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DE LA TRANSFUSION DIRECTE DU SANG VIVANT 
 

BY: DR. J. ROUSSEL 
 
 

A TRANSLATION BY PHIL LEAROYD 
 
 
This paper, titled ‘Of the direct transfusion of living blood’ by Dr. Joseph Roussel, is printed 
in two separate parts within volume 12 of the journal Le progrès médical that was published 
in 1884 – references: 12, 41, 810-813 and 12, 42, 828-831.  Both parts of this paper can be 
read or downloaded from the following site: 
 
https://archive-
org.translate.goog/details/BIUSante_90170x1884x01x12?_x_tr_sl=fr&_x_tr_tl=en&_x_tr_hl=
en&_x_tr_pto=sc 
 
NOTE: 
The first part of this paper includes a number of illustrations of different transfusion devices.  
It is identified within the text that due to a publishing error these figures should have been 
included within an earlier paper by Dr. Roussel* published in the same journal in six 
separate parts, and not in this paper.  I have therefore not included these figures within this 
translation. 
 
* Roussel, J. (1884) De la transfusion directe du sang vivant. [Of the direct transfusion of 
living blood] Le progrès médical, 12, 21, 409-412; 12, 22, 429-431; 12, 24, 472-475; 12, 25, 
491-492; 12, 28, 560-563; 12, 30, 597-599 
https://archive-
org.translate.goog/details/BIUSante_90170x1884x01x12?_x_tr_sl=fr&_x_tr_tl=en&_x_tr_hl=
en&_x_tr_pto=sc 
 

The sub-heading of this paper is ‘Phenomena produced by direct transfusion’ and for the 
first part Roussel describes the clinical features and observable effects seen in patients 
during and following a blood transfusion, as well as detailing the beneficial effects seen 
immediately after a successful transfusion.  He also distinguishes and comments on the 
different effects seen in patients who have received non-human blood, clotted blood or 
defibrinated blood, and the adverse effects seen following these types of transfusion.  He 
suggests that the immediate observed adverse effects are one of the reasons that caused 
worried doctors to stop the transfusion, resulting in many cases therefore in only small 
quantities of blood being transfused.  In the second half of the first part of this paper the 
author describes two of the twelve cases of direct transfusion he has performed to treat 
puerperal haemorrhages.  The first, performed in December 1865 on a 17-year-old woman, 
the first transfusion Roussel performed, was not published at the time due to it being related 
to an investigation by the public prosecutor's office of an illegal abortion performed by the 
midwife.  The second case describes the transfusion performed on the 7 February 1882 on a 
woman who suffered excessive and repeated haemorrhages following a difficult delivery.  
Both cases are identified to have resulted in complete recovery. 

In the second part of the paper the author gives examples of blood transfusions that he 
has performed in patients with different clinical conditions.  He starts with an example of 
treating a case of traumatic haemorrhage, describing the transfusion of a 19-year-old 
butcher who has severed an artery and subsequently suffered a prolonged life-threatening 
haemorrhage, but who subsequently recovered following a transfusion.  The next case 
presented is an example of the transfusion of a man with hypoglobulinemia following a 
comminuted fracture of the tibia and fibula.  The case is actually described by a Dr. Barwel, 
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Surgeon-in-Chief at Charing Cross Hospital, London.  The third type is of gastrointestinal 
haemorrhage in a 38-year-old man who had been vomiting blood almost daily for almost two 
months and appeared to be dying, but who recovered after a transfusion of 150 grams of 
blood – from a blood donor who had given his blood for transfusion on four previous 
occasions.  Roussel then gives an example of treating different medical conditions with 
blood transfusions, initially describing the treatment of a man who has been suffering for 15 
months with typhus that has resulted in bloody diarrhoea and anaemia cachexia; followed by 
the description of the treatment of a man suffering from haemorrhagic typhus with 
leucocythemia, both of whom showed signs of improvement after being transfused.  Finally, 
he discusses the treatment of different mental affections by transfusion, together with a case 
study of the transfusion of a man with melancholic delirium. 

Roussel provides information within the paper regarding the numbers and types of cases 
he has treated with blood transfusions, which can be summarised as follows: 
 

Condition Number Cured Improvement No result Deaths 

Puerperal haemorrhage 12 6 - - 6 
Traumatic Haemorrhage 10 4 - 4 2 
Hypoglobulinemia 8 4 - 4 - 
Gastrointestinal haemorrhage 4 3 1 - - 
Medical conditions 28 11 4 13 - 
Mental affections 6 3 2 1 - 
 

A final comment by Roussel accusing the Faculty of being ‘stillborn’ when it comes to 
taking an interest in direct transfusion elicits an editorial comment from Le progrès medical, 
identifying that the content of the paper is the author’s own responsibility! 
 
