
21

We know what a masquerade all development is, and what effective shapes may be 
disguised in helpless embryos. – In fact, the world is full of hopeful analogies and 

handsome dubious eggs called possibilities.
George Eliot, Middlemarch, 1874.1

Heroes and Villains

On a wintery day in December 1809, a forty-six-year-old woman, Jane 
Todd Crawford, arrived in Danville, Kentucky, after completing an 
arduous sixty-mile journey on horseback over rough terrain. Crawford 
was there to meet with a surgeon, Ephraim McDowell. For some time, 
Crawford had believed she was pregnant and in recent weeks had grown 
so large that local doctors in her hometown of Greensburg had believed 
that childbirth was imminent. Ephraim McDowell had been called in to 
help deliver the child, but on examining the patient McDowell made a 
surprising discovery. Crawford was not pregnant but suffering from a 
rapidly growing ovarian tumour. Crawford’s case immediately became 
one of grave danger, ‘Having never seen so large a substance extracted, 
nor heard of an attempt, or success attending any operation, such as this 
required, I gave the unhappy woman information of her dangerous situ-
ation’ McDowell later reported.2 Ovarian tumours were notoriously dif-
ficult to treat. Palliative procedures could bring temporary relief, but the 
tumours rarely responded to any medical therapeutics that might effect 
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permanent change. Left untreated the growths could grow so large that 
they filled up the abdominal cavity, crushing the other organs. For most 
women, an ovarian tumour was a death sentence.

With few options available to them, McDowell and Crawford 
agreed to try something radical. If Crawford would make the journey 
to Danville, McDowell would try and remove the diseased ovary. On 
Christmas day, the operation took place. Despite McDowell’s graphic 
description of the operation, at one point Crawford’s intestines ‘rushed 
out upon the table’, he managed to remove her fifteen-pound tumour. 
The operation was, to the surprise of many, a success. Crawford recov-
ered from the operation in a matter of days and lived for another thir-
ty-two years. It appeared to be an unprecedented act in the history of 
surgery. When McDowell eventually published details of the case in 
1817, along with those of two more successful procedures he had per-
formed, the results were so extraordinary that some fellow doctors cast 
doubt upon their authenticity.3

As a consequence of his operation on Crawford, Ephraim McDowell 
has had a sustained grip on the title of ‘father of abdominal surgery’. 
McDowell fitted the mould of the trailblazing surgeon, using ingenuity 
and self-reliance to create a new operation. Similarly, Crawford’s courage 
has lent itself to a narrative of fortitude and bravery. Early histories of 
the operation reinforced this idea. Biographies of McDowell, published 
in 1891 and 1920, highlighted McDowell’s unique role in the opera-
tion’s development.4 They emphasised the importance of his rural loca-
tion, on the ‘edge of civilisation’ as one put it, and painted a picture of 
the Kentucky surgeon as the embodiment of the pioneering American 
spirit.5 Indeed, McDowell’s operation on Crawford would come to hold 
great significance for later surgeons, not only as supporting evidence of 
America’s role in the operation, but in its identification by many in the 
medical profession as the effective beginning point of ovariotomy in the 
western world. But such narratives belie a more intricate history both to 
the story of Ephraim McDowell’s work and of the beginnings of ovar-
ian surgery. The idealistic portrayal of McDowell and Crawford’s har-
monious relationship, for example, as a ‘a daring man and courageous 
woman coming together to settle a problem’,6 must be contextualised 
by McDowell’s subsequent operations to extract ovaries, the next four of 
which were undertaken upon black women, all almost certainly enslaved, 
in cases in which consent for the patients to undergo surgery lay not with 
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the women but with their masters.7 Moreover, the contemporary impact 
of McDowell’s work was hardly one of jubilant success: it would be eight 
years until McDowell published a report of the case and the reception his 
work received was lukewarm rather than triumphant.

The story of McDowell and Crawford, for all its drama, tells us rela-
tively little about the genesis of the operation. Broad cultural shifts have 
been suggested by several historians as precipitating interest in removing 
the ovaries. But there have been few detailed explorations as to why ovar-
ian surgery was taken up in advance of other forms of pelvic and abdom-
inal surgery. The conceptualisation of the operation as innately Victorian 
has been both the cause and effect of the scant attention paid to its 
eighteenth- and early nineteenth-century roots. The analyses of Barbara 
Ehrenreich and Deirdre English, Thomas Laqueur and others have largely 
focused on the operation as it was in the last decades of the nineteenth 
century and, in particular, the use of the operation to treat mental condi-
tions, shaping ovarian surgery into a motif for Victorian understandings 
of female pathology and sexuality and its operators into semi-villainous 
characters, emblematic of the medical profession’s disdainful attitude 
towards women during that time. In fact, ovarian surgery had roots that 
stretched far back beyond the 1800s. This chapter explores the conflu-
ence of physiological and pathological ideas which led practitioners to 
believe that the removal of the ovaries was a viable operation. What made 
the diseased ovary a distinctly surgical object? Was such an idea even 
new? And if so, did a new idea necessarily give surgeons’ licence to ini-
tiate novel practices? Or did novel practices foreground a more coherent 
pathological theory? A simplistic conceptualisation of surgical innovation 
might suggest that a group of authoritative practitioners encountered a 
problem that needed to be solved, and that this necessarily lent itself to 
action. However, any kind of linear model of innovation is complicated by 
ovarian surgery where, as shall be explored, a large chasm existed between 
the idea of performing the procedure and the first attempts at doing so.

