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PREFACE.

TaEe first six of these Lectures were delivered in the
month of June 1864, and the rest in the same month
of 1865, at the Royal College of Surgeons of England.
They were published soon after in “ The Lancet ;” and
by the polite and liberal permission of the proprietors
of that journal, the original woodcuts have been placed
at my disposal for the illustration of these pages.

The subjects with which they profess to deal are so
large in their scope, that twelve lectures of an hour’s
length each were by no means sufficient for the inten-
tion. Other engagements prevented me going more
extensively onwards; and, as was professed at the time,
I restricted myself chiefly to matters and departments
in which I could speak with the confidence of personal
experience.

[ might now, with further experience, give additional
development to some of these Lectures, and add others

on themes not alluded to; but I have preferred repub-
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lishing the original in this collected form, as they were

delivered.

The larger share of attention given to Surgery over
Anatomy, may be accounted for by my professional
position; and I confess to a supposition that, in select-
ing me as Professor, the Council of the College looked
chiefly to my qualifications as a Surgeon. I entertain
hope, however, that the originality of my investigations
regarding Hare-Lip and Cleft Palate may not be con-
sidered unworthy of the Chair of Anatomy, which I
had the honour to hold.

One subject to which attention was specially called
in these Lectures—wviz., Excision of the Knee—has,
since they were delivered, been further elaborated by
the posthumous Essay of my distinguished pupil and
friend, Mr Price, published under the superintendence of
Mr Henry Smith, who himself has seen more of thé
operation than any other man, and by the Jacksonian
Prize Essay of my friend and former pupil, Mr Wm. P.
Swain of Devonport, recently published in the “ British
Medical Journal;” and I might myself have added fur-
ther illustrations. On Hare-Lip, Cleft Palate, Lithotrity,
and Lithotomy, I might have done the like. For
reasons given in some of the Lectures, I felt restricted
to certamn salient points: much that I wished to say

was, of necessity, omitted; but possibly, should these















LECTURES

ON THE

PROGRESS OF ANATOMY AND SURGERY DURING
THE PRESENT CENTURY,

LECTURE L
INTRODUCTORY.

Mz PrESIDENT AND GENTLEMEN,—When the honour
was conferred upon me of being appointed Professor of
Human Anatomy and Surgery to this College, I felt
uncertain as to the manner in which I could best fulfil
the duties pertaining to such an important office. Con-
sidering the vast fields of anatomy and of surgery
which I had to choose from, the difficulty of selecting
subjects for six lectures seemed far from great; yet
reflection indicated that already the labourer had been
at work. In most departments the harvest had been
stored, and little remained to be gleaned or garnered
which could possibly be put in comparison with the
knowledge already in man’s possession. To one who
has Dbeen a labourer in our profession for well-nigh
forty years such a selection might at first thought
A
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secem easy. A teacher of surgery for more than thirty
years might surely feel at little loss for material ; but
that very fact in a manner tells the real difficulty, for
as a teacher one is necessarily in almost constant con-
tact with the profession, and whatever he may have
fancied new or of value has already been made public
by the usual channels. In conversations with assistants
and friends, in lectures, in the operating theatre, in the
pages of public professional journals, in papers for
societies, in pamphlets, and even in portly volumes,
the teacher of old standing and fair repute has already
communicated his ideas to his professional brethren so
freely and amply, that in his latter years he stands
literally unburdened of all to which he may at any
time have had original claim. It has been his glory to
spread knowledge as readily and rapidly as it may have
come within his own ken, and such originality as may
have been his own has long since become the property
of his profession.

The dilemma with me was that I had nothing new
to say. More than twenty years’ teaching in a London
college and hospital theatre had in a manner “ used me
up,” and, thinking of the kind of audience I might
naturally expect within these walls, T had hesitation
and doubt as to what might best suit the occasion.

Two courses came prominently before me. 1 might
select a single subject, and say all about it that had
been said before by others, and repeat or add all that
[ myself had said or thought further ; or I might select
several subjects in which T had myself taken special
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interest, or had peculiar opportunities of studying, and
lay them before my hearers in such a way as to give
the appearance of novelty and attraction to an audience
assembled in the heart of London, and in the metropo-
litan abode of English surgery.

Of the two courses I have preferred the latter. If I
have nothing to say that is new to my own mind, I
may still labour, though in a somewhat novel sphere, to
impress such truths as I have learned from experience,
to doubt where I have reason still to do so, and to
venture such suggestions and forecasts of thought as
may become one who has spent his whole professional
life in teaching, and who now finds himself in the
responsible office of Professor of Human Anatomy and
of Surgery in this great corporation.

About the year 1825, when my first intimate con-
nection with the profession began, there was a period
of calm (at least that is my impression) such as had not
been for many years, and such as none of the present
generation have seen. There was nothing new in
British surgery, and little from abroad to attract special
attention. The great impulse given by Hunter and his
cisciples had been in a manner embodied with, or as
some might think, become the embodiment of the pro-
fession. On the Continent, amongst surgeons Dupuytren
stood supreme; whilst Graefe, Lisfranc, Larrey, Dieffen-
bach, and Roux, were but a shade behind. The latter
had written his celebrated ¢ Parallel,” and already
Velpeau had indicated his growing worth. In America,
the names of Mott and Warren were associated with
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the boldest deeds in surgery. Here, amongst ourselves,
Home, Cline, Blizard, Abernethy, Cooper, had passed
away, or well-nigh faded from the scene. The same
might be said of Todd and Colles in Dublin. Crampton,
Carmichael, and Cusack worthily held the highest places
in that city ; and Brodie, Travers, Wardrop, Guthrie,
Anthony White, Key, Stanley, Green, and others yet
alive, whose names and deeds inspire veneration, held
sway in the great metropolis. In Glasgow, John Burns
laboured, I may say alone, in a field which had been
previously occupied by himself and his worthy brother
Allan. In Edinburgh, the reputation of the Monros
gave high character to the anatomical and pathological
aspect of surgery, and the family reputation was main-
tained by the third of the name. The brilliancy of
John Bell had in the early part of the century given
great éclat to the school (which was enhanced by his
brother Charles, whose name may be honourably in-
cluded amongst the worthies of London, at the time I
speak of), and the solid worth of Benjamin Bell had
given a high character to Edinburgh surgery.

About this date the field of surgical practice in the
northern metropolis was held by gentlemen of high
social and professional stamp, but they were neither
professed teachers mor long-experienced hospital-
surgeons. Each had served a few years only as full
surgeon in the Royal Infirmary. One (Mr Wishart) had
published translations of Scarpa’s works on Aneurism
and on Hernia, but others were unknown to more than
local fame. TFrom this list I may bring out and except
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the name of Russell, the author of an original and still
standard work on Necrosis, and at that time revered as
a surviving pupil of John Hunter. He was, moreover,
the first Professor of Clinical Surgery, and the only one
bearing such a title in the United Kingdom. His
position as a model surgeon was, however, by no means
prominent, and the “pure” surgery of Edinburgh (as
the term goes) was little different from that which
might be found in any of the large provincial towns in
Britain. There was no chair of surgery in the Uni-
versity. That of the College of Surgeons (which was
shortly after abrogated) was held by a clever man,
whose health and temperament prevented him taking a
foremost rank in practical surgery, and there seemed
little hope for a continuance of the great reputation of
this school, when suddenly there appeared on the scene
three men, whose labours have added substantially to
the renown of the Scotch school, and whose names will
be imperishably associated with the history of British
surgery. These men were, John Lizars, Robert Liston,
and James Syme. I trust that I may be pardoned for
making pointed allusion to these surgeons, but as it
was from them that T chiefly gathered many of my own
early views in surgery, I should not wish this oppor-
tunity to pass without giving them that honourable
mention which, in my opinion, they richly deserve.

Mr Syme still lives in active manhood, with a world-
wide reputation second to none amongst living surgeons.
It is considered unbecoming to say that of one yet
active on the scene which may be said in after years.
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Modern surgery owes him much, as I shall show in
future lectures. Fulogy might seem to partake of
flattery, and for my present purpose it may be sufficient
to state, that at the date referred to, this gentleman
evinced all that energy of character and aptitude for
clinical teaching and for practice for which he has
since become so distinguished.

Mr Liston’s fame at this date, particularly as an
operator, was well-nigh as great as at any period of
his comparatively short but brilliant career. In after
years his soundness as a pathologist became more
conspicuous ; and the numerous valuable preparations
in the museum of this College, which formed part of
his collection, bear ample testimony to the greatness of
his doings in practical surgery. Both he and Mr Syme
had already published those remarkable essays on
Amputation which, with the example set by their
practice, went far to give that development to the flap
operation since attaimed. Many circumstances contri-
buted to give Mr Liston early fame in Scotland. A
well-developed frame, a broad forehead, a strongly
marked, handsome countenance, indicative of great
courage and decision, and an eye of piercing brilliancy
and great expression, at once impressed those who
sought his aid with a convietion of his powers. With
these were associated a hand alike marvellous for its
great size, its silent expressiveness, its vigorous firmness,
its lightness, and its dexterity. It was aptly said of it
by a distinguished lay contemporary and admirer, the
late Lord Robertson—If hard as iron and true as
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steel 1n the theatre of operation, it is soft as thistledown
when applied to the throbbing pulse or aching brow.”
The remembrance of that hand is still fresh on my
memory.

, Some early operations of great magnitude and com-
parative novelty, aided by a certain amount of jealous
opposition which merit is sure to call forth, brought Mr
Liston’s fame impressively before the public ; and among
his achievements may be mentioned - the successful
removal of a scrotal tumour of more than forty pounds’
weight,—the first operation of the kind ever performed
in this country,—and successful ligature of the sub-
clavian, which had been essayed in vain by Ramsden
and others in Britain.

When personal recollections have passed away, there
will remain much to associate Mr Liston’s name with
surgery, but the greatest features of his teaching powers
will be forgotten. With less than average facility of
speech, he had a manner in all that he did before his
pupils that produced the deepest impression; and there
was a style mm his operations which has had more influ-
ence in this department among a large number of pupils
than has been produced, in as far as I can make out, by
any other man in the history of surgery. Only those
who have seen him can thoroughly appreciate what I
NOW say.

Of Mr Lizars there is now probably less known than
of the two gentlemen just referred to; but his fame
was great at the time. His folio work on Anatomy,
with which he incorporated most of his views on opera-
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tive surgery, had contributed largely to his reputation.
Initiated to the profession by John Bell, to whom he
served a pupilage, he seemed to have imbibed some of
the characteristics of that great surgeon. He was a
very successful teacher both of anatomy and surgery,
an excellent pathologist, a brilliant and daring operator.
His name will ever remain associated with the early
history of modern operations on the upper jaw, He
was the only man in Seotland who had placed a ligature
on the innominata. The operation was unsuccessful;
but it went far to prove, what was then not so well
recognised as now, that secondary heemorrhage in such
cases is more likely to come from the distal than from
the proximal end of a tied vessel. He was the second
to perform ovariotomy, and its practical originator in
Britain. Like many pioneers in art and science, he
was for this assailed by a certain amount of ridicule
associated with vigorous opposition, and thus was thrown
- into abeyance an operation which, thirty years later,
has produced as much excitement as has been associated
with the early history of any great surgical proceeding.
Whatever may be the fate of ovariotomy, the name of
John Lizars must always remain associated with it.

I may be wrong, but the impression is strong on my
mind, that an impulse to the more accurate study of
surgical anatomy arose coeval with the development of
the Hunterian operation. Before I knew the profession,
all the great arteries had been tied, from the superficial
femoral to the abdominal aorta and innominata, on the
principles of our great surgical philosopher. The surgical
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anatomy of the arteries had occupied the attention of
many first-rate anatomists of the early part of this
century ; and whilst the operations in question were
excitingly attractive, others were not overlooked, and
hence surgical and regional anatomy took a wider field,
and the works of Charles Bell, Abraham Colles, Astley
Cooper, John Shaw, Hargrave, and of others, testified
to the zeal and accuracy of surgeons in those times in
anatomical pursuits having direct relation to their call-
ing. It is an aneecdote worth bearing in mind, that
when Astley Cooper was engaged in his great and in-
teresting labours on hernia, nothing would satisfy him
‘but a sight of the fact that the obturator artery might
encircle the inner side of the neck of a crural hernia.
The first preparation that gave this proof was in the
museum of the famous teacher of anatomy in Edin-
burgh, John Barclay (now incorporated with the col-
lection of the Royal College of Surgeons of that city),
who actually forwarded it to London to satisfy the hesi-
tation of the great surgeon. It was returned with most
complimentary thanks ; and this anatomical fact, now
familiar to the simplest novice, was soon after made
extensively known to the professional world.

There were manuals of anatomy in those days, written
by men who have since held the highest professional
positions, which really left little for the practical surgeon
to desire; in fact, the subject was in a manner exhausted.
Whatever was essayed as novel, seemed in reality but
a repetition of something already done and known ;
and, with an occasional exception, there was little left
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for the modern anatomist but transcendentalism and
minute observation. Investigations on ill-defined and
obscurely developed quantities have, I fear, taken largely
the place of wholesome surgical anatomy; and whilst I
shall not go so far as to say that they are not of great
value to the education of the practical Eﬁl'genn, I may
state that I have often felt inclined to protest against a
system which seems to draw little or no distinction
between this kind of so-called philosophy and that
common place, but common sense, anatomy which is of
essential service to the practical surgeon. With some
it almost appears as if the bulk of the two thousandth
part of an inch were of equal importance to the surgeon
as the outlines of the sterno-mastoid or deltoid muscles;
and with many it seems to be that there is really little
or no difference of essential value between “ blastema”
and bone, “molecule” and muscle, “cytoblast” and
- cellular membrane!—nay, actually that once familiar
term is now in some degree tabooed, and a man’s acquire-
ments are suspected if he does not use instead the
modern one of “arcolar tissue.”

In surgical pathology, it was known that a person
might live with an obliterated aorta, and might survive
the loss of an upper or lower extremity. Inflammation
with denudation of bone was commonly believed to
necessitate amputation; and diseased joints with ulcera-
tion of cartilages, particularly if denoted by crepitation,
were generally deemed incurable, excepting by removal
of the limbh. Tumours of enormous size were frequently
met with, and the disease then familiarly known as
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fungus heematodes was more common than in the pre-
sent day: in both instances doubtless from timidity on
the part of those who feared to meddle with what the
modern surgeon arrests in early progress. But a vast
amount of important material had been accumulated
by the practical men of the day, and the works of
Lawrence on Hernia, Brodie on the Joints, Thomson on
Inflammation, Hodgson on the Arteries, and Cooper on
Dislocations, may be referred to as types of the most
valuable and precise surgical pathology which had been
given to the profession. Pupils and practitioners had
for study and reference in surgery, and to some extent
in anatomy, the standard works of Boyer, of Benjamin
‘Bell, of John and Charles Bell, of Abernethy, and of
Samuel Cooper, whose “First Lines” was for long the
favourite text-book, and whose famous Dictionary has,
perhaps, not been excelled even to the present day.
Some naval and military surgeons had contributed
largely to our general knowledge. Besides the labours
of Hunter and of John Bell in these departments, it is
in accordance with the intended spirit of this lecture
that I should refer to those of Veitch and Copland
Hutchison, of Larrey, of Hénnﬂn, and of Guthrie.
Although I am myself disposed to .take exception to
some of the doctrines of these gentlemen as being in-
variably applicable to the practice of surgery in civil
life, I willingly acknowledge the great merits of those
who gave us so much information after the cessation of
our wars with the first Napoleon, and that much addi-
tional material, of unquestionable novelty and value,
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has been added to our stores by the publication of the
so-called military surgery of that eventful period.

In Smiles’s ““ Lives of the Engineers” a dozen or more
of those who first worked in this noble science are told
off, each with a brief, yet interesting memoir, comprised
within a few pages; but as engineering has advanced
in the progress of time, the works of Vermuyden and
Myddelton, of Metcalf and Brindley, seem to be sur-
passed by those of Smeaton, Telford, and Rennie, until
at last a whole volume is required for the life of the
elder Stephenson. Were we to compute the progress
of surgery in a similar manner, to what limit might the
lives of great surgeons not go? To look within the
present century, volumes might be written, in which
most of the names already mentioned would stand pre-
eminent, and it would not be dificult to mark out
many of the living generation with whom the progress
of surgery i1s closely associated. It is the boast of those
who live in the nineteenth century, that progress in
all that pertains to ecivilisation has been greater than
in any similar period in history. I cannot venture to
claim for surgery the world-wide impression that has
been made by steam, by electricity, by engineering, or
by mechanics. Yet our art and science have not stood
still. If there have been changes and reforms in our
laws and civil institutions for the improvement of our
- social atmosphere, (and who can entertain a doubt on
the subject?) we may point to our changes, our reforms,
our impmvemeni:s also.

Few things have struck me as more remarkable than -
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the simplicity of appliances and dressing in modern
surgery among the best-class practitioners. This arises,
I believe, from a better appreciation of the powers of
nature, and a more humble idea of our own as to forcing
that which can only come in time. It is perhaps in
the inereased knowledge and better treatment of wounds
that the true philosophy of surgery has been most
evinced in modern times. The days of the “secret
dressings ” and of “sympathetic powders” have passed
away; and such a man as Colbatch, whom John Bell
designated as a “respectable quack,” or a pretender
like Sir Kenelm Dighy, were he even, like that famous
man, secretary to a king, would have no influence on
the profession and little on the public now-a-days. Yet
Dighy, had he belonged to our profession, would nearly
have been a philosophic surgeon. If, after bringing the
edges of a wound into accurate contact, and keeping
them so by simple means, instead of affecting mystery
and enacting the part of a mountebank, he had told his
patient that he had done all that man could, and that
nature and time would do the rest, he would have
struck the key-note of that which constitutes, in my
opinion, a great feature in modern practice. The
secrecy and sympathy consisted, in reality, in simplicity ;
and 1t remained for John Hunter, and for what John
Bell called “the London school,” to give us our present
views on such subjects.

Professor Hughes Bennett of Edinburgh has in recent
years insisted much on what he calls “rational medi-
cine,” the term evidently implying the existence of a
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converse practice. It is not for me, in my present
position, to say much about the practice of physie, but
I do not hesitate to say that there is room for “rational
surgery 7 to make useful way. “I cure” or “we
cure,” is too much in our vocabulary, and it would be
more in accordance with the knowledge we possess of
nature’s actions were we to affect less in this respect,
whilst there is a broad margin on which the guiding
head of the surgeon might take full credit. It has,
indeed, been truly said that surgery is the handmaid to
nature ; and when the service is judiciously administered
our work appears in the greatest perfection. Nature,
in many of her inscrutable ways, does that which offends
our common humanity : she brings us fevers, atrophies,
consumptions, and cancers, over which we have but
little control. Livingstone has told us that in parts of
Africa where the lights of civilisation have not yet
appeared, most of those diseases which are at present
the scourge of Europe have not yet been seen. May 1t
not be that our boasted civilisation has brought upon us
many of those “evils” which, with a sort of negative
consolation, we say, in poetic language, that “ flesh is
heir to ?” Does not the very style of living interfere
with nature’s healthful actions in civilised man ? Who
in these islands can boast of success in lithotomy such
as that obtained by our surgeons who practise in Asia ?
Were cases of elephantiasis scroti prevalent among us,
is it likely that we could boast of saving twenty-two
patients out of twenty-four operations ? Yet such sue-
cess has been recently recorded by Prof. Ballingall, of
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the Grant Medical College, Bombay.* With all defer-
ence to our friends and contemporaries, it cannot be
admitted that this success comes from superior skill or
dexterity ; it is from the subject on which they work—
the nearest approach to perfect nature, irrespective of
what we fondly call civilised habits.

In speaking of wounds, I should not he doing justice
to my own views and experience, nor to the efforts of
others, were I to omit reference to the more common
use of stitches than was sanctioned some thirty or forty
years ago. When early and perfect union is desired in
a line of considerable length, they far surpass other
methods, and when judiciously applied (possibly in
many instances with a due share of additional support)
they are of the utmost value. Throughout my expe-
rience I cannot say that I have seen the slightest evil
arise from them, whilst the best possible good has often
been derived. In fact, some of the greatest triumphs
of modern surgery are associated with this simple me-
chanical process ; for how else could so much have been
done with those vesico-vaginal fistulse which so baffled
our forefathers, and are now so amenable to skilful
operative management ? How else could the operation
for cleft palate have been successfully accomplished ?
How else could we have dared to lay open the walls of
the abdomen to the extent of six, twelve, or fifteen
inches? Much has been said in recent times of the
superiority of the wire over thread as the material for

* Transactions of the Medical and Physical Society of Bombay, 1862.
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the stitch ; but for my own part I deem the subject of
comparatively little importance, whilst I do not hesitate
to proclaim my preference of common silk thread for
general use.

Until within the present century there was no posi-
tive remedy for stone in the bladder but a painful and
dangerous cutting operation. The highest talent, slkall,
and manipulative dexterity have been evoked to set
aside the dangers of that proceeding. Surgeons have
cut twenty, thirty, fifty patients, losing perhaps only
one; but a more extended experience has had the effect
of bringing the average of fatality down to the certan
loss of one in six or ten. Men have vainly prided
themselves on their suceess ; some because of the pecu-
liar shape of a knife ; some on the supposition that they
have operated more dexterously than others; and
superior success has even been claimed on account of a
special prayer and appeal to the Almighty just before
commencing! We know full well how in the myste-
rious ways of Providence man’s best efforts have failed ;
his holiest aspirations have seemingly been thwarted.

Happily we of the present day have lived to see the
perils and uncertainties of lithotomy set aside in a large
number of instances by the less formidable and possibly
more successful proceeding of Lithotrity. The develop-
ment of this operation has been within our own time.
It is of foreign origin, and British surgeons have taken
slowly to it. Until within these twenty years it was
practised by few, but latterly it has come into more
general use ; and if patients would but apply at an
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early date, when the stone is small, the judicious em-
ployment of this operation would go far to supersede
the use of the knife, and make lithotomy exceptional.
As evidence of the high and useful character of the
operation, it has been applied alike to the peasant, the
artisan, and the wearer of a crown. Whlst we do all
honour to the labours of Gruithuisen, Le Roy, Heurte-
loup, Costello, and especially Civiale, in developing this
proceeding, it 1s worthy of note that the essential features
of the instrument now in use—namely, the male and
female blades, with the sharp curve at the end where
the erushing is to be effected, and the screw force for
that purpose—are of English origin, having been de-
vised by the late Mr Weiss, our celebrated mstrument-
maker.

For my own part, I am almost disposed to consider
that the treatment of distortions by division of tendons,
muscles, and fascize,—a treatment founded on a better
appreciation than formerly of anatomy, physiology, and
pathology,~—constitutes perhaps the most striking ex-
ample of modern improvement which I could bring
under your notice. What can be more creditable to
surgery, or to our character in the nineteenth century,
than such a sight as this? Here (fig. 1) is a very toler-
able human figure, turned from such a distortion as
this (fig. 2). I take the greater pleasure in referring to
this case, as it was treated by one of our provincial
surgeons—Dr Wiblin, of Southampton—who in the
discharge of his duties, like many others of his fellow-
labourers, undertakes the treatment of most ailments

B
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that come within his cognizance with energy, skill, and
sucecess, such as may well be admired, possibly envied, by
his metropolitan contemporaries. Cutaneous puncture
and subeutaneous division with a mnarvow blade, so as

Fig, 1. Fig. 2.

to prevent the access of air, make Stromeyer’s name
worthy of honour in all time to come ; and the de-
velopment of new tendon in some of these cases is
a fine illustration of what Nature will do where
man judiciously interferes with some of her imperfect
works.



INTRODUCTOLRY. 19

How hopeless was our practice for strabismus in
former times! We neither knew the cause nor the
means of cure. Now observe the effect of the scientifie
reasoning of Dieffenbach. In the generality of such
cases the division of the internal rectus of the eye
restores the symmetry of these important and attrac-
tive organs. Here the simplicity of the idea almost
leads us to overlook its magnitude and scientific
character. The illustrious Roux thought his achieve-
ment great when he could close by operation the cleft
palate as if it were a hare-lip, and be successful in
securing union in two cases out of every three ope-
rated on. It is my intention to show you in some
future lecture how, by division of the levator palati on
each side, the operation may be rendered almost as
certain in its results as that for fissure in the lip, and
that the average of failures is about 1 in 27 or 30.

The skill with which raw surfaces are made and
approximated says much for modern progress. Our
plastic operations are more marvellous than ever en-
tered the imagination of Taliacotius or the poetic mind
of Butler. The almost fabulous transplanting of one
part of the body to a distant surface has been realised.
The skin on the back of the neck has been lifted for-
wards to supply a deficiency in front, and a portion of
the skin of the abdomen has actually been made to do
permanent duty on the forearm. Amongst plastic
operations, and as illustrative of the value of union by
the first intention, I may here refer especially to repara-
tions on the face, and to the closing of wounds and
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unnatural openings in the urinary organs and parts of
generation, particularly in the female. A word of
praise in these departments is justly and specially due
to our Transatlantic brethren, and amongst ourselves
there are many whose triumphs in these cases do the
utmost eredit to modern surgery.

The application of the stethoscope to surgical diag-
nosis, the exclusive use of the microscope in pathology,
the invention of the laryngoscope and its recent appli-
cation in practice, are all interesting features in modern
surgery. The ophthalmoscope, too, is one of the most
ingenious and clever inventions for which surgery is
indebted ; nor can there be a doubt that, in special
cases, the speculum 1is also of vast service. But I must
leave it to greater enthusiasts, and those more skilled
than myself, to dilate upon the marvels divulged by
these instruments, and to fix upon their relative value
as additions to the surgery of the present century.

Ophthalmie surgery has made wonderful strides with-
in our own time ; but I do not profess myself competent
to dwell on such a theme. It is pleasing to see that
those who excel in this department, particularly
amongst ourselves, are gentlemen who, from their edu-
cation and competency, are fitted to hold the highest
places in general surgery, and that many of them
have held, and now hold, the foremost rank in our pro-
fession. Let me here express a hope that some future
professor in this chair may be able to say as much for
all who may devote themselves to the specialties of
modern custom.
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Excisions, or resections,—the words seem synony-
mous,—have claimed a large share of modern attention ;
for although we owe to the last century many such
proposals and several examples, 1t is within the present
that much has been said about them. Here is a sketch™
(fig. 3), showing the whole of the ulna with an inch and
a half of the lower end of the humerus, which were re-
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Fig. 3.

moved by Staff Surgeon Williamson. The other picture
(fig. 4) shows the arm twelve days afterwards. There was
a rapid recovery from the wound, with a useful arm
and hand, including free motion of the joints. Unfor-
tunately, this person died of consumption between two
and three years afterwards ; but the case is one amongst
many showing the progress of modern surgery ; and,
ere these lectures are done, I shall have many of a like
kind to refer to. But time presses, and I shall conclude

* Williamson's Military Surgery, 1863, p. 227.
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my present address by reference to some matters which
need not be dwelt upon in other lectures. Of these, that
of ansesthesia may be deemed the most remarkable. No
single appliance in surgery can, in my opinion, be com-

pared with it ; for although before its discovery most,
if not all, of the great achievements of our art had
already been accomplished, the amount of suffering
which can now be set aside enables us to relieve surgery



INTRODUCTORY. 2

of much of its horrors, and to exclude from the patient’s
senses that which was anguish, suffering, and torture ;
whilst, generally, it permits the surgeon to perform his
duty with a serenity of thought and action quite un-
known to his predecessors. On this subject America
again must have the palm of precedence. There sul-
phuric ether still holds the first place as the ansesthetic
agent ; whilst with us chloroform, whose influence was
first observed and made public by one of our contem-
poraries, is considered the most useful. Not long ago
Dr Marion Sims, with laudable enthusiasm, claimed for
metallic stitches the honour of being, in our profession,
the greatest discovery of the nineteenth century. Few
surgeons of practical experience, however, will endorse
this. I see nothing which has transpired in the present
century which, in magnitude or importance, can com-
pare in our annals with ansesthesia ; and, in my mind,
it ranks in value to mankind scarcely less than the
results of the labours of Harvey and of Jenner.

We congratulate ourselves that we have been per-
mitted to live in times when man has displayed his
mastery over steam and electricity, and with us and
our special profession there have been agencies at work
whose usefulness may be said to be literally beyond
calculation. I allude to the improved facilities for
education, to our social professional customs, to the
medieal press, and our own special literature. Our
schools have increased i number; our great public
hospitals associate, more extensively than ever, educa-
tion with charity ; our handbooks, our works of reference,
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our means for learning, our apphances for teaching, are
beyond compare ; and facilities for studying anatomy
have, by a wise legislation, been placed lawfully within
reach. Our societies and professional gatherings have
encouraged and facilitated the diffusion of knowledge ;
man meets man face to face; thoughts flash almost
simultaneously from brain to brain; and there is mno
longer a difficulty with those in places distant from a
metropolis to find out even some roundabout way of
communicating interesting or useful knowledge to the
profession. A surgeon to a Liverpool hospital in the
present day need not, as Park did in 1782, address him-
self to a leading hospital surgeon in London to give
currency to his aspirations ; nor need the Moreaus of
our day keep their originality under the “ cold shade ”
of an academy or a corporation. Besides the facilities
for individual and independent publication, there are
our quarterly, monthly, and weekly journals to carry
knowledge to the ends of the earth. We pride our-
selves in this country on the liberty of the press; we
fondly call it our fourth estate; politically and profes-
sionally it may be called the pulse of the public mind ;
and amongst ourselves in our own time it beats with a
healthy vigour, indicative of all those changes for the
better which I have endeavoured to sketch, although T
fear but feebly, within the limits of a single lecture.



LECTURE IL

ON CONSERVATIVE SURGELRY.

MR PRESIDENT AND GENTLEMEN,—Bearing in mind
the intentions expressed in my first lecture regarding
the subjects to be selected, I propose to-day to refer to
one in which I have been long and deeply interested.
That which has largely filled the mind throughout pro-
fessional experience, and which has gained strength by
years, naturally takes a foremost place.

The grand object of surgery is to cope with injury
and to cure disease. All professional men agree on
this point ; but there is considerable variety of opinion
as to the means of accomplishing the end, and as to
one form of cure being better than another. Patients
1gnorant of our resources say, “ Give us a cure; that is
all we want.” DBut some of us are critical, and think
upon the kind best suited to the circumstances. We
reflect upon the nature of the accident or disease; its
probable issue ; how long it may be before a cure can
be expected; and, that being realised, in our anticipa-
tions we think further of the patient’s probable or pos-
sible condition when 1t 1s declared perfect. Here 1t
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may be said that we touch at once upon the grandest
features of high surgery. With a full philosophical
reliance upon the powers of nature, and a wonderfully
accurate knowledge, gained from experience, of what
she is likely to do in any given case, we take upon
ourselves the task at one time of waiting upon her,
but perhaps as frequently of guiding her, 1t may be
gently, or it may be by rude force, and still with
a reliance that she will not fail to do that which
we desire, and so effect a cure, which shall be beyond
doubt better than that which she might bring about
when unaided by human skill. To wait upon nature
1s an easy task compared with that in which we
attempt to guide or coerce her. Few men are
more disposed than I am to give full credit to nature,
but I believe it to be the mission of surgery to
struggle with her when she is in error, and he who
does this most successfully is the greatest master of
his art.

As with many other things in social life, the ways of
surgery get grooved. They are hallowed in the estima-
tion of some. Because our grandfathers did so and so,
it is often alleged that we cannot do better. Although
our grandfathers were our seniors, it 1s overlooked that
we are living at a date when the world is older by two
generations. The man who steps from the groove is
often held to be rash, and there are more to appland
the common wayfarer than to approve the conduct of
one who may seem to doubt the entire wisdom of his
ancestors, and who wishes to test by rational experi-
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ment if he can or cannot improve upon the known
order of things.

Who can say that we have reached finality even in
the grandest conceptions of the human mind? And
who, when seriously questioned, can say this of sur-
gery ? The vast additions to our resources within the
present century show how far surgery was behind
“sixty years since.” May it not be that additions
equally great shall come within the next sixty ? One
thing is certain, that unless some men strike from the
beaten track improvement and addition can hardly be
expected. I have known hospital surgeons say that
they should like very well to do this thing or that,
provided it were proved to them practically. Suppos-
ing all surgeons alike in this respect, we should never
get the proof. The man of inquiry may have at least
three objects distinctly in view when he digresses from
the beaten path. He may wish to produce novelty, or
to get proof that a certain practice is so good that it
should be more largely followed out, or so bad that it
should be positively abandoned. Revivals are rarely
attended with success, yet great results occasionally
follow; and I cannot refer to a more striking instance
than that of the treatment of aneurism by compression.
Thanks to the courage and good sense of Dr Hutton
of Dublin, a practice virtually abandoned was again
brought under our notice ; thanks again to him and
his fellow-labourers in that city, it was shown to be of
the greatest value. We often talk of schools of sur-
gery, and, without discussing the worth of the term, I
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may say for that of Ireland that no brighter emblem is
associated with any other in these islands. Here was
a revival which set aside the use of the knife in a large
number of instances where it was thought indispens-
able, and a practice re-introduced based upon prin-
ciples almost identical with those which have been
gradually developed since Hunter tied the superficial
femoral artery for aneurism in the ham. Who among
our fathers or grandfathers could have imagined that
pressure was yet to become so valuable —and who
among ourselves ten years ago supposed that a popli-
teal aneurism could be cured by the retardation of the
circulation effected by merely flexing the leg on the
thigh ?—a simple mechanical process indeed, yet
founded on some of the best surgical reasonings which
we possess.”

Looking to the old age of surgery, and the great
men who have worked in the field, it is easy to per-
ceive how rarely it must fall to the lot of any one to
devise that which is new and also good. Even in such
an instance the worth of the novelty is seldom quickly
appreciated. The story of Paré and the ligature is
familiar to all who know a little of our profession.
May not a similar remark be made at some future day
regarding Professor Simpson and acupressure? It
actually seems to have escaped observation that even

our great idol himself, John Hunter, scarcely was aware

* See Mr Ernest Hart’s paper in the ¢ Medico-Chirurgical Transac-
tions,” vol. xliii. ; “The Lancet,” vol. ii. 1862, p. 155, and vol. ii.
1863, p. 705.
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of the full value of his operation, while it was derided
and opposed by those in high places. Hunter spoke
modestly and hesitatingly of his own opinions ; Bloom-
field and Pott gave them their decided opposition. A
leading surgeon of the day used the following words :—
“ An extravagant proposition has been suggested by
some people to tie up the principal trunk of an artery
in the extremities. I once saw an attempt of this kind
in a. true aneurism of the ham, in which ‘I shall only
remark that the patient died; and I do believe that
the embarrassments which occurred, as well as the
event of the operation, will deter the gentleman [ mean-
ing Hunter | who performed it from making a second
attempt in a similar case.”* Such was the language
used regarding the greatest philosopher in surgery, and
with regard to the views and actions that led to an
operation which, in my opinion, contributed more to
the brilliancy and progress of modern surgery than any
other that I can name.

With such examples as these, let no man who has
common sense on his side be daunted by the cry that
“gurgery is in danger” when novelty is proposed.
Good is likely to come out of honest labour, although
the best hopes may be disappointed; and as fair in-
stances of the kind, I may remind you of the operations
of tying the abdominal aorta and the arteria innomin-
ata. A caviller might ask, “ What is the value of these
heroie proceedings, as death has followed in every in-

* Hunter's Lectures, by Palmer,
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stance ¢#” My answer is, that they may now be taken
as important precedents that such proceedings should
never again be attempted on the human body.

Happily, men are found in every generation who do
leave the beaten track, and their labours are looked
upon with greater interest than those of others, for
they are emphatically the men of the time. Their
doings in a manner instigate, invigorate, and regulate
the practice of the day; and when they are gone, if
even a footprint be left, their names will stand pro-
minent among those who have contributed to the
advancement of surgery.

Amongst various characteristics of modern surgery,
I shall now venture to draw special attention to a field
in which I have myself been a humble labourer. To
save life and limb is a grand feat; it may be said to
be the highest reach in surgery. There is a stronger
feeling abroad at the present time than when I was
young, that amputation should be avoided by every
possible reasonable means. Whilst watching on my
own account, I perceived around me indications that
others as well were thinking on this subject; and
already proof had been given that the amputating
knife was no longer necessary in many instances like
those where it had previously been freely applied.
That such a result hag finally come about no one can
hesitate to admit, and as a familiar illustration, I may
at once refer to the treatment of disease of the elbow-
joint. If synovial membranes, cartilages, and bones
seem irremediably diseased, or, in other words, beyond
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hope of cure within reasonable time, instead of perform-
ing amptutation, the tissues chiefly affected are removed
by a local operation, and the forearm, with hand, are
left so little damaged that the limb may ultimately, as
has often been proved, be nearly as useful as its fellow.

I feel almost ashamed at bringing forward such a
commonplace illustration, as every well-educated sur-
geon of the present day must consider it; but I do
so on purpose, for it is one which defies contradiction,
and it is almost entirely a development of modern
surgery. The original suggestion of Park, and its
realisation by the elder Moreau, produced but little
effect either in this country or abroad, notwithstanding
the clear manner in which they were brought before
the profession, in 1806, by Professor Jefirey of Glas-
gow ; and it was not until the operation was taken up
by Mr Syme that it attracted any serious attention.
Although claims have been put in for others leading
the way in this direction, I cannot admit them as
worth much consideration. Some of these cases are
of mythical character. Those who dealt with them
may be likened to the original settlers in Australia,
who made roads and built bridges of the quartz in
which gold abounded. Both were ignorant of the
precious things they had in hand. I may refer to Sir
Philip Crampton as one who zealously demonstrated
the wvalue of this operation ; but even his influence
would have been but little, and it was left for the
energy of Mr Syme, at the surgical head of a great
school, to place this operation on a sure footing, with a
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character of usefulness unexeelled in the range of
surgery.

But this is only one of the examples, in which, in
modern times, surgery has triumphed in setting aside
amputation ; and to illustrate my present task, I must
glance, although rapidly, at additional instances of sue-
cess 1n this direction.

I believe it to be a common opinion, that when a
piece of bone is hare, or a joint grates, there is no
probability of recovery in the part, and that amputa-
tion 1s the proper course. This, however, 1s a great
error ; for bare hone is covered again in many instances,
and a joint may still be so far restored that there may
be a certain amount of motion in it, or if not, there
may still be a cessation of disease, with a useful mem-
ber. Even when bone is dead nature causes a separa-
tion, and thus leads the way to its removal, either by
spontaneous evolution, or by the hands of the surgeon ;
so that a limb may be retained with much of its origi-
nal appearance.

These things are so thoroughly understood by most
well-educated men of the day, that it may seem strange
to allnde to them ; yet my own experience has told me
that fingers and thumbs—ay, even large limbs—are
frequently sacrificed, when a little waiting and judicious
management might bring about a result far more credit-
able to surgery and advantageous to the patient.

It may seem to many almost beneath the dignity of
my present position to bring such a case as this before
you. A gentlemen of active habits, and in charge of
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a large establishment, to whom the use of the pen was
of vast importance, had a bad whitlow in the end of
his right thumb. An abscess was opened in due time,
when the distal phalanx was found bare. Amputation
was thereupon urged, but the patient objected. He
was then, on taking another opinion, advised to wait a
little. In a few weeks the bare bone, consisting of
about one-half or two-thirds of the phalanx, was
removed by forceps through the original opening for
the abscess ; and ere long the thumb, seemingly entire,
was as useful as it ever had been. Let me add another
case. A shoemaker—shall I say, to make the case more
interesting, “a son of St Crispin,”—a great cutter in
his way, had a thumb similarly affected ; and he, too,
was recommended to have amputation performed. But
a dead bit of phalanx was extracted here also, and he,
like the other patient, rejoices in a useful thumb to
the present day. I might recite many similar cases ;
but, doubtless, most of you have had experience of the
kind. If so, you will think with me, that amputation
in such cases 1s not required ; and that when done, it
15 a deplorable example of meddlesome, bad surgery.
It is in reality, because I have seen so many cases of
error In this direction, that I have made so bold as to
bring them under notice in this theatre, where, natu-
rally, only the so-called grand things in surgery may
be expected to be spoken of. Opinions may differ ;
but for my own part, I deem it a grand thing when
by prescience even the tip of a thumb can be saved.

I have the additional reason, too, for alluding to

C
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such cases, that they serve to illustrate a kind of prac-
tice in which I have for two-thirds of my experience
as a professional man been deeply interested, and to
which I have ventured to give a name as if it were a
special department in surgery.

With a conviction, founded on practical experience,
that many limbs and members had been sacrificed by
amputation, which might have been saved—that deeds
had been done which, on a superficial glance, seemed
as high art in our profession, when in reality they were
indications of weakness, being the very opprobria of
our calling—I ventured to draw attention to such mat-
ters in a paper in the “ Medical Times and Gazette,”
published on the 3d of January 1852, wherein I first
made use of the term “ Conservative Surgery.”

It would indeed be arrogation were I to affect being
the first in such a field of practice. In the paper re-
ferred to, I showed how others had been before me ;
and it may be truly said that all surgery is conserva-
tive, its grand object being to save limb and life. Yet
the phrase was new in surgery, and was used in a
particular sense, which it is partly my object to explain
in this lecture. It is, indeed, with feelings of pride
that I see and hear it used so familiarly. It is now a
part of our common nomenclature ; it is often in the
mouths of those who know not its origin; it is used
by military practitioners as well as eivil ; it has become
familiar in our provinces and colonies, and has resounded
even from the antipodes. It was, in a manner, hal-
lowed when used as applicable to the practice of one of
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the last departed of our greatest worthies, Sir Benjamin
Brodie ; for the author of a memoir of that surgeon
thought it a high compliment to state that his practice
was eminently “ conservative.” Iiven now I know of no
instance better illustrative of the subject than that
which I described from Sir Benjamin’s practice in the
paper alluded to. The memorable instance in which
he amputated a leg for incurable pain in the tibia is
one of the beacon lights of surgery never to be for-
gotten. It was, if I mistake not, the model case on
which all our modern ideas about abscess of bone are
founded, and the pathological examination of that limb
led to a line of practice of inestimable wvalue, which,
even at the present day, is, I imagine, scarcely appre-
ciated at its full worth. Brodie saw that intolerable
pain had been caused by a deep-seated abscess in the
tibia, where the matter could find no escape. In the
next case of the kind which came under his notice, he
bored an opening in the side of the bone, gave exit to
the matter, and so relieved the patient of pain; and,
whilst curing his malady, saved the limb from ampu-
tation. The example has been followed again and again
with great advantage; and I repeat that I know not,
even now, a better 1llustration of conservatism in the
whole range of practical surgery. The operation was
scarcely known when I began the profession, and I
confess that it was not until I had been many years in
practice that I appreciated its value, and, in particular,
saw to what it was in a manner the key. It led me to
reflect on other instances where local operations had,
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or might have, sufficed for the sweeping mutilation of
amputation ; and I threw together a number of exam-
ples wherein, after removal of parts locally, and even
extensively, useful limbs had been retained, and thus
I felt that the so-called opprobrium of surgery—ampu-
tation—had in these cases been successfully set aside.
As years have rolled on, this line of practice has been
gradually developed into a kind of system, and many
modern surgeons are more proud of the number of
members or limbs they can refer to as saved in this
way than others are of the comparatively commonplace
operation of amputation. Let me say, in extenuation
of this expression, that no one can more thoroughly
appreciate a well-performed amputation than I do;
but I certainly appreciate more highly the operation
which sets aside the necessity for that mutilation.
Since my views on conservative surgery were first
disseminated, I have observed with regret that some
have alluded to the term without having a proper
appreciation of its meaning. To treat a fracture in
the ordinary way, to cure an ulcer, to deal successfully
with a chancre with or without mercury, have been
alluded to as examples of this sort of practice. Surgery
1s emphatically preservative or conservative in such
cases ; but the phrase was coined and used as appli-
cable to a line of practice whereby the loss of a limb
might be averted, and the meanest act of surgery—
namely, amputating for seemingly incurable local disease
—might be superseded by more perfect adaptation of
surgical science and art. 1 certainly should not pre-
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sume to address you on this subject were it not that 1
have a strong conviction that surgery has made great
strides of improvement in this direction within the
period of time to which these lectures are chiefly
confined,

Again, I repeat that this kind of practice cannot be
considered new. Every saving act of surgery may be
so denominated. But the phrase in modern times has
a peculiar significance ; for 1t 1s meant to show that
instead of the sweeping and radical measure of total
separation or amputation, a compromise may be made,
“whereby the original constitution and frame, as from
the Maker’s hand, may be kept as nearly as possible in
its normal condition. When Hunter tied the super-
ficial femoral artery for popliteal aneurism, he did a
oreat act of conservatism. Here are his very words.
In referring to amputation for aneurism in the ham,
and to the old operation which Pott objected to owing
to the state of the artery near the disease, “ Why not tie
it up higher in the sound parts, where 1t s tied n
amputation, and preserve the limb?™*
was to avoid amputation ; and he then initiated a long
and successful carcer in that direction. It was a vast
idea and a vast triumph for the time.

But instead of thus in a manner reiterating, let me
rather bring forward modern illustrations of conser-
vatism to show the sense in which I wish the term used.

At first sight it may appear that, in dealing with

His object

* Lectures by Palmer.
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tumours, when the knife is applied there is no room for
such practice; yet even here I believe it to be peculiarly
applicable. There is a poetic fallacy regarding the
skilful surgeon who boldly cuts beyond the seat of dis-
ease, by way of making sure of its eradication, which
should have no consideration with the good pathologist.
Whilst doubtless this maxim is safe in cancers, I be-
lieve it to be fraught with great mischief in most other
cases, and some of the finest things in modern surgery
are done seemingly in the very midst of disease. As
illustrative of this, I may refer to excisions of jomnts.
A feature of these operations is, that they are done in
such locality. Here we see the difference between
ancient theory and modern fact. There is no need in
such instances of making sure that all the incisions are
beyond disease ; the articular surfaces, possibly some
portions of the ends of the bones, are the really in-
curable parts; and if these are once removed, the
surrounding swelling, which to the eye of the ignorant
will appear as the chief disease, will soon diminish, and
ere long pass away. Yet what monstrous mistakes
have been made on this very point! Limbs have not
only been amputated, but amputation has been per-
formed far higher than needful, because of the mistaken
idea that the knife must sweep beyond all semblance of
disease. It may seem strange to many here that I
should refer to such a subject, for they will say, Who
can be ignorant about it ? who has not seen the elbow-
joint taken out from the midst of great swelling ? But
there are many who have not yet seen even the elbow
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taken out, and many who imagine that great surround-
ing swelling is a bar to such an operation. Here (fig. 5)
is the cast of an arm on which one of the earliest

Fig. 5.

excisions of the elbow in London was performed : 1 say
this advisedly, for twenty years ago the operation had
not been performed a dozen times in this metropolis. The
excision was done in publie, and many of the onlookers
were amazed at the seeming folly of the practice. Only
the articular extremities of the bones were taken away.
Immediately after the operation the swelling seemed
well-nigh as great as ever ; yet see from this other cast
(fig. 6) what a change took place in a few months. I
believe that there are few doubts now on this subject
as regards this individual locality; yet how many will
admit, how many will deny, the doectrine as applicable
elsewhere ? Are there six surgeons in England who have
amputated at the knee for white swelling ? Is the
serofulous swelling round the diseased ankle, are the
foul ulcers and sinuses in such swelling, not, even yet,
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considered as serious, ay, insuperable, objections to
amputation at that joint ? and has it not been proved

Fig. 6.

beyond doubt that the sinuses and ulcers close, and the
swelling subsides, soon after the diseased articular sur-
faces are removed ?

In the removal of tumours which are prominent on
the surface, 1t 1s a common practice to include an
elliptical portion of the skin. Now, excepting in in-
stances of cancer where this texture is involved, and a
few rare exceptions, I consider this to be a great error.
For cysts on the scalp of or above the size of a walnut,
this practice may be said to be the rule; yet the loose
bag of scalp, if one 1s left, will very speedily contract
to its natural dimensions, while when an ellipse is taken
away there is apt to remain a broad, white, bald cicatrix.
In removing an enlarged testis, the custom is to take
away a portion of skin too; yet the scrotum 1s so con-
tractile, that soon after, although only a slit be made
in the skin, it will appear less voluminous than on the
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untouched side. The contraction of the skin in this
locality is well exemplified in instances of large hydro-
cele where, after the radical cure, the scrotum soon
assumes its normal size. It 1s seldom, indeed, that 1
remove any portion of the skin when it is merely
stretched and attenuated over the disease.

But here is an example to show the disadvantage of
taking away a portion of merely overstretched skin.
This large tumour (fig. 7) was removed by Mr Liston in
the Royal Infirmary of Edinburgh, shortly before he left

Fig. 7.

that city for London ; and in all my experience I think
I never saw a more brilliant operation. Such a pro-
ceeding was then both mnovel and rare, and to the
present time it is the largest growth of the kind in this
locality that T have ever met with. A few minutes
sufficed for the operation, and the patient made a rapid
recovery. But mark the history in this respect! The
mouth was so drawn to one side, and the skin seemed
so overstretched, that the operator was induced to take
away an oblong strip, about an inch or more in breadth,
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from the mouth to the temple or zygoma. The sides of
the wound, from the angle of the mouth upwards, came
nicely together at the time; but the skin contracted
rapidly to its normal state, and union did not take
place. At last there was left a large gap (fig. 8), extend-
ing from near the angle of the mouth up the cheek to
the temporal region, eyelid, and side of the nose, which
exposed the tongue and lower part of the mouth ; and

Fig. 8.

the poor woman, although relieved of the tumour, was
disfigured grievously for life. By the kindness of Mr
Nasmyth of Edinburgh, I am enabled to show these
illustrations. That gentleman, by ingenious mechanism,
contrived to fill up this gap, and improve the poor
woman’s appearance materially. |

When a part of the body is dead or incurably diseased,
and must of necessity be removed, I am of opinion that
conservative surgery may be displayed in a variety of
ways. The examples already quoted of caries, of ne-
crosis, of diseased joints, and as regards overstretched
skin, are so palpable that few will object to their being
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thus characterised. Operations on tumours of the jaws
may be said to be performed to relieve distress, to obviate
deformity, and to give future comfort and immunity
from further disease. A feature insisted upon by Pro-
fessor Lizars with regard to operations on the upper
jaw was, that the whole maxilla should be removed.
Now, further experience has shown that in many in-
stances no such extensive measure is required. The
removal of the actual disease, wherever it may be, is all
that is essential in such instances, provided the tumour
is not malignant, for then even the removal of the whole
bone is a questionable step. In these operations we can
have conservatism as regards preservation of parts and
preservation of appearance, of both of which I hope to
give you proof as we proceed with these lectures.