 

I have produced a translation of this paper into English to enable its content to be 
appreciated by a wider audience.  Whilst I am aware that instantaneous computer generated 
translation is available, this process struggles with accurately reading the original text and 
interpreting specialist terminology, as well as producing a ‘colloquial style’ not always 
representative of the original text.  In addition, an ‘automatic translation’ may either 
purposely or inadvertently alter the wording to ‘make it read better’ but in doing so there has 
to be an element of interpretation involving something on the lines of ‘I believe that this is 
what the author is actually trying to say’.  I want to avoid that as much as possible and try to 
present what the author actually wrote and as a result the reader may find that the English 
text does not ‘flow’ as well as it could. 

Although I have taken great care in accurately identifying the original text and producing a 
true representative translation of the author’s original wording I cannot guarantee that this 
work does not contain ‘translational errors’ and the reader is recommended to check specific 
details against the original text.  The paragraph settings and general layout of each part of 
this paper has been maintained within the translation.  The use of italics and the spellings of 
the names of people and places have been transcribed as printed within the original text. 
 
 
BIOGRAPHICAL INFORMATION 
Very little information appears to have been published regarding Joseph-Antoine Roussel 
other than he was born in Geneva in 1837 and studied medicine in Paris.  He travelled 
extensively as a marine surgeon, before returning to Geneva where he established a clinic 
that promoted alternative / non-standard treatments and devised his blood transfusion 
apparatus in 1864, which was initially tested on animals and first used for a human 
transfusion in December 1865.  Roussel died in 1901. 
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PART ONE 
 

OF THE DIRECT TRANSFUSION OF LIVING BLOOD 
 

By: Mr. Dr. J. Roussel 
 

Phenomena produced by direct transfusion. 
 
Gentlemen, 

The direct transfusion of living blood produces, during its execution, some slight 
phenomena of excitation and dyspnoea, which are due to the, still irregular, overload of the 
heart and lungs; they are all the lighter the blood supply is conducted more slowly. 

It was by observing these disorders that I was led to lay down the rule of sending the 
blood only in doses of ten grams, five or six times a minute. 

In operating in this way, the heart of the transfused person, beating at least 100 beats, 
receives an addition of about half a gram to each diastole; which cannot disturb the heart of 
a patient, even if he is not haemorrhagic. 

This necessary condition of relative slowness in the propulsion of the blood waves, 
together with that of not keeping the blood waiting, which would coagulate by resting in a 
reservoir, led me to formulate a second important rule, namely, to draw the blood from the 
donor's vein only as and when it can be sent into the vein of the patient.  This can only be 
achieved by means of a direct anastomosis between the two circulations. 

The primary congestion calms down fairly quickly, but it is soon followed by a shiver, 
often moderate, at other times more violent, going as far as chattering of the teeth and a 
general trembling.  It is accompanied by concentration, smallness and quickening of the 
pulse.  The temperature of the skin is lowered, while that of the rectum or vagina appears 
increased. 

Breathing becomes rapid and even panting. 
I have usually seen those present worried about this sudden prostration; so I am careful 

to warn them that I expect a shiver that will not be serious and will be transient and unique.  I 
make the patient drink hot alcoholic tea, and I warm his bed with hot water bottles and quilts. 

I have observed that deep inhalations and prolonged exhalations are the best way to 
interrupt the shivering, as well as the spasmodic snapping of the jaws.  Therefore I am in the 
habit of taking the patient’s head in my hands, putting my face to his, and saying to him: "Do 
as I do, breathe slowly, deeply, and stop yourself from trembling; breathe," and this several 
times, for if left to himself, the patient sometimes seems to forget to breathe. 

After fifteen or twenty minutes, breathing resumes its normal type, the shivering ceases, 
warmth and colour return to the skin, and the hot reaction begins. 

The shiver indicates the disruption of balance and oscillations of the vasomotor system.  
By the very fact of their physical and anatomical elasticity, the vessels allow themselves to 
dilate, then contract, dilate again and oscillate down to the depths of the organs, under the 
successive thrusts of the waves of new blood which increases the circulatory tension of the 
entire body. 

Although produced by an inverse cause, this shiver is analogous to that which 
accompanies excessive haemorrhage and which, in itself, denounces to the midwife an 
internal metrorrhagia.  This is a precursor of death, which indicates the disruption of the 
balance of the organs that are emptying.  The shiver of the transfusion is a precursor to life, 
indicating the disruption of the balance of the organs as they fill.  The warm reaction proves 
that the equilibrium has been restored to a higher tone, and also that the new blood is 
beginning to produce the desired effects of excitement and general reconstitution. 

