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IT is a strange fact that although anaesthesia is the branch of
medicine which has seen more changes over the past 30 years

than any other, the giving of anaesthetics in the home has remained
virtually unchanged in the vast majority of practices for over 100
years. On entry into general practice we are still told by the senior
partner that chloroform rag and bottle is the safest and best way of
achieving success in this field. As Crawford pointed out, however,
the younger general practitioner's training is, of necessity, quite
different from that of those who qualified more than 20 years ago;
no longer does residential hospital experience include the giving of
rag and bottle anaesthetics for routine operations, or even casualty
anaesthetics. So there are general practitioners now in practice who
have never had any anaesthetic experience at all, let alone that of
their older colleagues. Is then the rag and bottle anaesthetic the
safest method now? Sir Robert Macintosh has said that there are
no dangerous anaesthetics but only dangerous anaesthetists, and I
think that most practitioners, who like myself do regular anaesthetic
lists as clinical assistants, would agree with him, but nevertheless any
general practitioner may some day be faced with the problem of the
patient in the home who needs an anaesthetic. It is a sad fact that
according to the Maternal Mortality Surveys from 1952-54,1955-57,
and 1958-60, chloroform is still killing mothers, and in the home
where these days only * normal' confinements are supposed to take
place. Ofthe quarter million or so confinements that take place every
year at home in England and Wales, probably only a minute propor¬
tion need anaesthetics, so that three or four deaths indicate a mortality
that would induce a junior registrar to give up anaesthetics if such
came his way. From figures given to me by 11 colleagues in widely
differing types of practice, out of 1,004 domiciliary confinements
only 13 general anaesthetics were given by general practitioners.
This means that if a general practitioner does about 50 domiciliary
confinements per year, his experience in giving anaesthetics will be
limited to one case every two years. Can any form of anaesthetic be
safe in the hands of anyone with such a limited experience? In-
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evitably, such a general practitioner will grow to fear the occasion
when anaesthesia is necessary, and many mothers may be denied
the best treatment because of this. It is significant that in a practice
near mine where the services ofa consultant anaesthetist are available,
the figure of 12 general anaesthetics for 296 domiciliary confinements
was given to me, and I was assured that no high forceps or difficult
rotations were ever attempted at home in this practice.

Clearly, one of the reasons for the low anaesthetic rate is the
increased number of general practitioners using local analgesia (e.g.
pudendal block) for forceps cases, and the other main reason must
be that it is easier now to admit minor abnormalities into hospital.
Nevertheless, whilst domiciliary obstetrics exists there will always be
the occasional retained placenta which will need removal under
anaesthesia. It was for this reason that I decided to go to several
teaching centres to find out what was being done for these cases,
and more important still, what the students were being taught about
such emergencies. I also contacted all the interested general practi¬
tioners I knew to find out what they used in the way of anaesthetics
on such occasions.

I was hoping that from the results of such an investigation con¬
clusions could be drawn as to when anaesthetics should be given,
what type of anaesthetic and what precautions should be taken in
their administration. As my studies approached their conclusion,
indeed even before this, it became apparent to me that my conclu¬
sions would be very different from what I had anticipated.
From conversations with many of my colleagues, I soon decided

that the only two occasions on which general anaesthesia could be
unavoidable in the course of a domiciliary confinement were: (a)
when a difficult forceps delivery was inescapable by reasons of foetal
distress, and the delay in getting the patient into a hospital would
result in catastrophe, and (b) when the placenta was retained, and
resisted Brandt Andrews extraction. I therefore felt it would be
best to see how these situations were dealt with in hospital, and by
teaching hospital personnel in their surrounding districts.
As Newcastle has for long been regarded as the pioneer in flying

squads (as far as the teaching centres are concerned), I was fortunate
in being allowed to spend a week there and go out with their flying
squad on two occasions. Although I had heard much about this
unit I was amazed by my experience there. On both occasions the
squad was accompanied by a consultant anaesthetist as well as a