In operations on the lower jaw, conservatism may be,
and 1s, displayed in a manner to which few give much
heed. But I beg your particular attention to this fact,
that tumours of great size have been removed from this
bone. The whole of one side thus implicated has been
cut away by incisions across the bone, and the portion
left has remained healthy throughout life. I have my-
self taken away by a horizontal incision as much of the
alveolar margin of this bone as contained ten teeth, yet
there was no return of the tumour for which the opera-
tion had been performed. In the last of these proceed-
ings there was conservatism in not interfering with the
base of the bone, and thereby preserving the face or
chin from considerable deformity. In the first there
was the like display in not taking away more than wag
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necessary. How few have reckoned on the value of
cases like these, as showing that in tumours of osseous
tissue it is not necessary to remove the whole bone!
Yet such a doctrine of destruction has got strangely
and, in my opinion, alarmingly prevalent. If a tumour
shows in the tibia, even at its lower end, supposing
amputation to be decided on, there are many who
maintain that the operation must be performed in the
thigh; for if any of the bone be left it would be sure to
be the seat of a return of disease. The same doctrine
is applied to the femur and to every long bone; yet
there are no just grounds for such a doctrine. Besides
the instances to the contrary which I have already
given, I may say that when disease does return after
amputation for such tumour, it is seldom in the bone,
but most generally in the soft parts, and often, too, at
a considerable distance from the original seat of disease.
It 1s implied that there is a peculiar circulation in a
long bone, whereby, if disease be removed by amputat-
ing one end only, the vessels will be sure ere long to
work in a similar manner in the end that 1s left. Now,
as your Professor of Human Anatomy and Surgery, I
protest against this doctrine. There is positively nothing
in anatomy to support it, and I can hardly admit a
single instance in pathology ; for where disease has
shown 1tself in bone after excision or amputation, I am
more disposed to think that there has been some of the
original malady left, than that the vessels in the remain-
ing part have imitated the action of those concerned in
the development of the original tumour.
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But time warns me that I cannot dwell much longer
on such topies at present. Suffice 1t to say, that modern
surgery has given us plenty of instances to show that
tumours may be taken from bones, involving the whole
thickness thereof, so as to admit of the preservation of
a useful limb, and where disease has not returned.

As examples of conservative surgery, I may name the
varied cunning operations performed on the fingers and
portions of the hand to keep that important organ as
entire as possible, On the foot there are many of a
similar character. The partial operations on the tarsus
by scooping out portions or removing whole bones, such
as the cuboid or calcaneum, are pleasing examples of
this style of surgery. Possibly in these days we have
rather overlooked the vast merit of Hey’s and Chopart’s
amputations ; and who can doubt the conservatism and
the advantages of amputation at the ankle by Syme’s
method or that of Pirogoff, compared with the palpable
mutilation of amputation in the leg ?

But should there yet be doubt about what I mean by
conservative surgery, let me, in concluding this lecture,
give you some further illustrations.

Mott, Warren, Syme, and others, have removed por-
tions, even the whole, of the clavicle, still preserving a
useful extremity ; and as farther illustrations of the
practice of removing portions of diseased bone with good
effect, I may refer to the instances recorded by Travers,
Luke, South, and others, of partial operations on the
scapula. Here is a tumour nearly the size of a fist,
which involved the lower angle of the scapula, in remov-
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ing which I sawed the bone across. Two years have
nearly elapsed, and there is no appearance of return.
Mr Liston, in 1819, removed three-fourths of the
scapula for a vascular growth. The disease did return
in the bone in this instance, but the operator could get
no one to sanction the removal of the whole bone “ with
the arm and half of the clavicle,” although there was a
kind of precedent for this in the instance in which Mr
Cumming, in 1808, amputated the upper extremity at
the shoulder-joint, and removed the scapula imme-
diately after.

The project of removing the entire scapula and leaving
the rest of the upper extremity was happily realised by
Mr Syme in October 1856. The patient, about seventy
years old, survived nearly two months—sufliciently long
to encourage good hopes for future cases. In May 1858,
Mr Jones of Jersey performed a similar operation. The
whole scapula was removed, and the limb was preserved.
Six years have now elapsed, and the patient lives, in
excellent health, with a useful limb. Here is a sketch
(fig. 9) of her figure, from a photograph recently taken.

In November 1860 Mr Syme removed the head of
the right humerus for a tumour, with the view of avoid-
ing amputation at the shoulder-joint,—which, in fact,
would be required if the growth were allowed to increase.
A year afterwards some indications of further disease
were evinced “on the upper and back part of the
shoulder,” and so alarming did the symptoms appear
that he recommended the removal of the scapula and
arm at the same time. The patient at first declined
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such an operation, but was not long in submitting to
whatever the surgeon might think best. The happy
idea struck Mr Syme that he might remove the scapula

Fig. 9.

by itself, as with the former patient. In November
1862 the scapula, with a portion of the clavicle, were
removed by that enterprising surgeon, the diseased mass
weighing between four and five pounds ; and in January
of the present year (1864) Mr Syme reported that this
patient remains in perfect health, with a wonderfully
useful arm. Here (fig. 10) is his figure, represented as but
 little distorted, considering the loss of scapula, the upper
end of the humerus, and a portion of the clavicle. Heis
in the act of holding up a heavy chair with the preserved



48 LECTURE II.

limb, to show the vigour still retained. Looking to the
fact that this man had already lost the head of the
humerus, the case secems to me the ne plus wltra of
“ conservative surgery.” Contrast it, I pray you, with
those cases of total removal of the scapula and upper
extremity recorded by Cumming, Gaetani Bey, M‘Lellan,

Fig. 10.

Gilbert, Rigaud, myself, and by Mr Syme. Great though
these may be as regards the magnitude of each operation,

the cure of disease, and saving of life, I decidedly
give the palm‘to the operations of Syme and Jones.
Here (fig. 11) is a sketch of my own case of removal
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of the scapula after the arm had been amputated at the
shoulder-jomt by some rash hand before. The loss of
the arm seems deplorable, and looking at it as having
occurred some fifteen years prior to the operations of

Fig. 11.

Syme and Jones, the contrast between these pictures
speaks volumes in favour of that progress for which I
now plead, and I know of no bolder conservative feats
in surgery than those of the two gentlemen just named

Here is the cast of a boy’s lower limb (fig. 12), and
here is one from another similar case (fig. 13). In each
the leg is bent at the knee to a right angle, the knee 1s
swollen, and there are openings and sinuses in all di-
rections. The history of each case told of incurable

cisease of the knee of several years’ standing ; the probe
D
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disease, the distortion of the limb, the state of hectic,
all indicated the utmost hopelessness excepting from

Fig. 14.

amputation. The leg and foot were sound, as was
the greater part of the thigh. Instead of applying the
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amputating knife, local measures were taken. This
amount of necrosis of the femur (figs. 14 and 15) was
removed from each as a commencement. Soon after-
wards the incurable articular surfaces were taken away ;
. other words, excision of the knee was performed.
Here is a cast (fig. 16) of one of these cases afterwards;
unfortunately the lad got hip disease subsequently, but
you will observe that my limb (the left) is the best ;
and this is the cast (fig. 17) of the other ; but, better

Fig. 16.

still, here is the boy himself, with the leg that was pre-
served. He can stand upon it for hours, and walk miles
daily. Of all my feats of conservatism, I know of none
of which T am prouder.



LECTURE III
ON HARE-LIP AND SPLIT PALATE.

Mr PrESIDENT AND GENTLEMEN,—My first formal
operation in surgery was for hare-lip in the year 1828.
The patient was a youth, seven years old, and, as
expected, the result was satisfactory. The gap in the
lip was complicated with one in the palate. For thirty-
six years at least, then, my attention has been given
more or less zealously to these subjects, and from what
I have observed during that considerable period, 1
fancy that my experience has been on both as much
as that of most men in this country. During that
time I have seen many hundreds of both kinds of
cases ; and being about to frame a lecture for the pre-
sent occasion, the question naturally arises, Have 1
anything new to say ? I have, in a manner, exhausted
the subject, as far as my knowledge goes, in my clinical
teaching ; but as a number of years have elapsed since
[ published either cases or observations, I believe that
[ cannot do better than refer to them both ; and whilst
recapitulating some principal points, bring forward such
others as may to you appear in some degree novel.
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To begin with hare-lip, I may state that there is no
such resemblance to the lower animal in the human
subject. The fissure in that animal, as represented in
fig. 18, is invariably in the mesial line; in man it
never 1s. Of the many which I have seen, I have
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Fig. 18.

never met with an instance of the kind. Whether
there has been one or two—a single or a double fissure
—the defeet has always been on one side or both ; and

when it has extended to the alveolar ridge, it has also
appeared in one side or both, whilst the mesial line,
both in bones and soft parts, has been in a manner
perfect. _

There is great variety as regards the mesial part of
the lip. Often it is slender in all dimensions, and
does not extend to the prolabium or free margin. In
other instances 1t 1s of fuller dimensions in all respects.
In many examples of double fissure the central portions
are apparently thrust forward, and seem of extraordi-
nary development ; but these features, as also the flat
alee and expanded nostrils, I am inclined to attribute
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chiefly to defective bulk in the lateral portions of the
alveoli. T have no doubt that an erroneous impression
has sometimes arisen in this way. Here (fig. 19) is a like-
ness after an operation for hare-lip, showing the cicatrix

Fig. 19.

exactly in the mesial line, and with some this might ap-
pear as a direct refutation of what I have stated ; but here
(fig. 20) is the face before an operation was performed,

Fig. 20.

and the gap was large on both sides. It was as marked
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an instance of cleft under each nostril as could be, and
in the operation the middle projection of hone was
taken away, whilst the mesial portion of lip was used
chiefly to form a columna for the nose. The result is,
as you may perceive in fig. 19, a cicatrix exactly in
the mesial line, of which fig, 21 is another illustration ;
and thus, I imagine, a most glaring example of the
lateral fissures has been supposed to be a positive proof
of defect in the mesial line. I repeat that I have never
seen an instance of the kind, whilst I have seen some
rare examples of fissure in the face elsewhere, such as
in the eyelids, cheeks, and lower lip. In the cheek 1
have seen a congenital fissure extend from the angle
of the mouth to the malar bone; and in another
instance (fig. 22), from the angle of the mouth out-
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Fig. 21. Fig. 22.

wards towards the angle of the jaw. In one rare
example I have seen a congenital gap in the lower lip
extending from near the left angle of the mouth to
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the base of the lower jaw (fig. 23). It is the only
instance of such congenital malformation that I have
seen, As you may perceive, it was amenable to opera-
tion, and the gap was accordingly closed.

Fig. 23.

In the worst cases of this malformation, where there
1s fissure - through the alveoli as well as the lips, the
central portion usually presents difficulties to the satis-
factory accomplishment of an operation, and it has
often been a nice question, What should be done either
as to retaining or removing the part? In some rare
cases there 1s no protusion beyond the ordinary line,
but in the majority, even if there be only a single gap,
there is a projection forwards (as in figs. 20 and 25),
which may seriously impede the just approximation of
the edges at, or soon after, an operation. Before de-
ciding such a question, it might seem highly advisable
to know what this 1ja.rt really is, and what may be its
apparent importance. The most striking way in which
Il can bring the subject before you is to take the ex-
ample of double fissure in the alveoli. Now, whether
the central part projects forward or not, there is a
round knob (as in figs. 24 and 25) like the tip of a
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finger or thumb, according to age, which is familiarly
known as the intermaxillary portion, bone or bones ;
and while it has usually been referred to as single, 1t
has also been spoken of as analogous to the premaxillary
bones in animals of a lower grade. Some foreign
histologists, as Von Ammon and Vrolik, have displayed
great research on this subject ; but I know of no more
minute anatomy in the English language than that in
my own work on Surgery. There it was shown that
this projection (fig. 26) consisted of two portions of

Fig. 24. Fig. 26.

bone joining in the middle under the columna nasi, as
in the normal junction of the superior maxilla. The
first specimens which I had of this were procured by
clipping the projection off during the operation, at its
narrow neck above, in the line of the vomer. I have
subsequently examined more entire specimens pro-
cured from the dead body, and found that the united
portions forming the projection extend upwards and
backwards by a narrow neck until they join by a kind
of symphysis with the lower and front end of the
vomer. Fig. 27 shows the vomer and intermaxillary
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portions by themselves. Fig. 28 (a) shows them in
the feetal skull ; in this mstance much twisted to the
left by natural formation. This junction is so far be-

Fig. 27.

hind the line where the operator would cut the neck of
the projection, that it cannot be appreciated excepting
in such a specimen as this.

When the palate is split, as it very generally is in
the double fissure through the alveoli, the vomer some-
times has its only support below in the intermaxillary
projection ; or, rather, the projection seems to be an
appendage to the vomer, for it appears to be supported
in its position by that bone, and by the cartilaginous,
fibrous, and mucous tissues assoclated with the sep-
tum. The dark line in the middle of fig. 29 shows

the lower margin of the vomer in a cleft palate, and
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the large proportionate size of the intermaxillary knob
cannot escape observation. Even in the youngest feetal
human upper jaw it is difficult to detect the distinetion
between the intermaxillary portions—equivalent to the
premaxillary bones in the lower animals—and the
lateral or true portions of this bone ; but, curiously,
whilst no line of the kind ean be traced in the well-
developed feetal skull in the front part of the alveolar
ridge, the suture remains tolerably distinct in the
palatine portion of this bone until a late period of adult
life. Here 1s the line of that distinction ; and when

Fig. 30.

there is a malformation or defect of the alveoli in single
or double hare-lip it is invariably in this line. In the
central portion the two front incisors, deciduous and
permanent, are, cach at the proper time, usually toler-
ably perfect. The additional incisor on each side,
deciduous and permanent, is generally of imperfect
development, or altogether wanting, and instead of
projecting downwards, usually slopes outwards mnto the
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fissure. When present, it is often shed at an early period,
from decay in its substance, or by actually falling out
entire. The canine or eye-tooth generally makes a fair
show, and is of tolerable wuse, although 1t projects
inwards, and is rarely to be compared with the normal
tooth, or, 1 might say, the same tooth in the normal jaw.
This intermaxillary portion may be looked upon,
practically, as one mass in the deformity now under
consideration. It may wvary in size—breadth and
thickness,—and also as regards its prominence, but it
is always found in the skeleton as I have represented.
When there is only one fissure in the alveoli, the mesial
portion on that side has often a tendency to project
forwards, so as to endanger the success of the operation
for the remedy of the malformation, In such a case 1
should consider it best to cut the part away. The
blade of a scapel can readily be passed into the line of
junction in the middle, and the division may be
effected with the knife if the subject be young. Here
are several specimens of the kind. One (fig. 31) is a
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Fig. 31. Fig 32. Fig. 33.
half of the knob. Another (fig. 32) is formed of two
portions, in an infant ; they have been macerated, and
are purposely kept asunder. Fig. 33 shows the two
portions in an adult, with the central incisors tolerably




62 LECTURE III.

perfect. When the fissure is double, it has been pro-
posed to bend the projection back by pressure, or after
breaking its narrow neck ; but I have noticed, on try-
ing both plans, that the mass has been an impediment
to a very satisfactory operation on the lip, and whilst
I do not positively object to the occasional use of either
of these plans, I give a decided preference to the
removal of the projection altogether. If bent back-
wards, it will probably be at the damage of the vomer
and septum. Whether bent or broken, the teeth will
be thrown on a new plane, and will be likely to project
backwards. I have recently heard it proposed to cut out
a piece of the narrow neck, so as to let the knob fall
backwards into a better place; but if this were done, I
should doubt if the knob would not die for want of
circulation. Of course, if the part can be preserved
in its natural position, that will be best; and if
there be any shght projection, that will be gradually
remedied by the pressure of the lip after the ope-
ration. However wide the gaps in such cases, it is
remarkable how they close as years roll on; for in many
instances the opposite sides approximate so closely that
a fissure will almost elude observation. I have never
seen a complete osseous closure. Close approximation
gives strength to this condition of the upper jaw. In
early years, when there is no lateral support, the inter-
maxillary portion and the central incisors must be of
little value as regards prehension, incision, or masti-
cation; for the narrow neck and vomer will give but
little stability in such acts. Indeed, in making such
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preparations as these in the infant head, it is diffi-
cult when the parts are moist to keep the projection in
sitiL. .

As to the causes of this defect, whether in the lip or
jaw, I have no explanation to offer. I look upon most
of the theories on this subject as proofs of how easily
even educated men give a loose rein to the imagination.
If this be the case amongst ourselves, it is not to be
wondered at that amongst the non-initiated, particu-
larly females and mothers, the influence of the imagina-
tion 1s supposed to be sometimes baneful. When we
hear of mothers producing boys or girls at will—a “ son
and heir,” for example, or a daughter when the boys
become more numerous than the ““governor” may think
right — then I shall believe in the influence of the
imagination. If I may or dare venture a theory of my
own, I am of opimion that the defect arises from the
breed, and that it occurs where there is a predisposition
in the parents. I fancy that I can detect this in the
features of father or mother, or of both.

Regarding the operation itself, my personal expe-
rience extends to between 300 and 400 cases. Prior to
1850 I had kept notes of only a few of such cases. At
that date I was asked to operate on one which had
baffled the best efforts of Mr Liston and Mr Lonsdale,
and at the same time to use a spring or truss, to push
the sides of the lips forwards—an invention of Mr
Hainsby, the father of ‘the child. Fig. 34 gives an illus-
tration of the instrument when in use. The operation
proved successful, and I had good reason to be satisfied
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that the instrument had been efficacious. Since that
time I have used a similar appliance in upwards of 250
nstances, and consider it far guperior to any other
means—by straps or otherwise—for drawing the parts
together. Particular notes were taken of these cases,
some of which are interesting. 146 were males; 153
were on the left side; 53 were double fissure; and no
less than 208 were associated with cleft palate. 169
of these have been operated on at King’s College Hos-
pital.

Fig. 34.

As to the results, three of these patients have died,
seemingly from the proceeding—mnot from bleeding or
shock, but from some child’s ailment supervening, such
as thrush or diarrhcea. I have never seen a single
instance of convulsions afterwards, at any period of
life, and 1 have operated at all ages between a few days
old up to thirty-six years. Taking all things into con-
sideration, I am of opinion that the earlier the operation
is performed the better—assuredly before teething. 1
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decidedly prefer about the end of the first month. In
a simple case and healthy infant it may be done any
time earlier to within a few hours of birth. If the
child is weakly and the gap large, particularly if compli-
cated with split palate, I strongly advise delay for some
months until additional strength is acquired, and also
that the parts may be pushed closer in apposition by
the use of the truss referred to. I have sometimes
made babies wear this for many weeks or months before,
and have always noticed its great value.

In double fissure I have generally operated on both
sides at the same time. Occasionally, however, I have
taken first one, and then the other, selecting the sim-
plest first, and performing the second operation a few
weeks—possibly months — after. In some of these
double clefts the middle portion of the lip has been so
serimp that I have used it for the columna, particularly
in instances where the nose has been flat. When it has
seemed needful or best to take away the mesial projec-
tion, the closure of the gaps has always been a very easy
matter; but when this part has been prominent, there
has often been cause for much anxiety as to the result.
The tension of the lip over this part has threatened to
be too much for the recent adhesions. In only one
instance has there been total failure of union, and in
that I afterwards repeated the operation with success.
In several cases there has been serious threatening of
non-union by the gap opening an hour or two, or a day
or two, after the stitches have been removed. In such
mstances I have scraped the surface, introduced needles

E
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again, and put all up as at first, and thus made the
process appear only as one. This method I have rarely
seen fail. On one occasion a child was running about
eight days after a very successful operation for a single
fissure. It unfortunately fell on its face, and at once
split the union open. Although eight miles off, it was
brought to me within a couple of hours, when I intro-
duced fresh needles, and with the ordinary care the
result was as perfect as could be desired.

After trying a variety of lines of incisions, and seem-
ingly cunning devices for adaptation of opposite sur-
faces, so as to give the best possible appearance to the
lip, I confess that, with few exceptions, the old-fashioned
straight line, from the root of the cleft to the free mar-
gin of the lip, appears to me to be the best. If a notch
or irregularity is left in the lip, it arises generally, I
believe, from too little having been cut away from the
margins of the fissure.

To make sure of a good and easy approximation of
surfaces, I strongly recommend a free separation of each
side of the fissure from the alveoli. Some have said
that the freenum on the mesial side in a single fissure
should not on any account be cuf. It is often unusually
large in such cases, and I say, from my experience, that
I see no reason why it should not be cut as readily and
freely as any other part of the mucous junction of the
lip to the jaw.

To take a refined view of a perfect operation, I have
myself found the most difficult part to be that of bring-
ing the opposite sides so accurately together that the
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margin between the mucous membrane and skin should
meet on a proper level. This sketeh (fig. 35) shows
what I mean. Had the margins
on both gides been cut off as low
down as indicated by these lines,
the junction would have appeared
more favourable, and, in addition,
no notch would have been left
on the margin of the lip.

The position of patient and
surgeon during the operation de-
serves some notice. [ have often _
seen the operator sit or stand in front of his patient,
and, in general, before the work has been finished, his
face and dress have been spluttered over with blood,
saliva, and mucus. A far better plan is to be behind,
or at the side, so that all the annoyance referred to may
be avoided. In infancy the head should rest between
the surgeon’s knees, who should sit; and in the adult
the operator may stand behind a chair on which his
patient sits, or at the head or side of a table on which
his patient is laid. In either of these positions he may
escape the unseemly damage to personal appearance to
which I refer.

A few of my infantile patients have taken the breast
after the operation, but most have been fed by hand,
and some modern devices with caoutchouc tubes and
bottles have been of great service.

Many of these observations are of no novel character,
but possibly the experience which I have had may

Fig. 35.
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render them of additional value. It may, perhaps, be
thought, that in bringing this minor subject in surgery
before you in these lectures, I deal but lightly with my
position. You may have noticed that I look upon some
of the so-called minor subjects in surgery as being far
more important than some imagine; and in extenuation
of my present course, I may refer to the circumstance
that the illustrious Roux, in writing the experience of
forty years of surgical practice, did not disdain this
topic, but actually made it the subject of one of his
famous letters to “Cher Lawrence,” his equally distin- -
guished and experienced contemporary.

Experience in hare-lip naturally implies some expe-
rience in cleft palate, and I hope that I am not taking
an additional liberty in placing this subject in associa-
tion with that already referred to. In further apology,
I may state that both the surgery and anatomy of cleft
palate are entirely of modern date, and within the time
to which I have limited the scope of these lectures.

The early history of the operation for cleft palate
sounds like a romance. In 1819 a medical student
applied to Roux, then one of the surgical luminaries in
Paris, with a defect of this kind. Roux pared the edges
of the cleft, and brought them together with stitches.
Union followed; the palate became like a normal one,
and when the youth appeared amongst his former
friends, the change in his voice was such that he could
scarcely be recognised as the same person.

I doubt if this case, although fairly made public by
Dr Stephenson in his inaugural dissertation on Velo-



ON HARE-LIP AND SPLIT PALATE. G9

synthesis, when taking his degree of M.D. in the Uni-
versity of Edinburgh in 1820, produced the full effect
on the surgical mind that it should, even when further
elucidated in the famous essay by Roux, published in
1825. Possibly the rarity of the condition and the
difficulties of the operation led to apathy, and down to
the period of Roux’s death no one seems to have had
any experience on the subject at all equivalent to his.
Like others taking their early surgical lessons in the
third decade of the present century, I was attracted by
the romance referred to. But I had seen Little to
absorb special attention. Whilst busy in dissecting-
room work, a subject with cleft palate came under
notice. At that time, as even now I suppose, few
students took the pains to dissect the palate; but it
was my fortune to have this one to luxuriate upon. I
made a careful dissection of all the muscular apparatus,
and came to the conclusion that I had rarely seen it so
ﬂighl}r developed, although the palate and throat were
small, being those of an aged female. The whole mat-
ter fell aside for years. I had performed the operation
on the living body, and had heard of others doing so,
without success. The subject in a manner slept on
this side of the Atlantic, with the exception of the
doings of Roux himself; but about 1840 all Europe,
in a surgical sense, rang with the brilliancy of Strome-
yer's operations for club foot and Dieffenbach’s for
strabismus. Tenotomy and myotomy became the
fashionable surgical mania, and I bethought me of my
former dissection of the cleft palate. For anything
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that I knew, it was original. T compared it with the
normal condition, anatomically and physiologically, and
then reflected on what I had seen and heard of surgery
as applied to this condition by Roux and others. My
zeal was further stimulated by a paper by Dr Mason
Warren of Boston, which told of a larger proportionate
success by Dr Mitter of Philadelphia, and himself, than
to my knowledge had yet been attained by any others,
not even excepting Roux. On additional reflection, I
fancied that I had fallen upon new views in anatomy,
physiology, and surgery, and my conclusions were em-
bodied in a paper which was submitted to the Medical
and Chirurgical Society of London in December 1844.
That paper was honoured with a place in the volume
of “Transactions” of the Society for 1845. Its main
features went to show how the cleft palate was closed
in deglutition by the action of the superior constrictor
of the pharynx; how the palato-pharyngei in cleft
palate acted differently in this state than in the normal
palate, and, instead of closing the opening between the
pharynx and the nares, in reality tended to draw the
parts asunder—an act which was overbalanced by the
vigour of the upper constrictors of the pharynx. Above
all, looking to the surgical aspect of the malformation,
I gave it as my opinion that the action of the levatores
palati probably exercised such an influence on the
lateral portions of the palate, after the operation of
Roux, as to mar. its good intentions. I showed, in as
far as one could by reference to the dead and living
parts, how the levator muscle on each side had such
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free and uncontrolled action that, whenever excited, it
drew the margin of the cleft outwards and upwards,
and so tugeed upon the stitches put in by the surgeon
that ulceration in their sites and separation of the
junction was a most probable result—that, indeed,
which had caused the failure of Roux’s operation in so
many instances.

The inferences which 1 drew were, that if the palato-
glossus, palato-pharyngeus, and levator palati on each
side were divided, the soft flaps would thereafter, for a
time, be so relaxed that in all probability the mesial
line of adaptation would be so Little disturbed that
union would take place. The tensor palati I considered
would have little disturbing influence, nor did I put
much 1mportance on that of the palato-glossus. My
impression was, that the action of the levator palati
and palato-pharyngeus, particularly that part in the
posterior pillar of the fauces, was lhikely to prove detri-
mental ; and, in accordance with the somewhat novel
and already popular practice of myotomy and tenotomy
m other directions, I recommended division of these
muscles as an adjunet to the ordinary operation for
cleft palate.

B}r modern custom, the depﬂrtment of anatomy as-
soclated with the professorship of surgery in this
College has been held of comparatively little account,
although both my predecessors have displayed remark-
able acquirements in this direction, which they have
turned to great account in the field of surgery. As
professor of human anatomy, I hope that I may not be
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out of order in claiming to be the first who solved the
problem of how the cleft in the soft palate is closed
during deglutition. The drawing influence of muscle
has been most recognised ; the pushing has been less
taken into account, although it is very considerable.
Swallowing, the vermicular action of the intestines,
and defecation, are notable examples of this force, just
as palpable in the estimation of the anatomist as the
drawing of the biceps in flexing the arm. Anatomy
without physiology would be in a mamner senseless,
but when joined together they give life and soul to
surgery. The influence of the constrictor muscles of
the pharynx in the process of deglutition was well
known to physiologists ; but how, during that process,
the gap of the cleft palate was closed in vacant space
was an enigma, until I had the good fortune to show
that the parts are pushed together by the action of the
superior constrictor particularly, so that the gap be-
tween the pharynx and the nostril 1s as completely
closed during deglutition as if the velum were entire.
Then, for the surgical aspect of the imvestigation, I
showed that by temporarily taking off the influence of
such musecles as in common action tended to draw the
two portions of the soft palate aside, there was a pro-
bability of such entire rest that union in the central
line was most likely to take place—certainly, at any
rate, more likely than with these muscles in full vigour,
uritated, too, as they might be by the wounds, by in-
flammation, and by the presence of stitches. The
almost intolerable distress, the depressing influence,



ON HARE-LIP AND SPLIT PALATE. 73

the actual danger, associated with the injunction
against swallowing laid down by Roux and others,
made the early operations of this kind examples of
human endurance which few could follow out to the
full extent. Such injunctions had been occasionally
disregarded, and Sir Philip Crampton gave some not-
able examples of this kind. Since I showed, anatomi-
cally and physiologically, that during deglutition the
parts are actually pushed together, that process is no
longer forbidden; and now a fair share of suitable
nourishment is freely administered

a matter of great
consequence as regards successful issue.

With a single exception, which shall be nameless on
such an occasion as this, I am not aware that any
anatomist or surgeon of repute has controverted my
views as expressed in the paper referred to. Nor need
I do more than advert to the amiable and flattering
device of a continental admirer bringing them all out
anew, a few years after, as if they were his own. I
have heard of nothing yet to impugn the anatomical
explanation which I first gave of how various hap-
hazard incisions might or might not facilitate the ap-
proximation and adhesion of the marging of the cleft
in the soft palate. The knife for dividing the levator
palati was my own device, and it was proposed at
the same time, and soon subsequently applied, for
the purpose of separating the soft palate from the hard
in cases where there seemed a probability of closing
a cleft in the hard palate, as well as the soft. Here
are (figs. 36 and 37) the very instruments which were
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first made for these purposes, and used by my own
hands.

e

Figs. 36 and 37.

Those who have devoted attention to cleft palate
during the last twenty years must have been surprised
at a recent dispute as to priority in separating the soft
from the hard palate, with a view to close the cleft in
the hard. Dr Mason Warren described this proeess in
1843 ;* and it was referred to in my original paper.
I myself performed it in January 1845, and have since
repeated it on all fitting occasions. The late Mr Avery
devoted special attention to this portion of the palate ;
and after his death the subject was further ably developed
by Mr Pollock in a paper published in the Medico-
Chirurgical “ Transactions” for 1856. The first idea
that I had of this portion of the operation for cleft
palate was obtained from Dr Mason Warren. I deem
it but fair to the reputation of that distinguished
surgeon to state that I know of no originality before
his, and that I look upon all modern claims to such
originality as arising either from ignorance or a desire

* New England Quarterly Journal of Medicine and Surgery.
Aprl 1543.
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to rob the fair reputation of a name which, in son as
in father, will stand for generations among the brightest
In surgery.

Although working at the subject of cleft palate since
the date of my first paper, I cannot pretend to add
much that is novel to the views which were then
expressed. I have little to add, little to detract, from
the anatomy and physiology which I ventured to sub-
mit as original. I am still as much convinced that the
tensor palati has little or no influence on the soft
palate—certainly that it has none to counteract the
closing of the cleft. The palato-glossus, I am of opinion,
has no practical influence; and, excepting in rare
mmstances, | am convinced from experience that there
is no necessity to interfere with the palato-pharyngeus
in the posterior pillar. I am equally convinced of the
value of dividing the levator palati, for that is the
muscle which, by drawing upwards and outwards,
separates the edges so as to prevent union or break it
up when the stitches are removed.

There is ample experience to show that union has
taken place, despite muscular action to the contrary.
The experience of Roux and others has proved that.
But I know of no experience equal to my own to prove
what I contend for—mamely, that by taking off muscular
action for a time union can be rendered more certain
than by leaving the muscles untouched.

Since 1 entertained the views referred to, I have
operated on 134 cases, and of these 129 have been
successful. In two union failed entirely, and in three
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it was so partial and imperfect that I place them as
unsuccessful. Forty-five of them have been performed
in hospital practicee. In a considerable number an
aperture has been left in the hard palate, and much
benefit has been derived in many such cases from the
use of an obturator. Occasionally there is a round
aperture left, with such scanty material that it cannot
be closed by operation; but in such slits as these
(figs. 38 and 39), if the roof be wedge-shaped (not

horizontal), the soft parts may be separated from the
hard, and brought down so as to approximate in the
middle, and be held together by stitches until they unite.

Fig. 40 gives a specimen of cleft through the soft,
and a small portion of the hard palate; and fig. 41
shows the line of union a fortnight after operation.
Fig. 42 shows the cleft in soft and hard palate before
operation. Fig. 38, already referred to, shows the
result of operation. Fig. 43 shows a nearly similar
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condition to fig. 42, and fig. 39 illustrates the result
in this instance.

Fig. 40. Fig. 41.

)

I have never attempted the operation in infancy, and +
consider the cireumstances most favourable at or above

Fig. 43.

puberty; but I have frequently operated successfully
at ages between ten and fifteen, where patients have
been steady and courageous. I have never operated
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under chloroform; and, whilst I do not deny the possi-
bility of doing so, I am of opinion that, as a rule, it is
absolutely requisite to have the patient conscious, so
that he may facilitate the steps in a variety of ways.

This enumeration includes all kinds of cases, and
refers chiefly to the cleft in the soft palate. In many
instances of cleft in the hard palate it is utterly im-
possible to contend against nature; and even in the
soft, the parts are occasionally so scanty that there is
literally no material to work upon.

In as far as I know, the greatest success recorded
before my own views were made public was that
achieved by Miitter of Philadelphia. In 1843 he
had operated successfully on nineteen out of twenty-
one cases; and J. Mason Warren of Boston had been
successful in thirteen out of fourteen cases. These
instances were of both hard and soft palate. What
may have been their after success I cannot say. It has
been related of Roux, since his death, that he had
operated on 120 cases, and that of these one in every
three had failed. I attribute Roux’s comparative want
of success to the circumstance that the levator palati
and back part of the palato-pharyngeus were left
untouched ; and I consider that Warren’s success may
have resulted from the free incisions which he made
through the palate outside the pillars of the fauces.
My own success, if I may so call it, I attribute chiefly
to the division of the levator palati, and next to the
relaxation which the wound for that division involves.
For mere relaxation, the incision of Dieffenbach 1s
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probably the most perfect. 1 know that it has been
particularly successful in Mr Skey’s hands, and in Mr
Pollock’s ; but, with all deference, I am still disposed,
from all I know of the subject, to prefer a free mcision
above the soft palate, whereby the levator palati may
be divided to a certainty. In addition, I look upon
this wound as of great service in this respect—the
lymph effused upon it acts as a splint, whereby the
palate is kept fixed as a board until union in the
mesial line is complete.

As to attitudes in this operation, the patient may sit
or lie, as may best suit convenience. Latterly, I have
made most use of the recumbent. I find that the head
can be kept best on the same line in this position; and
as regards my own views on the anatomy and physio-
logy of the parts concerned, I deem the subject of some
importance. For instance, if the patient sits with the
head slightly thrown backwards, the palato-pharyngei,
when irritated, pull the soft palate downwards towards
the epiglottis, so as to leave a space between the palate
and the base of the eranium; but if the head be thrown
far backwards the axis of action is altered, and these
muscles draw the soft parts upwards, or, in other words,
bring the soft palate towards the base of the cranium,
and thus add to the difficulties of the surgeon by limit-
ing the space above the soft palate where he has to
work with the needles in introducing sutures. Here,
as in hare-lip, the surgeon has generally stood before
his patient, but I invariably select his right side in pre-
ference to all other places.



80 ; LECTURE III.

The grand practical object of this operation is to
improve the voice and articulation. Defective deglu-
tition from this malformation is what attracts the
mother’s or nurse’s attention in early life. The eries
of infancy are in nowise peculiar in tone; but when
definite articulation commences, or rather should com-
mence, the value of an entire palate is then appre-
ciated. The air and sound, i passing outwards from
the larynx, escape in part through the nostrils by the split
in the palate. A nasal twang 1s the result, and articula-
tion as in the normal state of the parts is impossible.

Immediately after the operation, the modification on
the voice can be at once detected. It is customary to
keep those operated on from speaking for eight to
ten days. It is, however, a needless restriction as
regards my operation. In reality, few care, under the
circumstances, to speak at all; yet I do not think that
it would do harm. In the course of eight or ten days,
when the fever or distress following the operation has
gone, the tone of the voice is at once perceived to be
changed for the better. Improved articulation, how-
ever, comes more slowly. Years, many years, are re-
quired for distinct articulation when the whole organs
are to all appearance in perfection; and after the most
successful operation for cleft palate, months and years
are required to alter defective sounds. Voice and speech
have to be modified anew. With some the changes
come slowly and sluggishly; but with others they are
so rapid and perfect that in'a few years the original
defect cannot be detected except by a practised ear.



LECTURE 1IV.

ON LITHOTOMY IN CHILDREN AND ON LITHOTRITY.

Mr PRESIDENT AND GENTLEMEN,—Much of the interest
associated with lithotomy has reference to the opera-
tion on the adult. It appears to me that the ditlicul-
ties and dangers of this operation have been estimated
more from the results than from the actual process.
Hence, as lithotomy is known to be comparatively safe
when performed on subjects at any age prior to puberty,
it has been deemed equally easy in performance; and
a widespread notion prevails that in children 1t 1s so
readily effected that comparatively little study, thought,
or care has been bestowed upon it.

My own experience has led me to imagine that sur-
geons have treated this subject too lightly; and, at the
risk of being thought to have entered on ground already
thoroughly explored, I shall venture fo step freshly
upon it, with the conviction that, although I may state
nothing which is not already well known to experienced
lithotomists, I may do much good for beginners by
directing attention to certain points which have here-

F
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tofore been scarcely, if at all, referred to by clinical
teachers or surgical authors.

It has been computed that about a third of those on
whom lithotomy has been performed have been under
the age of puberty, and the average mortality in such
cases is about 1 in 30. Comparing this result with
that of the operation on the adult, the measure of suec-
cess 1s large indeed; and hence, doubtless, has arisen
the common impression that the mechanical process in
the young is simple in all respects. I am firmly
convinced, however, that a great mistake prevails
on this point, and that as much care and skill are
required on the part of the surgeon in operating on
young subjects as on adults; I should say, even
more; for in my personal experience I have often
felt more doubtful during the steps of the proceeding
upon children than when dealing with the full-grown
man.

The history of lithotomy shows clearly that when
the operation is satisfactorily accomplished in children,
its success is almost certain. Yet we often hear of
difficulties and great mishaps in young subjects, and,
in particular, we often hear of the operation being aban-
doned for a time, or of the cutting having been per-
formed when a stone has in reality not been found.
If these matters had been more referred to heretofore
by authors, operators, and teachers, we should, I 1ma-
gine, have heard more of the difficulties and fatality of
lithotomy in young subjects than some people think
of; at any rate, a more wholesome idea would have
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prevailed regarding the subject than, in my opinion,
prevails at the present time.

These remarks have been suggested by what I have
seen, read, and heard of in the practice of others during
the time I have been in the profession, as well as by
my personal experience. In my early days of study 1
was struck and excited by the circumstance that a sur-
geon of repute had cut into the bladder of a child to
extract a stone where none could be felt. The case
was considered an example of error in diagnosis. The
patient recovered from the wound, but the symptoms
of stone continued, and about three months afterwards
another surgeon extracted a stone of considerable size
from the bladder by the ordinary operation of litho-
tomy. Another case of a like kind came under my
cognizance about the same time, and the impression on
my mind was strong that in neither instance had the
bladder been reached in the first operation.

In early hife I assisted an experienced operator in
this proceeding on the adult. Having, as he supposed,
cut into the bladder, the stone could not be touched.
Here I had an opportunity of examining the wound ;
and a suggestion having been made that the bladder
had not been opened, the operator, with remarkable
dexterity, cut further in the right direction, opened the
viscus, and, with great rapidity, extracted the stone,
which he had previously detected by sounding. In
this imstance I had no doubt whatever that the surgeon
had not originally cut deep enough, but had made a
space with the forefinger of his left hand, between the
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pubes and neck of the bladder, which he had for a time
mistaken for the interior of that organ.

These and other similar instances which occasionally
came to my knowledge, gave me a strong impression
that in those cases where surgeons were stated to have
cut for stone where one had not been present, they had
probably not reached the bladder at all. In the course
of time this impression has become much strengthened ;
and in giving, by this lecture, greater currency than
heretofore to the frequent clinical observations which
I have made on this subject, I feel assured that my
experience and views will not be lost upon those who
are earnest in the study of this most interesting ope-
ration.

As a beginner, I was taught, or had imbibed the
idea, that lithotomy in children was simple in execu-
tion ; and when I began to operate on the living body
this impression was confirmed for a time. I had seen
the incisions effected with admirable dexterity by means
of a common secalpel, and in my first operation I used
a similar instrument. The proceeding seemed simple
in the extreme, and I adhered to the same method on
subsequent occasions with most satisfactory impres-
sions, until, unexpectedly, a difficulty arose which pro-
duced an effect on my mind that time cannot efface.

After many operations on the adult and on the
young subject, I had in a manner forgotten my early
knowledge of the position of the bladder in children,
and not only was content to make the incisions with a
simple scalpel, but had, iIn a measure, got careless
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about some matters of great importance. On the 17th
of March 1849, I had to operate on a boy four years of
age at King’s College Hospital. I used a scalpel, as
I had often done before, and made the ordinary ineci-
sions for lateral lithotomy. A grooved staff with a
large curve was the director into the bladder. In
making the deepest part of the incision I purposely
used the cutting instrument as lightly as possible, with
a view to open only a part of the membranous portion
of the urethra, and notch the prostate and neck of the
bladder. These objects being effected, the point of the
forefinger of my left hand was, as usual, placed on the
staff, and pushed gently towards the bladder. The
finger went on, but I was aware that it had not got
between the urethra and the staff. With an insinuat-
ing movement (much to be appreciated by the litho-
tomist who, as I do, professedly makes a small incision
in this locality), I endeavoured and hoped to get its
point as usual into the urethra and neck of the bladder.
But here T felt conscious that I had failed. T was
aware that the finger was getting deeper as regarded
the depth of the perineum, but that I was not mate-
rially nearer the bladder. I could feel a considerable
space at the point of my finger, and was convinced that
the upper part of the membranous portion of the
urethra, as well as the sides ahove the wound, had
given way to the pressure of the point of the finger,
and that now, as the latter was getting deeper into
the wound, I was only pushing the prostate gland and
neck of the bladder imwards and upwards. These
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parts seemed to recede before the smallest 1maginable
force, whilst I felt that I could in a manner make any
amount of space round the bare part of the staff. I
had no difficulty in distinguishing between the surface
of this space and that of the mucous membrane of
the bladder. Moreover, I knew that I had never
crossed that narrow neck which is always felt as the
finger passes into the bladder when a limited incision
is made. An impression came over me that I was
about to fail in getting into the blader, and I had the
idea that, unless I could open the urethra just in front
of the prostate more freely, I should possibly never
reach the stone. Any additional use of the forefinger
of the left hand only endangered the further separation
of the prostate and neck of the bladder from the pubes,
and I was conscious that the only safety lay in cutting
a little more freely on the groove of the staff. This I
effected with great caution, and then I could appreciate
the passage of the finger as usual through the prostate
and neck of the bladder. The stone was thereafter
easily touched and removed ; but when all was finished,
I was forcibly impressed with the idea that I had nearly
failed in the performance of the operation. Here (fig. 44)
is the stone itself,—one of the smallest I have
ever removed by lithotomy. An onlooker
might not have been able to perceive the cause
of this emergency, but I was myself conscious
that I had not reached the bladder, even at a time when
the finger seemed deep in the perineum. Happily, the
patient recovered, though slowly, in consequence of the

Fig. 44.
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lacerated character of the wound, and the formation of
an abscess in the left testicle.

Until this date, I confess I had never fully appre-
ciated this danger and difficulty in lithotomy in young
subjects. I had read of the slipping of the gorget in
this operation, and become acquainted with the fact
that futile incisions had often been made, and with the
supposed mistake of the surgeon in cutting when no
stone was present ; but now a new idea flashed on my
mind, and from that time I have never lost sight of it.
I have never performed lithotomy on children in public
without referring to it. I have observed, since that
time, that the subject has been alluded to by certain
surgical authors, but I am not aware that it had ever
been specially noticed before.

From all my experience I feel justified in stating
my conviction, that most of the cases heretofore related
as instances where the incisions for lithotomy have
been made, and a stone has not been present, have
been examples where the surgeon has failed to reach
the bladder from the cause just narrated. Since I have
been impressed with this view, I have known of cases
where, death having followed the incisions, the stone
has been found in the bladder at a post-mortem inspec-
tion ; and I have also heard of others where the stone
has been successfully extracted at a second operation,
after the first wound has been allowed to heal.

The mishap is much more likely to occur than most
surgeons imagine, and my opinion is founded upon the
following grounds :—The size of the wound is neces-
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sarily limited, so that the forefinger of the left hand in
a manner fills it. The perineum is much deeper in
proportion in the child than in the adult, and, in addi-
tion, all the material is loose, lax, and loaded with fat.
The circumstance that the bladder is more abdominal
than pelvie in early life has been greatly overlooked.
The slender tissue of the membranous portion of the
urethra, the narrowness of the tube (both contributing
to the facility with which the circumference may be
torn through), and the small size of the prostate (ren-
dering its discrimination difficult), all constitute pecu-
liarities which are not conspicuous in the adult. In
the latter there are room, development, bulk, mass, and
a final wall of prostate and bladder, which may be all
said to be deficient in the child.

From these data I have long since come to the con-
clusion, and have long taught in my lectures, that
lithotomy in children, whilst comparatively free from
danger as regards the final result, is by no means so
free from difficulty or the risk of failure. The safety
of result has been mistaken for simplicity of execution;
but I hope that what I have now stated may be a
warning to the young lithotomist. It may naturally
be asked how the danger referred to can be avoided.
My answer 1s, that more care than is usually given
should be devoted to the operation, and that as the
surgeon cuts into the membranous portion of the
urethra and neck of the bladder he should never push
the point of his forefinger onwards unless he feels cer-
tain that he has it between the staff and the wound.
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To show that I do not now speak without a fair share
of experience, I take the liberty of stating, that of one
hundred and fifty-nine patients on whom I have per-
formed lithotomy, fifty have been under the age of
puberty—that is, under fifteen. Experience, instead of
diminishing my anxiety on such occasions, has rather
increased it ; for as numbers have enlarged, I have been
more and more impressed with the views above given.
Of the fifty cases I have lost two—one was the third
child I operated on, the other was the forty-eighth ; so
that of the whole number, I cut consecutively forty-
four without losing a case, or forty-seven losing only
one. Of the two lost, one died on the twelfth day
after, from unhealthy inflammation; the other on the
second day, from heemorrhage and shock, the bleeding
being probably the principal cause. Six of these were
done in private practice, the rest in public—one (a
fatal case) in the Royal Infirmary of Edinburgh, the
others (forty-three in number) in King’s College
Hospital. I am not aware of such a list having been
published before ; and to myself, as I believe to the
profession generally, it would be interesting to hear the
results of the practice of those who have had greater
experience than I pretend to in lithotomy in children.

The operation of lithotrity is now so familiarly
known and so established in ordinary surgical practice,
that 1t seems almost rash to venture any remarks upon
it, or to affect the smallest originality. It is more than
a quarter of a century since I myself ventured to write
on a ground which was in a manner new to British
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surgeons.* The instrument now in common use was
then but little known, for the bent double-bladed
crusher of Weiss had not then displaced the three-
pronged lithontriptic apparatus of Civiale. Like most
others in those days, I was not slow to recognise the
superiority of the double-bladed curved instrument—
devised, I think, by Mr Hodgson, and made more perfect
soon after by Weiss,—whether the crushing force was
applied by the screw, or by the hammer force which
was then introduced and practised by Heurteloup, and
strongly advocated by Costello. Besides the common
interest in this subject, a little modification in the
crushing force—the rack and pinion, which I then pro-
posed—engaged my attention further, and was prob-
ably one reason why in early years 1 had acquired an
amount of experience in cases of stone in the bladder
which does not fall to the lot of the generality of young
surgeons in this country. Having now treated between
two hundred and fifty and three hundred cases of the
kind by lithotomy or lithotrity, I assume that wmy
personal experience has been considerable, and I there-
fore venture to offer some remarks on the subject to
which this lecture is in part devoted, which may
possibly serve to advance and enhance one of the
greatest achievements of modern surgery.

In the early history of modern lithotrity the grand
object was to file, rasp, saw, or crack a stone into sand
or fragments sufficiently small to pass with the ordinary

* Edin. Med. and Surg. Journal, 1834.
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stream of urine through the urethra ; and even to the
present day such may be said to be the doctrine of
surgery. To such extent has this doctrine been car-
ried, that caution has been given against searching the
bladder in certain directions for fragments, or attempt-
ing their extraction by any other means than by
coaxing them into a tube, scoop, or catheter, specially
constructed with large eyes for that purpose.

Paralysis of the bladder has been deemed one of the
strongest objections to lithotrity, as it has been thought
useless to break a stone where there was no power to
expel the fragments. My impression i1s that these views
have been held by the majority of surgeons in this
country. I confess to have imbibed and acted on them
myself ; and it is because I think I know better now
that I venture to offer the present observations on a
subject which many consider to have lost its novelty.

