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ABSTRACT

The evolution of anesthesiology as a medical specialty reflects a
continuous humanistic commitment to relieve suffering, preserve dignity,
and protect patients from avoidable harm. In the preanesthetic era, surgi-
cal care was defined by extreme pain, limited precision, and high mortal-
ity. The introduction of ether anesthesia in 1846 made pain preventable
and transformed surgery into a more controlled and humane practice. As
procedures grew more complex, anesthesiologists’ role expanded from in-
ducing unconsciousness to preventing physiologic harm through airway
management, monitoring, and balanced anesthesia. That same patient-
safety ethic broadened their responsibilities across the surgical journey:
from preoperative risk assessment and optimization to postoperative re-
covery, surveillance, and critical care—thus cementing anesthesiologists
today as the perioperative physicians. Beyond surgery, this humanistic
mission also shaped the role of anesthesiology in chronic pain medicine
and palliative care, where relieving suffering and preserving dignity re-
main central goals. Together, these developments show that anesthesi-
ology is not merely technical support for surgery, but a humanistic disci-
pline grounded in patient advocacy and safety across the continuum of

care
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Surgery in the preanesthetic era was a brutal experi-
ence. Patients were awake, restrained, and screaming
in unimaginable agony. (1) The introduction of ether
anesthesia in 1846 changed medicine forever—not just
by conquering pain, but by allowing surgery to be
a controlled, precise, and humane practice. Since
then, anesthesiologists’ roles have expanded beyond
merely facilitating unconsciousness into preoperative
optimization, intraoperative management, and postop-
erative recovery. They became true perioperative physi-
cians—ensuring that patients not only survived surgery,
but also were optimized, protected, and healed.

This evolution was not accidental. Like its origins
in pain relief, the development of anesthesiology was
driven by its fundamental philosophy that undergoing
surgery is a human experience that demands caring for
the whole patient. Humanism in medicine, as defined by
Dr. George Thibault, is a system “in which human inter-
ests, values, and dignity predominate”. (2) In the context
of this paper, a humanistic practice of medicine means
not only treating disease, but also recognizing suffer-
ing, preserving dignity, and protecting vulnerable pa-
tients. The role transformation of the anesthesiologist
into the comprehensive perioperative physician proves
that anesthesiology has never been just a technical spe-
ciality, but one deeply rooted in humanism, patient ad-

vocacy, and a commitment to patient safety.

0.1 | Anesthesia Eliminated Pain: The
First Humanistic Revolution in Surgery

The advent of anesthesia eliminated the excruciating
pain that had long defined surgery, reframing it as a
patient-centred discipline focused on survival and com-
fort. Although modern anesthesiology is usually traced
through Western figures such as Morton and Snow, an-
cient Chinese, Indian, and Arabic traditions also made ef-
forts to reduce pain and suffering, reflecting a broader
human impulse that long precedes modern anesthesia.
(3) Before anesthesia, surgery was considered a last re-
sort. (3) Patients endured illness until they chose be-
tween surgery or death. Nineteenth century playwright

Frances Burney described her mastectomy: “cutting

through veins, arteries—flesh—nerves ... [My] scream
lasted unremittingly ... | almost marvel that it rings not
in my Ears still!” (1) Surgeons also suffered, often “[vom-
iting] after their patients’ forced torment.” (4) Moreover,
the pain and blood loss limited surgical precision. (5) Sur-
gical success and patient survival depended on speed, as
exemplified by Robert Liston, referred to as “the fastest
knife in the West End”, who completed amputations in
as little as 28 seconds. (1, 5, 6)

In 1846, Dr. William Morton’s public demonstration
of ether anesthesia at Massachusetts General Hospital
marked the birth of modern anesthesia. (7, 8) Morton,
a young dentist, sought a safe and effective alterna-
tive after seeing the failure of nitrous oxide as an anes-
thetic. As he witnessed the effectiveness of inhaled
ether in tooth extractions, he demonstrated that general
surgery, too, could be performed painlessly. While ether
was far from a perfect anesthetic, it shattered the be-
lief that pain during surgery was inevitable. Anesthesia
transformed surgery from a desperate, crude practice
into a more precise and outcome-driven discipline. (4)
But Morton’s demonstration was more than a scientific
breakthrough; for the first time, the patient’s experience
of undergoing surgery was recognized as a concern to
be addressed through medical innovation. Pain was no
longer inevitable, but rather something to be prevented
during surgery. Anesthesia marked medicine’s first step

toward humanistic surgery.