This reaction, which seldom lasts more than ten to twenty minutes after the onset of the 
shiver, is rapidly progressive. 

The patient experiences a feeling of warmth and general well-being, his skin becomes 
coloured and moist.  Sweat begins to bead on the forehead, spreads over the chest, and 
soon invades the whole body; its intensity increases, and the patient is soon completely wet 
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with a warm and pleasant perspiration.  His breathing has become slower, more regular and 
deeper, his voice is sonorous, his eyes bright, his mind lucid; the pulse tends to approach 
the normal rhythm, it is full, regular, and well struck at about 90 or 100°.  There is rarely a bit 
of restlessness during this time, unless the sweating becomes exaggerated, in which case I 
gradually move the hot water bottles and blankets away.  Soon a deep and restorative sleep 
demonstrates the success of the operation.  After one or two hours, waking up is usually 
caused by an urgent need to urinate and defecate. 

I always take care to examine the urine carefully, and I am constantly pleased to find it 
abundant, transparent, light straw-yellow or a little darker, but free of blood, globules, and 
albumin.  This proves to me that the blood I have transfused is not a foreign body destined to 
be eliminated, but that it has become an integral part of the body of the patient, that it 
remains and circulates alive in the vessels, that its fibrin will block the capillaries of wounds, 
and that its globules will restore vitality, a synergy that was once on the verge of being 
extinguished.  In urine is the criterion for transfusion. 

After the fulfilment of natural needs, vital activity manifests itself in an imperious desire for 
nourishment.  I have often been struck by the sight of a patient or parturient who, just now, 
was vomiting up the slightest drop of broth or milk, gluttonously swallow and digest without 
fatigue several large cups of these foods; the next day, real and copious meals are what the 
patient requires.  This appetite, which prudence often obliges to be moderated, continues 
until the lost strength is completely reconstituted.  The entire organism manifests a zest for 
life that soon brings the convalescence, begun by the transfusion, to the successful 
conclusion. 

If the operation was necessitated by chronic haemorrhages from haemophilia, simple 
stomach ulcer or uterine fungus, the discharge no longer reappears.  Transfused blood is a 
true haemostatic; its fibrinogenic substances seal the ulcerated capillaries and give the 
subject's blood the viscosity it needs so that it does not flow like water through the slightest 
opening. 

When the subject has sluggish sores spreading loosely bound pus in abundance, the 
appearance changes suddenly.  The scar buds become pink and active; the pus is 
commendable, rarer, and the repair of tissues is making great strides; bone consolidations 
that have been delayed for a long time assert themselves and are completed within a few 
days. 

As for the operating wound, treated with the ordinary precautions, it heals in the simplest 
way, and the vein remains permeable, whenever care has been taken not to offend it too 
much during the dissection. 

Conversely, whenever I have witnessed a transfusion of blood from an animal of a foreign 
species or an injection of blood by the so-called methods of indirect or instantaneous 
transfusion, or by defibrination, I have seen that the urine often contains blood in nature, in 
greater or lesser abundance, and always haemoglobin and albumin in notable masses.  In 
these cases, the microscope reveals epithelium and acini of the kidney, which have been 
carried away during an excessive work of elimination accompanied by violent pain in the 
renal region. 

I have seen this process of elimination manifest itself many times in bloody stools, spitting 
and vomiting of pure blood; the intensity and duration of this phenomenon are relative to the 
amount of blood injected, and it continues until the foreign body completely disappears. 

At the same time, very serious cardiac and pulmonary congestion occurs, sometimes to 
the point of complete asphyxiation; and also cerebral congestions producing delirium of high 
severity.  These disorders often appear in the early stages of the operation, and the threat of 
imminent death forces the surgeon to suspend his injection; this is the whole secret and 
reason of those who profess the indication to transfuse only small doses of blood. 

These dangerous general disturbances are noted in the reports of transfusions attempted 
by Neudoïfer, Gesellius, Hassé, Behier, Gibert, Anger, etc.  We can also read that the fact of 
the rapid coagulation of the blood in their devices has obliged them to withdraw from the 
donor an excessive, quadruple, and even tenfold quantity of that which they have been able 
to inject into the patient 
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Those operated on at Saint-Antoine hospital escaped such immediate accidents; but their 
autopsies discovered renal congestions and pleural effusions singularly similar to those 
produced by myriads of small vascular infarcts, and the exosmosis out of the vessels of the 
serosity of a blood rendered diffluent by the altered blood that was given and mixed with it. 