In a large majority of my own early cases, I was
content with crushing the stone, and waiting for the
gradual and spontaneous egress of the fragments. I
did make use of the so-called scoops, the large-eyed
catheters (double and single), injections and currents
of water, single or continuous ; but with results so un-
satisfactory that I had no confidence in any way of
getting rid of fragments excepting by forcible disinte-
gration and chance. In some cases nature and chance
did all that was expected : the fragments came in good
time, and the case was complete. In others, however,
there seemed no end to the disease, which, in reality,
appeared rather increased by the comminution of the
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stone. In one instance, during the early days of
ansesthesia, the patient bore lithotrity as if nothing had
been done. Whatever roughness there might have
been in the operation, he was, under the influence of
ether, unconscious, and he bore his condition after-
wards most manfully. His malady, notwithstanding,
seemed rather to increase than diminish ; and his
sufferings at last from the fragments were such that he
requested to be relieved by lithotomy. I myself,
wearied with the repeated unsatisfactory results, will-
ingly complied. Lithotomy was performed. I ex-
tracted ten small stones by one swoop of the foreeps.
The operation did not last a minute; and I do not
think that 1 ever performed lithotomy with less injury
to the structures implicated or with more temporary
satisfaction to myself. Yet the patient, a fine healthy
man 1n all other respects, died within a few days.

Although unfortunately experienced in the mysterious
way in which patients die after both lithotrity and
lithotomy, I was greatly struck by the rapid result
in this instance. He had borne with comparative im-
punity more than the usual amount of irritation and
suffering after lithotrity; but he sank under lithotomy,
like one with the powers of life already exhausted to
the last degree.

This case made a strong impression upon me. [
wondered how a man could bear so much from litho-
trity and so little comparatively from lithotomy. As
he stood the use of the lithotritic apparatus so well, 1
asked myself how it might have been if T could have
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removed all the fragments which would not come away,
and which by their irritation kept upon him all the sad
sufferings from stone.

Some years afterwards my attention was further
attracted to this subject. I felt dissatisfied with my
experience of extracting stone from the female bladder
either by cutting or dilating. In July 1854 a case
of stone in the female came under my notice. The
patient was three years old, and wishing to avoid dila-
tation, I used a lithotrite made for the purpose by
Weiss, smaller than any which he had yet constructed.
With this, and a scoop of the same size, I cleared the
bladder in two operations under the influence of chloro-
form, and the cure was rapid and perfect in all respects.
I erushed first, and with the scoop extracted the frag-
ments. With this I either extracted a fragment at
once and entire, or jammed it so between the blades
that I could withdraw the instrument (the blades con-
taining the fragments) readily without serious damage
to the urethra.

I was so much pleased with this practice and the
instruments, that I resolved to try further, on the first
opportunity, in the adult. In December of the same
year, a gentleman with a moderate-sized stone came
under my notice. On the 6th, the stone was crushed
under chloroform. On the 13th, several fragments
having passed in the interval, crushing those remain-
ing was resorted to. On the 19th a few had passed,
but not all that were expected, and in consequence
the small scoop was introduced, and the bladder was,
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after several manipulations, seemingly cleared. The
next day the patient was so well that he left town to
go a considerable journey. In May 1858, nearly four
years after, this patient came to town with some irrita-
tion like his former early symptoms, I examined, and
detected stone. Having become in the interval, from
further experience, more familiar with the use of the
little scoop, I applied it here, and, without much
trouble to myself or distress to
the patient, extracted three
small calculi, each about the
Fig. 46. size of a flattened pea, such as

you see here (fig. 45). In a

few days all irritation had ceased, and thus a cure was
effected without even crushing, but simply by extract-
_ing. In July 1859 I removed from the
B2 same patient an entire stone (fig. 46), about

< half an inch in diameter, with the same in-

Fig. 46. Strument, and from that time he has re-

mained free from disease.

Since the above dates I have almost invariably used
these instruments in the process of lithotrity in the
male. I have generally, as a iirst step, introduced a
lithotrite of considerable size, equal to a No. 10 or 11
bougie, and broken the stone into various fragments.
Next, I have taken the smaller lithotrite, above re-
ferred to, attacked these fragments, and then have used
the small scoop with the object of removing several
fragments, so that the patient might have satisfactory
evidence that the stone had been crushed. In a few
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days after the small crusher and scoop have again been
used—particularly the scoop, wherewith the fragments,
when found sufficiently small, have been extracted
singly, or two or three at a time. Thus, mstead of
waiting for the spontaneous escape of the broken
portions, a process usually both uncertain and tardy,
they have been got rid of by direct and precise surgical
interference.

If this practice be judiciously carried out, it will,
under ordinary ecircumstances, prove an immense ad-
vantage; and in many instances a stone may be re-
moved with a rapidity little short of the time needful
for lithotomy, with the advantage that the patient need
not be confined to his bed for a single day.

My chief object in this portion of my lecture is to
draw attention to this subject. It is comparatively

little known; and, moreover, a very general impression /

prevails that it is incorrect to extract fragments. The
various instruments and mechanical devices which have
been from time to time recommended or used for this
purpose, or to facilitate their escape, have generally
proved of so lttle service that they have been in a
manner overlooked or laid aside by the practical litho-
tritist. It has even been taught that no attempt
should be made to extract fragments; and, as I have
already stated, so strong is the feeling in this respect,
when stone in the bladder is conjoined with paralysis
of that organ, that the operation of Lithotrity is con-
sidered highly objectionable, if not impracticable, be-
cause there is no likelihood of the fragments passing

. -
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away, excepting through a large-eyed catheter or scoop
made specially for the case.

- With the instruments which it is my object to
recommend, the process of lithotrity, and I believe the
distress of the patient both bodily and mental, may
be consjderably abbreviated ; and instead of paralysis
being objectionable, it is perhaps the condition most
favourable to the operation, as it generally happens
that with paralysis there is a callousness of the mucous
membrane of the bladder which permits a freer use
of the blades than under ordinary conditions.

In early days a large instrument was thought essen-
tial for the due performance of lithotrity. The risk of
bending or breaking was deemed considerable and
serious, and on these grounds the largest instrument
which the urethra would admit was selected for use.
If a catheter or so-called scoop was used afterwards, its
magnitude was thought of equal importance ; and to
give every advantage in this respect, it was recom-
mended that the urethra should be dilated, and, if need-
ful, the orifice in the glans enlarged by incision, prior
to the use of lithotritic instruments.

As to the advantage of a larger urcthra there can be
no doubt ; but I believe that large instruments are by
no means so essential. Indeed, I feel assured that com-
paratively small-sized ones are an advantage, and in
certain stages of the treatment I consider them of great
value. |

The modern lithotrite, particularly of the best English
makers, is a very superior instrument to those in former
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use ; and less force is required. to break an ordinary
stone than was 1magined. We seldom hear of an
mstrument of the kind either bending or breaking :
and in the course of time I have come to the con-
clusion, that one of small diameter permits of more
ready manipulation than where the size is such as
to fill, and be 1 a manner grasped by, the urethra.
Hence, then, I have for many years employed lithotrites
of smaller diameter than those in common use. An
objection to small sizes has been made, because when
the bladder is irritated to spasm the water escapes,
whereas it would not if the urethra were filled (plugged)
by a large instrument; but the escape can readily be
prevented, if desirable, by grasping with the fingers
and thumb. Even in regard to the quantity of water
required in the bladder during the operation, I believe
that there is no such necessity for a large amount as
some have imagined. When the organ is distended
with eight, ten, or twelve ounces, the stone is usually
more difficult to be caught than when the quantity is
smaller. The shightest touch causes it to move where
there is a large amount of fluid, and fragments are
certainly much more difficult to be detected and seized.
No doubt it is unwise, even dangerous, to open the
blades of a lithotrite freely in an empty bladder, or one
with very little water in it ; but I have long been con-
vinced that there 1s no need for the presence of so much
fluid as some have thought.

The chief objections that I myself have found to very
small-sized lithotrites or scoops are, the comparative

LB
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difficulty of passing them into the bladder, and,
especially, the comparative difficulty of sounding for
fragments. In the finer manipulations of the sort it is
hard to say whether the sense of touch or of hearing is of
the greatest value. I am almost inclined to give the ear
the preference ; but even with this it is of the greatest
consequence that the utmost facility of movement
should be permitted, and hence I am averse to the use
of the sounding-board, as recommended by Mr Brooke
and others, as also to the use of instruments which fill
up the urethra to such an extent as to prevent the free
movement of the point within the bladder.

I was so early impressed with the necessity of having
a narrow shank for a sound, so that every facility
should be given to movement, that I had Heurteloup’s
sound, as it is called, modified accordingly. The shank
was made of smaller diameter by several sizes than the
curved end, and thus the latter was a sort of lob, which
could be turned about readily in all directions, while
its comparatively large size gave more certainty to both
hand and ear. An instrument of the kind (fig. 47) has

Fig. 47.

been depicted in the later editions of my work on
Surgery, and is now in considerable general use. A
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sound of this sort is of far greater value than one with
a thick stem or with a slender stem and equally slender
point ; and, in accordance with my views on these
matters, Mr Matthews has lately constructed, on his
own device, a lithotrite with a narrow stem and lob-
point, which, in my opinion, goes far to facilitate the
effective use of the lithotrite in ordinary cases of stone.
This ficure (fig. 48) gives a representation of it. The

Fig. 48.

force is applied by the rack and pinion, in accordance
with my own views on this subject, but of course the
same shape will answer for the various ways in which
the screw force has been so admirably applied in modern
times by Messrs Weiss and Mr Coxeter. The figure
shows the blades open, but when closed there is a lob-
end, like that of the sound in fig. 47. The narrow
shank permits free movement both in the urethra and
bladder, and the inereased bulk at the end intended to
touch the stone gives development to both touch and
sound.

But these instruments (figs. 49 and 50) are those to
which I am most desirous of drawing attention. Fig.
49 shows the diameter of a lithotrite which I often use
in dealing with fragments, and fig. 50 shows a scoop of
still smaller diameter. The small size must appear
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remarkable even to those familiar with the lithotrites
and scoops hitherto known. I am not aware that any
so small as fig. 50 has ever before been made. Mr

Fig. 49.

Matthews, the instrument maker, informs me that there
were none in the recent International Exhibition, and
certainly none came under my own observation.

I have imstruments of the kind in my possession
varying in size from No. 3 to No. 6 bougie or catheter
sizes, and with them I am in the habit, as I imagine,
of diminishing the period usually devoted to the com-
pletion of lithotrity. |

Generally when a stone is erushed the fragments are
left to chance. So-called scoops and big-sized catheters
have been introduced, and by the natural stream, or
the force induced by injections, the fragments have
been extracted, and have occasionally appeared in
quicker time than if left solely to chance; but in the
majority of instances the surgeon and patient have
waited for the chance escape of the fragments without
instrumental aid.

At this date there is ample experience to show that
after a stone 1s crushed by one or repeated sittings, the
fragments do come away, and a perfect cure is the
result. But in many instances the last fragment is
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tardily discharged, and many weeks or many months
elapse ere the eure is complete.

It may be justly said of successful lLithotrity that
neither weeks nor months are long in comparison with
the advantages gained ; but, for the credit of surgery,
it may be claimed as an advantage to do that in a few
minutes which nature might take weeks or months to
accomplish.

The chief object I have in view in these remarks is
to establish this practice.

Supposing a stone crushed and its fragments com-
minuted, my proposal is, that these should be removed
at the same time, or as soon thereafter as may be.
The lithotrites generally in use are so large that they
can be withdrawn from the bladder only when shut.
If a fragment rests between the blades, it must be
comminuted before these can be closed. The same
remarks are applicable to ordinary scoops. Comminu-
tion must be so effectual that the blades may be closed,
or nearly so, and all that can be brought away is the small
bruised portion held in the hollow between the blades.

With a small lithotrite and scoop (fig. 50), such as I

Fig. 50.
am in the habit of using, a fragment of considerable
size may remain betwixt the blades, and yet the united
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size or diameter may readily pass or be drawn along
the urethra.

In the last sixty cases I have adopted this practice
generally, and, with few exceptions, have had every
reason to be satisfied. Occasionally, when over-
anxious for a rapid cure, I have extracted fragments
rather too large to come readily along the urethra,
particularly in the prostatic or membranous portion,
or at the triangular ligament. In some, when the
urethra nearest the neck of the bladder has been rather
roughly used, there has been considerable irritation;
in others, even under such ecircumstances, there has
been no nritation whatever; and in many instances
I have been able to effect in one or two operations
within ten days what, according to custom, would take
weeks, or possibly months. 1 have done, in fact, by a
precise surgical manipulation, that which according to
ordinary rule is left entirely to chance. Experience
has taught me that it is almost hopeless to trust to
chance in all such cases ; that in many instances the
fragments may be weeks, or months, in coming away,
even with attempts to coax them through catheters
with large eyes and other instruments devised for the
purpose. Here are the fragments of stone crushed in
a man whose bladder acted regularly, yet only a few
of these passed spontaneously; all the rest were re-
moved by the scoop in question in three or four
operations. From first to last there was not a
single bad or even troublesome symptom. The patient
was detained scarcely an hour in bed beyond his
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regular period of rest. I never saw one suffer less dis-
tress ; yet before he came under my notice, he had
been strongly urged by an eminent surgeon to submit
to lithotomy:.

It is considered an extreme misfortune for a patient
to have stone in the bladder and paralysis of that organ
at the same time ; and it has been well-nigh a rule in
surgery that lithotrity is scarcely eligible in such cases,
on the ground that the fragments are not likely to be ex-
pelled or carried off by the stream of urine through the
urethra or a catheter. Of course I am aware that there
have been successful cases of the kind ; but the success
has been more from lucky chance than from skilful
surgical interference. And my object in these remarks
1s to claim for surgery a direct, special, and precise
mechanical movement, whereby that which has hereto-

fore been left to chance is converted into a certainty. 3. ¢

Here are the fragments of a large stone from the
bladder of a patient who could not pass a drop of
water without the aid of a catheter. All of them, with
a few minor exceptions, were extracted with a small
scoop. Here are the fragments—from a similar case,
where, however, the urethra was unusually large —
which were all extracted by a small scoop
by my friend, Mr Henry Smith. The
largest of these fragments (fig. 51) 1s
about three-quarters of an inch long, by
about half an inch wide, and it was
extracted without any laceration or
marked distension of the urethra; yet through the

Fig. 51.
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neck of the bladder, or a urethra of this size, even
the urine would not flow.

The mechanical development, if I may so call it, of
stone shows the uncertainty of its spontaneous expulsion
from the bladder. Most calculi have each a nucleus
far smaller than the diameter of the urethra, but how
few such nuclei pass! Atall events, stones larger than
the diameter of the urethra—nearly all the instances
in which lithotomy and lithotrity have been performed

are examples where small round bodies (the nuclei)
have not passed away spontaneously.

Now, I claim for surgery the power of taking away
such bodies. I do not profess originality in this
respect, for we all know what was done by Sir Astley
Cooper in this way, but the mmstrument he used in
removing small calculi—gravel, we might say—is of
inferior mechanical powers to the modern lithotrite. It
would be of little use in dealing with
fracments in lithotrity; nor would the
ordinary lithotrite or scoop be of much

use in what I now speak about. These
specimens (fig. 52) represent four out of eight-and-
twenty removed by one of the scoops referred to.

The small instruments which I now show are essen-
tial to the practice which T advocate, and with these I
maintain (as I have amply tested in numerous cases)
that lithotrity can be abbreviated and brought to a
certainty such as has not been claimed for it hitherto.



LECTURE V.
ON EXCISION OF THE KNEE.

MR PRESIDENT AND GENTLEMEN,—In preceding lectures
I have referred, again and again, to excisions or resec-
tions as being characteristic of modern surgery. These
terms are applied in various ways and directions: to
cutting, seraping, and gouging, after the rare old fashion
of Hey the great, of Leeds; to the removal of exfolia-
tions and sequestra, as nature thrusts these effete parts
before the eyes and hands of surgeons; to the extrac-
tion, with judicious cuttings, of small or large portions
of the long or flat bones; to the separation of entire
bones with, in many instances, a boldness and skill
adding romance, as it were, to the art of surgery; to
the ablation of a phalanx or of the whole scapula ; and
to the excision of the ends of bones constituting movable
and important articulations. These are themes worthy
of the highest reach of practical surgery—worthy of all
that one in my position could say concerning them, and
more than worthy of the humble efforts which I can
make to bear upon them.

Thanks, in my opinion, to the skill, labour, judgment,
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and forcible example of the Professor of Clinical Surgery
in the University of Edinburgh, excision of the elbow-
joint has now become “ a great fact” in surgery. Where
there is doubt or mismanagement on this subject,
surgery is thirty years at least behind. To the same
authority, aided largely by examples from military
practice, we may attribute our confirmed ideas regard-
ing the advantage of excision of the head of the humerus
in appropriate cases. HExcisions of the ankle and hip
have each been greatly developed by our youngest
Councilman, Mr Hancock. These, the wrist, and even
the joint of the great toe, have all had the attention
and action of your humble servant, but in none of
them have I taken such personal interest as in excision
of the knee; and I mean to devote this lecture to
such a sketch of that subject as shall possibly give
it further interest in the estimation of both those
who have inclined towards it and those who have
opposed it.

Whilst every anatomist recognises the analogy be-
tween the upper and the lower extremity, the phy-
siologist and surgeon sees a vast difference in their
respective action, function, and position. In particular,
in reference to our own matters, we have to recognise
the difference in bulk, and the difference in that which
is destined to carry and that which has to be carried.
The upper extremity is carried ; the lower has to carry.
Man may be characterised by the largeness of his brain,
by his superior intelligence, by his prehensile powers,
or his qualities as “a cooking animal ;” but there is



ON EXCISION OF THE KNEE. 107

no physical feature so characteristic of the genus Homo
as the perfection of his lower or hinder extremities.
Even the gorilla, supposed by enthusiasts to be next to
the “missing link” to our frail humanity, falls end-
lessly behind man in respect of his lower or hinder
extremities.

How or why, then, may I ask, have we surgeons
been so callous on this subject? How does it happen
that where disease of the knee-joint has been to all
appearance incurable, we have heedlessly and recklessly
removed one of the most perfect characteristics of our
superiority of configuration in animal life? There is
no denying the fact; and it has been a proud boast
among us, that when hectic has been running its uncon-
trolled course in conjunction with severe chronic disease
of the knee, the malady has been suddenly arrested
by amputation of the limb. Something like natural
sleep has been obtained within a few hours after this
formidable ordeal ; the pain of the wound has been as
nothing compared with that of the disease; and the
pulse has fallen rapidly towards a natural standard.
To say the truth, there does, at a superficial glance,
here appear a mighty and beneficial agency on the part
of surgery. Yet it is obtained at an enormous sacrifice.
A perfect foot, a nearly perfect leg, a considerable
portion of a mnearly healthy thigh, have been removed,
and loss of life from the amputation has often followed.
Yet, with all these drawbacks, the results of this opera-
tion have appeared so satisfactory, that life has been
willingly staked by both patient and surgeon, with the
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cager hope of safety and relief from that which has
come to be beyond human endurance. Until a com-
paratively modern date it seems scarcely to have entered
the surgeon’s mind that better could be done ; and so,
in badly diseased knee-joints, there seems to have been
no alternative between a painful and possibly shortened
existence, and the chance of a formidable operation
which involved great risk to life, and included the actual
loss of well-liigh one-fourth of the frame. Few seem
ever to have thought that there could be any alter-
native, excepting that of letting nature struggle on as
she best might, in the faint hope that the disease would
wear itself out; and so, when Park first announced a
novel and successful expedient to remove the disease
and leave a yet useful member, the fact made but little
impression on either the profession or the publie. It is
specially worthy of remark in this theatre, that the
name of Park is associated in this history with that of
one to whose memory we, in all reverence, and most
worthily, give the utmost respect. It was a great
honour done by the surgeon of the Liverpool Hospital
to Percival Pott, of St Bartholomew’s, when in Sep-
tember 1782, he wrote “a few sheets, in which,” to
use his own language, ““ I hope to show that in some of
the affections of the knee and elbow, in which amputa-
tion has hitherto been deemed indispensably necessary,
surgery has yet another resource, which, as far as my
reading and experience enable me to judge, has not
yet been attempted by any other practitioner . . . . .
the resource I mean is the fotal extirpation of the
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articulation.”® Park had actually underlined the latter
words, thereby, as it were, upholding impressively the
originality of the expression.

Four-fifths of a century have passed since Park thus
wrote, and the latest echo to this grand announcement
is thus recorded in 1861, by one of the present surgeons
and lecturers on surgery: “The excision of joints does
not find much favour at St Bartholomew’s. It has
been practised only onee, and that in the elbow.”t
This refers to the year 1860.

But there are many excuses for the great Percival
Pott. If he, as a leading star, took no action on such
an announcement, he in this respect but resembled his
fellow-mortals. Not a breath, not a pen, not a knife,
stired in England on the subject. Even Moreau the
elder, although in a manner inspired by our English
surgeon, failed to impress upon his immediate contem-
poraries any possible value of the ¢ extirpation of an
articulation.” The modest effort from Bar-sur-Ornain
was as little heeded as that from the banks of the
Mersey. Although Park and Moreau had shown that
which had not previously been dreamt of, each passed
to his grave with hardly even a recognition by their
contemporaries of the great things they had done.
Like many poets and painters, their greatest fame has
been posthumous, and my own impression 1s that even
to the present day the value of their labours has not
been thoroughly recognised.

* Letter from Park to Pott. + The Lancet, vol. i. 1861, p. 98.
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It is a remarkable fact that, in referring to excision
of the knee and elbow, Park imvariably put the operation
on the lower extremity foremost. This, doubtless, was
because he had operated on the knee first in the living
body. Although he suggested both operations, it was
reserved for the elder Moreau to have the honour of
first performing that on the elbow. This now famous
operation was done 26th June 1797, fifteen years after
the date of Park’s announcement. The ingenuous
Frenchman gives Park his full credit, and in that
respect differs from some of our own countrymen, who
have evinced a disposition to award the honour regard-
ing the early start of excision of the knee to Filkin of
Northwich, who, as stated by his son some twenty years
after, performed this operation successfully mm 1762.
But Filkin’s case, like that of Justamond’s partial resec-
tion of the elbow, had no influence on Park’s original
conceptions. The knowledge of these cases came to
him at secondhand afterwards, and he it was, in faet,
who first gave them notoriety when publishing his
second case of excision of the knee in 1789.% Had it
not been for Park himself these cases would probably
have been shrouded in everlasting obscurity. They no
more detract from the merit of the Liverpool surgeon
than do the occasional excisions of the elbow (said to
have been practised in the midland districts of England
since his time) from the just credit due to Mr Syme of
Edinburgh, for the revival of the operation.

* London Medical Journal, vol. xi.
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My present time will not permit much further his-
torical reference. Suffice it to say, that a profound
slumber closed upon the efforts of Park and the Moreaus
until within our own period. A few spasmodic efforts
seem to have been made from time to time, and among
our own countrymen none were so remarkable as those
of Hewson, Crampton, and Syme. The first two were
comparatively apathetic on the subject, and the pro-
ceeding was discouraged by the last, who some thirty
years ago operated on two cases, from which experience
he expressed himself unfavourable to the operation.
Nothing, save the usual discouraging historical notice,
was said of it for about twenty years, whilst during that
time excision of the elbow became an established opera-
tion. Often and often had I myself felt deeply grieved
to see a well-made foot, totally free from disease, and a
leg on which the pathologist would scarcely glance, swept
away by amputation in the thigh for disease of the
knee. Often did I think of the casuistical expression
of those who know no better, that “ amputation is the
opprobrium of surgery!” Why, I thought, should
excision of the knee in incurable disease of the joint
not do as much in proportion as excision of the elbow
in a similar condition ? What but bulk, or comparative
magmnitude, constituted the great difference between the
two operations ? If excision of the elbow saved a use-
ful hand and forearm, why should not excision of the
knee be equally useful in saving the foot and leg?
The comparative size of the limb and joint seemed the
grand objection ; but here it became a question whether
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excision of the knee or amputation in the thigh might
prove most or least hazardous to life. These latter
points seemed to me those of the greatest interest in
regard to this proceeding ; for whilst we had indifferent
results as respects the condition of the limb after both
operations, we had the recorded experience of Park
regarding his first case, in referring to it six or seven
years after, that the patient had “made several voyages
to sea, in which he was able to go aloft with consider-
able agility, and to perform all the duties of a seaman ;
that he was twice shipwrecked, and suffered great hard-
ships, without feeling any further complaint in that
limb.”

It seemed to me that this great question had never
yet been investigated. One or two cases here and there
did not appear to me sufficient to settle such an im-
portant maftter.

In July 1850, I performed the operation on a patient
in King’s College Hospital, in whom all the eircum-
stances seemed most favourable. Whilst there was
panful disease, of which the patient was tired, and for
which he willingly consented to amputation, there was
youth, and apparent health elsewhere. The disease
seemed limited to the cartilages, and I could not
imagine a more favourable instance for the object I had
in view. Yet nothing could have been more disastrous
than the result of this operation. The patient died,
after sufferings equal to any I had seen follow great
operations. In particular, the starting of the limb
appeared equal to, if not more troublesome than, any |
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had ever witnessed in compound fractures of the lower
limb or after amputation. A post mortem examination
showed that acute necrosis of the lower end of the
femur had ensued.

I confess that I was in some degree daunted by this
case ; yet, as I had seen as much local mischief and also
death occur in equally promising cases after amputation
in the thigh, I resolved to suspend my judgment. Not
long afterwards the late Mr Jones of Jersey essayed
the operation with more satisfactory results; and, as
time rolled on, his highly successful repetitions, as well
as the operations of others, attracted the attention of
many of the young surgeons of the day. Among these
I may particularise Dr Richard Mackenzie, surgeon
to the Royal Infirmary of Edinburgh, who, although
remarkably familar with excision of the elbow, took
the trouble of a distant journey and voyage to see Mr
Jones’s cases and operations. The impression on his
mind was such as to induce further mvestigation; and
had it not been for his untimely death, in pursuit of
professional knowledge and honour ““at the cannon’s
mouth” in the Crimea, I have no doubt in my own
mind that we might have had by this date an amount
of evidence for and against that would have gone far to
settle, in the minds of many who still doubted, the
very important question as to the eligibility of this
operation. Beyond the impression which my own
humble exertions and example made, nothing went
further for a time than that produced by the active
practice of Mr Jones. That gentleman, in a com-

H
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paratively limited sphere, operated on fifteen cases, and
in fourteen of these with success.

Various pupils of my own devoted special attention
to this subject, amongst whom I may mention Mac-
kenzie, Smith, Edwards, and Price; but, fortunately,
there were others on whom my personal influence might
be supposed to have little effect, who wished to give
trial to this comparatively novel proceeding, and thus
the operation was practically tested on a pretty exten-
sive scale. It seems almost invidious to mention names
where so many are concerned, and it may suffice, parti-
cularly for my present purpose, if I refer to the writings
of Mr Butcher of Dublin, Mr Pemberton of Birmingham,
and Dr Humphry of Cambridge. These gentlemen
have, each in his own way, given remarkable notoriety
to this operation; and it was at a still more recent date
put again before the profession by Mr W. M. Clarke of
Bristol, in a paper of great research which he read to
- the British Medical Association in August 1863.

Excision of the knee seems, like all similar operations
on other joints, a very formidable process, particularly
when performed on the normal tissues in the dead, or
when witnessed by any one not familiar with such
operations on the living body. The destruction of
tissues and parts on the dead, before the component
parts of a joint can be cut away, appears more than
human strength can bear or survive ; and the chaos of
tissues, structures, and surfaces, with, in most instances,
the discharge and separation of blood, pus, and sub-
‘stance, perceptible in the living body, naturally lead
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any one, as yet uninitiated to this practice, to the con-
clusion, that with roughness, tediousness, magnitude,
and irregularity of surface, the chances of the patient
for imb or Iife are slender indeed. There is scarcely a
coarser operation in surgery than excision of the elbow,
yet in the present day no one objects to it either on
that score or on any other, unless it be some old stagers
who adhere, even in the wane of the nineteenth century,
to the customs of their grandfathers. Excision of the
knee 1s simple and elegant in comparison, although it
must look formidable in all respects to the novice. It
1s a common custom to compare amputation and
excision, as regards local appearances and facilities of
proceeding, and amputation invariably carries the palm.
The clean incised wound in the arm or leg for diseases
of elbow or knee seems what might be called a luxury
to the patient when compared with the haggling pro-
cess of excision. Yet in excision the member is left ;
in amputation itis gone! No human power can restore
it. Look to the condition of one who has had his
arm amputated for disease of the elbow-joint, and look
to one who has had an equally successful exeision.
No artificial substitute can compare with the human
hand.

If excision of the elbow has superseded amputation
in the arm as a general practice for incurable disease of
the elbow, why should the practice not hold equally
good in the lower limbh? That is a question which I
for years put to myself—which I still do, though in a
less uncertain mood ; and 1t 1s a question which I avail
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myself of such an opportunity as this to put again to
myself and the profession.

Who among us has yet discussed this question prac-
tically ? A few gentlemen who have had considerable
n_:;xpcrienee have declared in favour of the operation,
and a few with less have evinced a leaning to the old
system of mutilation. But the greatest objectors of all
have been those who have had no personal experience
whatever, or who possibly have formed their opinions
upon a single case or two, where the result has been
questionable or fatal. The subject has still to be dealt
with fairly and dispassionately. I doubt if I can do
either, although, possibly, having the largest personal
practical experience on it of any man living. I fear
that I am prejudiced, albeit my efforts in public practice
have been made with the hope that by encouraging
others to undertake the operation, I might one day be
able to say with more forcible authority that the proceed-
ing is one which should be either abandoned or adopted
in the practice of surgery. 1 cannot say that my hopes
in this respect have been realised. The proceeding has
not been adopted as a practice in any great hospital in
Britain, unless, indeed, I except that with which I my-
self have the honour to be connected. Many operations
of the kind have indeed been performed in our publie
hospitals, and I feel bound to say that these have been
chiefly what are ealled provincial and country. This is
not the place, nor is it the time, to discuss the merits of
hospitals within or without the line of the metropolitan
or great school distriets; but it is beyond a doubt that
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this proceeding has been more largely practised and
more considerably dealt with in provineial practice than
in the recognised and accredited metropolitan seats of
learning and instruction. In Dublin, Jersey, Cambridge,
Birmingham, Manchester, Aberdeen, Exeter, and Bristol,
it has been more frequently performed than within the
circle around Lincoln’s-Inn-Fields. Next to King’s Col-
lege, I believe that it has been oftener performed at St
Thomas’s than elsewhere in town ; and in as faras |
am aware, the experience in other hospitals of London
has been so comparatively limited that we have no
mmportant data to go upon; for whilst the best results
have ensued in some instances, the worst have occurred
in others.

The value of this proceeding has been variously esti-
mated by different writers. Usually it has been com
pared with amputations in the thigh, and the relative
fatality has been the test; with some the rapidity of
closing of the wound and discharge as “cured” have
been thought of most importance ; and with others the
condition of the limb afterwards has absorbed most
attention. Strange to say, the preserved limb has
varely, if ever, been compared or contrasted with a
stump in the thigh, or with its intended facsimile
as made out in the shape of a cork or wooden
substitute !

The valué of human life is comparatively so surpass-
ing—the continued union of soul and body is of such
importance in our estimation, that the chances of life
and death must always form an exeiting subject for

: 4
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consideration when an operation of importance is in
contemplation ; and here, as in other departments of
operative surgery, it is right that a question of such
weight should be placed first.

The largest number of cases treated by a single hand
heretofore published is that by Mr Jones ; and in as far
as I know, the next largest is that of Dr Humphry, re-
lated to the Medico-Chirurgical Society in March 1858.
Of thirteen cases, only one died ; and in this paper the
reserve step, which some who had practically thought
of the operation advocated, was first prominently
brought under notice. In the instances in which the
operation seemed to have failed, amputation in the
thich was performed ; and there were four such, of
whom one died. Of thirteen excisions, twelve lives
were saved. In how far a similar success as regards
life would have followed amputation, had it been the
chosen operation, no man can tell. Dr Humphry can-
didly expressed his own opinion in concluding the
paper referred to, that he “should not have obtamned
an equally good result by any other mode of treat-
ment.”

Hitherto all other lists from imdividual surgeons of
this country have been fewer in number; and, still
speaking in comparative ignorance, the cases which I
myself have dealt with are perhaps the most numerous.
I have now performed this operation forty times, and
of these no less than fifteen have died more or less
directly from the operation. This fatality, it must be
remarked, is wonderfully greater than that of the oper-
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ations above referred to; and as regards the aspect
which I am now considering, such large loss of life
might go far to settle the question of fatality as com-
pared with amputation of the thigh. Yet I am not
clisposed to acquiesce in this view. I may myself have
been too zealous, and resorted to the operation where 1
should have selected amputation, when death would
have passed as an ordinary chance. I cannot overlook
that I had not the advantages for my patients of the
pure air of Jersey or of Cambridge, of Exeter or of
Bristol ; nor can I even fancy that the site of King’s
College Hospital, on the verge of Clare Market and
Drury Lane, although within touch of the Royal College
of Surgeons of England, could be compared for salubrity
with that of St Bartholomew’s, St Thomas’s, or St
George’s. There is the authority in print of a famous
London alderman, that Smithfield is the healthiest spot
m London ; and I cannot but think that if a like num-
ber of cases of this operation had been performed by
the surgeons of the hospitals referred to, we might have
had recorded a success well-nigh equal to that of Messrs
Jones and Humphry and the Bristol surgeons. But,
even with the fatality following my own personal
experience, I am not disposed to take an unfavourable
view of the operation ; for, looking to all that I have
seen and done as regards amputation, I hesitate to say
if I should have been successful in saving life to a larger
extent, in the same individuals, had amputation been
resorted to. Against this practice of my own I ecan
place ten other operations in King’s College Hospital,
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performed by my colleagues, with the death of only one
patient ; and this view of the fatality of the proceeding
can be rapidly modified by adding such success as has
been gained by Jones and Humphry. I know, more-
over, that in certain provincial hospitals the results
have been highly satisfactory. Besides the details pub-
lished by Mr Clarke of Bristol, I may state that I was
made acquainted, during a recent visit to the Exeter
Hospital, with the marked success of the surgeons of
that institution, who had operated in about a dozen
cases within the last few years, without, as I under-
stood, losing one.

The largest number of collected and original cases
with which I am acquainted was made some years ago
by my friend and former assistant, Mr Price. The list
amounted to nearly 250, and went to show that the
fatality was pretty much the same in excision of the
knee and amputation in the thigh. I do not think that
as yet we have data of greater importance on this point.
The sucecess, or want of success, of amputation in the
thigh, as detailed by Mr James of Exeter, Mr Bryant
of Guy’s, or Mr Callender of St Bartholomew’s, can
have no direct bearing on this question until a like
number of cases of excision of the knee in the same or
similar institutions can be brought to bear on the point.
There is nothing in physiology, anatomy, pathology, or
practical manipulation, which should make this opera-
tion more hazardous to life in proportion to amputation
in the thigh, than excision of the elbow is in proportion
to amputation in the arm.
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My impression is that excision of the knee 1s, or
should be, by proper treatment, as little destructive to
life as amputation in the thigh; and if this be proved
and granted, as possiby it may be in time, then I firmly
believe that all other objections to this operation must
pass away like those which so long retarded the appli-
cation of excision to the elbow.

The time required for a cure, so called, has been a
great element in this operation. It has been common
in amputation of the thigh to dismiss patients from hos-
pital, or to give up regular attendance, in the course of
three, five, seven, or ten weeks after. Six weeks may
be taken as a favourable average period to show the
rapidity of cure. Little, or perhaps no notice has been
taken of some small sores or sinuses still present ; nor
has the after-course of these, or of the stump, been
specially referred to, excepting when, perhaps, many
months or years after, there has been a necessity to re-
peat an amputation for an ill-conditioned stump, or to
remove some portion or portions of necrossed bone. But
even then a whisper has never been raised against am-
putation, or the particular kind of amputation; or pos-
sibly, the surgeon who performed the operation may
have been enticised freely, but the fault has never been
(and very properly so in my opinion) laid to amputa-
tion itself as a surgical operation. In the elbow and
shoulder, where excisions are extolled or sanctioned, the
wounds are in reality often slow in healing ; months—
ay, years—elapsing in even most satisfactory cases
before the sinuses are perfectly healed. But in such
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instances the patients can move about with seemingly
little defect. The arm can be carried ; but if anything
prevents the lower limb doing its proper carrying func-
tion the defect is more manifest. As the knee is big in
proportion to the elbow,-so may the entire healing pro-
cess in excision be longer in proportion ; and as the
subsequent strain upon the lower limb is greater than
that upon the upper, so must there be greater time
given for a perfect result. These features, with a slight
variety, are admitted between stumps of the lower and
upper extemities, and they seem to me to be equally
worthy of attention in the cases of excision.

But in my opinion a mistake has been committed in
such comparison; for the wound in all great features is
not different from that of amputation, and the con-
tinued presence of the lower part of the limb consti-
tutes such an important fact, as compared with its
absence, that it seems to me a waste of time and argu-
ment to dwell further on this question. The true com-
parison of excision of the knee is with compound frac-
ture of the lower end of the femur or upper end of the
tibia, possibly communicating with the knee-joint, or
with a direct penetrating wound of the joint itself, which
has exposed the interior to the surrounding air. If I
am not much mistaken, the feeling in modern surgery
1s, that time 1s of little moment contrasted with a useful
and therefore creditable limb. If months, even years,
elapse before such results are effected, does surgeon or
patient ever begrudge the time? Is there a surgeon of
experience who has not felt his heart palpitate with
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pleasure on looking at one of these illustrations of the
powers of nature, and of his own faith and skill, in
bringing about such a pleasing conclusion ? Suppose a
compound fracture—say of the shaft of the tibia: has
he not been gratified, even after the separation of inches
of necrossed bone, to see a useful limb retained ? Does
he not feel in his heart that Ambrose Paré and Percival
Pott did not live and suffer in vain ?

As a compound fracture in the lower extremity is
uncertain and slow in healing compared with a simple
one, so may the wound in excision of the knee be com-
pared with the healing of a stump. But, to put this
part of my argument briefly and on a practical basis, I
admit freely that such wounds are generally more slow
—much more slow, in healing than others; yet I have
seen after excison of the knee what I have never seen
after compound fracture of the tibia—patients walking
about freely, on crutches, eight weeks, six weeks, even
three weeks afterwards ; some even putting the foot to
the ground with a pressure which no stump of the
thigh could have borne at such a date. But I must
refer to this subject again, and to give it justice I
must bring others under present notice.

The condition of the limb afterwards has, perhaps,
attracted most attention. In a brief lecture like this,
and coming near the end of it too, it would be impossible
to notice all that has been said on this subject. The
splendid result in Park’s first case seems to have been
almost overlooked. From 1789 until within these few
years all, by silent assent, scem to have sanctioned the






LECTURE VI

ON EXCISION OF THE KNEE.

Mg PrESIDENT AND GENTLEMEN,—After the initiatory
labours of those whose names 1 mentioned at the close
of my last lecture, the operation of excision began to
attract the notice of others, who took both a practical
and theoretical review. In particular, Dr Humphry of
Cambridge, and Mr Pemberton of Birmingham, drew
attention to the fact—seemingly new to both—that
after excision of the knee, in persons under full size,
the limb did not grow in proportion to the other. Not
only was the limb shortened by the length of the ends
of bone removed, but actually, as was clearly pointed
out in certain cases which were carefully watched, the
limb all but ceased to grow, and was outstripped by
its fellow some five or nine inches.

This is hardly the time or place to discuss the merits
or questionable points of Dr Humphry’s ingenious and
admirable papers on the growth of bones in their long
axis at their epiphysial ecartilages. I mean, therefore,
to allude to them briefly. They seem to have been
suggested chiefly, if not solely, by excision of the knee,
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and their main object appears to be that of pointing
out generally that long bones grow in length entirely
at the cartilage at the end of the bone next the epiphysis,
and particularly that the femur grows in length chiefly
at its lower end, where it joins or is joined by the
epiphysis. The practical deduction from this is, that
if, in resection of the knee in a growing subject, the
epiphysis and epiphysial cartilages be cut away, the
femur will not grow in proportion to the rest of the
body ; and hence a serious objection has been raised to
the operation in young persons. This matter was first
hinted at in Dr Humphry’s paper read before the
Medical and Chirurgical Society in March 1858, and
was more elaborately worked out in subsequent papers
laid before that Society in 1861 and 1862. The same
author has alluded to the subject in his valuable
“ Treatise on the Human Skeleton,” published in 1858,
and he there comes to the conclusion, that m such
instances when the tibia and femur might unite by
ossific junetion, “the objection urged against the opera-
tion might prove valid.”

The union of physiology, science, and practice here has
oiven great force to the observations of Dr Humphry ;
but attention was still more prominently brought upon
the subject by a remarkable paper published by Mr
Oliver Pemberton of Birmingham, in 1859. The main
object of this paper was to show, that in a youth operated
on for excision of the knee in 1854, the imb in 1859
was nine inches shorter than its fellow. Another
analogous case is cited from the practice of Dr Keith
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of Aberdeen, where, in the course of ©nearly six years,
the deficiency of growth is measured by five inches.”
To add to this objectional feature in Mr Pemberton’s
case, there was no bony union ; and in Dr Keith’s case,
at the end of the time referred to *the union was not
strong, and there was a bending outwards.”

But the true parallel, the true value of excision of
the knee has never yet been drawn to its full extent, in
as far as I am aware. Life—life and comfort may be
considered as the highest and best result of surgical
interference in a case of incurable disease of the knee-
joint. Even yet we have not sufficient data on those
heads. My own impression is that the question of life
between amputation and excision will be pretty nearly
balanced ; indeed, I shall venture a step further, and
say that if excision were to get all the subsequent com-
parative advantages willingly given to amputation, the
hazard of one operation would be less than that of the
other. If I am not mistaken, an idea prevails that
excision of the elbow is in reality a safer operation than
amputation in the arm; but such is not mine. Few
fatal cases of this excision have been recorded, but I
have seen as many as to convince me that the mortality
is probably as great as that of amputation above the
elbow. Happily, such a result is rare in either instance.

Whatever the mode of amputation, it must be acknow-
ledged that neither skill, forethought, manipulative
perfection, nor after-treatment, whether local or consti-
tutional, can invariably avert some of the evils (less
than death) which are known from ample experience
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to follow such an operation. The occasional evils of
secondary heemorrhage, of unusual retraction, of seanty
covering, of chronic sore therefrom, of caries or neerosis,
of tender cicatrix, of neuroma on the great nerves, and
of secondary operative interference, have all been in a
manner ignored in this comparison. And yet how
often have all men of experience seen cases of the kind?
Neuroma is certainly rare in the lower limb; yet,
allowing the most perfect results—allowing the stump
to be above criticism, what is it after all? It is only a
portion of thigch whereon to fix an artificial limb. If
this cannot be done, the sufferer must ever after be
dependent on crutch and stick.

I beg it to be observed that I do not bring these
features forward as objections to amputation in the
thich in cases where the operation may be deemed
absolutely necessary. If that dire proceeding must be,
patients must take their chance. Surgery can never
entirely avert the occasional necessity for amputation,
but in the case for which I now speak I maintain that
she frequently can. And now let us see the case of
excision. The foot and leg are left ; the limb i1s
shortened positively by the length of bone taken away
—say from two inches to four. Allowing for the loss
of growth in length before operation, and for arrest of
growth after the operation—say five inches, say nine
inches ; allowing even more, the lower end of the
thigh, the leg, ankle, and foot still remain. It is worth-
less in surgery to compare a bad stump with a bad
lower limb after excision. Take the perfection of a




ON EXCISION OF THE KNEE. 129

stump, even in the estimation of the most eritical, and
with even a medium limb after excision, and the com-
parison will not stand for an instant. With the best
results, 1t seems absolutely absurd to compare the two.

In the general comparisons hitherto made I take
leave to set aside the evils of excision, as drawn or
indicated by the authorities already named, as excep-
tions to the rule, and as being equalled in evil in most
respects by those following amputation; but I say
unhesitatingly, that it the comparison is drawn between
the perfect stump and the perfect result of excision,
the comparison is just as unreasonable as that between
an artificial limb and one of flesh and blood.

Inequality in the length of the upper extremities is
of little moment, but it is awkward, to say the least of
1t, in the lower, as we frequently observe after fractures
and after disease of the hip or knee in early life. Such
mequality may, in some instances, be attributed to bad
treatment, but 1t often occurs despite the best skill in
surgery. Yet who would in such a result say that the
patient would have been better with the limb away by
amputation ? Who does not think that when a person
gets well of a diseased knee or hip, with shortening
even to the extent of five or nine inches—no uncommon
result, he is yet somewhat fortunate—fortunate in not
having had amputation performed on his thigh? We
do see occasionally cases of great distortion of the lower
limh after disease of the knee, but even these patients
sometimes congratulate themselves on having the leg
and foot. In some few such cases amputation in the

I
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thigh has actually been performed years after the so-
called cure. Yet in such cases it 1s not our custom to
lay blame on the treatment which may have been
adopted, although I believe that it has often been
highly defective. Whatever the amount of distortion
after the cessation of disease in the knee-joint, I hold
that, exeepting very special cases, amputation is unjusti-
fiable, as resection of the distorted knee is both safer
and better. But I shall not press this point at present ;
let me rather again draw attention to the faet, that we
never cry out against either nature or the surgeon in
cases of shortening and distortion of limbs after disease.
Yet such defects are common. Whilst meditating these
remarks, I have rarely known a day pass in taking one’s
ordinary rounds that I have not observed persons walk-
ing in the streets with shortened and distorted limbs
after disease of the knee. Most of them have moved
more nimbly, and with greater apparent security and
comfort than if on the artificial limb after amputation
of the thigh. Yet shortening has in a manner become
the bugbear of excision of the knee. I admit that it
i1s a defect, but abstraction or excision and arrest of
development are evils elsewhere as well as here. Again,
I admit that in this locality disparity of size, particu-
larly in length, is an awkward circumstance. Let us
see, however, in what this consists. A difference of
three, five, or nine inches! What is the contrast which
has been drawn with this defective limb? It is with
its neighbour! And here 1 imagine we hit upon the
weakest of all the objections hitherto made to excision
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of the knee. The risk of loss of life, distortion, useless-
ness of that which is preserved, are all serious objections
or blemishes to this proceeding. A short leg to a long
one is, I again admit, a defect; but in this respect
surgery no more fails than nature does after disease.
What, I ask, is the alternative for excision of the knee
proposed by those who object to this operation? It is
amputation in the thigh! I cannot allow that which
micht be an easy answer to the question,—Why perform
an operation at all? Why not cure the disease, and
therehy avoid amputation? That is a question of a
totally different kind. I am not now discussing the
question of amputation, or continued, and possibly
other treatment, to save the limb. It is the question
between excision and amputation as regard the future
condition of the limb. In ordinary amputation under
such circumstances, half the thigh, or possibly two-
thirds, may be left. The body is mutilated to nearly
the entire extent of one extremity. Say what you may
as to the quality of the stump, there is left a shortened
femur, a shrivelled thigh; emphatically a stump. Even
Samuel Johnson’s explanation of the term gives an
exalted idea of the noun substantive which scarcely
holds good with us: “The part of any solid body
remaining after the rest is taken away,” is a flattering
description of one of our stumps of the thigh. It is in
reality with us barely more than a peg whereon to
hang an artificial limb. In youth, in middle age, in
advanced years, 1t never improves. It never can be
more than a shortened bone, with shortened and
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shrivelled materials around; and this even with the
perfection of a stump. The defective results of excision
I am disposed, in accordance with what I have said
before, to class with defective stumps. In justice to
the subject I now deal with, I take a fairly perfect
result of excision. Whatever the :ﬁmrtness, that may
readily be made up by a high-soled boot or shoe. There
are left the lower end of the thigh, nearly the whole
of the leg, the ankle and foot; the former two slightly
damaged, thelatter unscathed. The foot, leg, and thigh
do as much as in the cases of distortion or shortening
after disease; and who, under such circumstances, would
compare an artificial substitute to the limb of life?

But I cannot leave the argument here. A well-
healed stump never in reality improves, unless, possibly,
it gets somewhat more callous, whilst often it gets more
tender and irritable ; but the seeming perfect result of
excision at the end of six or twelve months (just when
stumps are generally at the best) is no criterion of true
perfection. If the limb is properly managed afterwards,

it goes on improving for months—ay, for years. With-
out again discussing the question as to length, and with-
out applying the remark to all, I can affirm, from ample
experience in my own practice, that thigh, leg, and
foot enlarge in bulk; and, in particular, that with this
change the leg and foot improve in-muscular energy.
It may to some be more impressive when I say that
the calf of the leg shows again in increased museularity
and vigour. ‘This observation has never yet, I believe,

been dwelt upon by those who have written of the
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good qualities of limbs after excision ; but it is an im-
portant fact, and one which, in my opinion, goes far to
balance that of shortening, which has been so mgcrly
put forward by writers previously referred to.

I do not think that the value of the human foot has
been sufficiently estimated by those who amputate, or
even by some who advocate execision. It is certainly
as wonderful in its mechanism, if not more so, as any
of the organs of special sense; and, without drawing a
useless comparison between it and the hand, it 1s cer-
tainly in its entire state a thousand times more perfect,
as part-of the future support of the body, than the
point of a thick stick, or any fabricated imitation of a
foot. We see persons walking about with limbs short-
ened from various causes; some with high-soled boots,
some with apparatus of iron, some with a pin of wood
to make up the proper length, each with a foot of
tolerable dimensions and vigour. Whatever we may
say to grace or symmetry in these cases, we yet, under
ordinary circumstances, consider that a fair compro-
mise has been made with formidable disease. Ewven as
an unfortunate maimed one who has suffered amputa-
tion in the thigh halts along, we may pity him as the
victim of incurable disease,. yet we claim his case as a
bright illustration of the powers of surgery. The foot
1s rarely thought of, whether it has been swept away
by amputation, or it be a portion of a shortened dis-
torted limb. Yet I doubt if there is any substitute at
all to be compared with it.

