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Abstract: This review provides a fresh perspective on the work of J. Marion Sims,

an Antebellum era physician who invented the vaginally speculum that bears

his name. His accent to become the “Father of Modern Gynecology” was his

groundbreaking development of the surgical techniques for the repair for

vesicovaginal fistula.

Recent scholarship, however, has pointed to the dark side of Sims in that his

techniques were perfected through his use of Black slave women as his research

subjects. In addition, he has been criticized for his failure to use anesthesia

during his research operations.

This article argues that Sims’s work needs to be understood in a broader historical

context and within the broader framework of other forms of human

experimentation that took place in the nineteenth and twentieth centuries.

There is a strong argument that recent attempts to remove Sims from history also

have the unintended consequence of removing the contributions of not only

the Black slave women who were his subjects in the development of modern

obstetrical medicine, but the important role Blacks played in the development

of other medical procedures.
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“I personally believe that it’s important that we

recognize our history d the good and bad d and

that we tell stories, because it’s by telling stories that

we will recognize that we can do better.”

Canadian Environment Minister Catherine McKenna

INTRODUCTION

T
he issue of retrospective evaluation of history came

into the headlines in August 2017 in the town of

Charlottesville, Virginia when protestors opposed

to the removal of statutes honoring Civil War generals of

the Confederacy clashed with those who wanted the

statues removed. This contentious issue mainly divided by

race and geography has not been limited to battlefield

heroics.1

In April 2017 a four-part exposé appeared in the South

Carolina newspaper The Post and Courier. The exposé was

a retrospective evaluation of J. Marion Sims, MD a hero of

Civil War era medicine who is often referred to as the

“Father of Modern Gynecology”.2

In recent years his reputation has become somewhat

tarnished because of his use of Black slave women in his

medical experimentation, and being accused of among

other things, torture. This accusation is primarily derived

from, but not limited to the fact that he failed to use

anesthesia on his slave patients.3

The response to this revelation was knee-jerk and like

those in Charlottesville included calls for the removal of

monuments that pay tribute to Sims work. A bust of Sims on

display at his alma mater, Thomas Jefferson University, was

abruptly removed without explanation and placed in stor-

age.4 On January 12, 2018 the statue of Sims that until

recently stood in Central Park was relocated to Green-Wood

Cemetery in Brooklyn, where he is buried.5 A similar

monument of Dr. Sims stands on the grounds of the South

Carolina Statehouse in Columbia where there are currently

no plans to relocate it despite numerous protests.6This paper

explores how such well-intentioned yet ill-advised attempts

to eliminate Dr. Sims’s legacy actually may have a potential

negative impact on African American history because it

simultaneously eliminates the contributions to gynecology

made by African American female slaves.

THE HISTORY OF HUMAN
EXPERIMENTATION
The words “human medical experimentation” usually

conjure up visions of the practice of medicine in Nazi

concentration camps, places like Auschwitz and Dachau,

where human life was cheap and test subjects plentiful. It

was in these human laboratories where pseudo-scientific

experimentation by trained physicians, men such as the

infamous Dr. Joseph Mengele and the lesser known but

equally vicious Dr. Sigmund Rascher were carried out.7
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Rascher a physician at Dachau concentration camp, led

the experiments to test the ability of a downed pilot to

withstand the effects of hypothermia in frigid waters. In

these experiments concentration camp inmates were

exposed to freezing temperatures until they became

unconscious. This was followed by various attempts at

revival through rewarming. The experiments were con-

ducted with the full knowledge and expectation that sub-

jects would die.8 The data from these experiments

continue to be a source of debate among bioethicists and

historians even today, arguing that even if others may

benefit from it, that the use of such insights might replace

condemnation.9 The data from the Rasher experiments

were eventually compiled in a report by Dr. Leo Alexander

and published by the United States Department of Com-

merce in the hope “that it will be of direct benefit to US

science and industry.”10

Nazi era historian William Seidelman has noted that

results from other experiments carried out by the Nazi

regime on concentration camp inmates were later used in

the advancement of modern-day medicine. He concluded,

“Despite the ultimate evil committed in the name of such

science, the legacy left by these physicians continues to

this day and has become part of contemporary medi-

cine.”11 Moe has suggested that by using the data, good

may be derived from evil, provided the horror is openly

addressed. She writes:

