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Heaf tests to children and staff. They also arranged hospital admission
for the few with overt tuberculosis and chemoprophylaxis for a much
larger group with evidence of healed lesions.
Most patients presenting with acute illness on arrival at the camp

were suffering from respiratory infections or travel sickness. In
addition, there were two cases of malaria, a severely jaundiced patient,
and a child in status epilepticus. The screening examination showed
many skin infestations, head lice, and various intestinal parasites.
There were one or two cases of hypertension and glaucoma. Dental
abscesses and periodontal diseases were prevalent.

Provision of long-term medical services

In response to information gained at the initial medical screening,
clinics for family planning, child health, and immunisation were
held at the camp. Stafffrom the health education department produced
posters advertising these clinics in English, Vietnamese, and
Cantonese; the refugees attended enthusiastically. Many refugees had
lost or broken spectacles during their escape, and an optician's
session was organised. Outpatient appointments, including antenatal
clinics, were arranged, and one baby has already been delivered in a
Dorset hospital and returned to the camp.
A local group of general practitioners agreed to take all the inmates

of the camp on to their list. Although GPs normally provide their
own ancillary services, because surgeries were being held at the camp
health district staff continue to provide administrative and clerical
support to the medical centre there.

For the first six weeks the sick bay was staffed by nurses and a
doctor from the BRCS. Now that the BRCS has withdrawn, the
general practitioner attends patients in the sick bay, and the health
district supplies 24-hour nursing cover, which is supplemented by
volunteer nursing auxiliaries.

Public health advice, although available formally from the district
community physician, is supplied for two sessions a week by a port
medical officer. The BCAR remains responsible for supplying
transport and interpreters to refugees attending clinics outside the
camp.

Conclusions

Sopley presented an organisational challenge that showed up
many deficiencies in the administrative arrangements. The
purpose of this article is not to allocate blame, but rather to
prevent repetition of mistakes.
Government departments that delegate responsibility to

voluntary bodies should ensure that other statutory authorities
are kept informed. Charitable organisations may not have the
staff or experience needed to maintain adequate liaison with
those responsible for health and to ensure that correct in-
formation is disseminated rapidly to all who may need it.
Moreover, carelessly worded statements to the press on medical
matters, made in the absence of medical advice, may generate
unnecessary alarm and create local unrest. Subsequent denials,
however authoritative, are not as newsworthy as the possibility
of an exotic disease.

Unless agencies with administrative charge of providing
medical services are independent of NHS resources, NHS
representatives should participate fully in administrative
arrangements. Few voluntary organisations can supply the
full-time trained staff needed, and there seem to be obvious
advantages in collaborating with the NHS from the beginning.

It is suggested that a full-time doctor with training in
management, infectious disease, and public health should be
seconded to a refugee camp for the first few weeks, and that
voluntary bodies should inform and invite the co-operation of
the local district community physician.

Sopley's success was due largely to the personalities of the
people concerned, as the administrative structure created
tensions and difficulties. Nevertheless, all acknowledge with
pleasure the skills and services contributed, and join together
to wish the Boat People a happy and healthy stay in Britain.

(Accepted 25 September 1979)

In My Own Time

Anaesthesia
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In the autumn of 1926, soon after starting a month's training at
Queen Charlotte's Hospital, London,* the junior medical
officer asked me to give him a hand with a case of antepartum
haemorrhage on the "district." I was taken on the back step
of the young obstetrician's bicycle, clutching a bag of instru-
ments, to a poor house in the wilds of Lisson Grove, to give an
anaesthetic to a bleeding multipara in the later months of
pregnancy.

"Give her an anaesthetic while I bring down a leg," I was
commanded. My rather alarmed statement that I had never
given an anaesthetic unsupervised in my life was met with the

*Then in the Marylebone Road.
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excellent advice: "Pour chloroform on to the open gauze mask
so that the stain it makes is no bigger than a shilling, and don't
forget to keep a good airway." This I did, and after some time a
bipolar version was successfully performed and the bleeding
from the placenta praevia controlled. The patient was removed
to hospital by ambulance, I remounted the step of the
obstetrician's bicycle, and we rode back to base at a slower
rate than we had come.

A very basic craft

Anaesthesia was still very basic when I was resident at the
Princess Mary Maternity Hospital and the Royal Victoria
Infirmary, Newcastle upon Tyne in 1927-30. Induction was
usually by ethylchloride, followed by ether, or an ether-
chloroform mixture. Pure chloroform was sometimes used
from the beginning. These agents were dropped on to an
open gauze mask. The Clover nitrous oxide-ether inhaler' was
coming to the end of its time but was sometimes used by our
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very senior "honoraries," while the Boyle nitrous oxide-oxygen-
ether apparatus2 was occasionally taken out of its box by the
young high flyers.
While there were resident anaesthetists in the infirmary,

each house physician and house surgeon had to take his or her
turn in administering anaesthetics to relieve the honorary
anaesthetists if the morning operating lists ran on after 2 o'clock,
which they did rather often, then as now. The honoraries were,
as their name implied, entirely unpaid, and they made a living
of a sort giving anaesthetics to private patients in local nursing
homes for fees ranging from 2 to 5 guineas. With few exceptions,
the doctor who was an anaesthetist and nothing else had few
rewards and little status, while it was all too common in private
practice for the general practitioner who sent the patient to the
surgeon to be asked to administer the anaesthetic (and to
collect the fee) in preference to the specialist anaesthetist.