Time will not permit me to draw extended compari-
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sons, and to illustrate the value of the foot. This sketch
(fig. 53) shows a representation of Czesar Ducornet,

who was born without hands or arms, and with defec-
tive feet, having only four toes on each, yet he became
a famous historical painter,” and with his toes wielded
the brush more perfectly apd to greater purpose than
most of his contemporaries. But for a forcible example,
I beg attention to the figure and skeleton of Hervio
Nano, or Harvey Leach, in the museum of University
College—for -which sketches (figs. 54 and 55) I am in-
debted to the courteous permission of the authorities of

* See Leisure Hour, vol. for 1856, p. 566.
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that institution. The latter shows the bones of the
head, chest, and upper extremities of remarkable deve-
lopment. The pelvis is comparatively weak, and the
femur in each limb is scarcely, perhaps not, to be recog-
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Fig. b4.

nised. The right tibia and foot are very defective, but
the left leg and foot are better developed, although far
from being in due proportion to the trunk above. Al-
though the feet are defective, particularly the right one,
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I call special notice to the fact that they were m life
possessed of most wonderful energy and agility. Leach
was one of the most remarkable gymnasts of his day.
Notwithstanding the distortion of his lower limbs, he

Fig. 55.

had marvellous power in his feet. Asan arena horseman
he was scarcely excelled, whether in sitting or standing.
He walked and even ran fairly, and his powers of leap-
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ing, partly from his hands, partly from his feet, were
unusual ; yet his lower limbs were so short that, as he
stood erect on the floor, he could touch it with his fingers.
This man earned his livelihood as much by the energy
of his lower limbs as of his upper, yet, as you perceive
by both the figure and skeleton, that energy must
have been almost wholly in the feet. The length of the
lower limbs on the skeleton is, from hip to heel on the
right side, nine inches, and between the same points on
the left about sixteen inches, showing a disparity of seven
mches between the two. I deem it particularly worthy
of remark, that the femur seems entirely wanting on
both sides—a fact of peculiar interest to me, as I have
dealt so freely with the bone at both its extremities.
On the left side there are only three bits of bone, making
about two inches in length; and on the right there is
only one portion about the size of a chestnut. It may
be observed, that whilst the tibia on the left side seems
nearly normal in proportion to the rest of the skeleton,
the right is three inches shorter, and more like an os
innominatum than a human tibia. Yet, with all these
defects and peculiarities, the energies of the possessor
were remarkable. His power in these limbs was chiefly
in the feet. Without these members he would have
been incapable of those efforts which struck thousands
with amazement; but if one of his feet had been want-
ing, he could not possibly have done what he did. One
foot added to the vigour of the other, and each was in
that degree of perfection as to emable its master to do
such things as people with limbs of ordinary mould
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usually dare not attempt. Surely he will be a sceptic
indeed who does not allow that in this instance the
foot was the grand feature in the lower limbs; and my
object in bringing the illustration forward on such an
occasion as this is, to show the importance of this organ
in regard to its function of bearing the weight of the
body above. Look at those who walk with limbs dis-
torted and shortened from former diseased knee or hip,
who bear upon a support three, six, nine, or twelve

inches long—and get on well, too—and think what
their powers of progression might be if without the foot!
No doubt some with stumps in the thigh have walked
marvellously well: I have known one in this predica-
ment walk ninety miles in three consecutive days; but
these are exceptions to the rule, and they present the
very best examples of stumps.

The object of these remarks is to draw attention to
the value of the foot, whether it comes directly in con-
tact with the ground, or is the point of attachment for
something to make up the proper length of limb on
that side. In an anchylosed knee the foot 1s of great
mmportance in progression. Besides the mechanical
construction of the foot, its comparative size is of enor-
mous value as a support; and what tissue of a stump
in the thigh can compare with that of the sole and heel
of the perfect foot ?

But I feel almost ashamed to carry this argument
further. Persons out of our profession would think it
strange to hear an argument in the College of Surgeons
to show that the possession of a healthy foot is better
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than the absence of a foot; that a foot, leg, and lower
third of the thigh, all free from disease, are better than
nine inches only of a shrivelled thigh; that a nearly
whole limb, two feet or two feet and a half long, is
better than a shortened and shrivelled thigh which
measures some nine or twelve inches from the hip!
Yet such 1s the seeming argument to which I have been
forced, for those who have opposed the operation of
excision of the knee have almost invariably represented
a good stump, as it is called, as superior to any limb
preserved by such a proceeding. My own impression,
however, is very different. I cannot say of a single
instance coming under my own obgervation, that ampu-
tation would have been better. I am not here to say
that excision must invariably be superior to amputation ;
but this I will say without hesitation, that however
short the limb may he after this operation, the parts
preserved, provided the original disease is cured and no
special or great distortion be left, must be beyond
measure superior to the best stump that can be made.
I care not whether the limb may be five or nine inches
shorter than the other; my impression is, that were the
femur so much diminished in length by cutting and by
want of development that the foot on the damaged
side should actually be above the level of the sound
knee, its presence would ensure a better support than a
stump of the thigh. I thus admit and take what may
be considered an extreme case, such as has never yet
been brought forward, and such as i1s likely to occur
rarely, if ever. I do so to meet the exigencies raised
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by Messrs Pemberton and Humphry, and particularly
to meet the all-important question as to the propriety
of performing this operation on young persons in whom
the bones have not attained their full length. The
reasoning—if such it may be called—on this question
has been remarkable. It amounts to this: that as the

limb does not grow after this operation in young persons
in proportion to the rest of the body, particularly in
proportion to the other limb, 1t should not be performed ;
for this want of growth, great or small, is an insur-
mountable objection. Yet, as I have shown, the short-
ening is likely to be as great after a tedious recovery
extending over years {from disease of the knee in early
life. For example, look at this leg and foot, and com-
pare them with the other (referring to a cast). These
shrivelled parts are the result of disease. But that is,
indeed, a favourable acceptation of this objection; and,
to say the truth, it 1s not the view taken by those to
whom I refer, nor is it a view which I myself admit for
a moment. The question is not in such cases between
excision and the cure of the disease: it 1s between ex-
cision and amputation. I take it for granted that, with
few exceptions,—some of which I shall allude to ere
long,—excision has been performed only in instances
where amputation would otherwise have been the
operation—instances where further attempts at cure
were deemed likely to be useless.

That amputation, under such circumstances, has been
a common practice—in fact, the rule of practice—every
one who remembers what surgery was thirty years ago
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must admit. Now, it is in such cases that some op-
ponents of excision of the knee have said that it cannot
be done, that it must not be, beecause the limb does not
grow afterwards, or because i1t grows shorter! Mr
Edwards and others have shown that the limb does
grow in length after the operation. I can testify the
same from my own personal experience. I admit that
in some cases it may be less than in others; but I
maintain that, however little, the preserved part of the
limb must always be better than none. The leg and
foot must always be better than any artificial substitute.
The case related by Mr Pemberton, on which so much
stress has been put, and which, in as far as I can per-
ceive, has been held as the grand bugbear against this
operation, was by himself and colleagues condemned to
amputation. With wise consideration, however, in my
opinion, he selected excision. Without following all the
interesting particulars of this case, I deem 1t sufficient
for my present purpose to give Mr Pemberton’s own
description and figure (56) of the state of the limb some
six years afterwards:-—“About the excised joint the
parts were sound, and free from pain on manipulation,
a very movable ligamentous or fibrous medium connect-
ing the articular extremities. Notwithstanding the
shortness and the flail-like joint, it was astonishing to
see the power he possessed of extending the leg, and of
bearing the entire weight of the body on it in walking,
unaided by support of any kind; and it was quite clear
that the disparity in length alone prevented him from
realising all the advantages that he might under other
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circumstances have obtained from the operation. With
all these drawbacks, he works hard as a boat-builder,
the limb being aided by a cork sole of some six or
seven inches in height, and by a leather case at the
knee.”

Fig. 56.

No one would presume to call this.limb equal to one
untouched and from the hand of nature; but my own
impression is that it is better than the best ever fabri-
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cated by the hand of man. There is no accounting for
taste or even opinion, however, and here is what Mr
Pemberton thinks :—“The limb cannot be deemed
otherwise than an ineumbrance, and with the best
appliances to remedy the want of ]cngﬂn, proving, after
all, little better than a sad deformity.” Now, the
alternative in this instance was a stump with a erutch
or an artificial appendage! It may be a matter of taste
amongst the vietims of disease, and even amongst our-
selves, which would be best. My own choice is strongly
in favour of flesh and blood.

The features of heemorrhage and of shock in this
operation I think scarcely worth notice on such an
occasion as this. In some few cases there has been
trouble from oozings for hours after, and an articular
artery has now and then given trouble. In one case I
have seen severe shock in a weak child; but under any
circumstances I deem these matters of less magnitude
than in amputation in the thigh. The main artery of
the limb is untouched, and the worst form of secondary
heemorrhage can never oceur.

The want of bony anchylosis has been much referred
to as a serious objection. I certainly think it best
when 1t occurs, and 1t rarely does not if time be allowed.
But even without it the results may be entirely satis-
factory. You have heard what Mr Pemberton thinks
on the subject in his famous case. I think it but right
to say that one of the best I have had was where bony
union did not oceur; and I have seen a person on whom
Mr Partridge operated, under very disadvantageous
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circumstances, who nevertheless made a good recovery,
and who, without anchylosis, can carry a sack of flour
on his shoulders weighing two hundred and eighty
pounds, and can do readily the ordinary work of a
journeyman baker.

In my own early aspirations regarding this operation,
I always kept amputation in reserve as the last resource,
either at the time of excision, or weeks or months after-
wards; but my views in this respect have been con-
siderably modified. I prepared myself to meet with
failures at every stage; and then, as I thought, the
patient, if not slain outright, could but submit to
amputation. Such a view as this was extensively acted
upon by Dr Humphry, for of thirteen cases amputation
was performed in four instances, happily all recovering.
But I have since altered my opinion considerably on
this point, and now look upon amputation as a step
rarely to be anticipated in such cases. I can conceive
it possible that a seeming necessity might arise at the
moment of excision to resort to amputation: I have
taken this step twice myself. DBut in instances where
all does not go on well afterwards, instead of taking
fright or losing heart at an early period, I ask for time;
and when that does not suffice, I believe dealing freely
with the wound, opening sinuses, clearing away
strumous effete material, picking away loose necrosed
pieces of bone, gouging away bare material of the kind
—ay, even opening up the whole surfaces, and sawing
off fresh pieces of bone—to be better than amputation.
To do all this, particularly to repeat excision—to per-
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form resection, as it may with propriety be called—
seems an admission of failure; but it is no more so than
having to repeat an original amputation of the thigh,
as has frequently been done. The results are or may
be very different, however, for there is still the limb left
to compare with the abbreviated stump.

There is more, however, in these words than may
appear; for I do not speak from theory, but from actual
experience. In October 1862, Jane Bolton came under
my care in King’s College Hospital to bave her limb
removed, after unsuccessful excision of the knee. There
was no ossific union, and a considerable portion of the
lower end of the femur protruded through a large open-
ing i front of what remained of the original knee.
Fig. 57 represents the limb. Bearing in mind what I
had occasionally done in cases of unsatisfactory results
of excision at the elbow, I opened up the parts, took
away the projecting portion of bone, trimmed here and
there, and ultimately succeeded in getting a sound
cicatrix (fig. 58), a perfect anchylosis, and a limb so
strong that although shorter than its fellow by several
inches, the patient was delighted with it; yet when she
came to town, and for months even after the second
conservative operation, she was anxious that amputa-
tion should be performed. I have since repeated simi-
lar operations with the most satisfactory results, and as
a general practice I decidedly recommend it in prefer-
ence to amputation, as the secondary alternative.

In many instances of so-called cure of disease of the
knee the limb 1s left shortened, bent, flaccid, useless;

<
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and the body is borne on a erutch. In all such cases,
when the usual modern means of extension have proved
of no avail, surgery has heretofore held out no alterna-
tive between a crutch and amputation. When patients

Fig. 57. Fig. 58.

are discontented—where amputation has often been
requested and frequently performed, to give riddance
from a useless member—I can testify by experience to
the excellent results of excision. By removal of the
stiffened or anchylosed articular end of the hones the
limb has been stretched; a treatment like that for
compound fracture has been adopted; union, new
anchylosis, has taken place, with the limb in a proper
line ; and a comparatively useful member has been the
result. This proceeding emanated from excision under
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the ordinary circumstances of disease. It was a bolder
idea than that of Barton, who recommended that a
wedge-shaped piece of the head of the tibia should be
removed in certain cases of bending and anchylosis
after disease of the knee; and it was carried out for
the first time, I believe, by Mr Price, whose enthusiasm
was equal to if not greater than my own in regard to
all pertaining to this operation. The patient (whose
condition is represented in fig. 59) unfortunately died,
from inflammation in the chest, induced possibly—pro-

Fig. 69.

bably—Dby the operation; but I have had repeated
experience since to prove that such a proceeding is pre-
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ferable to the so-called “complaisant” or “ expedient”
operation of amputation, where a person 1s tired of
carrying about a useless appendage, of no value to the
holder, and of no credit to the art or science of surgery.
Here is a fair example ofthe kind. A lad carried a
limb bent at right angles, thus (fig. 60), and walked

Fig. 60.

laboriously on a ecrutch. Excision was performed.
Things did not go on so well as I expected. Twice
afterwards I had to renew the inecision, and saw fresh
surfaces on the bones. About twelve months after-
wards he left the hospital, with a loose, dangling leg.
But by-and-by anchylosis set in, and here is the pre-
‘served limb (fig. 61). It certainly cannot stand com-
parison with the other limb, but it contrasts favourably
with such distortions as these (referring to fig. 60 and
other similar cases); and as a proof of its vigour, the
youth recently walked twelve miles to see the Derby
run. In a race himself he would no doubt be an
“ outsider”—worse than “ dark;” but the leg is better,
in my opinion, than a crutch, Here is another ex-
ample, which was treated in the same way, and a leg
like this (fig. 62) was the result of one operation. In
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a jocular strain, I sometimes liken it to the much-
admired lower limb of the Apollo Belvidere.

Fig. 61. Fig. 62,

But I have already dwelt longer on this subject than
present time warrants, and the hour tells me that I
must give up. There are still many matters associated
with it which I should wish to refer to, and, possibly,
I may take another opportunity to aid in bringing out
all that I consider important with regard to the great
surgical question to which I have directed attention in
these two lectures.

The question has now been so extensively and so
variously handled by the different authorities whom I
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have quoted, that I cannot pretend to much novelty in
my present dealing with it. If I estimate my own
attempt rightly, it has been to show the superiority of
a leg and foot of flesh and blood to any artificial sub-
stitute—of a foot and leg, whatsoever the shortening,
whatever the “arrest of development,” to a stump of
a third, one-half, or even two-thirds of the length of
the thigh. Here are representations (figz. 63) of the

Fig. 63.

best artificial limbs that can be made. Here is a limb
(fig. 64) after excision of the knee. Here is a stump
(fig. 65) after amputation in the thigh. * Look upon
this picture (fig. 63), and upon this” (fig, 64) ; * look
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upon this picture (fig. 65), and upon this” (fig. 61),
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Fig. 64. Fig. 65.

or this (fig. 62), or this (fig. 64), and I ask your verdict !



LECTURE VIL

ON MINOR SURGERY.

Mz PRESIDENT AND GENTLEMEN,—Again I have the
honour of addressing you as your Professor of Human
Anatomy and Surgery, On a similar occasion last year,
when I began the duties of this chair, I referred to the
difficulty of selecting subjects wherewith to attract the
attention of such an audience as might naturally be
expected within these walls. I cannot say that time
and experience have lessened the diffidence I then felt.
As knowledge has increased during my professional ex-
perience, I have become more and more sensible of the
magnitude of the task which the surgeon undertakes
who ventures, besides engaging in practice, to assume
the duties of a teacher. As in many other departments
of life, knowledge with us, when wisely used, tends
largely to demonstrate our comparative ignorance, and
my own brief experience in this chair has impressed me
more forcibly than ever with the responsibilities per-
taining to such an office. Whatever the amount of in-
dividual knowledge, it falls so far short of that possessed
by numbers, that he who aspires to stand even if only
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a step higher on the ladder than many of those around
him must needs be careful how he holds himself in his
exalted position.

These remarks follow naturally from my experience
of last year. Feeling at that time that I had lttle
to say different from that already familiarly known
m surgery, I am now aware that my resources are
diminished to the extent of my last course of lectures.
The field of my own knowledge is thus far exhausted,
and now I have to see in what way I can best fulfil
my duties this season, both to your satisfaction and
my own.

During the preparation of my lectures for last year I
was pressed to give a name to their scope, and perceiv-
ing that in detailing part of my own personal experience
I was dealing somewhat largely with that of others,
who were my contemporaries, or had immediately pre-
ceded me, I ventured to announce that my lectures
would be “ On the Progress of Surgery during the Pre-
sent Century.” It was perhaps a presumptuous title;
but I could see none better at the time, nor even now
can I think of one more appropriate. I felt that I was
dealing with my own life in surgery. I could not refer
to my own labours, such as they had been, without re-
ferring to those of others. A variety of circumstances,
many possibly fortuitous, had given me a prominent
place in my profession,—need I say more than that I
had been selected your Professor of Surgery?—and I
thought it better, instead of saying “ the life and times”
of your humble servant, to say that my lectures would
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be on the progress of surgery during a period in which
I had dealt largely with it myself.

Every one has his own views as to how such a theme
should be treated. I thought I had guarded myself
sufficiently in my introductory lecture, by stating that
I should select only such subjects as those in which I
had been specially interested, on which I fancied I could
speak with some authority. I neither felt willing nor
even competent to take up all departments in surgery ;
and, above all, I was more anxious to refer chiefly to
my own personal experience than to give a reiteration
of what had been already said and published by others.
Instead of working a subject to exhaustion, I preferred
touching the salient points, particularly those which my
humble judgment led me to suppose might be of greatest
interest to an assembly of men already familiar with the
ordinary aspect of surgery.

The details of the progress of surgery in the nine-
teenth century are not to be worked out in such lectures
as these. In number and minuteness they would pall
upon the audience; and even as a professor writes or
speaks, things are going on or transpiring around which
show the difficulty of keeping pace with the onward
progress of our profession. John Bell denied the possi-
bility of stemming by external pressure the flow of
blood through the common femoral artery; yet how
time has altered the dictum of that great genius in
surgery! To say nothing more at present regarding
the efficacy of pressure in a variety of ways and places,
1t is worthy of passing remark, that in modern days the
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possibility of usefully compressing the abdominal aorta
has been recognised. Professor Lister of Glasgow has
signalised himself in this respect, so that Professor
Syme was enabled to eut into a great aneurism in the
pelvis, and apply ligatures to the main vessel with the
most happy results; and within the last twelve months
we have become familiar with the fact that iliac aneu-
rism has been cured by compressing the aorta. We are
indebted to Dr Heath of Newcastle and Dr Mapother
of Dublin for these remarkable cases; to Dr Murray,
also of Newcastle, we owe this idea, besides the demon-
stration, that actually aneurism of the abdominal aorta
itself may be cured in a like manner.* Even the recent
combination of anzesthesia and pressure in such cases
is a vast stride in modern progress. Nor can I omit
allusion to the great fact, that within the same period a
successful case of ligature of the innominata has occur-
red in the hands of Dr A. W. Smith of New Orleans—
another surgical triumph of our Transatlantic brethren,
and a living tribute, in a double sense, to Valentine
Mott, who first had the courage to resort to that hold
proceeding,t and who was happily spared to advanced
years to hear of the realisation of his grand conception.

Certain omissions last year, which resulted from

* See Medico-Chirurgical Transactions, vol. xlvii. 1864; and
Medical Times and Gazette, 15th April 1865,

+ The Pacific Medical and Surgical Journal, vol. vii. 1864,
Related by Dr D. L. Rogers ; also Report of case by Dr A. W.
Smith, New Orleans :—Common carotid tied at same time ; vertebral
artery secured a month afterwards for secondary hemorrhage.
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necessity, have in some degree been made good by the
kind interest of those who honoured my lectures with
their eriticisms, and others I may possibly compensate
for in future. In justice to myself and those who shall
follow me in this chair, I think it right to state what I
consider a great difficulty associated with these lectures.
Six are expected, and each must be in itself, as it were,
complete. One may be a sequence of its predecessor;
the whole may pertain to a single subject; but each
must have a beginning, a middle, and a well-rounded
finish, else woe to the unlucky professor. Now, at first
sight, it may not appear difficult to effect all this; but
here 1s the rub—the audience are almost as stringent
as Portia, with the Jew’s proposed pound of flesh. The
“bond” is for a sixty minutes’ lecture. If, in taking
execution, the professor falls short of or exceeds the
stipulated hour, he well-nigh incurs penalties little less
than those which encompassed the unhappy Shylock!
I confess that I have had more trouble on this score
than with most others; but, like that implacable old
man, I have been somewhat indebted to the leniency
of the court when I have infringed upon the strict letter
of my “bond.” I find no fault .with this custom; on
the contrary, I think it good, although I may still have
to trust to your indulgence to spare me a few extra
minutes; for with the subjects we treat of here it is
indeed difficult to hit off, to the satisfaction of all,
everything, and yet not fill more than the rotundity of
sixty minutes of time.

But now to the proper business of the day! Leaving
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for the time such grand themes as aneurisms and great
arteries; professing for the day to say little or nothing
regarding what has fancifully been called  capital”
surgery, I propose to be so bold as to read to you a
lecture on some matters in “ Minor Surgery,” as the
phrase goes. “What!” I suppose some of you may
mentally exclaim, “more about little matters, after all
that was said last year regarding split lips and split
palates, and lithotomy for little stones on little children!”
Even so, gentlemen. I am of opinion that little things
constitute the bulk of surgery. Mr Abernethy did not
think 1t beneath his dignity to describe the making of
a linseed-meal poultice; Sir Benjamin Brodie wrote
upon corns and bunions; and I know first-rate physi-
cians who delight in giving instructions for getting up
the best beef-tea for their patients. An ingrowing eye-
lash may destroy vision; a margin of toe-nail may cause
lameness as effectually as a gunshot wound in the thigh ;
and what is “minor” in one man’s estimation may
really appear great in another’s. Intrinsic value is that
by which estimates are mostly formed. Were we to
look to this style of estimate here, we should find that
one of the smallest of surgical operations has been most
largely remunerated. We all know how varied the
payment has been in regard to the little operation of
vaccination. Its price has run from ml to 1.10,000
and a title. But nil has a large account in the Bank
of Science, and it is of vast importance that the work
should be as well done as if filthy lucre were the only
reward. Parish doctors, poor-law surgeons, even those
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in public hospitals, deal largely with this faney bank;
and it is the glory of our profession that the pauper
whose case we undertake commands our sympathy and
calls forth our skill as much as might the wealthiest
citizen.

For my own part, I cannot recognise the true prac-
tice of surgery without a due appreciation of so-called
minor matters ; and, professing as I do to be more or
less conversant with surgery in its minor details, as
well as in its bolder and truly rugged aspects, I think
it not at all inconsistent with my position here to say
something of comparatively gentle surgery, particularly
as a contrast with the huge and coarse operations of
amputation in the thigh, and excision of the knee, of
which I treated in the lectures I last delivered in this
theatre.

The simmplicity of dressing a wound, of dealing with
an open surface or sore—which I alluded to in my last
course as being characteristic of modern surgery—may
be viewed in various lights and aspects. The simplicity
of the application and the simplicity of manipulation
both deserve notice, particularly as each in perfect
surgery is regulated by a due appreciation of nature’s
powers and of the influence of time. Never, I believe,
in the history of surgery was there less faith in appliea-
tions to wounds and sores than at present. Our trust
now 1is chiefly in nature; and unless there be a regulat-
ing power from within, we know that we can do but
little either to restrain or excite. The efficacy of our
simplest applications may often be questionable ; and
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those which stimulate I feel certain often do more harm
than good. Nothing, I fancy, can be simpler than lint
and water. What can be less rritating than lard or
simple cerate ? Even these are set aside by some of our
ablest practitioners, such as Dr Humphry of Cambridge ;
and literally nothing is applied to some of the largest
wounds we have to deal with. To be sure, in accord- .
ance with custom in this country, the surfaces are held
together by stitches until nature effects the permanent
union; but in such an instance these are only mechani-
cal aids ; they are like the splints with which we keep
steady the fragments of a broken bone. The contrast
between heaps of dressings on a stump of the thigh and
nothing at all is certainly remarkable. All that some
aim at is merely to keep surfaces in contact, and from
molestation—even from the weight of bedclothes. In
as far as actual union is concerned, this is perhaps the
best and most philosophic view to take. Yet evil may
actually arise from such excess of simplicity. It is
hardly possible to guard against external influences,
either from around, or from the incautious or irregular
movements of the patient. Hence, iIn many instances,
such a style of dressing, with straps or bandages, or
both combined, as shall give most security against such
evil influences, must be allowed to be the wisest course.
Yet again I say that these are only mechanical appli-
ances ; but where they are accurately adapted their
utility is beyond doubt. If an ointment is used in such
a case, it cannot possibly be of any service except to
facilitate the removal of outside coverings. 1 here



160 LECTURE VI1I.

refer to ointment as being one of the simplest applica-
tions ; and whatever virtue may be claimed for any
special compound of the kind, its influence cannot
extend far. Water must have a more extended sphere
of action, for if prevented from evaporating, and regu-
larly applied, all around must be kept more or less
. moist. The temperature of a considerable substance of
tissues may be materially modified by water. Wet
cloths, if applied only at a first or single dressing, I
count as nothing in what I am now referring to; but
if cold water be frequently renewed without special
covering, or if evaporation be prevented by oiled silk,
the temperature may be kept considerably below the
natural standard, or possibly somewhat above; although
on these points I do not think that we have much pre-
cise knowledge. Notwithstanding some assertions to
the contrary, I believe that most of us have the im-
pression, that whilst adhesion at a wound is being
effected there is present what Hunter called * the
adhesive inflammation ;” but I am not aware that
it has ever been demonstrated that a sligcht fall or
rise in temperature has much, if any, influence on
that process.

I refer to this subject at present chiefly to question
the supposed beneficial influence of even so mild an
application as water, or of simple ointment, in regard
to the process of adhesion. If only this process be
aimed at, I believe them to be utterly useless. They
have no healing influence whatever !

But in the majority of wounds, even when we talk
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of adhesion having taken place, some points here and
there do not unite; and these must then do so by the
more tardy processes of suppuration and granulation.
If ligatures have been used to arrest heemorrhage, and
the ends are left out, suppuration and granulation must
of necessity oceur. And here, I believe, complicated
and compounded dressings are equally useless. Oint-
ments, even the most simple, are, in my opinion, of
value only as permitting the more ready removal of
soiled dressings; but water, in such cases, I consider of
singular worth. If moderately cold, it may keep down
temperature—possibly prevent accumulation of blood
in the inflamed parts; and in both ways, or by some
other influence on the nervous system, give at least
comfort to the patient’s feelings. I believe the theory
a sound one, that moisture and warmth tend to pro-
mote suppuration ; and when this process is once fairly
established the patient generally has considerable relief,
both from local distress and general fever. The old-
fashioned poultice has been largely displaced to make
way for the more elegant dressing of wet lint covered
with oiled silk, or for the * spongio-piline,” which
serves similar purposes. In my daily experience I am
often asked if water used thus should be hot or eold.
I answer that it is of little or no consequence, as in
either case the water will speedily acquire the tempera-
ture of the surface on which it is placed.

But it is with palpable open surfaces that there is the
greatest variety of dressings, and perhaps variety of
opinion as to the specific agency of compounded dress-

L
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ings. For a simple excoriation or abrasion not larger
than a pin’s head, to those enormous damaged surfaces
from scalds or burns which may cover half the body or
more, there have been compositions recommended which
I have neither time nor inclination to enumerate. All
have been vaunted; all men of experience have seen
most of them tried. Patients have died during, though
not from, their application; and surfaces have been
healed under all such varied agencies. Fluids have
been used, from the blandest—say thin water-gruel—
to solutions of various irritating, even caustic salts, or
to spirit of wine or of turpentine. Powders, from
simple flour to that of carbonate of lime, oxide of zine
or of resin, have had their advocates. Oils, from sweet
oil up to turpentine, have been extolled; and an en-
velopment of cotton wool has been in certain instances
considered all powerful.

Here it appears as if our resources for good were
unlimited. With so many applications for open sur-
faces, each having been extolled in its time as beyond
all others in utility, does it not appear as if we possessed
the most precise power wherewith to heal as it were at
command ? Yet how often do we see the highest skill
seemingly baffled! And does it not appear evident
that the man of experience is generally indifferent as
to which application is used for a time? The reason
of this, I believe, is, that when out of scholastic bounds,
and reasoning for himself, he is not impressed with con-
fidence in those specific virtues for which certain appli-
cations have been extolled. For my own part, I have
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long come to the conclusion that many of those agents
are positively injurious, and that when healing actually
takes place under their use it is in despite. There is a
power within the body itself which works for good
irrespective of such injurious appliances. No doubt, in
some instances, a gentle stimulant in the shape of lotion
or ointment does good; but in the majority, if nature
be left to herself, she will effect cicatrisation in proper
time—a time over the duration of which we have but
little control. From what I now say, it might appear
that we have actually no power or influence in the
management of such cases. But I am far from imply-
ing this; on the contrary, the utmost skill may be dis-
played, the highest success achieved.

A horse may be on his legs for months without
seeming to suffer in any way ; but man cannot sustain
the erect posture beyond a brief period. His nervous
and muscular systems need rest, and, above all, the
vascular system requires such changes of position as
shall contribute to its integrity. The upright tubes,
arteries, and veins, between the heart and feet, require
rest at brief intervals, that the strain upon their tissues
by the ever-flowing streams of blood may be relieved ;
and if there be neglect regarding this, loss of tone, to
say the least, must be the result ; and when tube tissues
suffer—I mean the substance of vessels themselves—
other tissues suffer in proportion, and this is especially
marked in the cellular tissue and skin of the lower limbs,
Such loss of tone, loss of vigour, loss of health, occurs
more readily in some frames than in others; but the
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strongest—that is, where the relative vigour of tissues
is perfect—must suffer, and hence the frequency of
open sores on the skin in the lower extremities of men
who are much afoot, and in particular in those who
have already had inflammation, or a disordered state of
the cireulation, in the lower imbs. Now, it 1s here that
skill and knowledge tell with such marked effect.
Doubtless man’s ordinary instinct would m most in-
stances be of service here. If he had it in his power
he would lie instead of stand; but whilst seeing the
good effect, he might not be able to give that physio-
logical reason for it which we so readily appreciate.
Now, so great is the loss of tone in many cases that even
the horizontal position will not rapidly restore the just
equilibrium. The blood-vessels, particularly the veins,
have so lost their normal elasticity that they do not act
as in perfect health. A little gentle pressure with a
roller round the limb, say from foot to knee, will in the
majority of such cases prove of essential service in giving
that support against the ever-acting force of the heart
and blood which for the time makes up for the loss of
tone which I have supposed. Here rest, attitude, and
support, enjoined on scientifie principles, and with due
regard to the health of the system otherwise and else-
where, are agencies which we have largely at our con-
trol, and which the practitioner uses in accordance with
his acquired skill—a skill which in some ndividuals
seems enhanced by what may be called instinet.

To struggle with nature successfully implies well-
nigh the highest scope of surgical power, but it is



ON MINOR SURGERY. 165

equally creditable to aid her; and whilst we all aim at
doing so to the best of our knowledge, and as we have
been taught by rule, my experience leads me to say
that we often err greatly. I mean it as no disparage-
ment to young practitioners when I say that possibly
they are most to blame in this respect. I attribute
this, however, chiefly to their education. In lectures
and professional books the same thing is told over and
over again, generation after generation. Many lecturers
and authors deem it a sort of heresy if they omit stating
what their predecessors have said or done, particularly
if a good sounding name can be introduced. Much
has been said in error and enthusiasm by those who
have gone before us; just as much is said and done in
the present day under similar influences. It is human
nature that such should be. Yet it is unfortunate that
those in foremost places should think so little for them-
selves, and be content with retailing at second-hand
that which a little reflection, founded on experience,
would speedily show to be faulty. Statements which
have got into books—into print—imply a great deal in
the estimation of some; and these, though perhaps
founded in error and hurry, have been transferred from
one to another until lecturers and authors have con-
sidered them so stercotyped that they have become
afraid to omit them lest they should be charged with
ignorance. Bold thinkers are largely required in our
profession, even though in their work, whilst clearing
chaos and upsetting palpable errors, they may them-
selves produce some mystification. One original
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thought or fact i1s worth a thousand stereotyped
fallacies.

Here I shall venture on delicate ground, and ecall
attention to the present therapeutic character and use
of mercury. Have diseases so changed that this power-
ful drug and poison is no longer required? Granting
some such changes, is it not the impression of the
middle-aged and the rising, that the wvirtues of this
medicine have been greatly overrated, and that in a
large proportion of cases its use can be entirely dis-
pensed with? Has there not been some error, some
fallacy, here which thoughtful men in modern times
have well-nigh set aside? Let me give a surgical
illustration, which I shall draw from my own experience,
and for which I shall take the responsibility.

I believe I am right in stating that the opinion is
almost universal that children are peculiarly liable to
convulsions after operations. In one of my lectures
last year in this theatre, I referred to considerable per-
sonal experience with such subjects; and in departments
in surgery besides those spoken of, I feel entitled to say
that I have performed probably as many operations as
most of my contemporaries, yet throughout my life I
have not seen a single instance of convulsions produced
by operations. There is scarcely a surgical book in
which the subject is not referred to, and the high
authority of Sir Astley Cooper is often quoted in corro-
boration. Now, I do not doubt that Sir Astley may have
seen such a result; but I have no hesitation in stating
that the occurrence is so rare that, instead of forming
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the ideal rule, it should be held as the exception. One,
or several examples of this kind occurring in a life-long
experience should have no more influence on the general
question than if we endeavoured to demonstrate that
because every now and then men are found dead in
bed in the morning, the death of all must be the same.

The loss of confidence in much-vaunted remedies
seems, in some respects, like a loss, or diminution, in
our appliances—an abstraction from our powers, as 1t
were. But in my opinion the correct view to take here
15, that we are acquiring a knowledge of our own igno-
rance—that we are beginning to see that we have
placed our faith erroneously; in short, that we have been
taking honour to ourselves for that which has been
justly due to nature. We begin to see the difference
between blind empiricism and natural processes.

An astringent lotion—say a solution in water of
sulphate of zine, two or three grains to the ounce—is
by most of us deemed well-nigh specific; and so it in a
manner seems to be when a sore is rapidly approaching
the last stage of bealing. The same may be said of
various solutions and ointments. Yet dare one of us
affirm that had water only, or dry lint only, been
applied, or had nothing been used, the sore would have
been an hour later in healing? Yet so strong is faith
in these applications, that the practitioner just emerged
from the schools is apt to take what he thinks will be
the most rapid course, and so astringents are resorted
to at once, and thus a raw surface 1s so teased and
irritated that nature takes twice the time to do her
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work of repair. A sore which, if let alone, or covered
by some simple only, would have healed in a few days
or weeks, may be so fretted as to endure for months.
It must have frequently fallen to the lot of seniors to
be consulted by patients and practitioners about sores
which seem to have baffled all skill and every sort of
application, and when the advice has been given to
apply simple water, a bit of wetted lint—to do, as it
were, nothing at all—the sore has rapidly healed. I
lknow of no stronger test of confidence in my own
humble skill which I ever incur with those who consult
me than when, visit after visit, with reference to slow-
healing sores, I say, “Go on with wet lint, if you
please!” Yet I fancy it is the right course both for
the patient and for surgery. Occasionally some, under
the impression that nothing is being done, will cling to
the mysterious-looking black or yellow lotion—to the
so-called specific alterative; even a month of slow
poisoning with mercury may be preferred to the laissez
Jaare system; but the generality of patients are satisfied
with a reasonable explanation.

I am here, however, on the bhorders, as it were,
between physic and surgery; and as the latter is
emphatically my theme, let me take some illustrations
which belong more positively to that department.

From what I have stated it may be inferred, and
with justice, that I object to much interference with
nature’s ways so long as they appear to bear in a satis-
factory direction; yet there are many instances in
which non-interference equally displays the absence of
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oood surgery. Thus to leave a foreign substance in a
wound, when it can be extracted or removed with less
risk than is involved by its presence, may be considered
bad surgery. Injudicious interference is to be repro-
bated; but when a wise application of surgery effects
the removal of a decided evil, the act is one of good
practice. Let us take an instance of very common
oceurrence—where a bit of dead bone lies in the body
within reach of the surgeon, not only dead, but actually
separated from the living tissue. This may be a case
where fragments of bone have been deprived of life by
an injury, or where disease has killed the part. So per-
fect are nature’s ways in some such cases, that she
moves the dead part until it literally falls from the
rest of the body, or is thrown off its original axis, and
thrust lengthwise through a narrow track. I have seen
a sequestrum of the whole thickness of the femur turned
nearly at richt angles to the original line of the bone;
so far pushed from the thigh, too, that the suraeon had
only to take hold of the projection with his hand, and
pull it away by a force scarcely more than sufficient to
lift its weight. But it is a great error in surgery to
suppose that nature will always do her work in this
way. Often she seems helpless for further work than
mere isolation; actually she may speedily envelop the
dead bit of bone in such a way that even the mechani-
cal powers of the surgeon may fail to accomplish extrae-
tion of the offending part. Now, I greatly fear that it
is a common error to rely too much upon nature in
many such cases. What with soft tissues, possibly with
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hard, even with isolated parts, it may be fairly hemmed
in, and, unless interfered with, may lodge a lifetime,
and be all the while a most offensive and distressing
occupant. It is in some such cases that we see great
triumphs in our art, the triumph being enhanced by a
display of science and skill which only the instructed
can perfectly understand.

The engineer’s or miner’s work of sinking a shaft or
a counter-shaft is not more scientific than an explora-
tion in pursuit of fluid and extraneous material; and
in my opinion there are few things in practical surgery
more striking than the sight of the surgeon extracting
dead bones through a track where matter only had
flowed before; and still more so when he cuts at a con-
siderable distance from the apparent seat of disease
through seemingly healthy tissues, and removes a por-
tion of dead bone, a bullet, or other inanimate material,
which may have been the cause of suffering for months
or years. The counter-opening of the surgeon is gene-
rally a scientific proceeding, and one which often dis-
plays consummate skill. Now, I believe that there 1s
often needless delay in extracting dead bone. After
separation is complete it should be forthwith removed.
No good can possibly result from delay, but much harm
may; for, besides prolonging a source of exhaustion,
there will in certain instances be such a formation of
new bone that the mechanical powers of the surgeon
may fail to make way through it. Notwithstanding
the palpable nature of many such cases, I have often
been astonished at the seeming want of judgment and
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skill on the part of the surgeon. Internal remedies and
external appliances have been fruitlessly used—impro-
perly used, I may say, for all that was required was a
simple application of the surgeon’s hand, with suitable
instrument wherewith to remove or extract the offend-
ing part. Not long ago I saw an instance of necrosis
of the clavicle about midway between its extremities,
resulting from erysipelas and abscess. The patient had
been brought from a distant country for assistance.
The original inflammation had long since ceased, and
there was only a small opening or sore over the dead
piece of clavicle. Now, in this case the practitioner
in charge had latterly trusted entirely to the supposed
efficacy of a plaster of a waxy and resinous composition.
So thickly was it laid on (spread upon leather, and
made to cover the clavicle, part of the arm, and scapula)
that some considerable time was required, with a free
use of turpentine, to clear all away so that the parts
could be properly examined. It was then readily per-
ceived that the only mischief remaining was a small bit
of dead bone, which was almost as easily removed as
lifting it from a table. The villainous plaster was dis-
carded, water dressing was applied, and in a fortnight
only a scar remained. This was a sad illustration of
misplaced faith, whether in plaster, nature, or both.
My 1mpression on seeing the dressing was that most
reliance had been put in the plaster, otherwise one more
than a foot square in extent would not have been used
to a disease whose probable surface might have been
covered by the point of a finger.
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If these really are minor things in surgery, it would
be well that more attention were paid to them. But,
in reality, I often doubt if it be wise to sanction the use
of the term “minor” at all. It implies a seeming
division of surgery into two departments: as if they
could not, or should not, be practised by all alike. It
shows as if the worker in minor surgery was incom-
petent for the major; and again, it makes it appear as
if the performer in great things had no room in his
mind for little matters—a species of affectation by no
means to be admired. I have seen a great surgeon
amputate a limb with a few movements of his arms and
hands, and then stand aloof to let his assistants secure
the bleeding vessels and close the wound. I have often
thought that there was something equivocal in thus
stopping short in the operation,—as if to show a con-
trast as regards precision and rapidity between himself
and his assistants; and, for my part, I have always
found these “minor” affairs the most tedious, and
often the most difficult, part of such an operation. I
once heard an hospital surgeon say, that he should like
just to hold the position of being called to perform
operations without having to deal with the cases either
before or after. Nothing could, in my mind, convey a
worse conception either of the true character of surgery
or of the duties of a surgeon. There can be no great-
ness in surgery when details are overlooked. A character
for niceness in details alone will not make up the full
measure of that of a great surgeon; neither will great
deeds—that is, operations. There must be a combina-
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tion to give perfection; and my impression is, that he
who can master major surgery, so to call it, will be
likely to be the most efficient in minor. I must say,
however, that I have often seen a carelessness about
minor things with hospital surgeons—who, from their
connection with such institutions, usually constitute the
great ones of the day—which has seemed to me to
injure the character of surgery. Even in capital surgery,
as the phrase occasionally goes, there is a necessity to
look into details; for what could appear worse than
to see a flap, in amputation of the lower limb, com-
pleted before it was discovered that there was not a
saw in the apartment? This is no fancy picture; for
I have actually seen it. This implies a want of thought
and care such as might be expected from a person who
would transfix and cut upwards in making flaps in
amputation: a deed which I have also actually wit-
nessed, although happily only on the dead body.

How common it is for small tumours to be taken to
men avowedly of small repute!  Yet must we not all
admit that in general it is much easier to take out
large tumours than small ones, as there is a niceness
of manipulation in the removal of small growths which
1s not needed in the others; and this nicety in reality
constitutes a more difficult operation—tries the temper
and skill of the surgeon much more than the other.

However small the interference on the part of the
surgeon, it should be effected with consideration and
care. Operations for heemorrhoids and partial prolapsus
are generally reckoned amongst the minor, and in con-
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sequence are, I believe, often very indifferently effected.
In a short time the patient iz as bad as ever, and
remains so until something different from * minor
surgery” is applied. Operations for neevi, for small
vascular tumours, pass amongst the proceedings of minor
surgery; yet how often vigorous treatment is required
in such after some “minor” peddling! There is an
old adage, that “fools should not play with edged tools;”
but there are more dangers in surgery than from cutting
mstruments. I have known both forearm and leg lost
by too tight bandaging for simple fracture; and I have
seen a young lady’s face disfigured for life by the reck-
less, careless use of nitric acid to destroy a neevus on
the lower eyelid. It was applied so lavishly that it
ran to the cheek, and did irreparable mischief.

From year to year, as I occasionally meet such
tumours of the mamma as this (fig. 66), which weighed

Fig. 66.

nineteen pounds when I removed it; or like this
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(fig. 67);—some monster form of disease, of which you
see so many specimens around [pointing to casts and
drawings], which has been permitted to assume that
condition by the obstinacy of the person, possibly by
a persistence in dealing with charlatans, possibly from

Fig. 67.

maltreatment by surgery, I fancy that I have seen the
last instance of the kind; but again and again one
observes repetitions of the same, and we may say in
surgery as with the poor, that bad cases will never
cease out of the land. Yet withal T have a strong
impression that surgery makes progress in respect
of these cases, and that diseases which, if left, through
ignorance or improper treatment, to run their course,
and assume the monster aspect referred to, are in reality
checked in early development by an improved skill in
surgery, founded on scientific and practical data, which
result from increasing age and experience. Here are
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two examples illustrative of these wviews. In this
instance (fig. 68), through folly and charlatanry, the

Fig. 68.

patient’s life was in a manmer sacrificed ; even ampu-
tation was of no avail. But here (fig. 69), by taking
a disease of a somewhat similar kind in a much earlier
stage—although the tumour (of a fibroid sort) origi-
nated in the soleus—both limb and life were saved
by early local removal.

Two-thirds of a century have increased our resources
in such matters; and among modern improvements for
disseminating knowledge, there is none greater, in my
estimation, than that practical style of public teaching
which is an essential feature in every well-conducted
general hospital of the present day. Private operations
in large public hospitals are now in a manner eschewed ;
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personal friends and apprentices are not now solely the
on-lookers; the days of “hole-and-corner surgery,” to
use the term of the greatest medical reformer of

Fig. 69.

modern times,” have passed away; practice in wards
and theatres is now so patent to all that it behoves the
best of us to look to such laurels as we may chance to
have, and to see and show that “minor surgery”
requires and deserves as much skill and attention as
even the best among us can bestow upon it.

* Wakley.



LECTURE VIIL

ON LITHOTRITY.

WHEN [ lectured last year on the subject of lithotrity
my chief object was to bring under notice a method of
practice which in my opinion was little known. From
personal experience I had learnt, that although stones
might be broken ever so small, the fragments would
not come away spontaneously in all instances, and
that unless they were removed, patients might be left
after lithotrity actually in a worse condition than if
nothing had been done, with a number of stones instead
of one, and consequently with a greatly increased sur-
face for the deposit of new material. I had found out
the uselessness of most of the instruments for the ex-
traction of small calculi or of fragments, and the chief
object of that lecture was to recommend small litho-
trites and scoops, with a view to render the cure of
stone by crushing both more precise and more rapid
with lithotrites of a comparatively small size. I fancied
that small stones, and particularly fragments, could be
more easily attacked, and that with small scoops frag-
ments of considerable size, or even small stones entire,
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might be extracted with a facility greater than thick
instruments would permit.  Further, I adduced a
number of illustrations of the practice which seemed to
me of considerable value. Since that time I have had
additional reason to be well satisfied, and it remains to
be seen whether this will become a useful and common
addition to the practice hitherto followed of letting
fragments pass spontaneously and literally by chance.

More than thirty years have elapsed since Heurteloup
and Costello first in a manner taught this operation to
the surgeons of this country; for although Elderton,
Hodgson, and a few others, had done something, it
must be admitted that our attention was most forcibly
arrested by these gentlemen, as also by the reports of
the proceedings on the Continent, particularly by Civiale
and Le Roy.

It might be a question whether this operation has
suffered in character most from its enemies or ifs friends;
for 1t has often struck me that much mischief has
resulted from the high eulogiums which were passed
upon it in early years by those who professed to be its
exponents. An amount of success was claimed for it
which seemed perfectly amazing, particularly to those
who were largely engaged in the treatment of stone in
the bladder and of diseases of the urinary organs. - These
practitioners were well aware of the dangers associated
with wounds of the urethra and neck of the bladder,
and how a very slight cause, even the introduction of
a bougie, might produce serious evil—ay, death itself;
and when told, that of 250 cases of Lithotrity, only two
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or three had been unsucecessful, they naturally felt much
astonished; for in venesection itself—then one of the
commonest and simplest operations in surgery—it was
doubtful if such immunity from evil could be claimed.
It was no wonder, then, that when some of our surgeons
became a little familiar with cases under their own
observation—occurring in their own practice, or even in
that of professed lithotritists—and saw that sometimes a
patient’s sufferings were greatly ageravated, that some-
times death ensued after the operation,—they looked
with suspicion on its much-vaunted claims. Instead of
being free from danger, and successful in almost every
instance, the reverse was so often the case that friends
hesitated, and opponents loudly exclaimed against it.
In the whole of my professional experience I know not
of a useful operation which has been so shamefully
overpraised and thereby damaged in character. If litho-
trity could have spoken, it would have said, “Save me
from my friends!” As years have rolled on, oppor-
tunities have enabled us to judge of its merits and
defects more impartially; and I trust the time is not
far distant when we may have more reliable data than
have hitherto been made public, on which to form an
opinion as to its usefulness.

I believe that the early experience of lithotrity in
this country greatly discouraged our surgeons; for with
all the skill they could apply, their hopes and expecta-
tions were disappointed, and in consequence the opera-
tion was in a manner neglected, and made but slow
progress amongst us. With the exception of an essay
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by Mr Aston Key, and another by myself, it might be
sald with truth that little but casual notice had been
taken of it by practitioners in these islands, although
attention had been so strongly, forcibly invited by
Heurteloup and Costello, who, as strangers, did more
than all our surgeons together to further the progress
of the operation. These gentlemen used a hammer to
force one of the blades against the stone, and it is a
singular fact, that the Lithotrite now in general use, as
constructed by Weiss, had been some time before actually
laid aside at the instigation of Sir Benjamin Brodie,
because it was thought that the fragments of stone
flying from the blades might stick in the mucous mem-
brane of the bladder, and cause additional irritation.
But this, like many other fallacious ideas, was soon
recognised as a mistake, and Sir Benjamin himself, with
the very instrument in question, became the most dis-
tinguished British lithotritist of the day.

