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Abstract

Colombia is a country located in the northwestern part of South America with coastlines on two oceans—the

Atlantic and the Pacific—a wide variety of climates and landscapes resulting from altitudes ranging from sea

level to snow-capped peaks, biodiversity in fauna and flora, and a rich culture derived from its diverse

population. Its official language is Spanish. Despite a well-known history of socioeconomic crisis from earlier

times up to the present, thanks to the initiative, perseverance, and dedication of numerous colleagues, the

country is also recognized as a source of significant contributions in different areas of anaesthesiology.
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INTRODUCTION

A considerable number of important and original

contributions from Spanish-speaking countries were

neither visible nor recognized.1 Sometimes knowledge

was passed down orally and gradually lost over time;

in other instances, written records disappeared due to

various causes such as fires, relocations, or loss. In

more recent times, the main limitation was the scant

availability of written documents since no culture of

recording actions and key moments existed. Later,

records were kept but not published because of a lack

of financial resources, or when published, they

appeared in non-indexed Spanish-language journals.

The Colombian history in anaesthesia, according to

researchers, has traditionally been divided into six

periods2,3:

1. Early history: prior to 1846,

2. The first steps: 1846 to 1913,

3. Pre-institutionalisation: 1913 to 1948,

4. Institutionalisation, pre-professionalisation: 1949

to 1958,

5. Professionalisation: 1959 to 1973, and

6. Consolidation and comprehensive development:

1973 to 2010.

Early History

As part of the history of anaesthesiology in Colombia,

many empirical practices in the quest to relieve

patients’ pain have been described, prior to 1846.2

Arrival of the Spanish rulers and of enslaved labour

during the 15th century resulted in newer diseases in

Colombia. Hunger and malnutrition were considered
endemic in the 16th century. Indigenous people were

described as usingDatura stramonium (locally, borrachero
sabanero, rich in scopolamine) and fermented corn

chicha as a means of release, as well as tobacco3—
smoked, snuffed, chewed,4 or in beverages—alone or

mixed with coca; piptadenia peregrina or yopo; and
coca or hayo as hallucinogens during care provided

by their shamans3 (indigenous healers attributed
magical powers with various functions, among them

relieving pain and treating diseases; considered half

human and half god)4 in the face of pain and death.3

In 1545, Gonzalo Fernández de Oviedo mentioned
coca for the first time in his General and Natural
History of the Indies.2,4 Indigenous doctors chewed it

in large amounts mixed with lime (a practice known as

mambeo) to obtain high concentrations of coca in saliva,
which they applied to skin or wounds, producing

anaesthesia for procedures including trepanations.4 In

the hospitals, for the few procedures performed, patients

were under the influence of opium, mandrake, and

other popular substances of the time.4,5 Herrera Pontón
wrote that, in Colombia, ‘large doses of alcoholic

beverages or preparations based on mandrake, Indian

hemp (marijuana), or opium’ were used, along with

restraint techniques.6 This period is notable for the
creation of health and educational institutions that, years

later, were key to the development of anaesthesia.2,6 José

Celestino Mutis, physician and surgeon and a pioneer of
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medical studies, presented a report on the state of medicine, surgery,

and teaching in the New Kingdom of Granada (1801).3,7 He presented

a medical curriculum, a document considered a reference for university

medical studies in the territory that would later be called Colombia.2,4

This was followed by periodic changes and improvements in medical

education and treatments.

In Colombia, during the wars of independence, ‘opium was used as

an analgesic for wounds and to treat other illnesses in soldiers such

as neurosis, insomnia, and dysentery’,4,6 and it was even combined

with ‘alcoholic intoxication’.6 Frequent procedures included

amputations, fracture treatment, wound care, and extraction of

foreign bodies. Different opium preparations were available at the

time and their prices have been recorded.3

That same year, it was reported that English physician-surgeon

Thomas Foley amputated, on the battlefield, the arm of a

commander of the British Legion, wounded in the Battle of

Pantano de Vargas,2,3 using an alcoholic drink as an anaesthetic3;

he died the next day.4 In 1827, mention is made of a ‘device to

demonstrate ether respiration’ donated to Hospital San Juan de

Dios by the chemistry professor General Joaquín Acosta, who had

brought it from Europe.2

The first steps

From the time of Dr. Morton’s demonstration of ether use in

Massachusetts, the first steps of anaesthesia in Colombia began, lasting

until 1913. This era is characterized by the publication of a large

volume of academic material of various types related to anaesthesia,2

despite the lack of recognition of anaesthesiology as a medical activity.5

Dr. Pedro Felipe Ibarra presented the historical account of the first

administration of anaesthesia in Colombia during the academic

session of the National Academy of Medicine on 15 May, 2025.

