventilation via 

an endotracheal tube. It must be remembered that in the 

culture and thinking of that time that apnea, however 

induced, except for very short periods of time, was not 

viewed as a satisfactory or manageable complication of 
anaesthetic drugs or techniques. Accordingly, I suggested 

to Rovenstine that the drug appeared too dangerous for use 

in clinical practice. 

The fact that Rovenstine took my advice was evidence 

of his confidence in me. In retrospect, however, my advice 

was mistaken, partly due to the general thinking of the time 

about apnea as a complication of importance, and partly 

because of my own inexperience in anaesthesia. Although 

I had ample background in both internal medicine and 

physiology, my anaesthesia experience was that of a junior 

resident. The obvious and logical thought that a smaller 

dose of Intocostrin, as the substance was then known, 

should be tried had not occurred to me. This seems to have 

been the most obvious error that was made. 

When Wright brought this same material to Griffith, 

Griffith and Johnson administered it cautiously, mostly for 

the opening and closing of the abdominal cavity, in twenty

five patients during cyclopropane anaesthesia. This was a 

very fortunate choice since cyclopropane did not enhance 

the action of curare as ether did. 

The rest is history. Griffith and Johnson made the 

monumental discovery of the value of curare in clinical 

anaesthesia. They deserve the credit for the introduction of 

muscle relaxants into clinical use, and the gratitude of all 

of us for all time. History is replete with examples of able 

people who fail to see what is obvious except in retrospect. 

The heroes are those who make the crucial connections -

and Harold Griffith was one of those. 
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HAROLD R GRIFFITH MD

As I read over the paper on "The Use of Curare in General 
Anesthesia," which has been reprinted in this issue, I am 
awed by the realization of all that has happened in the field 
of muscle relaxation since Enid Johnson and I first admin
istered Intocostrin in the operating room on January 23, 
1942. Even then I felt that this might develop into a useful 
tool because it did seem to meet a need, but I could not 
foresee either the revolutionary effect of curare upon 
operating room practice or the surprising influence of this 
contribution upon my own professional career. I am glad to 
note that in 1942 we did not make any statement regarding 
curare which in 1957 we would like to withdraw. A 
medical author does not always have this satisfaction 
regarding his earlier brain children! 

It would be impossible for me here to mention all those 
in many countries who have contributed to our present 
knowledge of muscle relaxants. Among the pioneer anes
thesiologists are Stuart Cullen, Gray, Hudon, Whitacre, 
Scott, Smith, and Baird and Knight - all of them my good 
friends and trusted colleagues. Hundreds of others - physi
ologists, pharmacologists, pharmaceutical manufacturers, 
as well as anesthesiologists and neurologists - have joined 
in the search for new relaxants and the study of the action 
of these drugs. So we now know a great deal more about the 
whole subject than we did in 1942. However, certain 
fundamental considerations in regard to the safe clinical 
use of these drugs remain unchanged, whether we are 
dealing with tubocurarine, decamethonium, gallamine, 
succinylcholine, or any of a dozen other agents. 

(I) All muscle relaxants depress respiration, and when
ever they are used some means of supporting respiration 
must be instantly available. 

(2) No one should use muscle relaxants unless he has the

Reprinted with permission from Survey of Anesthesiology 1957; I: 73-

4. 
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ability and the equipment for the rapid introduction of an 
endotracheal tube. 

(3) The dosage of relaxant drugs should be carefully
assessed on the basis of the tolerance of each individual 
patient, taking into consideration the anesthetic agents and 
other drugs which are being used. 

( 4) All muscle relaxant drugs are potential poisons and
should be administered only by experienced anesthesiolo
gists in well-equipped operating rooms. 

Subject to the above-mentioned limitations, I believe 
curare and other muscle relaxants may and should be used 
in order to provide ideal operating conditions for the 
surgeon. They should be used only when muscle relaxation 
is really needed. They should never be used routinely or 
without careful, intelligent appraisal of their probable 
effect on the individual patient. 

