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42 DISEASES OF THE LACHRYMAL ORGANS.

now materially lessened, in consequence of the tears finding an out-
let through the new opening, which the nasal duet did not previous-
ly afford them. The discharge from the sac is a mixture of tears,
mucus, and pus.

The treatment of chronic inflammation of the lachrymal sac con-
sists in endeavoring to remove the inflammation; and, if we sue-
ceed in this purpose early enough, we prevent suppuration and ul-
ceration of the sac, the formation of a fistula lachrymalis, as it is
called; the nasal duct will not be permanently obstructed; and the
tears and mucus will gradually resume their proper course into the
nostril.

If, after the cure of the inflammation, the passage should not be
free, and the sac remain distended, we may endeavor to press the
fluid, with which it is filled, down into the nostril, placing the fin-

r for this purpose between the puncta and the sac, and pressing
rom the puncta towards the nose. We may also instil into the
corner of the eye, every day or every second day, a few drops of
a lotion containing 2 grs. of the nitrate of silver, or from 2 to 4

. of the sulphate of zinc, to an ounce of distilled water; and in
order that such fluid may be absorbed by the lachrymal puncta, the
patient should lie upon his back, and continue quietly in this position
during, and for a short time after, the operation.

‘When the conjunctiva of the eyelids and the Meibomian glands
are affected, we may employ salves, the best of which are the
ointment of the nitrate of quicksilver, in the proportion of one
third of it to two thirds of spermaceti ointment; the red or white
precipitate of mercury ointment in the proportion of one seruple of
the powder to an ounce of lard; or the nitrate of silver ointment,
from five to ten grains to an ounce. Undoubtedly, when suppura-
tion cannot be prevented, emollient poultices and fomentations are
advisable; and, as soon as the abscess is distinctly formed, a pune-
ture should be made in it.

On examining the nasal duct, we now generally find it contract-
ed at one or several points; and, for the removal of the obstruction,
we are next to introduce a probe, and then employ a nail-headed
style, in order to remove the disposition of the passage to close
again. This instrument may be worn for an unlimited time without
any material annoyance. The eyelids being drawn outwards, so as
to put the orbicularis pa}-ﬁebrarum on the stretch, we are to make
a puncture in the sac with a lancet, or a narrow sharp-pointed bis-
toury, along the surface of whose blade the style will pass into the
sac, as on a director; a convenient method, which, 1 observe, was
ﬁactlc_ed by Dupuytren, with his cannula, and which I have seen

r. Liston adopt, in University College Hospital, with ereat skill
as soon as the puncture had been made. It is the method to whic:l;
I usvally give the preference. Before making the puncture, we
ascertain the precise situation of the nasal edge of the orbit, and of


































































B4 DISEASES OF THE EYE.

tion of the conjunctiva, left after the cessation of the discharge.
Sometimes the disease has been successfully attacked with the
nitrate of silver ointment, ten grains to one ounce of lard. The
granular state of the conjunctiva generally yields to astringents, or
the nitrate of silver, or sulphate of copper.

From the connection existing between this inflammation of the
eye and the state of the bowels, Mr. Hugh Carmichael recormends
giving the hydrargyrum cum cretd, in grain or half-grain doses,
twice or thrice a day. In obstinate cases, he also advises the nurse
to be changed, because her milk may be keeping up the bowel de-
rangement. He objects to pap composed of bread and milk, as
likely to become sour. The bread should be of the hest quality,
and first washed; and the milk be blended with equal, or two parts
of water, and sometimes a little calcined magnesia mixed with it.
Four grains of calomel and four drops of tinct. opii, divided into
four or six papers, one of which is taken every night, he commends,
as often the source of much benefit.

Blisters are mostly disapproved of for infants of tender age; but
if two or three threads of worsted be greased with the blisterin
ointment, and placed in close behind the ears, the practice is f{}uﬂg
by Mr. Hugh Carmichael to be safe, and lﬁnducﬁve of great bene-
fit. When the cornea suppurates, Mr. H. Carmichael relies on
leeches, potassio-tartrate of antimony in doses of one sixth or one
eighth of a grain three times a day, the application of blistering
ointment in the way described, the alum wash, or alum curd. 1f
the cornea bas sloughed, he joins Mr. Saunders in praise of the ex-
tract of bark, given to the extent of sixteen or eighteen grains a
day, mixed with pap. *

4. Gonorrheal ophthalmia in its acule forms s a violent inflamma-
tion of the mucous membrane of the eyeball and lids, attended with
profuse discharge of matter, closely resembling in all its sensible
properties that which issues from the inflamed urethra in clap, and
occurring in some kind of connection with the latter complaint.

