AGNES ARNOLD-FORSTER




Cold, hard steel

=
-,

Wi
Q

Manchester University Press



SOCIAL HISTORIES OF MEDICINE

Series editors: David Cantor, Anne Hanley and Elaine Leong

Social Histories of Medicine is concerned with all aspects of health, illness
and medicine, from prehistory to the present, in every part of the world.
The series covers the circumstances that promote health or illness, the
ways in which people experience and explain such conditions, and what,
practically, they do about them. Practitioners of all approaches to health
and healing come within its scope, as do their ideas, beliefs and practices,
and the social, economic and cultural contexts in which they operate.
Methodologically, the series welcomes relevant studies in social, economic,
cultural and intellectual history, as well as approaches derived from other
disciplines in the arts, sciences, social sciences and humanities. The series
is a collaboration between Manchester University Press and the Society for
the Social History of Medicine.

To buy or to find out more about the books currently available in this
series, please go to: https://manchesteruniversitypress.co.uk/series/social-
histories-of-medicine/


https://manchesteruniversitypress.co.uk/series/social-histories-of-medicine/
https://manchesteruniversitypress.co.uk/series/social-histories-of-medicine/

Cold, hard steel

The myth of the modern surgeon

Agnes Arnold-Forster

MANCHESTER UNIVERSITY PRESS



Copyright © Agnes Arnold-Forster 2023

The right of Agnes Arnold-Forster to be identified as the
author of this work has been asserted in accordance with
the Copyright, Designs and Patents Act 1988.

An electronic version of this book is also available under a
Creative Commons (CC-BY-NC-ND) licence, thanks to the
support of Wellcome Trust, which permits non-commercial
use, distribution and reproduction provided the author(s)
and Manchester University Press are fully cited and no
modifications or adaptations are made. Details of the licence
can be viewed at https://creativecommons.org/licenses/by-nc-

nd/4.0/

Published by Manchester University Press
Oxford Road, Manchester M13 9PL

www.manchesteruniversitypress.co.uk

British Library Cataloguing-in-Publication Data
A catalogue record for this book is available from the
British Library

ISBN 978 1 5261 5662 4 hardback
First published 2023

The publisher has no responsibility for the persistence or
accuracy of URLSs for any external or third-party internet
websites referred to in this book, and does not guarantee
that any content on such websites is, or will remain,
accurate or appropriate.

Cover image: reprinted by permission of
HarperCollins Publishers Ltd © 1963 Hilda Pressley

Typeset by Newgen Publishing UK


https://creativecommons.org/licenses/by-nc-nd/4.0/
http://www.manchesteruniversitypress.co.uk
https://creativecommons.org/licenses/by-nc-nd/4.0/

To my partner, Ben






Contents

Acknowledgements
List of abbreviations

Introduction: Sir Lancelot Spratt and the myth of
the modern surgeon

AN AW

7

Self-made myths

Surgeons in film, fiction, and on TV screens
Surgical conduct and surgical communities
Gender in surgery

Race and ethnicity in surgery

Surgical time

Military myths and metaphors

Conclusion: moving myths

Bibliography
Index

page viii
x

27
59
83
115
145
175
213
240

249
278



Acknowledgements

This book was researched and part-written while I was Research
and Engagement Fellow on the Wellcome Trust Investigator Award,
Surgery & Emotion (108667/Z/15/B), and I am first and foremost
indebted to the Trust for its funding, to the project’s Principal
Investigator Michael Brown, and to my colleagues Alison Moulds,
James Kennaway, and Lauren Ryall-Waite. Due to the nature of
academic precarity, I completed the book while working on a series
of other postdoctoral projects and I am grateful to my various PIs
and line managers for their generosity, intellectual support, and
patience. My thanks to Thomas Dixon, Victoria Bates, Thomas
Schlich, Annmarie Adams, and Martin Gorsky.

Many other academics have provided crucial intellectual,
social, and emotional support throughout this process. Caitjan
Gainty, Anna Maguire, Jacob Moses, Samuel Schotland, and Jacob
Steere-Williams are owed particular gratitude for reading drafts of
chapters or related articles, discussing with me the vexed relation-
ship between surgery and emotion, and just generally being good,
kind, and curious friends. Parts of this book appear elsewhere
in journals and I am grateful to the editors of the Bulletin of the
History of Medicine and History Workshop Journal for allowing
me to reproduce elements of those articles and to the peer reviewers
for their critical and constructive feedback.

I would also like to thank various surgeons by name, as well as
those whom I interviewed who preferred to remain anonymous.
Simon Fleming, Greta Lachlan, and Sam Gallivan have been par-
ticularly thoughtful and open interlocutors between me and the
weird world of surgery. I am grateful to anyone who took the time



Acknowledgements ix

to speak to me about their experiences of the profession, whether in
a full-length oral history interview, or briefly over Twitter. [ am par-
ticularly indebted to the Royal College of Surgeons and the Royal
College of Nursing and to Hayley Kruger and Sarah Chaney for
being such valuable points of contact.

I could not have written this book without the support of my
friends and family. My parents Rebecca Jewell and Jake Arnold-
Forster have been unrelentingly generous and encouraging, ensuring
I always have delicious things to eat and people to complain to.
My siblings Theo Arnold-Forster and Dora Arnold-Forster are
equally loving, if slightly better at taking me, their big sister, down
a peg or two. My friends Isabel Asquith, Phoebe Arnold, Bronya
Arciszewska, Rita Conry, and Isabelle Fraser have no idea what
I do all day, but are the best ever anyway.

Last, but certainly not least, this book is dedicated to my partner
Ben. I wrote most of this book while living in Montreal, Canada, in
the middle of a pandemic, with him, but thousands of miles away
from everyone else I know and love. I was homesick and struggling
to complete a major piece of research while libraries and archives
remained closed. He was everything I needed him to be and more.



BMA
BMJ
EWTD
GMC
NHS
RCP
RCSEd
RCS

Abbreviations

British Medical Association

British Medical Journal

European Working Time Directive
General Medical Council

National Health Service

Royal College of Physicians

Royal College of Surgeons of Edinburgh
Royal College of Surgeons of England



Introduction: Sir Lancelot Spratt and
the myth of the modern surgeon

There are many myths of the modern surgeon, and not all are
particularly flattering. Mostly male, authoritarian, and paternalistic,
the stereotypical surgeon is volatile, insistent, even abusive — and
prone to unpredictable outburst of anger. He cuts first, asks questions
later, and is never in doubt. He is good at ‘hard’ surgeries but bad
at ‘soft’ skills like compassion and communication. Academically
or technically brilliant, he lacks emotional intelligence. He operates
with dispassion, but occasionally his capacity for emotional detach-
ment tips into cruelty — causing psychological harm to both himself
and his patients. He is often white and at the very least middle class.
With his colleagues, he engages in the social pursuits of the upper
echelons — hunting, shooting, and drinking Bordeaux.

Britain is populated by many of these larger-than-life sur-
geons, but by no one is this caricature better embodied than by
Richard Gordon’s irascible Sir Lancelot Spratt. Spratt first appeared
in Gordon’s 1952 novel, Doctor in the House.! Gordon was an
English surgeon and anaesthetist who wrote a long series of comic
novels on medical themes. Beginning with Doctor in the House,
the books were set in St Swithin’s, a fictional London hospital, and
follow the capers and exploits of a young medical student Simon
Sparrow.” The film adaptation under the same name was released
in 1954 and starred Dirk Bogarde as Sparrow and James Robertson
Justice as the fearsome teaching hospital surgeon Spratt. A dicta-
torial demagogue, he strode down hospital corridors with a gaggle
of frightened trainees hurrying along behind him. In one iconic
scene, Spratt stands at a patient’s bedside firing questions at a group
of medical students, one of whom has just examined the hapless
and prone sufferer and found a lump. Is it kidney? Is it spleen? Is it
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liver? Is it dangerous?’ barks Spratt, before drawing a long incision
line on the patient’s abdomen, then turning to the by-now highly
alarmed patient to say, ‘Now don’t worry, this is nothing whatever
to do with you.”

Sir Lancelot Spratt was and is an archetype. He represented and
constructed a lasting surgical stereotype that can be traced through
film, fiction, and professional debate from the 1950s to the pre-
sent. This book anatomises this myth, investigates the many strat-
egies British surgeons have deployed to complicate or overturn it,
and asks how these characters and caricatures have altered real
surgeons’ feelings, experiences, and the meanings they attach to
their work. Ranging across the twentieth century, but focusing on
the period following the foundation of Britain’s National Health
Service in 1948, it explores how these myths have shaped the self-
image of practitioners, informed public perceptions of surgeons,
transformed the doctor—patient relationship, and intervened in the
interactions between different healthcare professionals. The central
contention of this book is that while they might be fictional and
sometimes even absurd, these stereotypes have shaped the surgical
experience in twentieth-century Britain and continue to inform the
nature and conditions of surgical identity and surgical work today.

This book is, therefore, about both representations and
experience — and the changing relationship between the two.
Revealing or demonstrating the ‘relative throw — the weight or sig-
nificance’ of popular culture on ordinary people in the past is an
unresolved challenge to the cultural historian.* This book takes up
this challenge and seeks to explain why and how the Spratt stereo-
type lasted so long and proved so enduring. While some people
today might not remember Sir Lancelot himself, almost all surgeons
will recognise the stereotype he informed: Doctor in the House was
the most popular box office film of 1954 in Great Britain, seen
by one-third of the national population — or 15,500,000 people.
The many sequels were viewed by yet more millions. Media studies
scholars have long argued that film and television have the power to
shape cultural norms, teach personal values, and offer ‘a universal
curriculum that everyone can learn’.> Numerous studies have noted
the peculiar popularity of medical dramas, as well as the ways in
which viewers use entertainment programmes as a source of know-
ledge about healthcare and its constituent professionals.® T would
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hazard that most people learnt more of what they do know about
healthcare and operating theatres from things like Grey’s Anatomy
and Casualty than from school, university, or the real-life doctors
and nurses they encounter in GP practices or on hospital wards.
There is also an increasing and multidisciplinary recognition of the
power of fictional, filmic, and televisual representations to shape
professional identities and surgical self-image.” In other words, cul-
ture and everyday experiences inform each other.® Or as teacher
and sociologist Lesley Scanlon puts it, ‘the two become indistin-
guishable ... having significant impacts on the way we view our-
selves as professionals and the way we view other professionals
both individually and collectively’.”

Indeed, while Doctor in the House and its sequels might not have
set out to explicitly tackle the ethics and issues of surgical profes-
sionalism, they constructed and confirmed a mythology of surgery
that continues to exist and still enjoys substantial cultural capital.'’
An article published as recently as 2014 by the Royal College of
Surgeons of England described the surgical stereotype thus:

Decisive, efficient, and a realist, but as an impersonal and autocratic
person. Egocentric, he is more interested in rapid actions and imme-
diate results than in interpersonal relationships. He works hard,
expresses himself physically, is always in motion, and is incapable
of relaxing.!

Implying a profession dominated by heterosexual men committed
to their craft, a year later, the Health Service Journal referenced
the adage ‘knife, life and wife’ in their description of twenty-first-
century surgeons’ experiences of work.!” Clearly, Spratt is still
with us.

Spratt was, of course, fictional, and there were likely many
consultants working in post-war Britain who were kind rather than
cruel, compassionate rather than detached, and democratic rather
than dictatorial. There were also many surgeons who combined
Spratt-like tendencies with other characteristics — complex humans
with feelings and flaws. However, there is also evidence to suggest
that the Spratt stereotype was not a total invention. As this book will
explore, in post-war Britain, surgeons trained as part of a ‘firm’ — a
hierarchical structure of senior and less-senior practitioners. The
firm orbited around both the hospital ward and the hospital bar.
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Surgeons often lived in, or very close to, the hospital, and the
consultant wielded considerable power over his juniors and had
substantial autonomy in his dealings with patients and hospital
administration. This hierarchical structure allowed for Spratt-
like individuals to practice unimpeded and conduct themselves as
they wished and, according to doctors, health policymakers, and
journalists, carbon copies of Sir Lancelot stalked the wards of the
real-life hospital in the mid-century.

In their recollections of surgical training, practitioners today refer
to Spratt as a living and breathing figure, someone who dominated
their first years in the profession. In 2005, Graham Reed recalled
his early experiences of hospital life:

When I first entered medicine hospital doctors often did not become
consultants, particularly in surgical specialties, until they were well
into their 40s. In true Lancelot Spratt style consultants then had an
impressive retinue: senior and junior registrars, senior house officers,
and - in one instance I can remember — a ‘first assistant.”'?

A plastic surgeon born in 1946 described his first experiences of
hospital work in the early 1970s. The world he recalled has much
in common with the world of Doctor in the House: ‘The surgeons
were the role models. They were powerful, they were charismatic,
very charismatic people, and they did things.” He worked as part
of a firm and his consultant, ‘was a very powerful and charismatic
man ... who every King’s [College Hospital] man of my age revered.
Not a man you cross.” He described the firm in terms that would
not be unfamiliar to a character in a Richard Gordon novel:

The firm system was you knew where you stood. You were working
in a small group of people everybody knew you and you knew all
your patients. And if you didn’t know a patient then your consultant
would soon expose it. So in one way you had to be thick skinned but
that was how you learned.'*

After all, Gordon likely used some of the features of hospital life he
observed as an anaesthetist, and the characteristics of the surgeons
he worked with, to create his demagogic anti-hero.