locating tHe PatHological oVary in early  
Modern Medicine

Towards the end of the seventeenth century, the ‘testicles’ of females, 
previously little distinguished from their male counterparts, began to be 
understood in a fundamentally different way. In 1651, the English phy-
sician William Harvey published De Generatione Animalium in which 
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he asserted his doctrine of ex ovo omnia: that all animals, from the low-
liest creature to humankind, emerged from the ovum, minuscule eggs, 
invisible to the eye. In the 1660s and 1670s, physicians across Europe 
began to affirm experimentally that the female testicles were egg-pro-
ducing organs and the more congruous term ‘ovary’ was increasingly 
seen fit to describe them.8 The identification of the ovary laid the foun-
dations for two competing theories of generation that predominated 
in the 1700s: preformation, which characterised the egg as the con-
tainer of all future pre-formed life, merely activated by the male seed, 
and epigenesis, which posited that new organisms developed gradually 
following the sexual union of the male and female.9 The eighteenth 
century saw a burgeoning research culture which centred around the 
female reproductive system.10 The shift in the organ’s identity from 
female testicle to that of the ovary, and the subsequent investigations 
it galvanised, was, as Thomas Laqueur has argued, a decisive moment 
in the shift from the ‘one-sex’ to ‘two-sex’ model, as male and female 
bodies became increasingly distinguished from one another during the 
late eighteenth and nineteenth centuries. This gave forth to under-
standings that women’s reproductive organs were intimately connected 
to the production of specifically feminine bodily and behavioural char-
acteristics. The anatomy of the male and female reproductive systems 
became ‘the foundation of incommensurable difference’ between men 
and women.11

The discovery of egg production meant it had come to be under-
stood that the ovaries played a role in reproduction, but the intrica-
cies of the organ’s functions and its exact connection to the generative 
process remained unclear. The womb continued to dominate vernac-
ular as well as medical understandings of women’s reproductive func-
tions, and its diseases were a common site of medical intervention.12 
The ovaries on the other hand were, according to Matthew Baillie, 
a physician and Britain’s foremost morbid anatomist in the eight-
eenth century, ‘a part of the animal oeconomy which seems to have 
been hitherto involved in a considerable degree of obscurity’.13 The 
‘obscurity’ he referred to reflected not only the mystery which still 
surrounded the organ’s physiology but also its diseases, which were 
thought to occur with alarming frequency. Indeed, so often were the 
ovaries found to contain pathological changes following patients’ 
deaths and the subsequent dissection of their bodies, that practition-
ers found it difficult to establish what exactly could be considered a 
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normal ovary: ‘the change of condition, which these disorders pro-
duce in the ovaria, has often deceived anatomists; and made them 
mistake the true structure of these parts’ wrote the French physician 
Jean Astruc, whose numerous textbooks were frequently translated 
into English and had a considerable impact on practitioners across the 
Channel.14

One of the most perplexing disorders of the ovary, where physiology 
and pathology converged, was tumours which were found to contain 
tissues like hair, teeth and bone (a condition known today as a der-
moid cyst). The disease fascinated medical men. It was clear evidence of 
pathological behaviour in the ovary, but how closely aligned the disease 
was with embryonic development was a source of confusion and gen-
erated a multitude of theories over the years. One surgeon conjectured  
that the tooth he had discovered in the ovary of one of his deceased 
patients could not possibly have been formed within the organ and 
instead speculated that it had been swallowed and had subsequently per-
forated the ovary.15 Jean Astruc believed the tumours to be putrefying 
embryos which had erroneously embedded themselves and then died in 
the ovary.16 Others claimed that in some cases their patients were virgins, 
meaning that the condition was unlikely to be connected to pregnancy.17 
That these strange masses defied explanation by prevailing theories of 
generation did not go unnoticed by medical men. The eminent French  
natural philosopher Georges Louis Leclerc, Comte de Buffon, rejected 
the idea that teeth, bones and hair had even ever been found within 
the organ. The Irish physician James Cleghorn claimed this to be typ-
ical of the general disregard natural philosophers had for medical facts; 
‘Monsieur le Comte de Buffon, finding it difficult to account for the for-
mation of a foetus in the ovarium, like a true theorist, seems to reject 
the fact altogether…thinking it of more consequence to establish his 
own theory than to propagate the knowledge of truth’.18 When in 1789  
Matthew Baillie published a case of one such tumour found in the body 
of a recently deceased girl, aged twelve or thirteen, and which appeared 
to definitively show they were not related to pregnancy, his work demon-
strated how the everyday experiences of medical practitioners could be 
put to work in explaining the mysteries of the human body.19 Andrew 
Cunningham has characterised the long eighteenth century as a time 
when ‘the generation of humans – or certain aspects of it – became more 
important for the medical or surgical practitioner than ever before’.20 The 
encroachment of male medical practitioners upon the realm of childbirth 
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gave further impetus to the anatomical investigation of the female repro-
ductive system. This was borne out in the works produced by practi-
tioners like William Smellie and William Hunter, both of whom made 
their names and fortunes in London as eminent obstetricians. Hunter’s 
Anatomia Uteri Humani Gravidi Tabulis Illustrata (1774) especially, 
provided novel knowledge about the process of embryonic development. 
However, obstetrical texts were not usually written with an eye to explic-
itly supporting one theory of generation or another, and most obstetri-
cians were primarily concerned with producing pedagogical texts for 
fellow man-midwives or expensive illustrated volumes for their patrons.