I am afraid that we relief anaesthetists provided conditions
that were sometimes quite appalling, but surgeons were quicker
then than now and many were beautiful and resourceful
operators. In spite of the inelegant anaesthesia provided in the
hospital I do not recall a single death on the operating table
during the two years that I was a resident.
The craft of anaesthesia in the 1920s differed little from what

it must have been in the 1850s, and most anaesthetists of my
age group had to combine general practice with their anaesthetic
work to make a living. We knew little about pharmacology, had
little theoretical or practical tuition, and had to learn by
experience as we went along, remembering Piet Heim's rune:

The road to wisdom, well it's plain
And easy to express.
To err and err and err again,
But less and less and less.

Training posts were few between the wars, partly because there
were few senior workers capable of giving worthwhile instruction.

There was none of the equipment that we have to-day: just
an ether and chloroform drop bottle, an open mask, mouth gag,
tongue forceps, and pharyngeal airway. There was no suction
apparatus, and very few anaesthetists used tracheal intubation.
We had neither muscle relaxants nor blood readily available for
transfusion, and blood banks, although established in 1935,3
required gang warfare in Chicago4 and civil war in Barcelona
in 1939 to demonstrate their value. We treated shock by in-
jecting saline into the outer side of the thigh or pouring it into
the peritoneal cavity before closing a laparotomy wound.
Continuous drips were unknown until the paper by Marriott
and Kekwick was published in 1935.5

Four great advances

But during the 1930s anaesthesia slowly awoke from its 80
years' sleep. Tracheal intubation, introduced in its present form
by Sir Ivan Magill and Stanley Rowbotham in 1921, was
slowly taken up by younger workers and soon proved to be of
outstanding value. It has been one of the four great technical
advances of my anaesthetic lifetime.6 In the early days it was
one of the marks of the skill of an anaesthetist that he should
be able to slip a tube from a naris into the trachea in quite light
anaesthesia, so saving time in induction. It would be a pity for
this technique to be forgotten by the young anaesthetists of
today as it can still be useful.
When carried out by inhalation agents the journey, often

stormy, from unconsciousness to full anaesthesia was time
consuming for the surgeon and anaesthetist and seldom pleasant
for the patient. Intravenous induction by means of a barbiturate,
first hexobarbitone (Evipan) and later thiopentone (Pentothal), 7 8
changed all this and was surely major advance number two.

Cyclopropane seemed to be a great improvement on ether and
chloroform when it made its appearance in the early 1930s on a
tide of enthusiasm following the work of Ralph Waters of

Madison and his school.9 Later its use enabled us to employ,
quite deliberately, intermittent positive pressure respiration or
controlled breathing"' 11 rather than fear apnoea; and this
technique came into its own when we learnt to use curare
10 years later.
The tide has now ebbed and cyclopropane is seldom used

today. Unfortunately, the same seems to be true of trichloro-
ethylene (Trilene), though to a lesser extent. This useful
non-flammable and non-explosive agent, first used in the UK
by C Langton Hewer at the beginning of the second world war,12
still fills a definite gap in inhalation anaesthesia but, regrettably,
its commercial production seems to be threatened.
The difficulties we experienced in easily providing abdominal

relaxation were resolved in 1942, when Harold Griffith of
Montreal introduced curare into modern anaesthesia.13 This
soon came to be used not only in abdominal and thoracic
surgery but also as a most useful agent to enable tracheal
intubation to be achieved rapidly and without trauma.'4 The
use of the myoneural blocking drugs would undoubtedly be
my choice as the third great step forward.'5
The work of anaesthetists was eased and the comfort of

patients improved when Michael Johnstone of Manchester
cautiously used the newly synthesised, fluorine-containing
volatile agent halothane in 1956-the fourth major advance.16
Johnstone's careful observation of his patients led him to
regard this anaesthetic as a safe addition to the small number
of inhalation agents available, and his faith has not been
misplaced. In the past 20 years halothane has been extensively
used throughout the world and has proved beneficial to patients,
surgeons, and anaesthetists.

Services to medicine

Along with these technical advances has come academic
recognition. The first professor of anaesthetics was R R
Macintosh, who was appointed to the university chair of
anaesthesia at the Nuffield Department in Oxford in 1935.
In the UK alone there are now a score of such posts.