These real-life Spratts were not, of course, all bad. Today, sur-
geons often reflect fondly on this era of surgical history and they
have as many, if not more, positive as negative things to say about
their authoritarian consultants. However, Gordon’s contribution



Introduction 5

was not the creation of a realistic character, but the construction
of a mythology that could be deployed in the making, mainten-
ance, and critique of the surgical identity. Indeed, as Spratt grad-
ually disappeared from television and cinema screens, he became
less a way to describe current colleagues and superiors, and more
an archetype who embodied a troubling, if enduring, version of sur-
gical professionalism.

Thus, late twentieth-century healthcare practitioners and
policymakers frequently reference the Spratt stereotype when out-
lining the characters and working styles that they would rather
not want to see on current and future hospital wards. In 1978,
doctor Peter Banks wrote an article where he asked, “What is a
good doctor?” He posed several potential answers: ‘One who
spends adequate time with his patients?’; ‘One who can make up
his mind ...?’; ‘One who uses the resources of the medical team?’,
before concluding with, ‘One with a personality strong enough to
influence the patients? A Sir Lancelot Spratt in every office? Heaven
forbid!’" In 2003, an orthopaedic surgeon under investigation for
bullying other staff defended himself by referring to the ‘classic
Doctor comedy films’, and insisting, ‘I didn’t operate like a Sir
Lancelot Spratt-type surgeon.’'® Spratt increasingly epitomised the
opposite of what it meant to be a good surgeon in post-war Britain.

While I contend that Sir Lancelot Spratt offers us an insight into
the interplay between cultural representations and clinical practices
and identities, I am not trying to suggest that he is solely culpable
for surgical culture or even surgical stereotypes in twentieth- and
twenty-first-century Britain. As a result, this book will also explore
what else was responsible for the construction of the surgical iden-
tity and the maintenance of certain surgical myths. What was it
about surgical training, surgical culture, and surgical social life that
made and remade the surgical identity and how has that training,
culture, and social life interacted with broader historical changes?
British healthcare was transformed in the second half of the twen-
tieth century and the changing reception and perception of the
Spratt-esque surgical stereotype took place against this backdrop.

The National Health Service was established by Clement Attlee’s
post-war Labour government in 1948 and it profoundly altered
the relationship between surgeons and the state. The service was
consolidated in the 1950s and 1960s, but just as doctors had begun
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to get used to the idea, everything changed again. The Conservatives
won an election in June 1970 and Keith Joseph took over as
Secretary of State for Health and Social Services. Joseph published
a White Paper in August 1972 proposing a radical reorganisation
of the NHS that was incorporated into the National Health Service
Reorganisation Act of July 1973. Labour returned to government
in February 1974 and implemented the planned reorganisation,
which was designed to unify the health service, facilitate better
cooperation between health and local authorities, and achieve
better organisational management. These administrative and man-
agerial changes fundamentally impacted the way that doctors and
nurses worked and transformed the nature and conditions of sur-
gical labour.

This book looks at how the changing policies and politics of
the NHS shaped surgical stereotypes, identities, and experiences. As
historian Christopher Lawrence has shown, for many surgeons the
past looms large. Indeed, many of his arguments about nineteenth-
century practitioners and their tendencies to deploy their collective
history to cultivate their professional identities apply to surgeons
of the twenty-first century.!” They spend a lot of time reflecting on
their own professional histories and drawing comparisons between
how it once was and how it is now. Today, many surgeons are pre-
occupied with the differences between what they see as the ‘trad-
itional’ styles of surgical work and the managed, bureaucratic, and
individualistic experiences on wards today. While there is some
debate over when the shift from ‘traditional’ to today occurred,
the managerialism introduced by the 1974 reorganisation and its
crystallisation under Margaret Thatcher in the 1980s is frequently
targeted as the culprit. These comparisons between then and now
are often nostalgic in tone.

As T have suggested, Spratt was not an irredeemable figure, and
for every negative aspect of the stereotype, there were elements that
surgeons campaigned to keep. For many, the hierarchical struc-
ture that characterised surgery in the 1950s and 1960s meant that
decisions about patient care could be made efficiently. Moreover,
freedom from managerial or administrative oversight gave con-
sultant surgeons a sense of autonomy that served as an emotional
buffer against the stresses and strains of long working hours.
However, the reforms of the 1970s meant that surgeons spent more
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time doing paperwork than they had before. For some, this meant
a reduction in clinical or operative labour — the labour they had
devoted decades to training for and which was the source of their
professional identity and sense of self. Sir George Godber, Chief
Medical Officer from 1960 to 1973, made various observations
about the ill effects of 1970s NHS reform. He lamented the new
administrative and bureaucratic burden shouldered by hospital
workers and lambasted the amount of ‘office work’ clinical staff
now had to do.'$

Godber also criticised managerialism. Keith Joseph ‘had had
some business experience and was determined that the management
of the NHS should be professional’. To this end, he recruited profes-
sional management consultants, McKinsey & Co.!"” For surgeons,
this was a largely negative development. Reorganisation was seen
to erode the traditional hierarchies of the firm and practitioners
lamented their loss of independence. One surgeon put it thus:

In spite of the pressures in the 80s and 90s, a sense of being in control
of one’s own destiny mitigated against much of the stress. I have lived
through 35 years of erosion of autonomy and a burgeoning weight
of governance, that, in turn, contributes to a sense of jeopardy and
peril.2

In addition, the firm system — while critiqued by many — also offered
many junior and senior surgeons a sense of belonging and com-
munity. Godber was not alone, therefore, in arguing that reorgan-
isation had had ill effects on doctors’ happiness: ‘The frustration
which every doctor has experienced seeing the service of which he
was so proud being destroyed by ministerial and administrative
unwisdom has had its effect on morale.”?!

Despite these critiques, and as the 1980s continued, hospitals
only became more heavily managed and the 1990s witnessed further
political and NHS policy transformation. In 1997, Tony Blair won
a landslide general election for Labour, and a year later his party
published the White Paper, “The New NHS: Modern. Dependable’.”
In many respects, ‘The New NHS: Modern. Dependable’ represented
an evolution rather than revolution in the management of the NHS.
It did, however, further alter the way hospital doctors worked. It
included a new contract for consultants which aimed at increasing
their accountability and restricting their freedom to work in the
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private sector. It ushered in a new emphasis on the provision of twenty-
four-hour, consultant-led care across all subspecialties; recommended
a reduction in the working hours of junior doctors; and proposed to
‘break down the old hierarchical ways of working’. The White Paper
also proposed a new consideration of European Union directives
restricting the working hours of doctors.”> The European Working
Time Directive (EWTD) forty-eight-hour working week entered law
in European Union countries in 1998 and a phased approach to
implementation was agreed for doctors in training in the UK, which
steadily reduced working hours to fifty-eight in 2004, fifty-six in
2007, and forty-eight in 2009.%*

Developments also included the Calman Reforms of medical post-
graduate training that introduced shorter, more intensive training
programmes and required consultants to take a more active role
in educating their juniors (reducing the time available for treating
patients). Consultants were not, overall, keen on these new reforms,
and they expressed in often fraught terms the damaging effects of
new policies on their emotional health and ability to work effect-
ively. If 1974 was a watershed moment for some, 1997 was the key
turning point for others. Surgeons focus on the introduction of the
EWTD and its supposedly debilitating effect on practitioner well-
being. Indeed, the past often poses a paradox for modern surgeons.
While Graham Reed’s method of deploying Spratt to represent an
outdated and harmful ‘old style’ of healthcare and hospital work
was common in the late twentieth and early twenty-first centuries,
and particularly in the debates surrounding the introduction of the
new consultant contract, there were also many who lamented this
old style’s departure.

These New Labour policies were — both implicitly and explicitly —
designed to rid hospital wards of the Sir Lancelot Spratt stereo-
type. As a result, senior surgeons’ mistrust of the new emphasis
on consultant-led care and the reduction in working hours of
junior doctors was not looked upon kindly by some quarters of the
press. In a 2002 Daily Mail article, professor of health economics
Alan Maynard quoted Aneurin Bevan: ‘the only message under-
stood by a doctor is written on a cheque’.”’ Below a picture of Sir
Lancelot Spratt from the film Doctor at Large, Maynard raged that
consultants get
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the best of both words ... Featherbedded by the state, but with access
to lucrative private work. The BMA with its affluent, articulate,
middle- and upper-class membership ... enjoys a unique influence
over the establishment and the public, which is ruthlessly exploited
to ensure that its members remain well paid but unaccountable.”®

Spratt represented an anachronistic and now untenable way of
working and embodied an autocratic, hierarchical, and financially
lucrative profession seemingly out of touch with the twenty-first-
century world and workforce. Indeed, the Financial Times called the
consultants’ intransigence ‘the last roar of a dinosaur’.?” It warned
that senior doctors who opposed the deal because it compromised
professional autonomy and clinical freedom may have to accept
that ‘the days of the autonomous consultant a la Sir Lancelot Spratt
are long gone’.”® The paper quotes an anonymous manager saying

that consultants should accept being managed ‘as happens in any
other walk of life’.”’

Other histories of surgery

As has probably already become clear, this book is not a history
of surgical ideas, surgical innovation, or even a history of surgical
practice. It is, instead, a history of surgeons (both fictional and
real) — a social, cultural, and emotional history that offers a new
narrative of the surgical identity. It is this focus on people — and par-
ticularly their feelings — that marks this book out from other texts
in the history of surgery. Surgeons have shown a long-standing and
vivid interest in their own past and have produced numerous valu-
able accounts of the technical history of their work. Many of the
practitioners I have met are hobbying historians with a specific and
extensive interest in the lineage of their profession, subspecialty, or
preferred instrument, procedure, or institution. Such interests have
proven profoundly useful for the professional historian of science,
technology, and medicine — partly because surgery remains a rela-
tively understudied part of healthcare history. This is odd not only
because surgery occupies a central place in medicine’s history, but
because — and as Thomas Schlich has observed — its practice is now
routine in twenty-first-century life.?’
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In 2017, Schlich edited a handbook of the history of surgery
that offered a range of new perspectives on the subject and iden-
tified a variety of new avenues for research.’' Schlich credits the
social history of medicine for this expanded field of vision. Since
the 1970s, historians have turned towards a wider range of social
groups involved in surgery:

Practitioners and their patients, the patients’ families, nurses,
manufacturers and dealers of instruments, regulators and legislators
and so on — as well as to the various institutions — hospitals, schools,
colleges, universities, professional organizations — that played a role
in its history.*?

Schlich also credits the social history of medicine with establishing
a new critical response to the traditional medical historiography
that ‘seemed to centre too much on the triumphal progress of med-
ical science’.’>’ Traditional histories of surgery — some written by
surgeons themselves — tended to focus on heroic individuals and
were often personal and professional biographies of practitioners.
This book is different to these traditional accounts because it pays
little attention to the ‘great men’ of surgery — the only famous
surgeons you will find in these pages are fictional. It also devotes
barely any space to the profound achievements of twentieth- and
twenty-first-century operative practice — skating over innovations
such as minimally invasive and robotic surgery. Thus, unlike other
accounts of surgical technique and innovation, this book focuses on
the social lives, cultural representations, and emotional complex-
ities of ‘ordinary’ surgeons, both past and present.’*

The social history of medicine’s key contribution was to redress
the balance and focus on the patient experience and the patient
narrative. In doing so, it made crucial correctives to the power
dynamics of medical history. However, it also cleaved a division
between traditional histories of eminent practitioners on the one
hand and textured accounts of patients and everyday healthcare
experiences on the other. As a result, histories of ‘rank and file’
clinical professionals and their ordinary working lives are more
uncommon. Additionally, most of those that do exist focus on the
nineteenth century.

My focus on the history of surgeons’ professional identities
means that this book is in dialogue with the work of other scholars
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who have also attended to the question of what has made surgeons
into the things they are, even if those scholars have mostly attended
to the periods before the Second World War. Sally Wilde’s work
on surgery at the turn of the twentieth century (1890-1910), for
example, reveals that the rising popularity of the profession and
practice was not so much due to better surgical outcomes as it was
on increased confidence in the possibility of better surgical results,
and the various, compelling ways in which this confidence was
communicated by doctors.”> As my book will show, confidence
became a key attribute of the myth of the modern surgeon. Along
similar lines, Della Gavrus’ work on American neurologists and
neurosurgeons in the first half of the twentieth century shows how
these practitioners used rhetoric to perform a shared and oppos-
itional identity predicated on either a historical past or therapeutic
utility.’® And yet, historical studies of analogous subjects in the
post-war period are relatively scarce.

Surgeons and their feelings

The research underpinning this book comes from three years spent
as a research and engagement fellow on the project ‘Surgery and
Emotion’.’” Blending histories of work, medicine, and the emotions,
my research has mapped out the personal and professional land-
scape of modern operative practice.’® I have questioned stereotypes
of surgical dispassion and their place in historical narratives and
contemporary culture. My work has revealed that emotions are
central to the expectations patients have of their practitioners, key
to the development of surgical identities, and fundamental to the
relationships between different members of the surgical team.*’
Readers and researchers intuitively understand that undergoing
surgery can be a troubling experience for patients. However, rela-
tively few historians have considered the emotional demands of
clinical labour on healthcare professionals, and much of the existing
work in this area attends to the ‘high feelings’ that accompany
experiences such as patient death, rather than more ‘mundane’ or
quotidian emotions.*’ One exception to this tendency to focus on
patient experience is historian and Surgery and Emotion Principal
Investigator Michael Brown, who, along with Lynda Payne, Peter
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Stanley, and Joanna Bourke, has written about the period before
the advent of anaesthetics in the middle of the nineteenth century.*!
Then, surgical interventions were undertaken with little or no pain
relief and occasioned great physical suffering and emotional dis-
tress. Stanley elaborates how surgeons learned to overcome the
dread of inflicting pain, without being able to preclude it entirely,
and explores the richly sourced negotiated relationship between
surgeon, patient, and her family or friends.*

However, and as Brown has argued, rather than producing
detachment or dispassion in surgeons, such intense experiences
gave rise to a range of feelings from pity and sympathy to anx-
iety, regret, and anger. He combats pervasive stereotypes of the
Victorian surgeon as a barbarous butcher who cared little for the
suffering of his patients, and instead presents a more nuanced
account of the affective landscape of the early nineteenth-century
operating theatre.* Taking a similar approach but attending to
a very different era, this book seeks to understand how surgeons
conceived of themselves and their work in terms of feeling. T will
push beyond clichés of ‘clinical detachment’ to explore the emo-
tional complexities of the surgical encounter, the surgical career,
and the surgical identity.