I have often wondered how it was that surgeons of
this country took so slowly to Iithotrity. Brought
before them as it was with the highest imaginable
character for safety and comfort, it seems strange that
it should not have been adopted at once, when it was
mtended to supersede the difficult, formidable, and often
fatal operation of lithotomy. I believe that when men
came to see the operation in its results, as well as in
its performance, and were no longer led by reports only,
a feeling of disappointment largely prevailed. It was
not so free from pain, trouble, and danger as had been
alleged. Death came when little expected. Inflam-
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mation of the mucous membrane of the bladder, fever,
disordered urine, retention, were no unfrequent results.
The pain attending the use of the instruments was
hardly to be borne in some cases; and these results
had been so little referred to in the early reports of
the operation, that surgeons were taken by surprise,
and could not but contrast the smooth after-progress
of lithotomy, where the operation was successful, with
all the distress evinced in frequently repeated lithotrity
in the same case. No doubt the awkwardness of
manipulating with new instruments for a new opera-
tion had some influence. Then, too, I imagine that
those in our ranks who had already become adepts in
lithotomy were in some degree reluctant to give up the
most brilliant operation in surgery; and younger men,
looking to the laurels won by their predecessors, still
clung to the exciting memories of lithotomy. ,
But it is characteristic of progress and civilisation,
that that which seems best at one time is set aside and
forgotten by advancing improvements. At no period
of the history of man has this been so conspicuous as
in the present century; and the zeal of those who
practise surgery has been no less in proportion than
that of those who deal with other great things of the
day. Within these forty years an operation, in a man-
ner hallowed by the antiquity of two thousand years or
more, has been largely superseded by a process whose
seeming simplicity appears in a manner to set it out of
the category of an operation. I may now add that the
seeming apathy of the profession in this country has
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been amply counterbalanced by the valuable writings
of Brodie, Coulson, Thompson, Hawkins, and in the
text-books of our surgical teachers of the day.

I have already, in former lectures, characterised this
procedure as one of the greatest additions to modern
surgery. However brilliant an operation lithotomy may
be, there are horrors associated with it enough to appal
the strongest mind, either in patient or surgeon. Indeed,
the latter, from his experience, knows them so fully,
that, in the conscientious discharge of his duties, he
lends a willing ear to any proposal intended to simplify
or to set aside the process altogether. Lithotrity has
as yet proved by far the most perfect substitute; and,
although I believe that it falls short of the superiority
at one time claimed for it, yet I am fully convinced
that among the great operations in surgery there 1s pro-
bably none so deserving of the study of those who are
likely to be called upon to treat stone in the bladder.
It 1s curious to notice how differently operations in sur-
gery are estimated by different men. Thus within the
last twelve months, one of the ablest hospital surgeons
of London has publicly stated it to be his opinion, that
lithotrity is so simple in its performance as scarcely to
be worthy the name of an operation, whilst another
surgeon of equal standing maintains that its difficulties
can hardly be over-estimated. My own {prm'icn‘ca leads
me to hold this latter opinion emphatically; for I know
not any process in surgery requiring more forethought,
knowledge, manipulative skill, and after-judgment. It
must be admitted that in some instances the simplicity
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appears extreme; but others show very differently; and
as exigencies often arise when they are least expected,
the surgeon can never cease to watch with anxiety the
varied progress of most such cases.

It has always appeared to me that the modern sur-
geon, whilst he has had increased powers given him
over this painful disease, has also had increased diffi-
culties in deciding upon his line of practice. Formerly,
when a stone was detected, and patient and surgeon
had come to the conviction that an operation held out
the only hope of relief, there was not a question as to
the nature of the proceeding : lithotomy, as a matter
of course! The varieties in this operation, to be pre-
ferred or avoided in accordance with the views of in-
dividual operators, occasioned no special anxiety, and
little was thought of except the known difficulties and
dangers of the proceeding. If the event was fatal, still
(the operation having been properly performed) the
surgeon was satisfied that the best that lay in surgery
had been done for his patient. There was no after-
thought but that the sufferer, without such an opera-
tion, must have lived and died in miserable pain. But
now the first thought is, What operation shall be
selected ? and at once the modern difficulty is raised.
There are still, and possibly there may always be, the
professed lithotomist and the professed lithotritist. Not-
withstanding all the boasted success of the latter, every
honest man of experience must admit the dangers and
other lesser evils of the method by crushing. None but
fools or knaves affect any sueh superiority in result as
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was alleged in the early days of this operation. With
those who profess all for one operation or the other,
there is no difficulty. It must be cutting or crushing.
But, happily, surgery now stands on higher ground
than this easy method of decision implies. A first-class
surgeon of the present day cannot be allowed a right
to be only the lithotomist or lithotritist. He must hold
the balance between the two operations, and decide, as
best he can, which of the two shall be selected. That
is the question, and a mighty difficult one indeed 1t
often is. The after-comfort of the patient, even life or
death, often hang upon the decision. I confess that
my experience, instead of lessening my hesitation on
this question, has rather added to it, and I am now
more diffident in forming a decision than at a time
when my experience was not so full. It is this very
experience which leads me to hesitate. Those who
have seen but a little in either way are apt to judge
hurriedly and unwisely ; for, whether success or mis-
fortune have befallen, the data are not sufficient.

What are the ecircumstances which lead us to our
determination ? There are few questions in surgery
more important, and I fancy that I cannot in this lecture
address you on a more interesting subject.

Age seems to me to form a most important element,
particularly in the male. It may reasonably be doubted
if better can be done before fifteen than cutting for
stone. The sucecess of lithotomy in young subjects is
probably greater than could be secured by lithotrity in
similar cases. Taking my own experience, announced
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last year, of only two deaths in fifty operations, I have
no hesitation in stating my conviction, that I could not
have had equal success with hithotrity in these cases.
In some the process would have been well-nigh im-
possible, such as with stones of this bulk [specimen of
large stone shown |, for here the diameter of the urethra
would have precluded the use of a lithotrite of sufficient
power. Looking to the size of the urethra in the male
before puberty, its length, its mrritability ; the com-
parative irritability of the bladder and of the subject
generally ; and I may add, the conical shape of the
bladder, whereby there would be a greater tendency to
blockage and retention than in the adult, I feel justified
n stating that where the operation might require repe-
tition, 1t would certainly, although ever so successful,
be attended with an amount of distress to the patient,
and probable trouble to the surgeon, far greater than
any supposed advantage. I confess, however, that I do
not think this question has been investigated. Until
within these few years there were no instruments that
could have been used in such cases. To the best of
my knowledge there were none such as I displayed in
this theatre last year; but if blades like these [showing
a variety | could be brought against small stones such as
are usually found in young persons, so as to effectually
crush them to sand, I believe that this operation might
after all be found more generally applicable in children
than it 1s usually deemed. As an adjunct to this kind of
practice, chloroform would be indispensably necessary ;
without it the needful quietude could not be secured.
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In the female, whether under or over puberty, I con-
sider that any other operation than lithotrity should be
an exception to the rule. With various-sized instru-
ments sufficient strength of blades can be calculated
on ; and chloroform will permit the ready use of both
crushers and scoops ; so that, in accordance with views
which I laid before you last year; the operation might
be completed in all ordinary cases in one or two
0CCaslons.

But stone is found in the adult twice as frequently
as in the young person, and, for manifest reasons, its
treatment in such patients must be held as of more
than double importance. It is of greater interest to
consider what is best for this larger class of cases, par-
ticularly as the rate of fatality in lithotomy rapidly
increases after puberty, and it is chiefly in these in-
stances that the question between lithotrity and lLitho-
tomy arises,

There are, I suppose, surgeons in this country who
still look upon lithotomy as the rule, and lithotrity as
the exception. Yet I believe there is a generally felt
impression that the reverse should now be held as the
rule ; and such 18 my own conviction. When stone
requires mechanical treatment, lithotrity should be the
first proposal, and if it cannot be, then lithotomy must
be thought of. If such be the predicament, let us see
by what process of reasoning the surgeon may have
come to such a conclusion. He will have examined his

the neck of the bladder and mucous membrane particu-

=

—
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larly sensitive ; the prostate somewhat large, and so firm
in substance that it has been difficult to pass a sharp-
curved instrument ; the bladder disposed to throw off
its fluid contents; the stone large, perhaps more than
one ; and possibly withal an irritable temperament, a
want of moral and physical courage, with a disposition
to oppose, rather than facilitate, all manipulations.
These conditions, where present, hold out most un-
favourable prospects for the satisfactory or successful
1ssue of lithotrity, and it is to me very doubtful if the
operation should be resorted to in such cases. Yet it
would be unwise to reject lithotrity in all at a first or
second examination. It is remarkable how in some
these conditions become modified. The patient may
pluck up better spirit, the parts by usage may become
less sensitive, the operator by custom may manage to
get through the prostate more readily, and the frag-
ments may possibly be more easily dealt with than the
entire stone. All this may happen, yet it must be
admitted that the conditions referred to induce at first
sight serious objections to lithotrity.

It 1s a good custom, in many instances, to make
repeated examinations before a final decision ; for whilst
the opposing indications may in some be favourably
modified, it will occasionally happen that where at a
first glance all may have appeared highly propitious to
lithotrity, a condition may arise which will at once put
an end to all idea of resorting to it. I have seen illus-
trations frequently of both these changes, and have
sometimes been much struck with the effects of what

3
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may be called preliminary manipulative treatment. It
frequently seems desirable to dilate the urethra with
bougies before ecrushing, and their use is often advisable
to relieve irritability

a result of which we have daily
cognisance in treating strictures ; but as in such cases
we every now and then see considerable fever excited,
and a train of symptoms particularly alarming to those
who have liftle experience, so in using bougies preli-
minary to lithotrity, some troublesome symptoms may
arise which may induce the surgeon to be unwilling to |
adopt that procedure. After the bougie the patient |
may in a few hours experience a chill ; shivering, sick-
ness, and vomiting, may all ensue to a considerable
extent ; the surface of the body may become remark-
ably pale and cold, the pulse will be very feeble, the
eye will appear sunken, the voice will be as in a whisper,
and 1t will seem as if rapid sinking had set in. After
a few hours the rigors will cease, and so will the sick-
ness ; the pulse will improve, and so will respiration.
A reaction will take place, almost as alarming to the
iexperienced as the previous condition. There will be
rapid breathing, a bounding pulse, a flushed surface,
particularly of the face, and a racking headache. Pro-
fuse perspiration will then set in, and most of the alarm-
ing symptoms will disappear. The kidneys and bladder
will sympathise. At first there will be scanty and
high-coloured urine, and when it becomes more profuse,
as 1t does in the later stages, it will deposit a thick
sediment, and possibly a copious quantity of tenacious
mucus, in some instances joined with pus. In eight-

———
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and-forty hours the patient may be as well as ever, but
in some there will remain a great disposition to a recur-
rence of most or all of these evils. Such symptoms as
these are by no means uncommon after lithotrity, and
they cause much distress to the patient and anxiety to
all. Every one experienced in stricture cases must be
more or less familiar with them. When, a few years
ago, perineal section was more in fashion than at pre-
sent, such symptoms were not unusual, and to the un-
initiated caused great alarm; yet though formidable
in aspect, they were not always so in reality. Once
passed off, they seldom recurred, chiefly, perhaps, owing
to the cause which had induced them not being
repeated. Now, if such evils are brought on by the
simple use of a bougie, what might not happen after a
single sitting of lithotrity —what after frequent repe-
titions ? A man could scarcely feel justified in subject-
ing his patient to lithotrity after such experience as
this. I have repeatedly declined it, and have after-
wards seen the best results from lithotomy. If a stone
be small, and it be possible to make away with it at a
single operation, I should not mind adwvising lithotrity
on a very brief acquaintance; but if the operation is
likely to require two or more sittings, then I should
think it wise of the surgeon to test, as it were, his
patient’s constitution by a repeated preliminary use of
a bougie or sound.

As yet I have referred only to the cases likely to be
rejected for lithotrity. Let me now speak of those
which seem peculiarly favourable for the process. If
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the urethra be wide and free from marked irritability;
the neck of the bladder and mucous membrane of that
viscus be not particularly sensitive; if the prostate be
of normal or moderate size, and so soft that a sharp-
curved sound, or lithotrite, can be readily passed, the
case will appear in most respects favourable. If, added
to this, the stone be small, then all the essentials to
successful lithotrity may be deemed present, and it is
not likely that the bladder will be subject to spasm, nor
will the patient evince much irritability either of mind
or body. Even though the stone should be of con-
siderable magnitude, or should two or more be present,
there need be no hesitation in selecting lLithotrity. It
may be that evil will come after all; but under such
circumstances the surgeon may feel satisfied that he
has done the best for his patient that human judgment
could dictate. Should he in the interval have had, or
seen, one or more successful cases of lithotomy, he need
not repine and wish that that operation had been selected
instead, for had it been, the results might have proved
equally disastrous.

When lithotrity is seen in perfection, it certainly is
a vast triumph of surgery. A concretion, too large to
escape by the natural passage from the bladder, and
which, when allowed to remain, almost certainly in-
creases in size, and thereby adds to the daily and hourly
sufferings, is broken into fragments so small that they
pass away with the ordinary stream of urine; and thus
the bladder is left free and in a normal condition. The
patient need not be in bed an hour beyond the custo-
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mary period of rest, and may move about, attending to
his ordinary duties as usual. He may walk to the sur-
geon’s house and from it, as if paying a friendly visit,
and in a few days or weeks have his mortal foe within
his manual grasp, shattered to fragments, and impotent
for further evil.

This is, indeed, a glowing picture, and happily one
which is frequently realised. Modern surgery is justly
proud of it. But dark shades and obscurities often arise
to mar the effect, and I fear we have heard less of these
than of the brighter aspects.

Entertaining as I do most favourable views of litho-
trity, I yet must say that the choice for good or evil
between it and lithotomy is more nearly balanced than
some imagine, and that when each operation is properly,
even perfectly performed, the effects and results are
often beyond the surgeon’s control. Of the two, litho-
trity certainly appears the least hazardous. 1 believe
myself, from my own experience, that it is so; yet when
least expected, the worst may befall, and thus the
most enthusiastic hopes may be readily broken.

A very slight abrasion, scrateh, or laceration may
set up in certain cases a train of evils such as I have
already depicted. Mischief does not follow as a matter
of course, but it is more likely than if no abrasion were
present. Hence the advantage of a light touch, and of
light, well-proportioned instruments. It must be ad-
mitted, however, that experience has shown that neither
bladder nor urethra seems much affected in many
instances, even when laceration has been considerable.
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But what shall be the result I fancy no man can pre-
dict; we can only appreciate it after the operation. It
may, In many cases, be a nice question, whether the
injuries, say in contusions, nippings, and lacerations in-
flicted by instruments, or the presence of angular sharp-
pﬁnﬁ&ﬁ%@éﬁf stone and sand, are the most frequent
causes of the evils likely to follow lithotrity. Some-
times it will be one, sometimes the other; and doubtless
in many there will be a combination. My impression
1s, that as the original stone, from its earliest stages to
the time it has been attacked, has been the cause of
suffering which has brought the patient into the sur-
geon’s hands, the fragments are the most frequent cause
of after-mischief. No doubt their asperities, if they re-
main long in the bladder, are in most instances blunted
by mucous and new deposit; but just as the first
nucleus may have produced evil, so may these various
fragments add accumulated mischief. The sooner these
are disposed of, then, the better for the patient. Doubtless
the smaller the fragments the greater is the chance of
their escape; but whether small or large, they are apt to
lie behind, and there are few nicer questions in litho-
trity than whether these should be left to undergo
spontaneous extrusion, or be so handled by the surgeon
as to ensure their immediate removal. In my lecture
on this subject last year, I expressed a strong opinion
on the advantage of removing fragments, and addi-
tional experience has added strength to my convictions.
No doubt in most cases fragments come away spon-
taneously in a satisfactory manner, but even in many of

N
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these, the cure would be rapidly expedited were such
means taken as I have deseribed in the lecture referred
to. I need not at present dwell on that subject, but I
repeat, that the practice cannot be followed without the
slender instruments then deseribed, and some of which
I now exhibit. With those in common use nothing of
the kind can be effected.

Certain dogmas have prevailed regarding lithotrity
which had been hurriedly fixed, but which have now
been dispelled by experience. Thus it was said that
the operation was scarcely practicable or proper unless
eight or twelve ounces of fluid could be retained ;
deed, the more the better! This was under the impres-
sion that the stone could be more readily seized, and
that the distended mucous membrane would be less
likely to be nipped between the blades, or between
these and the stone. If sufficient urine were not
already in the bladder, the first step of the operation
was to inject tepid water. Now I think it may be set
down as a rule, that a capacious bladder and large
quantity of water are objectionable. They certainly
do not preclude the operation, but they assuredly make
it more difficult and uncertain. A stone or fragment
moves so freely in a large quantity of water, the slight-
est touch causing it to change its position, that it
readily eludes the blades; and, again, where such a
bladder as is here implied is nearly empty, the mucous
membrane may possibly be in folds, between which
fragments are liable to escape the closest search. To
say the truth, however, I have little faith in the pre-
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sence of so-called folds of the mucous membrane of the
bladder. For twenty years or more I have rarely used
injections as a preliminary step, and I have often drawn
off urine with a catheter when, in accordance with
these views, I have fancied the quantity too large. A
small proportion of fluid is decidedly better than a
large, but care should be taken that the blades of the
lithotrite can be used with facility, and without the
chance of contusing and abrading the mucous surface.

Paralysis of the bladder, such as requires the daily
use of the catheter, has been generally considered a
positive bar to lithotrity. But with the small scoops
which I have recommended the condition is positively
favourable to that process; for there is generally in
such cases an apathetic state of the mucous membrane,
which permits a free use of instruments required for
the removal of fragments.

Some years ago we were, on nearly the highest
authority, positively prohibited from turning the point
of a lithotrite downwards behind the prostate gland.
If this organ be somewhat enlarged, particularly in its
middle lobe, there is always a kind of pouch behind;
and even when of its normal size the bladder in old
persons is capacious at this part. Doubtless, as a patient
stands, the stone usually lies in this place. Even
in the horizontal position it keeps there, unless the
pelvis be raised. In early days it was the custom to
lower the shoulders and elevate the pelvis, for the sake
of getting the stone towards the upper part of the
viscus, where it was thought it could be more readily



196 LECTURE VIII.

and more safely caught. Occasionally even yet this
position seems desirable; but the fallacy of not search-
ing behind the prostate has been long since exploded.
The best of modern sounds, that with the short curve
recommended by Heurteloup, was constructed with the
view of being turned point downwards into this pouch,
and to catch a small stone or fragment in this locality with
a lithotrite or scoop, a peculiarly eligible manceuvre.
These two sketches illustrate my meaning. Fig. 70
shows the lithotrite with its beak upwards, in a position

Fig. T0.

not likely even to touch the stone; the other (fig. 71)
shows the blades pointed downwards, so that if opened

Fig. 71.

and dipped a little lower they could not fail to catch it.
Further, I can affirm, from ample experience, that there
is no more risk or danger in moving the blades here
judiciously than in any other part of the bladder.

The attitude of a patient, the question if he was to
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lie on a bed, a sofa, or on a table made expressly for
the purpose, were all thought matters of very great
importance. Every now and then some little variety of
attitude, from the horizontal to the erect, is desirable;
but generally, in private practice, a hard-stuffed bed or
sofa 1s all-sufficient. A pillow under the pelvis is some-
times an advantage; more, however, to keep the handle
of the instrument above the mattress than with the in-
tention of influencing the position of the stone. In
hospital practice, the ordinary operating table answers
all requisites, and that constructed for the special pur-
pose of lithotrity may now-a-days be considered as a
remnant of a certain amount of clap-trap which was
associated with the early history of the operation.

The question as to the propriety of giving chloroform
in lithotrity seems still a moot one in certain quarters;
but I have none regarding it, and having used it in the
greater number of the cases I have had ever since anees-
thesia was introduced, I can speak of it in unqualified
praise. There are many instances in which it is not
requisite, but I am certain that without it the operation
would be well-nigh impossible in a considerable number.

But, sir, the subject of lithotrity cannot be treated
as I think 1t deserves without reference to lithotomy;
and such further remarks as I wish to make I must
reserve until I speak of the latter theme, which I intend
to do at my next lecture, when I shall state the results
of that experience which has enabled me, from my own
practice, to form this collection of calculi, which I have
now the honour to place before you.



LECTURE IX.

ON LITHOTOMY. _

Mr PRESIDENT AND GENTLEMEN,—The observations
on lithotomy which I made last year had reference to
patients under puberty, and were in a manner special,
because I was desirous of giving expression to certain
views of my own, which I had long entertained and
taught in my hospital and professional labours.

I purpose to-day to speak of lithotomy in the adult,
this being, perhaps, the best time and opportunity of
adverting further to this absorbing subject. It is
indeed marvellous how much has been said and written
about this operation, and most surgeons of experience
have evinced the greatest interest regarding it. My
Crosse, in his celebrated prize essay on the subject,
appended a list of authors who have written about
stone and its cure sufficient to appal the most zealous
bibliographer. Eight hundred and nine authors, or
sources of information, have been referred to. Mr
Crosse’s own work is of no small magnitude, and since
he wrote the numbers have increased probably by
hundreds. There have been writers about it, from the
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man who has actually volunteered - his experience
amounting to that gained from a single case, to those
who have drawn their ideas from scores or hundreds.
It is remarkable that one with perhaps the greatest
experience of any that ever lived—LIrére Jacques,—
who was said to have operated on five thousand cases,
should have left no personal record of his practice, and
that even our own Cheselden, who had a fair cacoethes
seribendy, should have written so little and so obscurely
about an operation on which his posthumous reputation
s0 largely depends. Like Rau, he seems to have fancied
that there was “mno story to tell;” and unfortunately,
these men, in leaving others to explain their great and
invaluable experience, permitted an amount of con-
fusion to arise which will never be cleared away.
Mery, Albinus, Douglass, and Cowper, were great
surgeons and anatomists, but their aspirations appear
below the level of the great masters whose operations
they endeavoured to explain.

There 1s probably no operation in surgery which has
undergone more modifications, and yet the great feature,
the grand hazard to life, has remained much the same
in all ages. A stone cannot be extracted by lithotomy
without a wound of some kind in the bladder. By the
hap-hazard method of cutting on the gripe, or the more
precise mode of Cheselden or later anatomists, not only
has the bladder been wounded, but a fluid, dangerous
to life when in contact with any tissues but those pro-
vided by nature for its escape, is permitted to touch
new surfaces, on which it might induce fatal inflamma-
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tion. The surgeon may control and limit the reach of
his knife, but cannot make sure either of the effect of
his manipulations or of the influence of urine when it
gets into contact with raw surfaces.

The neck of the bladder, probably from being its
natural outlet, has been the favourite part with the
surgeon, to give egress to the stone; but he has
occasionally left it untouched, and opened the viscus in
front, above the pubes, near its upper end, with a view
to lessen the hazards; the latter being called the high
operation, in contradistinction to that below the pubic
bones, where a wvariety of modifications have been
devised, few of which, however, I mean to say anything
about at the present time. Perhaps “perineal” might
be the most appropriate term for lithotomy in this
locality, as the incisions are all made in this region,
sometimes in front of the anus, either by the semilunar
line described by Celsus, or the straight mesial line of
Marianus—these being the oldest of the kind,—or by
a wound on one side.

In one style every effort has been made to avoid a
wound of the rectum, while in another the gut has
been purposely laid open. But of all the incisions,
those on one side of the perineum have been most fre-
quently made, and they have included not only the
skin, but all the tissues between and the neck of the -
bladder, as also one side of the prostate gland. These
incisions constitute the main features of lateral litho-
tomy, and it is difficult to say whether this term refers
to the whole, or to that made in the skin, or that
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through the prostate gland. My idea is, that it should
refer to the whole of the operation as being effected on
one side of the mesial line; yet it has appeared to me
that some have considered the incision in the skin on
one side as the most important feature, whilst others
have referred chiefly to that in the prostate. There is
no doubt that this was the direction in which Jacques,
Rau, Cheselden, and most other great lithotomists,
reached the bladder, and we in this country associate
Cheselden’s name so intimately with this style, that it
is not unusual to refer to it as the English operation.
No doubt Cheselden had followed a precedent, but it is
curious in the history of the proceeding to perceive that
surgeons were sent from France to report upon his
operation, although we have every reason to suppose
that Cheselden merely followed in the steps of Jacques,
who performed many of his early operations in Paris,
and of Rau and others who had operated on the
Continent. We are told that Jacques, having left
Paris, impoved upon his operation particularly by using
a director or staff as a guide to the bladder, a change
with which, doubtless, continental surgeons were as
familiar as our English lithotomist.

The lateral operation, whatever may be its true
signification, is clearly distinet in many important
features from the mesial. In some respects, the old,
probably original process, of cutting on the gripe, may
be called a mesial operation, but the term has been
used chiefly to denote the Marian operation, by which
the incision to reach the bladder, and through which
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to extract the stone, was made in the raphé of the
perineum in front of the anus. In some of its aspects
this proceeding has been revived in modern days by
Mr Allarton, and it may be said to be, through the
zealous exertions of that gentleman and others, again
on its trial. Other modifications have been made upon
it in modern times, particularly by Vacca and Lloyd,
who each divided the front wall of the rectum to faci-
litate proceedings; but no kind of lithotomy has
attracted so much attention, or been so frequently per-
formed, as the lateral, and it is to it chiefly that I
intend my present remarks to apply.

Two great objects have evidently been aimed at by
all who have given attention to this operation—wiz.,
rapidity of execution and safety of result; and, with
due regard to perfection, there can, in my opinion, be
little doubt that rapidity, even in these days of anses-
thesia, is an advantage. But various opinions obtain
as to the way in which this is to be secured, and it is
perhaps a great danger that rapidity should be more in
the mind of the operator than safety. If there is one
operation in surgery in which dash is aimed at more
than in another, it i1s in this. Dash here means
rapidity perfectly accomplished ; and with some this
is achieved by free incisions, such as greatly endanger
the structures and organs involved, whilst with others
an amount of energy or force may be employed which
may possibly be as dangerous (if not more so) as divi-
sion of tissues with the knife. In fact, it may be said
that at all times, in the history of lithotomy, there has
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been a question as to freedom or limitation of the
incisions. The old adage of Hippocrates, that wounds
of membranous parts are dangerous, has doubtless had
its influence here; and as he had seemingly applied
this term to the bladder itself, we may consider the
Marian operation, and all others which have been
intended to spare this organ, as having been devised
in accordance with this maxim ; hence, probably, the
modern disquisitions, since Scarpa’s time to the present
day, as to limited or free incisions in and through the
prostate. These all appear momentous questions, as
they seem to involve the life or death of the patient.
Yet who can solve them ? 'What man of acknowledged
reputation can say which is the safest, and, therefore,
the best manner of proceeding—whether rapidity or
slowness, free incisions or limited, are the hest? Few
well-known men in modern days can boast of an expe-
rience such as that of Jacques, of Rau, or of Cheselden.
Instead of the conjectural number of 5000 of Jacques,
let us take the 213 of Cheselden, which he chose to
refer to as his public practice in this operation. Of
that number he lost only 20 ; yet I have it from Sir
Benjamin Brodie, as a tradition which he had imbibed,
that in the latter years of Cheselden’s practice, private
as well as publie, the results had been such as to cause
him the greatest distress and mortification. But let us
take it at the best of his own showing, and on inguiry
we cannot perceive to what his success can be attri-
buted. His own quaint idea, that it was “to the
happiness of a mind that was never ruffled or discon-
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certed, and a hand that never trembled during any
operation,”® cannot have any influence with an expe-
rienced lithotomist in this important question ; for
these qualities, certainly good of their kind, are such
as have been possessed by hundreds and thousands,
but they do not give us the key to successful lithotomy.
Nor is it easy to see in what other respects Cheselden
exhibited superiority. In dealing with the neck of the
bladder he seems to have cut, at different times, in a
direction from and towards himself respectively. The
incision onwards from the membranous portion of the
urethra to the prostate and bladder seems, in my esti-
mation, to have been the favourite, and that most
frequently performed ; and my impression is, that he
aimed at rapidity of execution as a feature, for he in a
manner boasts of having generally extracted the stone
Im a minute or two, more or less. Yet most that
Cheselden seems to have done has been effected in
modern times, although not always with the same
measure of success. I by no means, on such an occa-
sion as this, wish to impugn the published and
rumoured success of such distinguished men as Mar-
tineau, Blizard, Cline, Green, Crichton, Hodgson, and
others; but this, so far as I know, is eertain, that none
of them have had the numbers that Cheselden treated.

The causes of the successful issue or fatal result of
lithotomy in cases reasonably well selected and opera-
tions reasonably well performed, are problems of deep

* Cheselden's Anatomy, Seventh Edition.
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interest. It is now two-and-thirty years since I first
performed lithotomy, and, with a large personal expe-
rience, I feel yet unable to offer decided opinions regard-
ing these problems. Hearing, as I have occasionally,
of wonderful success, I have had my suspicions that
the expression has been used by some to indicate the
mere extraction of the stone, and not the final issue of
the operation. Breaking a stone in lithotrity, and
extracting in lithotomy, have, I fear, been taken by
some as the standard of success—the issue has been
ignored! There seems to me to be a mystery associated
with lithotomy that has not yet been solved. For
palpable errors there is an explanation; but when, to
all appearance, there has been perfection in the opera-
tion, and yet death has been the issue, I confess that I
have been puzzled beyond measure. I have performed
lithotomy without a shadow of strain, tax, or tension
on the parts more than the needful manipulations, yet
the issue has been fatal; and again I have been conscious
of an amount of rudeness such as has made me tremble
for the result, yet an untoward symptom has never once
appeared. I have, indeed, seen badly-performed opera-
tions where nothing but death could have been antici-
pated, and where the anticipation was realised; but I
have known such an amount of force and haggling end
successfully that I have been amazed. I have known
several strong men pull at a nine-ounce stone for an
hour, when the patient has been put to bed well-nigh
exhausted; yet on the stone being extracted eight days
afterwards the final result was perfect. With such
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experience as I have I cannot pretend to explain these
seeming mysteries. Working on inanimate material,
no doubt precise manipulation must be of the most
perfect effect; but when the phenomena of life are after-
wards involved, the result seems in most instances to
be beyond human control. Cutting or sparing certain
tissues or parts seems to me of little moment as regards
‘the grand result; yet, as it may be thought that these
doubts and hesitations are scarcely becoming on the
part of a Professor of Anatomy and Surgery to the
Royal College of Surgeons of England, I shall endeavour
to put some of my views in a more palpable shape and
aspect.

Much stress has in modern times been laid upon
cutting that part of the pelvic fascia which is reflected
upwards on the neck of the bladder from about the
middle level of the prostate; but I am very doubtful
of the pathological views on which the objection is
founded. I doubt if such division is often made, and
supposing it is made I doubt much the result which
has been said to follow as a matter of course—wviz., in-
filtration of urine, leading to suppuration and death.
Infiltration I beliéve to have been the bugbear of litho-
tomists. With my own experience, and all that I have
observed otherwise, I declare that I have never seen a
genuine case of urinary infiltration. I have seen cases
where the surface of the wound has evidently heen
irritated by the urine, but I doubt if any serious evil
has ever arisen on that account. If there has been
unhealthy or fatal inflammation, I faney that it has come
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concurrently from some other cause—some unhealthy
and unforeseen state of the constitution. There is such
resemblance between infiltration and diffuse inflam-
mation of cellular tissue, that they are, I believe, often
confounded. Serous and lymphatic effusion so much
resembles urinary infiltration, that when it occurs in
the track of the wound in lithotomy, such a mistake (as
I consider it) as that I allude to is not unlikely.

Infiltration of urine, I maintain, never takes place |
when there is such a free passage as that after lithotomy.
The diffuse swelling in cellular tissue so characteristic
of infiltration is never present after lithotomy even in
fatal cases. Surgeons are familiar with ordinary infil-
tration, and how readily the urine escapes when incisions
are made in such cases. All my experience leads me
to say that infiltration i1s one of the rarest causes of
death after lithotomy.

Whilst making this statement, I am not disposed to
refer lightly to that free incision of the prostate which
implies a division of the reflected portion of the pelvie
fascia. On the contrary, I advise that it should be left
untouched, and declare my conviction, that stones of
great magnitude may be removed without such free
use of the knife. There are those who in this operation
have come well up to Mercutio’s idea of a fatal wound:
“ Not so deep as a well, nor so wide as a church door.”*
Yet withal the gap has been big enough to be fatal;
and both depth and width have often, I fancy, been

* Romeo and Juliet, Act 111, Scene 2.
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the cause of evil in this wound. Depth which has gone
through the prostate, wounded the bladder where need-
less, and even penetrated the rectum, or possibly the
peritoneum—width being implied by these very features.

Whilst admitting that patients have often recovered
after huge and so-called free incisions about the mneck
of the bladder, I am, however, strongly impressed with
the idea that a limited incision 1s safest. It implies, in
my estimation, less injury to important parts. But I
scarcely recognise as legitimate any incision in the
neck of the bladder which will permit the egress of a
stone without at the same time a certain amount of
dilatation, or it may be laceration.

Stones of one inch or more in diameter are of very
common occurrence ; and the ecircumference, three
inches, required for the egress of these is in proportion.
Now, I believe that if the surgeon aims at making an
incision 1n the neck of the bladder equivalent to the
free egress of these without stress or strain, he makes
a wound of the most dangerous magitude, from which
the patient is not likely to recover. I dare not, I
cannot, say that wounds of the membranous portion
of the meck of the bladder beyond the prostate are
certainly fatal; on the contrary, I believe that they are
not so on all occasions; but I am as firmly impressed
on this point, that there is great comparative safety
when a rim of prostate is left at the base of the wound
of that gland. I am equally confident, too, that stones
of large size may be removed through a wound of this
organ which has been, as regards the application of
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the knife, of comparatively limited extent. Here (fig. 72)
is a stone of fully six inches in circumference, which
was removed through a wound not at first larger than
sufficient to admit the forefinger of the left hand; yet
the patient never had a bad symptom. The increased
magnitude was gained by dilatation, which was chiefly
effected in drawing the stone out within the grasp of
the forceps.

Fig. 72.

These latter remarks, it will be perceived, bear upon
a very interesting and much controverted question as
to limited or free incisions in the neck of the bladder.
I doubt if this question will ever be settled, but on my
own part I have no hesitation in declaring my preference
to a limited ineision, for I believe as implicitly in dila-
tation here as I do in the neck and mouth of the uterus
m parturition, even though the latter is effected by
nature, whilst the former is by force on the part of the
surgeon. I am so strongly impressed on this point

0
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that I do not object to the term laceration which has
often been applied to the somewhat forcible extraction
of a stone; for my opinion is that laceration, provided
a margin of prostate is left, is safer than the so-called
free incision, which fairly divides the left lobe of the
prostate and runs into the membranous portion of the
bladder. But in advocating a limited incision inter-
nally, I am equally convinced that a free external
wound is of importance, for it greatly facilitates the
deeper and more delicate part of this operation. When
the distance between the surface and bladder is great,

partly from obesity, partly from enlargement of the

prostate, if a free incision be made, the knuckle of the
forefinger may be buried in it, so that the point can be
more readily placed within the prostate or the bladder,
whilst it permits the more free and safe use of forceps,
both in passing them into the bladder and in extracting
the stone. Without this free space, there is a risk, in
introducing the forceps, of passing them between the
bladder and pubes, or between the bladder and the
rectum. Moreover, in extracting a large stone, there is
a freedom given to the leverage of the forceps, which,
whilst much appreciated by the accoucheur, has been
too little thought of by the lithotomist.

The difficulties of lithotomy in the adult are, I appre-
hend, largely of the surgeon’s own making. He limits
the wound perhaps, making it too narrow throughout,
particularly on the surface; or in not penetrating into
the bladder, whereby he runs the risk of the blunder of
making a space between the pubes and prostate, that
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which in my lecture last year I endeavoured to impress
emphatically as the grand source of failure in the opera-
tion in children; or he places it too high in the perineum,
thereby setting his work too much in that dangerous
strait, the angle of the pubes; or he does not make a
proper use of the forceps either in clutching the stone
or in drawing it from the bladder.

When the perineum is so deep that the finger cannot
reach the bladder, the operator must do the best he can
to introduce the forceps, always taking care, under such
circumstances, that force is not used ; for if he has cut
mnto the bladder the forceps should glide along with a
gentle push. If he has not confidence in simplicity
(guided by anatomy) at this stage, he may make use of
a blunt gorget, an instrument which seems now to be
in a manner out of fashion, although in recent times its
use has been revived as an aid in mesial lithotomy.

As to a wound rather high in the perineum I take
but little account of it, provided the operator in using
the forceps draws them downwards, and does not persist
in working in this space, or even drawing the stone
upwards, as has occasionally been done with fatal effect.
» The greatest cause of trouble, and even failure, in the
actual completion of lithotomy, I believe, depends upon
not grasping the stone. I have often seen all the steps |
well performed up to this one; but here difficulties,
seemingly unaccountable, bave arisen, and the worst
evils have followed. I was early impressed with this
feature. An hospital surgeon of limited experience
~operated on a case of stone, and did the work well until
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he began to extract. Here the easy movements ceased.
No sooner did he attempt extraction than the forceps
slipped. Effort after effort was made, but all to the
same effect. In all surgery I do not think that there
1s so much concentrated energy of mind and body
required as in lithotomy, and it is the more exhaustive
too, in my opinion, because it has in a manner to be
concealed. This was probably the effect in the case I
now allude to. The operator, a man of considerable
physical powers, became exhausted, not, however, until
the lapse of about an hour, and when he and the patient
were both well-nigh in a similar plight, another surgeon,
a master in the art, took the forceps, and extracted the
stone with the utmost facility. It was the size of a
lemon, and most operators would have had some trouble
with it. The fault with the beginner here was, that he
did not take the stone fairly within the clutch of the
blades; he only nibbled at the end. But the second
man put the blades upon its sides; in other words, he
inserted them deeper into the bladder, whereby he was
enabled to grasp the stone by its middle, so that it
could not escape from the instrument, and the small
resistance of the neck of the bladder was as nothing
compared with the energy of his hand and arm. It has
fallen to my lot on two different occasions to extract
the stone eight days after failure by other surgeons. In
both instances I believe that the cause of failure was
that the stone was never properly within the grasp of
the blades. It is by no means an uncommon supposi-
tion, that the bladder in certain cases encireles the stone
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- 50 closely that there is no room to get the blades between ;
but this I fancy is a great error. No bladder that I have
ever seen could resist the surgeon’s power in expanding
the blades, and pushing them in the proper direction.

As to adhesion of a stone to the bladder being an
impediment to the fair performance of the operation,
I believe it to be a myth. I certainly have seen
mstances where the bladder and stone have held close
approximation by asperities on both, but it never
appeared to me that these could for an instant with-
stand the influence of the surgeon’s hand on the forceps.

Cysts containing stones are occasionally met with,
and I have seen some remarkable instances; but we
hear more of these from bunglers, who have operated
only several times, than from those who have had large
experience,

The dangers of this operation during performance
are indeed few and far between, particularly when the
incisions are made with a scalpel of moderate dimen-
sions, such as here represented (fig. 73); but of course
this, in unskilful hands, might prove as fatal as the
dagger of Jacques, the cutting gorget, or any other ill-
proportioned, ill-contrived weapon which has from time
to time been used in this classical operation. 1 give
the preference to this instrument over all I know, yet,
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if rashly used, it may do harm equal to any I ever
heard of.

A wound of the rectum I look upon as of little
moment as regards the final result of the operation.
There is little or no additional danger to life in such
a wound; but it is a blot in the operation which
should be avoided. The accident has happened to me
repeatedly; I have recognised it twice in post mortem
examinations, the patients having died from other causes
when I was not aware that it had happened. I have
seen it once in the form of a communication between the
gut and the membranous portion of the urethra, months
after the external wound had healed, and where, bemng
very small, it gave the patient but little inconvenience.

Fig. 74.

Twice I have recognised during the operation that the
accident had happened, and in both of these I con-
sidered that the rectum had been torn whilst extract-
ing. Here is one of these stones (fig. 74); and con-
sidering that this was taken from a youth of seventeen,
in whom the pelvis was but indifferently developed,
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the accident is not much to be wondered at. The
other was of equal magnitude, but in this case the
parts were more developed. In both instances the
entire wound healed up, and, in as far as I could make
out, no evil whatever resulted.

In two cases I have seen reason to attribute death to
heemorrhage. One of these I referred to last season, in
speaking of my experience in children; the other was
in an adult between fifty and sixty; but in both I
faney that shock had as much to do with the fatal issue
as loss of blood. In another case in the adult, where
death occurred a few hours after, the bleeding had been
considerable; but still I think that shock was the main
cause of death; and I am the more inclined to this
from having seen various examples, in which the bleed-
ing had been wvery formidable, where, nevertheless,
after ceasing, as it were, through faintness, the recovery
was highly satisfactory.

I doubt, Sir, if I can claim any marked progress in
regard to this operation in the present century; but 1
have much pleasure, on behalf of this College and one
of its most worthy office-bearers, Dr Pettigrew, in bring-
ing under notice some remarkable injections made by
that gentleman of the veins about the neck of the blad-
der, such as, I believe, are not to be seen elsewhere.
The lithotomist may reflect as he looks on such a spe-
cimen as this (fig. 75). He may think of the bleedings
he has seen; and if imbued with the views of certamn
modern pathologists as to purulent and poisonous ah-
sorption and pyeemia, he may possibly imagine that he
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has fallen upon a good theory, if not a certain cause of
death after lithotomy.

Fig. 75. '

I wish, Sir, that time had permitted me to enter on
many other particulars associated with this master-work
of operative surgery; but as it is, I have had the chance
of referring to only such prominent points as I have
thought most worthy of the occasion.

In recent years it has become the custom to draw
marked distinctions between this operation in the adult
and in the young. I am not aware that such distine-
tions were closely drawn, either as regards performance
or results, in the practice of lithotomists in previous
times. We know nothing of them from Frere Jacques,
Rau, and others; Cheselden, however, distinctly states
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that he cut 105 patients under ten years of age.* DBut
in the individual practice of those of a comparatively
modern date no special notice is taken of age.

In my own practice, including children and adults—
in which I remember to have declined to operate in
only a single case, where the patient, a lad, was appa-
rently exhausted beyond chance of relief—I have cut
publicly and privately 162 cases; of these 35 have died,
giving a mortality of one in every fifth or sixth case.
The mortality is considerable—ay, large; but I cannot
pretend to explain it, unless it be this, that I have had
comparatively a small number of patients under puberty.
Of 213, Cheselden had the large number of 105 cases
under ten years of age; of 271 cases of stone in my

own practice, little more than 50 have been under that
age; thus giving Cheselden, and possibly many others
who have operated with signal success, a marked ad-
vantage in regard to the youth of the patients. Chesel-
den himself puts great importance on the first twenty-
five cases he cut by his peculiar operation; and on ex-
amining the list, eighteen of these were not more than
ten years old, and four others were not more than
fifteen: three only might be considered adults. I have
known some operators with ready reasons for the loss
of each case; but I confess that I have none to offer,
excepting the recognised danger of the operation. I
think I have seen instances where defective manipula-
tion has evidently had much to do with the evil result;

* Cheselden’s Anatomy, 7th ed., 1756, p. 333.
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but (I speak it humbly) I cannot, in my own practice,
lay especial blame on that score. The operations I
have done worst have often turned out best; and some
that I have thought the best displays of such indifferent
skill as I may possess have turned to the worst account.

The late Mx Crichton of Dundee, who operated until
he was nearly ninety years old, has been, perhaps, the
most experienced lithotomist in this country, of the
present century. We are indebted to Professor Sharpey
for a sketch of Crichton’s practice, written by the aged
lithotomist himself, and published in the fourteenth
volume of the “ British and Foreign Medico-Chirurgi-
cal Review.” He had about 200 cases; and of that large
number lost only 14.

Mr Crichton was engaged with lithotomy for sixty
years. He gives no particulars as to age; he never
practised lithotrity; and possibly, owing to the intro-
duction of this operation, it will never again fall to
the lot of a single surgeon in these islands to perform
lithotomy so frequently. Professor Syme has had
large experience; and my friends Keith and Pirrie of
Aberdeen; Nichols and Cadge of Norwich; Smith and
Teale of Leeds; Hodgson when he headed surgery at
Birmingham ; Gutteridge of the same town; Ransome
of Manchester ; Humphry of Cambridge; Symonds
of Oxford; Fife of Newcastle; Buchanan of Glasgow;
Coulson, Solly, and Borlase Childs of London, have
all had remarkable experience in lithotomy, and some
a success which makes me fain to hide my head in
humble insignificance.
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A successful run of lithotomy may, I imagine, be
deemed the greatest triumph of operative surgery; yet
who dare boast in this wise? Who is there but must
believe from all experience that, if he goes on, a time
must come which will bring his success to the wonted
average of one in six or ten? Accumulated experience
teaches this! That people will die after lithotomy is
just as certain as that they will die after inflammations,
fevers, and other evils incidental to humanity. Let the
operation be ever so perfect, the result is in higher
hands. It will be happy for the surgeon’s reputation
in lithotomy if he ceases work at the zenith of his ave-
rage; and should he do so, his wisdom will be like that
of the successful merchant, who is content to cease
business at the high tide of success.

I am here, Sir, whilst holding the chair of Surgery in
this College, a representative of the surgery of Britain;
and I willingly express my conviction that there are
amongst my contemporaries many who, according to
average, can show a higher standard than I do. I know
that our worthy President (Mr Hodgson) and others
can do so; but numbers go far in these calculations,
and [ should like to hear from others with like experience
the result of theirs.

The latest writing of a lithotomist may be taken
as his last report; and in this sense I may state that
Cheselden, having cut in public 213 cases, lost only 20.
In my own practice in King’s College Hospital, I have
cut 100, and of these 15 have died. Mr Solly® has

* BSurgical Experiences, 1865.
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told us within the last few weeks, that of 63 cases in
all, public and private, he has lost 14. Crichton’s
statements included both public and private; and as
Cheselden did not publish the results of his private
practice, we are entitled to infer that the Dundee prac-
titioner in the nineteenth century was more successful
than the reputed hero of British lithotomists in the
eighteenth century.

But, Sir, any humble merit of mine that may be
associated with this address and that delivered two days
ago, 18, in my estimation, now to be told. I can give a
list of lithotomy and lithotrity conjoined, which, in as
far as I know, has fallen to the lot of few other men
in Britain. I have personally by operations treated
271 cases—162 by lithotomy, and 109 by lithotrity.
Although having seen little more than half the time of
Crichton’s experience, I have had 70 cases of the disease
more than he had. Of the 271 I have lost 47; and
that shows a mortality of something more than 1 in 7
—not a bad average as operations for stone go; but
lithotrity cases being included, I consider it low indeed.
And I have now to state that which I look upon as of
high interest in the modern history of surgery. Of
these 271 cases, 219 were adults; 110 have been treated
by lithotomy, and of that number 33 have died; 109
have been treated by lithotrity, and of that number 12
have died!

Here, Sir, 18 a contrast between the two operations
of lithotomy and lithotrity as practised by the same
person. I refer to it as an indication of the favourable
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progress of surgery during the time in which I affect to
glance at its history. In my own hands, whatever |
clumsiness or skill they may possess, the operation
of lithotrity has been considerably more successful in

regard to saving of life than that of lithotomy. |

If T am not mistaken, Sir, this is the first time that
such a comparison has ever been made by a British
surgeon, who has had large experience in hoth opera-
tions, and I trust that my example may induce others
in high places, who have dealt largely with both sides
of the question, to give us the benefit of their expe-
rience.

Here, Sir, is the collection | pointing to between two
and three hundred preparations | to which I referred at
my last lecture as having been made from my own
practice—by my own hands, I may say. There are
examples of comminution from lithotrity, enough to
satisfy those not much acquainted with the operation;
and entire stones, the result of lit-hﬁtomy, exhibiting
specimens from a few grains in weight to nine ounces
—from one solitary stone in the bladder to forty-two.
I little thought, Sir, when I began making this collec-
tion, that it would include such a goodly number, or
that I should ever have the honour of exhibiting it at
the Royal College of Surgeons of England. Here is
the first, removed In 1832,—here the last taken out
(in 1865) shortly before these Lectures began. Here
is the most tiny—a thing not larger than a common
pea; here those which weighed from four to nine ounces.
Here (fig. 72) a single, solitary, grim, savage-looking
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LECTURE X.

OPERATIONS ON THE JAWS,

MRr PRESIDENT AND GENTLEMEN,—Amongst the novel-
ties and 1mprovements of surgery in the present cen-
tury, few rank in magnitude and importance above
those associated with the pathology and treatment of
tumours of the jaws. Judging from what might be
seen some thirty or forty years ago of large tumours
in connection with these bones, and what was said on
such subjects by earlier authors, we need not hesitate
in coming to the conclusion that little was done in
such cases, and that nature was permitted to take her
course. Here are casts (figs. 76 and 77) on which I
have often looked with interest, and with a sigh that
surgery had done nothing to relieve the unfortunate
bearers of such tumours. 1 know not the history
throughout, but in all probability years of misery and
lingering death were the concomitant and result. Even
although the features of the face elsewhere are ema-
_ ciated, and although death may have been caused by
the disease, I doubt if there was malignancy here in
the true pathological meaning of that word; and I
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believe, had such cases been seen in recent days, that
modern surgery would have stepped in and arrested the
progress of these formidable-looking tumounrs.

Fig. 76.

Fig. 717.

tumours of the jaws have created the greatest impres-
sion on my mind. There is little active excitement
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associated with the operation of lithotrity; and ova-
riotomy, although invelving the life of the patient, and
demanding both energy and courage on the part of the
surgeon, cannot, as regards performance, be considered
a high-class operation. But for the perfect removal of
these tumours, I am inclined to think that the highest
requirements of operative surgery are called forth.
There is such variety of manipulation, such necessity
for caution, yet such boldness in action, that, in my
opinion, neither removal of ovarian tumours, nor of
the most formidable growths in the scrotum, can at all
compare in scientific accuracy with those upon tumours
of the jaws.