Dr. Ibarra’s later research found the news of ‘ether inhalation’ in

New Granada, in the city of Barranquilla, with a ‘machine brought

from Jamaica’ by Dr. Estevan Pardey, who on 24 May, 1847,

performed a successful tooth extraction in a patient with

odontalgia, with a detailed description of the procedure.8

After hearing that masterful presentation, Dr. Antonio Vargas

Reyes, one of the most important surgeons of the time, trained in

France and a notable figure in Colombian medicine,2 a pioneer in

procedures using ether and chloroform,6 would be recorded as the

one who ‘administered the first anaesthesia in Bogota in 1849’.

La Lanceta magazine in 1852 compiled articles related to the

specialty, mentioning opium, coca, and curare. Dr. José Ignacio

Quevedo Amaya was the first to administer chloroform anaesthesia

in Antioquia with satisfactory results in 1860 and, along with other

colleagues, noted its usefulness for controlling dental pain.2 In

Colombia, during the last quarter of the 19th century, ‘ether and

chloroform were widely used’.6 In 1882, in Medellín, Dr. Antonio

Restrepo performed the first ventilation on a patient with apnoea

under chloroform. He introduced a rubber catheter into the trachea

and alternated mouth-to-device ventilation with chest compression,

achieving the patient’s recovery.1

In 1890, an ovariectomy is described as being performed in a dining
room under ether.3 In 1891, a medical student at the Military
Hospital Teodoro Castrillón calculated the partial pressure of
oxygen in Bogotá and published his thesis1,6 Contribution to the
Study of Anaesthesia at High Altitudes. Contraindication of Chloroform
on the Bogotá Plateau,6 where he argued that ether and chloroform in
Bogotá should be mixed with air or oxygen in the vaporizing apparatus
since, at that city’s altitude—close to 8000 feet1—the partial pressure of
oxygen decreases.6

After graduating, Dr. Castrillón described how he performed
electrical stimulation of the phrenic nerve on a patient in
chloroform apnoea during a supracondylar amputation; once the
anaesthetic effect ended, the patient fully recovered.1

It is important to mention José Joaquín Azula’s 1895 thesis titled
General Anaesthesia, devoted to chloroform, in which he stated that
‘anaesthesia must be performed by a physician, the patient must be
fasting, and a mouth gag and tongue forceps must be available’. In
1885, dentist Dr. Lázaro Restrepo introduced nitrous oxide in
Antioquia with no reported adverse events.6 Later, in 1896,
Dr. Quevedo endorsed nitrous oxide, referring to it ‘as harmless when
used skilfully’.2 During the last quarter of the 19th century, ‘ether and
chloroform were widely used’, with a preference for the latter.

At the beginning of the 20th century, anaesthesia administration
was in the hands of surgeons or operators, who delegated patient
monitoring to another person and proceeded to operate. The first
physicians who dedicated a certain amount of time to the nascent
specialty were called chloroformists; they mainly used chloroform
and ether as anaesthetics. In 1902, ether was used for the first time
at Hospital San Juan de Dios in Bogotá, taking advantage of its
lower cost compared with chloroform, and in 1903, that institution
inaugurated its operating room. At that time, surgical procedures for
wealthy individuals were performed at the patient’s home. In 1905,
Dr. Lisandro Leyva administered the first spinal anaesthesia with
tutocain at Hospital San José in Bogotá. In 1907, Dr. Juan Bautista
Montoya y Flórez implemented the use of adrenaline to treat cardiac
arrest and spinal anaesthesia with cocaine and stovaine mixed with
strychnine, performing punctures at different levels (mid-cervical,
upper thoracic, lower thoracic, and lumbar) depending on the
procedure, reporting a headache incidence of 90% in his cases.6 By
then accounts were made of some chloroformist physicians in other
cities such as Manizales, with recognition of their trade.