When 1 first joined the research project in 2017, I anticipated
a study of the high feelings associated with surgical care and
the affective aspects of the doctor—patient relationship. While
I thought T was going to be investigating the past and present of
compassion, sympathy, anxiety, doubt, and grief — in oral history
interviews and at professional engagement events — surgeons over-
whelmingly wanted to talk about the more ‘ordinary’ emotions
associated with surgical work. As a result, rather than exploring
the intense emotions that accompany experiences such as patient
death, my project became a study of stress, burnout, frustration,
and fatigue — the affective landscape of professional identity, prob-
lematic colleagues, and paperwork. Inter- and intra-professional
bullying, annual leave, and the impact of the EWTD on surgeons’
wellbeing were far more pressing problems for the surgeons I met
and worked with.

For every surgeon who could speak movingly about their first
experience of death was another who could barely remember a
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single moment of emotional intensity with a patient. Those same
surgeons could, however, recount with verve their frustrations
with rotas, handovers, and bureaucracy. This observation is not
a criticism of the surgeons in question, but rather a comment on
the assumptions historians of medicine — myself included — make
about healthcare professionals and our unwitting tendency to reify
medical exceptionalism. We tend — like so many others — to mark
healthcare work out as unlike labour of any other kind. Healthcare
work is almost invariably presented as a calling, vocation, or labour
of love, and it is easy to assume that the associated feelings will be
radically different to the feelings that attend other paid employ-
ment. Different jobs do, of course, elicit different feelings — but lots
of roles also share ‘emotional regimes’ and sources of frustration.**

Over the past five years or so, these sources of frustration in
the surgical workplace have attracted new attention from surgeons,
professional organisations, and health policymakers. There is a
consensus that surgery is in the midst of a crisis of emotional ill
health and depleted wellbeing. Recent studies have revealed a high
level of burnout among doctors and medical students in the United
Kingdom, and new and persistent pressures have led to a supposed
epidemic in serious psychological and emotional conditions. This
epidemic has prompted a range of responses from those responsible
for professional standards and training in Britain. From working
with surgeons and researching these responses, a rough taxonomy
of the “crisis’ in surgical wellbeing is possible. The key emotional
problems in contemporary surgery are stress, burnout, bullying,
and the perceived erosion of individual autonomy and ‘resilience’
because of structural changes to the NHS over the past two decades.

One of my key motivations to write this book was to find out
where this crisis came from and to explore what, if anything, a cul-
tural history of the profession might be able to contribute to current
practitioners. My approach, inspired by other historians of medi-
cine and emotion, has been to consider workplace distress and well-
being as historically contingent. For example, and as Mark Jackson
argues, the version of stress that was conceptualised by scientists
and clinicians in the late nineteenth century onwards was shaped
by specific social mores, economic trends, and by changing political
contexts. Rather than an unchanging emotional state, stress as we
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know it today is a dynamic product of modern life.* Histories of
burnout and resilience make similar contributions.*®

Moreover, while understanding the myths that dominate modern
and contemporary surgery might allow us to further delineate how
professional identity was developed and maintained, it also gives
us insight into the emotional consequences of certain professional
behaviours and responses. For example, a key component of the sur-
gical stereotype is the emotional range expected or required. Spratt
was capable of anger, derision, and indifference — but not care, com-
passion, or collegiality. He also had little time for introspection,
reflection, or emotional ‘self-care’. As a result, this book will inves-
tigate the connections between certain emotional expectations and
the realities of surgical work. Attending to feelings helps us access
the meanings and values surgeons applied and apply to their work
and gives us insight into the relationship between policy change and
experience.

This book looks at how the myths of modern surgery interact
with the surgical experience. Do they attract or deter medical
students and foundation-year doctors to or from the specialty? How
do they shape surgeons’ identities and experience of their practice?
Is there any truth to these stereotypes? Are there any surgeons who
aspire to match them? What have individuals and the professional
community done to address, nuance, or overturn them? And how
do these stereotypes alter public perception of surgeons, affect the
doctor—patient relationship, and intervene in intra-professional
communication? These aims are also particularly relevant now.
In the aftermath of a catastrophic pandemic, when government,
organisations, and administrators are intensely concerned with the
nature and conditions of clinical work, the emotional costs of sur-
gical care, and the changing politics of workplace wellbeing, this
book attempts to intervene in pressing conversations about contem-
porary healthcare policy, practice, and professionalism.

If the myths of modern surgery are as harmful as I suggest, then
why have they survived? The key to this conundrum, I argue, is
something already mentioned. For every negative aspect of the sur-
gical stereotype, there were elements that surgeons campaigned to
keep. For every unflattering myth, there was a countervailing alter-
native that cast the profession in a glowing light. Medical pater-
nalism and authoritarianism have increasingly fallen out of favour,
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but they are entwined with the more positive attributes of efficiency,
expertise, and quick decision making. Excessive working hours and
fatigue are entangled with the ideals of a devoted, committed pro-
fession suffused with vocational zeal. While an all-encompassing
professional life might render surgery a community that excludes
parents, for example, it also offers others a sense of profound
belonging. The ‘old boys’ club’ might be male dominated, upper
class, and overwhelmingly white, but it can also provide crucial
emotional support to its members.

If the mythology of modern surgery was singular and straight-
forward, it might already have been radically transformed. But
the surgical stereotype is messy. As off-putting as it is appealing,
practitioners can, sometimes at least, take what they wish, and leave
the things that do not serve their needs. One of the many problems
with this is that not everyone in the profession can agree on what
the positive and negative attributes of the surgical stereotype are,
and not all of the attributes can be easily disentangled from their
more compromising alternative. Another issue is that some of the
aspects work better for some surgeons than others. The ideals of
devotion, vocation, and commitment are easier to uphold if you do
not have caring responsibilities, and the collegiality of the ‘old boys’
club’ is more accessible to some ethnicities and social classes than
others. The myths of modern surgery have made modern surgery.
To undo them means undoing much of what is familiar, even mean-
ingful and appealing, to current practitioners.

Methods and sources

In researching and writing this book, and to move beyond a his-
tory of technique and innovation, I drew on a diverse array of
approaches to understanding the modern and contemporary sur-
gical world. These include quantitative studies of recruitment,
retention, and pay; qualitative surveys of the surgical experience
conducted by co-professionals seeking empirical evidence for their
subjective suffering; and laboratory-based investigations into the
biomarkers of surgical stress and fatigue.*” As this is partly a his-
tory of work and professional identity, I have drawn on sociologies
of labour and organisational change.*® T have also used literary
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analyses of medical fiction and surgical memoirs alongside cultural
studies of film and television.*” This reliance on multiple different
kinds of academic literature — and not just history — is required
partly because the story I am telling is so contemporary. While there
are studies of surgery, medicine, and healthcare in the middle and
later decades of the twentieth century, the scholarly literature on
the past thirty years has tended to emerge from disciplines such as
sociology, health policy, cultural studies, and literature.’” Engaging
with these investigations and analyses also, I hope, makes this book
accessible to people without professional historical training and
allows me to intervene in diverse discussions and debates.

The ability to write this book has depended on close collab-
oration with medical students, trainees, and currently practicing
surgeons. This book takes seriously Felicity Callard and Des
Fitzgerald’s claim that we can ‘make more interesting interventions
by ... collaborating with people in [the] sciences, rather than simply
scrutinizing them’,’! particularly in a moment in which the sciences
seem ‘ever more richly and capaciously social in both their orienta-
tion and their practice’ (emphasis in the original).”> Collaborating
with surgeons has required me to become comfortable with an
array of different approaches and source materials — I have had to
learn how to ‘speak their language’ by familiarising myself with
their journals and academic conventions. I have also used them
and their lives as sources for my historical work. I have conducted
approximately thirty oral history interviews with currently prac-
ticing and recently retired British surgeons. Oral history is often
used to address subjects that are missing from existing archives,
and its practitioners have sought to record the experiences of the
dispossessed, disempowered, and marginalised.’® This valuable
tendency has meant, however, that oral history interviews with
doctors — with their substantial social and financial capital — are
relatively rare.”* My corpus constitutes one of the only existing
collections of semi-structured interviews with British surgeons.

Social media has become a key site for surgical sociability in the
twenty-first century.” As a result, I did much of my recruitment of
participants via Twitter — issuing calls for participants and engaging
with surgeons on the platform. This proved productive partly
because it allowed me to connect with practitioners from across
the United Kingdom, particularly during the pandemic when travel
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was restricted and interviews had to take place over the phone or
online. In addition, I could circumvent traditional specialty or hos-
pital hierarchies and speak to surgeons from a range of different
career stages and states of employment. However, there were some
drawbacks as, in my experience, practitioners convinced by the
value of social media tend to be younger and more socially progres-
sive, thus potentially skewing the perspectives I gathered. To redress
this, I also recruited via publications in more traditional venues like
the British Medical Journal and the Bulletin of the Royal College
of Surgeons. Together, these two approaches — alongside word-of-
mouth and attending professional events — resulted in a diverse mix
of interviewees.

The oldest participant was born in the 1930s, and so the
interviews cover surgical experiences from the 1950s to the present
day. Most of my participants were male, but around a third were
women (reflecting the demographics of the profession), and around
a quarter were people of colour (again, roughly corresponding with
the ethnic make-up of British surgery). I interviewed consultants,
specialty trainees, and doctors straight out of medical school in the
first few years of their professional lives. I also interviewed people
from a range of different specialties — from trauma and orthopaedics
to neurosurgery. As discussed in Chapter 4, different surgical speci-
alities have their own unique stereotypes and cultural associations.

A semi-structured interview is open, relatively free form and
allows new ideas to be brought up during the interview pro-
cess. I began by asking participants about medical experiences
in childhood, before moving chronologically through their lives
according to a predetermined (although flexible and responsive)
framework of themes. We discussed their decisions to embark on a
medical career path, their early exposure to anatomical dissection,
their first time on the hospital ward, their own experiences of ill
health, why they were drawn to surgery as a specialty, and their
relationships with their colleagues, patients, and families. The
interviews each lasted for about an hour and were recorded and
then transcribed. My theoretical approach to the analysis of the
interviews is primarily historical and draws on the ample literature
on reflexivity and memory. I pay as much attention to the questions
they cannot answer as to those they can, and stay attuned to how
they say something, not just what they say.
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Due to my use of oral history interviews and my efforts to engage
with the professional community, I have spent plenty of time with
surgeons while researching and writing this book. They are valuable
repositories of information and engaging primary sources. They are
also often interesting and reflective people, offering insights and
analysis alongside personal, professional, and historical detail. This
book is a product of their insight, my analysis, and the relationship
between researcher and subject. These relationships have been fun-
damental for my understanding of the past and present of British
surgery and I am indebted to those men and women who gave up
their time to talk to me.

Structure

This book is made up of seven chapters and a conclusion. The
first three chapters are devoted to delineating the post-war sur-
gical stereotype and its reverberations through both popular and
surgical culture. Drawing on written sources such as records from
professional societies and social clubs alongside some oral his-
tory recollections, I flesh out the real-life corollaries to the Spratt
caricatures. I also offer some alternatives to the detached dema-
gogue, and using surgical textbooks and conduct guides reveal the
nuanced and sensitive debates taking place in professional circles
about the nature of the surgical identity and the behaviour expected
from newly trained practitioners. In chapters 4, 5, 6, and 7 I rely
on medical journal articles and oral history interviews to trace how
ideas of emotional detachment and dispassion have permeated later
twentieth-century surgical cultures and how they have shaped sur-
gical practice, affected the diversity of the profession, and influenced
the emotional wellbeing of surgeons themselves. I interrogate the
changing nature of surgical professionalism and the surgical career
against the backdrop of major transformations in the structure of
the National Health Service and explore how experiences of sur-
gical work altered with developments in organisational ideologies
and social and cultural shifts.

In the first two chapters, ‘Self-made myths’ and ‘Surgeons in film,
fiction, and on TV screens’, I look at sources written by practitioners
for practitioners alongside cultural representations to delineate



Introduction 19

the construction of the ‘ideal’ and infamous surgeon, interrogate
the sources of surgical stereotypes, and examine instances where
suggestions for good surgical behaviour contrast with caricatures.
Textbooks were written by senior surgeons and designed to be read
by practitioners at the outset of their careers. They devoted chapters
to outlining anatomy, diagnosis, suturing, wound dressings, and
aftercare. However, they also all dedicated an opening chapter or
preface to the elaboration of the surgical identity and to setting out
their vision of surgical behaviour. These introductions are replete
also with emotions. Thus, I argue that such texts shaped assumptions
and expectations about the emotional expression and affective
behaviour of surgeons and were as attentive to non-technical skills
as they were to the development of expertise and the acquisition of
knowledge. In Chapter 2 T anatomise the stereotype embodied by
Sir Lancelot Spratt and search for evidence of his existence in other
fictional genres and cultural outputs.

