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SUMMARY
Anesthesia has developed from being a
procedure each doctor performed on his own
patients when necessary, to a specialty,
sometimes practiced part time by family
physicians. Training varies considerably.
There have been dramatic changes in the
phannacology. Since there will likely always
be a need for part time anesthetists, family
physicians who will fill this need must be well
prepared for the task. The benefits are a
greater understanding of applied
pharmacology, and a heightened sense of
selection for surgery. (Can Fam Physician
1984;30:2339-2341).

SOMMAIRE
L'anesthesie s'est developpee a partir d'une
procedure pratiquee par chacun des medecins sur
ses propres patients lorsque necessaire et est
devenue une specialite que certains medecins de
famille pratiquent a temps partiel. La formation varie
considerablement. La pharmacologie de l'anesthesie
a connu des changements dramatiques. Puisqu'il
existera probablement toujours un besoin pour des
anesthesistes a temps partiel, les medecins de
famille qui combleront ce besoin devront etre bien
prepares. Les benefices en sont une meilleure
comprehension de la pharmacologie appliquee et
une amelioration du sens de la selection des patients
pour la chirurgie.
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HEN I GRADUATED in 1960,
in many areas of rural Nova Sco-

tia it was expected that each physician
would give the anesthetics required for
his or her own patients. Most of our
training at that time was an apprentice-
ship acquired in the hospital in which
the physician worked.

I gave my first well-remembered an-
esthetic before completing medical
school. It was probably similar to the
first anesthetic ever given in Nova
Scotia, in 1847, by Dr. Lawrence
VanBuskirk,' for an amputation. Dr.
VanBuskirk, a dentist, used open
ether; however, chloroform is reported

to have been used in Halifax on Febru-
ary 5, 1848.' Its use would undoubt-
edly have spread rapidly from city to
rural areas.
My first anesthetic was given under

my father's supervision in the home of
an elderly lady who had fallen, dislo-
cated her shoulder, and who appeared
to be in some pain. While I gave the
open chloroform ("Place the drops on
the mask so they will vaporize and not
fall on the patient's face. Five drops at
a time in a pattern"), my father re-
duced the dislocation. He had given
anesthetics in the home many times
since his graduation in 1932. Some-
times he used a lay anesthetist, but
often he operated and gave the anes-
thetic himself. This way, the patients
did not have the expense of two doc-
tors, hospitalization, and the use of an
operating room. My father's most fre-
quent use of anesthesia was during
home births. He routinely carried chlo-
roform and ether in a special 'little

black bag' used only for confinements.
(See Figure 1.)

Thus begun, my anesthesia training
continued during my internship when I
had a two month obstetrical rotation in
a small hospital. There, when I was
not busy in obstetrics, I was allowed to
spend the mornings with a general
practitioner anesthetist, giving anes-
thetics. From him I learned to use
chloroform and ether in the manner of
the day. I learned that the anesthetic
was considered only a minor part of
the surgery; the anesthetist was there-
fore also expected to assist the surgeon
by doing the suctioning during a ton-
sillectomy. This was perhaps just as
well, since the anesthetic was main-
tained by vaporized ether being blown
into the patient's trachea through a gag
in the corner of the mouth. Too vigor-
ous suctioning could remove the anes-
thetic gas and lighten the patient; too
little left blood which could cause tra-
cheal obstruction.
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During these two months I learned
to follow the stages of anesthesia as
outlined by Guedel2 which had to be
carefully observed, because there was
no monitoring equipment. The eye
signs were extremely useful in ether
anesthesia.

After completing my internship and
returning home to practice, I began
giving anesthetics under my father's
supervision. I soon became dissatis-
fied with the extent of my knowledge
and began to take short courses. Per-
haps the most helpful was the one day
a week that I spent in the teaching hos-
pital with the chief of anesthesia, who
kindly allowed me to be there on a
completely informal basis. As my
competence grew and as my confreres
noted my interest in anesthesia, other
physicians began referring to me, ob-
viously relieved to stop their own an-
esthetic practice.

Changes in Drugs
And Techniques

The drugs used in anesthesia and the
methods of administering them have
changed dramatically in 20 years. The
only drugs used then that I still use are
oxygen, pentothal, nitrous oxide, nar-
cotics and atropine.
When I began practice, the accepted

pediatric anesthetic was chloroform
and ether, chloroform for the induction
and ether for maintenance. The induc-
tion with open chloroform took ap-
proximately ten minutes, and during
this time, the patient would quite fre-
quently vomit. Our experienced OR
nurse would almost be pleased at this
occurrence, because it would usually
signal a much smoother course for the
anesthetic. The patient would be ready
for surgery in about 15-20 minutes.
Following the open induction, the an-
esthesia was maintained by ether vapor
blown through a mouth gag for tonsil-
lectomy, or semi-open circuit tech-
nique for other operations.