“A decision to use the data should not be made

without regret or without acknowledging the incom-

prehensible horror that produced them. We cannot

imply an approval of the methods. Nor, however,

should we let the inhumanity of the experiments blind

us to the possibility that some good may be salvaged

from the ashes.”12

That others beside Nazi doctors committed atrocities in

the name of medical progress is widely known among

medical historians and bioethics professionals, but less so

by the general public. Examples of what could be cate-

gorized as state-endorsed “quasi-therapeutic” human

experimentation include those carried out at Stateville

Penitentiary in Illinois where the testing of the safety and

efficacy of novel anti-malaria drugs required making

healthy prisoners ill by infecting them with malaria. This

experiment was being carried out during the same time

period of Nazi experimentation.13

Similar experiments where healthy individuals were

intentionally made ill occurred in federally funded studies

during the 1940s. Researcher Dr. W. Paul Havens Jr. used

patients from mental institutions in Middletown and Nor-

wich, Connecticut exposing them to hepatitis in a series of

experiments. Havens, a World Health Organization expert

on viral diseases, would go on to become a well-respected

scientist who was the first to differentiate the types of

hepatitis and their causes.14

Joseph Goldberger, MD. an epidemiologist and physi-

cian with the US Public Health Service who was nomi-

nated five times for a Nobel Prize and hailed as a hero of

the poor, is credited with publicizing the link between

poverty and ill-health as well as the link between poor

nutrition and pellagra. Goldberger was tasked by the

United States Public Health Service with finding a cure to

that disease which had reached epidemic levels in the rural

southern United States.

Goldberger formulated the hypothesis that diet was

primarily responsible for the disease.15 To test this theory,

he recruited eleven prisoners from Rankin State Prison in

Mississippi who would undergo dietary modification in an

effort to induce pellagra in these otherwise healthy vol-

unteers. In exchange for their participation, the prisoners

were promised a full pardon.16 After five months, several

prisoners began to show symptoms of pellagra, and it was

reported that inmates who developed the disease suffered

so greatly that some were willing to forgo the pardon to

discontinue the study.17 They presented complaints of se-

vere lethargy, dizziness, and pains in their backs, sides, and

legs as well as skin lesions and the “red flame” of pellagra.

One test subject said he had been through “a thousand

hells,” whereas another swore he would choose a “lifetime

of hard labor” rather than go through such a “hellish

experiment” again. 18

In his book on the history of New York’s Bellevue

Hospital, author David Oshinsky stated, “There were no

rules regarding the informed consent of the patient in

nineteenth century America, (the same time period in

which Sims also operated) and no constraints beyond a

physician’s conscious and imagination.”19 Among the

criticism of Sims has been his failure to use anesthesia,

with the implication that it was done so because his pa-

tients were Black slaves, however Oshinsky indicates that

this was a common practice in his telling the history sur-

geon Dr Valentine Mott. Motts. He notes that Mott’s

favorite procedures was removing testicles that “had been

drawn up by a gradual contraction of the surrounding

muscle.” “He had removed over a bushel of testicles, some

of them weighing more than a pound, “much of his success

came before the introduction of anesthesia.”20

While it is widely believed that human subjects became

protected from unethical medical experimentation

following the discovery atrocities committed by Nazi

doctors in war-related research with what is known as The

Nuremberg Code the facts prove otherwise. Many exper-

iments that put the lives of the participants in danger,
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although perhaps not to the degree of those carried by Nazi

regime continued to be carried out on unsuspecting

citizens for decades following WWII.21 It wasn’t until the

now famous exposé on abuses of human subjects penned

by Henry Beecher in the New England Journal of Medi-

cine detailing what he considered to be ethically prob-

lematic research being carried out in the United States that

things began to change.22

Perhaps the best-known ethically problematic research

project in American medical history like that of Sims work

also involved Blacks. The Tuskegee Syphilis Study which

dated from dated from 1932 to 1972 looked at the epide-

miology and feasibility of partial treatment of serologically

confirmed syphilis in black men. Hundreds of poor Black

men were tracked in order to study the progression of

untreated syphilis long after a cure with penicillin had

become widely available.23

This government-condoned human experimentation

caused public outcry in 1972, which was triggered by an

African American whistleblower at the Centers for Disease

Control.24 It was this outcry that led Congress in 1974 to

establish the National Commission for the Protection of

Human Subjects of Biomedical and Behavioral Research

which revised and expanded its regulations for the pro-

tection of human subjects. The document widely known as

the Belmont Report (named for the location at the

Smithsonian Institute where the meeting took place)

became the framework for the subsequent establishment of

institutional review boards.25

INSTITUTIONAL REVIEW BOARDS
While it is not the purpose of this article to present a

detailed critique of the shortcomings of Institutional

review boards (IRB’s) when considering the context of this

paper and the low participation of people of color in

research studies a brief review is in order.