As discussed, in post-war Britain, surgeons trained as part of a
‘firm’—a hierarchical structure of senior and less-senior practitioners.
Community, professional bonds, and social interaction were key
features of past surgical life, and while they likely sustained the
emotional health of some healthcare practitioners, they also drew
boundaries around the surgical profession and cultivated cultures
and communities with deeply problematic characteristics. In
Chapter 3, ‘Surgical conduct and surgical communities’, and using
the archives of surgical associations, clubs, and professional soci-
eties, I reveal the crucial role of socialising in the development and
maintenance of professional identities and the definition of what it
meant to be a surgeon. This definition depended not just on surgical
skill, but on the ability to wine, dine, and fire a gun.

In chapters 4 and 5, ‘Gender in surgery’ and ‘Race and ethnicity
in surgery’, I argue that the construction and maintenance of the
surgical stereotype as male and white has had a lasting impact on
who is allowed access to the profession, what kind of healthcare
professionals patients will anticipate or tolerate, and the expectations
of appropriate conduct both in and out of the operating theatre.
These chapters build on work done by historians and sociologists
such as Claire Brock, Mary Ann Elston, Julian M. Simpson,
Stephanie J. Snow, and Aneez Esmail, who have investigated the
social, cultural, and legislative reasons underpinning the racial



20 Cold, hard steel

dynamics and male-dominated nature of modern British surgery.’®
Using written sources as well as oral history interviews, and building
on the evidence put forward in Chapter 3, I argue that surgeons in
post-war Britain participated in activities open primarily to white,
English-speaking men from affluent social backgrounds.

In Chapter 6, ‘Surgical time’, I use oral history interviews to
interrogate the changing nature of surgical professionalism and the
surgical career against the backdrop of major transformations in
the structure of the National Health Service. Key to image, iden-
tity, and stereotype of the surgeon is the notion that surgical work
is in some way distinct from other kinds of labour or employment.
Surgery and related professions are understood as ‘vocations’ or
‘callings’, not careers like any other. This exceptionalism is used to
justify and rationalise excessive temporal commitments on behalf
of practitioners, and ideas about different ‘surgical time’ are cru-
cial to surgeons’ professional identity. This chapter will explore this
aspect of the surgical stereotype. Not only were surgeons expected
to devote substantial quantities of time to their professional lives,
but they were required to maintain blurred boundaries between
their working and leisure hours. How has the surgical stereotype
responded to the reshaping of working time and its meanings in
the managed healthcare bureaucracies of late twentieth-century
Britain?

In Chapter 7, ‘Military myths and metaphors’, I use oral history
interviews alongside articles in the medical press to interrogate the
changing cultural script of the surgical identity and investigate how
experiences of surgical work altered with developments in organ-
isational ideologies and broader social and cultural shifts. Starting
with a longer history of military metaphors in post-war surgical
discourse, this chapter focuses on the twenty-first-century emer-
gence of resilience rhetoric in British surgery and interrogates the
increasingly prevalent assumption that resilience is something sur-
geons should possess or learn.’” Building on the claims of the pre-
vious chapter about the reshaping of working time and its meanings
in the managed healthcare bureaucracies of contemporary Britain,
I argue that resilience developed as a popular and pervasive concept
in surgery just as the emotional landscape of the British hospital
was undergoing a profound transformation in the first few years of
the twenty-first century.
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In the conclusion I critically appraise the surgical memoir and its
contribution to the development and maintenance of the surgical
stereotype. There is an expanding collection of surgical memoirs
where writers present a range of thoughts and feelings pertaining
to the stress, strain, and sorrow associated with a clinical career.
These candid and compassionate books belong to a relatively new
genre. Twenty years ago you would be hard pressed to find a single
published autobiographical account by a surgeon. Those that
you might uncover tended to be narrative retellings of biograph-
ical detail, professional achievements, and innovative successes.
Instead, thick with emotional commentary, these recent surgical
memoirs integrate accounts of professional and personal life and
attest to the affective intensity of modern operative practice. They
describe moments of doubt, failure, and regret, and ruminate on the
urgency and uncertainty of surgery.

These first-hand accounts, however, must compete with the per-
vasive and persistent stereotype in which surgeons are men (and
sometimes women) who cultivate detachment and who are unable
or unwilling to engage with their patients. Indeed, the blurb to the
genre’s most famous member, Henry Marsh’s Do No Harm, compels
the reader to challenge their assumptions of neurosurgery as a ‘pre-
cise and exquisite craft, practised by calm and detached surgeons’.’®
This final, concluding chapter of the book will explore the tension
between these two images: the dispassionate caricature contained
in popular culture and patient imagination on the one hand, and
the empathetic intellectual portrayed in the surgical memoir on the
other. Indeed, as with so many other elements of surgical culture,
memoirs seek both to disrupt the mythology of modern surgery and
simultaneously, albeit inadvertently, confirm it.
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Self-made myths

Surgeons are invested in their professional past. They tend to ven-
erate their predecessors and see contemporary achievements as part
of a long lineage of past successes and heroic figures. Prominent
surgeons, long dead, populate a kind of surgical aristocracy. They
gave their names to procedures and instruments and are crucial to
the individual and collective identity of the profession. Post-war
surgery was (and in some ways continues to be) a profoundly hier-
archical community, one where seniority is respected, where indi-
viduals and interventions carry the weight of their ancestors, and
where professional positions were as much inherited or bestowed
as they were earned. History, therefore, matters to surgeons, and
the myths of the twentieth-century practitioner were shaped by the
events and identities of the nineteenth.

In Britain today, where the NHS is everything, the reputation
of nineteenth-century healthcare suffers badly by comparison. The
Victorian era was an ‘age of agony’ — a ‘grisly world’ — according to
popular historian Lindsey Fitzharris.! Past surgical care has had par-
ticularly bad press, and the stereotype of surgeons working under
Queen Victoria has been made from gory and sensationalist stories.
Take the myth of the surgeon Dr Robert Liston as one example.
He was ‘abrupt, abrasive, argumentative’, ‘an incorrigible bustler,
even for a surgeon’. He had a reputation for ‘speedy wizardry’ and
his technique was a sight to behold. He would spring across ‘the
blood-stained boards upon his swooning, sweating, strapped-down
patient like a duellist, calling, “Time me, gentlemen, time me!” >’
In one such episode, he killed three people during a single surgery.
While amputating a patient’s leg, his flaying knife accidentally
removed his assistant’s finger. The patient died from an infection, as
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did the sorry assistant, while someone watching the operation died
from shock after Liston’s knife slashed through the poor man’s coat
tails. It remains the only operation in surgical history with a 300
per cent mortality rate.’

While influential and remarkably persistent — it appears in medical
journals, history books, and in almost every biography of Liston ever
written — this story is probably not true. The only evidence it ever
happened comes from a book called Great Medical Disasters written
in 1983 by the author Richard Gordon (the same man responsible
for the fictional Sir Lancelot Spratt). As Michael Brown has pointed
out, there are no primary sources from the 1840s to confirm Liston’s
apocryphal operation even ever actually took place.* But when you
are dealing with myths and legends, shaky evidentiary foundations
matter not. Indeed, this story nevertheless embodies and embeds the
still pervasive idea that nineteenth-century surgeons were not just
emotionally detached, but barbaric and indifferent to the suffering
of their patients.

The flaws in this assumption do not mean that nineteenth-
century hospitals were not dangerous places or associated in the
public psyche with poverty and risk. Anyone who could afford pri-
vate healthcare stayed as far away from these institutions as pos-
sible, but for the poor who required medical intervention, including
surgery, the hospitals were often their only option. Some of the
most famous hospitals in Britain were medieval in origin, but most
were set up in the eighteenth century by philanthropic gentlemen
in collaboration with eminent surgeons and physicians. The three
endowed hospitals — St Bartholomew’s, St Thomas’s, and Guy’s —
could subsist on the income from their large investments and land
holdings without appealing to the community. The rest relied on
public charity and the generosity of the local gentry. Who worked
at the voluntary hospitals depended on the size, wealth, and pres-
tige of the institution concerned. At the three endowed hospitals,
there were three principal physicians and three principal surgeons
(generally fellows of the royal colleges of physicians and surgeons)
who attended to their cases several times a week. The senior sur-
geons and physicians mostly worked without a regular salary — and
any payment, if made at all, was small and mainly symbolic.

Working at a voluntary hospital was attractive partly because
practitioners could earn extra money training more junior sur-
geons (young men would pay senior surgeons for the opportunity
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to act as their apprentices or ‘dressers’), but mainly for the pres-
tige and opportunities for clinical learning that working at these
institutions could afford. Surgeons who attended voluntary
hospitals earned their income elsewhere — in private practice. The
Times said that connection with a great hospital was the main
ambition of London physicians and surgeons: ‘It gives profes-
sional status; it brings fees for tuition ... it often leads to a large
and lucrative practice; and, indeed, without it there is scarcely
a possibility of a very high position being attained.”> However,
the popular and reforming medical press frequently lambasted
the surgeons attached to these prestigious institutions for their
incompetence and cupidity,® in part because these appointments
often required nepotistic connections to attain them, and some
seemed to be more inherited than earned.

In the eighteenth century, there was a clear distinction between
physicians — doctors who dealt with the internal workings of the
human body - and surgeons — practitioners who removed lumps,
bumps, and legs. Surgeons were trained by apprenticeship and
had only recently divested themselves from their barber brothers.
In contrast, physicians traditionally trained at either Oxford or
Cambridge and received broad, humanistic educations replete with
classical literature, ethics, and physiology. However, this conven-
tional hierarchy was increasingly under threat and as the nineteenth
century got underway, surgeons were newly articulating themselves
as equal — if not superior — to physicians. To do so, and to dif-
ferentiate themselves from the barber or butcher, they frequently
emphasised restraint, insisted on the unity of medicine and surgery,
and claimed the ability to cure increasingly complex diseases, like
cancer.”

In other words, they were battling against their own version of the
surgical stereotype that Richard Gordon was trading on. The idea
that surgeons were crass, ill-educated, and brutal was widespread
in early nineteenth-century Britain, and to combat this notion, sur-
geons engaged in a busy programme of self-promotion and image
reform. Throughout the century, they debated with intense fer-
ocity what it meant to belong to the profession, demarcating who
could and could not be allowed entry with new regulations and
legislations, as well as changing cultural norms and rhetorical
styles. Historians such as Michael Brown have focused on this ‘cul-
tural history’ of professionalisation and looked towards surgeons’
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and physicians’ use of language in constructing an external image
and coherent identity. He argues that ‘the medical profession of
the early nineteenth century was less a structural category than
an imaginative concept, a point of individual and collective self-
identification’.® The professionalisation of surgery was, therefore,
accomplished by using a rhetorical arsenal that not only elevated
their craft to the ‘scientific’ level and gentility of internal medicine,
but also crafted a new persona associated with feelings.

Contrary to popular belief, the early decades of the nineteenth
century (before the introduction of anaesthesia in the 1840s) was an
intensely emotionally expressive era.” This had much to do with the
limited curative power of surgery at the time. For both surgeons and
patients, operations were seen as a last resort and both approached
the table, ‘painful and risky as it was’, as something of a ‘shared tra-
gedy’.!? Perhaps because they were more accustomed to failure than
surgeons are today, nineteenth-century practitioners were more likely
to express pity, sadness, and regret. In addition, the culture of the
early nineteenth century, the ‘Romantic era’, maintained and fortified
such forms of emotional reflection and self-fashioning. For example,
Scottish surgeon Charles Bell (1774-1842) wrote to his wife that he
got ‘wearied — exhausted by the sufferings of others’. Such exhaustion
derived from his emotional entanglements with his patients, and it
was central to his personal and professional identity. As he once told
his brother, ‘I have had a most miserable time since I wrote to you,
from the failure of an operation, and the death of a most worthy man.
I shall regret it as long as I live. It is very hard, more trying than any-
thing that any other profession can bring a man to.”!!

The real early nineteenth-century surgeon had, therefore, very
little in common with Richard Gordon’s fictionalised Liston. As
the century continued, however, the emotional cultures of medi-
cine, surgery, and society changed. These changes made possible
the persistence of earlier ideas about the profession, but also
allowed new myths to emerge and take hold. Though doctors and
surgeons continued to experience intense emotions, the improved
efficacy of medicine and the introduction of surgical technologies
such as anaesthesia and antisepsis reduced the scale of suffering
and death. Moreover, as the Romantic era’s ‘sentimental cultures’
made way for more ‘stoic forms of manliness and professional iden-
tity’, it became less acceptable for men to express their emotions,



Self-made myths 31

and medical practitioners were no longer encouraged to discuss the
affective consequences of healing.'?

The late nineteenth-century surgeon continued, therefore, to be
marked by contradictions. On the one hand, his image was col-
oured by a commitment to humanitarianism, the increasing contri-
bution of his profession to the social good and the national project,
and the life-saving technical arsenal he was rapidly acquiring.
Aided by more complimentary representation and galvanised by
the introduction of anaesthesia and antisepsis, the early twentieth-
century surgeon was an increasingly vaunted public figure. On
the other hand, that same surgeon struggled to strip himself of his
profession’s association with barbarity and accusations of avarice
and self-interest. Despite many generations of self-promotion and
image management, even present-day popular historians publish
books that adhere to early nineteenth-century critiques of surgeons
and their unfeeling ways.'?