Pre-institutionalization

This period extends from 1913, with the Second National
Medical Congress, to 1949, when the Society of Anaesthetists of
Gran Colombia—the precursor to the Colombian Society of
Anaesthesiology—was founded.2,5

At the 1913 Congress in Medellín, scientific material was presented
regarding the use of multiple anaesthetic agents introduced to the
country since the beginning of the century, reflecting a growing
interest in anaesthesia as a technique for pain control and to enable
surgical procedures. Regional techniques increased, with reports of
neuraxial anaesthesia in different cities and for multiple procedures,
including major surgery such as nephrectomy (1918). Reports
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appeared of mortality and of cases of local anaesthetic toxicity, such

as ‘cardiac syncope due to local anaesthesia’ in 1927. Physicians

trained abroad arrived, bringing knowledge and devices for

administering anaesthesia (such as the Ombredanne mask) to major

cities. Dr. Clímaco Alberto Vargas, trained at Bellevue Hospital in

New York, brought two Foregger machines to Bogotá and gave

demonstrations at Hospital San José.

After this significant growth, a period occurred in which anaesthesia

was no longer administered by physicians2 but was assigned to

empirically trained personnel, most often nuns and not infrequently

technicians from outside of medicine (for example, the hospital

electrician),2,6 improvised staff, or students in surgical specialties.9

During the 1930s and 1940s, anaesthetists appeared, physicians

devoted exclusively to this activity. In 1930, physicians like

Gonzalo Esguerra and Hernando Matallana began training abroad

in the United States and returned with a Heidbrink machine for

administering gases. This was installed at Clínica Marly in Bogotá,

and used for the first time by Dr. Juan F. Martínez,2 a self-taught

anaesthetist, recognized as a pioneer for performing an intubation

with a rectal tube, a tongue depressor, and a flashlight, and as an

expert in administering ethylene and cyclopropane.2,6

In 1931, Dr. Juan Marín Osorio—the ‘pioneer of pioneers of

anaesthesia in Colombia’3 and considered the father of anaesthesia in

Colombia—administered his first anaesthetic for an appendectomy at

the Hospital de la Misericordia in Bogotá,2 using ether with the

Ombredanne mask6 under the tutelage of Sister María Hermelinda,2,6

a nun at the hospital and staff chloroformist (Figures 1 and 2).

Marín was the first to recommend patient monitoring under

anaesthesia; in 1934, he instituted continuous use of a precordial

stethoscope to listen to cardiac and pulmonary sounds in paediatric

patients1,2, as a method of continuous cardiopulmonary surveillance:

‘arrhythmias and cardiac arrest can be identified when they occur’.1

The first anaesthesia machines arrived in Medellín in 1936; the
equipment was only put into use after Dr. Iván Gil travelled to Bogotá
to train, after which chloroform use began to decline and nitrous oxide
began to be used for the expulsive phase of labour,2 despite its high
import-related cost, until the 1950s, when it began to be produced
locally.6

In the 1930s, intravenous anaesthetics such as sodium evipan and
later thiopental2 (by Abbott Laboratories),6 and curare began to
arrive.

In 1939, Dr. Juan Martínez conducted work on cyclopropane, giving
lectures that seeded the initiative to acquire gas administration equipment
and train personnel with experts like Dr. Martínez, who years later
described the first resuscitation manoeuvres to treat cardiorespiratory arrest
during anaesthesia. That same year, Dr. Humberto Pineda described
brachial plexus block for orthopaedic surgery.2 In 1940, Dr. Juan
J. Salamanca returned from the United States—the first in the country
with complete training in anaesthesiology at Massachusetts General
Hospital in Boston.9 He performed the first laryngoscopic intubations
at Hospital San Juan de Dios in Bogotá, then moved to Cali, bringing
the first anaesthesia devices to that city. In 1945, Dr. Juan Marín
became Head of Anaesthesia at Hospital San José and, as noted in
Pioneers and Notables of Anaesthesiology in Colombia, he inaugurated the
teaching era and formal training in the specialty. Motivated by his
deep conviction that some physicians should be dedicated exclusively
to anaesthesia,2 Dr. Marín founded the School of Anaesthesiology at
Hospital San José in Bogotá the following year, the country’s first.2,4