There is still much to be learned about curare and similar 
drugs. The unsolved problems in anesthesiology are many 
and baffling. Clinical and laboratory research must con
tinue. There may be many young anesthesiologists who 
would like to make some contribution to the advance of 
knowledge, who yet feel frustrated because they must 
make their living in a small hospital not directly connected 
with a medical school. My advice to these young doctors is 
to not be discouraged. Such an environment may be ideal 
for careful observation under personally controlled condi
tions. My own work with curare, cyclopropane, and other 
agents was done in just such a small hospital. My academic 
connection and my teaching responsibility came rather 
unexpectedly in recent years, and were the result rather 
than the cause of my enthusiasm for research. Now as I 
come near the end of my active career as a teacher I can 
think of no greater reward than the satisfaction of seeing 
my students, wherever they may be located, imbued with 
determination "to strive, to seek, to find, and not to yield." 







































































Griffith: Anaesthesia from the patient's point of view 

ence. Of course, if one gives very large doses of barbitu

rates and morphine and hyoscine so that the patient is really 

asleep before the spinal anaesthetic is administered the 

nervous tension is removed, but I cannot make myself 

believe that such polypharmacy is good for the patient. So 

we use spinal and local anaesthesia only when we believe 
these methods are specially indicated for a particular case, 

and I am an enthusiastic advocate of avertin or the barbi

turates in moderate doses as a preliminary to gas anaesthesia. 

I prefer avertin to nembutal for abdominal operations 

because patients like it better, and I believe its effect is 

somewhat more predictable. 

If the patient is to have avertin the anaesthetist should 

administer the injection himself, for although this requires 

no particular skill it is often the only time the patient sees 

the anaesthetist, and to the patient this injection is regarded 

as the anaesthetic, no matter what may be given to him later 

in the operating room. A patient pays a bill more cheerfully 

to a doctor he has seen than to one of whom he has no 

recollection! 

When avertin is being given to a child I see no reason 

why the parents should not be allowed to remain in the 

room if they wish. It often gives a child confidence to have 

his mother beside him when a strange procedure is being 

undertaken, and it certainly gives the parents confidence in 

the anaesthetist to watch their child drop peacefully off to 

sleep. The more we can understand the ignorance and the 

fears of the laity, the more the public will respect our 

profession. 

I am very much opposed to the practice of putting a 

patient on an uncomfortable stretcher half an hour before 

the time for operation and wheeling him in this embarrassing 

position through the corridors, only to wait in some ante
room until the omnipotent surgeon is ready to give him his 

attention. I believe the pre-operative order which is routine 

in some hospitals, of "hypo on stretcher", should be dis

carded. Preliminary hypnotic medication, whether it is to 

be avertin, nembutal, or morphine, or something else 

should be given in the patient's own room, and when the 

operating room is ready the patient taken there in his bed 

with as little commotion as possible. 

Patients are sensitive about such things as false teeth and 

the state of their hair or complexion. If it keeps up their 

morale to come to the operating room with painted lips and 

blackened eyelashes, I say, let them. They never know how 
bedraggled their faces may look after an hour or two of 

anaesthesia, and no harm is done. Many times I have 

removed a toupee or wig after the patient is asleep and 

carefully readjusted it to keep up the illusion before the 

patient awakes. Scrupulous care should be taken of reli

gious medals, rosaries, and such good luck tokens as the 

patient may wish to take to the operating room. When rings 
do not actually interfere with the operative procedure I like 
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to leave them on if the patient wishes, for who knows what 

sentimental values and what depths of emotion may be 

stored up in these little bits of gold. It is sometimes 

terrifying to have one's hands tied down before the 

anaesthesia begins, so I believe such preparation should be 

left until the patient is unconscious. 

From the patient's point of view the induction is the most 

important period of anaesthesia, for it is then when lasting 

impressions are sustained. The use of avertin and the 

barbiturates has spoiled to some extent the "art" of 

anaesthesia, and yet with any patient who comes to the 

operating room in a conscious condition there is scope for 

the anaesthetist to display his skill during induction. When 

I started to give anaesthetics we had in our hospital only 

open ether, and there is no better way to learn the art of a 

smooth induction than to discard all the new paraphernalia 

of pleasant anaesthesia and to go back to the open ether 

mask. However, I do not let our interns do this, since I do 

not think it fair to our patients. 

Quietness in the anaesthetizing room during the induc

tion period is essential, but this fundamental principle is all 

too often forgotten by busy nurses and laughing, talking 

surgeons and interns. I believe that the anaesthetist should 

usually talk to the patient during the induction period. Even 
the most banal remarks sometimes give great comfort at 

this time, as I can remember in my personal experience. 