There are two main reasons for this. First, surgeons are them-
selves partly responsible because, and as discussed, they habitually
place themselves in a lengthy professional chronology. But rather
than just celebrating their ancestors, they also use their predecessors’
supposed ‘barbarity’ to elevate their current position. The past is a
flexible resource. In the stories they tell about themselves, surgeons
often narrate a ‘rags-to-riches’ tale from miserable butchery to sci-
entific surgery — contrasting their own humanitarianism and tech-
nical skill with their forerunners’ brutalism. In essence, it served
twentieth-century surgeons’ needs to denigrate the emotional qual-
ities of their nineteenth-century predecessors because it made them
look good by comparison. And second, just as surgeons became
increasingly life-saving, they were also implicated in a healthcare
system coming under greater critical scrutiny.

The Citadel

As in the nineteenth century, the early twentieth-century surgeon’s
reputation relied on the character and condition of the health ser-
vice he operated within. Between 1900 and 1948, British healthcare
moved towards a mixed economy of mutual payment schemes,
local authority services, and not-for-profit providers, with limited



32 Cold, hard steel

space for commercial medicine.'* Despite the complexity of the
system, there was much to commend. By 1942, eleven million
people were members of hospital contributory schemes (which
entitled them to hospital care provided they paid in a proportion
of their salary) and it was generally believed that the level of hos-
pital care was improving.'> In 1911, the new National Insurance
Act provided access to general practitioners (GPs) for manual
labourers and those workers earning below a certain threshold.'®
Changes to that threshold meant that by 1936 half of the adult
population had their primary care covered and by 1938, 19,060
doctors were included in the National Insurance ‘panel’.!” This
system was not, of course, without its flaws. Fees for GPs were
increasing, especially for those who earned just above the income
threshold. The families of National Insurance members were
excluded, including wives and children, as was hospital treatment
(including surgery), meaning many had to pay additional fees or
rely on free clinics for mothers and children, and pharmacists for
treatment advice.

These flaws were best, and perhaps most famously, captured
by A. J. Cronin’s 1937 novel, The Citadel.'® For his fifth book,
Cronin drew on his experiences practising medicine in the coal-
mining communities of the South Wales Valleys. His publisher
presented the book as a social exposé, an attack on an unre-
formed British institution.'” Thus, while surgeons might have
become relatively vaunted professionals by the end of the nine-
teenth century, their reputation was sullied by their necessary
association with a healthcare system that was seen as less and
less fit for purpose. Throughout his book, Cronin lambasts the
acquisitive, avaricious, and self-interested nature of the healthcare
professions and critiques the close links between medicine and
social class, or the ‘status system’.”’ The hero of the tale, Andrew
Manson, begins his career as a GP in the small, fictitious Welsh
mining town of Drineffy. He is then seduced by the promise of
easy money from wealthy, healthy clients in London - the ‘citadel
of greed and ignorance’! — before returning to his principles and
campaigning against the villainous, inept surgeons he encounters
on Harley Street.”” The Citadel is, according to historian Ross

> 23

McKibbin, a ‘sustained attack on the whole of British medicine’.
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Cronin particularly targeted those at the top of the medical
hierarchy — the ‘grandees’ whose driving concern was money and
who encouraged ‘illnesses’ in their ‘wealthy, idle, hypochondriac,
mostly female patients’.?*

While much changed in terms of the efficacy of hospital medicine
and the social status of surgeons as the nineteenth century gave way
to the twentieth, the ‘incompetence and chicanery’ of metropolitan
medicine is one of the most memorable themes in The Citadel.”> At

one point, Manson complains,

The way I look at it is this ... the whole layout is obsolete ... Nobody
but the good old BJritish] P[ublic] would put up with this — like our
roads, for instance, a hopeless out-of-date chaos ... half the hospitals
are shrieking that they are falling down! And what are we doing
about it? Collecting pennies.>*

From the moment of its publication in July 1937, The Citadel was
an extraordinary success. By November it had sold over 150,000
copies in Britain, unprecedented sales in interwar publishing. Until
the end of the year, it was printed in weekly editions of 10,000 or
$0’.>” This is partly because, and as McKibbin has argued, Cronin
reflected a reality.”® He presented ‘a picture of British medicine imme-
diately recognisable or acceptable to his readership’.”” In interwar
Britain, the country’s health system was coming under increasingly
sustained critique. The newly funded British branch of the Gallup
organisation asked as one of its first ‘political’ questions whether
people favoured the hospitals becoming a ‘public’ service (i.e.
nationalised), with the majority (71 per cent) voting in favour.’’ In
the same year that The Citadel was published (1937), Political and
Economic Planning, a carefully non-partisan organisation founded
in 1931, brought out a famous report on Britain’s health system
which was, despite its even-handedness, very damming.?' However,
surgeons benefited from this early twentieth-century health system.
They had plenty of opportunities for clinical practice, a variety of
sources of income, and ample autonomy to conduct themselves as
they wished (within reason, of course). As a result, many of them
were sceptical about the coming of a new, state-funded and state-
managed healthcare system.
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The origins of the NHS

The NHS had its origins in the nineteenth century, when the provi-
sion of health was seen by many as fundamental to the workings of
a civilised society. The example of the army medical services during
the First World War emphasised the importance of centralised
organisation in healthcare delivery, and at the government’s request,
in 1920 Lord Dawson produced a report on how a health service
might be organised.’” In 1939, an emergency medical service was
created — further demonstrating the potential of the state to admin-
ister care and successful interventions. The 1942 Beveridge Report
set out plans for Britain.?’ It identified the country’s ills and laid
the foundations of the post-war Welfare State. In 1945, Labour
came to power with a huge majority and set in motion an exten-
sive programme of welfare reforms — including a National Health
Service. The NHS was planned as a three-tier, or tripartite, system.
At the top was the Minister of Health and below were the three
tiers designed to work symbiotically in service of patients’ needs.

The voluntary and municipal hospitals were nationalised and
organised into fourteen regional groups run by Regional Hospital
Boards.’* These boards supervised local hospital management
committees, doctors in hospitals received salaries, and all treatment
was free. Teaching hospitals were directly controlled by the Minister
of Health, as these hospitals should serve the whole country rather
than just their local area. General practitioners, dentists, opticians,
and pharmacists were self-employed professionals with a contract
with the NHS to provide services so that patients did not have to
pay directly. The GP continued to be the first port of call for most
patients — providing treatment or referring them on to other parts
of the health service for specialised care. The third tier, the local
authority health services controlled by a Medical Officer for Health,
ran community clinics that provided services such as immunisation,
maternity care, and school medical services.

For patients, the benefits of the new NHS were obvious, even if
they were not always realised. For surgeons, the advantages were
less apparent. Some bitterly opposed the NHS, imagining the service
as an economically dangerous bureaucratic machine that ‘crushed
medical independence and risked pushing the country towards dic-
tatorship’.?* In 1946, the British Medical Association objected to
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surgeons and physicians being relegated to the status of ‘salaried’
workers. They asserted, “The medical profession is, in the public
interest, opposed to any form of service which leads directly or
indirectly to the profession as a whole becoming full-time salaried
servants of the State or local authorities.”>® One professional wrote
to the BM] to say,

If I am to be one of the victims of ... the Government’s major surgery
I should prefer some preliminary investigation, accurate diagnosis
and possibly premedication to help me to survive the operation. Safe
surgery takes into account the patients’ (in this case the doctors’)
constitutions and idiosyncrasies.’’

Oppositions to the NHS on behalf of doctors and surgeons were
varied, but many circulated around the pervasive idea — inherited
from the nineteenth century — that medical men had, and were
entitled to, a degree of independence. By the middle of the twen-
tieth century, surgeons were at the top of the hospital pecking order
and senior practitioners had a remarkable amount of autonomy
of thought and action. The new NHS was seen to compromise
that intellectual and professional independence by subsuming the
authority of the surgeon beneath that of the state.

Despite the anxieties and protestations of surgeons and other
doctors, the Health Service Bill was passed in 1947 and the
NHS was established in 1948. Nearly ten years later, however,
practitioners were still grumbling about the perceived effect the ser-
vice had had on their work, professional identity, and relationships.
Eric Linklater published an article in the BMJ in 1955 arguing that
the ‘social revolution has also done something to change the rela-
tionship between doctor and patient’.*® He complained, ‘Under the
benign provision of the National Health Service the doctor’s skill
has become a sort of public reservoir from which all may drink
at any time so long as they pay their water rate; and from which
many are allowed to drink free.”?” This, he suggested, had changed
the ‘public character’ of the doctor by implicating his responsibility
with that of the welfare state. Linklater was pleased, however, to
note that this change had not been so dramatic nor so malignant
as his predecessors had predicted in 1946: ‘[Doctors| have — or the
great majority have — resisted the temptation to which they were
exposed: the temptation to become Civil Servants ... They realised



36 Cold, hard steel

the basic incompatibility between the ideal of the Civil Servant and
the ideal of the physician.’*"

The century between the introduction of anaesthesia (1848)
and the foundation of the NHS (1948) had altered the practice of
surgery in profound and long-lasting ways. However, the period
was also one of remarkable continuity in perceptions of surgery
and the self-image of surgeons — even if the details had changed.
The twentieth-century surgeon inherited a great deal from his (he
remained overwhelmingly male) nineteenth-century ancestors.
Both valued their authority over other members of hospital staff
and their patients. Both cherished their intellectual and professional
autonomy, valorised the skill required to perform their craft, and
prized the supposed objectivity of science. Surgery had become much
safer, and while this had probably made the operating theatre less
terrifying for prospective patients, it had — perhaps paradoxically —
reduced the opportunities for surgeons to express their emotions
and engage with people about their feelings. As a result, the sur-
geon in 1948 had more in common with late nineteenth-century
practitioners, shaped by the marshal masculinity of the imperial
age and informed by the value society placed on stoicism and pro-
fessional cool.

But the world had changed. Healthcare had been nationalised,
new operative techniques had been introduced, new psychological
and emotional ideas were circulating, and more and more women
were qualifying as surgeons. New social and political pressures
were also coming down the road. The scale of the surgical job was
due to expand, there was a newly literate and engaged public keen
to exert their own influence on the surgical identity as readers,
viewers, and consumers, and the healthcare professions were set
to become increasingly ethnically diverse. The stereotypes of the
nineteenth century are relatively well known, but just as historians
have started to complicate those caricatures, they must do the same
for the twentieth. Indeed, there has been crucial, careful work that
dissects the rhetoric and normative values of nineteenth-century
practitioners, and some that delineates the self-presentation of their
early twentieth-century descendants.*! But what about surgeons
in the new NHS? How were they seen by the non-medical public,
how did they see themselves, and how did they want themselves to
be seen?
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Surgery’s golden age

The decades immediately after the Second World War, from the
late 1940s to the 1960s, was an exciting time to be a real-life sur-
geon. Following Joseph Lister’s ‘revolutionising’ innovations in
the late nineteenth century and his popularisation of antisepsis,
surgery became safer. While many patients continued to die from
infection and blood loss, the development of blood transfusion and
antibiotics such as penicillin in the early 1940s further reduced
operative risks. The application of X-rays allowed practitioners to
plan their surgery more effectively by allowing them to see beneath
the skin. Safer gases and intravenous anaesthetics replaced unpre-
dictable chloroform. Surgery became more specialised — and its
practice became both more complex and more routine.

This was a ‘golden age’ of surgery. Or at least it was according to
surgeons themselves. They told tales of great men with their great
inventions. Similarly, contemporary accounts written by current
surgeons emphasise the achievements of their colleagues and recent
predecessors. In his slim 1948 volume, Recent Advances in Surgery,
Harold C. Edwards wrote, ‘The progress of surgery in all its many
and varied branches has been well-nigh immeasurable during the
past decade, and the surgeon of to-day is reaping to an unprece-
dented extent the fruits of the labours of his fathers.*

While it might have been a ‘golden age’, the mid-twentieth century
was also an era of intense flux for British surgery. Many practitioners
had participated in the Second World War — both at home and on
the battlefield — and there was an acute awareness that the con-
flict had reshaped the surgical landscape: ‘Lessons of war, learned
at fighting speed, have added much to the general advance and, in
many instances, expedited.”*® Accounts written by practitioners and
professional historians alike tend to focus on these various pro-
fessional developments and technical acquisitions.** But we know
much less about the social, political, and cultural dynamics of the
profession and its practice in post-war Britain. These dynamics were
also under pressure in the years immediately following the Second
World War and particularly in the context of the new NHS.

In the 1950s and 1960s, surgeons spent plenty of time writing for
each other. They used textbooks to expand upon the real or ideal
nature of the profession, wrote strident letters to medical journals
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and the mainstream press, and penned articles accounting for the
current conditions of surgical work. These various texts might not
give us much insight into the inner emotional lives of surgeons in the
decades immediately following the foundation of the NHS. They
do, however, allow historians to investigate how surgeons thought
members of their profession should feel and behave. Textbooks were
generally written by senior surgeons and designed to be read by
practitioners at the outset of their careers. These were places where
surgeons went to speak to members of their own community. They
were intended for a like-minded audience and did not, necessarily,
need to justify the fundamental value or utility of surgery (which
anyway by the 1940s was an uncontroversial assertion) or the core
benevolence of its practitioners. Authors of these textbooks devoted
sections to outlining anatomy, diagnosis, suturing, wound dressings,
and aftercare. However, they also all dedicated an opening chapter
or preface to the elaboration of the surgical identity and to setting
out their vision of ideal surgical behaviour.