This unnecessary loss of donor blood, and the admitted operational dangers even in the 
too rare cases of success, should make surgeons who want to keep up with progress 
renounce these imperfect methods. 
 
 

DIRECT TRANSFUSIONS. - Puerperal haemorrhage.  Twelve cases.  Six healings.  A 
death from peritonitis on the ninth day.  Five failures due to puerperal trauma. (Personal 
observations). 
 

This is the first of my transfusion operations. 
It was a postpartum haemorrhage, the most frequent and indisputable indication of the 

operation. 
Special circumstances; abortion, investigation by the public prosecutor's office, expulsion 

of the midwife, prevented me from disclosing this first transfusion in Geneva.  Published in 
1867, in Paris, in a pamphlet by Barousse, the entire edition was suppressed by a "friend", a 
rival in the construction of a transfuser, and for eleven years this example of the success of 
direct transfusion remained in the shadows to the great detriment of scientific progress. 

On 3 December 1865, at midnight, a 17-year-old woman, induced abortion, repeated and 
sudden haemorrhages: two midwives abandoned the parturient believing her to be dead, 
complete collapse, seized face, cold skin, no breathing or pulse, transfusion 300 grams of 
blood of the patient's sister.  Towards the middle of the operation, a heartbeat appears; 
another silence.  Some superficial uneven inspirations.  Flagellation of the face and chest: 
hiccups, breathing settles, the heart beats, eyes open haggard, convulsed upwards; the 
sister faints with emotion, which ends the operation at 300 grams.  The patient regained 
complete consciousness, but retained for a long time her astonished, haggard appearance, 
as if she had just returned from the other world. 

Twenty minutes after the moment when according to those present she had breathed her 
last, she was absolutely saved.  Hearty drink, violent cough, mucous on the lips, regular, 
deep breathing.  Pulse 120.  Semi-syncope that makes me fear the return of the 
haemorrhage, the uterus had just expelled the placenta without a drop of liquid blood. 

After a frank convalescence, the patient got up on the eighteenth day.  She is now a 
mother. 

I said previously that this operation was carried out with my first model of transfuser 
whose suction cup and nozzles were silver, with large black rubber pockets.  These bags 
held nearly 200 grams of blood lost in vain by the donor.  This observation led me to simplify 
the device in the form it still holds today. 
 

Puerperal haemorrhages.  On 25 December 1881, in Paris, Mrs. Maloigne, a poultry 
seller at the Halle, suffered, after a difficult delivery, an excessive metrorrhagia which was 
only resolved after tamponade. 

On 12 January 1882, new haemorrhages, frequent fainting until 7 February repeated 
haemorrhages, complete inappetence, vomiting and obstinate diarrhoea.  Insomnia, 
exceedingly serious condition, syncopes. 

On 7 February, coma of agony, cadaverous facies, thread-like pulse of 140 to 150.  
Numerous injections of ergotine and ether with no lasting result.  Transfusion of 170 grams, 
violent shivering, followed by a hot reaction, prolonged sweating, regained vitality. 

Ten o'clock in the evening, satisfactory, sleep, no pain. 
8 February.  Normal urine, no blood, no globules.  Awakened appetite, feeling of strength, 

well-being.  Only one stool.  Pulse strong, full, at 100, respiration 35; colourful lips, warm 
skin, bright eyes. 

9 February.  Excellent night, pulse 95 in the morning, 100 in the evening. 



Phil Learoyd  6 
2024 

10 February.  She eats five meals a day, and pretends to still be hungry. 
This formidable appetite, a sign of general reparation, is maintained for about ten days; 

Digestion, pulse and temperature are normal. 
On the sixth day, the patient got up, and the convalescence was firmly established.  Soon 

she will spend a few weeks in the countryside and then resume her place at the Halle de 
Paris.  Today, 1 August 1884, Mrs. M... is radiant with health. 

The wound on her arm healed at first sight, as well as that of the Fort de la Halle, which 
gave her its blood. 

It should be noted here that not only did the transfusion drive away imminent death, but 
that by restoring plasticity to the blood it blocked the sources of these haemorrhages with 
uncontrollable recurrences.  (To be continued.} 
 
 
 
PART TWO 
 

OF THE DIRECT TRANSFUSION OF LIVING BLOOD 
 

By: Mr. Dr. J. Roussel 
 

Phenomena produced by direct transfusion. 
 
 
TRAUMATIC HEMORRHAGES. – Ten cases.  Four healings.  Two deaths by recurrence on 
the sixth and ninth days.  Four cases with no results. 