Whatever may be thought on these matters, there
can be no doubt of the value and 1mportance of the
operations; and as it has fallen to my lot to have had
considerable personal experience in such cases, I feel
that I can scarcely do better than devote one of these
lectures to the subject.

The anatomy and physiology of the jaw bones, as
also their pathology, from shape and function, may be
considered as in many respects different from other
bones of the body. The association of the teeth with
them is a physiological phenomenon, and forms an
element for mischief, or, to use a more appropriate
term, disease, such as is absent in all other bones. Yet
I am doubtful if the teeth really induce much mischief
in these bones. The varied ails to which teeth are
liable may, and generally do, leave the jaws unscathed;
yet, when tumours are present, a question 1s often

P
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raised as to the injurious influence of certain teeth.
The abstraction of a tooth in such a case is merely
fencing with the outside of the disease. In irritation
of a socket this doubtless may do good, although at a
sacrifice which time might possibly save, but I cannot
say that I have ever seen the removal of a tooth pro-
duce any substantial benefit in the cases under con-
sideration, The tumour itself must be removed if
good is to come from surgical interference, I trust
that I am not less acquainted than my neighbours
with common-sense surgery, but 1 never saw a tumour
of the jaws dispelled by constitutional treatment. In
doubtful cases, and where there has been much derange-
ment of health, I have seen favourable changes, in
time and through judicious management. I have even
seen a case, where, to all appearance, a tumour was
malignant, deep-seated, and beyond all hope of a cure,
either by nature or surgical interference ;—such an
opinion was given by one of the best surgeons of the
day, and such, I confess, was my own ;—jyet in the
end it proved to be only a chronic deep-seated abscess,
which burst, and got well spontaneously. Such mis-
takes do little credit to surgical diagnosis, and let us
hope that they are of rare occurrence.

But I wish now to refer to such cases as are beyond
the power of hygiene, and where a process of removal
is decided on. Caustics are of little value, ligatures
out of the question; in short, whatever enthusiasts
may think of their skill in treatment constitutionally
or locally, I wish to speak solely of those requiring
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cutting for their removal—I wish to speak of excision
of portions or of the whole of the jaws.

I have selected this theme on the present occasion,
partly because it is illustrative of the progress of
surgery in the present century, and partly because 1
imagine that my favourite conservative practice may
be as usefully developed here as in any other region of
the body, or in other cases of surgery.

The first and early operations for removal of tumours
in or of the jaws, initiated by Dupuytren, Gensoul, Hodg-
son, Wardrop, Lizars, Syme, and others, produced great
sensation in the surgical world. In cleverness of concep-
tion there seems scarcely a doubt regarding them in the
present day ; and in vigour of execution they have not yet
been surpassed. Yet, even here, it may be doubted if per-
fection has been achieved ; and I venture to make—
indeed, I may say, reiterate—my humble contribution
towards it ; for most that I am now about to say has been
stated over and over again in my clinical teaching.

I have no doubt that in diseases of the jaws opera-
tions have been performed when they were not war-
ranted; and I am equally of opinion that they have
been neglected when they might have proved of the
utmost value. Here, as in other departments of surgery,
perfection will probably never be achieved. Mistakes
and improprieties will occur even in the best regulated
minds and hospitals. I make no pretensions to be above
them myself; but, by way of originality, I shall plead
for a share of conservatism, even here, where it has been
comparatively little thought of.
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Happily, cancerous tumours of the lower jaw are
somewhat rare ; but cancerous ulceration, beginning m
the gums, or more probably extending to them from
the cheek or lips, is by no means uncommon. When
the surgeon can encompass the disease in the cheek or
gums with the knife, he may clip away the alveolar
ridges with good prospect of a satisfactory result,
provided the disease be of the kind called in modern
days “epithelial.” If there be no glandular affection
in the neck, the operation is likely to succeed, just as
with cancer of the lower lip; but where that kind of
cancer has eaten away the lower lip, and laid hold
extensively of the bone itself, I deem excision a misap-
plication of surgery. There is not the smallest chance of
a permanently successful issue. I have known this done,
and even a flap of skin brought from the neck to fill up
the gap; but I doubt the wisdom of the proceeding.

I look upon the lower jaw as giving the most forcible
examples of the value of a doctrine which I have long
advocated—albeit, contrary to the opinions of many,
possibly even against the ordinary doctrines of surgery.
In one of my lectures last year I referred to this.
Tumours of the lower jaw are often removed by vertical
section, and both ends, so to speak, of the bone are left.
Every one knows how successful these operations usually
are. When a section is made in the healthy part, it
may truly be said that disease seldom if ever returns. Yet
this feature is totally lost sight of in the bones in other
parts; and so if a tibia or fibula be affected with tumour,
nothing bhut total ablation will satisfy. Amputation in
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the thigh is the step. If the femur is affected, the hip-
joint only will suflice for the sweep of the amputating
knife; and a like pathology prevails in regard to other
long bones. But in the lower jaw the surgeon will cut
out an inch or two, or two-thirds, of the bone by trans-
verse section, and the pathologist, very properly in my
opinion, says not a word against the proceeding. I had
oreat pleasure last year in referring to Mr Syme’s views
on this subject, whilst alluding to his novel and bold
operations on the scapula and head of the humerus,
which he performed with a view to preserve the greater
part of the upper extremity; and my own impression
1s so strong in regard to this, that I actually advocate
horizontal section of the lower jaw when it appears
practicable. If only as much, in a state of health, can
be retained as shall in some measure preserve the shape
of the lower part of the face, so as to prevent the
collapse which takes place when the whole mental
portion is taken away, I fancy that the surgeon enacts
a good example of conservatism.

Again, in operations here, it has been much the
custom to make the incisions run into the mouth,
thereby involving division of the lower lip. Now,
although I do not mean to deny the occasional necessity
for this extensive wound, [ am strongly of opinion, from
my experience, that there is no urgent necessity for
division of the prolabium. The mobility of the lips is
such that if the mucous membrane of the cheek, which
runs to the gums, be divided, the labial orifice may be
moved extensively,—so extensively that any reasonable
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manipulation may be effected on the jaw itself. I know
that this limitation has been occasionally resorted to,

but it has not been specially referred to as an advan-
tage. I am, however, convinced, that even in the

Fig. 79.

removal of the largest tumours—such as this (fig.
78), or this (fig. 79)—there is no necessity for the
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extensive excision referred to. It may be asked—What
does that extensiveness imply? It may be only a quarter
of or half an inch! and the question is just such as I desire
to answer. Besides saving the lip entire, the prin-
cipal blood-vessels—the labial artery and vein—are
untouched ; and so there is neither trouble as regards
re-adjustment, nor hseemorrhage, as when the lip is cut.
If it be needful to cut vertically through the whole
thickness of the bone, I fancy that the operation can

Fig. 80.

be done by a lunated incision, just below the lower
margin of the bone, with ends reaching upwards, as
represented in these sketches (figs. 80 and 81), almost
as readily as if the mouth were opened at the lips,—
the semilunar flap being so easily turned upwards, whilst
the division of the mucous membrane will sufficiently
relieve the cheek as to let saws and cutting forceps be
applied to the bone. If a tumour involves much of the
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base, division of the facial or external maxillary artery
is a necessity. It is from this vessel alone that severe
heemorrhage is to be expected, but by tying it at once,
or by judicious temporary pressure, there need be no
fear on this point. When a ligature is used, I strongly
advise that both ends of the vessel be tied, for in one
instance I had great trouble from secondary bleeding
from the upper end of the vessel eight or ten days after
the operation.

Fig 81.

But I am more anxious to refer to operations on the
upper jaw than on the lower; for I fancy that I can
say fully more that is original in regard to these than
those on the lower. I am as strongly conservative here
as In other parts of the body; and in this locality I use
the term in a double sense, both because I think that
parts may be retained which have generally been
removed, and because I think that even the features
may be more effectually preserved by certain steps than
by others.

The modern idea with regard to the removal of
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tumours in the upper jaw has been associated with
excision of the whole of that bone; and the operations
of Gensoul, Lizars, Syme, and others, who were the
earliest advocates of this proceeding, seemed to imply
the absolute necessity of removing the whole of if.
The essence of the operation, so to call it, consisted in
isolating and cutting through parts of the extreme
points or circumference of the bone—even the sacrifice
of the malar bone by dividing the zygoma. The round
bulging part of the bone behind at the pterygo-maxillary
fissure, the orbital plate, its margin or whole extent,
the nasal -surface, and the palatine plate, were all
marked out for removal in excision of the upper jaw.
Now, whilst not inclined to call in question the pro-
priety of what was done and advocated by these early
operators, I fancy that a better style of surgery has
made such sweeping proceedings scarcely needful. It
does not appear that much was done in former times for
the removal of such growths. A few rare cases have
been recorded on which operations were performed; but
such proceedings were far between, and had no position
in the roll of our operations. So, when modern surgeons
began the excisions now so extensively recognised,
tumours of a large size were more frequently met with
than in the present time; and hence, perhaps, the
necessity of reaching those outside points that I have
just referred to. But in recent days the surgeon
interferes at an earlier date, and before a tumour has
mmplicated the bone extensively. It is in such instances
that I believe there is room for improvement both in
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diagnosis and practice, and it is here that I make so
bold as to propose that which I conceive to be different
from ordinary accredited proceedings.

In operations on this bone, as on the lower jaw, and
as with bones in other parts of the body, I take the
liberty to protest against the doctrine that the whole
bone must be taken away when there is tumour present.
Indeed, 1t is largely in consequence of what I have seen
in the maxillee that I have come to the practical con-
clusion that total excision is not always needful in the
case of tumours. '

Again, I express my conviction that, in removing
diseases of the upper jaw by the extensive separations
referred to, the modern surgeon has been amply justified ;
but I feel equally confident that in many cases there is,
or has been, no need for such destructive work. The
malar bone, for example (separated, be it observed, by
an articulation from the maxilla, and therefore not
within the scope of certain so-called physiological or
anatomical laws) has often been removed, although
there has been no trace of disease upon it; but all for
the sake of making sure of the total extirpation of the
jaw-bone. Now, I make bold to say that all this
destructive surgery may in many instances be avoided,
and that partial exeision will prove, on the whole, as
effective here as I am convinced it does in other parts.
In certain instances the malar bone may be saved; in
others the surface next the pterygo-maxillary fissure
need not be interfered with; in many the floor of the
orbit need not be touched, nor the nasal surface, nor
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the palatine plate. Much regarding these views will
depend on the individual character of the disease; but
of this I am convinced, that in the majority of such
cases one or other of these parts may be saved. It is
scarcely possible to overrate the advantage of saving
one or more of them, nor do I doubt that a general
feeling must be on my side in this opinion. But the
question may be asked, How can such parts be saved?
My answer is, to let them alone when they do not seem
to be involved. But, again, it may be asked, How can
you let them alone if division is to be effected at such
extreme points as the zygoma, at the outer side of the
orbit, the apex of the nasal process, the junction with
the other maxilla in the mesial line at the alveoli below
the septum, along the roof of the mouth, and also at
the palatine junction with the palate bone? Hard
questions, seemingly! yet, in my opinion, as easily
answered as anything associated with conservative
surgery. Just take away that which is in disease, and
leave that untouched which is in health.

But, supposing the doctrine which I advocate
admitted, how can this be done effectually? And here
I come to one of the chief objects of this lecture. My
view 1s, that instead of attacking disease of the upper
jaw at its circumference, as has been the almost
invariable practice since Gensoul’s proposal to excise
the whole bone, it is better to get into the disease as it
were, and cut from the centre to the circumference,
making sure that in doing so, that circumference shall
be thoroughly encompassed. But where, it may be
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asked, are the instruments to do this? It was an old
practice with the chisel and mallet, but it did not
answer! These are the imstruments (figs. 82, 83, 84,
and 85), small saw, bent forceps, and gouge. The saw
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Fig. 82.

Fig. 83. Fig 84.

(fig. 82) commonly called Hey’s, these bent forceps
(figs. 83 and 84), and the gouge (fig. 85), are almost
essential to the process I am now referring to. The
saw may be dispensed with, but the forceps and gouge
are well-nigh absolutely requisite. My opinion is, that
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in such operations, if the great mass can be removed
by adequate cuttings at convenient parts, any remaining
portions may be readily clipped away by such forceps
as these, or scooped out with the gouge; the rule being
to clip or gouge until healthy surfaces are reached; and
if this cannot be done, for fear of going too deep, then
the surgeon may conclude that the disease has gome
further than he calculated, and that it is beyond the
reach of operation. By such a course as I have now
indicated, I have frequently cleared the upper jaw of
its diseased deposits, and left both orbital and palatine
plates entire, and, as a matter of course, the posterior
surface. The nasal side of the bone I have never taken
much into account in these cases, for I think it of little
consequence compared with the intention and magnitude
of the operation.

Associated with these views, and with the style of
surgery implied, I must endeavour to impress some
further points which I humbly consider almost as
important as those to which I have just referred.

There are no incisions that I know of in operative
surgery—mnot even excepting that for ovariotomy, which
in reality is a bugbear—so frightful to behold as those
for removal of the upper jaw. This (fig. 86) represents
Gensoul’s; this (fig. 87) Lizars’. There have been few
modifications of these, and that from the angle of the
mouth towards the zygoma has been the favourite,
when the tumour has not been very large. If it has
been large, then such incisions as these (fig. 88) have
been most in esteem: that from the angle of the mouth
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to the zygoma, and another from the margin of the lip
immediately under the ala in a direct line upwards to
the inner canthus, and thus a sort of triangular flap of

S

Fig. 86. Fig. 87.

the cheek has been raised off the tumour. I have
frequently practised all these plans, with the exception
of Gensoul’s, which I have always avoided in conse-

Fig. 88.

quence of its destructive character as regards features;
but for many years I have found that less extensive
imcisions will suffice, particularly if placed as I imagine
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they should be. The wound from the angle of the
mouth to the zygoma is, I think, the most objectionable
of all, the cicatrix being conspicuous ever after.

After all my experience and repeated trials, I have
latterly formed a strong opinion that the features of the
face may be better preserved than as yet by the gene-
rality of surgeons; and my anxiety to impress these
views is certainly not the least object of this lecture.
First, I consider that many tumours of the upper jaw
may be summarily removed without cutting the lips or
cheek at all ; and next, should more space be needful,
it may be gained at less cost of feature than has gene-
rally been supposed. In dealing with the upper lip for
removal of tumours of the upper jaw, I greatly object
to any other incision than one in the mesial line, which
must be run into one, or both nostrils if required (as
represented in fig. 89), in which instance the tumour

Fig. 89, Fig. 90.

involved as much of the roof of the mouth as is shown
in fig. 90. There are two advantages of great impor-
tance, In my opinion, associated with this incision.
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First, the wound, being made in the furrow below the
columna, and exactly in the middle of the lip, 18 less
observable than on any other part; and next, there is
an inch in length gained by the natural opening of the
nostril. The ala of the nose is so easily raised, and with
the tip can be so easily moved according to the will
and wish of the operator, and the cheek ean be so
readily dissected off the tumour as high as the margin
of the orbit and as far out as the malar bone, that a
large space for operation on the anterior surface of the
maxilla is easily made. Since 1848 I have never made.
any other incision in the upper lip; and I have no

Fig. 91.

hesitation in stating, from large experience, that in a
number of operations for moderate-sized tumours there
is no need for more extensive incisions on the outer
surface of the face. I have removed even such a large
tumour as is here displayed (fig. 91), through a single
incision in the upper lip like that advocated.
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Should it so happen that, the tumour being large,
more room 18 required, I am further led from my experi-,
ence to prefer an incision alongside the nose, and a
horizontal line as here (fig. 92) indicated, to those of

Fig. 92.

Gensoul or Lizars on the cheek. By these incisions
through the lip, up the side of the nose, and along the
lower eyelid, as far out as may be needful, say even to
the zygoma, all the room required for the removal of a
large tumour may be secured, and the most conspicuous
part of the cheek may be left untouched. Another
great advantage which I claim for these incisions 1s,
that the chief vessels of the surface are all divided
at their narrowest points, and thus heemorrhage is less
severe than when the facial artery is divided in the
middle of the cheek, as in the common inecision.

I am unable from want of time to dwell longer on
this subject ; but, before concluding, I must state my
impression that the views regarding operations on the
upper jaw, to which I bave now drawn attention, and

Q
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which, whether for good or for evil, I must claim as my
own, cannot be carried out excepting by the use of such
instruments as are here shown (figs. 82, 83, 84, and 85).
The Hey’s saw and the gouge were familiar to surgeons
before my time. The straight cutting forceps, depicted
by Scultetus in former years, and brought info fashion
in modern surgery by Liston, are of limited use in such
instances ; and where prejudice or ignorance does not
prevail, they may be said to be entirely set aside by -
these angular ones (fig. 83), which effect all, and even
more than the straight ones. But in particular these
semicircular clippers (fig. 84) will be invaluable; and,
with curves of different circles, the largest tumours may
be circumseribed by them. If even some of the tumour
should not come away with the mass, the blades will
enable the surgeon to remove the whole, and clip upon
the healthy surface.
- Whilst recommending these angular and semicircular
forceps, which I claim to have originated for surgical
purposes, I cannot omit referring to these additional
blades (fig. 93) as being of the greatest imaginable value

Fig. 93.

in the removal of some tumours in the upper jaw. A
quarter of a century ago, in imitation of an older custom,
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small hook-beaked blades were used for seizing arteries,
on stumps and other open surfaces, when ligatures were
required, They were likewise of use in seizing and
holding small tumours during removal. It was Mr
Liston who, I believe, gave them the name of the bull-
dog forceps. In my early experience in operations on
tumours of the upper jaw, I had observed the difficulty
of separating them, even after a free use of saw and
forceps ; and this instrument was a device of my own
to facilitate that step. The commanding size and
strength of these blades give facilities for wrenching
out a tumour of the upper maxilla previously unknown,
Their grasp 1s such that, in comparison with the others,
I called them the lion forceps; and they are now well
known under that name, although not so well by my
own ; for it is not long ago that a London hospital
surgeon, who, being provided with one of them for an
operation he was about to perform, asked me if I had
ever seen the instrument, and kindly directed my
attention to 1t as one of peculiar merit! In operations
on the lower jaw it will be found of wonderful service in
keeping all steady during the application of the saw or
in disarticulating ; and 1n various operations elsewhere,
when a stronger catch than the fingers can give is
required, their use in my hands has added largely to
the value of my digital resources.

In the preparation of this lecture I had sketched the
chief features of diseases associated with the jaws, and
particularly those associated with the antrum; but I
found it 1impossible to keep all within the appropriate
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limits, and, being anxious during such an opportunity
as this to state my views and practice when operations
are required in such cases, I have thought it best to
omit that which, in my estimation, had less of the
aspect of novelty than the portion which I have now
submitted to your notice. = You may have observed
that here, as in certain other departments of pathology
and operative surgery, my mind takes a strong local
bias, and I advocate what some may think or call
restricted measures, in preference to those of a more
sweeping kind, which involve the destruction and loss
of a considerable amount of sound substance around.
I trust that I shall not be misunderstood here. I advo-
cate the removal of all disease when an operation is
really undertaken for tumours. If there is no malig-
nancy, there is, according to rule, no need for taking
away more than the disease. If a sound surface is left,
that is all that the surgeon need care about. If the
disease be malignant, I have great doubt if cutting
widely beyond i1t makes much, if any, difference as to
its return; and this pathology I apply particularly to
malignant tumours in bone, for very generally when
there 1s a return, it shows in the soft parts more than
in bone. Of course I willingly admit that every now
and then the renewed mischief really does come in the
bone; but that feature should, in my opinion, contri-
bute to form the exception rather than the rule for
such operations as we have had under consideration to-
day. In addition, and in some degree to give reasons
why I advocate conservatism in their performance, 1
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may state that I entertain views as to the original and
early seat of many of these tumours about the antrum
which are in some respects peculiar. Most surgeons, 1
believe, have an impression that when a person is said
to have a tumour in the upper jaw, or, to be even
more precise, in the antrum, the whole of this cavity,
with its walls, is so involved, that in any operation for
removal there is an absolute necessity that this circum-
ference—the walls of that cavity—must be taken away.
Now, it is my opinion that disease in the antrum,
beginning in the cavity as it were, is much more rare
than most people think. My impression is, that in
many, if not most, instances the wall of the antrum is
the part first affected, and that its cavity 1s gradually
filled by the growth, and then perhaps expanded.
Actually, in some instances, so strictly local is the
disease that the antrum may be in a manner displaced
and compressed, whilst its mucous lining remains
without indication of disease. This I have particularly
noticed in tumours which have had their origin in the
alveoli; and I have seen frequently growths of con-
siderable size here which have projected forwards,
downwards into the mouth, and even upwards, and yet
have left the antrum scarcely if at all involved. Any
part of the circumference of the antrum may be the
original seat of a tumour, and if such tumour be
attacked by an operation at an early date, I mamtain
that it may be removed, and the rest of the antrum or
jaw be left. If it so happens that the tumour is chiefly
assoclated with the posterior wall or part of the antrum,
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the diagnosis will be more difficult, and if an operation
is performed, the destruction of comparatively sound
parts in front must be extensive in proportion; but if
the tumour happens to be at any other surface, it is in
my opinion of great importance to reserve as much as
possible by removing only the offending part. It s,
unfortunately, too often needful, owing to the extensive
development of the disease, to remove all between the
tongue and the eyeball; but cases are frequently met
with of a more limited extent, and if the surgeon follows
the practice which I have ventured to characterise as a
modern improvement—viz., to interfere at a reasonably
early time, so as to arrest the tumour in its onward
progress, he may remove the disease, and yet save the
oreater part of the upper maxilla. In one case the
sacrifice of only the inner or nasal wall of the antrum
will suffice; in another the front may alone require
removal; again, probably the floor of the orbit or roof
of the antrum may be involved, or possibly only the
lower part of the antrum—that is, the roof of the
mouth, with, perhaps, the alveoli. To save the floor
of the orbit, as happily may often be done, is in my
opinion of great importance; but of all these local
operations that I am now advocating, that of removing
disease, and at the same time preserving the roof of the
mouth, is the one of most importance in my estimation,
and, where the extent of disease will permit, the surgeon
should make every effort to do so. I have known a
sound alveolar ridge, a perfect set of teeth, and one side
of the roof of the mouth, all sacrificed to get at a com-



OPERATIONS ON THE JAWS. 247

paratively small tumour in the antrum, which could
readily have been removed with the saerifice of only
the front wall of the cavity.

But time tells that I must cease, and I shall do so
after a few words more.

The dread of heemorrhage was great in the early days
of these operations, particularly when the upper jaw was
affected, and 1t was the custom for a time to begin by
tying the common carotid; but that practice was soon
given up. Vigour and rapidity of action are the best
safeguards against this danger.

Every now and then one hears objections to chloro-
form in such operations. For my part I have none. 1
have used it invariably since the introduction of anses-
thesia, and I have never had reason to trace ewvil to it.
[t has seemed to me a greater boon to a patient in such
an operation than in almost any other; for there are few
more severe or frightful in the whole range of surgery.

In offering these observations, I speak from a personal
experience of between thirty and forty cases. Twenty
of them have been performed in King’s College Hospital.
I did not seruple in my lecture on lithotomy to tell the
fatality of that proceeding in my own hands; nor need
I hesitate here to remark upon the seeming comparative
immunity to life of operations on the jaws. There have
been returns of disease and ultimate deaths, as with
cancers and fibro-recurrent tumours elsewhere; but of
the whole list of my cases I have lost only five—a success
which, as compared with lithotomy, seems remarkable,
particularly when we take into consideration the huge
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wound in the face as contrasted with the limited inei-
gions in the pelvis.

At one time, Sir, before the cares of life were deeply
felt, I occasionally said that my thoughts, during wak-
ing hours, were never five minutes consecutively off my
profession. With an indifferent memory for many
things, I fancy, if I can judge myself aright, that I
have a tenacious one in surgery. It is well-nigh forty
years since I, as a lad, first witnessed one of these
operations on the upper jaw performed in the Royal
Infirmary of Edinburgh by my late esteemed friend, Sir
George Ballingall,* yet my recollection of the scene is
as vivid as if it had been yesterday; and I have an
equally lively recollection of the exciting descriptions
of certain operations on the lower jaw, published by
Mr Cusack of Dublin, about the same date.

I end this lecture as 1 began it, by stating that I
know of no operations so exciting and so likely to rivet
attention as those which we have just had under con-
sideration,

* Clinical Lectures, 1827,



LECTURE XL
ON AMPUTATION.

MR PRESIDENT AND GENTLEMEN,—Amputation! One
of the meanest, and yet one of the greatest operations
in surgery! Mean, when resorted to where better may
be done—great, as the only step to give comfort and
prolong life. An operation on which more has been
written, if; perhaps, we except lithotomy, than on any
other—on which the highest of our intellects have
been engaged, and yet withal accounted by some as
the opprobrium of surgery.

I have an impression humbly, that few men have
done more than myself to obviate its necessity, and
yet I profess great admiration for the operation. It is
certainly a sweeping measure; yet, although the part
removed 1s no longer of any account in living patho-
logy, it may carry instruction with it. We may profit
from its separate inspection; we may be taught thereby
to do better in another similar case; but surgical treat-
ment of disease ceases with amputation, and a new
field of practice opens. Our duty is with the portion
of the body which is left, and that duty is so impor-
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tant, that I know of none to exceed it in the whole
range of surgery.

[ at once set aside the maudlin sentimentalism about
having no amputation, as the disease may, and should,
be cured by treatment—judicious, superior treatment,
forsooth I—of which we have always plenty of expo-
nents in writing, but few, alas! in practice,

I believe that amputation will never cease to be
required in the practice of surgery. When our quid-
nuncs have mastered disease, so that imflammations,
cancers, and tumours in bone can be subdued at will;
when war shall be only an “idea,” a word, an act of
the past; when peace shall appear in the Arcadian
bliss represented by the brush of Edwin Landseer;
when such men as Armstrong, Whitworth, Blakeley,
Lancaster, Mackay, Dahlgren, Parrott, Rodman, and
Krupp, direct their genius otherwise; when railway
accidents shall be no more; when we can arrest time,
and calculate on a “renewal of life,”—then may we
expect that amputation will be of the past.

It has always appeared to me remarkable that this
operation should have been called an opprobrium to
surgery. It is indeed sad that a limb susceptible of
cure should be removed. It has been recorded that of
two diseased legs, one was condemned to amputation.
By an awkward mistake that intended to be spared
was taken off, when the surgeon, being, as it were, put
pressingly upon his mettle, cured the condemned
limb! The joke is good, but let us hope that it was
“a weak invention of the enemy,” made by ome of
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those jesters who affect to hold surgery responsible for
everything.

I confess, Sir, that in the biographies of our eminent
men I should like more to hear how often amputation
has been averted than performed; how many diseased
or damaged limbs have been cured instead of being
lopped off. I should, for my own part, prefer the
character of having saved fifty limbs to that of having
cut off a hundred. I am sure that I am not alone in
that feeling ; and I rejoice to see, as time rolls on, that
it has become less the custom to note the large number
of amputations at certain hospitals. The schoolmaster
is abroad in surgery as in other departments of our
social eircle, and the question is often put as to how
many of these vaunted amputations have really and
positively been absolutely necessary. 1 have myself
strong, and, perbaps, prejudiced opinions on the subject ;
and I would certainly prefer that in the lists of opera-
tions we should see those for hernia, for stone, for
obstructed breathing, for tumours, for dislocations and
fractures, and others, taking precedence of “the last
resource.” A man or an institution may well boast of
some of these proceedings, but he should be surer of
his grounds for amputation than was the unfortunate
operator whose story I have just referred to. 1 yield
to no man in faith that much may be done in the treat-
ment of disease to avert operation—to avert amputa-
tion; but I am firmly convinced that whilst men and
civilisation are on the face of the earth, amputation
must remain as one of the great operations in surgery.
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It need not be a matter of wonder that this proceed-
ing should have attracted so much attention; yet it is
curious to think how modern it is as compared with
other operations of note. Whilst the herniotomists
and lithotomists flourished in medieval periods, we
have no account of amputators. The gentlemen of
“ the long knife” are of modern date in surgery; for
although we have a history of amputation, chiefly for
mortified hmbs, from Celsus downwards, it was not
until about the middle of the last century that this

operation assumed the aspect of what may be called

“the modern system. We are all familiar with the
dreadful accounts of the proceedings of our forefathers
prior to this period. What with the gradually tight-
ened string, the red-hot knife, to affect separation, and
the boiling pitch, actual cantery, and other devices to
stem the hzemorrhage, we read of horrors scarcely
surpassed by those of the Inquisition, and only exceeded
by the modern device of breaking a bone or bones, and
burning the soft parts with “caustic arrows,” or that
of dividing the femur with the chain saw, and tearing
the soft tissues through by means of an ¢ infernal
machine” call an “ écraseur!”

Happily the tendency in surgery, as regards amputa-
tion, has been to improve upon the rough work of
former days; and, as much has been done within the
present century in this direction, I feel that in such
work as is now before me, I can scarcely do better than
devote a lecture to the subject.

The great wars on the Continent of Europe towards
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the end of the last century give frequent occasions for
this proceeding; and the zeal and intelligence of Baron
Percy and other French surgeons, as well as the rising
spirit amongst our own, contributed to the interest felt
in this proceeding. The sanguinary campaigns in the
career of the first Napoleon added zest to the knowledoe
already acquired; and during a large portion of this
- century few operations have attracted more attention.
After 1815, many surgeons who had been actively
engaged with armies began practice in private, and
speedily achieved prominent positions in civil life.
Then the large experience gained in warfare was
speedily brought to book in surgical annals; and ere
~ the close of the first quarter of the century it appeared
as if the subject had been exhausted; that we had
arrived at perfection; and that those who followed had
but to proceed in the same way ;—for better could not
be, and such evils as remamed were but mherent to
the process.

Yet such a conclusion was scarcely in the ordinary
course of surgery. Inquiring men were at work. It
was doubted if we had reached the summit of perfec-
tion; and from that time until the present there has
been a succession of novelties, as great and remarkable
as any in the history of surgery. Indeed, I know not
if any single operation has been so varied; and it will
now be part of my task to sketch such of these changes
as seem to me most deserving of notice.

[f I am not mistaken, it was more the fashion, some
forty years ago than now, for the young in our profes-
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sion to finish their surgical studies abroad, particularly
in the schools of Paris. The celebrated Lisfrane was
then in the zenith of his practice. Chiefly through his
influence that particular amputation by flap or flaps
had attracted much attention amongst French surgeons,
and it was destined to be soon the object of equal
interest here.

Although the flap operation was familiar to most
surgeons in this country by hearsay and deseription—
although, indeed, it was every now and then performed,
it may be affirmed that about 1820 or 1825 the circular

Fig. 94.

was the ordinary method among British practitioners,
A picture of a flap operation had probably never been
put before the eyes of the rising generation, but such
as these (figs. 94 and 95), as depicted by Charles Bell
and others, were held to be the master-work. I have
already stated, from this chair, that the essays of Mr
Liston and of Mr Syme, published respectively in the
“ Edinburgh Medical and Surgical Journal” for 1824,
had great influence in calling attention to the flap opera-
tion. The personal example of these surgeons was con-
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siderable, and that of Mr Liston in particular deserves
special notice; for, first in private practice as a youth
pushing his way in life, and then as the leading surgeon
i the Royal Infirmary of Edinburgh, the dexterous
manner in which he executed this now familiar method
arrested the attention of all beholders, and the fame
attached to this proceeding, executed by him in about
as many seconds as there were minutes occupied in the
old circular method, spread far and wide. To say

Fig. 95.

nothing more of the man, the manner of the operation
was indeed remarkable for the time; and it should be
borne in mind by those who have been educated in
isolated or comparatively small schools, or even large
hospitals, that the united classes of Edinburgh in those
days numbered, when assembled in the theatre of the
Royal Infirmary, something like a thousand—nearly
equal to the whole of the medical schools of London at
the present time. No wonder that an operation which,
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with the knife wielded by Liston’s hand, seemed, som-
pared with the old manceuvres, like a flash of lightning,
attracted great attention, and that numbers attempted
to imitate such an example. Besides, it was almost the
only one practised by the other chief surgeons of that
time in Edinburgh, and so its reputation went in all
directions. Not a whisper was heard against it in
Edmburgh ; yet, whilst it spread with meteor-like rapi-
dity over the British Empire, there still remained many
staunch upholders of the circular method. Rapidity of
operation went with them for nothing. The good old
method described by Roux in his “ Parallel” as obtain-
ing in London, in which some twenty minutes were
expended in doing that which was done by Liston and
others in little more than the same number of seconds,
was still adhered to; and the “ sat cito” school remained
contented with the old order of things. Not so,
however, the mass of the rising generation in the pro-
fession. I believe I am correct in stating that the flap
operation became that in common practice, and, in as
far as I can make out, it is that in most frequent use
in the present day. If we except the substitution of
excision for amputation, I know of no more singular
and almost universal revolution in modern practice. I
say this with all deference to a large body of eminent
practitioners who have throughout adhered to the
cireular operation; for, in truth, whilst I have been all
my professional life an exponent of the flap, I have had
no such strong objections to the circular as some have
maintained. I have seen as good stumps from the
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circular operation as from the flap; I have seen as bad
from the flap as from the circular; and I have long
been convineed that a fault, whenever it has appeared,
has 1 reality been more in the manner than in the
method of the operation.

Many have the idea that compromises are improper;
that they are indicative of weakness and want of
proper spirit or energy; that men must be either on
one side or the other; that things must be positively
of one character, or directly the opposite. But men
and things under such ecircumstances remain very
stationary; it may be in some instances for. good, but
generally for the reverse; and to keep moving with the
times seems almost a law of society. The spirit of
surgery 1s essentially this, and the surgeon who 1s
content to rest under the hallowed shade of his prede-
cessors must find himself in the obscurity of remote
periods as compared with the sunlit movements of the
time being. Liberty of thought is allowed us all, and
a large scope of liberty of action; but, in reality, our
whole social system is founded on a series of com-
promises, and the ‘“uncompromising man” is, In my
opinion, one of the greatest of nuisances either in
surgery or in society.

A compromise, I imagine, goes far to settle what may
be deemed the best method of amputation in such
important places as the arm and thigh. A portion of |
the flap and a portion of the circular constitute, I believe,
the most perfect operation; and in my own practice 1
have long followed out that idea.

R
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/ Of the two operations, I have always thought that

“the circular is the most difficult. The comparative
difficulty of drawing up the skin and other tissues, so
as to make bare the bone at a sufficient height, is con-
siderable, and a great contrast to the easy way in which
this is accomplished by flaps, The facility of exposing
the bone high up is comparatively so great with flaps,
that I am impressed with the idea that more is often
done in this way than is actually required; and, if I
am correct in this, I believe that a larger wound is the
result than if the bone were not so freely exposed. If
in the transfixion of the limb—that being the usual
way of forming the flap—the knife crosses almost as
high as where the bone is to be divided, there is a
greater wound made than if the transfixion were kept
considerably lower: the skin on opposite sides, being
cut, 1s wounded where it might be left entire; for after

flaps of moderate extent are cut, they, with the tissues

above, may be so pulled upwards that, with some
circular sweeps of the knife the bone may be denuded
an inch or two higher, and so there will be a smaller
opening in the skin.

Now this is that kind of compromise to which I have
referred in the preceding remarks; and if, in traniiii]:lg,
the flaps be made purposely short, and then, retraction
being made, the knife be carried round the exposed
tissues which cover the bone, a cone will be formed
resembling that in the ordinary circular operation (fig.
95), and thus by a combination—a cﬁmpmmlrf‘;aﬁ;:-f the
two methods—a covering to the end of the hone, in
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other words a stump, will be left superior, in my
estimation, to any other.

Yet this is only an individual opinion, and there are
many who hold to the ordinary method by flap, many
who still hold by the old circular, and some in recent
days who carry the flap system beyond what was ever
contemplated by its early advocates. Thus Mr Carden
and the Worcester surgeons take especial care to exclude )
other soft tissues, so that skin only shall cover the bone |
or bones. ’ | '

Irrespective of either circular, flap, ovoid, or any
other sort that may have been fancifully named, I think
it must be admitted that amputation by almost any
fashion has made progress during the present century.
I take this opportunity, however, of entering my protest
against that of burning or wringing a limb off by any
kind of apparatus whatever. Cheselden gave us the
case of the miller who had his arm and scapula torn off
by machinery, and yet survived. Several instances of
a similar kind have sinece been met with. We have
good data as to how the bleeding is arrested in these
cases. Hands and arms, feet and legs, have been torn
off by accidental rude force. A chain has been put
round a rabbit’s leg and drawn so tight that the part
has dropped off within a few minutes, and the like has
been done on a human thigh; but I sincerely hope that
these processes may never appear as part of the surgery
of this or any other century. Let Cheselden and
others have due credit for treating successtully enormous
and unheard-of wounds, but let a due distinction be
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drawn between that which is possible and that which
IS proper.

With the exceptions alluded to, I conceive that there
has been much beneficial progress in amputation in
recent times, and it is part of my object in this lecture
to give illustrations to that effect.

As may have already been remarked, I do not attach
so much importance to the question of flap or circular
as many do; and whilst giving the preference, as a
general practice, to the mixed manner above referred
to, I believe that with a well-performed operation in
any of these ways, or with any zig-zag which circum-
stances or the surgeon’s fancy may dictate, a stump can
be produced which shall defy adverse criticism; while
by any of these methods, badly executed, any or all of
the evils pertaining to bad stumps may be the result.

In my younger days, the grand effort of all opera-
tors, whatever the kind of operation, was to have an
abundance, or I might say a superabundance, of soft
material to cover the end of the bone, and make what
was called a fleshy stump. The bugbear in those days
seemed to be the risk of scantiness in this respect, and
hence every substance was looked to which might
afford the needful amount of soft materials. Every
now and then it was evident that mistakes were made
in this direction: a greater length of soft parts was left
than was needful; and occasionally, when the length
seemed perfect, the flap was actually too thick to bend
readily and properly up against the end of the bone or
bones. This was often seen particularly marked in the
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flap operation in the leg, a little below the knee—a
proceeding at that period mostly in fashion. If the
operation were done for an accident—for example,
on an athletic navvy,—a flap being formed by trans-
fixion from the muscular calf often proved a trouble-
some one to treat (fig. 96). The skin by this method
of operation, although in reality cut lower down than
the muscles, retracted more; and although that retrac-
tion was seemingly overcome in the dressing, as stitches
were applied, the subsequent swelling of the muscles
often burst the superficial union, and, shooting between

the margins of skin, presented for weeks or months a
large granulating sore, which healed but slowly, much
to the distress of the patient and vexation of the
surgeon. I remember well that Mr Liston was so
much annoyed in this way, that he latterly made the
posterior flap in such an operation much thinner than
on former occasions; and I can speak freely of my
own experience in the same operation. It is long
indeed since I came to the conclusion that it was
unwise to leave a thick muscular flap. Part of the
fault in such cases arose, I believe, in the almost
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uniform practice of transfixing and cutting outwards.
I am by no means convinced that this 1s invariably the
best method of performing the flap operation, and I feel
assured that eutting from without inwards is in many
instances followed by the best results. But I may say
that I have seen the two extremes with regard to the
substance of flaps, for in latter years some of our ablest
surgeons have advocated the practice of carefully .
excluding all material but skin, cellular tissue, and fat.
l\ We are greatly indebted to the surgeons of the
Worcester Infirmary, Messrs Carden, Sheppard, Budd,
and Walsh, for our knowledge of upwards of sixty
such cases, wherein the practice has given much satis-
faction.®
It would be well in all discussions about stumps to
state the age of each. It is not easy to say when a
stump is at perfection. My own idea is, that that 1s
when it is least tender, and can bear the greatest
reasonable pressure. Many months, sometimes years,
elapse before this condition is most marked. In many
or most instances it looks best when some two or three
months old; but look or appearance is not perfection
in a stump: its utility, its callousness, I may say, are
its better attributes, and these cannot be developed for
many, many months after operation. It is a common
thing for surgeons to speak of an excellent stump some
three, four, or six weeks old. True, one that promises
well at that date may, and indeed is likely to, turn out

* British Medical Journal, April 16, 1864, vol i.
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well in the long run; but many unfortunate things
may befall after this, and 1 think it best to look to its
condition some years afterwards, for it is then that utility
is tested, and this character must ever take precedence
of plumpness or beauty, as we fondly call it.

I am not aware of much change n recent times upon
the ecircular method, and am inclined to think that,
upon the whole, those who follow it are thoroughly con-
tent. But amongst the flap-men considerable changes
besides those above referred to have been tried. One
flap has occasionally been made instead of two, or two
mmstead of one; and instead of looking to one place or
side of the limb, the flap has been made from any most
suitable. Thus, one long flap has been taken in thigh,
leg, and forearm, and two have been occasionally taken
in the leg, one in front and one behind, or one on the
outside and another on the inside, as I have seen. Yet,
if we except the proposals of Mr Teale, there has been
considerable unanimity. The old single flap from the
calf of the leg, the lateral flaps in the thigh, the lateral
(as they may be called) in the arm and forearm, may he
considered as having been the standards of the kind for
the last forty years.

Some interesting exceptions to this practice may,
however, be referred to. I well remember when, in
amputation in the thigh, the only supposed legitimate
method was to reserve a flap from each side [referring
to various sketches]. If the knife in piercing did not
seem as if it had passed straight from front to hack, or,
looking to the patient being recumbent, from above
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directly downwards, having about the same thickness
of material on each side, it was doubted if the opera-
tion had been correctly performed. Yet I have subse-
quently seen all sides of the thigh reserved as opposites;
in particular, that pains have been taken to make the
flaps actually in front and behind. And, if I am not mis-
taken, this has been the favourite flap operation in the
thigh for the last twenty years and more. Yet its repu-
tation is, I fancy, on the wane; and there is a rising feel-
/ ing to preserve a long anterior and short posterior flap,
" in accordance with certain views of Mr Teale and Mr
‘_Carden, both because of anxiety to keep the cicatrix at
the back or lower part of the stump, as also to facilitate
the qsggpe of serum and matter whilst the patient lies
on his back. In former days, the aim was to have the
cicatrix fairly in the middle of the stump; but in recent
times the desire seems to be to have it on one side or
other. I cannot but say that I look most favourably
on this latter plan. As a rule, the original tissues are
better than a cicatrix; and some interesting examples
of this have been developed in modern times, of which
I shall take special notice in a few minutes.

Some of these recent views I attribute largely to the
proposals of Mr Teale of Leeds, who, in this, as in other
respects, has contributed so much to the established
reputation of that school of British surgery. In a series
of examples he has endeavoured to show the advantages
of long flaps from one side of a limb, wherewith to cover
the ends of bones, and short flaps in which the main
vessels and nerves are preserved, as exemplified in these
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change. But there will, I suppose, always be difference
of opinion as to what really is a good thing ; and I am
led to make this remark by the views expressed by the
latest author on amputation, Mr Henry Lee, of St
George’s Hospital, who, only a few nights ago, read at
the Medical and Chirurgical Society a paper expressive
of the advantages of a long flap from the back of the
leg, a short one from the front; the two operations being
identically the same, excepting that the flaps are from
reverse sides. Hach author insists on the wisdom of so

Fig. 100.

dividing the main vessels and nerves that they shall
not be exposed to after pressure, and each making a
feature of the angles at the ends of the flaps, in contra-
distinction to the semicircles or ovals of the ordinary
flaps, such as represented in fig. 96, or in this (fig. 100),
which shows an amputation by transfixing lower down
the leg. One cannot but perceive novelty in Mr Teale’s

flaps—Dbeing taken generally from the least muscular
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side of a limb ; but in Mr Lee's we may recognise old
friends, with the features rendered somewhat angular.

In nothing in practical surgery has there been more
pedantry displayed than in regard to amputation. In
thigh and hip, arm and shoulder, it has been made to
appear as if the deviation of a line might be fatal ;
whereas, in reality, we may deviate line by line around
a limb or joint from vertical section to horizontal, and
yet keep strictly within rational, ay, perfect surgery.

But in no respect has amputation varied, I may
almost say permanently changed, more strikingly than
in what was called the place of election, or selection ;
and here perhaps I come upon some of the best achieve-
ments of surgery in this department in modern times.

Forty, even thirty years ago, the place was rigor-
ously defined in most localities. If a hand or diseased
wrist was to be removed, a healthy part of the forearm,
generally near the elbow, was selected. If, unhappily,
amputation was performed for disease of the elbow, the
maxim was to keep well up in the arm, away from
inflamed or diseased tissues. If a foot or an ankle were
doomed, the long knife was applied high up in the leg.
I have often seen amputation performed within an inch
of the knee-joint for disease of the tarsus, the leg and
ankle-joint being healthy. So rigorously was the
inculcation for a short stump of the leg carried out,
that I have frequently seen the head of the fibula
removed so that it might not remain as a round pro-
jection on the stump.

Gradually, however, a spirit of conservatism has
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arisen even in the matter of amputation ; and if T am
not much mistaken, there is a strong feeling in favour
of long stumps, not only because more of the body is
thereby preserved, but because the stumps themselves
are more eflicient as to leverage, and also as to the
enduring qualities of their coverings.

But there is nothing more remarkable in the modern
history of amputation than its performance at certain
joints. Naturally, it may now be thought that I am
about to allude to the great amputations at the shoulder
and hip. Not so, however ; for I entertain the opinion
that these operations have been performed frequently
when less extensive measures would have sufficed.

In 1826 Mr Syme wrote that ““amputation at the
shoulder-joint for caries is an occurrence by no means
rare in civil practice;”* and as this was said in his early
attempts to press into notice the operation of excision
of the head of the humerus—a proceeding then only
recognised by a few—it may be presumed that he had
fair reasons for this assertion.

I should be untrue to the position I hold were I to
decry amputation either at the shoulder or the hip
joints. On the contrary, I consider them as amongst
the best achievements in surgery when judiciously
applied. But I believe that there 1s still much to be
impressed on the surgical mind in regard to amputation
at other joints ; and with a few examples of the kind I
shall close this lecture.

* Edinburgh Medical and Surgical Journal, vol. xxvi. p. 54.
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Happily for the character of surgery, amputation in
the arm for disease of the elbow may now be considered
obsolete. I feel inclined to say as much for injuries of
the elbow strictly local. There may be an exception
every now and then to that general rule, as I hope it
may now be considered. If such there be, why should
the surgeon almost imvariably get into the middle of
the arm for his incisions? Why should he not take
the covering of the end of the humerus from the fore-
arm ? If he wants skin only, there will most likely be
plenty of it ; if muscle, he has the whole fleshy mass
at the head and front of the forearm to deal with. T
feel convinced that amputation near the middle of the
arm has often been done when this more conservative
process might have sufficed.

Then at the wrist. How often, may I ask, has ampu-
tation been done at this jont? I know that it has
been done, but I have never seen it, excepting in my
own practice. KEvery now and then good results of
resection of the wrist are effected, as has been proved
years ago by Mr Stanley, and more recently by Mr
Butcher and Mr Lister ; but from my personal experi-
ence, after repeated trials, [ am far from being sanguine
of the general applicability of excision in this locality.
Yet I ecan speak mm unmeasured terms of approval of
amputation at this part in preference to amputation
higher up in the forearm. Here is a stump of the sort
—a genuine curiosity, if I mistake not.

Again, look to the knee as the seat of amputation.
Twelve months ago I asked, in this theatre, how many
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surgeons in Britain had performed this operation. I
was aware at the time how much had been done by
Mr Syme, Mr Liston, Mr Lane, Mr Erichsen, and a few
others, but particularly by Mr Carden of Worcester,
whose doings, in my opinion, reflect vast credit on
modern surgery. In the “ British Medical Journal” for
16th April 1864, Mr Carden published the particulars
| of thirty-one cases in which he had performed this
\_ operation, with an expression of opinion that it was
likely to be more successful, and that the stumps were
better than in ordinary amputation in the thigh. Of
that I have long had no doubt. More than twenty
years ago 1 had satisfied myself on that score; and
had it not been that I fancied I had struck a richer
vein in surgery by the revival of excision of the knee,
[ am certain that most of those cases which I referred
to in my lectures on this operation last season would
have been brought before you now as illustrations of
amputation at the knee. Before I commenced excision
I had amputated frequently at this part, and with the
most gratifying results. One case I have recorded in
my book on Surgery of a man who walked ninety miles
in three days on such a stump, and here it is (fig. 101);
and from all I have seen and known of this operation, I
am greatly astonished that it has been performed so
rarely. No doubt excision turned attention in another
direction. But it might be asked, Why have those
who object to excision, who have adhered to the old
slashing system of amputation, not taken to this? I
imagine that the uleers, the sinuses, the abscesses, the
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disorganised synovial membranes, have all deterred
surgeons as much from amputation in such questionable
ground as it has deterred them from excision. Yet in
excision how worthless have such objections been
proved !—and have we not similar experience of ampu-

Fig. 101.

tation at the ankle-joint with disease in that articula-
tion and the soft tissues around ? for here (fig. 102) is

Fig. 102.

a condition in which that operation is quite legitimate,
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and here is the result after the lapse of a few munt]:us
(fig. 103).

In this operation, I am not aware that any teacher
has, more than myself, so strenuously
drawn attention to one peculiar feature
wherein it differs so much and so im-
portantly from ordinary amputations
in the limbs, In the forearm or arm,
the leg or thigh, the coverings to form
the stump are invariably shaped from
the soft parts in these regions. But in
amputation at the knee, the covering
to the end of the femur, that which is
to form so important a part of the
stump, is preserved from the leg—a
piece of surgery which I consider supremely con-
servative. Supposing that excision of the knee should
yet be abandoned, why should not this operation take
the place of the larger mufilation six or nine inches
higher up?