Anesthesia also reshaped societal attitudes toward
pain relief. (8) While patients perceived early anesthesia
to be “the epitome of humanitarianism,” (7) some medi-
cal and religious communities regarded it as immoral, ar-
guing that pain during surgery and childbirth was natural
and necessary. (4, 7, 8) Dr. John Snow challenged these
ingrained beliefs, by successfully administering chloro-
form during Queen Victoria’s childbirth in 1853. (5) Her
endorsement inspired others to seek pain relief during
procedures, promoting the perception that patient dig-

nity and comfort should be addressed in medicine.
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0.2 | From Pain Control to Life-Saving
Intraoperative Specialists

As surgeries became longer and more complex, anes-
thesiologists faced the new challenge of keeping uncon-
scious patients alive and safe through the physiological
stresses of surgery. Driven by the same humanistic phi-
losophy, anesthesiologists evolved from pain relievers
into intraoperative specialists, managing vital functions
of the human body to maximize patients’ chances of sur-
vival.

William

Macewen pioneered endotracheal intubation in 1879,

A key milestone occurred when Dr.

preventing airway obstruction and suffocation, a major
cause of perioperative mortality at the time. (8) This “se-
cure airway” laid the foundation for modern airway man-
agement, ensuring safe ventilation for patients under
general anesthesia. (9) In 1902, Dr. Harvey Cushing in-
troduced hemodynamic monitoring. (10) He found that
stabilizing blood pressure through a regional injection
of cocaine before major amputations prevented shock
and death, demonstrating the critical role of autonomic
stability in patient survival. These innovations made
surgery into controlled, predictable procedures with im-

proved survival rates. (11)

A Canadian breakthrough further transformed the
field in 1942, when Dr. Harold Griffith of Montréal in-
troduced the first neuromuscular blocker, curare. (8,
12, 13) Before curare, muscle spasms constantly chal-
lenged abdominal surgeries and could only be overcome
by excessive anesthesia, causing dangerous metabolic
disturbances. (14) Muscle relaxation through curare en-
abled balanced anesthesia, allowing surgeons to safely
perform complex procedures like open-heart and neu-
rosurgery while reducing anesthesia-related complica-
tions. (11) Griffith’s discovery exemplified the humanis-
tic spirit, commitment to patient safety, and compassion

that drove innovations in anesthesiology. (13, 15)

With advancements in airway management, hemody-
namic stability, and muscle relaxation, many surgical fa-
talities became preventable. (11) A growing expertise
in physiology and pharmacology helped establish anes-

thesiology as a specialty of its own, defined by its mis-

sion to enable surgical success while ensuring patient
safety and survival. Anesthesiologists—once perceived
as mere technicians—became the guardians of life dur-
ing surgery, skillfully balancing unconsciousness, vital or-
gan function, and the demands of surgery. This protec-
tive role is itself a uniquely humanistic act: once anes-
thetized, the patient is completely vulnerable and un-
able to advocate for themselves. In medicine where pa-
tient autonomy is a central ethical principle, anesthesiol-
ogy is unusual in requiring patients to temporarily give
up that autonomy, entrusting their safety and bodily
functions to the hands of the anesthesiologist. Few mo-
ments in medicine involve such complete surrender of
autonomy. This transfer of responsibility gives routine
anesthetic care a distinctly humanistic character, rooted
in a profound trust between the patient and the physi-
cian. Paradoxically, this role often takes place quietly,
as some of the anesthesiologist's most important acts
of advocacy occur while the patient is unconscious and

unable to witness them.

0.3 | The Birth of the Perioperative
Physician: Caring for the Whole Patient

With these life-saving advancements in the theatre,
anesthesiology made surgery tolerable to patients of
all ages and conditions, including the weak and elderly.
(8) Yet, this humanistic mission did not stop within the
theatre; anesthesiologists expanded their responsibility
to encompass the entire surgical experience. They in-
troduced proactive preparation and effective recovery
methods to further improve patient outcomes, guiding
patients through every stage of surgery to heal from ill-
ness. (16)

Recognizing that conditions like anemia and car-
diopulmonary disease led to poorer surgical outcomes,
anesthesiologists developed the preoperative evalua-
tion to assess whether patients had sufficient physiolog-
ical reserve to withstand anesthesia and surgical stress.
(17) In 1941, the American Society of Anesthesiologists
(ASA) introduced the ASA Physical Status Classifica-
tion System, the first risk stratification tool in medicine.

(17, 18) This system evaluated a patient’s health before
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surgery, helping anesthesiologists predict complications
and tailor perioperative management to each patient.
This preoperative evaluation placed a strong emphasis
on patient safety, and had a profound impact on the or-
ganization and efficiency of the surgical system. (17)
Building on this foundation, anesthesiologists then in-
troduced prehabilitation—a proactive approach that em-
powers high-risk patients to improve their physical fit-
ness, nutrition, and emotional resilience before surgery
begins. (19) Beyond medical optimization, prehabilita-
tion recognizes the connection between daily lifestyle
and physical and mental health, helping patients enter
surgery stronger and better prepared. Prehabilitation
teams often consider patients’ social barriers to surgical
recovery in their care plans, such as limited transporta-
tion, inadequate caregiving support, or unstable hous-
ing, further demonstrating the broader role of an anes-
thesiologist as a health advocate. This holistic approach
reflects the patient-centered philosophy of periopera-
tive medicine—that patients are individuals with physi-
cal and emotional needs to be addressed to maximize

recovery. (20)