In these prefaces or introductions, they also acknowledge the limited
ability of a textbook to teach the practice of surgery or guarantee an
appropriate emotional attitude among students or trainees. In his 1953
book, An Approach to Clinical Surgery, Gerald H. C. Ovens, wrote, ‘It
is not the intention of this book to teach you how to behave towards
patients or to expound the patient-doctor relationship ... Such things
cannot be learnt from books.’* He went on to say, No book can teach
you the art of dealing with a patient, the “bedside manner.”’*® The
pedagogical limitations of the textbook were widely acknowledged in
part because of the belief that surgery was both a science and an “art’.
In an article published in the BMJ in 19535, Eric Linklater wrote,

Here, I suppose, is the chief reward and prime difficulty of your
profession: its practice is scientific (at least, one hopes so), but the
practitioner should transcend the scientist. For the scientist relies on
measurement and analysis, on observation and deduction; but the
physician, who is dealing also with imponderables and qualities that
can neither be analysed nor filtered, should also be something of
an artist, who is inductive and capable by instinct of assessing the
imponderable.*”

Surgeons, more so even than other doctors, recognised that sur-
gical practice was just that, a ‘practice’, one that could be learnt
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and developed only through observation and apprenticeship. It was
a craft — ‘primarily a practical art’.*® In his 1958 edited text, An
Introduction to Surgery, David H. Patey wrote, ‘the student during
this part of his career acquires simple techniques which every
doctor should possess, e.g. the stitching and dressing of a wound,
the giving of an intravenous infusion, or the passing of a catheter’.*’
In his chapter on operating theatre cleanliness, he emphasised the
development of haptic and habitual knowledge: ‘While learning
these techniques and assisting in the operating theatre, the stu-
dent develops the habit of asepsis.”*” This acknowledgement of the
limitations of written instruction at the beginning of every textbook
also explains why these are not ideal sources for the researcher
seeking historical experience.

Surgical textbooks and medical journal articles were not straight-
forward reflections of ‘real life’. Instead, they are texts that represent
a normative ideal of the post-war British surgeon. They were them-
selves constructions — idealised narratives of surgical conduct and
identities. As such, they are revealing about the myths of surgery
that were circulating in the early years of the NHS and, in many
ways, these texts conform to the conventional surgical stereotype
presented in this book’s introduction. They promoted a vision of
surgical identity that orbited around authority, paternalism, and
emotional detachment.

Authority and paternalism

Hierarchy is key to the myth of the modern surgeon. The surgeon
must also have a natural tendency towards leadership — he should
have a flair for authority and be able to direct not only more junior
surgeons, but other members of the hospital workforce like nurses
and technicians.

In fiction, this flair for authority was recast as authoritarianism
and the stereotype of the surgical demagogue is pervasive. Today,
surgeons are socialised to respect and reproduce hierarchy from the
very start of their medical school training, where they learn not to
challenge authority. One participant in a study conducted in 2016
said, “There’s very much the patriarchal thing of the consultant,
you never question them and you’re there to do exactly what they
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say.”! The relationship between surgeon and patient often remains
similarly hierarchical, although more has been done to challenge
that dynamic in recent decades. As the BM] observed in 20135, ‘the
accepted model that has guided us for centuries is “doctor knows
best”” and in 2001, the American Medical Association proposed,
‘Only your physician has the necessary experience and expertise to
diagnose and treat medical conditions.”?

Rigid hierarchies between different healthcare professionals,
and between doctor and patient, have been around for decades, if
not centuries. While they began their careers close to the bottom
of the hospital’s pecking order, right from the outset surgeons in
post-war Britain were trained with the assumption that they would
eventually reach the top of the institutional hierarchy. In 1968,
Leonard 1. Stein published an influential article in the American
Journal of Nursing, called ‘The Doctor-Nurse Game’, in which
he described the hospital as a ‘rigid organizational structure with
the physician in clear authority’. The surgeon, in this account, was
maintained as an ‘omnipotent leader’.’> The importance of sur-
gical authority appeared in British publications too, with textbooks
insisting that the surgeon must, therefore, be self-assured: ‘he can
help both his patient and himself by discussion, explanation, and by
imparting an atmosphere of confidence’.’*

A degree of paternalism was, according to mid-century sur-
geons, essential to manage the emotions and health of patients.
And nowhere was paternalism more prominent than in the care of
cancer patients. Despite the development of chemotherapies in the
early decades of the twentieth century, even after the Second World
War surgeons were the first (and sometimes last) port of call in cases
of malignancy. Cancer had retained its fearsome reputation and
carried plenty of emotional baggage. As a result, it was a disease
that required careful management — and some of that management
had as much to do with patient feeling as with operative technique.
Some of the tools surgeons suggested to ameliorate patient con-
cern seem — to twenty-first-century readers — overly paternalistic
or patronising. Gerald H. C. Ovens suggested that a surgeon might
want to ‘refer to various conditions without giving away to the
patient what he is talking about’, and identified cancer as a diag-
nosis for which trainee surgeons might like to find synonyms so as
not to ‘frighten the patient’.’® However, he cautioned against using
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‘malignant’ as one of those synonyms: ‘this word must never be
used in front of patients as it always frightens them’.°® He reflected
on his own experience: ‘Four times in my life T have, under pressure,
deliberately told patients they have cancer and every time I have
subsequently regretted it. I will never do so again.”’” Even in cases
where patients insisted on being told their diagnosis — however
dire — Ovens thought that the surgeon knew better: ‘In spite of most
people’s protestations that “I would like to know the truth,” that is
not really so; they only ask because they are afraid of the truth.>®

The question of whether or not surgeons and other healthcare
professionals should inform patients, particularly those with ter-
minal illnesses, of their diagnoses, was a live topic in the 1950s and
1960s, and Ovens was not alone in thinking that perhaps it might
be best to keep the dying in the dark. In 1960, romance novelist
and ex-nurse Elizabeth Gilzean proposed a book to the publishing
house, Mills & Boon, in which the heroine dies from cancer but
is never told her diagnosis. She got the idea from Arthur Hailey’s
1959 novel, The Final Diagnosis, and she thought that the ethical
dilemma of whether healthcare professionals should inform patients
of terminal prognoses well suited to the romance genre.”” However,
Gilzean’s potential publishers were not so certain that this question
would make for thrilling escapism. Their concerns did, however,
acknowledge the powerful influence romance fiction could exert on
the attitudes and behaviours of readers. The editor of the maga-
zine Woman’s Day “felt that the idea might give anxieties to many
patients in hospital’.?

Emotional detachment

For much of the twentieth century, commentators on the role and
identity of the surgeon placed high value on detachment because so
many believed — or at least insisted — that emotions could interfere
with a surgeon’s ability to effectively and efficiently carry out their
work. Historians of emotion call this an ‘emotional regime’ (the
dominant mode of emotional expression and thought in different
times and cultural contexts), the unspoken code of emotional con-
duct.®’ Various recent medical ethicists and professionals have
argued that doctors, and particularly surgeons, must maintain
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‘distance’ from their patients to ‘generate objectivity in diagnosis
and treatment’.®> This notion is also widespread in the public
sphere. A 2017 article in Prospect magazine included this passage:

Emotional detachment from the fraught contexts in which they have
to make life-and-death decisions can result in better choices being
made. Being immune to stress might actually benefit patients by
facilitating empathy. Too much emotion can lead physicians and
other care-givers to turn away from their patients, in fear or disgust.
A calm, analytical logic enables surgeons to reach out their hands to
help.®3

Evidently, emotional detachment is a key feature of the mythology
of the modern surgeon — one that permeates lay and professional
discussions, both past and present. The question of whether sur-
geons should maintain a degree of distance from their patients is,
therefore, a recurring theme in the history of surgical representation
and behaviour. Indeed, the profession has long struggled to achieve
an appropriate balance between emotional distance and proximity.

In 1889, William Osler gave a valedictory address at the
University of Pennsylvania. He advised medical graduates to dis-
play ‘imperturbability’, which he defined as ‘coolness and presence
of mind under all circumstances’. Patients so valued ‘calmness amid
storm’, he warned, that the physician who failed to embody ‘immo-
bility, impassiveness, or ... phlegm’, would quickly lose their trust.
Osler suggested this was a ‘bodily endowment’, adding regretfully
that some young doctors were inherently incapable of this affective
disposition, which would hinder their career development.®* Osler’s
admonition continues to be quoted regularly by medical writers
searching for ways to promote the value of emotional calmness, even
as they apply it to storms quite different from those encountered or
imagined by Osler.®® For Osler, maintaining emotional coolness was
a way of upholding authority and professional power.®

Since Osler, this idea has gathered pace and influence and
researchers have increasingly emphasised how institutions
and professions establish and maintain particular affective
temperaments. Pioneering work by sociologist Renée Fox noted
the historical importance of ‘detached concern’ in mid-twentieth-
century medical training and practice. Fox first derived her con-
cept from fieldwork in research clinics. Clinical researchers on the
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wards of the Peter Bent Brigham Hospital had to balance their
concern for the patients’ humanity with the ‘equanimity’ of the
experimenter. Fox argued that such a posture both served scien-
tific functions and afforded psychological protections as physicians
administered interventions that they were unsure would work.®” In
other words, detached concern was an emotional posture that was
co-constitutive with the identity of a physician-scientist. Subsequent
work by Fox, with psychiatrist and psychoanalyst Howard Lief,
noted how this almost paradoxical stance towards patients, com-
bining the ‘counterattitudes’ of objectivity and empathy, was
cultivated in medical education. Lief and Fox proposed a sequence
of socialisation phases that tracked from the anatomy lab to the
hospital wards. Yet these steps did not simply represent increased
detachment. Rather, standardised rituals of twentieth-century med-
ical education emphasised both attachment with the patient and
detachment with the sick body in ways that initially appeared
contradictory to students. Too much detachment could lead to cyni-
cism, dejection, or other forms of emotional paralysis. The ability
to balance countervailing commitments across medical school
experiences thus became the mark of the successful professional.®®

Over the ensuing decades, it became evident that detached
concern was a historically specific pedagogical and professional
stance that would shift in response to social, cultural, and political
changes. The growth of biomedical experimentalism in the 1950s
necessitated both epistemic and emotional forms of distancing.
By the 1970s, however, Fox observed that some medical students
placed much greater emphasis on ‘feeling with the patient’ and
accepted the necessity for detachment with greater ambivalence.®’
Indeed, in the twenty-first century, ‘clinical empathy’ is held up by
many as a pedagogical goal and moral virtue.”’ But this emphasis
on emotional labour, medical sociologists have argued, connotes
historical shifts in the corporate and consumer-minded organisa-
tion of healthcare.”! Fox and Lief’s model of emotional detachment
was, therefore, complex, nuanced, and changeable, far more so
than the caricature of dispassion presented in popular culture or by
many surgeons themselves.

This more simplistic notion of ‘detached concern’ or ‘imperturb-
ability’ continues to predominate in discussions about surgical behav-
iour and ethics today.”> While many twenty-first-century surgeons
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might not seek to become or present themselves as unfeeling, they
often see emotional detachment — or detached concern — as a desir-
able professional characteristic. As Jodi Halpern suggests, doctors
often argue that detachment is needed not only for practitioners
to avoid ‘burning out’, but more importantly, to provide objective
medical care.”® Surgeons also frequently express the idea that they
need to detach to protect themselves from compassion fatigue, as
they care for one suffering person after another under great time
constraints, and they assume that detachment is necessary to con-
centrate and perform painful procedures. For Hedley Atkins in the
1950s, the surgeon did not need to be an academic genius, but he
must at least possess ‘a rather more than normal degree of common
sense’. This common sense was required to ‘inhibit his emotional
responses to the sometimes tragic situations which confront him

and to get on with the job which needs to be done’.”*

Complicating the surgical stereotype

However, texts written by surgeons for surgeons in the years imme-
diately following the foundation of the NHS tell a more complicated
story of hierarchy, paternalism, and emotional detachment than you
might expect. They reveal that most mid-century surgeons did not
want to see themselves as Sir Lancelot Spratt figures, and they did
not think that was the right way for their colleagues and students
to behave. In contrast to the homogenising caricatures in the intro-
duction, these texts written by surgeons for surgeons reveal a more
nuanced image of the idealised doctor—patient relationship in this
period, and contradict some of the most pervasive assumptions of
professional dispassion.

Take Cecil Augustus Joll as an example. Joll was born in Bristol
in 1885, the second son of a dental surgeon and ‘his wife’. He
achieved a ‘brilliant career’ in science at Bristol and London uni-
versities, before studying medicine and dentistry. He served a series
of resident posts, including senior house surgeon and senior resi-
dent officer at Leicester Royal Infirmary, and in March 1912 was
appointed senior resident medical officer at the Royal Free Hospital
in London. Less than two years later, he was elected assistant sur-
geon and became senior surgeon in 1931. During his lengthy career,
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he was also senior surgeon to the Royal Cancer Hospital and the
Mille Hospital in Greenwich. He was a general surgeon, with spe-
cial expertise in thyroid surgery. He published widely, was twice
a Hunterian professor, and an active member of both the Royal
College of Surgeons of England and the British Medical Association.
During the heavy air raids on London in 1940 and 1941, he slept
every second night at the Royal Free, which was severely bombed,
and spent alternate weekends there. He made ritual of carving the
Christmas turkey for his surgical ward every year, and insisted on
doing so at his last Christmas, in 1944, when his health was already
failing.”

He died in 19435, aged just 59, and the BMJ published a series
of obituaries and tributes from colleagues, patients, and students.”®
These texts attest as much to Joll’s emotional talents as they do
to his dexterity and operative skill. Catherine Evans wrote a ‘few
words of appreciation’ after being treated by Joll for her thyroid
problems. She said, ‘Those who have not suffered from thyrotoxi-
cosis may not realise the mental as well as physical stresses and
strains which have to be borne by the patient.””” As a result, her
testament to Joll focused on his abilities to soothe: ‘Cecil Joll had
that great gift of inspiring complete confidence, trust, and optimism
in his patients, and this gift combined with his superb surgical skill,
made him the ideal surgeon.” This account of an ‘ideal” 1940s sur-
geon, common in the pages of the medical press, contrasts with
stereotypes of indifference and dispassion.