Less than 10% of all participants enrolled in clinical

research trials today are minorities26 and the underrepre-

sentation of African Americans in health research is even

more pronounced27e29 A 2014 study that analyzed mi-

nority participation in 17 prostate cancer studies submitted

to the U.S. Food and Drug Administration (FDA) between

1994 and 2011 found that African Americans made up

only 5.3% of the study populations, despite the fact that

three trials had study cohorts with more than 20% minority

individuals.30 Even more disturbing was the fact that

during this 17-year period there was nothing to indicate

that this trend was changing. While it has been 25-years

since the passage of The National Institutes of Health

(NIH) Revitalization Act of 1993 that mandated the

commensurate inclusion of minorities in all NIH-funded

research the proportion of minority participants enrolled

in NIH-funded research remains persistently low.31

Recognizing this continued shortcoming, the updated

2014 reauthorization report concludes that further policy

changes are urgently needed to increase minority partici-

pation in health research.32

There should be no mystery among government

researchers as to why this has occurred. The systematic

abuse of people of color has in part created a historically

based culture of distrust of the medical profession within

minority communities. This distrust based on real and

perceived examples of exploitation of researchers is no

doubt the number one barrier to participation in clinical

research. Among the reports that have studied this subject

the fears of mistreatment and exploitation (“being treated

as a guinea pig”) as well the fear that the data will be used

primarily to advance researchers’ careers and portray

communities in an unfavorable light are top among rea-

sons given as to why individuals refuse study

participation.33,34

Another significant factor and one that is often over-

looked is because only 5% of practicing physicians are

Black, it less likely that large numbers of referrals to

studies could be made by this population. And while

distrust is a major barrier to participation Hatchett and her

colleagues (2000) report that another reason many African

Americans report that they have not participated in health

research is that no one has ever asked them.35

IRB’s operate by utilizing the three ethical principles

that form the basis of the Belmont report:36

Respect for persons. This principle includes both

respect for the autonomy of human subjects and the

importance of protecting vulnerable individuals.

Beneficence. More than just promotion of well-being,

the duty of beneficence requires that research maximize

the benefit-to-harm ratio for individual subjects and for the

research program as a whole.

Justice. Justice in research focuses on the duty to assign

the burden and benefits of research fairly.

While in theory these ethical principles appear as a

protective mechanism for study participants the truth is

that they are more symbolic than practical. Because

participants are in enrolled in order to identify improved

methods to treat, cure, and avoid illness and disease they

are exposed to risks and burdens to collect data that

might benefit others, this raises concern regarding the

potential for exploitation. What most study participants

fail to realize is that once enrolled in a research study

there is a fundamental change that takes place, that is the

introduction of a primary competing interest, with the

result that participants cannot rely on investigators to

protect them.
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Additional issues that study participants may or may

not be aware of are what type of IRB cleared the study,

was it a central IRB or a local IRB. Central IRBs are

usually for-profit ventures that receive payment from

investigators for their services. Arguments against central

IRBs maintain that they are open to influence from the

investigators who pay them and that their income derives

from their ability to please the investigators, thus leading

to quick and easy approval. On the other end of the

spectrum are what are known as Local IRBs. These are

usually established as a function of academic institutions

that conduct research, and on the surface these boards may

appear to be a clearer ethical choice for investigators a

closer look raises a number of potential arguments against

local IRBs, among these is that the academic institution

itself usually will have conflicts of interest about research.

The institution benefits from the research dollars and the

prestige associated with a far-reaching and well-funded

research agenda. Local IRBs are under pressure to

approve research to protect the financial resources and

power of the institution. Thus, neither structure is free

from potential conflict.37

Other problems with the IRB system include compli-

ance and enforcement. Since IRB review is almost entirely

prospective, there exists very little check on whether

researchers in clinical domains actually do exactly what

they say they are going to do. Not infrequently researchers

they have figured out what it is that IRBs want to hear and

figured out ways to say exactly that.

