
Nearly all major diagnostic and therapeutic procedures

are carried out in Egypt, where endemic rheumatic

fever has allowed interventionists to perfect mitral balloon

valvuloplasty. But, ironically, although some of the most

accomplished cardiothoracic surgeons in the world have

come from Egypt, their home country is still unable to carry

out heart transplantations. The problems are not technical,

but cultural. “A substantial number of Egyptians, especially

lay people, do not accept that brainstem inactivity can be

equated with death,” says Dr Aly Ramzy, president of the

Egyptian Society of Cardiology and professor and chief of

the Department of Cardiology, Ain Shams University, Cairo,

Egypt. He is hopeful that in the next few years, the debate

will move in favour of harvesting organs for transplantation,

although new legislation will be required before appropriate

patients can benefit from a new heart.

The Egyptian Society of Cardiology, which now has more

than 700 members, includes 250 cardiothoracic surgeons. It

was founded in 1951 by the late Mohammed Ibrahim, MD,

professor and chief, Department of Cardiology, and later

dean of the Faculty of Medicine at Cairo University, Egypt.

In 1965, despite not being geographically part of Europe, the

Egyptian Society of Cardiology was accepted as a member

of the European Society of Cardiology. The main rationale

for membership today, according to Dr Ramzy is “to have

good communications and to ensure that we are doing well

and keeping up high standards.” Egypt has traditionally had

close links with a number of European countries, where

young cardiologists have been able to further their training

after attending 1 of the country’s 17 medical schools. In previous

eras, many went to the United Kingdom, which governed

Egypt between 1882 and 1922, but in the mid-1960s, the

Egyptian Ministry of Public Health made an agreement with

the French government, which was “more generous in award-

ing scholarships and providing opportunities for training.”

Most young cardiologists return to their home country

after completing their training, according to Dr Ramzy,

“Although there are some high-profile exceptions,” he says,

“such as Sir Magdi Yacoub, FRCS, FRS, who holds the

British Heart Foundation Chair of Cardiothoracic Surgery.” 

The geography of Egypt dictates that most heart disease

is treated in the Nile Delta and Suez Canal regions, notably

in Cairo and Alexandria, but also in other cities such as

Ismâ’ilîya. There are also sizeable cardiac treatment centres

in smaller cities on the upper Nile, including Beni Suef, El

Minya, Luxor, and Asyût. “Treatment statistics are not rou-

tinely collected in Egypt,” says Dr Ramzy, “but in my own

hospital, I estimate that more than 2000 catheter procedures,

both diagnostic and therapeutic, are performed each year.”

Egypt participates in the Euro Heart Survey, which is con-

ducted by the European Society of Cardiology.

“Endemic diseases such as rheumatic fever have had a consid-

erable influence on cardiovascular disease in Egypt and have

created different priorities from those in Europe,” Dr Ramzy

says. In particular, he notes that the high prevalence of mitral

valve disease has allowed Egyptian interventionists to hone

their practice of balloon valvuloplasty to an extraordinarily

Aly Ramzy, MD, describes

Egyptian cardiology as a portal

for Western medical practice in

the Arab world. He talks to

Barry Shurlock, MA, PhD,

about the state of cardiology

and cardiothoracic surgery in

his country.
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Raising the Dead
The History of Cardiology series looks at 

cardiopulmonary resuscitation, first described

in 1849 following chloroform anaesthesia.
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Spotlight: Sir Bruce Keogh, FRCS
Sir Bruce Keogh overcame many obstacles in

his early career, and is now responsible for a

database of cardiothoracic surgeons’ outcomes.
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A View From Egypt

Egypt has an area of 1001450 square kilometres, and geographically is
a vast desert plateau, interrupted by the Nile Valley and Delta.
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high level. Although cardiac research is generally poorly
funded in Egypt, cardiologists have been able to contribute
to developments in this area. He also points out that Egypt
has made significant contributions to electrophysiology. In a
country where most people are Sunni Muslims and where
alcohol abuse is virtually unknown, alcoholic cardiomyopathy
and related conditions are rarely seen. 

Egyptian cardiologists and cardiothoracic surgeons are
keenly aware of developments elsewhere in the world,
according to Dr Ramzy, who comments, “All the time, car-
diology is getting more advanced; Egypt is part of this
world, and we are aware of what goes on. In interventional
cardiology, for example, we keep pace with the rest of the
world, if sometimes a little behind. But we always go to the
major international conferences to see what is happening.”
He recognises that Egypt does not manufacture the equip-
ment and other materials required for interventional cardiol-
ogy and has to import all such items “at great expense” from
other countries, notably the United States, France, and
Germany. Many of the pharmaceuticals required for cardio-
vascular treatment are manufactured locally under licence by
a handful of major companies and a larger number of small
ones. This generally ensures a good supply of the drugs,
although supply problems do occur. Dr Ramzy recalls,
“There was a recent issue with the streptokinase, which was
in short supply for a while.”

