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William Halsted was born in New York in 1852and died in 1922.
In the seventy years of his life he contributed more to surgery than
any other surgeon has ever done or is likely to do. He developed
a radical operation for removing the breast for cancer, introduced
rubber gloves for use in the operation theatre, demonstrated that
the submucosal layer ofthe intestine was better suited than muscle
to hold sutures during anastomosis, developed an operation for
hernia, introduced the plate and buried screw technique for the
management of fractures of the long bones and first described the
use of local anaesthesia. He also championed the philosophy of
safe surgery by showing that it was not necessary to operate fast
and rough but that better results were obtained with care and
precision-maintaining haemostasis, handling tissues gently and
reapproximating the tissue planes as they had been before opera-
tion. However, Halsted's most important contribution to surgery
was probably the introduction of the residency system where over
8 years a young surgeon was given increasing responsibility
culminating in independent and autonomous activity. Of the 72
residents who trained with Halsted, 27 went on to become Profes-
sors of Surgery at Harvard, Yale, Stanford, Cornell, Virginia and
other US medical schools. Among these were Harvey Cushing,
Joseph Bloodgood and Walter Dandy. Halsted received little
professional recognition during his career and the Maryland
Medical and Surgical faculty was the only society of which he
became President. John Cameron (Ann Surg 1997;225:445-8),
the present incumbent of his surgical chair at the Johns Hopkins
Hospital and Medical School, ends a moving and scholarly tribute
to him by describing Halsted's funeral as 'a quiet, private ending
to the most productive and influential surgical career witnessed in
this country. It is perhaps as Halsted would have wished.'

Isn't it about time that there were more studies to test whether
or not practising yoga is good for one's health? Kelly Morris in
The Lancet (1998;351 :456-9) outlines the studies that have
been done so far. Lou et al. from Copenhagen, using positron
emission tomography, found that while in the normal resting
state there is a high blood flow in the brain's frontal lobe, basal
ganglia, thalamus and cerebellum during yogic sleep there is
selective activity in the posterior parts of the brain. From San
Diego, California Drs Shannahoff-Khalsa and Floyd Bloom,
now Editor of Science, studied unilateral forced nostril breath-
ing, an important yogic breath control technique, and found
that left-sided breathing improves spatial skills whereas right-
sided breathing increases verbal skills. This technique has
also been used to treat obsessive-compulsive disorders.
Workers in India (at the All India Institute of Medical Sciences)
and elsewhere have shown that people can control their heart
rate and other physiological parameters with yoga. We should
now test, using controlled trials, whether the peace and calm
from yoga can really 'cause health', and also 'cure disease'.

More simple and inexpensive ways of 'causing health'. Hakim
and her colleagues from the USA (N Engl J Med 1998;338:94-9)
examined the association between walking and mortality in 707
non-smoking retired men aged between 61 and 81 years. There
were 208 deaths during the 12years follow up and, after adjusting
for age, the mortality of men who walked less than one mile per
day was nearly twice that of those who walked two miles a day
(40.5%v. 23.8%). The authors conclude that encouraging elderly
people to walk at least two miles a day may benefit their health.

The reason why some of the articles commented on in this
issue's 'Masala' are from the British Medical Journal is be-
cause of the amazing and welcome advent of the full text of the
BMJ on the Internet. Delamothe and Smith (BMJ 1998;316:
1109-10) estimate that while it takes about 3 days to produce
and deliver copies of the journals to most addresses in the
United Kingdom and 2-3 weeks to Australia (and about 2-3
months to India!) the electronic journal is available to all
countries who have access to the world wide web on the Friday
preceding the cover date. There are no space constraints-for
research articles protocols, detailed methods, raw data as well
as the details of the peer review process will soon be included.
Comments on the articles will be posted on the web site within
48 hours and readers can link directly from the BMJ article to
a MEDLINE abstract. The web 'might do more to level the
playing field for the information-poor than any number of out-
of-date medical journals and books sent to the developing
world'. It is pathetic to see some medical school libraries in
India which consist of little rooms with one or two ancient
journals just because there are no funds available to pay for
expensive journal subscriptions. All these problems will be
solved by a one-time acquisition. of computers with internet
access and we will all be back in the global medical main-
stream rather than on the periphery. Will this mean the end of
paper journals? Probably not, because, as the authors sug-
gest, reading words on a page is still much easier than on
screen and a paper journal can also be carried around easily,
folded, read lying in bed, notes made in the margins and pages
torn out. It will be more accessible in the developing world for
many years because computers, modems and an internet
connection are still very expensive and our inferior telephone
system makes it a major hassle to download material from the
internet. Nevertheless, for those lucky enough to have home
or work computers with internet access, I would strongly
recommend the electronic BMJ.

Finally, a useful and elegant randomized controlled trial from
Muzaffarpur, Bihar. This state has half the world's cases of
visceral leishmaniasis and only 25% of the infections are now
responsive to traditional treatment with pentavalent antimony
compounds. Workers at the Kala-Azar Research Centre (BM]
1998;316:1200-5) together with the World Health Organization
compared the safety and effectiveness of three doses of aminosi-
dine, an aminoglycoside antibiotic, with standard treatment with
sodium stibogluconate. Of 507patients with visceral leishmaniasis
120met the study's inclusion criteria-patients aged 6-50 years,
clinical features compatible with the diagnosis, spleen or bone
marrow aspirates positive for leishmania amastigotes and signed
informed consent. They were divided into four groups of 30 and
were given aminosidine at three daily doses of 12,16and 20 mg/
kg/day for 21 days and sodium stibogluconate 20 mg/kg/day for
30 days. At initial assessment and every week, clinical examina-
tion was done as well as blood chemistry, haematology and urine
analysis. A remarkable 119 of the 120 patients completed the
treatment and follow up and 16and 20 mg/kg/day of aminosidine
were found to be significantly more active than sodium stibo-
gluconate (93% and 97% cure rates v. 63%). The authors recom-
mend 16or 20 mg/kg/day of aminosidine for 21 days as first-line
treatment for visceral leishmaniasis in Bihar. We are lost in
admiration for this excellent bit of medical research done in what
we know are fairly adverse circumstances.
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