The result of poor IRB oversight can lead to tragedy as

was the well-publicized case of Ellen Roche, a 24-year-old

technician at the Johns Hopkins Asthma and Allergy

Center and a healthy volunteer in a study of asthma funded

by the National Institutes of Health. Roche died while a

participant in the study. Following her death NIH strongly

criticized the medical school’s two IRBs saying they failed

to review new protocols properly and to provide a “sub-

stantive and meaningful” review of ongoing projects.38

THERAPEUTIC VS. NON-THERAPEUTIC
EXPERIMENTATION
The term “human experimentation” has taken on an all-

encompassing definition in many academic circles and it

may be one of the major reasons that Sims has come under

such scrutiny. Clearly human medical experimentation

even prior to patient protections fell into one of two

categories, therapeutic and non-therapeutic.39

Non-therapeutic experiments are defined as those that

are not intended to benefit those on whom they are per-

formed, such as those performed by Sigmund Rascher on

Jewish concentration camp inmates where death of the

subject as a result of the experiment was certain. A more

specific description would be torture and this, unfairly, is

the context in which most anti-Sims elements place the

doctor. Unlike many of the experiments described earlier

in this paper Sims surgical attempts at a cure of women

who were already gravely ill. Sims did not induce illness

into his subjects, nor is there any evidence that he inten-

tionally inflicted pain or even contemplated the loss of a

life in order to find a solution to the problem. On the

contrary, there is every indication that his attempts were

purely to find a cure for a most debilitating malady and is

well documented that all of his slave patients recovered,

and we can assume lived better lives because of the

surgery. There are no reports of fatalities among Sims

participants and it is widely acknowledged that his work

aided tens of thousands of females, both black and white.40

J. MARION SIMS, MD
On January 25, 1813 in Lancaster County, South Carolina

John Sims and Mahala Mackey would welcome J. Marion

Sims, the first of their eight children. His childhood was

unremarkable, and he was urged by his father to become a

lawyer or a minister. Sims had no interest in either pro-

fession and instead chose medicine. By his own account,

he was at best a mediocre student who ‘‘never was

remarkable for anything...except good behavior.’’41

Sims began his medical education in 1833 at Charleston

Medical School (known today as the Medical University

of South Carolina), where he studied for one year before

transferring to Jefferson Medical College in Philadelphia.

Following graduation from Jefferson, he returned to Lan-

caster County, Alabama to begin his own practice. In 1840

following numerous bouts of malaria and in an effort to

seek out a healthier climate he would relocate and settle in

Montgomery, Alabama.42

By 1820, in response to the US ban on the importation

of new slaves from Africa, most slaveholders improved the

living conditions of their slaves in an effort to reduce

escape attempts and keep them healthy. Savitt notes that

there were instances of slaveholders showing true

compassion for ill slaves, however in most cases care was

dispensed purely out of economic self-interest.43 A slave

who became ill meant a loss of working time and poten-

tially the even greater loss of death. The most common

measure of the health of a population is its life expectancy;

in 1850, the life expectancy of a White male was 40 years

of age while his Black slave counterpart could be expected

to live to age.40,44

While William Scarborough’s Masters of the Big

House depicts slave holders as going to great lengths to

protect the health of their slaves, including vaccinating
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slave infants against small pox and paying on average $1-

$2 (about $29 in 2018 currency) annually per slave for

medical care, these actions were largely limited to what

have been characterized as elite slave holders, those who

owned 250 slaves or more.45 The majority of slave holders

would attempt home remedies and only after these failed

would a physician be summoned.46 Southern apologists

argue that southern slaves were well-treated in times of

sickness, offering as proof the proliferation of slave hos-

pitals in the developing urban areas of the South, where

entrepreneurial physicians opened private hospitals to

cater to the increasing slave population. Kenny noted that

“. doctoring in the South was deeply dependent on the

economy of slavery and also intimately connected to the

region’s domestic slave trade system.”47

Among the entrepreneurial physicians who took

advantage of the large patient pool was J. Marion Sims,

MD. Sims rapidly earned the reputation of a skillful

general surgeon and built a private eight bed hospital in

the rear of his home. Like many of his colleagues, he was

soon making a very good living as a physician to slaves

on local plantations and showed no interest in the yet to

be named specialty of gynecology. Sims has been quoted

as saying at the time ‘‘If there was anything I hated, it

was investigating the organs of the female pelvis.”48

Certainly a statement of some irony for the man who

would ascend into medical immortality as the father of

modern surgical gynecology as a result of his develop-

ment of a procedure to repair the abnormal connection

between the bladder and vagina (resulting in continuous

leakage of urine from the vagina) known as vesicovaginal

fistula.