Most employed people in Egypt have health insurance as
part of their employer’s package, and all young people
attending school or college are also covered. For patients
without medical insurance, such as housewives and the
unemployed, there is treatment available at centres such as
the National Heart Institute, Cairo, and other government-
funded facilities that are free at the point of delivery. Patients
are referred to the Ministry of Public Health in a process that,
despite its apparently bureaucratic nature, Dr Ramzy
describes as being “easy.”  

Although most cardiac problems are treated in private
hospitals, many of which have the facilities for open-heart
surgery, most cardiologists and cardiothoracic surgeons
work in both the private and public sectors. Dr Ramzy, for

example, works in 2 hospitals of Ains Shams University,
Cairo, one private and the other “totally free.” Together,
these hospitals have a total of 3000 beds, 120 of which are
available for cardiac cases. The 2 hospitals are only a 5-
minute drive apart.   

The Egyptian Society of Cardiology orchestrates a wide
range of professional and public events relating to the spe-
ciality. From February 20 to 22, 2007, it will hold its 34th
annual meeting, with a packed programme and many distin-
guished speakers. Since 1998, it has promoted a national
“lipid day” to publicise the importance of diet and lifestyle
in cardiovascular disease; last year, this national day was
held in conjunction with the inaugural meeting of the
Egyptian Working Group for Lipidology, Vascular Biology
and Research. The annual meeting of the Egyptian Working
Group of Interventional Cardiology, held each year since
1996, attracts nearly 1000 delegates, with guest speakers
(some of them Egyptians working abroad) from the United
States and several European countries, notably France. Last
year, there were live demonstrations from the Egyptian
Military Medical Academy, El Galaa Military Hospital, Cairo.

Another annual meeting that has just clocked up its 10th
anniversary is that of the Egyptian Echocardiography
Working Group. This year (June 27–29, 2007), the meeting
will be in Alexandria, with 2000 delegates, and will be a
major conference for the Arab cardiology community.
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Barry Shurlock is a freelance medical writer.

The Republic of Egypt
� Population 78.8 million
� Borders Sudan, Libya, Israel, and the Mediterranean and 

Red seas
� Area of 1 001 450 square kilometres
� Geographically, a vast desert plateau, interrupted by the

Nile valley and delta
� Official language Arabic, but French and English widely  

spoken
� Economy dependent on tourism, oil, and textiles
� Became independent from the United Kingdom in 1922 as a

monarchy, but became a republic after a military coup in 1952
� Gross domestic product per capita $3900 US
Source: CIA World Factbook.

In April 2006, a public Web site was launched showing
outcomes for adult cardiac surgery in the United

Kingdom. This site was the culmination of years of work
by the Society for Cardiothoracic Surgery of Great Britain

and Ireland, which was anxious to overcome concerns
about misinterpretation of figures. Developing methods to
accurately present data on surgical outcomes was a formi-
dable task for the society’s president, Sir Bruce Keogh; he
is the first to admit that it has not been an easy project.

“I had always been interested in trying to understand
how you measure the results of surgery, and it struck me
that we needed a major database of operations and out-
comes. I had set about trying to establish that.”

At the same time, Dr Keogh found himself giving evi-
dence at the high-profile inquiry into unusually high death
rates among babies undergoing high-risk cardiac surgery at
Bristol Royal Infirmary, England. “I was able to demon-
strate that despite what had happened, we were making sig-
nificant attempts to improve our measurement of outcomes
in the United Kingdom. It became clear to me that outcome

Spotlight: Sir Bruce
Keogh, FRCS, MD, KBE.
Sir Bruce Keogh is responsible
for a database of cardiothoracic
surgeons’ outcomes. He talks
with Emma Wilkinson, BSc, MA,
about this and the difficulties he
faced in his early career .
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measurement performance of hospitals would become a
major issue,” he explains.

“After Bristol, we came under increasing political pres-
sure to publish results of individual surgeons, and that was
very difficult. There had been very few times in my life that
I had suffered sleepless nights until then, but I was so wor-
ried about trying to balance the positive side of publishing
individual results with the negative side of the impact it
might have on your practice.”