During the eighteenth century, the ovary was considered both phys-
iologically and pathologically complex, making it an object of curiosity 
in the burgeoning field of morbid anatomy. Understandings about the 
organ’s generative abilities increasingly relied on the findings of medical 
practitioners, whose anatomical research helped uncover its structure and 
function. Anatomists like Matthew Baillie generated interest in an organ 
that appeared to be frequently altered by disease. Assembling therapeutic 
tools based on such anatomical findings was, however, to prove a more 
challenging prospect, as practitioners looked to find a way to effectively 
treat ovarian disease.

tHe droPsical Patient

Growing interest in the ovary’s generative function was central to dis-
cussions of how its diseases developed. But for the patient afflicted with 
ovarian disease in the eighteenth century, changing understandings of 
the organ’s physiology and pathology would have had little impact upon 
their sufferings. Buried deep within the peritoneum, the ovary was quite 
literally inaccessible. A slow and painless progression usually character-
ised ovarian disease in its early stages, making it difficult to determine its 
existence until it had advanced to a point where it had begun to endan-
ger the patient’s life. Discussions of its treatment were often suffused 
with a sense of hopelessness.21

Despite this, most practitioners were cognisant that ovarian condi-
tions did occur frequently among women and one disease in particular 
struck with alarming regularity: dropsy.22 Perhaps because by the mid- 
nineteenth century the term ‘dropsy’ had become largely obsolete in 
medical terminology, its role in the development of ovarian surgery has 
been virtually ignored. Yet the belief among doctors that the ovary was 



2 PATHOLOGIES, ACTIONS, IDEAS  27

highly susceptible to dropsy was significant in conceptions of its pathol-
ogy. Dropsy was a generic, expansive disease category, used to refer to 
swellings containing water, serum or air found throughout the body, 
usually (but not always) presenting alongside other symptoms such as 
retention of urine and thirst. It was generally viewed as a disease caused 
by some kind of constitutional imbalance.23 The frequency with which 
practitioners encountered the condition in their patients meant that a 
detailed nosology of the disease had been in use since ancient times.24 
The disease was usually grouped into three categories: ascites (watery 
swelling of the belly), tympanites (windy swelling of the belly) and ana-
sarca (swelling throughout the body).25 During the early modern period, 
classification became increasingly sophisticated. Conditions like hydro-
cephalus (fluid in the cranium), hydrothorax (fluid in the chest) and 
dropsies of the womb, testicle and ovary were also referenced as different 
forms of the condition. Dropsy was a disease that cut across the social 
spectrum, affecting the young and the old, the rich and the poor. In 
London alone, in the late eighteenth century, it was responsible for hun-
dreds of deaths every year.26

Historians Wendy Churchill and Richard Gooding have both argued 
that contemporary medical practitioners believed dropsy dispropor-
tionately affected women. Scottish physician Donald Monro certainly 
thought this was the case, writing in 1756, that ‘women being more sub-
ject than men to stoppage of the natural excretions, and being also of 
a weaker frame, are more frequently attacked by dropsies’.27 Reflecting 
the continued role of humoural theory as the explanatory mode for 
bodily disorders, others agreed that it was women’s ‘wateriness’ that 
seemed to make them more prone to the condition. While dropsy might 
be thought more likely to attack women, its gendering was, however, 
complex. Men were by no means considered safe from the disease. The 
oft-made assumption that dropsy could be caused by overindulgence 
or excessive alcohol, which could cause an imbalance of the humours, 
meant it could just as easily be associated with men.28

Misinterpretation of the disease in both men and women was com-
mon. Dropsy was often mistaken for corpulence, something compli-
cated by the fact that fatness was sometimes implicated as a cause of 
the disease too.29 For dropsical women, misdiagnosis could have seri-
ous consequences. As would be the case with Jane Todd Crawford, 
patients and their practitioners very often mistook dropsy for preg-
nancy because of the swelling to the abdomen it caused (see Fig. 2.1).  
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Fig. 2.1 Illustration of a woman with an abdominal dropsy taken from Jean-
Louis-Marc Alibert’s Nosologie Naturelle (1817). Her abdomen is visibly swollen 
with fluid, showing how the condition could easily create the illusion of preg-
nancy. Her swollen legs and gaunt face were other common symptoms of dropsy 
(Credit Wellcome Collection. CC BY)
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Pregnancy was still shrouded in uncertainty, there being few reliable 
indicators as to whether a woman was pregnant or not, especially in the 
early months before the baby could be felt.30 For some dropsical women, 
it was only when their belly continued to grow beyond the usual nine 
months that disease was accepted as a more likely scenario than them 
carrying a child.31 The rapid growth of ovarian dropsy once it reached an 
advanced stage was an unnerving aspect to the disease. Dropsical ovaries 
could grow so big that practitioners often labelled them as ‘monstrous’. 
The Norwich surgeon Philip Meadows Martineau reported in 1784 the 
case of a local woman, Sarah Kippus, whose belly had grown so large 
that her face had almost become obscured by it. Martineau described her 
appearance as ‘truly deplorable, not to say shocking’.32