VESICOVAGINAL FISTULA
In 1836 Johann Friedrich Dieffenbach, a pioneer in the

field of plastic surgery wrote:

A sadder situation can hardly exist than that of a woman

afflicted with a vesicovaginal fistula.a source of disgust,

even to herself, the woman beloved by her husband be-

comes, in this condition, the object of bodily revulsion to

him...49

The reason for Dieffenbach’s description is clear when

one understands that the condition often caused complete

loss of urinary control. With a continuous stream of urine,

the victims of this condition frequently developed a

repulsive, chronic, and malodorous condition. Addition-

ally, there was often the loss of vaginal function due to

extensive scarring of the birth canal, as well as recurring

pelvic and urinary tract infections. A very graphic

description was presented by Kollock to the Georgia

Medical Society in 1857:

The poor woman [with a vesicovaginal fistula] is now

reduced to a condition of the most piteous description,

compared with which, most of the other physical evils of

life sink into utter insignificance. The urine passing into

the vagina as soon as it is secreted, inflames and excoriates

its mucous lining, covering it with calcareous depositions,

and causing great suffering. It trickles constantly down her

thighs, irritates the integument with its acrid qualities,

keeps her clothing constantly soaked, and exhales without

cessation its peculiar odour (sic), insupportable to herself

and those all around her. In cases where the sloughing has

been extensive, and the loss of substance of the tissues

great, and where neither palliative nor curable means have

availed for the relief of the sufferer, she has been

compelled to sit constantly on a chair, or stool, with a hole

in the seat, through which the urine descends into a vessel

beneath.50

Sims himself described the condition as follows, “The

clothes and bedding of the unfortunate patient are

constantly saturated with the discharge, thus exhaling a

disagreeable effluvium, alike disgusting to herself and

repulsive to others”51

Cumulatively, the effects of vesicovaginal fistula

diminished self-esteem, damaged body image, and not

infrequently led to severe depression and even suicide.

Most surgical textbooks from the period described the

desperation of women with this condition, with one noting

that “The common experience of surgeons who undertook

the care of women with vesicovaginal fistulas was a

repeated series of failures, with the desperate patients

returning again and again, begging that another attempt be

made to give them some relief.”52 As one can see, this is

hardly the benign condition described by McGregor, who

erroneously argued that the condition was one of the

“minor non-life threatening effects of slavery that was

rarely recorded” and the condition was medicalized by

physicians in their efforts to strengthen their position in a

turf battle with midwives.53 The condition was a life-

altering pathology and one that medicine considered

incurable until Sims’s innovations.

While Sims is known for developing a procedure to

treat vesicovaginal fistula, this would not have been

possible without one of his earlier inventions, the vaginal

speculum. Its discovery was accidental and made out of

necessity. Sims was called to treat a female patient (not a

slave) who had been thrown off a pony. He placed the

patient in a lateral decubitus position, (i.e., with her knees

touching her chest), which is known today as the Sims

position, and fashioned a crude tool from a pewter spoon

to expand the walls of the vagina. Because Sims then had

access and visualization, he was able to successfully

relocate her displaced uterus to its proper position and thus
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causing a change in air pressure. The patient’s relief was

immediate. Describing the moment, Sims said:

I cannot, nor is it needful for me to describe, my

emotions when the air rushed in and dilated the vagina to

its greatest capacity whereby its whole surface was seen at

one view, for the first time by any mortal man.42

Sims believed with this increased access to the female

anatomy and visualization he could find a surgical remedy

for vesicovaginal fistulas. This spoon would become the

first prototype for the speculum that would bear his name.