On 14 June 1882, Mr. Louis A., a butcher, 19-years-old, in Montereau (Seine-et-Marne), 
working at a stall outside the city, stuck his butchering knife in the upper thigh, which 
severed the crural vein and opened the femoral artery. 

Terrible haemorrhage during transport home. 
Dr. Goupil of Pallières, a former hospital intern, made the necessary dressings; he 

administered alcohol and numerous injections of ether which produced only temporary 
excitements, soon followed by new death threats.  Deep syncopes.  Great convulsive 
movements which are the prodromes of inevitable death, according to Hayem.  "He lost 
more blood than a calf, he shook himself and lay down like a dying animal, bleeding," said 
the butcher’s witnesses. 

Carotid pulse stringy, 170 to 190. 
Transfusion of 120 grams, the patient revived, announces a great heat coming from the 

arm and filling his chest, pulse 120 clear and well beaten.  Light shiver.  Hot reaction; pulse 
130, then 110, evening 96. 

The following day, pulse 96 in the morning, 100 in the evening. 
Normal urine, without albumin.  Great appetite, considerable improvement. 
On 22 June, the thigh warmed up, the engorgement decreased, and the wound heals. 
On 2 July.  Frank convalescence, appetite.  Thigh at normal temperature.  Collateral 

circulation more or less established, engorgement disappeared, except at the level of the 
wound.  Solid scar of skin.  Lost blood is quickly rebuilt.  The incision in the middle vein for 
the introduction of the cannula healed simply, as was the bloodletting of the blood donor, Mr. 
Turquet, who continued to enjoy the best of health. 

14 July.  The injured man gets up to see the national holiday, an arterial-venous 
aneurysm suddenly occurs at the site of the injury near the femoral triangle. 

1 September.  After a long and difficult compression treatment, the aneurysm 
disappeared; Mr. A...  resumes his arduous job as a butcher. 

2 April 1883.  Mr. A... once again restored to his former vigour, jumped out of his carriage 
and ran to stop his runaway horse.  The aneurysm reforms more considerably and requires 
a treatment of several months which leads to a second healing. 



Phil Learoyd  7 
2024 

August.  Our interesting wounded man is in the most satisfactory condition, he has 
resumed the arduous work of the butcher's shop, in spite of our urgent recommendations to 
avoid any violent muscular effort. 

Mr. Turquet, of Montereau, the blood-donor, a man already distinguished by several 
rescues, has suffered nothing from his useful sacrifice for which he has just been decorated.  
His example and this noble reward augur well for the spread of transfusion, which can only 
be accomplished with human blood.  I hope that Mr. Guislin-Dupuich, who has given me his 
blood five times in similar circumstances, will also receive the distinction he deserves, and 
that the inventor of direct transfusion will not be forgotten, although he may not, as I do not 
have senator parents. 
 
 
HYPOGLOBULINEMIA DUE TO PROLONGED SUPPURATION. – Eight cases. – Four 
healings.  – Four with no results. 

Observation published by Dr. Barwel, Surgeon-in-Chief at Charing Cross Hospital, 
London. 

I wanted to study whether transfusion has any curative value in these cases, which may 
be called chronic traumatic anaemia, produced by inexhaustible suppurations, during repair 
work exceeding the patient's strength until total exhaustion of his vitality.  I have long been 
struck by the impotence of therapy in these cases where assimilation constantly diminishes; 
and I thought that if we could supply ready-made blood, without needing the help of the 
stomach, we would be able to save the lives of many patients who are currently incurable.  
By examining Roussel's apparatus at the College of Surgeons, I lost all fear of the dangers 
formerly so frequent and especially of emboli during transfusion, and I decided to experiment 
in the following case: 

John D..., 44-years-old, entered my department at Charing Cross on the 2 December, for 
a penetrating comminuted fracture of the tibia and fibula. 

28 February.  For three months, a very abundant suppuration exhausted the patient; the 
bone fragments became necrotic and were resected.  The vast and deep wound suppurates 
without a tendency to heal, the buds wither; the pain is violent and constant.  In spite of all 
the care, the wounded man becomes more and more miserable, pale, cachectic, his pulse is 
very weak at 115, temperature 36.5; zero appetite. 

Direct transfusion by Dr. Roussel; the median vein is very small and contracted.  250 
grams of Mr. Watson's blood, a medical student, is slowly transfused.  During the operation, 
the patient's eyes become bright, his face coloured, his skin hot and moist, his pulse fuller 
and stronger at 95. 