Professor (now Sir Robert) Macintosh, among his many
other early activities, paid a good deal of attention to making
anaesthesia in the dental chair both safer and more efficient.
We have come a long way since my early days as a dental
anaesthetist, when I was sometimes asked by an old established
dental practitioner to "make him jactitate, Doc," knowing that
this physiological insult would give him an extra 60 seconds
of operating time. It is amazing that the patients appeared to
suffer little harm from this frightful aggression.
There were relatively few anaesthetists of consultant status

before the inception of the National Health Service in 1948
but they now outnumber those in any other single specialty.
The modern worker in this field has steadily widened his
interests. His familiarity in using a mechanical ventilator in the
operating theatre to produce intermittent positive-pressure
breathing made him the natural expert to be in charge of the
mechanical ventilator when it began to play an important part
in the developing discipline of respiratory intensive care. From
this the anaesthetist's place in the modern intensive care unit
has developed and expanded. He is also to be found in the
postoperative observation ward and in clinics for the relief of
chronic pain, while in many hospitals the control of pain in
labour takes up much of the anaesthetist's time.

Anaesthetics has thus made great strides over the past 50
years, and the anaesthetist's services to medicine have expanded
greatly, but the end of the road is still some way ahead.
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General Practice Observed

Adverse reactions to drugs in general practice
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Summary and conclusions

Of 817 patients in a general-practice survey of adverse
reactions to drugs, 41% were thought to have "certainly"
or "probably" had a reaction to the drug prescribed.
Adverse effects on the gastrointestinal and central ner-
vous systems were the most frequently reported, and
90% of reactions had occurred by the fourth day of
treatment. More patients given drugs acting on the central
nervous system and antihistamines reported reactions
than those in other categories.
A higher incidence of adverse drug effects is shown in

this general-practice survey than in other, mainly
hospital-based, surveys. Further intensive surveillance
for adverse effects of drugs is recommended to provide
additional information on the burden of drug-induced
disease in the community.

Introduction

An adverse reaction to a drug has been defined as "any un-
intended or undesired consequence of drug therapy,"' or
alternatively as any effect of a drug that is "noxious and un-
intended and occurs at doses used in man for prophylaxis,
investigation, or therapy."2

Since the thalidomide disaster several intensive hospital
monitoring systems have been set up to measure the incidence
of drug-induced disease during inpatient treatment.1 3-8
Adverse reactions to drugs present at the time of admission or
occurring while the patient was in hospital have been investi-
gated and recorded in a systematic manner. The Boston Colla-
borative Drug Surveillance Programme has for over 10 years run
a multicentre survey of hospital patients using specially trained
monitors stationed on wards to record adverse effects of drugs.
Reports are issued at regular intervals,9 10 and a comprehensive

Stonecroft, Whitworth Road, Darley Dale, Derbyshire
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picture is now emerging of the incidence and severity of drug.
induced disease in hospital patients.
Although the frequency of adverse effects reported from

hospital-based surveys varies between 1%fll and 28%',12 most
of the work cited earlier gives a rate of detection of adverse
drug effects of 10-20%/. The burden of drug-induced disease
in the community is not known,'3-15 but reaction rates can
vary from 3%0 to 68%.16-18 This wide variation in incidence
rate probably reflects different methods of data collection.
As there are no intensive monitoring systems in the community

comparable to those established in some hospitals for measuring
the incidence of adverse effects of drugs the incidence of
reporting in a voluntary system is likely to be low.19 20 The
present survey was undertaken to obtain a more accurate
measure of the incidence of drug-induced disease in the
community.

Methods

To measure the incidence of adverse drug reactions in the com-
munity a two-year prospective study was undertaken in general
practice. The practice of about 3300 patients is part urban, part rural
in Darley Dale at the edge of the Derbyshire Peak District. All
patients who had been given a drug for the first time were asked to
complete a questionnaire. The usual details of name, date of birth,
and sex were recorded, followed by treatment, dose administered, and
diagnosis. Patients were asked to state in their own words whether
any symptoms occurring since starting treatment might have been
a side effect of the drug prescribed. They were then questioned about
specific symptoms that could be drug-related (table I) and asked
whether the severity of the reaction had led to discontinuation of
treatment, and also questioned about self-medication.

After a pilot survey had been completed, all patients entering the
main survey were asked at the end of their consultation to make an
appointment for one week later (except those given oral contraceptives,
who were seen after one month), when they would be asked about
any unwanted effects or side effects of the drug prescribed. Details
of the pilot survey and the questionnaire are given elsewhere.2'

Except for some patients in the pilot survey who were seen by the
health visitor, all patients in the survey had to see the doctor to
complete their questionnaires. Since these additional interviews had
to be conducted within the existing appointments system of the
practice, reactions could not be investigated at the same time for all
drugs. In the first year the two major drug groups (antibiotics and
analgesics) were investigated concurrently, and all other groups of
drugs in the second year. Nevertheless, a considerable strain was
thrown on the efficient working of the appointments system at times.
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