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““The anesthesia of choice for acute
head injuries is local infiltration or
field block. . . . Many injuries of the
face can be comfortably and safely
treated under local infiltration or reg-
ional block anesthesia. For extensive
procedures in which regional anesthesia
is not applicable, ether and oxygen
administered through a gas machine is
the anesthetic of choice. The method
used should be intratracheal. . ..
When a gas machine is not available,
the intratracheal method can be used
with a Flagg Can. ... The upper
extremity is an ideal location for re-
gional block. . . . Anesthesia for ab-
dominal procedures: Spinal anesthesia
is ideal from the standpoint of relaxa-
tion, quiet respiration, etc. It is con-
traindicated in the presence of shock
or in patients that may need to be
evacuated within twelve hours. Peri-
dural anesthesia produces relaxation
closely approximating that obtained
with spinal. . .. For the poor risk
abdominal patients or those in shock,
Abdominal Field Block, supplemented
by inhalation or intravenous anesthesia
with oxygen, offers the greatest margin
of safety. In the presence of shock
there is a varying degree of anoxia
present. Any anesthetic which dim-
inishes the supply of oxygen by any
means will further inerease the degree
of shock present. . .. Intra-abdom-
inal ecases should particularly have ad-
equate relaxation, a free airway and
sufficient oxygen. . .. Anesthesia of
the entire leg can be obtained with
spinal block, peridural block, or sciatie
block plus injection around the anterior
crural, external cutaneous and obtur-
ator nerve. When it is necessary to
operate on a patient in shock due to
injury of the lower extremity, some
type of regional field block, combined
with inhalations of oxygen, or supple-
mented with gas and oxygen, or pen-
totha! and oxygen, is the safest pro-
cedure. For those patients not in
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shock, any type of anesthetic availablg
will be satisfactory. . . . Open woundg
of the chest, especially those where th&
opening is large enough to producg
paradoxical breathing, require immes
diate closure. This is best handleg
with infiltration anesthesia or integy
costal block. ... Any anesthetip
which permits the use of a high pem.
centage of oxygen with positive pres
sure may be used. The shorter-acting
ones, such as pentothal and cyclopres
pane are preferable, because of thg
rapid return of the cough reflex an|

normal respiratory movement.”’ 5 refy
erences. ES
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GREENE, B. A.: Prolonged Intrauenmg
Pentothal Sodium Ancsthesis E®
pecially with Reference to Its .ippla
cation to Military Surgery. \'eg
York State J. Med. 44: 1"0)—1"13
(June 1) 1944. S

““WWe consider intravenous anesthesif
to be safely applicable to long surgic: b
procedur&, whether they are major of
minor, only if relaxation and deptB;
need not be profound. . There 8
no evidence in the lltemture which cods
traindicates the application of intr%
venous pentothal sodium anesthesia n&
a primary agent for long cases, undeg
proper safeguards and for suitable op2
erations. There are many condition®
which are only relative contraindicay
tions to the use of intravenous an
thesia for short cases—e.g., moderat®
hepatic damage, shock, lack of all saf&
guards. These may be overlooked ig
many short cases without encountering
disaster. But for prolonged surger§
these and many other conditions muqd'
be corrected, compensated for, Ob
treated before or while subjecting the
patient to the anesthesia.... R&E
spiration must not be hampered by thg
slightest degree of obstruetion. . .}
The postoperative temperatures in our
cases have not been higher than ex-
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pected from any prolonged anesthetic
and surgical procedures. ... We
have observed no unusual tendency to-
ward bleeding in operative areas. . . .
Prolonged postoperative sleep is fre-
quently noted after prolonged intra-
venous anesthesia. . . . The condi-
tions which insure the clinical safety
of intravenous pentothal sodium for
long anesthesias are: (1) the super-
vision of the patient by a competent
anesthetist; (2) the immediate access-
ibility and application of equipment
for the administration of oxygen under
pressure, establishing the patency of
the entire airway and stimulation; (3)
the use of all aids which decrease the
dose and rate of pentothal consumption,
enable the surgery to be performed
with a lighter plane of pentothal anes-
thesia, and rednce the incidence of
respiratory depression and obstruction ;
and, (4) finally, the correct choice of
the patient for intravenous anesthesia.