In its first cohort, neither physicians nor nurses enrolled—only six
young women, daughters of physicians, and hospital leaders. In 1948,
the first group of physicians was admitted, and thereafter, Dr. Marín
continued his teaching activities with participation of physicians and

Figure 1 – Juan Marín. Herrera Pontón J. History of Anaesthesia in
Colombia. 1999

Figure 2 – Sister Maria Hermelinda. Herrera Pontón J. History of Anaesthesia
in Colombia. 1999
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ladies nationally and internationally.2 In parallel, in Antioquia,

Dr. Iván Gil,2,5 recently returned from the United States,4 organized

an anaesthesia course endorsed by the School of Medicine.4,6 By

the end of this period, anaesthetist physicians gradually entered

operating rooms, slowly displacing non-professionals, and

conflicts arose between surgeons and anaesthetists, as the former

saw the presence of a second professional responsible for the

patient as an intrusion (Figure 3).2

Pre-professionalisation—Institutionalisation

This period includes significant events that consolidated anaesthesia

in Colombia from professional, institutional, and educational

standpoints.2,5 In response to the need for a common forum where

anaesthesiologists could share knowledge, form networks, and

advocate for their importance within the health system, on September

23, 1949, in the session hall of Hospital San José in Bogotá, the

Colombian Society of Anaesthesia was founded by anaesthetists from

that city, prompting the emergence of other departmental societies.2,4

The first President elected unanimously was Dr. Juan Marín, who

declined the post but requested to serve as Secretary.

On 23 December, at the next Society meeting, Dr. Marín presented

the panphoscope, a three-way device that allowed blood pressure

control and monitoring of heart sounds and ventilation (Figure 4).

Prompted by a student’s 1947 suggestion to create a crest, Dr. Marín

began to design one that would represent the anaesthesiologists. The

first was designed in 1948; in 1950, its legend was modified. Herrera

Pontón recorded Dr. Marín’s description: ‘The upper semicircle with

a white background represents the integral life of the human

organism sinking or rising beyond the horizon of mystery; beyond

the horizon of mystery is the Sun of Consciousness. In the lower

field, in azure, unconscious organ-striated life is represented, and

standing out against the dark background are the two twin torches in

gold and gules of sleep and death, barely lit and pointing toward the

nadir.’ Anaesthesia Deorum Ars would represent the divine role of

anaesthesiologist, not only to prevent pain but relieve and cure it, a

recognition of the Great Anaesthesiologist (Figure 5).4

In October 1950, Dr. Perry P. Volpitto, Professor of Anaesthesiology

and Chair of the Department of Anaesthesia at the University of

Georgia, arrived in Colombia.2,4 Volpitto made observations about

anaesthetic practice in Colombia—poor training of practitioners and

poor remuneration. He also pointed out failings such as lack of

individualized dosing, absence of pre-operative and post-operative

visits and records, errors in patient care, and lack of

differentiation of gas tanks. In 1951, Dr. Aníbal Galindo used

the Spyro Pulsator respirator at Hospital San Juan de Dios. That

same year, the Colombian Society was invited to the Congress of

Surgery and to the World Congress of Anaesthesiology in Paris.

In 1952, with the first Colombian Congress of Anaesthesiology,

Colombia began integrating into the specialty in Latin America.

Visibility grew when El Tiempo published an announcement

inviting medical graduates to enrol in an anaesthesia course at

Hospital San Juan de Dios, and sign-ups exceeded expectations.

In 1955, the World Federation of Societies of Anaesthesiologists

(WFSA) was founded in The Hague with 28 societies, including

Colombia. In 1956, Dr. Gustavo Gómez Calle began work at

Figure 3 – Operating theatre. Herrera Pontón J. History of Anaesthesia in
Colombia. 1999

Figure 4 – Panphoscope. Herrera Pontón J. History of Anaesthesia in
Colombia. 1999

Figure 5 – Logo of the Colombian Society of Anaesthesiology and
Resuscitation
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the Municipal Hospital of Manizales, where he performed the
first epidural anaesthesia for a urologic procedure,6 extending its
use in the coffee axis region. On 23 October, 1956, during the
Third Latin American Congress of Anaesthesiology in Bogotá,
Colombian Society of Anaesthesiology was renamed as the
Cundinamarca Society of Anaesthesiology as per inputs from several
chapters. Board members were elected, and in subsequent meetings,
statutes were developed with periodic reforms toward organizing and
professionalising specialists nationwide.