When the condyles of the femur are sawn off in this

“operation, Mr S!}?me has stated his opinion that there is

greater risk of serious inflammation in the broad can-
cellated surface of the bone than when it is exposed
higher up in the ordinary operation. But whilst
admitting some such cases, there is no positive proof
from numbers of the correctness of this view, and it is
quite contradicted by the successful practice of that
gentleman in ‘amputation at the ankle-joint (where a
broad surface of tibia is almost always exposed by the

[ '] §

'\.I!’J."', LE o J-\.:. \y P W . 1 f
) P | C frrjrine |__I .',‘F'_-_-E‘.':...JJ\-{;-‘ . _{!‘_L'—;{-ﬂ".'l_‘:- ,{1.1_):'\_{’;_-.; ol

Vit ..'-..-' A 1 L= F '_."l.-“r: I“h"'r.-.. ) Jo o N
. J 3 X - "J" k [ 7, o i .'L:_ {i{t{;r

e

] #
E¢ Dl ra

J



-
| S 8 1 - —- L - a L "
o Ao A P oA - r ¥ ' - F e A
T ""{-"“' % 'Ir""l'.,-‘.___r_ ¥ e ey = - ¥ & Ll i 3 bt Ll
. 1 ]

ON AMPUTATION. 273

saw), as also by the usual good results of excision.
Moreover, no such evil seems to have occurred in the
numerous examples recorded by Mr Carden.- But in
some of these cases the cancelli need not be exposed at
all. The condyles and articular cartilage, being healthy,
I!lil}_"_b_é_:ﬁt. And here I cannot, as a zealous surgeon,
but express my thanks and admiration to Mr Lane for
having displayed what an excellent stump may be
made in some instances by reserving the condyles and |
cartilages untouched, and covering them with a flap of |

skin merely from the front of the leg. Previously, in
as far as I am aware, most operators had reserved a
covering for the end of the femur from the calf of the

leg, as represented in this sketch (fig. 104); but few had

Fig. 104.

ventured to take the calf away and leave only a flap of

skin. This, however, is an important feature in Mr

Carden’s practice. Here (fig. 105) is his own outline

of the operation; and fig. 106 shows the recently

dressed stump, with the cut surfaces in approximation.
8
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It remains to be seen whether such a thin covering
. or the fleshy substance of the calf will prove the best
‘stump. It will also be an interesting matter for future

. observation whether a stump with the entire femur, or

one with the condyles sawn off, will be best. No doubt,
if this ﬂpera.ti:jn'c'omes much into use, there will be a
necessity in the majority of instances to remove the
condyles; but if it were proved that a stump with the

Fig. 106.

condyles is better, it would be the duty of the surgeon
to preserve them on all proper occasions. I am not
prepared to give a decisive opinion on such interesting
and Important points, but a minute’s demonstration is
worth an hour’s lecture on such subjects; and here (fig.
107) I have the pleasure of showing a cast of the stump



ON AMPUTATION. ., 275

A lace (Lte O ,

formed by Mr Lane in the way referred to, and another

from my own cases of a like kind, excepting that the

patella had not been retained as in Mr Lane’s case,

but in both of which the condyles and articular surfaces

were preserved. Fig. 101 shows where the condyles

were removed and the covering of the stump was made

from the calf; and here is another from the practice of
Mr Henry Smith, of King’s College.

As a strong indication of how this operation is esti-

Fig. 107.

mated by some of the active spirits of the day, I may
refer to the opinions of Mr Butcher of Dublin, who, in
his recent work on “Operative and Conservative
Surgery,” speaks of it with all that enthusiasm which
characterises the writings of that very able and enter—
prising surgeon. :

Lastly, as one of the greatest improvements in
modern surgery, let me refer to amputation at the
ankle-joint.

It 1s now about a quarter of a century since Mr Syme
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proposed a method of removing a diseased or damaged
foot at the amkle, different in all respects from any
previous proceeding. His idea was to preserve the
ordinary tissue covering the lower surface of the os
caleis, so that it might be brought up against the end
of the tibia, and leave a pad almost equal to the normal
substance, whereby a stump, such as is here represented
in fig. 108, might be retained superior to any that could

be procured from the leg, or from any

of those flaps which had previously been

proposed from the sides or swrroundings

of the ankle-joint. At this date it is

hardly needful to show how this opera-

tion has taken with the profession. Like
i / many others in surgery, it has its faults;
N | but, take it with evil and good, I know
' of no amputation—no style or kind of
amputation—which deserves more high
consideration. There 1s everything as-
sociated with 1t to lead to perfection in
our modern estimation of such a proceeding: a long
stump, and a perfect covering to the end—a covering
more perfect than that of any other stump; for the
reason that the very bit of soft material on which we
naturally stand is still preserved for the future basis of
this support. Stumps in the upper extremity are put
to little trial or strain, as compared with those in the
lower; for these are always looked to as supporters of
the weight of the body. The soft tissue under the os
calcis 1s the only part of the lower extremity which has
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been designed by nature for this purpose; and, with a
happy idea, Mr Syme proposed to reserve this tissue.

The general success of this operation has been highly
satisfactory. Evils have followed in various instances;
and in what operation, I may ask, do they not? Asa
whole, looking to the small part of the body necessarily
removed, the great length of limb preserved, and the
natural character of the end of the stump, I most
cordially express my opinion that this is the greatest
addition to amputation in modern times.

In saying this I do not overlook the proposal of
Pirogoff to retain the end of the os caleis. This (fig. 103)
is a good illustration. I consider the operation of the
Russian surgeon a decided improvement on that of Mr
Syme. Yet it is, in my opinion, only a modification,
which, even should it ultimately be allowed by all to
be an improvement, by no means detracts from the
merit of Mr Syme for reserving a flap from the sole of
the foot. The idea—one of the happiest in modern
amputations—corresponds with that which I have
insisted on as an important feature in amputation of
the leg, where a flap or covering for the stump of the
thigh is preserved from the leg.

It 1s not so much my object at present to compare
one operation with another, as to mark the modern
development of surgery; and, if I am not mistaken, this
operation may, in regard to amputations, be considered as
far ahead of any other in this department, and I therefore
refer to it specially as one which pleasingly characterises
the progress of surgery in the present century.



LECTURE XII.

ON OPERATIONS AND PREACTICAL SURGERY.

MR PReSIDENT AND GENTLEMEN, — Throughout the
history of our profession, from the earliest date to the
present time, distinctions have been drawn between
Surgery strictly and Physic. The wisdom or necessity
of drawing such distinetions is very questionable, par-
ticularly since the passing away of the dark days of
surgery, when an inferior class acted under the orders
of those who themselves could know but little of the
art. As our profession gets older, the custom becomes
less apparent, although in large towns and populous
districts there will always be those who devote them-
selves specially and respectively to these departments,
This, in my opinion, depends upon, and is determined
by, natural habits and tastes rather than upon any
actual necessity that the two should be disjoined, or
that a union of skill in both is incompatible with man’s
mental and physical powers. I cannot myself see why
there may not, should not, could not, be such a com-
bination. Most of our legislative enactments on educa-
tion seem to infer that our degrees and diplomas of the
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best stamp can be secured by those only who have
acquired, and can display, a competent knowledge of
each ; and the impression seems to get stronger, that
whilst a physician must be all the better for a good
knowledge—ay, even power—in surgery, the surgeon
will be a poor practitioner who has not a thorough
knowledge of physic. One of our greatest lights in
surgery, Sir Benjamin Brodie, who has but recently
passed from amongst us, was as much distinguished in
this respect as for his power in surgery properly so-
called, and the professional reputation of Abernethy
was as much based on blue pill and black draught as
upon tying great arteries, opening abscesses, or any
other surgical proceedings with which his name was
associated. In fact, the term * pure surgery” should,
in my opinion, be banished from our vocabulary. The
term is one of sheer affectation. One hears of a “ pure
surgeon” every now and then, but I declare I have
never known such an animal in my life! If any one
endeavoured to realise in his own person the man of
surgery, as one working with his hands alone, he would
be left high and dry in his “ purism”—a stranded
wreck, of little use either to himself or his fellow-
creatures. In these days of rail and electricity the
strictly “ pure surgery” required in Great Britain
might be done by a dozen men, who, like the hernioto-
mists and lithotomists of old, could travel from place
to place, as their services might be required. But,
fortunately, surgery in the present day stands on a
more extended base, and we are delighted to call into
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use all the appliances to our art which raise it to a
science. Without attempting to draw a line of distine-
tion between the physician and the surgeon, as has
often fruitlessly been done, I shall prefer to state that,
iIn my opinion, so long as our profession exists there
will doubtless be distinetions; and so, in the character
of a “Simon Pure,” I must limit my observations to
matters “ purely” surgical.

Now, with all the affectation referred to, it 15 a
curious fact and feature in our department, that so long
as a young man who has the diploma of a surgeon does
not attempt operations on the living body, he may pass
as a clever fellow, possibly a clever surgeon. If he
tries lis hand and fails, he must be content in future
to work chiefly with the pen. If he succeeds and
acquires reputation, he is for a time well-nigh worse
off than the bungler. Enemies and friends say, “ Ah,
yes! he is very good with his hands, but he knows
nothing else. He knows not when an operation should
be done, nor can he treat a case properly, either before
or after.” Yet throughout all my experience the best
operators have generally been the best pathologists, and
as competent in practice otherwise—ay, even more so,
than those who have been unable to cope with them in
handicraft. The judgment in all pertaining to good sur-
gery has been evinced as much (or more) by one as by the
other, and the operator has had the superiority of both
judging and acting. To deride a young surgeon because
he displays great power with his hands is as unreason-
able as to abuse an artist for superior skill with peneil
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and brush. Happily for the artist who excels, he gets
credit for having a head to guide his hand, but the
rising surgeon who shows skill in operations has to plod
his way through obloquy, until at last he fairly wrings
out the admission that he 1s good in other respects also.

Whatever opinion may be held on these matters, one
thing is certain—that surgery and operations cannot
be separated. Our skill has not yet enabled us
invariably to treat disease and accident so as to cure
without operation. Nature, despite man’s efforts, will
still hold on in diseased action; and accidents involving
serious injuries and necessitating surgical operations
must happen to the end of time.

It may be called a great surgical crisis when the
question of an operation arises,—equal, if not greater
perhaps, to the important time when the operation
itself 1s to be performed. Supposing that the decision
18 for an operation, and that the time for action has
come, I think that T may fairly appropriate part of
this lecture to a subject which my experience leads
me to believe is often much neglected.

Occasionally an operation remarkable for its bungling
succeeds; again, one which might be done in a couple
of minutes may extend its tardy course over a hundred,
and yet do well: but because such instances succeed
they ought not to be the rule for the future. They
ought rather to serve as landmarks or beacons to point
a better way. There is a carelessness and awkward-
ness evinced by many in the performance of surgical
operations, hazardous to the patient and derogatory to
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the character of surgery. In every art perfection or
improvement is aimed at, but I regret to have to make
a partial exception as regards our own. Happily the
examples are most numerous wherein men really have
such objects in view; but some in high places have
been careless—ay, incompetent in such matters. Yet
what can be better for suffering and for surgery than
that, when an operation is needful, it should be done
with all that prearrangement, forethought, judgment,
coolness, and decision which constitute perfection ?

I have repeatedly seen surgeons proceed to opera-
tions with preparations signally deficient. No sponge,
no lint, no strapping, no bandage, no dressing. I have
seen, as stated in a former lecture, a flap in amputation
of the leg made before it was discovered that there
was not a saw in the apartment. 1 have seen litho-
tomy performed with a common catheter for a guide;
and the same operation has been resorted to with a
common hair-curling iron, instead of forceps, to extract
the stone !

It is in dealing with hemorrhage that the greatest
defects are observable. The absence of good clean
sponges in sufficient number is enough to mar the
appearance of an operation even in the best of hands.
I have heard a surgeon about to engage in such work
say to the landlady or maid, “ Have you such a thing
as a sponge 1n the house ¢” I need not here dilate on
the elegance of a domestic article of the kind; suffice
it to say that I have looked with disgust at its applica-
tion to a wound. Sponges are as essential to the
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satisfactory performance of an operation as plenty of
water. The case cited by Sir Astley Cooper of a
surgeon throwing down his knife and decamping in
_ the middle of an operation is fortunately a solitary
one; yet great embarrassments frequently arise, and
chiefly among those who make little or no preliminary
arrangements. He who has not calculated on what
vessels may possibly be cut, will be the least prepared

to meet emergencies; and I have generally observed
that those with forethought have had least trouble on

such occasions.

When blood flows, and that freely, I consider it
characteristic of a good surgeon that, besides dealing
with it promptly and decidedly, he should manage to
conceal all traces of it as much as possible. There are
some who seem to delight in the show of blood: thus,
besides letting more flow than need be, they seem to
take a pride in displaying it in all directions. They
seem to calculate the brilliancy and magnitude of the
operation by indications of blood being everywhere
about. If the body-clothes and bed-coverings of the
patient can be spotted all over or saturated, it is good ;
but better if, in addition, the blood finds its way
through a mattress or two, and drips on the floor!
A spirt here and there on the walls will be impressive;
and if the operator and assistants be spattered from
head to foot, so much the better! The man who
glories in such sights, or takes no heed to prevent
them, 1s likely to be pleased with a large display of
white about the patient’s dress, coverings, bed, or
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couch; and I have heard of such a one, not content
with using towels for his hands, actually seizing the
white bed-curtains and wiping his bloody paws! It
seems a glorious thing in the estimation of such an
operator that servants should carry away basins or
pails full of water tinged, at least, with blood. Clots,
of course, have an additional effect; and I have known
many a simple operation, involving the loss of but
little blood in reality, estimated on a very large scale
from the circumstance that the tinged fluid has all
been taken for blood. Hence it is no uncommon thing
to hear, from friends, of a patient having lost quarts—
even gallons—of blood when Mr So-and-so performed
the wonderful operation! Now, all these things I hold
to be contrary to the best characteristics of good
surgery. My impression is that all the horrors of our
art should be concealed from common observation as
much as possible. Happily, in most of the important
operations this can be perfectly done, in as far as the
patient is concerned, under the benign influence of
ansesthesia; but, whether as regards patients, friends,
or onlookers, I consider it of importance to the charac-
ter of surgery that such matters should be attended to.
I remember, when venesection was practised more than
in the present time, that the operator was considered a
bungler if he let a drop of blood be seen after the
basin was taken away; and I have often thought that
it would be well if such an idea could be impressed on
those alluded to, who seem, as it were, to gloat on the
sight of blood. He may consider himself a happy man
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who can boast of clean hands in this world of turmoil.
One would think that a surgeon, in this part of his
duties, might at all events set to work with a clear
conscience in this respect. Yet I have seen a man of
fame proceed from one operation to another with his
hands covered with the first patient’s blood.
Demeanour in an operation I hold to be of great
consequence as characterising good surgery on such
occasions. I remember being early impressed on this
subject. Of two surgeons of great reputation as opera-
tors, one could not proceed a step without speaking
to or consulting some one near. Even a pupil was
appealed to, if no one of higher rank was by. The
other would begin and finish without reference or a
word to any onme. On witnessing such scenes more
than once, an impression arose that the one had no
confidence in himself, but that the other was eminently
endowed 1n this respect. There was in reality no lack
of courage, knowledge, or skill with the one, but his
demeanour was bad; and I need scarcely tell you that
the other became the general favourite. No doubt
even the greatest surgeons must every now and then
deem it requisite to consult or to meditate during an
operation; but the less the better for the character of
surgery and the surgeon. A consultation during an
operation detracts sadly from both. Yet a moment’s
hesitation will sometimes display the great master
under emergencies! On such a pause I have seen the
whole course of an operation altered, and, where for an
instant all seemed chaos, a brilliant result effected.
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There has been no consultation, only a self-communing.
The knowledge acquired in years has flashed through
the mind, and the pause has been the crisis of a well-
deserved sucecess.

No operation can be perfectly done without efficient
and well-trained assistants, The surgeon’s style may
often be judged by that of his assistants. I am far
from holding myself as a perfect model regarding all
these features that I have been referring to; yet I hope
for pardon when I state, that I considered it one of the
highest compliments ever indirectly paid to me when
a practitioner, who had been present at a somewhat
lengthy operation, asked privately if there had been
any quarrel with myself and assistants. When desired
to give a reason for such a strange question, he stated
that he had remarked during the operation that scarcely
a word was exchanged amongst us! That was just
what had been pre-arranged; and I have a recollection
to this day that the operation was well performed by
all of us.

The very attitude of a surgeon during an operation
will often indicate his superiority, or the reverse; but
this, I think, will be best illustrated by a reference to
hospital practice. The most extraordinary differences
will often be seen in the operating theatre. The style
here must needs be peculiar; for not only has the
operator to seek the best light for his patient’s sake
and his own, but he has to make the best display he
can for the sake of pupils and onlookers. His own
front, his face and hands, must almost invariably be
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towards the benches; and my own impression is, that
it almost amounts to a separate study to do that in
the operating theatre, to the satisfaction of a large
number of onlookers, which might be admirably done
in private before half a dozen assistants and witnesses.
The non-professional public cannot be expected to un-
derstand the phases between good, bad, and indifferent
teaching; and I doubt if it is thoroughly appreciated
even in professional ranks. No corporation should be
more thoroughly interested in such matters than this
College ; indeed, some legislation has been made
recently on the subject of operative surgery, giving it
more importance than heretofore in professional educa-
tion; and I hope that I may not be going beyond my
province as Professor of Surgery here, when I call
attention to the manner in which operations should or
might be done in public.

Whilst all the points I have already referred to merit
as much attention in public as in private, there is a
necessity for display, if I may so call it, in the operat-
ing-theatre, which is not required in a private house.
The display is, in other words, a demonstration of the
operation, and he who shows this to the greatest perfec-
tion is most likely to get the reputation of being the
best operator—the best practical teacher.

A bad operator, who thinks little of what he is doing,
often stands in his own light as regards the sun, but he
just as frequently commits as great an error in standing
between the patient and pupils. Lithotomy is amongst
the few operations in which this position is sanctioned
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but here I have often thought that pupils might see
and learn as much by looking in the surgeon’s face as
at the breech of the patient.

Supposing I had to perform an operation, and stood
between you and the patient thus, with my back to
the audience, and assistants around so disposed as to
cover the part from view, you would naturally be
annoyed, as your chief object in sitting there would be
to see the proceeding.

In recent times, I have occasionally thought that in
drawing the attention of my pupils to this subject, I
may have exaggerated, but I have reason to believe
that, after all, I am still within the bounds of reality,
for here (fig. 109) is a sketch taken within the last
twelve months of a scene in the theatre of a great
English hospital, where a grand object is “to teach
the young idea,” which amply bears me out. The
operation was amputation in the thigh, and even the
artist who made the sketch thought it strange that
the man, the leg-holder, a sort of scene-shifter on the
occasion, who of all in the theatre had the broadest
shoulders, should stand between the operation and the
onlookers on the benches.

Again, as a teacher, it would, in my opinion, be my
duty, supposing the operation to be an amputation, to
show the part just removed, to sketch the history of
the case, to point out the incurable disease or damage,
or the uselessness of the member had it in reality been
preserved ; to speak of the kind of operation performed,
of the place of selection, and of the probable condition
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and - usefulness of the limb or body afterwards. All
these, and many other things, might be brought attrac-
tively and usefully under the notice of pupils,—for 1t

Fig. 109,

must ever be borne in mind that they are intended
wholly for pupils. In contrast to this, I shall tell how
i
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I have seen an hospital surgeon conduct himself. . He
has entered the theatre, addressed himself to his work,
oot it over to the best of his power,—that is, as best he
could,—washed his hands (perhaps not), regaled himself
with a snuff, nodded, winked here and there, and shaken
hands with an acquaintance or two; then gone on with
another case in a similar manner, and finally left the
theatre without any indication of consciousness that
pupils have been present!

Some may deem all these things unworthy of special
notice. My own impression is that they are of con-
siderable importance. To be a teacher is one of the
attributes of a modern hospital surgeon. His general
usefulness in the hospital will depend greatly on his
powers of giving good instruction to pupils; and of
this [ am certain, that much of his own success in life
will depend upon the manner he acquits himself at his
public post.

Simplicity in regard to the performance of operations
is important. All ostentation, excepting the demon-
strations to pupils, should be avoided. It is ridiculous
to see an old hospital surgeon hold a stone above his
head, still clutched in the forceps as he has just taken
it from the bladder. It looks as if, in his estimation,
such a thing had never been done before, or as if he
had never done the like, and gives the impression, too,
that he considers the extraction of the stone as the
grandest thing in all his management of the case.
Now, whilst I consider lithotomy, when well performed,
as one of the finest of the surgeon’s opportunities for
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displaying operative skill, I look upon the mere extrac-
tion of the stone as only one step—a great one, certainly
—in the treatment of the case; but it is unworthy the
character of a first-class surgeon to show special exulta-
tion at this particular crisis. Better that the stone
should be quietly laid aside until the patient is taken
to bed, and that the operator should address himself to
the wound, instead of flaunting his trophy over his head,
with his back still to the onlookers. Part of Hamlet's
advice to the players might, with some slight modifica-
tion, be appropriately given to such surgeons:—

¢ Suit the word to the action,
The action to the word,
Nor saw the air with your hand.”

Next to good demeanour on the surgeon’s part, |
place that of his assistant. The best of operators may
make but indifferent work if he is ill supported by
those near him; but the manner of the assistant is, in
truth, a tolerable criterion of the skill of the principal.
He cannot always have the same, and he will generally
be aided in accordance with the imstructions which
he lays down beforehand. Assistants, like principals,
vary much in quality. Whatever responsibility may
be put upon them, I always consider that the surgeon
has the chief. When errors or failures happen, they
depend almost invariably upon the surgeon himself ;
and I have never felt much sympathy with any one who
has attempted to lay blame on those near him to exeuse
some bungling or blunder of his own. For my part, I
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have had much reason to be satisfied with the efficiency
of my assistants; and if I had fault to find, it has been
with some outsiders, who have stood in need of the
Harrow School custom of having their trousers-pockets
sewed up, in order to let their hands be loose and ready
for the work before them.

Simplicity of instruments I take to be a good indica-
tion of an operator’s skill. Even in the most compli-
cated proceedings few comparatively are required; and
the best operators I have seen have invariably trusted
more to head and hands than to a great number and
variety of articles from a surgical armamentariwm.
Surgeons will always hold wvarieties of opinion as to
number, shape, size, and other features regarding the in-
struments they like to use. But in an indifferent hand
the best instruments will fail; and the trite and homely
saying, that a bad reaper never has a good sickle, is,
with due modification, equally applicable to the surgeon
who has not the proper use of his hands. In these
observations it may be noticed that almest everything
I have said has reference to forethought and pre-
arrangement with regard to surgical operations. It is
often a test of asurgeon’s worth when he is called upon
to give an opinion upon a case just as it is first brought.
before him. To form his opinion, give it, and act upon
it, comprises the principles and practice of surgery as
regards that case. At a glance, it seems as if there
were nothing preliminary in all this; but, in reality,
the man’s whole knowledge and experience have in a
manner constituted the prearrangements for the appl-
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cation of his skill under the circumstances. It is seldom,
indeed, that a surgeon is called upon to operate at a
moment’s notice. Generally he has hours, days, or
months to think upon what may be required. Now, it
seems to me unpardonable that there should be serious
neglect when there is full time to prepare. I have
heard of a surgeon being called to the country to per-
form lithotomy who, when about to see his patient,
asked the village practitioner “if he happened to have
any lithotomy instruments by him,” having neglected
to bring his own! It is not difficult to understand how
a gentleman of this stamp has, with even large oppor-
tunities, made but an indifferent figure in the surgical
world.

There is scarcely a thing done in our social relations
m which forethought and pre-arrangement are not abso-
lutely requisite. Much of our comfort in life, our
meals, our meetings, our business transactions, are all so
regulated. What spectacle, from “Punch” to a grand
review, does not depend upon these? What great battle
has ever been fought on chance? A great surgeon has
been not inaptly compared with a great general: both
have to do largely with human life. A battle, if one
there must be, is a grand erisis with the soldier. An
operation, if one cannot be avoided, is a grand ecrisis
with the surgeon. What would we think of a general
who went into battle without pre-arrangement, and
what should we think of a surgeon who neglectfully
stumbles unprepared upon his crisis? These observa-
tions are not made without reasonable grounds. There
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are some men who think so little or so erroneously, that
I have seen the body amputated from the lee—fortu-
nately, however, on the dead subject; but I have secn
a similar process begun on the living by an hospital
surgeon, when happily his hand was arrested in time!

It is worse than affectation, it is ignorance of the
true duties of the surgeon, a want of appreciation of
the grand characteristics of surgery, that leads to such
culpable trifling with our noble occupation; and I hope
that I may not be considered in error by raising my
humble voice, as I have now done, against such dealing
with a eritical part of an essential of true surgery.

After all I have said, I feel that I cannot go wrong
in referring to the management of cases before and after
the grand crisis of an operation; for here I shall tread on
ground which, as already stated, some consider of higher
quality. I shall leave the simply mechanical or art-
work of our profession (dare I call it artistic?), and take
to the so-called higher department.

I hold it impossible to separate the diagnostic part
of our occupation from the treatment; for in reality
there can be no sound method of practice which is not
founded on correct diagnosis. This, in fact, gives us
our exemption from empiricism. In general we profess
to see the nature of a case, and to act accordingly. Yet
what enormous variety there is in this action, and how
seldom half a dozen men will think and act in all
respects alike in any imaginable case! To keep to
those requiring operations, much has been said regard-
ing what has been called the preparatory and after
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treatment. There are operations in which no time is
permitted for preparation; herniotomy, tracheotomy,
and immediate amputations, are of that kind. Even in
these, some periods are, perhaps, more favourable than
others. In many instances I may say, that possibly the
earlier the better ; yet a judicious surgeon might wish
to watch, particularly in the case of shock after aceident.
But it is chiefly to the instances where there is time
for preparation that I wish to refer at present. Suppos-
ing a tumour, a chronic disease of joint, of bone, or
of the urinary organs, incurable otherwise, of what does
this treatment consist ? If the tumour is not malignant,
i all probability the patient is in rude, or the best
health that can be expected for his age. The custom
of bringing the strength, or constitution, as the term
goes, iIn such a case down somewhat below par, by
purging and bloodletting, seems to have been abandoned,
and very properly so in my opinion. In other instances
suffering will already have effected such a change, and
it may often be the object of the surgeon to improve
the shattered health before submitting the constitution
to a trying ordeal. There are cases were we may feel
convinced that time, a judicious course of medicine,
wholesome food, and good air, may effect some restora-
tion. There may be a lingering hope that the disease
may pass away, or get well under such treatment; but
in the majority of instances, if an operation seems ine-
vitable, I believe that the shorter the preparation the
better. The patient is thus relieved at an early date
from that which would continue to harass him mentally
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as well as bodily, and the prolonged strain of the disease
is avoided. But it is affectation to talk of superior
skill on these points, particularly if it is to be displayed
by way of a course of medicine. I generally suspect a
man’s qualities who shows much faith in preliminaries
in these instances ; and even should the end be a cure
without an operation, I should question his knowledge
all the more, if he seemed to think that he was doing
that which nature was in reality effecting—possibly
despite his physic. For my own part, I confess to a
great desire to see what nature will do, for I fancy that
operations and mutilations may thus ocecasionally be
avoided ; but when once hope is lost, then direct sur-
gical interference will generally -be found the most
effective step. Nature has then a chance—the best
chance—to show her resiliency ; and where her powers
are as yet but little sapped—where the organism 1s still
perfect—she rarely fails to answer pleasingly to judi-
cious surgical interference.

You may thus perceive that I place but little confi-
dence in so-called preparatory treatment. A moderate
share of common sense, and a simple dose or two, will
go further than the most elaborate course of physic.
Even greater importance, naturally enough, has been
put on after-treatment than on that before an operation.
Here, too, there is a strong call upon common sense—
that being best dictated by the mind most highly
imbued with the characteristics of good surgery. To
wait quietly on nature under such circumstances, and
to aid her gently and judiciously, are the best merits of




ON OPERATIONS AND PRACTICAL SURGERY. 297

the surgeon. I confess to having much more reliance
in surgical management at this stage; but even here
good sense must be a predominating quality. We may
set aside bloodletting and purging here also as being
out of the question, except in rare and peculiar cases.
Sir Astley Cooper has related how a patient with a
compound fracture got a purgative in overdose, and
was so disturbed that evil came upon the wound, and
he died. This may be taken as an example of inju-
dicious interference. Constipation is an evil of less
moment than disturbing or irritating nature in her
local work ; and purging and bloodletting amount to
abstractions from her powers at a time when to give
strength 1s the true philosophy. I am disposed to put
it as an axiom that, up to a late period of life, nature
is more prone to repair than to destroy. We see this
strongly marked in both vegetable and animal hife. The
younger the life the more strongly is this evinced ; and
in other instances she must be allowed time and favour-
able circumstances for the perfection of her work. If a’
limb is lopped off a tree of moderate age, she will cover
the wound with a cicatrix of bark just as certainly as
seasons come round. It may be one season, or it may
be half a dozen or more, in accordance with the size of
the wound or open surface. Just as certainly will she
close a wound in the animal frame ; but, in addition,
she does 1t more rapidly.

It would be going from my true path were I to
discuss such subjects at length—I should be going wltra
crepundam; but the analogy is worth bearing in mind,
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and I refer to it at present chiefly with the view of
drawing attention to this fact, which the attendant on
vegetable life knows so well—that a certain time is
absolutely necessary for nature to do her work; that
he can no more hurry her on than can the farmer get
his harvest months before the allotted time. It is not
to be wondered at that patients should fancy that the
surgeon has the power of thus working, but it is to me
amazing that he should affect that power. « Of course
it is his duty to place parts so that nature may have a
fair chance of doing what is wanted; but even with
the nicest approximation of surfaces, nature will not
always effect immediate union. All the medicines in the
world, all local balsams that can be imagined, will have
no influence in some instances. As well might we
affect to arrest or stay the hand of earthly fate. Yet, with
all these views, I am a great believer in after-treatment,
and fancy that a surgeon’s skill may be justly gaunged
in many respects by his eonduct on such occasions.

I have already alluded to this subject in a previous
lecture, and need say little more upon it. Quietude is
all important. If you wish parts to unite, you must
resort to mechanical means to keep them in apposition ;
if you want them kept asunder, you must be equally
on the alert. But whilst all seem tolerably agreed as
to local treatment, there is great variety of opinion as
to constitutional. It is here, perhaps, that the little
weaknesses of our intellect are displayed chiefly in the
fact, that we deceive ourselves with the impression that
we are doing that which nature is bringing about in
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her own way. Some fancy that the perfection of treat-
ment 1s to keep a patient low; others that rather a
stimulating course should be followed, particularly if
the patient’s condition is not satisfactory. For my own
part, I strongly advocate giving nature much of her
own way here also. If the patient is much exhausted
by previous disease, he must be vigorously and judi-
ciously supported. If, on the other hand, he has been
suddenly prostrated whilst in full health, there need be
no call for stimulants. Such a patient is almost certain
to have more or less sympathetic fever, and until
immediate union has taken place, or suppuration has
supervened, the fever may be kept in check by some
ordinary means. But unless some serious mischief be
setting in, such as inflammatory deposits elsewhere, it
may well be doubted if anything special be required,
beyond seeing that the skin, kidneys, and bowels are
all acting fairly. A partial want of appetite, a slight
acceleration of the pulse, ay, even considerable excite-
ment, need cause little anxiety, provided the tongue be
clean and moist, and the skin gently bathed in per-
spiration. But these are familiar subjects, and I need
not dwell on them. There is much room for judicious
hygienic management at such a time. The less
medicine the better; and experience has convinced me,
that the nearer a patient is kept to what may be
considered his natural style of living, the less will be
the shock from operation, and the more rapid will be
his recovery. Indeed, I am convinced that in the
majority of surgical maladies this is the safest course to
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follow. If a man takes beer, spirits, or wine, I believe
it unwise to withdraw them entirely, unless for special
reasons in a particular case. In various forms of
venereal, for example, it 1s common to alter a man’s
diet, particularly to keep him very low. I not only
doubt the wisdom of this, but am convineed that in
many instances much harm is the result. But I am
touching ground scarcely within my present scope, and
shall only repeat what I have already stated regarding
treatment after operations, that in my opinion the
nearer the patient is kept to a normal condition the
better will be the progress of the case.

My object in this lecture has been to endeavour to
place the eutting operations in surgery upon a proper
footing. Because a man, even a most accomplished
medical man, cannot appreciate or enact this part of
our profession, it i most absurd that he should abuse
and attempt to depreciate it; and, above all, 1t 1s highly
improper that such an important step and erisis as an
operation should be held as a proceeding to be got over
in any way. The common saying, that “what is worth
doing is worth doing well,” is surely as applicable
where human life i1s at stake, as to the ordinary affairs
of man; and as I hold that hospital surgeons, and those
in public appointments to large institutions, should be
model men, each according to his abilities and oppor-
tunities, I have ventured to refer to public practice, or
teaching practice, as it might be called, in the way I
have done, because I think, with all humility, there is
ample room for improvement.



ON OPELRATIONS AND PRACTICAL SURGERY. 01

Whilst estimating highly, as I do, the value of well-
devised and well-executed cutting operations, and
holding the opinion that these constitute the highest
department of what some affectedly call “ pure surgery,”
they in reality amount to a comparatively rare portion
of true operative surgery. Many people have the idea,
that a surgical operation must of necessity be done
with a cutting instrument, but i1t may be said with
truth that probably not a tithe of manual surgery is of
this kind. The varied applications of the fingers and
hands in diagnosis, in dressing wounds and sores, in
strapping and bandaging, in tying threads and making
knots, in setting dislocations and fractures, are all, in
my opinion, as much in the department of operative
surgery as when the knife is in use ; and what man of
experience will not admit that catheterism has often
cost him more trouble and anxiety than lLithotomy ?
These are “ pure surgery” as much as puncturing with
a lancet on the face for erysipelas, or cutting from hip
to heel with a bistoury for the same disease. 1 will
not admit that this manual practice is less worthy of
consideration than, or is of inferior grade to, wielding
a pen. The popular idea is, that when the pen is used,
some deeply garnered, highly cultivated skill is laid on
paper in the form of a prescription ; and so it may be.
But why should it not be allowed that the correct
wielding of a knife by the surgeon emanates from the
brain as well ?

It 1s the pride of modern surgery to prescribe as well
as to act. There i1s head work i 1t as well as hand
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work. Without action, preseription would be useless ;
without prescription, surgery would be without soul !

I have endeavoured in this lecture to give each de-
partment 1its fair place and characters without dispar-
agement to others; and, regarding all that I have
spoken of to-day, there need be no doubt that favour-
able progress has been made in this the nineteenth
century. Cheselden boasted that his first twenty-five
operations for stone were witnessed by “above twenty”
persons. There was no medical press—no “ fourth
estate”—in his day. Now, in our hospital practice, we
can refer to witnesses by the hundred ; and addresses
like these are not confined to magnates, such as I see
before me, but are sent by our journals over the length
and breadth of the world.

Sir and gentlemen, permit me to offer my thanks for
the patient hearing which you have given to my humble
efforts to fulfil the most interesting, and to me the most
responsible public duty which I have ever been called
on to perform.

PRINTED-EY NEILL AND COMPARY, EDINBEUEGH,
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TO BE COMPLETED IN TWELVE PARTS, 410, AT 75 6d. PER PART.
PARTS 1. & Il. NOW READY.

A DESCRIPTIVE TREATISE

ON THE

NERVOUS SYSTEM OF MAN,

WITH THE MANNER OF DISSECTING IT.

By LUDOVIC HIRSCHFELD,

DOCTOR OF MEDICINE OF THE UNIVERSITIES OF PARIS AND WARSAW, PROFESEOR OF ANATOMY TO THE
FACTLTY OF MEDICINE OF WARSAW;

Fdited in English ( from the French Edition of 1866 )
By ALEXANDER MASON MACDOUGAL, F.R.C.8,

WITH
AN ATLAS OF ARTISTICALLY-COLOURED ILLUSTRATIONS,

Embracing the Anatomy of the entire Cerebro-Spinal and Sympathetic Nervous Centres and Distri-
butions in their accurate relations with all the important Constituent Parts of the Human Economy,
and embodied in a series of 56 Single and 9 Double Plates, comprising 197 Ilustrations,

§ Designed from Dissections prepared by the Author, and Drawn on Stone by

Cipcrot

-J. B. LEVEILLE,
b ot o~
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WILLIAM AGTON, MRCS. i
A PRACTICAL TREATISE ON DISFASE? OF THE URINARY |

AND GENERATIVE ORGANS IN BOTH SEXES. Third Edition. 8wvo., £1. ls. !,
With Plates, £1. 11s. 6d. The Plates alone, 105 Gd. '

THE FUNCTIONS AND DISORDERS OF THE REPRODUC-

TIVE ORGANS IN CHILDHOOD, YOUTH, ADULT AGE, AND ALDVANCED
LIFE, considered in their Physiological, Social, and Moral Relations. Fourth Edition.
Bvo., 10z, 6d.

IIL

PROSTITUTION : Considered in its Moral, Social, and Sanitary Aspects,
Second Edition, enlarged. 8vo., 12s.

ROBERT ADAMS, AM., C.M., M.D.

A TREATISE ON RHEUMATIC GOUT; or, CHRONIC
RHEUMATIC ARTHRITIS, B8vo., with a Quarto Atlas of Plates, 21s.

WILLIAM ADAMS, F.R.C.S,
1

 ON THE PATHOLOGY AND TREATMENT OF LATERAL

AND OTHER FORMS OF CURVATURE OF THE SPINE. With Plates.
Bvo., 10z Bd. IL

- % CLUBFOOT : its Causes, Pathology, and Treatment. Jacksonian Prize Essay

for 1864 With 100 Engravings. 8vo., 125,
I1I.

ON THE REPARATIVE PROCESS IN HUMAN TENDONS

AFTER SUBCUTANEOQOUS DIVISION FOR THE CURE OF DEFORMITIES.
With Plates. &wvo., Gs.
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SKEICH OF THE PRINCIPLES AND PRACTICE OF

SUBCUTANEOUS SURGERY. 8vo., 2s. 6d.

WILLIAM ADDISON, F.RC.P., F.R.S.

CELL THERAPEUTICS. 8vo., 4s.
ON HEALTHY AND DISEASED STRUCTURE, axp ue Teus

PrixoipLes oF TREATMENT FoOR THE CURE oF DISEASE, ESPEcIALLY CONSUMPTION
AND ScROFULA, founded on Microscopical ANaLvsis. 8vo., 12s.

C. J. B. ALDIS, M.D., F.RC.P.

AN INTRODUCTION TO HOSPITAL PRACTICE IN VARIOUS

COMPLAINTS ; with Remarks on their Pathology and Treatment. 8vo., 5s. 6d.

SOMERVILLE SCOTT ALISOM, M.D.EDIN. F.R.C.P.

THE PHYSICAL EXAMINATION OF THE CHEST IN PUL-

MONARY CONSUMPTION, AND 1TS INTERCURRENT DISEASES. With

Engravings. 8vo., 125

? PETER ALLEN, M.D., F.R.C.S.EDIN.

AURAL CATARREH; or, the Commonest Forms of Deafness, and their
Cure. With Engravings. Post 8vo., 6. 6d.
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$ JULIUS ALTHAUS, M.D., M.R.C.P. }

* ON EPILEPSY, HYSTERIA, AND ATAXY. cCr. 8vo., 4s.
THE ANATOMICAL REMEMBRANCER; OR, COMPLETE

POCKET ANATOMIST. Sixth Edition, carefully Revised. 32mo., 3s. Gd.

MCCALL ANDERSON, M.D, F.F.P.5.

THE PARASITIC AFFECTIONS OF THE SKIN. Second

Edition. With Engravings. 8vo., 7s. 6d.
II.

ECZEMA., Second Edition. 8vo., 6s.

III.

PSORIASIS AND LEPRA. With Chromo-lithograph. 8vo., 5s.

i J. T. ARLIDGE, M.D.LOND., F.R.C.P.

ON THE STATE OF LUNACY AND THE LEGAL PROVISION
i?l;l, THE3 IN‘}‘E-ANE; with Observations on the Construetion and Organisation of
ylums. 8vo., 7s.

GEORGE ARMATAGE, M.R.C\V.S.

THE VETERINARIAN'S POCKET REMEMBRANCER: con-

taining concise directions for the Treatment of Urgent or Rare Cases, embracing
Semeiology, Diagnosis, Prognosis, Surgery, Therapeutics, Detection of Poisons,
Hygene, &e. Post 18mo., 3s.

ALEXANDER ASMSTRONG, M.D, F.R.C.P, R.N.

OBSERVATIONS ON NAVAL HYGIENE AND SCURVY.

More particularly as the latter appeared during a Polar Voyage. 8vo., 5s.
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T. J. ASHTON, MR.CS.
I

ON THE DISEASES, INJURIES, AND MALFORMATIONS

OF THE RECTUM AND. ANUS, Fourth Edition. 8vo., 8s.

PROLAPSUS, FISTULA IN ANO. AND OTHER DISEASES

OF THE RECTUM; their Pathology and Treatment. Third Edition. Post 8vo., I
5. Gid.

A PRACTICAL A{JC{}LI\T OF GENERAL PARALYSIS:

THOS. J. AUSTIN, MRCSEMNG.
Its Mental and Physical Symptoms, Statistics, Causes, Seat, and Treatment. 8vo., 6s.

A. W. BARCLAY, M.D., F.R.C.P.
L

A MANUAL OF MEDICAL DIAGNOSIS. Third Edition.

Foolscap 8vo., 10s. Gd.
1.

MEDICAL ERRORS.—Fallacies connected with the Application of the
E Inductive Method of Reasoning to the Science of Medicine. Post 8vo., 55

i
ITL T
GOUT AND RHEUMATISM IN RELATION TO DISEASE g

OF THE HEART. Post 8vo,, 5
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i G. H. BARLOW, M.D., F.RCP. i

A MANUAL OF THE PRACTICE OF MEDICINE, Second

Edition. Feap. 8vo,, 12z. 6d.

ROBERT BARNES, M.D, F.R.CP.

LECTURES ON OBSTETRIC OPERATIONS, INCLUDING
THE TREATMENT OF HAEMORRHAGE, and forming a Guide to the Manage-
ment of Difficult Labour. Second Edition, with 113 Engravings. 8vo., 15s,

wrree sy

E. BASCOME, M.D.

A HISTORY OF EPIDEMIC PESTILENCES, FROM THE

EARLIEST AGES. 8vo., fs.

V. R. BASHAM, M.D., F.R.C.P.
I.

RENAL DISEASES; & CLINICAL GUIDE to their DIAGNOSIS
and TREATMENT. 8vo., 75

ON DROPSY, AND ITS CONNECTION WITH DISEASES OF
THE KIDNEYS, HEART, LUNGS AND LIVER. With 16 Plates, Third

Edition. 8vo., 125 6d.
FREDERIC BATEMAN, MD. MRC.PE.

APHASIA OR LOSS OF SPEECH, and the LOCALISATION

of the FACULTY of ARTICULATE LANGUAGE. 8vo, 7s.

ON ORGANIC PGLARITY, showing a Connexion to exist between

Organic Forces and Ordinary Polar Forces. Crown 8vo., 5.
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% H. F. BAXTER, MR.C.S.L.
Laal

LIONEL J. BEALE, M.R.C.S.

HEALTH AND LONGEVITY. Swond Editon. Fookcap Svo,

de. G,

THE LAWS OF HEALTH IN THEIR RELATIONS T0 MIND

AND BODY, A Series of Letters from an Old Practitioner to a Patient. Post 8vo.,
Ts. G,

LIONEL S. BEALE, M.B, F.R.S., F.RCP.

ON KIDNEY DISEASES, URINARY DEPOSITS, AND
E;E:L%LLDUE DISORDERS. Third Edition, much E:ﬂnrged. With 70 Plates.

THE MICROSCOPE, IN ITS APPLICATION TO PRACTICAL

MEDICINE. Third Edition. With 58 Plates. 8vo., 165,

PROTOPTASM ; OR, LIFE, MATTER AND MIND. Secont

Edition. With & Plates. Crown 8vo., 65 6d.

IV,
DISEASE GERMS;: their SUPPOSED NATURE. An ORIGINAL
INVESTIGATION. With Plates. Crown 8vo., 3s 6d.

| ¢

Y.
% DISEASE GERMS; their Real Nature. With 24 Plates (16 Coloured). é
Crown &vo., 8s. Gd.

e T :@aﬁ@%

B, LR ——



Ll

1o-—2085 20

MESSRES. J. & A. CHURCHILL'S PUBLICATIONS. 9 ?
I

-I-B-E
ﬁ HENRY BEASLEY. ﬁ

THE BOOK OF PRESURIPTI{;!NS; containing 3000 Prescriptions.

Collected from the Practice of the most eminent Physicians and Surgeons, English
and Foreign., Third Edition. 18mo., 6s.

THE DRUGGIST'S GENERAL RECEIPT-BOOK: comprising a

copions Veterinary Formulary and Table of Veterinary Materia Medica ; Patent and
Proprietary Medicines, Droggists’ Nostrums, &e¢.; Perfumery, Skin Cosmeties, Hair
Cosmetics, and Teeth Cosmetics; Beverages, Dietetic Articles, and Condiments; Trade
Chemicals, Miscellaneous Preparations and Compounds used in the Arts, &c.; with
useful Memoranda and Tables, Sixth Edition. 18mo., 6s.

111.

THE POCKET FORMULARY AND SYNOPSIS OF THE
BRITIZH AND FOREIGN FPHABMACOPM@EIAS: comprising standard and

approved Formule for the Preparations and Compounds employed in Medical Practice.
Eighth Edition, corrected and enlarged. 18mo., 6s.

-

HEMRY BENNET, M.D.

A PRACTICAL TREATISE ¥ ON UTERINE DISEASES.

Fourth Edition, revised, with Additions, 8vo., 16s.

il
hi r " M
WINTER AND SPRING ON THE SHORES OF THE MEDI-
TERRANEAN: OR, THE RIVIERA, MENTONE, ITALY, CORSICA, SICILY,
ALGERTIA, SPAIN, AND BIARRITZ, AS WINTER CLIMATES., Fourth
Edition, with numerons Plates, Maps, and Wood Engravings. Post 8vo., 12s.
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ROBERT BEMTLEY, F.L.S.

A MANUAL OF BOTANY. with1,127 Engravings on Wood. Second
Edition. Feap. 8vo., 12s. 6d.

-

ALBERT J. BERMAYS, PH.D., F.C.5.

NOTES FOR STUDENTS IN CHEMISTRY y being a Syllabus com-

; piled from the Manuals of Miller, Fownes, Berzelius, Gerhardt, Gorup-Besanez, &c.,
Fifth Edition. Feap. vo., 35 Gd.

i HEMRY HEATHER BIGG,

ORTHOPRAXY: a complete Guide to the Modern Treatment of Deformi-

ties by Mechanical Appliances. With 500 Engravings. Second Edition. Post 8vo.,
L0s.
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| 5. B. BIRCH M.D., M.R.C.P.

I.
| OXYGEN: ITS ACTION, USE, AND VALUE IN THE TREATMENT
| 0OF VARIOUS DISEASES OTHERWISE INCURABLE OR VERY
INTRACTABLE. Second Edition. Post 8vo., 3z Gd,

. $

é CONSTIPATED BOWELS: the Various Causes and the Different Means

of Cure. Third Edition. Post Bve., ds. Gid.
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0 GOLDING BIRD, M.D., F.R.S. }

" URINARY DEPOSITS; THEIR DIAGNOSIS, PATHOLOGY,

AND THERAPEUTICAL INDICATIONS. With Eugraungs. Fifth Ed:ti-:m
Edited by E. Luoyp Birkgrr, M.I. Post 8vo., 10s. Gd.

JOHM BISHGP F.R.GC.S., F.R.S.

ON DEFORMITIES OF THE HUMAN BODY, their Pathology

and Treatment. With Engravings on Woeod. &8vo., 10s.

ON ARTICULATE SOUNDS, AND ON THE CAUSES AND
CURE OF IMPEDIMENTS OF SPEECH. 8vo., 4s.

BLAINE.

OUTLINES OF THE VETERINARY ART; OR, A TREATISE
ON THE ANATOMY, PHYSIOLOGY, AND DISEASES OF THE HORSE,
NEAT CATTLE, AND SHEEP. Seventh Edition. By Charles Steel, M.R.C.V.S.L.
With Plates. 8vo., 18s.

-

. L. ELD}CA M-

! ¢

s CHEMISTRY, INORGANIC AND ORGANIC: with Experiments %
aﬁnd a Cnmpanstm of Equivalent and Molecular Formule, With E‘IE Engravings on Wood,

¢ !

LABORATORY TEACHING; OR PROGRESSIVE EXERCISES

IN PRACTICAL CHEMISTRY. With 89 Engravings. Crown, 8vo., 5s. 6d.

B

,
HONORE BOURGUIGNON, M.D.

ON THE CATTLE PLAGUE; OR, CONTAGIOUS TYPHUS IN

HORNED CATTLE: its History, Origin, Description, and Treatment. Post 8vo., 5s.

e it

JOHN E. EDWMEN & C. L. BLOXAM.

PRACTICAL CHEMISTRY, mnludmg Analyzis, With numerous Illus- l

trations on Wood. Fifth Edition. Foolscap 8vo., 6s. 6d.

MEDICAL CHEMISTRY ; with Tllustrations on Wood. Fourth Edition,

|
' carefully revised. Feap. 8vo., Gs. 6d.
| Y P

P. MURRAY EBRAIDWOOD, M.D. EDIN.

ON PYZEMIA, OR SUPPURATIVE FEVER: the Astley Cooper

Prize Essay for 1868. With 12 Plates. 8vo., 10s 6d.