There was a fear at the time that to improve results, sur-
geons would turn down high-risk patients for surgery. “I
was very worried about that,” he admits. “In the end, we
have worked carefully with the Healthcare Commission
and the United Kingdom’s Department of Health, and we
have produced a system that I think is pretty good,” says Dr
Keogh. “However, out of this came one thing of which I am
particularly proud. As secretary of the Society of
Cardiothoracic Surgeons and as the founder of the National
Adult Cardiac Surgical Database, I was instrumental in
positioning the specialty to be able to respond in a positive
and responsible way to the Bristol Royal Infirmary
Inquiry.” He recalls, “This was a time of great turmoil and
uncertainty for the specialty, but I think with our data-
collection initiatives and our voluntary publication of
surgical outcomes, we have acquitted ourselves well in the
eyes of the politicians and the media.”

His willingness to take on a challenge is perhaps partly
attributable to the struggle he had trying to train as a doctor
in the first place. Brought up in Rhodesia (now Zimbabwe),
he had long wanted to practise medicine after being inspired
by an uncle who was a general practitioner and who had
published many medical articles in prestigious journals.

But dreams of going to medical school in Harare,
Zimbabwe’s capital, were dashed when political unrest in
the country began to escalate. “I came to England with a return
air ticket and some money I had earned, and I visited every
medical school in the country, asking if they’d give me a place
to do medicine. The short answer was, ‘No.’Then I met some-
one who was an admissions officer for Nottingham University.
I went there for a year to do chemistry, then I applied again to the
medical school and was rejected again. But eventually I
got a place at Charing Cross Hospital,” he says.

Winning a place to study medicine did not end Dr
Keogh’s difficulties. Economic sanctions against Rhodesia
were put in place by the UK government. This meant his
bank accounts were frozen, leaving him penniless.
“Rhodesia was not far from being at war with Britain. I had
my money frozen, and the bureaucracy to get it reopened
took several weeks. It was during the holidays and I didn’t
have money for food. I tried to go to the unemployment
bureau, but because I wasn’t a UK citizen, they didn’t want
to know. In the end, I had to scrounge for food, but I was
not eating properly. I applied for several jobs that I didn’t
get.” One was for a job at British Steel, he remembers.
“They told me ‘You need to be fit to do this job,’ and they
sent me to see the factory doctor. He said that I was not fit
to work in my condition, and he arranged for me to have a

week’s advance on my pay.”
Dr Keogh recalls, “I really remember that act of kind-

ness, and that had quite a big impact on my perception of
people I see on the street and in the clinic. It certainly
altered the way I perceive people who have fallen on hard
times. It had a big effect on the way I practise medicine.”

Dr Keogh said that despite working in the UK’s
National Health Service for his whole adult life and obtain-
ing many eminent positions with organisations such as the
Royal Society of Medicine, it wasn’t until he was awarded
a knighthood (see Figure) in 2003 and he finally became a
British citizen that he felt he fit in. “I tried becoming a
British citizen some years ago,” he explained. “I married
someone in my year at medical school, and we have 4 kids,
but the bureaucracy was so complex that I gave up. Fitting
into the UK when you come from abroad is quite difficult.
It takes a while to become accepted by the establishment,
and the knighthood was a mark of acceptance.

He adds, “It’s actually a very humbling experience because
there have only been 2 previous knights in our specialty. You
can always think of other people who are more deserving, so
you feel very honoured. Sometimes the patients are a bit in
awe of it, but I never introduce myself using the title.”

When it comes to his patients, he’s always extremely
honest, a trait that comes from when he was a young boy
and he was kept in the dark that his mother was dying from
cancer. “That taught me a lot about telling people the truth.
I have very strong views about telling people the absolute
truth. Sometimes it’s better to tell people bad news than to
keep them in the dark,” he observes.

He still operates for 2 full days a week, but, careerwise,
he now finds himself at a crossroads, as juggling the 2 sides
of his life has become more difficult. “I suspect I’m going
to have to focus more on the political or the management
side of things, or more on surgery,” he says, “but it is not
going to be an easy decision.”
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Emma Wilkinson is a freelance medical writer.

The opinions expressed in Circulation: European
Perspectives in Cardiology are not necessarily those of the
editors or of the American Heart Association.