The confusion between pregnancy and dropsy left women—and 
especially, younger, unmarried women—vulnerable. The spectre of ille-
gitimacy was raised by their swollen bellies which were open to scrutiny 
from the local community. In 1706, the Plymouth surgeon James Yonge 
reported one such case to the Royal Society:

A Virgin of thirty fell into a periodical fever and afterward a total suppres-
sion of her Menstrua; which soon followed with a pain and tumour on the 
right side of her belly, which grew and encreased…till it became bigger 
and harder than that of a woman in her last month. When it had grown a 
full year, it began to soften, and then the censorious people who suspected 
her thought her in a dropsie.33

Even if the possibility of pregnancy could be disproved, the effects of 
the disease on one’s quality of life were significant. On top of the stigma 
of living with a condition that observers found disturbing to look at, 
physically, the toll of living with a large ovarian dropsy was substantial. 
It could lead to breathing difficulties, trouble walking and an array of 
other symptoms. Practitioners noted the effect this could have on those 
women who had laborious and physically demanding occupations and 
whose livelihood depended on their health.34

Ovarian dropsy was set apart from other forms of dropsy in three 
significant ways. First, as described above, ovarian dropsy was gener-
ally symptomless until the disease reached an advanced state. Its insid-
ious growth meant that sufferers of the condition often did not seek  
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medical attention until their abdomen was noticeably swollen. Second, 
when the dropsical swelling occurred, it was often in an encysted 
form—when multiple sacs of fluid formed within a larger general  
swelling—which added complexity to the disease site, as fluid was effec-
tively trapped in the smaller cysts. ‘The ovarium dropsy being encysted, 
will be found to require a considerable deviation from the general mode’ 
argued one practitioner in 1796.35 Third, in contrast to most other 
dropsies, which were usually viewed as symptoms of underlying disease 
elsewhere in the body, it was understood to be localised, a sign of the 
organ’s structure gone awry rather than a constitutional disorder that 
could be rectified by restoring humoural balance. The idiosyncrasies of 
the disease gave it a prominent place in discussions of potential thera-
peutics. The usual medical modes of treatment for dropsy, which lay in  
re-establishing the balance of fluids within the body, were rendered inef-
fective in ovarian forms of the disease.

Most practitioners came to a grim conclusion about the disease: it  
was simply incurable.36 This view was endorsed in the 1785 publication 
An Account of the Foxglove and some of its Medical Uses by Birmingham 
physician William Withering. In what was to become a much admired 
text, Withering publicised his successful experimentation with the 
diuretic effect of Digitalis, commonly known as the plant foxglove, 
which, he argued, effectively cured many forms of dropsy. However, he 
excluded ovarian dropsy from the possibility of cure with this method. 
Failed attempts at doing so had left him convinced that ‘the ovarian 
dropsy defies the power of medicine’.37

Complex in its structure, difficult to diagnose and unamenable to treat-
ments used for other forms of the disease, a diagnosis of ovarian dropsy 
was a grave event for the sufferer and a hopeless case for the  practitioner. 
A woman might labour under the disease for months, sometimes years, 
but few would make a full recovery. Most would eventually die from the 
condition. The relative powerlessness of medicine to treat the disease led 
some practitioners to look for more radical alternatives.

reMoVing tHe oVaries: a diseMbodied tecHnique

The ineffectiveness of medicine meant that doctors turned to other 
methods for treating ovarian disease. The operation of paracentesis, com-
monly known as ‘tapping’, was one of the more common treatments 
for dropsies within the abdomen. It was not considered to provide a 
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permanent cure but was held to be the only treatment which was even 
slightly effective in palliating ovarian disease. Paracentesis was a proce-
dure that had been in use since ancient times and was relatively simple 
in its execution: after pressure had been applied to the affected area 
with bandages or a belt, a trocar was inserted into the abdominal cavity 
through which fluid was then drained off. It was a common technique, 
but one where the limitations were clearly perceived. Dropsical swell-
ings would usually begin to refill soon after they had been drained and 
patients required multiple tappings to keep the growth at bay. The more 
complex and multi-cysted the swelling was, the more likely it was that 
a tapping would fail, a single puncture unlikely to cause effective drain-
ing in the smaller sacs of fluid. The procedure was fraught with danger, 
sometimes aggravating the condition and even hastening death. Most 
advocated performing it only when the pain had become unbearable 
or the vital organs were impaired. Despite the risks, many still sought 
repeated tappings to palliate their symptoms. Sarah Kippus, described 
above, was one such example. A pauper woman, her case was extraordi-
nary for the length of time she lived with her condition; she was tapped 
eighty times during a period of twenty-three years, with 6631 pints of 
fluid altogether drawn from her dropsical ovary before she died of the 
disease in 1783. Evidently, the procedure became an established part of 
her life. Philip Meadows Martineau noted that the tapping would gen-
erally occur on a Sunday so that her neighbours could assist her. So 
much was it a part of her routine, he claimed, that she ‘seldom regarded 
the operation’.38 Throughout the late eighteenth and early nineteenth 
centuries, the quest to find other cures for the disease continued, with 
everything from douches and electricity to diuretics, mercury and iodine 
injections being advocated for its treatment, none of which would, how-
ever, earn the confidence of medical practitioners en masse.