After the transfusion, he shows a feeling of strength and fullness, with a slight dyspnoea 
of short duration.  The previously pale and withered wound granulations swell, become 
coloured, and ooze some blood.  After an hour, slight chills, then profuse sweat, heat, thirst.  
Pulse 94; temp. 39.0 then 37.8. 

Urine abundant, odorous, but perfectly free of albumin and blood. 
1 March.  Good night, better breakfast than in three months; pulse 100, temp. 36.8, light 

sweat, no leg pain.  In the evening pulse 90; temp. 37.8. 
6 March.  Satisfactory condition, although a slight inflammation of the arm made the 

patient a little tired; I would like to note that this was simple local cellulites and not phlebitis. 
14 March.  The wound on the leg is very beautiful, there already seems to be a little 

reunion between the bones.  There is no pain in the fracture since the transfusion. 
15 April.  It seems to me useless to continue this relationship because the wounded man 

is perfectly fine.  Since the transfusion his condition has changed completely.  The power of 
assimilation was immediately restored and produced convalescence. 

This example fully demonstrates the great benefit that can be derived from transfusion in 
cases of extreme weakness, after serious injuries, because instead of exposing the mass to 
all the dangers of a secondary amputation, we can save them thus, not only life, but also a 
limb that had seemed doomed. 
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Transfusion will become one of the most important resources in surgery.  The ingenuity of 
the construction of Roussel's apparatus is quite admirable, as is the way in which the author 
executes the Operating Manual. 

R. Barwel. 
 
GASTROINTESTINAL HAEMORRHAGE. - Four cases. – Two stomach ulcers. - Healings. – 
Hemorrhagic dysentery.  Healing. – Hemorrhagic stomach cancer. – Cessation of 
haemorrhage for 2 months.  - Success. 

Cochin Hospital, Beau Room, Dr. Dujardin-Beaumetz's department. 
Somet Joseph, 38-years-old, mechanic, - neither syphilitic, nor drinker, nor smoker.  - In 

1881, stomach ulceration, frequent vomiting and black blood stools.  In March 1884, almost 
daily vomiting of blood. 

In April, on the 18th, 25th, 27th, bowls full of arterial blood. 
On 2 May, excessive haemorrhage of gleaming blood, two full bowls.  Syncope.  Leaky 

pulse. 
On 3 May he appeared to be dying.  Mr. Dujardin-Beaumetz, who for several days had 

been foreseeing the emergency of a transfusion, wrote this note to me, which I quote to 
forestall this foolish and too frequent objection – the patient would have died without the 
transfusion. - "I have a patient who is going to succumb to the repeated haemorrhages he is 
experiencing.  Would you like to prepare a transfusion for Monday, 5 May, if he is still alive”. 

5 May, 10 a.m. According to all present, the patient's death is imminent within a few 
hours.  Very cold and dry skin, faint voice, shallow breathing, thready pulse, running at 120. 

In order not to spill a drop of the patient's blood, and to make visible the bloodless vein 
into which the cannula must be inserted, I place a tight tie on the biceps, and an ischemic 
band from the hand to the elbow.  A short section of the cephalic vein is thus separated from 
the general circulation and is made turgid by the blood from the forearm.  The vein is skilfully 
prepared by Mr. Legendre, an intern in the department, and the transfusion cannula is 
inserted into it full of water. 

150 grams of blood are slowly and easily transfused.  We notice a rapid swelling of the 
vein, which is seen undulating all the way to the armpit. 

The patient was so bloodless and tolerated the operation so well, without the slightest 
problem, that my intention was to continue up to 250 or 300 grams, certain in advance that a 
large dose of blood could be transfused without any danger and very usefully; But I had to 
stop at the express request of the professor who already at 100 grams told me to stop.  By 
detaching the transfuser from the blood donor's arm, he found that the blood flowed freely 
from the bloodletting, that it was of an absolutely classic shape, and that the machine 
contained only liquid blood without clots.  Let us say at once that the operated vein received 
a simple figure-8 dressing, under which it healed per primam and remained permeable; let 
us say that Mr. Guislin du Puich, who had just given me his blood for transfusions for the fifth 
time, has suffered nothing, and declared himself ready to respond to another appeal.  This 
proves that there are devoted men; and from the operational point of view, that the play of 
my lancet is as faithful as it is harmless, and finally that my method, born taking from the 
donor only the blood strictly necessary to save the sick, without losing a drop, imposes on 
the donor only a minimum sacrifice, easily repaired; the same cannot be said of the other 
methods. 

10:30 a.m.  The operation is over, the subject's voice is good, his eyes shine, his pulse 
very full and strong at 90.  Temp. 37.5. 

11 a.m.  A slight shiver that lasts barely a quarter of an hour.  Pulse 124.  Temp. 37.8.  
Heated bed. 