consultant obstetrician, and the patient was actually being anaesthe-
tized within half an hour of the call having been received by the
hospital on duty, although the distance from the hospital was at least
four miles. On both occasions the anaesthetic given was a mixture
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of nitrous oxide, trilene and oxygen, and each time a drip was put
up (saline). Both were reasonably difficult manual removals involving
the introduction of the hand and most of the forearm into the
vagina and uterus, and both operations lasted between five and ten
minutes. I was fascinated by the quick recovery of the patient on
both occasions.one demanded a cup of tea within ten minutes of
the end of the removal! I have seen and given open ether and
chloroform on several occasions, but never seen such a quick
recovery, or such a smooth induction. One of the anaesthetists
assured me that although they always carried a portable sucker (for
vomiting cases) he had never heard of it being used over the past
12 years. I also learnt that if extra relaxation was required, e.g. for
a contraction ring, some of the anaesthetists used halothane and
some chloroform in a Rowbotham bottle attached to the machine,
but often an amyl nitrite capsule placed in the rebreathing bag and
then broken was all that was necessary. The apparatus used was a

portable Enderby.rather bulky by modern standards. An interest¬
ing point too was that on neither occasion was an oral or nasal
airway introduced, and I gathered that this was not unusual as it
was considered that the stage of anaesthesia used was often too light
for the patient to tolerate it, and this was one ofthe reasons vomiting
was so rare. Whilst at Newcastle I was able to see many hospital
anaesthetics for obstetric emergencies, both for retained placentae
and less often forceps deliveries, as well as caesarian sections. Here,
however, an endotracheal tube was routinely passed under a barbit¬
urate plus relaxant regime.
Next I journeyed to Oxford, as I had been told that this was where

regional and local analgesia reigned supreme. In contrast to New¬
castle there did not appear to be nearly as great a demand for a

flying squad.the district work was very small numerically by com¬

parison, and there appeared to be no assistance from the very large
university anaesthetic department. With such a large department
near at hand, it seemed rather surprising to find that flying squad
anaesthesia consisted of a house surgeon with a Schimmelbusch
mask and some chloroform. However, here I was chiefly interested
in the forceps deliveries, and the way in which foetal distress was
treated. All deliveries with forceps were done either under pudendal
or the much more impressive continuous caudal block. Only the
occasional patient needed supplementation with trilene inhalation,
but intravenous pethidine and sparine were often given to calm the
mother in the case of pudendal block. It was here that I learnt that
the reason that some operators could get away with only local anal¬
gesia and others always needed supplements even for low forceps,
was because some only needed to insert two fingers when getting the
forceps blades on the head, whereas others invariably inserted the
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whole hand.I have not seen this mentioned in any textbook on
the subject. Most impressive though was the caudal block, introduced
sometimes quite early in the first stage if pains were very distressing.
Here the mother really did have a completely pain free experience,
and the ability to interfere surgically at extremely short notice was

again little short of miraculous. On one occasion I noted the time
a midwife first diagnosed foetal distress, and it was only 15 minutes
before the baby came out of the abdomen via a caesarian section
(which was successfully performed under the caudal block). Contrary
to my expectations I saw many junior staff tackle this procedure but
not one failed to get into the caudal canal quite quickly, although it
was stated there that a failure rate of up to ten per cent (dependent
on the experience of the operator) was to be expected. The only
disadvantages appeared to be the occasional rapid fall in blood
pressure in some mothers and the 100 per cent forceps rate which
was involved as the mother could not push with the pains she could
not feel! The main drawback to using this technique in the home
would be that lack of practice might lead to a quick deterioration
in skill at finding the sacral hiatus.I have tried on two occasions
with a 50 per cent failure rate so far. Nevertheless, if one were

doing much obstetrics in a group practice, I think a visit to a centre
such as Oxford to learn this technique would be well worth while.

I then visited Liverpool, Belfast, Glasgow, Aberdeen and Edin¬
burgh to find out how these centres catered for these problems, and
I was not surprised to find that teaching varied directly with the
amount of domiciliary midwifery round about. With the exception
of Glasgow where no anaesthetics at all are given in the home, those
with large geographical areas and a high proportion of domiciliary
confinements had well-organized flying squads with either consultant
or registrar anaesthetists and modern equipment, whereas the
others had no anaesthetist at all, just an obstetric resident and an
assortment of rags, bags and bottles. In Glasgow the view was
taken that no one need be dealt with at home, all could be transferred
with an intravenous drip of saline or plasma via the ambulance to
hospital. The peculiar geography of the district lends itself to this
regime, and so far no maternal death has resulted in over 500 cases,
but I found that ex-residents to whom I spoke were not nearly so