The ineffectiveness of established treatments did not mean an inevitable 
path to surgery. For any disease, recourse to surgery remained undesirable.  
Operations were, as surgeon John Hunter, brother of William, liked 
to tell his students, ‘the defect of surgery’,39 a necessary evil only to be 
performed when all else had failed. Given the common opinion that sur-
geons were little more than bloodthirsty and untrustworthy knife-wielders, 
Hunter’s words of caution are not surprising.40 Entering the abdomen was 
fraught with dangers to both patients’ lives and practitioners’ reputations.

And yet, fostered by the experimental anatomy taking hold among 
French and British practitioners in the eighteenth century, discussion 
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was turning to the possibility of surgically removing internal organs. 
The gradual shift occurring from the traditional frameworks of humour-
alism and nervous pathology, which implicated the entire body, and its 
humoural or nervous balance, in the cause of illness, towards the idea 
that local tissues and organs acted as the seat of disease, was embod-
ied within these debates. Initially, the focus was not so much upon 
the technical feasibility of doing so, but upon the impact of remov-
ing organs, or parts of them, upon the rest of the body. What organs 
was it possible for humans to live without? What would be the effect 
of their removal? In the early eighteenth century, attention had focused 
on the spleen. The exact function of the organ had long been a subject 
of debate among medical men. Indeed, the possibility that the spleen 
in fact played no functional role in the body’s workings was raised. 
This idea was pursued by the English physician Richard Blackmore. 
Blackmore claimed that ancient medical authorities had, like him, 
viewed the spleen to lack function and to possibly even be a noxious 
influence on the body because of its production of black bile.41 Joining 
theory with surgical experimentation, Blackmore cited the work of the 
seventeenth-century anatomist Marcello Malpighi who claimed to have 
successfully removed the spleen from a number of dogs, all of whom 
had survived the procedure without long-term effect.42 As Blackmore 
himself acknowledged, such a view, while hardly novel, was potentially 
controversial, implying as it did that the organ was ‘made in vain; which 
is to affirm, that an Intelligent and infinite wise Cause, may act without 
Design, and for no End’.43 This challenged not just ingrained medical 
ideas of constitution and humoural balance but the Galenic idea of tel-
eological anatomy, that every part of the body had a specific purpose, 
which was part of the theological concept of a designing, purposeful 
deity.44

Across the Channel, some years later, similar questions were being 
asked with respect to the womb. In the early 1780s, an intriguing dis-
cussion took place among members of the Académie Royale de Chirurgie 
in Paris. The city still led the way in surgery and obstetrics during the 
middle decades of the eighteenth century, and the Académie was one of a  
number of medical societies in operation during the Ancien Régime 
which cultivated a thriving culture of correspondence among its mem-
bers.45 A surgeon named Lassort appealed to his peers for responses 
to a question that he had become greatly interested in: namely, 
could a woman, once she had had children, live without her womb?  
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The question generated numerous replies from surgeons and accoucheurs, 
many of whom brought forward cases where extirpation of the womb 
had been attempted, or where in hindsight, they believed removing 
the organ might have saved a life. As with the spleen, the possibility of 
removing the womb was not an entirely new idea: the operation had 
once been performed by sixteenth-century surgeon Ambroise Paré who 
had taken a diseased mass from a woman that had later been identified as 
being formed from one the ovaries and the womb. Even though Paré’s 
removal of the womb had been accidental rather than intentional, this 
gave the operation some historical foundation.46 The operation Paré 
performed joined the other occasional reports of abdominal surgery in 
Europe which were scattered through medical publications in the seven-
teenth and eighteenth centuries.47

Most practitioners who joined the dialogue that Lassort had initiated 
believed that removal of the womb was possible, and that a woman with-
out a womb could go on to live a healthy life. The relative expendability 
of the womb was emphasised, especially so after child-bearing had been 
completed. The womb’s function was regarded as temporary; after the 
climacteric, the organ became useless. The discussion facilitated by the 
Académie provides an interesting counterpoint to arguments put forth 
by historians as to why the female reproductive organs became the focus 
of surgery. ‘It is no historical accident that ovariotomy was the first major 
procedure in abdominal surgery to be developed and accepted’ wrote 
Jane Eliot Sewell, ‘unlike appendectomy or liver and kidney operations, 
which might objectively have been equally valid candidates for inno-
vation, ovariotomy involved women’s reproductive organs and these 
organs were bequeathed a larger-than-life status in society’.48 Surgeons’ 
discussions tell another story. The female reproductive organs were vital 
to procreation. But unlike the brain, heart or liver, most suspected they 
were not vital to the maintenance of life. As such, it was not so much the 
reproductive organs’ ‘larger-than-life status’ that generated conversation 
about their possible removal, but rather their relative lack of contribution 
to the bodily system, particularly with the course of age. The same was 
thought true of men too. Male castration was not common, but it was 
practised as a last resort in cases of cancer.49 This proved to practitioners 
that a man could survive without his generative organs, and by analogy, 
it seemed possible a woman could survive without hers. The crucial dif-
ference between the sexes was not so much any vital difference in their 
nature but that removing the female generative organs meant entering 
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the peritoneum and thus entailed a considerably more complex and dan-
gerous surgical operation.