11:30 a.m.  Moderate sweat and heat.  Pulse 110.  Temp. 38.3. 
12:30 p.m.  Temp. 38.3, urine normal, abundant, pale-yellow, without albumin or traces of 

blood.  No pain, sleep.  Pulse 100, full, regular.  Injection of morphine into the epigastric 
cavity, in order to immobilize the stomach of the patient, to whom I was unable to give hot 
drinks during the shiver, as was my custom. 

6 hours.  He slept for two hours, in excellent condition. 
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6 May.  He had a very good night.  Pulse, 90.  Temp. 37.8.  Normal urine, somewhat 
urea-laden, without albumin; it has been carefully analysed every day. 

I ask for injections of morphine for him in order to immobilize the stomach during the 
formation of the scar as well as to alleviate the feeling of hunger; and a few packets of 
bicarbonate of soda and charcoal, to neutralize the gastric juice, and to form a sort of 
protective dressing on the stomach wound. 

The haemorrhages did not recur. 
For more than 18 days, the patient, fearing that the bloody vomit would return, only 

wanted to take a few drops of iced milk.  His vitality increased very energetically, supported 
by the transfused blood. 

30 May.  No haemorrhage, milk diet, eggs, peptones. 
1 August.  Somet has been getting up every day for a long time. 
He eats meat and regains his strength.  This man, who, before the transfusion, vomited 

his blood in mortal abundance, and almost every day, demonstrates to you that transfused 
blood is not only the most energetic restorer and support of life, but also an admirable 
haemostatic; which I had already published in 1874. (Archives de médecine and a volume by 
Asselin) 
 
 
MEDICAL CONDITIONS WITHOUT RECENT HAEMORRHAGES. – Twenty-eight cases.  
11 cures, 4 very prolonged improvements, 13 without results, no accidents.  

Anaemia, as a result of fever.  Albuminuria.  St. Petersburg, Professor Eichwald's 
Pathology Clinic. 

Isakoff, 38-years-old, a merchant from Moscow, was stricken fifteen months ago with 
severe typhus from the Caucasus, with prolonged and recurrent haemorrhagic dysentery.  
Extreme anaemia, puffiness of the face, oedema of the stomach and legs, heart murmur, 
palpitations, dyspnoea at night, anorexia, dyspepsia; he stays in bed all day in extreme 
weakness.  Muco-blooded fetid diarrhoea, 8 to 10 times a day despite treatment; suspicious 
mucous and albuminous urine; red blood cells decreased, white blood cells increased. 

23 February.  Very easy and fast transfusion: 300 grams of blood from a nurse.  No 
disturbing phenomena; he paled, says he feels very well; warmth in the arm, then throughout 
the body, light sweat, calm sleep, appetite on waking; all day, no diarrhoea; suspicious urine, 
without albumin. 

24 February.  Good night, no diarrhoea, big appetite. 
25 February.  He stands up; great appetite; two watery stools, parasites are found there.  

Appropriate treatment. 
26 February.  Professor Eichwald brings the patient, who walks from his room to the 

amphitheatre, a very great distance.  Clinic on this rapid and surprising cure of anaemia 
cachexia. 

2 March.  Very well, gets up every day, great appetite, strength returned.  Solid 
convalescence. 
 
 
DYSCRASIA.  LEUCOCYTHEMIA. 

Leucocythemic anaemia is likely to be fortunately modified by transfusion, when the 
hematopoietic organs are not yet profoundly altered.  With the assistance of Dr. Kuprianoff 
and his colleagues, doctors of the St. Petersburg prison, I performed a transfusion on a 28-
year-old prisoner who, a year before, had been stricken with very severe haemorrhagic 
typhus, as a result of which a very pronounced leucocythemia was declared.  His blood, 
examined under the microscope, shows a great exaggeration in the number of white blood 
cells, with a proportional decrease in the number of red blood cells.  Waxy pallor of the skin, 
absolute discoloration of the mucous membranes, puffiness of the face and oedema of the 
feet.  Frequent and often bloody diarrhoea, swelling and pain in all joints: permanent feeling 
of cold.  Complete inappetence.  Urine often albuminous. 
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15 February.  He received a transfusion of 260 grams without any disturbance; pre-
operation temperature, 35.5°; during, 37.2° after, 37.8°.  Pulse; before, 60, then goes up to 
72, 90 and 98.  That same evening, he showed a great appetite and had a good night's 
sleep. 

21 February.  The urine is normal, the diarrhoea has ceased, the wound on the arm has 
healed, the appetite is considerable, the appearance of the face is completely different, there 
is no more puffiness; he feels, he says, completely renewed; he stays up all day. 