Between 1954 and 1956, the Association of Faculties of Medicine
(ASCOFAME)2,4 was created, with an important antecedent: the
1953 Lapham mission of medical educators’ report A Study of
Medical Education in Colombia.2 By 1958, four centres were
teaching post-graduate anaesthesiology in the country.4 New
surgeries were performed, and cardiovascular surgery began with
procedures that grew in complexity over time; the first open-heart
surgery with hypothermia was performed.2,4

Professionalisation

In 1963, minimum standards and curricula for post-graduate
training in various specialties including anaesthesiology began to be
defined. Post-graduate programmes continued to open nationwide,
and procedures of greater complexity were performed in different
populations.2

Regarding supplies, no cuffed endotracheal tubes existed; in 1961,
separate cuffs arrived to be adapted to tubes. Intravenous
medications came in glass bottles; needles of different types were
made of stainless steel, reused, and sharpened with sandpaper. Due
to shortages of epidural catheters, telephone cable was used after
removing the central copper wire. The administration of anaesthesia
using closed and semi-closed systems began. Except for rare cases,
patients were not cannulated for fear of pulmonary oedema, and
intraoperative monitoring was basically clinical. From this point,
innovations emerged in operating rooms, and post-operative recovery
areas were implemented, making it possible to begin neurosurgical
procedures. These long-duration surgeries used bellows ventilators,
initiating the first steps in mechanical ventilation; some visoscope-type
monitors had been brought; continuous invasive monitoring
techniques were used; and defibrillators were available.4

In 1962, the Declaration of Cúcuta was approved, establishing the
practice of anaesthesiology by medical specialists, equal treatment—
academic, professional, and economic—with other specialties,
mutual support among affiliates, and due conduct according to
Society statutes.2 Meanwhile, in Lima, Peru, during the Sixth Latin
American Congress of Anaesthesiology, the Latin American
Confederation of Anaesthesiology (CLASA) was founded,6

identified with the crest designed by Dr. Juan Marín. In 1968, the
first kidney transplants were performed at Hospital San Juan de
Dios in Bogotá.5 In 1971, the WFSA requested authorization from
Professor Juan Marín to convert his CLASA emblem into the
Presidential Medallion, to be used by presidents on ceremonial
occasions (Figure 6).2

In 1973, Dr. Jorge Osorio, Head of the Department of Anaesthesia
at the Cancer Institute and Secretary General of the Colombian

Society of Anaesthesia, founded the Revista Colombiana de

Anestesiología (Colombian Journal of Anaesthesiology)2 to disseminate

knowledge and scientific activity in anaesthesiology in Colombia,

maintaining regular publication by the Colombian Society of

Anaesthesiology and Resuscitation (SCARE) under the presidency

of Jorge Colmenares Espinosa.4,9

Consolidation, comprehensive development

This period includes a significant number of circumstances that

allowed the growth, projection, and development of anaesthesiology

in academic, professional, and organizational spheres.2,5 SCARE

evolved into the country’s most important medical scientific

society. Academic activities were carried out on topics such as pain,

regional anaesthesia, paediatric anaesthesia, and anaesthesia

education.2 Post-graduate programmes, following the minimum

safety standards in anaesthesia, designed strategies to increase

patient quality and safety, positively impacting outcomes.

Around 1976, anaesthesiologists led a crucial struggle to end the

traditional hierarchical surgeon-anaesthesiologist relationship that

affected professional autonomy. This fostered an active campaign to

change the paradigm, demanding fair and equitable working

conditions to dignify the specialty and allow a more active role in

the surgical team, changing the perception of anaesthesiology

within the health system.10 In 1979, a bill to regulate the practice of

anaesthesiology was proposed,2,4 and by June 1981, members of

SCARE meeting in Cali approved a resolution considering the

administration of simultaneous anaesthetics a serious offense and

condemning such practice.4 The SCARE changed to S.C.A.R.E. to

avoid confusion when read in English as scare.

