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requued an infusion of dilute plasma
later.”’ Bibliography—18 references.
J.C.M. C.

Lunpy, J. S., and SewooN, T. H.: De-
vised to Prevent Gas Miz-ups. Mod.
Hosp. 56: 96 (Sept.) 1940.

“In order to eliminate the danger of
attaching a tank of gas, such as carbon
dioxide, to the yoke reserved for one
of the anesthetic gases or oxygen, a
special arrangement has been used for
several years at the Mayo Clinic. The
strainer nipple in the oxygen yoke of
each gas machine has been enlarged,
and the port in the valve of the oxygen
eylinder, into which the strainer nipple
is placed, has been correspondingly en-
larged. The air-tight fit is accom-
plished by foreing the face of the valve
up against the lead washer, which is
held in place by the strainer nipple
against the face of the yoke. This ar-
rangement allows the oxygen cylinder
to be used on any hanger yoke but, in
the gas machines at the clinie, effec-
tively precludes the placing of a cyl-
inder of nitrous oxide or other anes-
thetic gas on the oxygen side of the
machine with the possibility of result-
ing disaster. The cylinders for oxygen
are built so that they are still adaptable
to.other types of oxygen yokes and ean
be used if they are sent to some institu-
tion that does not have this especially
arranged yoke.

““The arrangement of the carbon di-
oxide yoke has been changed by remov-
ing the strainer nipple from the yoke
and inserting it into the port in the
valve of the ecylinder of carbon di-
oxide. Just as there is a lead washer
on the oxygen cylinder and yoke, so
we have a lead washer to make an air-
tight fit when the face of the valve is
forced against the lead washer and
voke. This device makes it impossible
to hang any eylinder in the carbon di-
oxide yoke except one in which the
nipple is inserted into the faee of its
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valve and also makes it impossible to
hang a eylinder of carbon dioxide o
any but the carbon dioxide yoke of thg
gas machine. . . .

““It is not our practice to keep th&
eylinders of gases that are used only?
oceasionally in their yokes on the anes3
thetic gas machines. When a speclaE
agent, such as eyclopropane, is speclﬁc»
ally indicated, the cylinder contammm
it is attached just before it is used.’’ "’

JCMC‘

Kennepy, F. J., aAxp Burrorp, G. E.E.
Sudden Cardiac Arrest Under An3
esthesia. New York State J. Med?\}
40: 1667-1669 (Nov. 15) 1940. 2

““ A well-developed white man, age§
33, was admitted for right inguinaf
herniorrhaphy. . . . The patient was 8
severe chronic alcoholic. . . . He wag
apprehensive about an operation?y
Morphine sulfate grain 14 and hvoscm%
hydrobromide grain %5, were gnexg
one and one-half hours before the inx
duetion of anesthesia with satisfaetor_vg
sedative effect, though he was stil
awake on coming to the opemtm;ﬂ
room. Blood pressure taken then \m&
98/64. Anesthesia was started \utlg
nitrous oxide and ether at 10:25 amg

and produced excitement immediatelyy
This subsided shortly, but a prolonﬂe(E
second stage could not be avoideds
The incision was made at 10:45 amg
Up to within two minutes of that timeg
the patient had moved his legs. Oneo
half ounce of ether had been used:
The color was good, but periods o
cyanosis had previously occurred.
About two and one-half minutes afte@
the incision was made, the pulse anc
respiration ceased almost simultaneS
ously. The color, which had been sats
isfactory, changed to ashen gray in ]ué,’
face. %

g

A mottled cyanosis soon apg;
peared, particularly on chest and arms§
The cornea was dry and lusterless,
with pupils three-quarters dilated.
Artificial respiration with oxygen was
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civen continuously without difficulty.
A pharyngeal airway was in place.
Fifteen minims of Yno epinephrine
was given subcutaneously and 25 min-
ims intracardially. No pulse was pres-
ent or heart sounds audible during al-
most continuous observations. After
five minutes, cardiac massage through
an extra i ion was idered. but
lield in abeyance. External cardiac
massage was attempted without sucecess.
Fifteen minutes after the pulse beat
had ceased, a left upper rectus incision
was made and the heart was massaged.
After compressing the heart four
thmes, response suddenly oceurred. A
forceful heart beat and pulse returned,
and the eolor changed to a bright pink.
The pulse rate was 80; blood pressure
was 64/40 on the first reading and
140/80 within a few seconds. No at-
tempt to breathe was made. . . .