Adult anesthesia was usually begun
with pentothal and then continued with
either ether or cyclopropane given in a
circuit rebreathing technique.
By the mid 60s, drugs which had

less danger of causing hepato- and
nephro-toxicity were introduced, ren-
dering chloroform and ether obsolete.
With the advent of halothane, cyclo-

cardiovascular effects as we perhaps
should have been.

Penthrane (methoxyflurane) was
used briefly in our hospital. Fortu-
nately, its renal toxicity was not a
problem for us; perhaps because of the
short duration of most of our anesthet-
ics.

Need for the FP Anesthetist
When I graduated in 1960 there was

only one certified anesthetist in this
area of Nova Scotia. He was not avail-
able to us. However, our hospital has
always had two, and at times as many
as five, family physician anesthetists
on staff. A regional hospital has been
recently established in the shire town,
where only full time anesthetists are
permitted to give anesthetics.

Our hospital does not have enough
surgical cases to attract a fulltime
anesthetist. We find it convenient to
arrange call among the three physi-

cians presently giving anesthetics, so
that at least one is available to the hos-
pital at all times. One fulltime anesthe-
tist could not give the same emergency
coverage, so our hospital and presum-
ably others of comparable size, will
continue to require part time anesthe-
tists. Despite the new regional hospital
and the varying numbers of people
available to give anesthetics, my total
caseload and types of cases has re-
mained surprisingly stable. Table 1
shows the cases in which I have ad-
ministered anesthesia, from January
1963 to December 1982. My patients
have ranged in age from a few weeks
to age 101. The latter patient required
a colostomy for obstructive carci-
noma-and lived for another two
years.

During this time I witnessed four
deaths within 24 hours following anes-
thesia: the patients' ages ranged from
57 to 90 and two were severely injured

TABLE 1
One Family Physician's Anesthesia Practice Over 20 Years

Jan 63-Dec 67 Jan 68-Dec 72 Jan 73-Dec 77 Jan 78-Dec 82 Totals
1,125 Cases 2,940 Cases 1,970 Cases 2,010 Cases 8,045

Female 640 1,764 1,379 1,216 4,999
Male 485 1,176 591 794 3,046
Elective 861 2,507 1,711 1,807 6,886
Emergency 264 433 259 203 1,159
Major 349 1,061 782 607 2,799
Minor 776 1,879 1,188 1,403 5,246
Hysterectomies 24 121 120 109 374
Cholecystectomies 25 90 44 50 209

propane was also discontinued, chiefly
because of its potential for explosion.
We were not as concerned about its
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before surgery. Postoperatively, 18
patients died during this period.

Benefits to The
Part time Anesthetist
A part time practice of anesthesia

benefits the family physician in daily
practice in a variety of ways. The
emergency resuscitation in a cardiac
arrest or an apneic newborn is less
stressful if you have been doing daily
routine intubations in the operating
room.
A great deal of anesthesia is applied

pharmacology: each patient may have
a different response to the same drug.
The appearance of expected effects,
and the occurrence of unwanted side
effects have to be carefully monitored.
One must know even the rare side-
effects to be able to control their oc-
currence. This titration of drugs to get
a desired effect and minimize compli-
cations over the short time of an anes-
thetic is an excellent preparation for
the use of various drugs in office prac-
tice. The control of hypertension and
other illnesses with drugs becomes
easier to do and to understand.
My own training in anesthesia was

not necessarily typical: the types of
training varied considerably. In 1977,
the Department of Health in Nova Sco-
tia formed a committee to provide
guidelines for anesthetic services in
Nova Scotia.3 They recommended two
years of formal training for part time
anesthetists and the continuance of the
existing four year period of training for
fulltime anesthetists.

Conclusion
Our patients want instant relief from

their illnesses, and we want to give it
to them. If we realize the limitations of
surgery by seeing it daily, we tend to
become more selective in referring
cases for operation.

Perhaps the most rewarding feature
of an anesthetic practice for a family
physician is the realization that he or
she is contributing to the hospital and
community in a unique and meaning-
ful way.
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