We, for whom the operating room is a means of livelihood, 

must never forget that for each patient the operation is a 

tremendous adventure, and that the moment above all 

others when the emotional upset may be greatest is just as 

consciousness is going. Don't let us ever get frivolous 

about our work in the sight or hearing of the patient. 

Many patients have a dread of waking up before the 

operation is over. It is often wise for the anaesthetist to 

explain that he is present throughout the operation and 
continues to administer the anaesthetic during that time 

according to the patient's requirements. 

The conduct of anaesthesia during the operation is really 

the most important part of the anaesthetist's work, but 

since from the patient's point of view this period is all a 

blank, we will not discuss it in this paper. I just want to say, 

be careful with airways and mouth gags and suction tubes, 

for sore throats and lips and broken teeth are often misun

derstood and resented. 
The anaesthetist should visit all his patients before they 

leave the hospital. A discussion of incidents in connection 

with the anaesthetic will be appreciated by most patients, 

and forms a personal relationship between anaesthetist and 

patient which may be of value on some future occasion. 

Obstetrics is a branch of medicine where the question of 

anaesthesia is of the greatest importance to the patient. A 

difficulty some of us have encountered in this field is the 

unwillingness of many obstetricians to avail themselves of 









































Griffith: Wesley Bourne 

of a chemical entity capable of producing narcosis without 

untoward action and at the same time suitable for all manner 

and conditions of men. Rather is it better to believe that our 

end and aim in ease will be attained the sooner by using such 

anaesthetics as are least harmful, by improving the methods of 

their administration, and by being prepared to offset or lessen 

deleterious effects. 

It stands to reason that he who learns from many masters, 

all else being equal, will these outdo, as time goes on, in 

knowledge and action. It stands to reason that he will be more 

capable, more Jeffersonian, more perspicacious than he who 

abides too long with one set of categories . ... Let us avoid 

becoming too fond of any one idea or thing, any one drug or 

method, even be it method of teaching. Let us, rather ... do all 

in our power to bring it about that the anaesthetist of to

morrow will be more accomplished than are we. Shall we not 

thus be attempting the altruistic? 

Throughout his whole professional life Wesley Bourne 

has been active in the group activities of anaesthetists. 

Stimulated by Frank McMechan in 1920, he became the 

organizer and secretary of the original Canadian Society of 

Anaesthetists, which was ten years later merged with the 

Canadian Medical Association. He designed the crest of 

the Society, which shows the Greek God Hypnos pouring 

from his horn the poppy juice, and he chose the motto 

which I think is still the best description of the anaesthetist's 

duty, Katheudontas Parateroumen, "We watch closely 

those who sleep." In 1932 he was Vice-President of the 

Section of Anaesthesia of the British Medical Association. 

He served as President of the International Anesthesia 

Research Society in 1925, and again in 1940. He was 

Chairman of the Section of Anaesthesia of the Canadian 

Medical Association from 1932 to 1936, and in 1942 he 

was elected President of the American Society of Anes

thesiologists - the only foreigner to be so honoured. He 

represented Canada and the United States at the Anaesthesia 

Centenary celebrations in England in 1946, and was an 

official delegate to the First Latin-American Congress of 

Anesthesiology at Buenos Aires in 1949. In 1950 the 

Congress of Anesthetists at Miami, Florida, was held in 

honour of Wesley Bourne, and on that occasion the 

anaesthetists of the Province of Quebec presented to him 

his portrait painted by A. Sherriff Scott, R.C.A., which is 

reproduced as the frontispiece of this journal. This gesture 
which was fostered by his French-speaking colleagues was 

particularly touching to Dr Bourne, because the promotion 

of good relations between the two language groups in 

Quebec has long been one of his fondest aims. 

