ABSTRACTS

safe in the hands of many. It, and
the apparatus for its administration,
are available almost universally now,
and personnel who know its use are
much more plentiful than for the more
complicated procedures frequently ad-
vocated.”” 1 reference.

J.C. M. C.

Jouxsox, W. B, Jr., ANp Ruzicka, E.
R.: Endotracheal Anesthesia for
Dental and Oral Surgery. U. S.
Nav. M. Bull. 43: 304-307 (Aug.)
1944.

‘‘Endotracheal anesthesia when used
in cases of multiple extraction of teeth,
with alveolectomy or other necessary
procedure to prepare a mouth for den-
tures, has been instrumental in return-
ing men to duty from 4 to 6 weeks
sooner because of more rapid tissue
repair, absence of infection, and the
completion of the procedure in one
operation. . . . The aspiration of blood,
mucus, vomitus, pus, and foreign
bodies, such as fractured teeth, into
the trachea is prevented. Intubation
also enables the anesthetist or operator
to remove material from the bronchial
tree by suction through or alongside
the endotracheal tube. Not the least
important advantage is that the anes-
thetist may be removed to a distance
from the operating field and still re-
tain complete control of the patient.
This point is of technical value in all
dental and oral procedures in which
weneral anesthesia is used. Finally
this type of anesthesia enables the oral
surgeon to complete the procedure un-
hurriedly even in the face of untoward
vomplications. . . . The disadvantages
of endotracheal anesthesia appear in
the act of intubation and management
of the method when the tube is in
place. . . . Intubation when performed
with laryngoscopy requires anesthesia
of sufficient depth to relax the man-
dible and depress the pharyngeal and
laryngeal reflexes. Such depth of

97
o
anesthesia is often not necessary fo!
dental and oral surgical procednres‘
in which endotracheal anesthesia Jﬂ-
desired. In the series of cases cxte&
here, however, little anesthetic age
was required once the endotracheﬁ
tube was in place. . . . To secure the
necessary depth of anesthesia for mm
tubation, more time must be spent qg
induction of anesthesia. . There ig,
no evidence that endotmcheal anesy
thesia increases the incidence of seS
rious respiratory complications post%
operatively.”” 1 reference.
J. C. M.
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Buxsavy, HENRY: Local Anesthesiad
Am. J. Obst. & Gynec. 48: ‘)0—9’5r
(July) 1944.

‘‘It has been satlsfactonly demonf%

strated that all major and minor ob’-"
stetric -procedures either by the abP_
dominal or perineal routes can be doné;
under local anesthesia with the possxblg
exception of version. An absolute i in=
dication for the use of local an%thesﬁﬁ
may be found in patients with uppex‘_’i
respiratory infections, pulmonary tu&d
berculosis, asthma and ecardiac d:seas@
with the omission of the adreualmo
Relative indications are pre-eclampmg
toxemia, nephntlc toxemia and dxaN
betes. Tt is also the ideal approach i
all cesarean sections with or wnthouﬁ;
sterilization. Here one may use intra=
venous anesthesia in addition for eloS
sure if necessary. In the delivery ofo
a breech presentatxon, parasacral oxO
pudendal block is especially efﬁcdcmusg’
due to the relaxation of the pelvic floors
and levators. Even if the operator2
should elect to use inhalation anesg
thesia, delivery is definitely facilitated%
by the addition of pudendal block.
The infiltration method is the mostg
commonly used form of local anesthmm>
in cesarean sections, although one can2.
block the nerves at the semilunar line
if he so desires. ... . To demonstrate®
the practicability and safety of re-