‘“The patient did not breathe spon-
tancously for sixty minutes. During
the first forty minutes (ineluding fif-
teen minutes before the heart resumed)
artificial respiration with oxygen was
carried out, with care taken to avoid
hyperventilation. Five per cent. ear-
bhon dioxide in oxygen was then used
for twenty minutes without effect. At
the end of this time, 414 cec. of coramine
was injeeted slowly, intravenously.
This produced a deep gasping inspira-
tion which was followed by another in
some thirty seeonds. Thereafter, reg-
ular respiration continued but was ab-
normal. It was slow (about 10) but
was very foreeful and showed a flutter
at the end of each deep inspiration. . . .
The patient was returned to the ward
and given oxygen continuously through
an insufflation airway. Shortly after-
ward, slight convulsive movements of
the extremities oceurred. The abnor-
mal type of respiration eontinued. A
very faint corneal reflex was present at
first ; this disappeared after four hours.
His blood pressure continued at 140/70
1o 120/60 throughout the day, and his
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color remained good for about ten
hours. Then his condition graduallys
became worse and death occurred
twenty-two hours after onset, thlg
terminal temperature of 107 % F. and®
a pulmonary edema. Autopsy showeds
severe cirrhosis of the liver and congesZ
tion of both lower lobes of the lllngS:o
The heart appeared normal. o
‘“When the heart stops emly in theﬁ’,
operation and in light anesthesia, tho—
diagnosis is fairly certain to be \cntna
cular fibrillation. The other 1mpor-m
tant cause of cardiac arrest under an-
esthesia is dilatation and failure from3
toxic overdosage of the anesthetlc:
Ventricular ﬁbrlllatlon, oceurring mw
light anesthesia, is aided by a pro-
Tonged second stage of anesthesia such°
as often accompanies the induction o@
aleoholic patients. The vascular sys2
tem is flooded with epinephrine of thes
individual’s own manufacture as a 1-e-£1
sult both of stimulation from e\tclte-'\)
ment and from the effect of the (’thelm
Further massive afferent stimulation®
resulting from the incision. reflexlyy
enhances the hyper-excitability of thes
cardiac muscle and sets the stage fors
ventricular fibrillation. F‘ollowm:.O
the sudden suspension of cardmc ae-u
tivity from any cause, epinephrine is al
most universally used lmmedmte]vh
The value of this procedure in an anu
esthesia emergency oceurring while th(g
anesthesia is known to be light is serig
ously to be questioned. ... On tluﬁ
other hand, the value of cpmephrmcﬁ
when the heart has failed because o
dilatation from toxie overdosage is wel[§
established. . . . When cardiac arresf;
occurs under anesthesia and an abdonmJ
inal operation has not been planned’
the responsxbxhtv of an important dej>
cision is placed squarely upon the sur3
geon and the anesthetist. . . . Foiy
those who saw this case, any future dex
cision will be easier. Massage pro-
duced immediate resumption of the
heart beat after fifteen minutes of si-
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lence. . . . The time element is . ..
all-important in making this decision.
It should be done, certainly, within five
minutes or will probably ultimately
fail, whatever its temporary effect. . . .
During respiratory arrest, the last
thought and not the first should be the
use of analeptics. . . . The effect for
good of these drugs on the heart is seri-
ously questioned in reported experi-
mental and practical experience.’’
J.C.M.C.

DePreg, J. F.: Morphine-scopolamine
Ancsthesia—in First Aid Treatment
of the Injured. Indust. Med. 9:
554-556 (Nov.) 1940.

_ “The use of morphine-scopolamine

anesthesia has been deseribed since

1904. It was popular in obstetric prac-

tice and was commonly referred to as

‘twilight sleep.’ In 1918 the use of

this anesthesia was introduced at the

‘Washington Boulevard Hospital by Dr.

B. F. Lounsbury, former Chief Sur-

geon of the Milwankee Railroad. It

was found to be very satisfactory and
was supplemented by nitrous oxide or
ether when necessary; and it was used
in almost all major and minor surgery
including the emergency room in
handling those traumatic cases which
required general anesthesia. Its use
has been continued up to the present

time and ecovers approximately 16,000

cases. . . .

“‘Morphine-scopolamine has  been
miven to patients of both sexes, and
from the age of 12 years up. In the
first aid room we are using it in treat-
ing those cases requiring an anesthetic
such as fractures, dislocations, wounds
requiring special care, and burns.
When any person with such injuries is
brought to the first aid room a careful
examination is made to determine the
extent of injury, identification for the
record which is to be kept is made, and
if the patient’s general condition re-
quires immediate treatment a hypo-
dermic injection of morphine-seopola-
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mine is given. The usual initial in-
jection consists of morphine sulphate
grain %, and scopolamine hydrobrog
mide grain ¥,. In only the extremels
voung or aged is the dose smaller and
then the dose is decreased to morphin®
grain 3 and scopolamine grain g
During the subsequent thirty to forty3
minutes the patient is observed close]%
and if time is an important factory
treatment is started using nitrous oxg
ide and oxygen or ether or both. . . Y
“In our experience most working
men between the ages of 18 to 60 and
weighing 150 to 200 pounds will re2
quire two injections of morphine grailg
14, and scopolamine grain Y and &
third of grain % and grain Ve reg
spectively. Some men tolerate thre&
large injections. Most women fron§:
18 to 60 and weighing 120 to 15@
pounds require one injection of mory
phine grain % and scopolamine grailg
12, and two injections of grain Y an®
grain ¥y, respectively of each drugs
Larger women require the saméﬁ
amounts as an average man. The ind
jections are given 30 to 40 minutes aparfy
and the patient is observed cunstunﬂ}%“
during this time, a close wateh being®
maintained on the pulse rate and thg
respiratory rate. The former is seld0n§
affected, but there is usually a deg
creased respiratory rate and if it i
down to 10 to 12 per minute no addig
tional morphine-scopolamine is giverg
. In most cases no additional anesS
thetic is required, and the patient re3
mains sufficiently narcotized for thre§
to six hours to enable the surgeon 1§
carry out the necessary procedures.’s

Bibliography—4 references.
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SLAUGHTER, DoNALD; Parsons, d. C
and MuxaL, H. D.: New Clinic
Aspects of the Analgesic Action of
Morphine, J. A. M. A. 115: 2058%
2060 (Dec. 14) 1940. =
“Morphine is considered the best

pain-relieving drug which the clini-



