
disorder – attempts go back at least to the 15th century, and during

Elizabethan times there were no fewer than seven alcohol-related

acts of Parliament passed in less than 25 years. I was surprised to

learn that restriction of the licensing hours had been introduced

long before the First World War (when it was brought in hastily to

protect the safety of workers in the munition factories). Restricted

hours had been introduced in 1854, but the act was repealed the 

following year because of its unpopularity! The weapon of taxation

had already been used, of course, in a series of ‘Gin Acts’ in the 18th

century. Their abject failure to curb the problem had more to do

with the lack of enforcement, in the view of the authors, than a

flawed principle, but as ever the full and amusing historical review

shows that there is little new in the current discussions on how best

to tackle ‘binge drinking’.

The authors have been responsible for some of the best work in

recent times on patterns of drinking in young people across Europe

and these data make uncomfortable reading, although come as no

surprise to those who man our accident and emergency depart-

ments. There follows a full and frank review of the factors leading

up to the Government’s alcohol harm reduction strategy finally

published in 2004,1 and the Plants leave us in little doubt that the

strength of the producers and retailers’ lobby has been a major

factor in the perceived weakness of the outcome.

Given the long and intractable nature of the darker side of our

favourite drug, it is not surprising that the book leaves us with little

optimism about the way forward. Perhaps we should accept that 

the way we use alcohol mirrors the issues that are current in society.

It is not just the recipients of merchant bank bonuses (and their

teenage offspring) that are drinking more to celebrate, it is those

trapped at the bottom of the socioeconomic ladder drinking more

to soften that reality. It is in the deprived urban areas of our

northern cities that the worst ravages of alcohol misuse are most

evident, and it is through tackling the roots of health inequalities

that we can make the most sustained difference. This book frames

the context of our current plight and I hope was included in the

Christmas stockings of our political masters.
IAN GILMORE

President, Royal College of Physicians, London
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Napoleon’s doctors

Martin Howard. Tempus Publishing Ltd, Stroud 2006.
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The Napoleonic Wars, an extension of the French Revolution, revo-

lutionised the European military systems on an unprecedented scale

through mass conscription. Napoleon aimed to sustain the democ-

ratic and republican ideals of the French Revolution, but in 1804

imperial ambitions overtook him. Over little more than a decade his

armies fought almost every European power and conquered most of

mainland Europe until his disastrous invasion of Russia in 1812, 

followed by defeat at the Battle of Leipzig in 1813, his abdication

and exile to the island of Elba. After a brief return – the Hundred

Days – Napoleon was defeated by Nelson at the Battle of Waterloo

on 18 June 1815. Exiled to Saint Helena, he died there in 1821.

The inevitable medical consequences of Napoleon’s warfare were of

huge proportions. The French army peaked in size in the 1790s. In

total, about 2.8 million Frenchmen fought in the conflict on land, and

about 150,000 at sea. The monumental task of Napoleon’s doctors is

evident. It is estimated that 400,000 French were killed in action and

600,000 died of other causes. The major hazards to life were infectious

disease, wounds and blood loss, starvation, and exposure.

In this well-researched, well-written and thorough history, derived

in part from their memoirs, Howard introduces us to the health 

services and to the professional life of army doctors. Many eyewitness

accounts from serving soldiers and doctors enliven his narrative. He

relates and appraises the work of a small group of doctors, Pierre

François Percy, Dominique Jean Larrey, René Nicolas Desgenettes

and Jean François Coste, who tried to shape the medical services of

the Grande Armée. We are given vivid sketches of each, portraying

their varied vanities, medical prowess, and their political adroitness

in manipulating a myriad of difficult or impossible situations.

Howard describes the battlefields of 1792–1802 and of 1803–1809

with clear accounts of the weaponry and the risks of injuries from

shells, shrapnel, case shot, and musket balls. The French muskets

were far less accurate than the rifles of specialist units of the British,

Austrian and Prussian armies; muskets hit 60% of targets at 75

metres, but only 20% at 300 metres. Here too we learn of the plight

of injured soldiers, and of their inadequate transport, culminating

in Larrey’s pioneering adaptation of wagons backed up by a legion

of 340 men, each designated a specific role. The supply of these

flying ambulances, however, was inadequate to provide for most of

Napoleon’s injured soldiers, often left where they fell, on the

bloodied mud of the battlefield. The skills of the most senior sur-

geons were often confined to the guards and others of high rank or

privilege. 

The repeated failings of the service de santé were highlighted by

Percy who proposed a plan for a chirurgie de bataille to Napoleon,

who gave them little attention and rejected the plans. The conse-

quent lack of hospitals, food, clean water, dressings, equipment and

surgeons had predictable and disastrous consequences for the

wounded, graphically related by Johann Christian Reil after the con-

flict at Leipzig. Napoleon opposed his doctors’ recommendations

for prompt evacuation of the wounded, and issued orders that the

casualties at the front should not be collected for treatment until the

battle was over. Non-combatants were not to impede the fighting. 

Howard describes the state of the military hospitals, which

amounted to charitable institutions adapted for warfare. Patients’

existence was hellish, and they were named Les sépulcres de la grande

armée. Two out of nine patients died in the Hôtel-Dieu of Paris.

Many thousands were abandoned in the field or dumped untended

in nearby emptied houses or gardens.