It was in this context that eighteenth-century practitioners began 
to discuss the removal of the ovaries in those suffering from dropsy in 
the organ. The disease seemed to suggest itself to surgery. Visibility is 
at the crux of surgical encounters and the huge sizes that dropsical ova-
ries eventually accrued made it a striking, highly conspicuous disease that 
straddled the line between the internal and external and, consequently, 
the traditional—if not always observed—boundaries between surgery 
and physic. Because of this, dropsical ovaries challenged conceptual and 
professional boundaries. They affected an internal organ—the domain of 
the physician—but they were highly visible, like external tumours, and 
thus conceivably in the domain of the surgeon too. In 1753, a group of 
essays on encysted dropsies of the abdomen were published in the pres-
tigious Mémoires de l’Académie Royale de Chirurgie in which the pos-
sibility of removing ovarian tumours was discussed in detail. Only five 
volumes of the Mémoires were published during the eighteenth century 
and those cases taken from the discussions of the Académie tended to be 
those ‘worthy of becoming part of surgical lore’.50 Thus, the collection 
of essays, entitled ‘Several Accounts and Observations of the Encysted 
Dropsy and Schirrhus Ovary’, reflected a concerted effort on the part of 
the Académie to focus attention upon the subject. The accounts included 
remarks from the eminent lithotomist Sauveur-François Morand, as 
well as surgeon to the Hôpital de la Charité, Henri le Dran. Like those 
interested in the possibility of removing the spleen and womb, Morand 
looked back to the ancient world for precedents. He alluded to a man-
uscript by the Greek author Hesychius (c. fifth century CE) in which it 
was suggested that women of the ancient Lydian community were sur-
gically castrated.51 Accounts like this provided an historical basis to any 
possible operation, helping to prevent it being labelled a dangerous and 
unnecessary novelty.

The most radical essay, however, came from a rather obscure figure, 
the surgeon Jean Delaporte.52 Recounting a case of death from ovarian 
dropsy in his care, Delaporte was the first surgeon to publicly express 
his desire for a more radical operation. Delaporte affirmed his belief that 
the diseased ovary was not the result of a constitutional disorder but le 
foyer de maladie (‘the seat of the disease’).53 The swelling took over the 
entire ovary until disease and organ were interchangeable. The ovary was 
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not just the source of the disease, it was the disease and could only be 
cured, Delaporte believed, by the removal of the organ in its entirety. In  
his concluding comments, Morand praised Delaporte, imploring his col-
leagues to celebrate the surgeon’s bravery in becoming the first mod-
ern practitioner to have raised the possibility of removing the diseased 
ovary.54 Over the following decades, dozens of letters and reports con-
cerning cases of ovarian dropsy were sent to the Académie, many of 
which conveyed the frustration of practitioners from across the country 
as to the ineffectiveness of current treatments. Some began to express 
a wish that advanced ovarian tumours be treated by major surgery and 
framed it as a matter of professional pride: ‘surgery of our century has 
yet to fully triumph over this common and cruel disease’ wrote one sur-
geon to the Académie in 1763.55

It was almost certainly the publication of Delaporte’s essay which 
compelled William Hunter to bring the subject to British practitioners’ 
attention in 1753 in an essay for the journal Medical Observations and 
Inquiries. At first, Hunter seemed to suggest the impracticality of the 
operation. ‘It has been proposed by modern surgeons, deservedly of the 
first reputation, to attempt a radical cure by incision and suppuration, or 
by excision of the cyst’ Hunter wrote, ‘I am of opinion, that excision can 
hardly be attempted’.56 Thus, Hunter appeared to be distancing himself 
from Delaporte, Le Dran and others. However, his succeeding com-
ments left open the possibility that a radical operation might just work, if 
the circumstances were right:

If it be proposed indeed to make such a wound in the belly, as will admit 
only two fingers or so, and then to tap the bag, and draw it out, so as to 
bring the root or the pedicle close to the wound of the belly, that the sur-
geon may cut it without introducing his hand; surely; in a case otherwise 
so desperate, it might be advisable to do it, could we beforehand know 
that the circumstances would admit such a treatment.57

Hunter, like Delaporte, raised the possibility of radical excision. And 
yet neither attempted the operation; nor did William Hunter’s brother  
John, perhaps even more notable given John Hunter’s reputation as a 
daring surgeon and progressive thinker. John certainly encountered the 
disease many times—his casebooks recorded numerous patients sus-
pected of having the condition—and in 1785, he openly discussed the 
possibility of a more radical operation, decreeing that ‘there was no rea-
son why, when the disease can be ascertained in an early stage, we should  
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not make an opening into the abdomen and extract the cyst itself’.58 But 
John Hunter’s conjecture similarly laid open only the theoretical possibility 
of surgery and he did not make any radical alterations in his own practice.