Written about the same time as Richard Gordon was magicking
up a very different myth of the modern surgeon - that of Sir
Lancelot Spratt — these sources offer, therefore, an alternative and
more humane image of the surgeon and prompt an alternative set of
questions. How did words written by surgeons for surgeons frame
the ‘ideal’ practitioner? What characteristics must he have, how
should he relate to his colleagues and patients, and what sort of
emotional standards should he adhere to? Thus, in the many and
various representations of surgeons in post-war Britain, emotions
played a key role. These feelings were, however, complex. For every
authoritarian, autocratic, and paternalistic demagogue, there was
another, emotionally intelligent practitioner seemingly invested
in the hopes, fears, and personhood of his patient. These texts
caveated the image of the surgeon as an authoritarian leader with
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limited affective capacity and put across a version of surgical pro-
fessionalism that made space for feelings and the therapeutic value
of emotions.

Surgeons from this period frequently reflected on their own
power, influence, and authority. Despite instructions to keep crucial
healthcare information away from patients, surgical textbooks also
attempted to limit the surgeons’ authority over patients and mostly
insisted on a more collaborative approach to care and treatment.
Surgeons tried to caveat the authoritarian tendencies of their co-
professionals in their own books, and while they could not quite
let go of the idea that the surgeon should probably be in a position
of power and retain a degree of influence over their patients, the
crass stereotype of the consultant surgeon storming down hospital
corridors barking at patients referred to only by their inflicted body
part or condition is very unlike the nuanced and emotionally alert
practitioner presented in the pages of textbooks and the medical
press. As it is something of an unflattering caricature that is perhaps
not all that surprising, however, even more moderate versions of
that stereotype were rejected by surgeons who were keen to empha-
sise the participatory relationship between doctor and patient and
the value of professional humility.

While he might wield ‘authority as a technical expert’ and can
give ‘orders’, he was in ‘no position to enforce them or to penalize
a patient for not carrying them out’. His authority was, therefore,
‘confined exclusively to matters concerning the patient’s health’. He
may counsel them on occupation, diet, and physical activity, but
he ‘trespasses on his legitimate rights and does more harm than
good by telling a patient that all she needs is a husband, a child,
or sexual intercourse’.”® He should demonstrate humility, and the
surgeon must also not allow his authority to tip over into self-
aggrandisement and he should be careful to only ever act within his
means: ‘The surgeon’s training must teach him to resist the tempta-
tion to “show off”; that is to engage in a piece of technique which
is not at that stage of the operation the very best for the patient
under the circumstances but is one which he is especially adept at
performing.’”’

Another way that the surgical textbooks and prescriptive lit-
erature contravened the pervasive and persistent stereotypes was
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in their emphasis on the patient and their rights and responsibil-
ities. They modelled a version of ‘patient-centred’ care, even if they
would not have described their behaviour in such terms. ‘Patient-
centred’ or ‘person-centred’ care is a type of healthcare that became
increasingly popular and prevalent — at least in theory — in the late
twentieth century. It is a way of practicing medicine, nursing, and
social care in which the patient actively participates in their own
treatment in close cooperation with their health professionals.
It contrasts to ‘traditional treatment models’, where patients are
viewed as passive receivers of medical intervention.’” We might
expect that surgeons working in post-war Britain might conform
to this ‘traditional treatment model” and, while in some ways they
did, in others they subverted expectations and prefigured (or rather,
laid the groundwork for) later developments in healthcare theory
and practice.

While today’s version of ‘patient-centred’ care would advocate
for complete honesty with patients about their diagnosis and prog-
nosis, and mid-century surgeons were undeniably paternalistic in
cases of cancer and other terminal illnesses, those same surgeons
also imagined their interactions with patients as a partnership. For
example, in his 1946 textbook, Frederick Christopher advocated for
a mutual and sustained relationship between doctor and patient: ‘It
is essential for the surgeon really to know his patient and to give the
patient an opportunity in turn to know the surgeon.’®! Similarly,
Hamilton Baily and R. J. McNeill Love emphasised the patient’s
‘point of view’ and drew readers’ attention to the differences
between how a surgeon and a lay person might perceive an oper-
ation: ‘An operation should be regarded from the patient’s point of
view and not just treated as “another case”; the mental preparation
is just as important as the physical.’®> Patey also emphasised the
value of the patients’ thoughts and feelings: ‘the student will rapidly
learn that the understanding of the individual patient may often be
far more important than his classification as a diagnosed case’.%?

In An Approach to Clinical Surgery, Ovens insisted that when
practising surgery ‘you are dealing with living human beings who
think and feel and have minds of their own’.** He insisted that in
clinical work — and unlike Richard Gordon’s Spratt — surgeons were
not dealing with ‘a case or a specimen’ and that they must never
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allow their ‘scientific interest’ to ‘obscure the personal relation-
ship between [the surgeon] and [the] patient’.®’ Like other authors,
Ovens drew a distinction between what could be learnt from a
book and what had to be developed during practice:

It is not the intention of this book to teach you how to behave towards
patients or to expound the patient-doctor relationship, although here
and there some tips are given. Such things cannot be learnt from
books, but only from the example and precepts of seniors and from
those who are experienced in the art.®

He went on to narrow the distinction between doctor and
patient: ‘The briefest and best guide is to treat the patient as you
would wish to be treated yourself if you were ill, with kindliness,
patience and understanding.’®”

The self-representation of surgeons was emotionally diverse,
and textbooks avoided simplistic models of emotional detachment.
Instead, a surgeon must have a ‘natural liking for his fellow men’
and should be able to respond emotionally to their suffering.®®
Atkins wrote, ‘The last acquired quality of the surgeon which must
be considered, indeed, it is often the last to be acquired, is a cap-
acity for sympathetic understanding of his fellow men. The surgeon
not infrequently has to be the constant visitor of a dying man.”®” He
had to express authentic feelings, not just perform a compassionate
attitude: ‘His bearing and his behaviour in these circumstances
are important professional attributes. These attitudes, although
polished by experience and training, must not be false and must,
to be effective, spring from a genuine sympathy with mankind.’”’
Post-war surgical textbooks and conduct guides provide a com-
plex and multifaceted version of surgical professionalism, one that
highlighted rather than denigrated the therapeutic power of the
emotions. These books reveal that feelings played a key role in sur-
gical practice and identity — even at a moment when the profession
was supposedly preoccupied with technical skill, innovation, and
progress, and even at a time when the popular stereotype of emo-
tional dispassion was at its most robust and widespread.

As a result, and while these textbooks might have offered up
an emotionally distant vision of ideal surgical behaviour, they also
acknowledged the importance of empathy and framed the ability
to understand and ameliorate patients’ feelings of distress and



Self-made myths 49

disempowerment as a key part of the surgeons’ therapeutic arsenal.
If the treatment of cancer provided the surgeon with an opening for
paternalism, it also offered practitioners the opportunity to give emo-
tional support: “The treatment of patients with incurable cancer is an
important and often difficult aspect of medical practice. The phys-
ician can bring relief in many ways to the patient and his family, and
it may be said with respect to the true physician that this will be his
“finest hour.” **! In his Fundamentals of General Surgery, John Armes
Gius wrote that the surgeon must pay ‘special attention’ to ‘the alle-
viation of pain, fear, worry, anxiety, insomnia, depression, suicidal
tendencies and psychoses’.”> He argued that surgeons must under-
stand patient feelings because ‘the management of the psychologic
and emotional disturbances encountered in patients with cancer’ was
as much a part of the ‘over-all treatment as is ... the maintenance of
nutrition’.”? In similar but more general terms, in an article for the
BM], Eric D. Wittkower and Kerr L. White wrote, ‘The practice of
medicine not only consists in the application of biological knowledge
but also demands considerable degrees of social and psychological
understanding, described as bedside manners and psychotherapy.’”*

Surgeons spent a great deal of time figuring out the various ways
that feelings could help or hinder their professional goals. They
were not, however, doing so in a vacuum and nor were they the only
members of the medical profession participating in new discussions
about the psychological side of clinical practice or care. As Victoria
Bates has observed, calls to ‘(re)humanize hospitals’ increased over
the post-war period in Britain, Europe, and the United States of
America. These efforts advocated a kind of hospital design that
addressed patients’ ‘emotional and holistic needs’, rather than
seeing people as solely biomedical entities.”> Movements like this
were not just confined to hospitals, but also permeated primary
care. In the late 1950s, Michael Balint and his wife Enid began
holding psychological training seminars for GPs in London.”® These
took the form of case presentations and small-group discussions,
led by a psychoanalyst. These seminars were supposed to be ‘safe
places” where doctors could talk about interpersonal and emotional
aspects of their work.

Psychotherapy and psychoanalysis were powerful post-war
forces and offered surgeons a language and conceptual frame-
work to articulate and interpret their professional responsibilities.
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Following correspondence with the physician and writer Georg
Groddeck, Freud had developed a special interest in psychosomatic
concepts, and by the 1950s his influence had permeated even the
traditionally positivist surgical profession. As Michael Brown has
shown, in the nineteenth century surgeons believed that emotional
management of patients was one of their key responsibilities because
they thought that patient feelings during and after operations had
the capacity to affect survival.”” The lessons from psychosomatic
medicine were not, therefore, new — but they did offer an updated
language with which to express this very old aspect of the surgical
identity.

In 1952, P. T. O’Farrell gave the British Medical Association’s
120th Annual Meeting’s presidential address. He reported on the
research in psychosomatic medicine that had demonstrated the close
and influential relationship between ‘emotional factors’ and the
‘aetiology of so-called “organic” diseases’.”® While he cautioned that
‘enthusiasm for psychosomatic medicine may become exaggerated’ —
‘one author has gone so far as to state that all medicine will be psy-
chosomatic in the future’ — he also admitted that ‘there should be
no dichotomy between the psyche and the soma in the causation
and investigation of disease’.”” He outlined the ‘ample evidence’ that
some symptoms were ‘unrelated to any structural organic changes’,
deducing that ‘emotional factors can cause disturbance of bodily
functions’.'” He argued that while psychosomatic medicine was
not a specialty, it was a ‘common-sense approach to the investiga-
tion and treatment of disease’.'’! In the 1950s, this ‘common-sense
approach’ infiltrated British surgery and shaped surgeons’ profes-
sional identity.!??

There is also some evidence to suggest that 1950s surgeons
were interested in their own emotions. Ovens offered empathetic
advice to those surgeons just starting out on their professional
journeys and reminded readers that they could find support in their
colleagues and co-professionals: ‘At first you will find it difficult to
adjust yourself to this relationship and you are likely to be confused
and embarrassed, but you can comfort yourself with the knowledge
that your difficulties are appreciated and everyone is out to help
you.”'% He acknowledged the power imbalance between surgeon
and patient: “You start with the enormous advantage of great pres-
tige; to him [the patient], the most immature medical student is just
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as much a doctor as the most senior member of the staff, though
perhaps not such a good one; he does not know that you have
only just started in the hospital.”'?* Both the nursing and medical
staff remembered ‘their own difficulties when they began’ and as
members of a teaching hospital were ‘accustomed and prepared to
help’ junior surgeons in their ‘difficulties’.'?’

Indeed, Ovens devoted considerable space in his textbook to the
emotional experiences of the surgeon, not just the patient:

The ‘bedside manner’ ... largely consists in the ability of putting the
patient (and his relations) at their ease, and the prerequisite for this
is to be at ease yourself. At first you will find this difficult; you will
naturally be nervous, hesitant and uncertain of what to do. But do
not worry; appear confident even if you do not feel it. Be patient
and gentle. You, like every other doctor, will acquire the manner in
time.!%°

However, he also offered practical tips to help put the patient at ease
and ameliorate their worries: ‘Learn your patient’s name as early as
possible and thereafter always refer to him by name. It is prob-
ably already written on the patient’s case-paper ... Treat them as a
person and not as a case.”'’” He suggested that surgeons sit down
beside their patients, make themselves comfortable, and ‘see that
he is comfortable too. By literally and metaphorically getting down
to his level, you are much more likely to win his confidence.’'’® In
response to a crying child — ‘from fear or temper’ — the surgeon
reader must ‘ignore the howls and continue your procedure’ (unless
the crying is from pain), and ‘continue talking to him in a gentle,
low voice and you will very soon stop the noise in order to hear
what you are saying!”'"’ If that fails, small babies can ‘usually be
quietened by being given something to suck, the tip of a finger if

necessary’.!?

Conclusion

Surgical textbooks and medical journal articles offer a glimpse into
the social and cultural dynamics of the surgical profession in post-
war Britain. These were prescriptive texts — idealised narratives of
surgical conduct and identities — efforts to nudge trainee surgeons
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towards certain ways of behaving. Written by surgeons, they offered a
positive representation of the profession. However, while they might
have been constructions, even fictionalised descriptions, they show
how surgeons thought they ought to behave. Thus, while this period
of medical history — the ‘golden age’ of surgery — is often dominated
either by accounts of invention, progress, and technical innovation,
or by accounts of emotionally detached, paternalistic, and heroic
practitioners, the self-image of surgeons was more complex.

This chapter has used these sources to examine two prominent
and enduring aspects of the surgical stereotype. First, the surgeon
as authoritarian or paternalistic, and second, the idea that surgeons
were, or at least should be, emotionally detached. In contrast to
these caricatures, these books and articles reveal a more nuanced
and humane image of the idealised doctor—patient relationship in
this period, and contradict some of the most pervasive assumptions
of professional dispassion. As much space was devoted to the
importance of the patients’ feelings, care was taken over what the
physical consequences of emotional ill health might be, and there
was a frank acknowledgement of the troubling nature of surgical
work for the surgeons themselves.