As a teacher, Wesley Bourne has stimulated and inspired 

countless young anaesthetists. However, post-graduate 

teaching was informal and unorganized until 1941 when he 

and Digby Leigh, and some others in the Montreal group, 
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offered their services to the armed forces for the systematic 

training of medical officers to be anaesthetists. A four 

months' course was organized, and from that time until the 

end of the war a succession of doctors from all three 

services were given intensive teaching in both the clinical 

and basic science aspects of anaesthesiology. Dr Bourne 

became Consultant to the Royal Canadian Army Medical 

Corps with the rank of Lieutenant-Colonel, Dr Leigh was 

Consultant for the Royal Canadian Navy, and I for the 

Royal Canadian Air Force. The whole programme was 

designed and directed by Dr Bourne as a patriotic duty, and 

without any personal remuneration. In 1945 the pattern of 

this course was followed in the organization of the De

partment of Anaesthesia of McGill University. The Prin

cipal and Governors of the University decided to establish 

anaesthesia as an independent Department in the Faculty of 

Medicine, and Wesley Bourne was appointed the first 

Professor. With characteristic energy he proceeded to 

organize systematic teaching in anaesthesia for graduates 

as well as undergraduates. A three-year Diploma Course 

for specialist training was started, with the unique advan

tage that students rotate as residents every six months 

between various co-operating hospitals, and come together 

frequently and regularly for seminar discussions, basic 

science courses and other lectures. The curriculum of the 

Department was so wisely planned that it has continued 

almost unchanged in spite of inevitable changes among 

teachers, and wide variations in the numbers and qualifi

cations of the students. The "Monday evening forums" of 

this group have become famous, attracting French and 

English-speaking anaesthetists, and visitors in large 

numbers. Although Dr Bourne has delegated the active 

direction of these colloquia to others, no "Monday evening" 

is ever complete without his friendly, stimulating presence. 

The Chairmanship of the McGill Department of 

Anaesthesia has now, through the inevitable passage of the 

years, been passed on to other hands. However, if nothing 

else remained of all the work of Wesley Bourne for 

anaesthesia, this Diploma Course alone would be a worthy 

and lasting memorial. Already, dozens of its graduates 

have gone to many places throughout the world to assume 

leading positions in hospitals, in practice, and in other 

medical schools. Each one has left McGill with the words 

of his great teacher ringing in his ears: "Although it is not 

given to us to know the whole truth, we do know that the 
secret of all learning lies in the passion for the search, and 

we shall do well to remember the warning of Horace, 'Life 

grants no boon to man without much toil ... ' The 

anaesthetists of tomorrow, having fulfilled these require

ments, should become inured with the spirit of rational 

effort, with a zeal for measuring; should become imbued 

with an urge for inquiry, governed by sense of order." 

Wesley Bourne has been more than just an able teacher, 
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ment to Jess disturbance of bowel function and less uterine 

haemorrhage. 

Griffith HR. Cyclopropane: a revolutionary anaesthetic 

agent. Canadian Medical Association Journal 1937; 36: 

496-500.

The unpleasantness of ether, dangers of chloroform, lack of

potency of nitrous oxide, and disadvantages of ethyl chloride,

ethylene and other agents were discussed, followed by a

review of the manufacture and clinical properties of cyclopro

pane and its use in animals and humans. In Griffith's opinion,

cyclopropane was no more explosive than nitrous oxide

oxygen-ether. It was just as difficult to cause an explosion with

electric cautery in the abdomen as it would be to light one's

kitchen stove by striking a match on the opposite side of the

room. Spinal anaesthesia, intravenous barbiturates, divinyl

ether and nitrous oxide were all useful but cyclopropane most

nearly approached the ideal agent.

*Griffith HR. Anaesthesia from the patient's point of view.

Canadian Medical Association Journal 1937; 37: 361-3.

Griffith emphasized the value of personal contact, a brief

physical examination, and reassuring words after auscultation

of the heart and lungs. Although safety was paramount, the

patient's preference for the type of anaesthesia should be

considered. Local and spinal anaesthesia should only be used

when specially indicated. If it helped patients' morale, they

were allowed to keep false teeth, painted lips, blackened

eyelashes or toupee until after induction of anaesthesia. There

should be quietness during induction, except for the

anaesthetist's conversation with the patient. Postoperative

visits were valuable because "whatever we can do to make the

patient's stay in the hospital safe, comfortable and pleasant

will more than repay us for the thought and effort involved."

Griffith HR. The recent revolution in anesthesia. Journal of 

the Connecticut State Medical Society I 937; I: 509-14. 