With his new instrument, Sims would now have some

of his earlier cases of slave women whom he had unsuc-

cessfully treated for vesicovaginal fistulas return to the

small eight bed hospital he built behind his home. Among

those returning was Anarcha, a slave woman whose con-

dition began following being in labor for three days

without any prospect of delivery. Sims, who admittedly

had little experience with forceps, nonetheless successfully

delivered the baby utilizing them, but as a result of the

prolonged labor the mother sustained several fistulas,

resulting in incontinence.54

The second case was that of the slave Betsey, owned by

Sims’s colleague Dr. Harris. Harris described Betsey as “a

young woman seventeen or eighteen years old, married

last year, had a baby about a month ago. Since then she has

not been able to hold a single drop of water.” This

description indicated that she suffered from urinary in-

continence. She was diagnosed by Sims as having an

incurable bladder fistula.55

The third case Sims was asked to consult on involved

the slave girl of former patient. Her name was Lucy and

she was about eighteen years old. She had given birth to a

child two months earlier, and since that time had urinary

incontinence. In describing his first attempt at surgical

repair of Lucy Sims stated, “I soon operated upon the

fistula, closing it in about an hour’s time.” “Unfortunately,

the operation failed.”56 However, it would be this feeling

of helplessness and failure that would cause Sims to obsess

with finding a method to repair the condition. It is this

obsession with finding a cure where historical events begin

to get muddled, and where criticism of Sims also begins.

It has been reported that Sims “acquired” (presumably

they were given to him because of their disability) 11

female slaves all suffering with vesicovaginal fistula by

promising their masters to ‘‘lodge, board, and treat

them.’’ Over the next three years, Sims repeatedly

operated on these women. However, this work was all in

vain because their fistulas would inevitably reopen. Re-

ports of the original three slave women Lucy, Anarcha,

and Betsey having all undergone multiple surgeries

(some as many as 30) has been a major source of criti-

cism of Sims.57

Defense of Sims’s multiple surgeries has centered on

understanding the desperation of the patients suffering

from this condition. “Women with this condition have a

miserable existence, often being ostracized by society and

their families, and occasionally are relegated to a hermit’s

existence.”58 Indeed, they often begged for additional

surgery in another attempt at a cure.33 Critics of Sims have

insisted that these slave women were nothing more than

human guinea pigs who had no choice in deciding if they

were to undergo additional procedures. Often cited as his

most egregious offense and the one that most often links

him to the medical experimentation of Nazi Germany, was

his failure to use anesthesia on his patients. Instead, he

supplied them with copious amounts of morphine both

during and after surgery. While there have been accusa-

tions that he intentionally tried to addict his patients, this

too has been dispelled.59

ANESTHESIA CONTROVERSY
Although we will never know with certainty if these

women willingly underwent the multiple procedures, it

could be convincingly argued that their position as slaves

negated the terms willingly and unwillingly, although it

certainly could equally be argued that knowing the severity

of the condition and how they suffered both physically and

emotionally that perhaps they did ask for the surgery.

Thus, since it cannot be conclusively proven one way or

the other, critics instead have focused their attacks on Sims

failure to anesthetize patients, invoking the image of him

as a torturer, and drawing comparisons to Nazi doctors.

Examples of this can be seen with online blogs with titles

such as “James Marion Sims: Father Butcher.”60

The academic literature does not do much to dispel this

perception either with inaccurate or unsubstantiated state-

ments such as: “Surprisingly, even though ether was

available as an anesthetic, Dr. Sims decided against its use

because he did not consider the pain from his repair

enough to justify its administration.”3 Folta further

asserted:

During these experimental surgeries, slave women had

to be held down and were denied the use of anesthesia,

despite its use within the medical field since Crawford

Williamson Long became the first doctor to use ether as an

anesthetic in 1842.61

While Long did use anesthesia in 1842, it was not until

1849 that he published his findings.62 This was in an era

with that lacked reliable methods of communication and

access to medical journals.63 Therefore, discoveries could

take a year or more before publication and dissemination

to field practitioners. Washington argued that Sims knew

of anesthesia as early as 1840 and “flatly refused to
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administer it to the slave women and girls” He then goes

on to quote Sims but, in neither case, does he cite a

reference.64 Although various claims of using ether prior

to its 1846 demonstration have been reported,65 the like-

lihood of Sims being aware of this discovery is highly

improbable and even if he did what most fail to recognize

was his lack of training and experience in its use would in

all probability have been more of a danger then the actual

surgery.

The history of anesthesia itself is complex, with mul-

tiple individuals from the mid nineteenth century claiming

primacy to its discovery and its value in pain free surgery.