JAMES BRIGHT, mM.D.

é
. ON DISEASES OF THE HEART, LUNGS, & AIR PASSAGES; é
=85R

with a Review of the several Climates rmummended in these Affections. Third Ed1
tion. Post Gvo., 9s.
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THE DISEASES OF THE STUM.&GH with an Introdoction on its

Anatomy and Physiology; being Lecturuﬂ delwared at 5t. Thomas's Hospital. Second
Edition. 8vo., 10s. 6d.

INTESTINAL UBSTRUGTI{)\I " Kdited by Dr. Buzzarp. Post 8vo.,

i,

BERMARD E. BRODHURST, F.R.C.S.

ON DEFORMITIES OF THE HUMAN BODY: a Systom of

Orthopedic Surgery. With Engra?ing& dvo., 10s. 6d.

CURVATURES OF THE SPIW“& their Causes, Symptoms, Pathology,

and Treatment. Second Edition. Roy. Svo., with Engravings, 75, 6d.

Il

ON THE NATURE AND TREATMENT OF CLUBFOOT AND

ANALOGOUS DISTORTIONS involving the TIBIO-TARSAL ARTICULATION.

With Engravings on Wood. 8vo., 4s. G4,

JOINTS INVOLVING ANCHYLOSIS, and on the TREATMENT for the
RESTORATION of MOTION. Third Edition, much enlarged, 8vo., 45, Gd,

CHARLES BROOKE, M.A, MB, F.RS.

ELEMENTS OF NATURAL PHILOSOPHY. Based on the Work of

the late Dr. Golding Bird. Sixth Edition. With 700 Engravings. Feap. 8vo,, 125. 6d.

PRACTICAL, OBSERVATIONS ON THE DISEASES OF THE é
}
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T. L. BRUNTON, B.SC, M.B.

ON DIGITALIS. With some Observations on the Urine. Feap. 8vo.,
45, Gd. PSR

THOMAS ERYANT F.R.C.S.

ON THE DISEASES AND lI\JURIFS OF THE JOINTS.
CLINICAL AND PATHOLOGICAL OBSERVATIONS. Post vo., 7s, 6d.

CLINICAL SURGERY. Parts L to VIL 8vo., 3s. 6d. each.

FLEETWOOD BUCKLE, M.D., L.R.C.P.LOND.

\ VITAL AND ECONOMICAL STATISTICS OF THE HOSPITALS,

INFIRMARIES, &c.,, OF ENGLAND AND WALES. Royal 8vo., 5s.

? JOHMN CHARLES BUCKNILL, M.D.,, F.RC.P., F.R.5., & DANIEL H. TUKE, M.D.

A MANUAL OF PSYCHOLOGICAL MEDICINE: containing

the History, Nosology, Description, Statistics, Diagnosis, Pathology, and Treatment of
Tnsanity. Second Edition. 8vo., 15s.
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é GECRGE BEBUDD, MD F.R.C.P., F.R.S.

ON DISEASES OF THE LIVER.

Illustrated with Coloured Plates and Engravings on Wood. Third Edition. 8vo., 16s.

ON THE ORGANIC DISEASES AND FUNCIIONAL DIS-

ORDERS OF THE STOMACH. 8vo., 9s.

G. W. CALLENDER, F.R.C.S.

FEMORAL RUPTURE: Anatomy of the Parts concerned. With Plates.

8vo., 4s.

JOHN M. CAMPLIN, M.D. F.L.S.

ON DIABETES, AND ITS SUCCESSFUL TREATMENT.

Third Edition, by Dr. Glover. Feap. 8vo., 3s. 6d.
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WwW. B. CARPENTER, M.D., F.R.S.

' PRINCIPLES OF HUMAN PHYSIOLOGY. Wit nearly 300 Tllus- ¢

? trations on Steel and Wood. Seventh Edition. Edited by Mr. HExgy Power. 8vo., ?
28s.
% A MANUAL OF PHYSIOLOGY. With 252 Ilustrations on Steel g

and Wood. Fourth Edition, Feap. 8vo., 12s. 6d.

THE MICROSCOPE AND ITS REVELATIONS. With more

than 400 Engravings on Steel and Wood. Fourth Edition. Feap. 8vo., 12s. 64d.

T. K. CHAMBERS, M.D. F.R.C.P.

LECTURES, CHIEFLY CLINICAL. Fourth Edition. 8vo., 14s.
THE INDIGESTIONS OR DISEASES OF THE DIGESTIVE

ORGANS FUNCTIONALLY TREATED. Second Edition. 8vo., 105 6d.

IIN.

SOME OF THE EFFECIS OF THE CLIMATE OF ITALY.
Crown 8vo., 45, Gd.
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H. T. CHAPMAN, F.R.CS.

THE TREATMENT OF OBSTINATE ULCERS AND CUTA.

NEOUS ERUPTIONS OF THE LEG WITHOUT CONFINEMENT. Third
Edition. Post 8vo., 3s. 6d.
11

VARICOSE VEINS: their Nature, Consequences, and Treatment, Pallia-

tive and Curative. Second Edition. Post 8vo., 3s. 6d.

JOHMN CHAPMAM, M.D., M.R.C.P.

i
é THE MEDICAL INSTITUTIONS OF THE UNITED KING-
%
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DOM ; a History exemplifying the Evils of Over- L#glslatmn 8vo., Js. Gd.
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ADVICE TO A MOTHER ON THE MANAGEMENT OF !

I HER CHILDREN. Tenth Edition. Foolseap 8vo., 25 6d.

1.
COUNSEL TO A MOTHER: being a Continnation and the Completion
of * Advice to a Mother.” Feap. 8vo., 2s. 6d.
T1I.

ADVICE T0O A WIFE ON THE MANAGEMENT OF HER

OWN HEALTH. With an Introductory Chapter, especially addressed to a Young
Wife. Ninth Edition. Feap. 8vo., 25 Gd.

F. LE GROS CLARK, F.RC.S.

LECTURES ON THE PRINGiPLES OF SURGICAL DIAG-

NOSIS : ESPECIALLY IN RELATION TO SHOCK AND VISCERAL
LESIONS Delivered at the Royal College of Surgeons. 8vo., 10s. Gd.

OUTLINES OF SURGERY ; bE;;g an Epitome of the Lectures on the

Principles and the Practice of Surgery delivered at St. Thomas’s Hospital. Feap. 8vo.,

? fE.

JOHN CLAY, M.R.C.S.

KIWISCH ON DISEASES OF THE OVARIES: Translated, by
permission, from the last German Edition of his Clinical Lectures on the Special Patho-
logy and Treatment of the Diseases of Women. With Notes, and an Appendix on the

% Operation of Ovariotomy. Royal 12mo., 16z,
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é OAKLEY COLES.
L

DEFORMITIES OF THE MOUTH; CONGENITAL and AC-

QUIRED ; their Mechanical Treatment. With Coloured Plates. Second Edition,
Bvo., bs. Gd,

MAURICE H. COLLIS, mM.D.OUB, FR.GCS.I.

THE DIAGNOSIS AND TREATMENT OF CANCER AND
THE TUMOURS ANALOGOUS TO IT. With coloured Plates. 8vo., 1ds.

A. Jd. COOLEY.

T
THE CYCLOPZEDIA OF PRACTICAL RECEIPIS, PRO-
CESSES, AND COLLATERAL INFORMATION IN THE ARTS, MANU-
FACTURES, PROFESSIONS, AND TRADES, INCLUDING MEDICINE,
PHARMACY, AND DOMESTIC ECONOMY ; designed as a General Book of
Reference for the Manufacturer, Tradesman, Amateur, and Heads of Families. Fourth
and greatly enlarged Edition, 8vo., 28s.

wW. WHITE COOPER, F.R.C.S. |

ON WOUNDS AND INJURIES OF THE EYE. Tiustrated by

o 17 Coloured Figures and 41 Woodents. 8vo., 12,

ON NEAR SIGHT, AGED SIGHT, IMPAIRED VISION,

AND THE MEANS OF ASSISTING SIGHT. With 31 Illustrations on Wood. \‘
Second Edition. Feap. 8vo., 7s. 6d.
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A DICTIONARY OF PRACTICAL SURGERY AND ENCYCLO-
PEDIA OF SURGICAL SCIENCE. New Edition, brought down to the present
time, By Samver A. Laxg, F.R.C.5., assisted by various eminent Surgeons. Vol. L.,

{ 8vo., £1. 5s.
| HoLMES GCOOTE, F.R.C.S.

A REPORT ON SOME IMPORTANT POINTS IN THE

TREATMENT OF SYPHILIS. 8vo., 5s.

R. P. COTTON, M.D,, F.R.C.P.

PHTHISIS AND THE STETHOSCOPE; or, THE PHYSICAL

SIGNS OF CONSUMPTION. Fourth Edition. Foolscap 8vo., 3s. Gd.

WALTER J. -::c:-ULan, F.R.C.S.

A TREATISE ON SYPHILIS 8vo., 10s.
STONE IN THE BLADDER: Ita Prevention, Early Symptoms, and

Treatment by Lithotrity. 8vo., 6z

T. B. CURLING, F.RC.S. FRS.

¢ {JBE;FR?AEI(]‘JSM ON DISEAS?IS OF THE RECTUM. Third §
ition W0y 'S

% A PRACTICAL TREATISE f}N DISEASES OF THE TESTIS, %

4 4

SPERMATIC CORD, AND SCROTUM. Third Edition, with Engravings. 8vo.,
16s.

WILLIAM DALE, M.D.LOND.

A COMPENDIUM OF PRACTICAL MEDICINE AND MORBID

ANATOMY. With Plates, 12mo., Vs.

DOMNALD DALRYMPFLE, M.P., MR.G.P.

THE CLIMATE OF EGYPT: METEOROLOGICAL AND MEDI-

CAL OBSERVATIONS, with Practical Hints for Invalid Travellers. Post 8vo., 45

JOHN DALRYMPLE, F.R.C.S., F.R.S.

1 PATHOLOGY OF THE HUMAN EYE. Complete in Nine Fasciculi:

imperial 4to., 20s. each; half-bound morocco, gilt tops, 91 15s.

FRED. DAVIES, M.D., F.R.C.S.

THE UNITY OF MEDICINE: its CORRUPTIONS and DIVI-
SIONS by LAW ESTABLISHED ; their Causes, Effects and Remedy. With a
(Coloured Chart. Second Edition. 8vo., 10s.

s

1 HERBERT DAVIES, M.D, F.R.C.P.

ON THE PHYSICAL DIAGNOSIS OF DISEASES OF THE

LUNGS AND HEART. Second Edition. Post 8vo., 8s.

JAMES G. DAVEY, M.D., M.R.CP.

¥ THE GANGLIONIC NERWUS"SYSTEM s, Birectarny By g, Y
and Diseases V., 5

% ON, THE NATURE AND PROXIMATE CAUSE OF IN. §

o530

MNITY. Post 8vo., 3
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HENRY DAY, M.D, M.R.C.P. &

CLINICAL HISTORIES; with Comments. 8vo., 7s. 6d.

JAMES DIXON, F.R.C.S.

A GUIDE TO THE PRACTICAL STUDY OF DISEASES (F

THE EYE. Third Edition. Post 8vo., 3z

HORACE DDBELL M.D.

DEMONSTRATIONS OF DISEASES N THE CHEST, AND

THEIR PHYSICAL DIAGNOSIS. With Coloured Plates. 8vo., 12 En!

LECTURES ON THE GERMS AND VESTIGES OF DISEASE,

and on the Prevention of the Invasion and E‘-ltaht} of Disease by Periodical Examinations.
dvo., Bs Gd.

ON TUBERCULOSIS : ITS \ATDRE CAUSE, AND TREAT-

MENT; with Notes on Pancreatic Juice, Second Edition. Crown 8vo., 3s. 6d.

LECTURES ON WINTER COUGH (CATARRH, BRONCHITIS,

EMPHYSEMA, ASTHM&}- with an Appendix on some Principles of Diet in
Disease. Post Ovo., 5s. Gd.

I

!
% LECTURES ON THE TRUE FIRST STAGE OF CONSUMP-
4

TION. Crown 8vo., 3s 6d. A asasnraantn

C. TOOGOOD DOWNING, M.D.
NEURALGIA: its various Forms, Pathology, and Treatment. Tar

Jacesonian Prize Essay ror 1850. 8Bvo., 10s 64,
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ROBERT DRUITT, F.R.C.S.

THE SURGEON'S VADE-MECUM; with numerous Engravings on

Wood. Tenth Edition. Foolscap 8vo., 125 6d,

ERNEST EDWARDS, B.A.

PHOTOGRAPHS OF EMINENT MEDICAL MEN. with brief

Analytical Notices of their Works. Vols. I. and II. (24 Portraits), 4to., 24s. each.

GHARLES ELAM, M.D. F.R.C.P.

MEDICINE, DISEASE, AND DEATH : being an Enquiry into the

Progress of Medicine as a Practical Art. 8vo., 3s. Gd.

EDVWARD ELLIS, n.D.

A PE&G’!;LQ:’LL I*“}Mé} OF THE DISEASES OF CHILDREN.

SIR JAMES EYRE, M.D.

| THE STOMACH AND ITS DIFFICULTIES. sixth Edition,

by Mr. BEaLE. Feap. 8vo., 2s. Gd.

é J. FAYRER, M.D, F.RCS, CS.I.

CLINICAL SURGERY IN INDIA. With Engravings. 8vo., 16s.
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SAMUEL FENWICK, M.D.,, F.R.C.P. i

THE MORBID STATES OF THE STOMACH AND DUO- |

DENUM, AND THEIR RELATIONS TO THE DISEASES OF OTHER
ORGANS. With 10 Plates. 8vo., 12s.

THE STUDENTS GUIDE TO MEDICAL DIAGNOSIS, Second

Edition. With 60 Engravings. Feap. 8vo., 65 6d.

SIR WILLIAM FERGUSSON, BART., F.R.C.S, F.R.S.

A SYSTEM OF PRACTICAL SURGERY: with 463 Illustrations

on Wood. Fifth Edition. 8vo., 21s.

LECTURES ON THE PROGRESS OF ANATOMY AND

SURGERY DURING THE PRESENT CENTURY. With numerous Engravings.
8vo., 10s. 6d.

wW. H. FLOWER, FR.C.S, F.R.S.

DIAGRAMS OF THE NERVES OF THE HUMAN BODY,

exhibiting their Origin, Divisions, and Connexions, with their Distribution to the various
Regions of the Cutaneous Surface, and to all the Muscles. Folio, containing Six
Plates, 14s.

Future of Medicine. &vo., 25. Gd.

G. FOWNES, PH.D., F.R.S.
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BALTHAZAR W. FOSTER, M.D.
METHOD AND MEDICINE: an Essay on the Past, Present, and

A MANUAL OF CHEMISTRY; with 187 Ilustrations on Wood.

Tenth Edition. Feap. 8vo., 14s.
Edited by H. Bexce Joxes, M.D,, F.R.5,, and Hexgy Warrs, B.A., F.R.5.

CHEMISTRY, AS EKEMPLI%YING THE WISDOM AND

BENEFICENCE OF GOD, BSecond Ldition. Feap. 8vo., 4s.Gd.,
I1t.

INTRODUCTION TO QUALITATIVE ANALYSIS. Post 8vo., 2s.

i D. J. T. FRANCIS, M.D., F.RC.P.
CHANGE OF CLIMATE; considered as a Remedy in Dyspeptic, Pul--

monary, and other Chronic Affections; with an Account of the most Eligible Places of
Residence for I'nvalids, at different Seasons of the Year, Post 8vo., 8s. Gd.

W. H. FULLER, M.D. F.R.C.P.

ON DISEASES OF THE LUNGS AND AIR PASSAGES.

Second Edition. 8vo.,. 12s 6d.

ON DISFASES OF THE HEART AND GREAT VESSELS.

E"r’ﬂ., 7. bid, IIT.

é ON RHEUMATISM, RHEUMATIC GOUT, AND SCIATICA : g

Tl

their Pathology, Symptoms, and Treatment, Third Edition. 8vo., 12s. Gd.
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REMIGIUS FRESEMIUS,

A SYSTEM OF INSTRUCTION IN CHEMICAL ANALYSIS,

Edited by ArTHUR VACHER.
Quarrrarive. Seventh Edition. 8vo., 9s
QuanticaTive. Fifth Edition. 8vo., 125 fd.

% MESSRS. J. & A. CHURCHILL'S PUBLICATIONS, %
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ROBERT GALLOWAY.

. THE FIRST STEP IN CHEMISTRY. With numerous Engravings.

Fourth Edition. Feap. 8vo., 6s. 6d.
A EEY TO THE EXERCISES. 2s. 6d.

THE SECOND STEP IN CHEMISTRY; or, the Students Guide to

the Higher Branches of the Science. With Engravings., 8vo., 10s,
IIIL.

A MANUAL OF QUALITATIVE ANALYSIS. Fifth Edition.
With Engravings. FPost 8vo., 8s. Gd.

CHEMICAL TABLES. On Five Large Sheets, for School and Lecture
Rooms. Second Edition. 4= Gd.

=

J. SAMPSON GAMGEE;, M.R.C.S.

HISTORY OF A SUCCESSFUL CASE OF AMPUTATION AT

THE HIP-JOINT (the limb 48-in. in circumference, 99 pounds weight). With 4
Photographs, 4to., 10s. Gd. P

F. J. GANT, F.R.C.S,

IHE PRINCIPLES OF SURGERY: Clinical, Medical, and Opera-

tive. With Engravings. 8vo., 18s

i
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THE IRRITABLE BLADDER :. its Causes and Curative Treatment.

Second Edition, enlarged. Crown 8vo., 5.

S e

C. B. GARRETT, M.D.

IRRITATIVE DYSPEPSIA AND ITS IMPORTANT CON-
NECTION with IRRITATIVE CONGESTION of the WINDPIPE, and with
the Origin and Progress of Consumption. Crown 8vo., 25, 6d.

GEORGE GASKOIN, SURGEORN.

THE MEDICAL WORKS OF FRANCISCO LOPEZ DE VILLA-

LOBOS, the celebrated Court Physician of Spain ; containing the Poem on the
Pestiferous Bubas; Dialogues on Medicine (15th and 16th centuries); &e. With
Biography and Enmm&mary Post 8vo., 10s. Gd.

JOHN GAY, F.R.C.S.

ON VARICOSE DISEASE OF THE LOWER EXTREMITIES.

Lerrsomiay Lecrvres. With Plates. 8vo., 5s.

SIR DUNGAN GIBEI BART. M.D.

ON DISEASES OF THE THROAT AND WINDPIPE, as

reflected by the Laryngoscope. Secnncl Edmun With 116 Engravings, Past fvo.

10z, Gd,

THE LARYNGOSCOPE IN DISE&S]]S OF THE THROAT, %
2853
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with a Chapter on Rumixoscopy. Third Edition, with Engravings. Crown 8vo., 5s
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C. A. GORDON M.D., C.B.
1.

ARMY HYGIENE. 8vo, 20s.
CHINA, FROM A MEDICAL POINT OF VIEW; IN 1860

AND 1861; With a Chapter on Nagasaki as a Sanatarium. 8vo., 10s. 6d.

-

S R

MICHAEL ©. GRABHAM, M.D, M.R.C.P.

THE CLIMATE AND RESOURCES OF MADEIRA, as

regarding chiefly the Necessities of Consumption and the Welfare of Invalids. With
Map and Engravings, Crown 8vo., 5

R. J. GRAVES, M.D., F.R.S.

STUDIES 1IN PHYSIOLOGY AND MEDICINE. Edited by

Dr, Stoked. With Portrait and Memoir. 8vo., 145

T. GRIFFITHS.

CHEMISTRY OF THE FOUR SEASONS*pr*ing, Summer,

Autumn, Winter. Illustrated with Engravings on Wood. Second Edition. Foolscap
3\'0-, ?$| Edl . et

JAMES M. GULLY, M.D.

THE SIMPLE TREATMENT OF DISEASE; deduced from the

Methods of Expectancy and Revulsion. 18mo., 4s.

W. A. GUY, M.B,, F.R.S, AND JOHM HARLEY, M.D., F.R.C.P.

HOOPER'S PHYSICTAN'S VADE-MECUM; OR, MANUAL OF
%HE PRINCI{P};EE éih'E;EPRﬁﬁCTICE OF PHYSIC. Seventh Edition. With
ngravings. Foolscap 8vo., 125 6d.

GUY’S HOSPITAL REPORTS. Third Series. ‘Vol. XVL., 8vo. 7s. 6d.
S. 0. HABERSHON, M.D, F.R.CP.

ON DISEASES OF THE EﬁDDMEN, compriging those of the

Stomach and other Parts of the Alimentary Canal, (Esophagus, Stomach, Ca:cum,
Intestines, and Peritoneum. Second Edition, with Plates. 8vo., 14s.

ON THE INJURIOUS EFFECTS OF MERCURY IN THE

TREATMENT OF DISEASE. Post 8vo., 35 6d.

[rrerEs

C. RADCLYFFE HALL, F.R.C.P.

TORQUAY IN ITS MEDICAL ASPECT AS A RESORT FOR

PULMONARY INVALIDS. Post 8vo., 5o

MARSHALL HALL, M.D. F.R.S.

PRONE AND POSTURAL RﬁSPIRATIDN IN DROWNING

AND OTHER FORMS OF APN(EA OR SUSPENDED RESPIRATION,
Post Bvo.. bs.

PRACTICAL OBSERVATIONS EHD SUGGESTIONS IN MEDI-

CINE. Zerond Series. Post 8vo., 8s. 6d.
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REV. T F. HARDWICH. é

A MANUAL OF PHOTOGRAPHIC CHEMISTRY, With

Engravings. Seventh Edition. Foolscap 8vo., 7s. 6d.

P

J. BOWER HARRISON, M.D.,, M.R.C.P.

LETTERS TO A YOUNG Pf{AGTITI[}HER ON THE DIS-

EASES OF CHILDREN. Foolscap 8vo., $s.

ON THE CONTAMINATION OF WATER BY THE POISON

OF LEAD, and its Effects on the Human Body. Foolscap 8vo., 3s. fd.

e

GEORGE HARTWIG, M.D.

ON SEA BATHING AND SE& AIR. Second Edition. Feap.

Bvo., 2s. 6d.

ON THE PHYSICAL EDUCATION OF CHILDREN. Feap.

8vo., 2z 6d.

Opinions of the most celebrated Ancient and Modern Writers with regard to the Influence
of Climate and Weatherin producing Disease. With Four coloured Engravings. 8vo., Ts.

i ]
ALFRED HAVILAND, M.R.C.S. %

CLIMATE, WEATHER, AND DISEASE; being a Sketch of the §

% g

w. HAYCOCK, M.R.C.V.S.

HORSES; HOW THEY OUGHT TO BE SHOD: being a plain

and practical Treatise on the Principles and Fractice of the Farrier’s Art, With
14 Plates. 7s. 6d.

]

F. W. HEADLAND, M.D, F.RC.P.

ON THE ACTION OF MEDICINES IN THE SYSTEM.

Fourth Edition. 8&vo., 14s.
1L
A MEDICAL HANDBOOK ; comprehending such Information on Medical

and Sanitary Subjects as is desitable in Educated Persons. Second Thousand. Foolscap
Bvo., bs.

J. N. HEALE, M.D., M.R.C.P.

§ A TREATISE N THE PHYSIOLOGICAL ANATOMY OF g
\

THE LUNGS. With Engravings. 8vo., 8s

A TREATISE ON VITAL CATSES. svo., 9s.
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CHRISTOPHER HEATH, F.R.C.S.

PRACTICAL ANATOMY: o Manval of Dissoctions. . With numerous

Engravings. Second Edition. Feap. 8vo., 12s. 6d.

A MANUAL OF MINOR SURGERY AND BANDAGING, FOR
THE USE- OF HOUSE-SURGEONS, DRESSERS, AND JUNIOR PRAC-
TITIONERS. With 74 Engravings. Fourth Edition. Feap. 8vo., 5s. 6d.

ITL

INJURIES AND DiSEASES OF THE JAWS. Jacksowan

FPrize Essay. With Engravings. 8vo., 12s

JOHN HIGGINEBOTTOM, F.R.S. F.R.C.S.E.

A PRACTICAL ESSAY ON THE USE OF THE NITRATE OF

SILVER IN THE TREATMENT OF INFLAMMATION, WOUNDS, AND
ULCERS. Third Edition, 8vo., 6s.

e

WILLIAMT HINDS, M.D.

THE HARMONIES OF PHYSICAL SCIENCE IN RELATION
TO THE HIGHER SENTIMENTS; with Ohservations on Medical Studies, and on
the Moral and Scientific Relations of Medical Life. Post 8vo., 45

e

RICHARD HODGES, M.D.

THE NATURE, PATHOLOGY, AND TREATMENT OF PUER-

PERAL CONVULSIONS. Crown 8vo., Ja.

s

S

DECIMUS HODGSOMN, M.D.

THE PROSTATE GLAND, AND ITS ENLARGEMENT IN

OLD AGE. With 12 Plates. Royal 8vo., 6s.

JABEZ HOGG, M.R.C.S.

A MANUAL OF OPHTHALMOSCOPIC SURGERY : being a

Practical Treatise on the Use of the Ophthalmoscope in Diseases of the Eye. Third
Edition. With Coloured Plates. 8vo., 10s. Gd.

R

LUTHER HOLDEN, FR.C.S.

HUMAN OSTEOLOGY : with P]:tes, showing the Attachments of the

Muscles. Fourth Edition. 8vo., 16s.

A MANUAL OF THE DISSEC'IJ?ION OF THE HUMAN BODY.

With Engravings on Wood. Third Edition. 8vo., 16s.

BARNARD HOLT, F.R.C.S.

ON THE IMMEDIATE TREATMENT OF STRICTURE OF

THE URETHRA. Third Edition, Enlarged. 8vo., 6s.
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C. HOLTHQOUSE, F.R.C.S.

ON HERNIAL AND OTHER TUMOURS OF THE GROIN
a?dRitstNEIGEIg-IEUERI;[PﬂD; with zome Practical Remarks on the Radical Cure
of Ruptures. 8vo., 65 6d.

B, HDDD M.D.

A TREATISE ON GOUT, RHEU‘«IATIS\I AND THE ALLIED

AFFECTIONS. Crown 8vo., 10s. Gd.

Il
THE SUCCESSFUL TREATMENT OF SCARLET FEVER;
also, OBSERVATIONS ON THE PATHOLOGY AND TREATMENT OF
CROWING INSPIRATIONS OF INFANTS. Post 8vo., 5s.

R R A

JOHMN HORSLEY.

A CATECHISM OF CHEMICAL PHILOSOPHY ; being a Familiar

Exposition of the Principles of Chemistry and Physics. With Engravings on Wood.
Designed for the Use of Schools and Private Teachers. Post 8vo., 65, 6d.
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JAMES A. HORTON, M.D.

PHYSICAL AND MEDICAL CLIMATE AND METEOROLOGY

OF THE WEST COAST OF AFRICA. Bvo, 10s

R

LUKE HOWARD, F.R.S.

ESSAY ON THE MODIFICATIONS OF CLOUDS. Third Edition,
by W. D. ana E. Howarp. With 6 Lithographic Plates, from Pictures by Kenyon.
dto., 10s 6d,

A, HAMILTON. HOWE, M.O.

A THEORETICAL INQUIRY INTO THE PHYSICAL CAUSE
OF EPIDEMIC DISEASES. Accompanied with Tables, 8vo., Ts.

s

C. V. HUFELAND.

THE ART 0F PROLONGING LIFE. Second Edition. Edited

by Erasmus Wirsox, F.R.5. Foolscap 8vo., 2s. fid,

Vv, CGURTIS HUGMARN, F.R.C.5,

ON HIP-JOINT DISEASE; with reference especially to Treatment

by Mechanical Means for the Relief of Contraetion and Deformity of the Affected Limb.
With Plates, Re-issue, Enla.rged tvo., dg. Gd.

& Y., HUNTER, M.R.C.S.

BODY AND MIND: the Nervous System and its Derangements
Feap. 8vo., Js. 6d.
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JONATHAN HUTCHINSOMN, F.R.C.S. i

A CLINICAL MEMOIR ON CERTAIN DISEASES OF THE
EYE AND EAR, CONSEQUENT ON INHERITED SYPHILIS; with an

appended Chapter nnl' Commentaries on the Transmission of Syphilis fmm Parent to
Offspring, and its more remote Consequences. With Plates and Woodcuts, 8vo., 9s.

T. H. HUXLEY, LLD, F.R.S.

INTRODUCTION TO THE CLASSIFICATION OF ANIMALS.

With Engravings. 8vo., 6s.

e

THOMAS INMAMN, M.D., M.R.C.P.

ON MYALGIA: ITS NATURE, 'CAUSES AND TREATMENT;

being a Treatise on Painful and other Aﬂ'&cnmm of t.he Muscular System. Eenund
Edition. 8vo., 9s.

FOUNDATION FOR A NEW THEORY AND PRACTICE

OF MEDICINE. Second Edition. Crown 8vo., 10s.

B N e e i e

ENTOPTICS, WITH ITS USES IN PHYSIOLOGY AND

MEDICINE. With 54 Engravings. Crown 8vo., 5s.

M. PROSSER JAMES, M.D, WM.R.C.P.

SORE-THROAT : ITS NATURE, VARIETIES, AND TREAT-
MENT ; including the Use of the L.&RYNGGSCDPE as an Aid to Diagnosis. Second
Edition, with numerous Engravings. Post 8vo., 55,

o2 Kot

JAMES JAGO, M.D.OXOM, ABCANTAB. g

C. HANMDFIELD JONES, M.B., F.R.C.P., F.R.S.

STUDIES ON FUNCTIONAL NERVOUS DISORDERS. Second

Edition, much enlarged. 8vo,, 18s

L e e

H. BENCE JONES, M.D., F.R.C.P, D.C.L., F.RS.

LECTURES ON SOME OF THE APPLICATIONS OF

CHEMISTRY AND MECHANICS TO PATHOLOGY AND THERA-
PEUTICS. 8vo., 125

CROONIAN LECTURES ON MATTER AND FORCE, Feap. 8vo., 5s.

P
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1 . HANMDFIELD JOMES, M.B, F.RS, & E. H. SIEVEKING, M.D., F.R.C.P. %

é A MANUAL OF PATHOLOGICAL ANATOMY. Iilustrated with

numercus Engravings on Wond. Foolzeap 8vo., 125. 64.
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1 JAMES JONES, M.D., M.R.C.P. | é
L

ON THE USE OF PERCHLORIDE OF IRON AND OTHER

CHALYBEATE SALTS IN THE TREATMENT OF CONSUMPTION. Crown
8vo., Js. Gd.

e

T. WHARTOMN JONES, F.R.CS, F.R.S.

A MANUAL OF THE PRINCIPLES AND PRACTICE OF

OPHTHALMIC MEDICINE AND SURGERY ; with Nine Coloured Plates and
173 Wood Engravings. Third Edition, thoroughly revised. Foolscap 8vo., 12s. 6d.

THE WISDOM AND BENEFICENCE OF THE ALMIGHTY,
AS DISPLAYED IN THE SENSE OF VISION. Actonian Prize Essay. With
INustrations on Steel and Wood. Foolscap 8vo., 4s. Gd.

IIL.

DEFECTS OF SIGHT AND HEARING: their Nature, Canses, Pre-

vention, and General Management. Second Edition, with Engravings. Feap. 8vo., 25, 6d.

'f A CATECHISM OF THE MEDICINE AND SURGERY OF

THE EYE AND EAR. For the Clinical Use of Hospital Students. Fcap. 8vo.,2s, 6d.

OF BODY, SENSE, AND MIND. For Use in Schools and Colleges. Feap. 8vo.,
2. 6d

e

g A CATECHISM OF THE PHYSIOLOGY AND PHILOSOPHY
y -
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FURMEAUX JORDAM, F.R.C.S.

THE TREATMENT OF SURGICAL INFLAMMATIONS BY A
NEW METHOD, WHICH GREATLY SHORTENS THEIR DURATION.

- mm——r

Uu. J. KAY-SHUTTLEWORTH, M.P.

FIRST PRINCIPLES OF MODERN CHEMISTRY: a Manual

of Inorganic Chemistry. Second Edition. Crown 8vo., 4s, 6d.

DR. LAENNEG.

A MANUAL OF AUSCULTATION AND PERCUSSION. Trans-

lated and Edited by J. B. Snarre, M.R.C.5. Feap. 8vo,, 3s.

SIR WM. LAWREMNCE, BART. F.R.S8.

LECTURES ON SURGERY. svo., 16s.

-
-

A TREATISE ON RUPTURES.. The Fifth Edition, considerably

enlarged. 8vo., 16s.
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ﬁ ARTHUR LEARED, M.D., M.R.CG.P.

IMPERFECT DIGESTION: ITS CAUSES AND TREATMENT. |

Fifth Edition. Foolscap 8vo., 45, Gd.
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HENRY LEE, FR.CS.

PRACTICAL PATHOLOGY. Thira Edition, in 2 Vols. Containing

Lectures on Suppurative Fever, Diseases of the Veins, Hazmorrhoidal Tumours, Diseases
of the Rectum, Syphilis, Gonorrheeal Ophthalmia, &e.  8vo,, 10s. each vaol.

prre

ROBERT LEE, M.D, F.R.C.P,, F.R.S.

CONSULTATIONS IN MIDWI'E‘ERY. Foolscap 8vo., 4s. 6d.
A TREATISE ON THE SPEGULUM; with Three Hundred Cases.

Bvo., 4s. Gd.

CLINICAL REPORTS OF U’FIE'RIAN AND UTERINE DIS- .

EASES, with Commentaries. Foolscap 8vo., 6s. 6d.

L,

Critical. With Engravings. 8vo., 5s.

}
Wh., LEISHMAMN, M.D., F.F.P.S.
THE MECHANISM OF PARTURITION: An Essay, Historical and

F. HARWOOD LESCHER.

THE ELEMENTS OF PHARMACY. S8vo., 7s. 64.

DR. LIEBREICH.

ATLAS OF OPHTHALMOSCOPY : representing the Normal and Patho-

logical Conditions of the Fundus Oculi as seen with the O hthalmoses

12 Chromo-lithographic Plates (containing 59 Figures), aﬁi}mpaniz T bE;f‘EDGED‘?I;:i.L of
" Text, translated into English by H. Rossorovesn SWaNzy, M.B. Dub, Sewn}ip Bt

Enlarged and Revised. 4to., £1. 10s 3
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ROBERT LISTON, F.R.S.

PRACTICAL SURGERY. Fourth Edition. 8vo., 22s.

D. D. LOGAN, M.D, M.R.C.P.LOND.

ON OBSTINATE DISEASES OF THE SKIN. Feap. 8vo., 2. 64.

LOMDOMN HOSPITAL. ?

é CLINICAL LECTURES AND REPORTS BY THE MEDICAL
b/ .

AND SURGICAL STAFF. With Illustrations, Vols, L to IV. 8vo.,7s. 6d.
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LONDOM MEDICAL SOCIETY OF OBSERVATIOM,

WHAT TO OBSERVE AT THE BED-SIDE, AND AFTER !

DEATH. Published by Authority. Second Edition. Foolecap 8vo., 45. 6d.

HENRY LOWNDES, M.R.C.S.

AN ESSAY ON THE MAINTENANCE OF HEALTH. Feap.

8vo., 2s. 6d.

MORELL MACKENZIE, M.D, LOWD., M.R.C.P.

HDARSE\ESS LOSS OF VOICE, AND .STRIDULOUS

BREATHING in relation to NERVO-MUSCULAR AFFECTIONS of the
LARYNZX. Second Edition. Fully Illustrated. 8vo., 25, 6d.
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DAMIEL MACLACHLAM, M.D., F.R.C.P.L.

THE DISEASES AND INFIRMITIES OF ADVANCED LIFE.

8vo., 16s.

c. MACLECD, NM.R.C.P.LOND.

ACHOLIC DISE&SES y comprising Jaundice, Diarrhcea, Dysentery,
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GEORGE H. B. MACLEOD, M.D, F.R.C.S.EDIN,

NOTES ON THE SURGERY OF THE CRIMEAN WAR; with

REMARKS on GUN-SHOT WOUNDS. 8vo., 10s. 6d.
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THE THEORY OF THE TREATMENT OF DISEASE ADOPTED

AT BEN RHYDDING. Feap. 8vo., 25 6d.

JOSEPH MACLISE, F.R.C.S.

SURGICAT, ANATOMY. A Series of Disscetions, illustrating the Prin-

cipal Regions of the Human Body. Second Edition, folio, cloth, £3. 12s.; half-morocco,
£4, 4s.

ON DISLOCATIONS AND FRALTUHEE; This Work is Uniform

with * Surgical Anatomy ;" folio, cloth, £2. 10s.; half-morocco, £2. 17s.
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A MANUAL OF THE DISEASES OF THE EYE. win

Coloured Plates. Fcap. 8vo., 125, 6d.

A TREATISE ON ASIATIC CHOLERA: with Maps, 8vo., 16s
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CHOLERA IN ITS HOME; with a Sketch of the Pathology and Treat-

ment of the Disease. Crown 8vo., 3s,
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DISEASES OF THE HEART: THEIR PATHOLOGY, DIAG-

NOSIS, AND TREATMENT. Second Edition. Post 8vo., 6s.
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A NEW AND SUCCESSFUL MODE OF TREATING CERTAIN
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SIR RANALD MARTIN, C.B, F.R.C.S5., F.R.S.
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INFLUENCE OF TROPICAL CLIMATES IN PRODUCING .
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Observations on their Chronic Sequele under the Influences of the Climate of Europe, %
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HOOPING-COUGH; ITS PATHOLOGY AND TREATMENT.

With Engravings. 8vo., 2s. Gd.
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OPERATIVE SURGERY. Wwith 158 Engravings. Post 8vo., 6s.
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PATHOLOGICAL AND PRACTICAL RESEARCHES ON THE
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Y o— —_— e

? MESSRS. J. & A, CHURCHILL’S PUBLICATIONS. 27 %
I
|
|
|

JAMES MGRHIE M.D.LOMD.

GERMINAL MATTER J&WD THE CONTACT THEORY :
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ON THE DISEASES OF THE SKIN. With Plates. 8vo., 10s. 6d.
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| THE PRESCRIBER'S ANALYSIS OF THE BRITISH PHAR-
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| THE INDUCTION GUIL, being a Popular Explanation of the Electrical

Principles on which it is constructed. Third Edition. With Engravings. Feap. 8vo., 35
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SELBY NORTOM, M.D,

INFANTILE DISEASES: their Causes, Prevention, and Treatment,
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HOSPITALS, INFIRMARIES, AND DISPENSARIES: their
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THE MODERN TREATMENT OF SYPHILITIC DISEASES,
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Syphilis, by a safe and successful Method. Fifth Edition, &vo., 10s. 6d.
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A MANUAL OF PR&GTIU&L HYGIENE intended especially for
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AND UNDER THE ACTION OF REMEDIES. 8vo., 12s.
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THE ANTIDOTAL TREATMENT AND PREVENTION OF
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Second Edition. 8vo., 8s. Gd.

T. B. PE&GC‘GK, M.D., F.R.G.P.

ON MALFORMATIONS OF THE HUMAN HEART. with

Original Cases and Illustrations. Second Edition. With 8 Plates. 8vo., 10s
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SELECTA E PRASCRIPTIS. Fifteenth Edition. 24mo., 5s.
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THE PRINCIPLES AND PRACTICE OF SURGERY. with

numerons Engravings on Wood. Second Edition.  8vo., 24s.

WILLIAM PIRRIE, M.D.

ON HAY ASTHMA, AND THE AFFECTION TERMED

HAY FEVER. Feap. 8vo., 2s. 6d.

HEMRY POWER, F.R.GC.S. M.B.LOMND.

ILLUSTRATIONS OF SOME OF THE PRINCIPAL DISEASES

OF THE EYE: With an Account of therr Symptoms, Pathology and Treatment,
Twelve Coloured Plates. 8vo., 20s.
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THE GENEALOGY OF GREP:TIDE, newly Translated from the

Unpointed Hebrew Text of the Book of Genesis, showing the General Scientific Accuracy
of the Cosmogony of Moses and the Philosophy of Creation. 8vo., 14s.

ON ECCENTRIC AND CENTRIC FORCE: A New Theory of

Projection. With Engravings. 8vo., 1Us.
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ON ORBITAL MOTION: The Outlines of a System of Physical

Astronomy. With Diagrams. 8vo,, 7s. Gd,

ASTRONOMICAL INYESTIGJJ’I"IUNS. The Cosmical Relations of

the Revolution of the Lunar Apsides. Oceanic Tides. With Engravings. 8vo,, 5s.

THE ORACLES OF GOD: An At-terupt at a Re-interpretation. Part L

The Revealed Cosmos. 8vo., 10s

THE PRESCRIBER'S PH:’LRM&GOPEEIA, the Medicines arranged

in Classes according to their Action, with their Composition and Doses. By a Prac-
tising Physician. Fifth Edition. 32mo., cloth, 2s. 6d.; roan tuck (for the pocket),
3s, Gd.

JOHN ROWLISON PRETTY, M.D.

AIDS DURING LABOUR, including the Administration of Chloroform,

the Management of Placenta and Post-partum Hzmorrhage. Feap. 8vo., 4s. 6d.

FP. CG. PRICE, F.R.C.S.

AN ESSAY ON EXCISION OF THE KNEE-JOINT., With
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PHOTOGRAPHIC MANIPULATION: A Manual treating of the
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Second Edition. Crown 8vo., 65 Gd.
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W. O. PRIESTLEY, M.D., F.R.C.P.

LECTURES ON THE DEVELOPMENT OF THE GRAVID

UTERUS. 8vo., 5s. 6d.

F. H. RAMSBOTHAM, M.D. F.R.CP

THE PRINCIPLES AND PRACTICE OF OBSTETRIC MEDI- |

CINE AND SURGERY. Illustrated with One Hundred and Twenty Plates on Steel
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THOMAS READE, M.B.T.C.D.,, LR.C.S.L

SYPHILITIC AFFECTIONS OF THE NERVOUS SYSTEM, I?
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Contributions to the Pathology of the Spinal Marrow. Post 8vo., 5s. . g

THEOPHILUS REDWOOD, PH.D.

A SUPPLEMENT TO THE PHARMACOP®EIA: A concise but

comprehensive Dispensatory, and Manual of Facts and Formulee, for the use of Practi-
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With Fifty Engravings on Wood. Foolscap 8vo., 6s.

J. RUSSELL REYNOLDS, M.D.LOND, F.R.C.P., F.RS.
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THE DIAGNOSIS OF DISEASES OF THE BRAIN, SPINAL
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INFANT FEEDING, AND ITS INFLUENCE ON LIFE;

' Or, the Causes and Prevention of Infant Mortality. Second Edition. Feap. 8vo., 6s.
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THE NATURE AND TREATMEI\T OF GOUT. 8vo., 10s. 6d.
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JAMES ROGERS, M.D.

ON THE PRESENT STATE OF THIRAPEUTIOS With some 1
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NERVOUS DISEASES, LIVER AND STOMACH COM-
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ORDERS PRODUCED BY TROPICAL CLIMATES. With Cnses Sixteenth
Edition. Fcap. 8vo., 25. 6d,
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J. F. ROYLE, M.D, F.R.S., AND F. vw. HEADLAND, M.D. F.R.C.P.

A MANUAL OF MATERIA MEDICA AND THERAPEUTICS.

With numerous Engravings on Wood. Fifth Edition. Fecap. 8vo., 125, 6d.
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SANSOM, M.D.LOND, M.R.C.P.

CHLOROFORM : ITé ACTION AND ADMINISTRATION. A Hand-
book. With Engravings. Crown 8vo., 5s.

HENRY SAVAGE, M.D.LOND. FR.C.S.

THE SURGERY, SURGICAL. PATHOLOGY, AND SUR-
GICAL ANATOMY of the FEMALE PELVIC ORGANS, in a Series of

Coloured Plates taken from Nature., With Commentaries, Notes and Cases. Second
Edition, greatly enlarged. 4to., £1. 11s. 6d.

JOHM SAVORY, M.SA.

A COMPENDIUM OF DOMESTIC MEDICINE, AND COMPA-
NION TO THE MEDICINE CHEST; intended as a Source of Easy Reference for
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Eighth Edition. 12mo., 5s.
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THE MICROSCOPE, AND ITS APPLICATION TO VEGETABLE
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Description of the Localities resorted to in Winter and Summer by Invalids of various
classes both at Home and Abroad. With an Isothermal Chart. Post 8vo., 12s

R. E. SCORESBY-JACKSON, M.D., FRSE, ?
% MEDICAL CLIMATOLOGY ; or, a Topographical and Meteorological %
R. H. SEMPLE M.D., MR,C.P.
£ ON COUGH: its Causes, Varieties, and Treatment. With some practical é

Remarks on the Use of the Stethoscope as an aid to Diagnosis. Post 8vo., 4s. Gd.
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E. J. SEYMOUR, M.D.

TLLUSTRATIONS OF SOME OF THE PRINCIPAL DIS-
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{ Animals. On India paper. Folio, 16s,
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THOS. SHAPTER, M.D., FR.C.P.

THE CLIMATE OF THE SOUTH OF DEVON, AND ITS

INFLUENCE UPON HEALTH. Second Edition, with Maps. 8vo., 10s. 6d.

E. SHAW, M.R.C.S.

THE MEDICAL REMEMBRANCER; oR, BOOK OF EMER-
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32mo., 2. Gd.
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é A MANUAL OF ANIMAL PHYSIOLOGY. With an Appendix of
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Causes, Pathology, and Treatment. Second Edition. Post 8vo., 10s. 64,
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E. B. SINCLAIR, M.D.,, FK.A.C.P,, AND G. JOHNSTOM, M.D., F.K.QC.P.
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J. L. SIORDET, M.B.LOND. M.R.C.P.

MENTONE IN ITS MEDICAL ASPECT. Foolscap 8vo., 2s. 64.

ALFRED SMEE, M.R.C.S, FR.S.
GENERAL DEBILITY AND DEFECTIVE NUTRITION: their

Causes, Conzequences, and Treatment. Second Edition. Feap. 8vo., 3s. 64, %

Practical Illustrations contained in the Original Work. With Anatomical and Practical
Directions. 8vo., 5s.

HENRY SMITH, F.R.C.S.

WM. SMELLIE, M.D.
% OBSTETRIC PLATES: being a Selection from the more Important and
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Edition. Feap. 8vo., Js. 11T

THE S{JR{}ERY OF THE RECTUM. Lettcomian Lectures, Second

Edition. Feap. 8vo., 3s. Gd.
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HANDBOOK OF DENTAL ANATOMY AND SURGERY, FOR

THE USE OF STUDENTS AND PRACTITIONERS. Feap. 8vo., 3s. 6d.

7 o Pl R A
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PATHOLOGICAL CHEMISTRY, IN ITS APPLICATION TO

THE PRACTICE OF MEDICINE. Translated from the French of MM. BEcqQuEREL
and Ropieg. 8Svo., reduced to 8s.

e — .

J. K. SPENDER, M.D-LOMD.

A MANUAL OF THE PATHOLOGY AND TREATMENT
OF ULCERS AND CUTANEOUS DISEASES OF THE LOWER LIMBS.

PETER SqQUIRE.
I

A COMPANION TO THE BRITISH PHARMACOPZEIA.

Seventh Edition. 8vo., 10s. Gd. IT.

THE PHARMACOPAIAS OF THE LONDON HOSPITALS,
arranged in Groups for easy Reference and Comparison. Second Edition. 18mo., 5s
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JOHM STEGGALL, M.D.
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A MEDICAL MANUAL FOR EPDTHEE:"LHIEE' HALL AND OTHER MEDICAL
BOARDS., Twelfth Edition. 12mo., 10s.

II:
A MANUAL FOR THE COLLEGE OF SURGEONS; intended for the Use
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FIRST LINES FOR CHEMISTS AND DRUGGISTS PREPARING FOR EX-
AMINATION AT THE PHARMACEUTICAL BSOCIETY. Third Edition.
18mo., 3s. G,
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A TOXICOLOGICAL CHART, exhibiting at one view the Symptoms,

Treatment, and Mode of Detecting the various Poisons, Mineral, Vegetable, and Animal.
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Twelfth Edition, revised. On Sheet, 25.; mounted on Koller, s,

FRAMGCIS SUTTON, F.C.S.

A SYSTEMATIC HANDBOOK OF VOLUMETRIC ANALYSIS;

or, the Quantitative Estimation of Chemica! Substances by Measure. With Engravings.
Post 8vo., 7s. 6d.

W, P. SWAIN, F.R.C.S.

INJURIES AND DISEASES OF THE KNEE-JOINT, and

their Treatment by Amputation and Excision Contrasted. Jacksonian Prize Essay.
With 236 Engravings. 8vo., 9a
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OBSTETRIC APHORISMS FOR THE USE OF STUDENTS

COMMENCING MIDWIFERY PRACTICE. With Engravingson Wood. Fourth
Edition. Feap. 8vo., 3s. Gd.
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Edition. Post 8vo., 7s.
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ALFRED S. TAYLOR, M.D. F.R.C.P, F.R.S.

THE PRINCIPLES AND PRACTICE OF MEDICAL JURIS.

PRUDENCE. With 176 Wood Engravings. 8vo., 28s
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A MANUAL OF MEDICAL JURISPRUDENCE. Eighth Edition.

[ With Engravings. Feap. 8vo., 12s. 6d.
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ON POISONS, in relation to MEDICAL JURISPRUDENCE AND
MEDICINE. Second Edition. Feap. 8vo., 125, Gd.

THEOPHILUS THOMPSON, M.D, F.R.C.P, F.R.S.

CLINICAL LECTURES ON PULMONARY CONSUMPTION;
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