The impossible tasks facing Napoleon’s surgeons are graphically

related. When they did receive attention, soldiers were often operated

on in the filth of the field, without suitable instruments, and often by

surgeons so inexperienced that senior colleagues had to mark the skin

to indicate where they should operate. Surgical improvisation was

needed. There was no anaesthesia and they operated very rapidly to

minimise the agonies of the knife. 
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Howard recounts many surgical

dilemmas and difficulties, not least the

inability to always remove musket balls

weighing up to 5 lbs. Although amputa-

tions were restricted in civilian life, they

were soon found to provide better results

than attempts at conservative treatment

and actually reduced suppuration, blood

loss and surgical shock. Shattered bones

and extensive soft tissue damage to mus-

cles, arteries and nerves were the main

indications. Larrey led the way in surgical

techniques, and advocated early, rather

than delayed, high amputations where pos-

sible: ‘However cruel an operation may be,

it is an act of humanity in the hands of a

surgeon’. He was opposed to closure of the

skin flap and attempts to secure healing by

first intention – as practised by British sur-

geons. Chest, abdominal and head wounds

were common and each presented its own

problems to Larrey and his team, who were

extraordinarily courageous and inventive

in their techniques, but also judicious in

selecting conservative methods when

surgery proved too risky.

But surgical wounds were not the only

problems confronting Napoleon’s doctors.

On the eve of the Revolution the overall life

expectancy was 28 years, with those sur-

viving childhood living to 44 years.

Soldiers and civilians were at risk of tuber-

culosis, typhus, malaria, smallpox as well

as malnutrition. Syphilis, gonorrhoea,

dysentery, bubonic plague, and other infec-

tious fevers all took their toll. Only

antiphlogistic remedies, purging and

bloodletting were in use.

The final chapter is a revealing account

of daily life ‘on the road with Napoleon,’

providing us with the sort of details which

enable us to visualise and understand the

terrible existence of his soldiers and doc-

tors. Martin Howard’s scholarly book is

eminently readable: a worthy successor to

his Wellington’s doctors.1

JMS PEARCE
Emeritus Consultant Neurologist

Hull Royal Infirmary, East Yorkshire
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Monitoring of cardiotoxicity during

immunotherapy with Herceptin using

simultaneous continuous wave

Doppler depending on N-terminal

pro-brain natriuretic peptide 

We read with great interest the current work

of Routledge and coworkers regarding the

cardiotoxicity monitoring during immuno-

therapy with trastuzumab (Herceptin)

among patients with metastatic breast

cancer (Clin Med September/October 2006

pp 478–81). Cardiotoxicity after trast-

uzumab therapy was first monitored during

a phase III clinical trial1 with cardiac dys-

function evident in 4%, with 0.9% deaths

attributed to cardiac dysfunction. The com-

bination with anthracycline plus cyclophos-

phamide to trastuzumab increased the

occurence of cardiac dysfunction to 27%.2,3

Current detection and management of

trastuzumab-related cardiotoxicity is based

on physical examination, electrocardiog-

raphy and repetitive echocardiography on

a six-week basis by a cardiologist.3 Echo-

cardiographic examination is without

doubt of utmost importance to monitor

and identify patients with cardiac failure.

However, it is usually performed before or

hours and days later following the trast-

uzumab infusion based on a single ejection

fraction. 

We therefore hypothesised that using an

instantaneous real-time continuous wave

(CW) Doppler ultrasound device (USCOM,

Sydney) with quantitative determination of

cardiac output as well as the afterload as sys-

temic vascular resistance in combination

with n-terminal pro-brain natriuretic pep-

tide (NT-pro BNP)4 might identify patients

at risk of a possible cardiotoxic event. Forty-

eight women with metastatic breast cancer

were allocated to a trastuzumab (Herceptin)

antibody therapy concerning their HER2-

positive staining. Depending on the NT-pro

BNP levels <125 pg/ml, which is the normal

range of the Roche Diagnostics NT-pro BNP

test (group A, n=34, 51±10.5 years) versus

NT-pro BNP 125 pg/ml or more (group B,

n=14, 63±7.5 years).

Systemic vascular resistance prior to the

trastuzumab infusion in normal level NT-

pro BNP was significantly increased with

1919±620 dyne/sec × cm–5 with even

higher values in the high-level NT-pro

BNP group (2680±774 dyne/sec × cm–5).

During the infusion of trastuzumab (at 30

min after start of the infusion) systemic

vascular resistance was decreased to

1758±461 dyne/sec × cm–5 and 2350±889

dyne/sec × cm–5, respectively (p=0.061).

Ten minutes after the end of the trast-

uzumab infusion the systemic vascular

resistance declined further. The higher 

systemic vascular resistance in the high-

level NT-pro BNP group B indicates the

higher sympathetic activity in patients at

higher risk for cardiac failure. 

Using the CW-Doppler USCOM a dif-

ferent haemodynamic response to trast-

uzumab is evident depending on the level

of NT-pro BNP. The high-level NT-pro

BNP group had a significantly higher

stroke volume and cardiac output immedi-

ately after the end of trastuzumab-infusion

indicating a stronger haemodynamic

response after the possible cardiodepres-

sant drug. During trastuzumab therapy no

immediate changes of NT-pro BNP were

noted following trastuzumab infusion.

K KNOBLOCH, J TEPE, 
R LICHTINGHAGEN, HJ LUCK, PM VOGT

Medical School Hannover, Germany
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