In 17 years from 1920 to 1937 at the Montreal Homoeopathic 

Hospital drugs and equipment had progressed from ether and 

chloroform and a few masks to 8 anaesthesia machines, 

suction, oxygen and helium, 15 different agents and much 

technical equipment. Although spinal and regional anaesthesia 

were suitable for some cases, better general anaesthetic agents 

were needed. Ethylene had been an improvement but it gave 

inadequate relaxation. Next came rectal tribromethanol; 

intravenous sodium amytal, nembutal, evipal and pentothal; 

and the inhaled agents divinyl ether and cyclopropane. New 

apparatus and techniques included closed circuit anaesthesia 

with carbon dioxide absorption by soda lime, endotracheal 

anaesthesia, Leech's pharyngeal bulb gasway, and suction 

pumps run from the water system. Therapeutic uses of oxygen, 

helium, and carbon dioxide were discussed. 
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Griffith HR. Two unusual complications in patients under 

cyclopropane anesthesia. Current Researches in Anesthesia 

and Analgesia 1938; 17: 298-9. 

The first was a case of acute pulmonary oedema in a healthy 

40 year old male during inguinal hernia repair. Uneventful 

recovery followed endotracheal intubation, suction and 

oxygen. In the second case a healthy 14 year old boy devel

oped convulsions during submucous resection of the nasal 

septum. Twitching commenced 40 minutes after each nostril 

had been packed with nupercain 2%, and convulsions occurred 

at the end of the operation. The convulsions were controlled by 

intravenous sodium amytal 0.5 gm, and endotracheal oxygen 

for 2 hours. Convalescence was uneventful. In both cases 

Griffith emphasized the lifesaving value of endotracheal 

oxygen. 

*Griffith HR. The management of complications arising

during cyclopropane anesthesia. New York State Journal

of Medicine I 940; 40: 209-14.

Since October 1933 Griffith had accumulated more than 5,000

personal administrations of cyclopropane. He had had no death

on the table and no postoperative death which could be

attributed to cyclopropane. During the same period at his

hospital there had been 5 anaesthetic deaths with other agents.

His series included 528 obstetric cases, of which 20 I were

Caesarean section. Respiratory depression was treated by

decreasing the concentration of cyclopropane and giving

endotracheal oxygen with positive pressure ventilation. He

emphasized the fundamental importance of a clear airway and

endotracheal intubation. Pulmonary atelectasis was minimized

by maintaining a clear airway, using a non-irritating

anaesthetic, and performing pharyngeal and tracheal suction at

the end of the case. He described 2 cases of pulmonary

oedema, the second of which resembled Mendelson's

syndrome and both patients recovered. The aetiology of

cardiac arrhythmias was not understood but they caused no

permanent damage to the heart. Postoperative shock was

treated with intravenous glucose-saline or blood transfusion.

Leech BC, Griffith HR. Cyclopropane - unmixed. Cana

dian Medical Association Journal 1940; 42: 434-8. 

Leech in Regina and Griffith in Montreal combined their 

experience of 8,661 cases. Criticism of cyclopropane had come 

from laboratory workers rather than from clinical anaesthetists. 

The authors wanted to clear away unjustified prejudice and 

misunderstanding. Ninety per cent (8,270) of their patients 

received cyclopropane and oxygen alone, whereas other 

anaesthetists often mixed nitrous oxide, ether, or vinethene. 

Three operative deaths had occurred, all in patients in extremis 

preoperatively. Postoperative death rate from cardiac or 

respiratory causes was 0.21 % with cyclopropane and 0.33% 

with other anaesthetics. The authors emphasized that cyclopro

pane was very dangerous in the hands of unskilled or non-
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Griffith HR. Die Lehre der Anaesthesiologie. Der Anaes

thesist 1956; 5: 33-5. 

This paper in German discussed the teaching of anaesthesia. 

Griffith HR. The anesthesiologist as a physician. Current 

Researches in Anesthesia and Analgesia 1956; 35: 304-12. 

Griffith again emphasized that the anaesthetist is a physician. 

In Canada anaesthetists were separate from surgeons and 

became Fellows of the Royal College of Physicians of Canada. 