enthusiastic about this procedure as the head of the department.
I should not omit mentioning at this stage the wonderful mobile
unit at Bellshill, Lanarkshire, which is, I believe, the forerunner of
all flying squads. They now possess the most magnificent portable
equipment I have seen, housed in its own ambulance. Anaesthetic
machine, operating table and even pathological facilities are included.
In Aberdeen, the consultant anaesthetist also has very modern
portable equipment, and being permanently attached to the obstetric
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department very modern anaesthetics are given even on flying squad
work. The mother is always intubated, and the hospital type of
anaesthetic.gas, oxygen and relaxant ensures the maximum com-
fort for the operator and a quick recovery for the mother afterwards.
I gathered that this regime was also in use at Portsmouth, but here
the administrator is usually a registrar with obstetric-anaesthetic
experience. Edinburgh, too, followed this pattern, and the only
criticism I would make about these arrangements is that where a

registrar only is used students are seldom taught much about these
procedures, but given the impression that it is all just part of the
usual routine. This is rather inadequate if they happen to move to
less well-organized areas when they go out into general practice.
Where consultants are used, however, as at Newcastle, students go
out with the squad for the express purpose of learning as well as

helping.
Having found this rather distressing variation in what was being

done and taught at all these centres, I contacted many general
practitioners to find out what was actually being done at this time
in this field of activity in general practice. Of 12 who could supply
facts and figures, only one practice had any sort of anaesthetic
apparatus beyond the usual rag and bottle. Needless to say, this
was a rural practice (in East Anglia). None of these 12 could recol-
lect having seen any anaesthetic help appearing with a flying squad,
either registrar, or consultant and the breakdown ofthe anaesthetics
given were as follows:

25 anaesthetics given in 1,300 confinements:
12 by a consultant anaesthetist (friend of the general practitioner), all

chloroform inductions followed by open ether.
13 general practitioner anaesthetics; 5 gas oxygen and trilene (from a

portable Boyle type machine), 4 open ether (alone), 2 chloroform.
ether (open), and 2 chloroform alone.

It would appear from these figures that none ofthe general practi¬
tioners concerned could maintain a very adequate experience of
giving domiciliary anaesthetics.all these confinements took place
over a two-year period. Indeed, had all the anaesthetics in this
series been given by the same man, it is doubtful whether even then
he would have got sufficient experience to keep his hand in. My
experience at the teaching centres shows too that it is not yet generally
agreed as to what is the best form of general anaesthetic for even
an expert to give, let alone a casual performer. The inescapable
conclusion is that the home is the place not for enthusiastic amateurs
in anaesthesia but only those whose skill is continually being tested
in hospital. The home, however, does present problems of its own.
the open fire, the high bed, the confined space and the lack ofadequate
washing facilities. Hence I think that even registrars do not usually
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have enough experience to give a first class service.
The major problem is whether it is feasible always to get a consul¬

tant to give domiciliary anaesthetics, or if this is not possible whether
to train a few general practitioners who also give anaesthetics
regularly in hospitals to do it. Adequate equipment must be provided
to enable the anaesthetist to give the type of anaesthetic to which
he is most accustomed. In most areas of 2-300,000 people there
are only about 4-6,000 births per year, so on the figures I have
given only about 50-70 anaesthetics would be needed. Split up
between two or three I would not have thought that this was an

unduly heavy burden, particularly if paid for at the present consul¬
tant domiciliary rates. I am sure that all those interested in main-
taining a high standard of safety in domiciliary midwifery should
press for these facilities as soon as possible.

Summary
Domiciliary anaesthesia has remained unchanged for over a

century in most parts ofthe U.K., and surveys show that the mortality
involved no longer gives cause for complacency.

Investigation has been taken into the best type of anaesthetic to
be given in the home, with the result that there does not appear to
be any generally accepted solution to the problem. All the teaching
centres visited are divided on this question. The best results appear
to be obtained in the hands of specialists used to this work.
Breakdown of the figures of 12 practices show that no one general

practitioner can get adequate experience in this field. There is a
similar lack of agreement as to the best type of anaesthetic amongst
those general practitioners doing this work.

All those interested in domiciliary midwifery should press for
adequate consultant cover, and adequate equipment should be
provided from the hospital service.
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