It wasn’t until he was knighted by the Queen and became a
British citizen that Dr Keogh finally felt he fitted in.
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Cardiopulmonary resuscitation techniques are now sophis-
ticated; yet, as with many other facets of medicine, they

developed from humble beginnings. From the time of the
Belgian anatomist Andreas Vesalius (1514–1564), it was con-
sidered possible to revive failing animal hearts by inflating the
lungs, but not until the 18th century was this method attempted
in people. When the introduction of inhalation anaesthesia led
to several cases of perioperative cardiac arrest, it spurred on the
search for viable resuscitation methods. The risk was signifi-
cant with chloroform, an anaesthetic that was discovered in
1847 by Sir James Young Simpson, MD, of Edinburgh,
Scotland. Despite initial problems that Dr Simpson and his col-
leagues encountered while experimenting with chlorform (see
Figure), it soon replaced ether as the most popular anaesthetic
in Great Britain and Europe. In 1848, the death of a 15-year-
old girl undergoing toenail removal lead doctors to recognise
the danger of the much-discussed “chloroform syncope.”

In the early days of chloroform syncope, practical responses
included opening windows; shaking, rubbing, and pressing on
the chest; and splashing the face with cold water. The earliest
accounts of cardiopulmonary resuscitation reveal that the
patients’ hearts had indeed stopped beating, and the patients
were thus technically dead as opposed to suffering from respi-
ratory arrest. In 1849, Charles Bleeck, MD, of Warminster,
England, successfully resuscitated a 42-year-old woman who
had collapsed as he was performing a mastectomy under chloro-
form anaesthesia. Dr Bleeck was unable to detect any pulse;
having tried the usual methods unsuccessfully, he resorted, in
desperation, to mouth-to-mouth resuscitation, a technique he
remembered using with the newborn. One can imagine his
delight and relief when the woman was revived.1(p253)

Philippe Ricord, MD, was similarly successful with 2
patients in France in the same year. He described how he had
“applied his mouth to that of the patient” and further remarked
how he “knew well that it will be objected that such a plan is
disgusting and repulsive.”2 There is also an interesting account
from Guy’s Hospital, London, United Kingdom, in which a 4-
year-old child under the care of Alfred Polard, MD, suffered
cardiac arrest after a tracheotomy. The surgeon lost no time “in
placing a gum-elastic catheter in the cannula and performing
artificial respiration at the rate of 25 inspirations per minute.”1(p270)

The determined resuscitators continued for about 5 hours until
the child eventually recovered. 

The first experimental cardiac massage was carried out by
the German physiologist and professor Moritz Schiff, MD. In
experimental work on dogs in the 1870s, he studied deaths
induced by chloroform and ether. He noted that artificial respi-
ration worked in respiratory failure caused by ether, whereas

chloroform was more likely to cause cardiac arrest, which
necessitated opening the chest and massaging the heart for
effective resuscitation. He described the need for “rhythmic
movements with the hand holding the whole heart.” He also
stressed the importance of “compressing the abdominal aorta
during massage, so as to ensure that as much of the heart’s out-
put as possible went to the brain, where the oxygenated blood
was so badly needed.”3(p57)

In 1901, the first reported clinically successful cardiac mas-
sage was performed by Kristian Igelsrud, MD, of Tromso
Hospital, Norway. A 43-year-old patient collapsed, and when
artificial respiration failed, Dr Igelsrud swiftly removed parts
of the third and fourth ribs, opened the pericardium, and
squeezed the heart firmly and rhythmically. After 2 or 3 min-
utes, the heartbeat resumed, and the patient survived.4

In 1902, Sir William Arbuthnot Lane, FRCS, a consultant
surgeon at Guy’s Hospital, successfully carried out heart mas-
sage on a 65-year-old male. During surgery, the patient’s heart
stopped. Dr Arbuthnot “introduced his hand through the
abdominal incision and felt the heart through the diaphragm. It
was quite motionless. He gave it a squeeze or 2 and felt it
restart beating.”3(p60) 

It was not until 1961 that Peter G.F. Nixon, MRCP, of Leeds,
United Kingdom, demonstrated unequivocally that closed-chest
massage could produce adequate arterial blood pressure.3(p64) 

Everything changed in 1959 with the discovery by Bernard
Lown, MD, that a direct electric current was an effective way
of treating ventricular fibrillation. Although he worked in the
United States, Dr Lown was of European origin and was born
in Lithuania.
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Editor: Thomas F. Lüscher, MD, FRCP, FACC
Managing Editor: Keith Barnard, MB, BS, MRCS, LRCP
We welcome your comments. E-mail the managing editor at
Keith.Barnard@wolterskluwer.com

The History of Cardio-
pulmonary Resuscitation
The successful revival of clinically dead
patients was first recorded as far back as 1849.
Diana Berry charts the progress made in the
early years of cardiopulmonary resuscitation.

The risk of cardiopulmonary complications with chloroform became
evident in experiments by Dr James Simpson and colleages.
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