Post-operatively, patients initially faced pain, respi-
ratory failure, and life-threatening complications. (11)
Committed to reducing suffering and improving safety,
anesthesiologists developed dedicated recovery units
equipped with resuscitation tools and staffed by trained
nurses under their supervision. (21, 22) A major JAMA
study in 1947 revealed that nearly half of post-operative
deaths were preventable, highlighting the need for
vigilant monitoring and early interventions. (22, 23)
These recovery areas evolved into modern-day Post-
Anesthesia Care Units (PACUs), where patients are now
continuously monitored during the critical recovery pe-
riod immediately after surgery, significantly reducing
postoperative mortality. (22)

Early recovery areas were also the origins of mod-
ern Intensive Care Units (ICUs). The concept of crit-
ical care emerged during the 1952 polio epidemic in
Copenhagen. Seeing polio patients suffer from respi-
ratory failure, anesthesiologist Dr. Bjorn Ibsen applied
techniques used for his critically ill post-operative pa-

tients, such as intubation and mechanical ventilation, to

the care of polio patients. (24) His innovative approach
reduced the poliomyelitis mortality rate from 80 percent
to 40 percent. (25) Inspired by this success, Ibsen trans-
formed a recovery room into the first ICU, where any
patient needing ventilation and hemodynamic monitor-
ing would receive appropriate care in a dedicated area.
(25) With their expertise in airway management and or-
gan support, anesthesiologists naturally became leaders
in critical care, improving survival rates of their patients
perioperatively and beyond. (24)

These perioperative developments laid the foun-
dations for Enhanced Recovery After Surgery (ERAS)
guidelines in the 2000s, a holistic approach designed
to optimize the entire surgical experience, from preop-
erative prehabilitation to postoperative strategies. (26)
Aimed for smoother and faster recovery, implementa-
tion of ERAS guidelines has been shown to reduce hos-
pital length of stay and perioperative morbidity while in-
creasing patient satisfaction. (26) ERAS represents the
culmination of decades of advancements in periopera-
tive medicine, reinforcing that surgery is no longer solely
about survival, but about safety, positive patient out-
comes, and a smooth recovery. As architects of peri-
operative medicine, anesthesiologists have consistently
combined expertise and compassion to push the bound-
aries in surgical care, shaping the patient-centred ap-

proach that defines modern surgery today.

0.4 | Anesthesiologists Beyond Surgery:
Continuing the Humanistic Mission

Beginning with pain control and intraoperative care, the
innate humanistic approach of anesthesiologists natu-
rally cemented their unique role as perioperative physi-
cians. Yet, anesthesiology did not evolve around the
needs of surgery alone. With their broad expertise and
skillset in relieving suffering, managing complex symp-
toms, and caring for vulnerable patients, the same hu-
manistic philosophy led anesthesiologists into adjacent
fields, such as chronic pain and palliative care.

In chronic pain medicine, pain is recognized as not
only a physiological and sensory signal but also an emo-

tional lived experience shaped by biological, psycholog-
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ical, and social forces—explaining why chronic pain can
be profoundly disabling even when structural findings
are subtle or absent. (27) In contrast to acute periop-
erative care, chronic pain medicine takes a longitudinal
approach that prioritizes function, coping, and quality
of life alongside symptom reduction. (28) Within multi-
disciplinary pain programs, anesthesiologists contribute
pharmacologic expertise and procedural skill, using mul-
timodal strategies such as rehabilitation, psychological
supports, and interventional therapies when appropri-
ate, while balancing symptom relief with the long-term
risks of medications and interventions. (28, 29) This
work reflects the same humanistic principle that shaped
anesthesiology from its beginnings: taking suffering se-
riously and advocating for patient-centred care. (29)

A similar humanistic philosophy connects anesthesi-
ology to palliative care, where the goal shifts from cu-
rative treatment to comfort, dignity, and relief of suffer-
ing. Palliative care is defined as an approach that im-
proves quality of life for patients facing life-threatening
illnesses by preventing and relieving physical, psychoso-
cial, and spiritual suffering. (30) In this context, anes-
thesiologists contribute expertise in symptom manage-
ment, including careful titration of analgesics and other
medications to relieve pain, dyspnea, and anxiety while
respecting patients’ goals and values. (31) By focusing
on comfort, communication, and dignity, palliative care
reflects the broader role of anesthesiologists as patient

advocates in the most vulnerable moments of illness.

0.5 | Conclusion

Today, anesthesiologists are seen across the hospital: in
the operating rooms, prehabilitation clinics, ICUs, pain
clinics, and even palliative care wards. Their widespread
presence and leadership across different settings re-
flects their commitment not just to understand diseases
or master techniques, but to deliver compassionate and
patient-centred care throughout the entire patient jour-
ney. Anesthesiology stands as a testament to the very
essence of medicine—the aim being not just to cure dis-
eases, but to safeguard humanity through every breath,

every heartbeat, and every vulnerable moment.
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