In addition to giving good anaesthetics, anaesthetists should 

have good personal relations with surgeons, nurses, and other 

hospital colleagues. They should also make preoperative and 

postoperative visits to show interest in patients as individuals, 

use their clinical abilities outside the operating rooms and sit 

on committees. Research would only appeal to some 

anaesthetists but all should keep abreast of recent advances. 

Clinical research was possible in small hospitals such as 

Griffith's. He had already published many papers when he "hit 

the jack-pot" with curare in 1942. At that time he was still four 

years away from his connection with a medical school, basic 

science laboratory, or any formal teaching programme. He 

encouraged anaesthetists to take holidays, have a relaxing 

hobby and involve themselves in community activity. 

Griffith HR. President's message. Proceedings of the World 

Congress of Anesthesiologists. Minneapolis: Burgess, 

1956; I: i-ii. 

Griffith described events leading up to the first World 

Congress and named those who made it possible. The congress 

brought together men and women from many nations and 

languages who were united in a common friendship and 

devotion towards better anaesthesia throughout the world. 

Griffith HR. The teaching of anesthesiology. Proceedings 

of the World Congress of Anesthesiologists. Minneapolis: 

Burgess, 1956; I: 313-5. 

Griffith described the 3 year programme at McGill University 

in Montreal and discussed the advantages and disadvantages of 

shorter courses. Three years was optimal for complete 

specialist training. Well organized courses of 6 months to 

I year could produce anaesthetists who were relatively 

harmless and much better than physicians with no special 

training. 

Griffith HR, Cullen WC, Welt P. Clinical study of prestonal 
as a muscle relaxant in anaesthesia: a preliminary report. 

Canadian Anaesthetists Society Journal 1956; 3: 346-56. 

This muscle relaxant had been used on 26 patients. Duration of 

relaxation was 6-8 minutes, the block appeared to be of the 

mixed type and no serious undesirable side effects were 

reported. 
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*Griffith HR. Editorial. Survey of Anesthesiology 1957;

I: 73-4.

Griffith had no need to withdraw any of the statements

concerning curare that he made 15 years earlier. Anaesthetists,

neurologists, physiologists, pharmacologists and pharmaceuti

cal manufacturers had contributed to the knowledge of muscle

relaxants. Because curare and all the newer muscle relaxants

caused respiratory depression, they should only be used by

experienced anaesthetists who could intubate the trachea.

Dosage should be assessed for each patient and should only be

used when muscle relaxation was really needed.

Griffith HR. On friendship. Anesthesiology 1958; 19: 

88-9.

Friendship was as important in professional life as it was in 

personal, political or international relations. That thought had 

led a number of anaesthetists to work towards the organization

of the World Federation of Societies of Anaesthesiologists.

The next World Congress was scheduled for Toronto in

September 1960.

Griffith HR, Robson JG, Cullen WG, Gillies DMM. 

Fluothane a modern substitute for chloroform. Anesthesia 

and Analgesia ... Current Researches 1958; 37: 316-21. 

The authors were interested in Fluothane (halothane) because 

it was non-combustible. It had many desirable features but it 

lowered blood pressure, sometimes alarmingly. It might slow 

the heart, had been known to cause cardiac arrest and sensi

tized the heart to adrenalin. Although it was less toxic than 

chloroform it was not the harmless, foolproof drug to replace 

all explosive agents. The authors concluded that it might be a 

most useful agent in the future. 

Griffith HR. Fifty years of progress in surgery and anes

thesia. The Canadian Nurse 1958; 54: 541-43. 

Developments which had made modern surgery possible were 

clinical application of better knowledge of biochemistry and 

physiology, blood transfusion, sulfa drugs and antibiotics, and 

better anaesthesia that included the use of muscle relaxant 

drugs. 

Robson JG, Gillies DM, Cullen WG, Griffith HR. Fluothane 

(halothane) in closed circuit anaesthesia. Anesthesiology 

1959; 20: 251-60. 

A safe closed circuit absorption technique using halothane was 

evolved as a result of measurements using a Liston-Becker 

infra-red analyser sensitive to halothane. The analyser in the 

closed circuit gave a continuous reading under varying 

conditions with an oxygen flow rate of 500 ml per minute. 

Griffith HR. Present day concepts of muscle relaxants. 

Wisconsin Medical Journal 1959; 58: 255-7. 

Curare filled the need for good muscle relaxation in abdominal 