13 March.  The heads of the medical service noted his complete recovery; his mucous 
membranes are well coloured; the skin is normal in appearance; the pulse is regular and full 
at 82. 
 
 
MENTAL AFFECTIONS.  In a previous publication (Journal de médecine, 1883), I have 
given some observations tending to demonstrate: 

1o That certain forms of depressive mental affections appear to be produced or 
maintained by chronic cerebral anaemia, followed more or less slowly by an incurable 
atrophic degeneration. 

2o That during the stage of anaemia, the transfusion of the blood, by suppressing the 
cause, may also suppress the effect, either by suddenly curing certain melancholic lunatics 
and certain women suffering from chloro-hysteria, with depressive intellectual obtundation 
very close to melancholy lypemania; or by modifying the cerebral condition of certain other 
melancholics in such a way that they become curable by hitherto impotent treatment. 

I have six cases of this order with three cures, one melancholy lypmaniac, two chloro-
hysterics with intellectual depression; two marked improvements; one with no result.  As an 
example of this marked improvement, which is perhaps a prelude to complete recovery, I will 
briefly cite my last operation, the publication of which will belong to the Clinical Professor of 
Mental Diseases at the Faculty. 
 

Sainte-Anne Hospital. – 14 February 1883, entry of H. Sylvestre, 35-years-old, with the 
certificate of Mr. Legrand du Saulle: Melancholic delirium, chimerical fears, dyspnoea, 
insomnia, general unfortunate condition. 

5 September.  Certificate from the head of the clinic: "For some time now, more apathetic 
than ever; no improvement, in spite of showers and dry rubs with alcohol, turpentine, points 
of fire; walking with great difficulty, urinates in bed, forgetting to urinate.”  He never speaks; 
you have to feed him with a spoon. 

19 January 1884.  Professor Ball, knowing my operations in the hospitals for the insane in 
London, allowed me to attempt a transfusion. 

11.30 a.m.  Transfusion of 50 grams of Mr. Dupuich's blood.  Before the operation; P. 96; 
T.R. 36.8°.  Weight, 65.5 kilograms.  The whole face, the ears, the hands are cold.  Without 
any disturbance, by a few exclamations, the patient indicates that he feels something 
abnormal within himself at the arrival of the blood.  A quarter of an hour later, a slight very 
short shiver. 

1.45 p.m.  The face is coloured; he caused all the time, no discomfort.  The pulse is still at 
96, but its characteristics are markedly changed; from being limp and depressed, it became 
strong and full.  T. 37.6°.  His skin is warm, his face coloured; he falls asleep at 2 o’clock.  
Abundant urine, very clear, citrate yellow.  On analysis, no albumin or sugar.  Very strong 
appetite. 

20 January.  He seems more awake than usual; he answers the first question.  No pain. 
22 January.  Leaning on his bed, he eats on his own. 
25 January.  He walks faster, eats alone, is less apathetic.  Nurses report a noticeable 

change.  Ordinary treatments are actively resumed, to which is added the electrification of 
the skull. 

July, 1884.  He is much less depressed, he works willingly, he eats alone, he speaks 
more freely.  He now seems to have several serious chances of recovery. 
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I would point out that, in my view, the dose of transfused blood that H... received was far 
too low.  This may be why the improvement was not more pronounced or more rapid.  The 
lypemania of Vienna was much lower than that of Sainte-Anne, he was suddenly and really 
cured by 300 grams.  Chloro-hysterical women were cured: one by 250 grams, the other by 
160 grams.  Still, Professor Ball had no reason to regret having been in favour of a 
progressive attempt.  At the very least, he is convinced that direct transfusion is perfectly 
innocent when carried out in a rational manner. 
 

To conclude and summarize the teaching that results from these lessons and from these 
few observations: I hold for certain that direct transfusion – in sufficient doses, of living, 
complete and unaltered human blood, in transitu, is through contact with the air or by that of 
metal and glass surfaces – is not only a heroic treatment against imminent death by sudden 
loss of blood, as well as an admirable haemostatic means against chronic haemorrhages; 
but that it is still a curative agent of considerable value in a host of serious cases of blood 
dyscrasias, while the organs essential to life and globular genesis are not yet profoundly 
degenerated. 

I hope that the Faculty will take an interest in direct transfusion and will finally be able to 
pay for not having been born in her womb. (1) 
 
(1) The Editorial team reminds that, for original work, it leaves complete freedom to the 
collaborators of Le progrès médical. 
 
 
 
 
 
 
 
 
 