Evidently, the surgeon of the mid-twentieth century refrained
from aligning himself too closely with the Sir Lancelot Spratt
model, and did not necessarily think that was the right way for
his colleagues and students to behave. This chapter has, therefore,
demonstrated that the fiction of emotional detachment has always
been precisely that — a fiction. Finding a real-life surgeon who
embodied all that Spratt was is, of course, impossible. And, trying
to identify a historical moment when the surgeon was everything
the continuing stereotype makes him out to be is an equally futile
task. However, much like the efforts of nineteenth-century surgeons
to reform their image and shed their associations with the unfeeling
practitioners of previous generations, these post-war attempts to
position the surgeon as emotionally literate and affectively complex
had limited impact on popular representations and the pervasive
stereotypes of surgical dispassion.

In the next chapter, I will look at these popular representations
and examine the extent to which these more nuanced profiles of
the surgeon made their way into the mainstream. As discussed,
crass and simplistic stereotypes of emotional detachment and
paternalism predominated in the public sphere, and continue to
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inform patients’, practitioners’, and medical students’ perceptions
of surgery and its constituent professionals. While a reputation
for calmness, kindness, and an intuitive sense of patients’ needs
might make your profession seem enlightened, nuanced, and cap-
able, these ideals competed with other, equally beneficial, aspects of
the surgical myth, namely heroism, clinical competence, scientific
objectivity, manual dexterity, autonomy, and expertise. The latter
ultimately dominated the former.

W
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Surgeons in film, fiction,
and on TV screens

Elizabeth Gilzean was born in Lachine, just outside Montreal,
Canada to French-Canadian and English-Scottish-Dutch parents.
She trained as a nurse before working in Bermuda during the
Second World War, treating the sick and injured. In 1945, she
moved to Birmingham with her English husband and continued
nursing under the NHS. She started writing romantic novels for the
famous publishing house, Mills & Boon, before quitting nursing
to write full time in April 1957." Gilzean mostly wrote ‘Doctor—
Nurse’ romances, which traditionally involved a love affair between
a male doctor or surgeon and a female nurse, although she fre-
quently subverted the genre. She was an avid letter writer, especially
to her editor Alan W. Boon, and her personality and irreverent sense
of humour leap from the pages and pages of their correspondence.
Her letters to and from Boon are warm and affectionate. He often
invited her for lunch or dinner in London and they exchanged witty
and friendly banter. She wrote to him in March 1957:

I am hurt, deeply hurt. On Wednesday evening, Olive leaned across
the coffee bar and said to me: ‘How long have you been calling
him Alan?’ In true Mills & Boon fashion I sighed deeply and said
sadly: ‘Never. He hasn’t asked me to.” There was a gleam of pride in
Olive’s eyes when she replied: ‘He asked me to call him Alan the last
time I was in London.” *T’aint fair. What’s she got that I haven’t got?
I shall certainly have to put you in my next book and I doubt very
much if you will be allowed to get the girl!”

Despite the frivolity of much of her correspondence, Gilzean
brought a wealth of knowledge about hospitals, nursing, and
surgery to her books and prided herself on the authenticity and
accuracy of her novels.
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In June 1958, she wrote to Boon, wanting to discuss one of her
books’ characters. This character was everything the myths made
surgeons out to be — emotionally detached, taciturn, even gruff. She
justified her characterisation with her own real-life experience of
hospital staff and their emotional dynamics: ‘Most surgeons have
the knack of shutting out their personal lives as if while on duty
they are playing a part that has no link with real life.”

‘Doctor-Nurse’ romances were, therefore, one of the many
places that fictional surgeons appeared in post-war Britain. These
characters were made up, but, as the example of Elizabeth Gilzean
and her writing demonstrates, they were also often based on reality
or drawn from the creator’s own experiences of hospitals, oper-
ating theatres, and healthcare more generally. In this chapter, T will
examine the emergence and presence of the surgical stereotype in
film, fiction, and television programmes and explore its relation-
ship to the version of surgical professionalism contained in texts
written by surgeons themselves. Were more popular representations
similarly complex? Or did they align with, and then reinforce, the
stereotype of the paternalistic, avaricious, and emotionally detached
surgeon the textbooks were trying to frustrate? And, perhaps most
importantly, why does it matter?

While it is difficult to extrapolate public perception from popular
representation (and this book tries to avoid doing this as much as
possible), ‘Doctor-Nurse’ romances, medical soap operas, and
satirical and serious books and films were read and watched by
millions. Indeed, T argue that these representations had an impact
on lay expectations of professionals and I am not alone in doing
so. Elena C. Strauman and Bethany C. Goodier suggest that cul-
tural representations provide non-medical people with a map for
understanding the unfamiliar world of healthcare and that these
representations offer audiences a glimpse behind the (operating)
theatre curtain.* Michael Pfau, Lawrence J. Mullen, and Kirsten
Garrow argue that television has become an important vehicle for
the construction of professional roles irrespective of the viewer’s
own ‘real-life’ experiences.’ Joseph Turow warns doctors and other
healthcare workers to be aware that their patients often come to
their offices with years of dramatic, romantic, and comedic stories
about the medical system ‘swimming in their heads’.® He argues
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that healthcare professionals should consider how these fictional
portrayals affect the ‘mental scripts’ patients bring to appointments.
Film portrayals of surgeons may create public expectations of
similar behaviours, attitudes, values, and practices that inform their
real-life interactions with doctors.”

These claims depend on the idea that societies have a ‘reper-
toire of identities’ from which individuals draw to construct their
personal and professional selves. This repertoire relies on mul-
tiple sources, or a ‘cumulative cultural text’ which embraces an
ever-changing parade of songs, stories, poems, films, television
programmes, memoirs, paintings, photos, and novels. These images
and scripts play back to healthcare workers what it is to be a pro-
fessional and at the same time shape public perception of profes-
sional identity. It is not possible, therefore, in the media-saturated
world we all inhabit, for a surgeon to make sense of their own
professional identity without reference to these public and pro-
fessional representations. Surgeons on screen have also become a
powerful teaching tool in a more specific sense. Clinical educators
have recognised the potency of filmic representations in ‘profes-
sional becoming’, and many incorporate these images in formal
education programmes. Spratt himself regularly appears in lectures
on surgical communication skills to demonstrate a paternalistic,
doctor-centred approach to medicine.® I have sat through multiple
talks by eminent surgeons and physicians in which they show clips
from Doctor in the House to emphasise how far we have, and have
not, come since the 1950s.

There are so many possible examples of mid-century medical
writing, film, and television that this is, of course, a selection and by
no means the only places where surgeons — both fictional and real —
appeared. They do, however, offer a nice cross-section of post-war
British society, and I take seriously culture that might otherwise be
dismissed as ‘light-weight’ or ‘women’s fiction’.” I also think it is
important to examine these popular representations alongside and
in conversation with surgeons’ own reflections on their profession
and reputation. To do so, I not only interweave discussions from
surgical and non-surgical sources, but also look for moments where
the two intersect, for example moments when surgeons commented
explicitly on popular representations in medical journals, or when
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writers drew on their professional clinical experience to inform and
flesh out their fictional characters and caricatures.

Popular representations under the NHS

In Chapter 1 I discussed the novel The Citadel, which painted a
harsh and critical picture of British healthcare and its constituent
professionals. After the foundation of the NHS, however, popular
representations changed. In post-war Britain, various cultural
products — ranging from romantic fiction to TV dramas — presented
doctors, surgeons, and nurses to an increasingly adoring public.
As Mathew Thompson has argued, these portrayals ‘helped pro-
mote sympathy for the service’.'” Their use of humour and romance
‘provided a valve for the release of tensions of class and gender
that was important in building affection for the system, despite its
shortcomings and its inheritance of a hierarchical culture’.!!

These new and altered cultural representations of healthcare tell
us much about the medical past and I am not the first historian to
gravitate towards popular culture as potentially illuminating pri-
mary source material. Films, fiction, and television programmes help
us ‘democratise the past’ and give us tantalising insight into what
ordinary people thought about healthcare and its practitioners.'?
Usually, historians of medicine focus on conventional historical
materials, such as those written by healthcare professionals and
published in esoteric journals and textbooks. In contrast, and while
this is not the primary aim of this book, more popular outputs help
bring the patient into the picture and emphasise her interactions
with doctors and healthcare systems — interactions that are ‘seldom
addressed in more conventional approaches’.!?

Film, fiction, and television are all useful sources for me, but
at the time these popular representations also served several, cru-
cial, purposes. For one, they sought to demystify the hospital
and reveal how patients experienced surgery and other clinical
processes and procedures. And, in the case of some of these popular
representations, they tried to do so in a comic and relatable way.'
Many, also, endeavoured to promote the healthcare professions
and embarked on a deliberate programme of positive representa-
tion. Some of this was already going on in the 1930s. As McKibbon
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has observed, reviewers of The Citadel were concerned that its
criticisms of healthcare and the medical professions went too far.
One journalist in the Times Literary Supplement wrote,

All over the country today are county and municipal officers who
care less for fees than for healing; in general practice are insignifi-
cant men and women living devoted, anxious lives with only fourteen
days a year away from the clamorous telephone by day and night.
In Harley Street are men who might stand by Lister without shame.
Above all, in the research departments of many a hospital are heroes
and martyrs. They should have been made an offset to Dr. Cronin’s
‘selected types’."®

The film censors, when they saw the initial script of the film, were
even more critical. The chief censor, J. C. Hanna, was anxious that
‘the confidence of the nation in the medical profession’ should not
be shaken. His assistant, Mrs N. Crouzet, agreed: ‘There is so much
that is disparaging to doctors in this book, that I consider it unsuit-
able for production as a film.”!®

While doctors, nurses, and surgeons appeared in popular cul-
ture throughout the nineteenth century and into the twentieth,
the new NHS prompted a proliferation of cultural representations
of hospitals, general practice surgeries, and their staff. Indeed, as
surgery increasingly relocated from the home to the hospital and
into highly specialised spaces within the hospitals, ‘it paradoxically
loomed larger in popular culture’.!” Writing about the American
context — but about things with plenty of resonance on this side
of the Atlantic as well — Susan E. Lederer argues that the middle
decades of the twentieth century, long regarded as a ‘golden age’
for medicine, were also a ‘golden age’ for popular representations
of medicine.'® If clinical characters had appeared in Victorian crime
novels and early twentieth-century satirical fiction, it was after the
foundation of the NHS that surgeons became popular celebrities.'”

‘Doctor—-Nurse’ romances

In the first few decades of the NHS, the public myths and popular
representation of surgeons varied widely. Those who appeared
in televised soap operas were idealised, self-abnegating heroes. In
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contrast, those in comedy films, middle-brow fiction, and romantic
novels were often detached and dispassionate, ranging from the
merely unsympathetic to the cruelly sadistic. Mills & Boon were
the most prolific publishers of romantic fiction in twentieth-century
Britain. Today, they have 3.2 million devoted readers in the United
Kingdom and 50 million worldwide. They sell 200 million novels
every year, and a Mills & Boon paperback is sold in a UK bookshop
on average every 6.6 seconds.”’ Founded in 1908 as a publisher of
general fiction, as well as etiquette guides and manuals for modern
living, it quickly became clear that romances were their bestsellers.
Mills & Boon love stories were indeed widely read. They were sold
in ubiquitous high street shops like Woolworths and WH Smith
and distributed through public and private lending libraries. In
1972, they sold 26,800,000 English-language novels globally, and
in 1973 sales exceeded 30 million.

Despite the global reach of their books, Mills & Boon saw them-
selves as a British institution. And they offered a very narrow defin-
ition of Britishness. Mills & Boon heroines from the mid-twentieth
century were invariably white. While this might not be all that
surprising considering the nature of popular culture in post-war
Britain, the clinical setting of these novels means that the absence
of Black and Brown protagonists requires further explanation. As
I will discuss in chapters 4 and 5, the foundation of the NHS saw an
expansion of female participation in the labour market and a much
more ethnically diverse healthcare workforce. Indeed, the advent of
the NHS in 1948 coincided almost exactly with the post-war mass
movement to Britain of once-colonial populations. Against this
backdrop, the absence of Black and Brown Mills & Boon heroines
is more notable. As Hsu-Ming Teo has observed, ‘white women —
primarily of British heritage — were naturalised as the heroines of
romance’, because historically, ‘white women function as emblem-
atic objects of heterosexual desire’.”!

Around 1950, the publisher introduced a new sub-genre — the
‘Doctor-Nurse’ romances. These books soon flourished, and by
1957 they constituted a quarter of the publisher’s sales.”> While Mills
& Boon did not mandate that its authors have relevant expertise,
just like in the case of Elizabeth Gilzean, the ‘Doctor-Nurse’
romances were almost always written by women with healthcare
backgrounds who drew on their real-life experiences of hospital
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life in their efforts to portray romantic, but authentic, characters.
And yet, despite this gloss of reality, the hospitals in these many
thousands of novels were populated by stereotypical figures who
embodied romantic ideals and gendered extremes. Surgeons, and
to a lesser extent doctors, were famed for their authoritarian and
autocratic attitudes and their detachment from patient suffering.
While many of these qualities might be considered unappealing,
some of them were used by Mills & Boon authors to emphasise
doctors and surgeons as ideal male romantic leads.

Even in romantic fiction otherwise devoted to positive portrayals
of healthcare professionals, surgeons were repeatedly described
as being emotionally detached or restrained — characteristics that
applied to both their jobs and to their romantic affairs. Both
authors and fictional chara