ABSTRACTS

tuberele bacilli when removed from the
patient’s face; 6, or 15.4 per cent, still
were contaminated with tuberele bacilli
after being washed in water according to
the technic all too frequently employed,
whereas none contained tubercle bacilli
after being washed in water and then
soaked for one hour in the formalde-
hyde-aleoho! solution. . . . After re-
moval, all of these parts should be
thoroughly washed with soap and hot
water until the odor of formalin can-
not be detected. This is necessary in
order to avoid a skin burn during the
next administration, and to eliminate
the irritating formalin fumes from the
apparatus. We have observed no dele-
terious effect to the patients or the
apparatus.’’ 3 references.

J. C.M. C.

HEeNDERSON, YANDELL, AND TURNER, J.
M.: Artificial Respiration and In-
halation: The Principle Determining
the Efficicney of Various Methaods.
J. A M. A, 118: 1508-1515 (Apr. 5)
1941,

“In the thirty odd years since
Schafer introduced prone pressure
artificial respiration, this method of
resuscitation has come to be used in
all English speaking countries to the
virtual exclusion of all other manual
methods. . . . Outside the English
speaking countries, however, the Sil-
vester and other older methods are still
extensively used. . . . All these meth-
ods, old and new, were demonstrated
by means of photographs and respira-
tory measurements at the International
Congress on Resuscitation and First
Aid at Zurich in August, 1939. One of
us participated, and in this paper we
shall draw in part on the evidence there
presented. . . .

‘“In all manual methods, expirations
are induced by the operator compress-
ing the chest of the patient with his
hands, or by pressing the diaphragm
up against the bases of the lungs. The
Schafer method differs from the others
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in the faet that this is all that the
operator attempts to do. To induce
inspirations he merely removes his
hands or quickly releases the pressure,
it matters not which. The inspirations
are therefore wholly due to the elastie
recoil of the chest in the intervals be-
tween compressions. But in order to
permit this expansive forece or recoil
to come into play the more easily, the
patient’s arms are once and for all
placed as far forward as possible; one
of them is bent at the elbow with the
head resting on it. The chest is thus
brought initially, as far as possible,
into the inspiratory position. . . . The
technic is therefore extremely simple;
it requires much less exertion on the
part of the operator than any other
method, and it can be maintained
Ionger without fatigue. The one re-
quirement for maximum efficiency is
that the tempo shall be slow enough
and the intervals between compressions
long enough to allow the chest to ex-
pand all that it will. In patients with
broken ribs prone pressure is the least
harmful form of manipulation. All, or
nearly all, the other manual methods
attempt to contribute actively to the
expansion of the chest by pulling the
arms, rolling the body or lifting the
shoulders. . . .

“When the volume of air which a
normal man breathes in natural res-
piration and then the amount of arti-
ficial respiration that ean be induced
by the Schafer, Silvester or any other
manual method are measured, all these
volumes—that of natural breathing and
those under the various forms of arti-
ficial respiration—are always essen-
tially the same in liters of air per min-
ute. . . . No manual method tested in
this laboratory or demonstrated at
Zurich, no matter how vigorously ap-
plied, has ever produced any consider-
able degree of overventilation of the
lungs, as demonstrated by the fact that
when the artificial respiration is
stopped the subject, after apnea of only
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a few seconds at most, immediately be-
gins to breathe again for himself. . ..
The principle determining the efficiency
of all methods of artificial respiration
is . . . found to be essentially the same
as the principle eontrolling the volume
of natural breathing. It is the influ-
ence of the blood gases on the respira-
tory center that largely determines the
tonus of the respiratory muscles; and
this tonus is a principal factor in the
volume of lung ventilation alike in
natural breathing and in artificial res-
piration. Because of this principle, no
manual method—neither prone pres-
sure nor any other—can induce any
larger volume of lung ventilation than
the tonic elasticity of the body at the
moment permits. . . .

“Mechanical respiration, unless so
foreible as to be harmful, does not in-
crease the volume of natural breath-
ing. Inhalation of earbon dioxide and
oxygen increases the efficiency of
manual artificial respiration but in-
creases the antagonism between me-
chanical respiration and natural
breathing. In brief, the best method
of resuscitation from drowning and
electric shock is prone pressure arti-
ficial respiration supplemented by in-
halation of carbon dioxide and oxygen.
The best method of resuscitation from
carbon monoxide asphyxia is inhala-
tion of carbon dioxide and oxygen, ini-
tiated in cases of severe involvement
by prone pressure artificial respira-
tion.”’ 22 references.

J. C. M. C.

WyNNE, R. L.: Mechanism of Partial
Rebreathing in  Anaesthesia.  Brit.
M. J. 1: 155-157 (Feb. 1) 1941,
“‘Partial rebreathing is justified in

so far as it promotes lung expansion

and oxygenation, and retains the
warmth and moisture of the upper
respiratory contents while permitting
adequate ventilation below. Its extent
is modified in the continuous-flow ma-
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chine by adjustment of the gas flow.
and in the intermittent-flow machine
by adjustment of the bag capacity.
The patient’s effective alveolar ventila-
tion is controlled, as always, by the
alveolar ('O, concentration. For eon-
tinuous-flow machines there is a ‘eri-
tical flow’ in the neighbourhood of 5
litres per minute for each individual,
which if diminished will lead to CO,
accumulation, but whieh if exceeded al-
lows equilibrium to be attained. Con-
tinuous flow is dangerous with a flow
below the ecritical level; intermittent
flow is dangerous with an unlimited
bag capacity.”’ 5 references.

J. C. M. C.

Barres, D. H.: Spinal Anesthesia in
Cesarean Section. Anesth. & Analg.
20: 115-118 (Mar.-Apr.) 1941,
This is a report of the records of the

Methodist Hospital, Brooklyn from

1928 to 1940 and shows 96 cases of

cesarean section where spinal anes-

thesin was considered the method of
choice.

“‘Reports of the surgical procedures
written at the time of operation in-
dicate that spinal anesthesia has these
advantages: (1) No disturbance of
previously existing pathology in the
the respiratory, circulatory, or genito-
urinary systems of the mother, (2)
relaxation of the abdominal muscles
permitting easier and speedier work,
(3) good tone of uterine contractions,
(4) diminished blood loss, (3) de-
ereased nausea and emesis, (6) no need
of resuscitation of baby.

‘““Spinal anesthesia was found to be
of particular value in those patients
who had acquired an upper respira-
tory infection or whose previous exist-
ing pulmonary disease would render
the use of ether unwise. Toxemia was
considered a definite indication for
spinal anesthesia when cesarean sec-
tion was contemplated.

“‘The agents and dosages used in this

20z ludy g1 uo 3sanb Aq ypd°£Z000-000601 ¥61-Z¥S0000/€70082/1.09/G/2/spd-0j011E/ABOj0ISBUYISBUE/LIOD" JIBYDISA|IS ZESE//:d]Y WOl papeojumoq