Regarding specialty development, in 1986, the Board of the

Cundinamarca Society of Anaesthesiology took the first steps to

create the draft for Law 6. In Dr. Ruiz’s words, anaesthesiology

should be properly regulated so that those who practice it are duly

prepared and working conditions ensure adequate and safe patient

care. With the intention of scaling it nationally to be presented to

Congress, the project was presented to SCARE members in 1987;

Figure 6 – Ocampo B, Peña JE. Pioneers and Illustrious Figures of
Anaesthesiology in Colombia I 2012
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after approval, it was filed with the Secretariat of Congress in 1988.
On 16 January, 1991, the President of the Republic enacted ‘Law 6
of 1991, by which the medical specialty of anaesthesiology is
regulated’, a historic moment marking a before and after in anaesthetic
practice, including among other things the exclusive practice by
medical specialists as a guarantee of commitment. Anaesthesiology thus
became the second regulated specialty after radiology. The Decree in
1996 fulfilled its regulation and determined compliance ‘with the
standards that set out the minimum safety procedures required for
anaesthetic practice’, precisely SCARE’s minimum safety standards,
which must be followed by anaesthesiologists and health institutions
alike. In 1985, the National Resuscitation Committee was created. In
1989, SCARE’s Safety Committee was created, an initiative that
brought together prominent anaesthesiologists who worked hard on
the topic. During SCARE’s 1991 assembly in Manizales, the first
Minimum Safety Standards in Anaesthesia were presented and
approved.10 This document was later updated in 2023, as Guidelines
of the Colombian Society of Anaesthesiology and Resuscitation
(S.C.A.R.E.) for Safe Anaesthesia, changing the term standards to
guidelines according to Constitutional Court concepts.12

Bases on the initiative of Dr. Ignacio Ruiz in 1986, a fund to
protect physicians in the event of lawsuits arising from professional
practice was created in 1993, the Special Fund for the Solidary Aid of
Lawsuits (FEPASDE). It was initially focused on anaesthesiologists and
later opened to other health professionals.4,12 It has provided crucial
support to foster an environment of trust and collaboration, allowing
professionals to act in solidarity and feel protected in their practice,
establishing the entity as a leader in legal process consultancy and in
the solidarity economy of SCARE.9

To honour outstanding anaesthesiologists in Colombia, on June 24,
1983, former SCARE President Jaime Herrera Pontón proposed
creating the Gold Ombredanne decoration as recognition of the
most distinguished anaesthesiologists2 for their contributions to the
specialty. On that occasion, the Assembly awarded it to Dr. Juan
Marín Osorio, father of anaesthesia in Colombia.13 In 1996,
ASCOFAME brought into being Paediatric Anaesthesia on 23
June, 1992; Cardiovascular Anaesthesia and Neuroanaesthesia on
24 February, 1994; and Pain Medicine on 24–25 February, 1994.9

Meanwhile, the Revista Colombiana de Anestesiología continued to
develop. The Cochrane Collaboration found it to be the national
journal that publishes the most experimental studies and systematic
reviews. The journal has evolved in this digital era with scientific
and technological advances, achieving recognition not only for its
commitment to continuing medical education in anaesthesiology at
the national level but also for constant innovation in the pursuit of
improving our practice; to be visible abroad, it is included in highly
recognized international databases.14

In education, in Colombia, approximately 61% of post-graduate
programmes belong to private universities.15 This situation is

multidimensional and is influenced by the country’s prolonged
internal conflicts. Teaching faces fluctuations in patient census,
pressure for greater economic productivity, uneven workforce
scheduling, diverse health-coverage models, regulations on student

working hours, and an increasing burden of documentation
management.

SUMMARY

Developments in anaesthesia, pain medicine, and intensive care
have been closely related to the history and demography in
Colombia. From use of native herbs and medications pre-1846 to
later adaptation of contemporary drugs and devices, patient care
has come a long way over different periods of time. Changes and
contributions have contributed to greater recognition of the

speciality in the country in modern times.
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