Indeed, by the end of the eighteenth century, despite the growing dis-
cussion around the subject, there had only been two cases made pub-
lic in Britain involving the removal of an ovarian tumour. In 1724, the 
Scottish practitioner Robert Houstoun reported in the Philosophical 
Transactions of the Royal Society that in 1701 he had made an incision 
of about four inches into the abdomen of fifty-eight-year-old Margaret 
Millar, who was labouring under a ‘monstrous’ tumour.59 Urged by the 
desperate woman to do something for her pain, Houstoun had made 
an incision in her belly and managed to remove large parts of a dis-
tended mass and some gelatinous substance through the incision. Millar 
recovered, apparently relieved of her pain. Retrospectively, a number of 
Victorian surgeons, most notably Robert Lawson Tait, would resurrect 
the case to argue Houstoun was the original pioneer of ovariotomy.60 
However, there is no evidence of either Hunter or any of the French sur-
geons referencing the Houstoun case, which appeared to have had rel-
atively little contemporary impact, probably because Houstoun did not 
intend to remove the ovary and had not taken it away in its entirety.

The second case was reported in 1775 by St. Bartholomew’s Hospital 
surgeon Percivall Pott. Pott had removed both ovaries from a twenty- 
three-year-old woman, although he only recognised them to be the 
ovaries upon removing them, the diseased organs having herniated and  
passed through the abdominal wall. Pott himself did not use the oppor-
tunity to express the significance of this incident to surgery; the case 
was unusual and the location of the ovaries odd. The operation had 
not required Pott to open the peritoneal cavity and therefore pro-
vided no guidance for treatment of the more typical presentation of  
ovarian disease a surgeon was likely to encounter.61 Both Houstoun’s 
and Pott’s cases, however, would later be used to support various con-
tentions about the justifiability of ovarian surgery, showing how older 
cases were often re-visited and re-positioned to suit new narratives of the  
operation’s development.

By the end of the eighteenth century, the operation remained almost 
entirely hypothetical in Britain—a disembodied technique, without a sur-
geon willing to perform it or a patient to submit to it. In France, the sit-
uation was a little different; the surgeon Jean-Baptiste Laumonier, based 
at the hospital in Rouen, claimed to have successfully diagnosed and 
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then removed a diseased ovary from the abdomen of twenty-one-year-
old Louise Lagrange in 1782. In another case where surgical innovation 
aligned dubiously with the treatment of a patient on the periphery of 
society, Lagrange was a prostitute who had recently given birth, the lat-
ter an event which appeared to have precipitated her illness.62 The sig-
nificance of Laumonier’s procedure to the history of ovariotomy would 
be minimised by some practitioners in the nineteenth century, in an 
effort to secure Ephraim McDowell’s claim to having performed the 
first operation. But while the British cases caused only a ripple of inter-
est, the impact of the Laumonier case was rather more significant, in part 
due to the surgeon’s own attempts to press upon his professional col-
leagues the importance of the operation. Parisian medical societies facil-
itated debates on new procedures being used in surgery, acting as judge 
and jury as to the justifiability of their introduction. Laumonier published 
the Lagrange case in the Histoire de la Société Royale de Médecine, claim-
ing that the operation, along with those cases where the womb had been 
removed, meant that ‘there are no organs upon which we might not  
exert with advantage the various surgical operations’.63 The Société 
Royale de Médecine appeared to endorse Laumonier’s proposal. A pro-
gressive organisation that had a ‘brief but vigorous life history in the last 
years of the Ancien Régime’,64 it praised Laumonier’s work and in 1787 
even awarded the surgeon a medal for his achievement with the opera-
tion.65 But the optimism around the procedure was short-lived. In 1790, 
a patient came into Laumonier’s care who was initially believed to be 
pregnant. With no sign of labour after the ninth month, Laumonier sus-
pected a large tumour. Buoyed by his previous success, he proposed to 
operate, only to be vehemently opposed in his plans by Jean-Antoine 
Rouelle, chief physician at the hospital. Politics and practice coalesced 
through their disagreement: the two appear to have been at oppos-
ing ends of the political spectrum which one might speculate influ-
enced their opinion on radical innovation in surgery: while Laumonier 
was an ardent supporter of the Revolution, Rouelle was conservative, 
a believer in the Ancien Régime.66 The matter was handed over to the 
Académie Royale de Chirurgie for deliberation, who eventually backed 
Rouelle, deeming the risks of the operation and difficulties of clear diag-
nosis too great to justify its attempt. The patient was not operated upon 
and died shortly after, the autopsy revealing a large ovarian tumour. 
Laumonier placed the blame for her demise squarely upon Rouelle.67  
The Académie’s decision to back Rouelle had significant consequences; 
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the institution publicly declared that ‘the extirpation of these tumours can 
be neither advised nor allowed’.68 The opposition of Europe’s most pow-
erful surgical institution to the operation clarified its identification by the 
surgical establishment as a dangerous and unacceptable novelty.

