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and two years later, he makes his first
reference to the use of cold as . . . a
local means for producing insensibility
during surgical operations.” ... In
September of the same year Arnott
opened what was to prove a lifelong
campaign against the dangers of inha-
lation anaesthesia. . . .

“In February, 1854 . . . he wrote 2
tract which was published by John
Churechill, with the title, ‘The Question
Considered’ and the rather ponderous
sub-title: ‘Is it justifiable to adminis-
ter Chloroform in Surgical Operations
after its having already proved sud-
denly fatal in upwards of fifty cases
when pain can be safely prevented,
without loss of consciousness, by mo-
mentary Benumbing Cold?’ The fol-
lowing month he defended his title to
be the instigator of the use of ‘frigorific
mixtures’ against the claim of some of
his Parisian colleagues in a paper. . . .
In 1857 he produced a long article ‘On
Congelation as an Anaesthetie.” . . .
1867 saw Arnott’s last effort for his
method. In the Medical Times and
Gazette of March 30th he wrote “‘On
the Invention of Local Anaesthesia by
Refrigeration.” . . . Arnott’s work has
been almost entirely forgotten except
as a reference in a recent book. The
revival of interest in refrigeration has
provided an excuse to bring it to light
again.”’

J.C. M. C.

Kircinor, A. C., AxDp Boars, D. C.:
Anesthesia for Total Laryngectomy.
West. J. Surg. Obst. & Gynee. 56:
590-591 (Nov.) 1948.

“*Total laryngectomy has become the
treatment of choice in an increasingly
large number of patients with cancer
of the larynx. . . . The procedure we
have found most effective is to intro-
duce an oral endotracheal tube with
inflatable cuff under direct vision for
the early part of the operation. After
the surgeons have dissected the larynx

367

and upper trachea free, the endotra-
cheal tube is pulled back as far as the
vocal cords and the trachea sectioned
transversely. A short piece of sterile
endotracheal tubing with a bevelled
tip, and equipped with an inflatable
cuff is inserted by the surgeon into the
open end of the trachea and the cuff in-
flated. The short tube (three to four
inches in length) is fitted with a stand-
ard 90 degree elbow which has a suc-
tion hole covered by a sleeve of rubber
tubing. This in turn is connected to a
long rubber tube. This assembly
(short tube and cuff, elbow and long
tube) is sterilized in alcohol or other
reliable antiseptie solution before sur-
gery, and put in the surgical pack. . . .
After insertion of the tube and infla-
tion of the cuff by the surgeon, the
longer tube is passed through the
drapes to the anesthetist who reestab-
lishes the closed system with the anes-
thesia machine.”’

J. C. M. C.

Goron. T.: Xylocain—A New Local
Analgesic.  Anaesthesia 4: 4-9
(Jan.) 1949.

¢“In 1943 Lofgren and Lundqvist, at
the Organic Chemistry Institute of
Stockholm University, produced a
series of new compounds which in
chemical composition were basie ani-
lides different in structure from the
local analgesies of the cocaine procaine
group. One of these compounds w-
diethylamino- 2.6-dimethylacetanilide,
which was called xylocain, showed
promise. . . . At the surgical clinic of
Karolinska Hospital the new prepara-
tion has been on trial since 1944. . . .
Clinical investization began with wheal
tests. . . . No local reaction was ob-
served in this series. If adrenaline
was added in concentration of 1 : 100,-
000, a considerably longer duration of
analgesia was obtained. Whereas a 1
percent procaine -solution with adren-
aline has a duration of about 60-90
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minutes, the analgesia produced by 1
percent xylocain with adrenaline lasted
4-5 hours. . . .

‘‘After this preliminary trial, we
proceeded to test the substance in infil-
tration analgesia. In the emergency
department 400 recorded operations
with 15, 1 and 2 percent solutions with-
out the addition of adrenaline have
been performed. . .. In the surgical
department the preparation in combi-
nation with adrenaline was used in 405
cases. . . . Xylocain was found to be
an excellent conduction analgesic, with
rapid onset and long duration as com-
pared with procaine. . . . Xyloecain,
unlike procaine, is a surface analgesic
and is much less toxic than pontocaine
and is completely free from irritation.
. . . We have records of about a hun-
dred cases where prolonged alleviation
of pain such as could not possibly have
been obtained with previously em-
ployed local analgesics has been at-
tained. In many cases the relief from
pain had continued for 6 or 7 hours.
. . . For xylocain, the safety coeffi-
cient is 24 times higher than for pro-
caine. . . . The dose recommended is
the same as for procaine, with 0.5 g.-1.0
g. as maximum. . . . Xylocain is the
most stable of the local analzesics hith-
erto used. It is not decomposed either
in strongly acid or strongly alkaline

solution, even if boiled. Xylocain
solutions are therefore indefinitely
stable.”’

J.C.M. C.

Tuony, E. B.: Infegration of Anesthe-
siology in Medicine. Connecticut M.
J. 12: 989-991 (Nov.) 1948.

‘¢ At the moment qualified anesthesi-
ologists are in great demand and there
are not enough of them to supply the
demand, let alone the minimum needs
or requirements of hospitals in this
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country. At the moment several prob-
lems present themselves. Certain lo-
calities need and are requesting profes-
sional anesthesiologists and we cannot
supply the necessary number of quali-
fied individuals. Secondly, we have
the task of demonstrating and convine-
ing some medical groups the benefits
to be gained by having the professional
service and assistance of qualified anes-
thesiologists. . . . Medical school cur-
ricula should incorporate lectures on
anesthesiology to indicate the close co-
operation between surgery, medicine
and anesthesia. . . . Anesthesiology
which today is assuredly becoming a
definite medical entity capable of pro-
viding greater possibilities in surgery,
and above all promoting safer surgery
for the patient, should not be included
in any prepaid hospitalization service.”’

J.C. M. C.

MarrerT, H. R.: A New General Ancs-
thetic Apparatus. Anaesthesia 4:
3944 (Jan.) 1949.

‘‘The apparatus has been designed
with the primary object of combining
the most popular features of existing
types of general anaesthetic apparatus
into one compact and portable unit.
. .. The head embodies & soda lime
carbon dioxide absorber, an ether va-
porizer, a trichlorethylene or chloro-
form vaporizer, a rebreathing reser-
voir, the unidirectional valves, etec., and
flowmeters normally for oxygen, car-
bon dioxide, eyclopropane and nitrous
oxide. For the specialist, it is an all
purpose apparatus providing the neces-
sary facilities of the larger machines.
It is equally convenient for private
praetice, hospital and service use. Its
simplicity and safety also renders it
admirably suitable for the instruction
of students.”’

J.C.M.C
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