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Adventitia

Surgery at the Brompton Hospital in 1932-3

I spent one year, November 1932 to November
1933, as the surgical resident at the Brompton
Hospital, though at that time I was committed
to a career in medicine, having within the
previous 12 months become an MRCP and
proceeded to MD while working at the hospital
in medical jobs at what would now be SHO
level. It may seem odd that a post that would
now be earmarked for trainee surgeons, and
much sought after by those aiming for a
specialised career in surgery, was then held by
an aspiring physician. In the early 1930s the
work at the Brompton, which had been foun-
ded as a hospital for consumption but had
spread its interests to include chest diseases
generally, was predominantly medical. Sur-
gical intervention in chest disease had expan-
ded only in the previous 10 years from little
more than draining of empyemas to increasing
use of various collapse procedures in pulmon-
ary tuberculosis and of surgery within the open
thorax, which had become a practicable
proposition as a result of advances in anaesth-
esia based on experience in the first world war.
In the late 1920s lobectomy by a rather crude
"snare" technique had been introduced in the
treatment of localised bronchiectasis, and
began to be attempted for a few cases of lung
cancer. Removal of mediastinal tumours had
become acceptably safe. Chronic empyema and
lung asbscess were frequent problems. Surgical
procedures required to deal with chronic
empyema might be complex and formidable.
External drainage was often considered an
option in the treatment oflung abscess, and was
a two stage procedure, requiring the prelimin-
ary production of pleural adhesions.

Because facilities for this sort ofsurgery were
limited to specialist centres, many rare and
complex cases were referred to the Brompton
for consideration of surgical treatment. The
two surgeons, JEH Roberts and Tudor

Edwards, were the leaders of thoracic surgery
in London. They shared 30 surgical beds and
one junior resident. Until 1935 the title of this
post was assistant resident medical officer, and
the holder of it was a physician in training. It
was because it offered the possibility of
experience of such a wide range of clinical
problems, and because it seemed to me that it
was the surgeons rather than the physicians
who were moving into new territory, that I took
the post.
The year for which I held this post was

perhaps the busiest of my life. I was solely
responsible for preoperative investigation,
operative assistance, and, with the surgical
ward sister, postoperative care as well as record
keeping for the patients in 30 very active
surgical beds, plus the not inconsiderable num-
ber under the care of the surgeons in the paying
patients' wards. There was no one at what
would now be surgical registrar or senior
registrar level. There was no specialised post-
operative or intensive care area, all patients
returning directly from the theatre to the ward,
where the surgical ward sister was a key figure;
without her the entire set up would have
collapsed. At the beginning of the year the two
surgeons each had a voluntary clinical assis-
tant-Clem Price Thomas for Tudor Edwards
and Tim Nelson for JEH Roberts. During the
year these were elected to the staff as assistant
surgeons, so that I had four surgeons to look
after. My successor in this post developed
pulmonary tuberculosis towards the end of his
year. I do not know how far this influenced the
decision, when eventually in 1935 it was recog-
nised that this job was one for a trainee surgeon,
that two resident surgical officers were needed
to do the work previously done by one assistant
resident medical officer!

GUY SCADDING
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