The relationship between theory and practice in the construction of 
the ‘new’ operation for removing diseased ovaries was complex and circu-
lar. The metropolitan, professional cultures of London and Paris planted 
the seed of ovarian surgery’s possibility, and the case of Louise Lagrange 
showed the operation could be successfully performed. But there was 
yet to be an agreement between practitioners that the procedure should 
form part of regular surgical practice. Why then discordance between 
the idea of radical ovarian surgery and the establishment of its regular 
performance? Delicate negotiation was required for a procedure that sig-
nalled fundamental change, not just in technique but in surgical objec-
tive. Ovarian dropsy, as distressing a disease as it was, was one that the 
patient had the potential to live with for some duration. This was in stark 
contrast to an operation of an urgent nature like caesarean section, which 
was performed with relative frequency in eighteenth-century France, fos-
tered by the country’s Catholicism, which venerated the life of the child, 
and which in turn gave cultural impetus for the operation.69 To open the 
abdomen was to put the patient at risk of exhaustion, post-operative dis-
ease and haemorrhage. Undertaking this in any case where the patient 
was not at the point of imminent death required a significant shift in 
surgical convention. For some, it was a new and exciting prospect—for 
others, a dangerous attack on the defined limits of surgery. Even articu-
lating the possibility of the operation was thought to be a powerful and 
potentially dangerous move. As Anton De Haen, a leading light in eight-
eenth-century Viennese medicine described the operation: ‘it would not 
do to talk about, lest some reckless surgeon should attempt to perform 
it’.70

By the of the century, the operation had become conceptualised as 
a procedure better suited to future rather than present-day medicine.  
‘I am persuaded that a time will come when this operation will be 
extended to more numerous cases than I have proposed, and that it will 
not be difficult to execute’, the French surgeon Nicolas Chambon is 
supposed to have written in 1798.71 Surgeons expressed the view that 
innovation in ovarian surgery should be neither inevitable nor random; 
rather it was essential that the profession waited for the right time and 
indeed the right case to come along—however long that may be—so that 
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the operation began with success rather than failure. Before the opera-
tion had even materialised in physical form, complex ideas of temporality 
were at work. Morand’s citation of ancient cases of the removal of ova-
ries contrasted with Chambon’s contention that the operation was better 
suited to future generations of surgeons. Practitioners turned to both the 
past and the future of surgery to answer the question of the operation’s 
justifiability in the present.

conclusion

Critics and historians such as Michel Foucault and Toby Gelfand have 
shown that a greater focus upon anatomy and dissection led to an 
increasingly ‘surgical’ way of thinking among doctors in the late eight-
eenth and early nineteenth centuries.72 Less work has been done, how-
ever, to show in what manner exactly this was expressed in the practice 
of surgery, or why some forms of ‘new’ surgery were prioritised. In 
this respect, ovarian surgery provides important nuance to more gener-
alised narratives. The construction of the ovary as a surgical object was 
dependent on a confluence of factors. The identification of the organ’s 
unique egg-producing function attributed to it in the seventeenth cen-
tury helped make it an object of novel, physiological interest and drew 
attention to its pathological complexity. A visually striking, tactile disor-
der, dropsical ovaries were common enough for cases to be plentiful and 
the effects distressing enough that practitioners looked to more radical 
means to treat it. The claim that it was an affliction local to the ovary, 
rather than the result of a constitutional disorder, raised the possibility 
that removing the organ would cure the disease entirely. The idea of 
the relative dispensability of the reproductive organs in comparison with 
other vital, internal organs further propelled the ovary into the realm of 
the surgeon.

In 1817 came the claim that Ephraim McDowell had successfully 
removed diseased ovaries in three women, all of whom had survived.73 
McDowell was novel in that he was reporting multiple cases, in which 
diseased ovaries had been intentionally removed, demonstrating both a 
clear objective and consistency. McDowell appeared to have been moti-
vated by practical reasons rather than by a more grandiose objective of 
proving empirically the theories of French surgeons and claimed to be 
ignorant of any other attempts to perform the operation. However, his 
work was not quite as independent as he implied. Many accounts have 
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sourced McDowell’s inspiration to perform the operation from his time 
as a medical student at the University of Edinburgh, where it is believed 
he studied under the anatomist John Bell, who had a special interest in 
diseases of the ovaries and their surgical potential. McDowell personally 
sent Bell a copy of his report of the cases, suggesting a degree of kinship 
had existed between the two.74 However, it was only upon returning to 
his small practice in rural Kentucky that McDowell was remote enough 
from the scrutiny of his peers to be able to perform the operations with 
relative anonymity.75

McDowell had brought the operation into practice, and yet, in 1819, 
he echoed the fears Anton De Haen had expressed about the unregu-
lated diffusion of the operation into the hands of any and every practi-
tioner. McDowell openly declared his wish that the operation should not 
become part of regular surgical practice, implying instead that the oper-
ation needed to be carefully controlled, as its danger would be greatly 
increased if it fell into the hands of ‘the mechanical surgeon’, to whom 
he believed the operation should remain ‘forever incomprehensible’.76 
Cognisant of the suspicion that lingered around it, McDowell took the 
remarkable step of cautioning against the use of an operation that he 
himself had helped make a reality.

By the 1820s, the operation had been discussed for over seventy 
years; however, its justifiability was far from established. If the tech-
nique of opening the peritoneum and cutting out the ovary was no 
longer completely novel, what it represented was. Far from the suc-
cesses of McDowell hastening surgery into a new era, ovarian surgery 
was soon to be catapulted onto the pages of the medical press, where it 
was to become one of the most enduringly controversial topics in British 
medicine.
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