There have been reports of Swiss physician Paracelsus (the

father of toxicology) using ether in the sixteenth century

and reporting that it was a successful anesthetic for ani-

mals. However, he did not extend his efforts to humans.66

While most medical historians recognize William Thomas

Green Morton as the discoverer of surgical anesthesia, this

is not without controversy. Morton was a student of New

England dentist Horace Wells who used nitrous oxide to

remove patients’ teeth painlessly. Morton also experi-

mented with nitrous oxide. However, after meeting Bos-

tonian chemist Charles Jackson, Morton began

experimenting with ether. In 1846, Morton famously

demonstrated the effects of ether at Massachusetts General

Hospital during a surgery performed by Dr. J. C. Warren. It

was not long after Morton’s demonstration that Jackson

claimed that he was the original discoverer of ether for

surgical anesthesia and had conceived of this use in 1842

but not pursued it. He stated that instead he instructed

Morton on its potential.67

There have been claims that Sims’s lack of anesthesia

use was racially motivated because he subscribed to the

common belief of the day that Blacks possessed a higher

pain threshold than Whites.68 Interestingly, this belief is

still held by many physicians and medical students even

today.69 Assertions that Sims only used anesthesia on

White women while forcing Blacks to endure indescrib-

able pain have been reported in the literature. However,

here again we see the absence of any citation for such a

claim.70 Ojanuga, a critic of Sims and his use of slaves,

nonetheless notes, “Sims was unaware of the advances

which had been made in this area of medicine.”71 Staunch

defenders of Sims, who performed his first fistula surgery

in 1845, have noted that anesthesia in surgery was not

publicly demonstrated until October 16, 1846 in Boston

and even after this demonstration it was a decade or more

before the procedure became widely accepted.72

While the debate over Sims’s use of anesthesia remains

an open question, a rational analysis of the issue would

seem to suggest that race would have had little to do with

its use or lack thereof. If anesthesia were available, why

would any surgeon who had the option to operate on an

anesthetized patient choose instead an unanesthetized one

who fought, screamed, and had to be strapped and held

down by others? There is nothing to suggest that Sims was

sadistic in his personality; moreover, even critics would

agree he was obsessed with finding a way to repair ves-

icovaginal fistulas. It would appear that the anesthesia

issue is one more unsubstantiated attempt to villainize

Sims.

In the recently released text Tears for My Sisters: The

Tragedy of Obstetric Fistula, L. Lewis Wall, MD, a pro-

fessor of anthropology and obstetrics and gynecology at

Washington University in St. Louis, argues that current

criticism of Sims is unfair and biased:

Modern critics of Sims uncritically adopt a persistent

view of anesthesia when looking at the late 1840s. The

modern critics being comfortably accustomed to the

achievements of modern medicine (and blissfully un-

aware, it seems, of the disasters and abuses that propelled

medicine to its current position in the twenty-first

century).73

Wall presents the risk to benefit argument from a

nineteenth century perspective. Anesthesia was very new,

and experience with its use was limited to few practi-

tioners. Furthermore, despite the belief of most modern-

day critics of Sims that once anesthesia was discovered

it should have instantly been widely disseminated, it was

not enthusiastically or uncritically embraced by the

medical profession. That anesthetic death, a common

occurrence in the hands of early untrained users, was a risk

is not mentioned by most critics. Even as late as 20 years

following anesthesia’s discovery it was estimated that one

death occurred in every 2700 administrations.74 Because

of its high mortality rate, especially in untrained hands, it

could be reasonably argued that anesthesia’s use, unless

necessary, was in fact a form of experimentation and an

ethical breach. Sir James Young Simpson, the developer of

chloroform and a champion of obstetric anesthesia, felt

that most fistula repair operations did not require

anesthesia.43

The other subject of consideration, although

deplorable to modern sensibilities, is that of property

damage. Slaves were considered property and had

value. Clearly, damaged property had less value.