““Our 37 anesthesias of one hour or
more included the following cases:
Eleven cases of fenestration for oto-
selerosis lasting four hours to six hours
and fifteen minutes, and requiring 1.75
to 4 Gm. of pentothal sodium; a
seventy-minute transurethral resection
in a 10l-year-old psychotic male; an
eight-hour cerebellar exploration in a
.10-year-old boy; a four-hour laryng-
ectomy; a three-hour radical mastect-
omy; a two-hour removal of tumor of
orbit; a two-hour and ten minute
esophagectomy; a one-and-a-half hour
suspension laryngoscopy and fulgura-
tion ; a one-and-a-half hour exploration
of petrous pyramid; a one-and-a-quar-
ter-hour plastic repair of orbit in a
70-year-old male; a sixty-minute enu-
cleation of the eye in a 66-year-old
psychotic female; and a sixty-minute
radical mastoidectomy in a 21-year-old
toxic male. . . . We consider the fol-
lowing points in technic as important:
1. Premedication is desirable but not
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absolutely necessary. . . . 2. Have tl§
patient clear his nose and throat wel
before induction. This tends to avo@
such respiratory irregularities as sneezs
ing, coughing, asthmatic brenthmg;,
laryngospasm and mucous obstructioE
3. ‘Restraints’ are desirable but n&
absolutely necessary. They reduce g
dosage of pentothal sodium for prés
longed surgery by allowing the ane&
thetist an extra margin of light aneﬂ}
thesia. . . . 1. Have the patient we
atropinized. . . . 5. Employ local o
regional anesthesia as much as possib
to decrease the need for greater dep:
of general anesthesia and larger dosqg
of pentothal. . 6. Expertness ig
the art of \'enipuncture. ... 1. I
Ject small doses, 1-3 ce., of 2.5 per cerg
solution intermittently, allowing fuf}
time for the circulation to distributg
the drug and for the central nervoup
system to exhibit the full effect afte®
each injection, usually one minute. . .Q
8. The concentration of pentothal soha
tion should be 2.5 per cent during t]@
first two hours and 1-1.5 per Lelﬁ%
thereafter. . . . 9. Give repeated dong
of morphine sulphate intravenousl®
when the patient continues to requn@
0.5 Gm. pentothal doses every ﬁftem
minutes for two consecutive quartd}*
hours. . . . 10. Maintain an mfusmg
of saline, glucose, plasma, or blooﬂ
after the operation has exceeded onc
hour. 11. Avoid the use of a@
oral airway unless the mouth and phdx:s
ynx have been numbed by sprayme
or swabbing with a local anestheti®
12, Use an intratracheal airwag
coated with a water-soluble anesthetf
lubricant, in a numbed larynx in an
case in which there is marked likel};
hood of some interference with the aig
way because of the nature of the di§
ease or operation. 13. MMaintain &’
level of anesthesia as low as is eonsi%
tent with the needs of the surgeom
never exceeding second plane of third
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stage. . . . 14. Use oxygen insufflation
or inhalation (depending on whether or
not a closed system is desirable) at the
least suspicion of anoxemia. ... 15.
Use various mixtures of nitrous oxide
and oxygen, whenever feasible, to sup-
plement the primary anesthesia with
pentothal. . 16. The depth, rate,
and character of respiration is the most
reliable index of depth of anesthesia,
after the patient fails to respond to
painful skin stimulation. The cutan-
eous zone and the respiratory tract are
the most sensitive areas for the pro-
duction of reflex movements. Loecal or
block anesthesia for these areas greatly
decreases the dose of pentothal. 17.
Reduce the depth of anesthesia in the
closing stage of the operation so as
to have the patient reacting to skin
stimuli at the end. 18. Three to five
cubic centimeters of coramine, or 1-2
ce. of metrazol, intramuscularly or in-
travenously, depending on the final
depth of anesthesia. should be injected
at the close of the operation and re-
peated every half hour, when it is
desirable to obtain the earliest awaken-
ing. . .. 19. Blood pressure deter-
minations are not routinely taken be-
cause we have found them not to be
significantly elevated or depressed by
the anesthesia. When the surgery is
quite traumatie, the blood loss signifi-
cant, or the patient’s preoperative
-eondition poor, we do record blood
pressure at frequent intervals. . . .

“‘Lundy has predicted that intra-
venous barbiturates will be used more
often than any other type of anesthetic.
‘Wiggin has stated that it is already the
most common general type of anes-
thetic in service for cases not requiring
deep relaxation. Many reports from
abroad, especially England, have pro-
vided the basis for these statements.”’
38 references.
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Ma~TeLL, L. K., axp McCuskey, C. Fg
Anesthesia for Military Needs. Cal®
ifornia & West. Med. 60: 241—23@
(May) 1944.

‘¢ Anesthesia with Medical Service o
thé Division.—In order to appreciat
the anesthesia problems whiel confron
the surgeon charged with responsibility
of the medical service of the Division;
a brief review of the organization -ig§
indicated. . . . We are primarily conS.
cerned with the organization of th&.
Triangular Division, since that has beg
come the nucleus of our streamlined
fighting forces. The Triangular Diviz
sion is so desigmated becanse of thé&
position of the assault regimentsy
namely two regiments abreast and ong
in reserve. . .. In addition to thg
Division being served by the \Iedicag
Battalion, a unit known as Regimentad
Medical Detachment is attached. Thxﬁ;
unit makes up the forwardmost pOl‘t]OlE
of the medical service of the Dwmon@
It is entirely qeparnte from the \Ieds:
jcal Battalion and is attached dlrect]zs
to the regiment as an integral part OE
the combat force. ... Briefly, thg
Regimental Medical Detachment’s
function is to render first aid to easS
ualties on the battlefield and evacuat%
them to the Battalion Aid Station,
located three hundred to eight lmndrexg
yards in the rear, depending upon thal
type of action in progress. It supplie§
two company or Battery Aid Men té
each company or battery of infautr§ :
or field artillery. These men stay witly
that particular company or battery a&
all times, and render first aid to th&
casualties on the battlefield. The®
also direct the walking wounded towar
the Battalion Aid Station. Litter3
bearers, who are also supplied fromg
this detachment, evacuate the casualti
to the Battalion Aid Station. The:
function of the Regimental Medica®
Detachment ends at the Battalion Ai
Station from which point the Medical
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