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“It is the purpose of this communi-
cation to present our results with vin-
ethene anesthesia in a series of 312 den-
tal patients.  Operations consisted
mainly of simple dental extractions
with some instances of extraction in-
volving impacted teeth, removal of
dental eysts or alveolectomy. . . . The
physical state was good in 254 patients,
fair in forty-seven and poor in eleven.

. All of the patients had received
no fluid or food by mouth for at least
six hours before operation. The blad-
der and rectum had been recently emp-
tied. A physieal examination, inelud-
ing at least an examination of the heart
and lungs and a urinalysis, was made
hefore anesthetization. JMany of the
patients had been given more extensive
physical examination in the depart-
ment of internal medicine or of pediat-
rics,  Premedication was not employved
in most patients, and was not found
to be essential in most instances. . . .
In a few apprehensive persons, calcinm
pentobarbital gm. 0.09 to 027, dis-
solved in from 30 to 50 ce. of water,
was administered per rectum. In oc-
casional instances, adults received mor-
phine sulfate gm. 0.010 to 0.015 (h)
preferably one hour before anesthesia.

. Opcn drop ether masks were em-
ployed. .

‘‘The eves were protected with a wet
eofton pad. Vinethene was dropped
from the original container onto the
lower two-thirds of the mask, with the
bottle near the mask and moving from
one area to another to permit rapid
vaporization. It was found to be abso-
lutely necessary that a large amount
of air be available to the patient at all
times. After the stage of surgical
anesthesia was reached, the mask was
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moved until it rested only over thg
nose, the anesthetist making sure thn%
no pressure was exerted against ﬂlQ
external nares. The dropping of ving
ethene was continued throughout thg
surgical procedure. . . . The upper m'ﬁ
passages were kept patent and freg
from mucus or blood. and suction wa
employed whenever indicated. Tn mosg§
instances, the mouth prop was not ing
serted until consciousness was lost, .mg
then a pack was placed to prevent aspiS
ration. . Vinethene administratiofs
should be sturted slowly and the rat
of dropping rather rapidly mu‘ed:e~
to a maintenaunce rate of 30 to 60 drnm
per minute. . . . The average time fog
loss of consciousness was 1.37 mmuteﬂg

. The least vinethene required fo
loss of comsciousness was 2 ee.; thg
maximum amount, 25 ce. An averagg
of 7 ce. was required for loss of cnqg
sciousness.

“Overdosu"e was not observed in thg
312 dental patients and occurred veryp
rarely in our experience in a total OE
4,187 vinethene administrations. It 1@
diagnosed by the abolition of uppefS
intercostal activity, and only depressedy
irregular, jerky, spasmodic contm("’
tions of the lower intercostal muscleE}
and diaphragm are present. Cyanosi®
and respiratory arrest may quickl®
follow. Museular twitching has beeg
observed in a few instances of overd
dosage. . . . One of the striking d(l\dng
tages of \'iuethene anesthesia is th§
promptuess with which consciousnes®
returns, and the minimum of postg
operative distarbance. We nbser\eda
nausea and vomiting during recoserg
in only eight, or 2.6 per cent, of th%J
dental patiean'. . . . The contraindicaa
tions for vinethene thus far more gen@
erally agreed upon are particularlyg
known or snspected hepatic damage&
operations lasting over thirty minutesg
the presence of a flame or sparking da&)
vice; anuria, uremia or marked diseasg
of the kidneys; paralysis of the vocak.

S
3

¥20C



318

cords; ankylosis of the jaws; goiter;
extensive disease of the lungs; dia-
betes; cyanosis; intestinal obstrnetion,

- and ad\ anced debility.”’ 39 references.

J. C. M C.

Pricg, H. J.: The Relicf of Acute Plen-
ritic Pain by Intercostal Nerve
Block. J. A. M. A. 123: 628 629

(Nov. 6) 1943.

““Aly purpose in this report is to
deseribe a procedure of relieving pleu-
ral pain by inducing intercostal nerve
bloeck with procaine hydrochloride.
This method is simple and effective,
often producing permanent relief of
the pleural pain associated with pneu-
monia. It allows relatively free mo-
tion of the thoracie wall and so favors
adequate aeration of the lungs, afford-
ing protection against the complication
of atelectasis. Drainage of the in-
volved area of the lung is promoted,
for eoughing is rendered nearly pain-
less. . . . The nerves to be injected are
those corresponding to the intercostal
spaces over which definite tenderness
can be elicited by slight pressure. The
injection is made most conveniently
in the posterior axillary line or ante-
rior to this. However, in instances in
which the hyperesthesia is located more
posteriorly, injection can be made in
the midscapular line. A procaine hy-
drochloride wheal is first made in the
overlving skin. A 20 to 21 gage needle
is then introduced through the anes-
thetized area of skin until contact is
made with the outer border of the rib
immediately above the selected space.
The periosteum is anesthetized with a
few minims of procaine hydrochloride,
after which the needle point is carried
down to the inferior margin of the rib.
where it falls into the groove occupied
by the intercostal nerve and vessels.
At this point traction is exerted on
the plunger until the operator is cer-
tain that the needle has not entered a
vessel. If no blood is drawn, the nerve
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is then infiltrated with 2 cc. of a 1 p
cent solutinn of procaine hydrochls
ride. . . . Tn a series of 14 consecutiw
eases, severe pleural pain was relieve
effectively hy intercostal nerve bloo.g
The resultant improvement in the geny
eral condition of the patients was strily
inz. Anxiety disappeared, and mo%
patients fell asleep shortly after ﬂw
procedure was completed. For smng
this was the first rest in many hours®
3 references.
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TGLAUER., SAMUEL: Bronchoscopy as%
Diagnostic and Therapeutic Procg
dure. Nebraska M. .J. 28: ‘340—3@
(Nov.) 1943. m
‘¢ Atelectasis may oceur in a eenmeﬁi

of a lobe, in a single lobe, or as a mag.

sive involvement of an entire lung.

this paper only post-operative ateleg

tasis will be considered. It oecurs moft

frequently after high laparotomy, h@

may follow operations on any part of

the body. The predisposing factn§
are aspiration and retention of mucna
and saliva during the operation. Aft&
laparotomy, splinting of the abdomin

muscles from pain tympanites, trap
ping of air under the diaphragm, mf@
tight bandages all interfere with tlg
diaphragm. As a result the secretio®
within the bronchi can not be expellv@
especially if the patient refrains from
coughing or if the cough reflex has b§
come abolished from the administ

tion of morphine. Massive collapserg
as eommon after spinal or local ancg-
thesia*as after inhalation anesthesi®

The diagnosis of this condition is ol

firmed by the roentgenogram. The dig-

phra"m on the affected side is e]e\uta

and is associated with narrowing @f

the intercostal spaces. The heart aq}l

mediastinal structures are shifted tg-

ward the opaque collapsed lung. .

Bronchoseopic treatment should mo

frequently begin in the operating roof.

When the anesthetist states that the
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