Therefore, even if Sims was racially motivated, it would

nonsensical to cause additional physical harm to these

patients. There is no indication that Sims purchased the

original slaves that he operated on, and in his autobi-

ography, He clearly indicates that he promised their

owners no harm or additional damage would come to

them, noting that he was responsible for the wellbeing

of their “property”:
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“I agree to perform no experiment or operation on

either of them to endanger their lives, and will not

charge a cent for keeping them, but you must pay

their taxes and clothe them. I will keep them at my

own expense.”75

FINDING THE CURE
In June 1849, Sims was still unsuccessful in finding a

surgical technique to repair fistulas. However, it suddenly

occurred to him that the post-surgical infection and

inflammation which followed his operations might be due

to the use of silk as a suture material. Sims then asked a

local jeweler if he could create a very fine suture of pure

silver, to which the jeweler agreed. He would go on to try

the new material on Anarcha, who had undergone twelve

previous surgeries, all without success. On June 21, 1849,

about a week following surgery Sims would examine

Anarcha. He reported:

With a palpitating heart and an anxious mind I turned

her on her side, introduced the speculum and there lay the

suture apparatus just exactly as I had placed it. There was

no inflammation, there was no tumefaction. nothing un-

natural, and a very perfect union of the little fistula.76

In addition to Anarcha, Sims would go on to claim he

had cured both Lucy and Betsey,59 while one report noted

that “all of the slave-women who had been the subjects of

his experiments were cured and sent home.”77

In 1852, Sims published the results of his technique

which he would go on to refine,47 and while interesting,

this material it is outside the scope of this paper. Adding to

the Sims controversy are reports of European and US

surgeons successfully repairing vesicovaginal fistulas

twenty-five years before Sims. As de Costa noted, there

may have been others prior to Sims who performed similar

surgeries, but it was Sims who was able “to combine and

apply all these principles systematically, with skill and

persistence, and to publicize his techniques.”78

From an historical standpoint, Sims should be just

another medical pioneer who changed the lives of women

forever. However, according to some researchers, this man,

whose abilities garnered him praise, fame, and monu-

ments, had a dark side that remains controversial and

continues to plague his legacy. Was he a ruthless unsym-

pathetic monster, disguised as a man of healing or a

product of his time? While not exculpatory, it is interesting

to note that human experimentation in the nineteenth

century was not limited to Sims. A bronze model of

Kentucky doctor Ephraim McDowell, known as the “fa-

ther of abdominal surgery,” stands in the United States

Capitol Visitor’s Center as a part of the National Statuary

Hall Collection. What one will not find in this hall is a

memorial to the four enslaved women he operated on (one

who died of complications) as he developed a surgical

treatment for ovarian cancer.42,79 However, we can state

categorically that tens of thousands of Black women

around the world have benefited from his discoveries as

well as those of Sims’s discoveries.

Another “hero” of American medicine from the

twentieth century is Werner Henle, of the University of

Pennsylvania, who is credited with linking the Epstein

Barr virus to mononucleosis, Burkitt’s Lymphoma, naso-

pharyngeal carcinoma, and some B cell lymphomas. Henle

published over 400 scientific papers and his work has

saved countless lives, yet he also engaged in questionable

human experimentation during his research on influenza

vaccines.

In the early 1940s, in another experiment that involved

making well people ill, Werner Henle, used children at a

Pennsylvania facility for the mentally deficient called

Pennhurst in his research to develop an influenza vaccine.

Henle would inoculate his subjects with the vaccine and

then expose them to influenza, using an oxygen mask fitted

to their faces. Henle’s vaccine did not protect all of his

subjects. Moreover, it frequently caused side effects.

Additionally, Henle correctly maintained that a proper test

of a vaccine must include a control group (i.e., a group

exposed to the virus, but not to the vaccine). Thus, he

deliberately exposed unvaccinated children to influenza.

Children who contracted influenza had fevers as high as

104� Fahrenheit as well as typical flu-like aches and pains.

Yet in 1975, he was inducted into the National Academy of

Sciences.80

Why then are McDowell, Henle, and others seemingly

exempt from criticism, while Sims is compared to Men-

gele? I could not find a completely suitable explanation,

nor can I speculate. Unlike the experiments practiced in

Nazi Germany, which by all accounts purely sadistic and

with a few exceptions, worthless experiments performed

with no scientific value to the participants or to medicine,

Sims is responsible for the development of a life altering

procedure performed on women who were suffering from

one of the most devastating of all maladies to affect the

postpartum female, all without any fatalities.

IMPLICATIONS
While one must believe that those who seek to disavow the

accomplishments of Sims, and/or the methods he used are

well-intentioned, they may have unintended consequences.

Removing images of Sims and erasing the history sur-

rounding him simultaneously removes the sacrifices and

contributions to medicine made by African Americans. For

without statues of Sims, dialog ceases and thus future
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generations of African American children will never know

that their ancestors were responsible for many of the cures

in medicine today.
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