It is the most severe and rapidly destructive inflammation to
which the eye is subject, but fortunately one of the most rare. It
is not the consequence of the sudden suppression of gonorrhaea;
for, in a great majority of examples, the gonorrheeal discharge is not
stopped, though, when the affection of the eye begins, the clap
may be on the decline. As gonorrheea is so common, and this
species of ophthalmy so rare, doubts have often been raised about
its connection with gonorrheea at all. Indeed, the mode of in-
fection has not often been unequivocally traced; but that the dis-
charge from the urethra of one individual, applied to the eye of
another person, will bring on the disease, seems well proved by
facts collected by Mr. Lawrence; and even that the matter of clap,

applied to the patient’s own eye, will bring on this destructive oph-






















































































































































114 DISEASES AROUT THE FACE.

trum. No doubt, the disease in this situation presents little chance
of benefit from such or any other proceeding; but fibrous tumors
ld forth more prospect ol permanent success.

HARE-LIP

Is for the most part a congenital malformation; but it is now and
then produced by accidental wounds. It is mostly met with in the
upper lip, and very seldom in the lower. Sometimes there is only
one fissure; on other occasions too, the hare-lip being then termed a
double one. In some cases, the fissure only extends partly towards
the nostril; in others, it reaches into that aperture, which is then
much expanded. The fissure is of course to one side of the me-
sial line; aud its edges, which are covered by a continuation of the
prolabium, are rounded off’ below. Besides the fissure in the lip,
there is frequently so large a eleft in the upper jaw and palate bones,
as to convert the mouth and vose, as it were, into one cavity. A
double hare-lip is particularly often accompanied by a fissure in the
bones of the palate. Somet'mes, but not usually, there is a fissure
m the soft palate. In certain examples the jaw bone, or teeth, pro-
ject forward into the eleft of the lip.

A hare-lip, besides being a great deformity, is attended with a
defect in the speech; and when the fissure extends through the pa-
late, there is more or less impediment to sucking and swallowing.

In ordinary cases, the cure is easy; the surgeon pares off the
margin of the fissure, brings the fresh cut surfaces into contact, and
keeps them in this position until they have grown together.

s infants are very subject to convulsions alter operations, a
surgeons think it best to defer the cure of a hare-lip till the child is
about two years ol age, or even rather older. The youngest sub-
ject on which I ever operated, was only five months old, but the
case was perfectly successful.
~ Inthe operation, the wound should be as clean and regular a cutas
possible, in order that it may the more certainly unite by adhesion,
- and of such a shape that the cicatrix may form one narrow line.
The margins of the fissure, therefore, ought not to be cut off with
common scissors, which always produce some degree of contusion;
though what are called knife-scissors, which are employed by some
operators, are said to answer well.

Sometimes a bit of pasteboard is placed under the lip; and while
this is supported and fixed upon it, the edge of the fissure is cut off
with a sharp bistoury.  Or the lip may be held with a pair of hare-
lip forceps, in such a manner that as much of the edge of the fissure
as is to be removed, is situated at the side of the upper blade of the
forceps, so that it can be cut off with one sweep of the knife
which will be guided along the instrument, as along a ruler. Th;;
is to be done on each side of the cleft, the two incisions meeting
























































































































































































































































































































































































































































































































































































































































































































346 PARTICULAR FRACTURES.

Stanley, and R. W. Smith*, prove, that, unless the capsular liga-
ment be torn, no retraction of the limb in this last degree can bap-
pen. The extent of the retraction will also depend on whether or
not the reflection of the capsular ligament over the neck of the bone
be torn; for, in the event of its not being lacerated, there will be no
shortening of the limb at all; neither will there be another usual
symptom, namely, eversion of the limb. When the neck of the
thigh bone is broken, as all the strong muscles attached to the shaft
and trochanters have a tendency to turn the limb outwards, so as to
evert the toes and knee, this is a common symptom of the accident;
but il the reflection of the capsular ligament over the neck of the
femur happen not to be torn, such symptom may be absent. When
the limb is much shortened, we may not feel a crepitus; but if we
draw the limb downwards, and rotate the foot inwards, the crepitus
will then be distinctly felt. 'When there is displacement, the great
trochanter will not form such a prominence at the side of the pelvis
as it naturally does; and if there be a shortening of the limb, the
same process will be found te be nearer to the crista of the ilium
than in the sound state of the limb. Another symptom, accompa-
nying and indeed resulting from the displacement of the outer frag-
ment, is a great fulness of the upper part of the thigh, from the
muscles having their attachments grnught nearer together.

In a few uncommon examples, the knee and toes are actually turn-
ed inwards, instead of outwards; and the explanation given of the
fact is, that the fracture takes place sufficiently towards the outside
of the great trochanter, to prevent the muscles from acting on the
lower fragment so as to turn it outwards, while some fibres of the
glutzus medius and minimus, yet continving attached to the exter-
nal portion of the trochanter, retain the power of turning it inwards,
and consequently the whole limb. This is one explanation that has
been suggested; but it is not considered altogether satisfactory by
some very good judges. It is alleged, that fractures, entirely within
the capsular ligament, are sometimes attended with inversion of the
limb, and to such cases the explanation proposed would manifestly
not apply. Besides, as Dupuytren has remarked, why should not
the great adductor muscle be more than enough to counteract the
action of the anterior fibres of the glutzus medivs and minimus? At
all events, the cause of the occasional inversion of the limb, when
the fracture is completely within the capsular ligament, if it be a
fact, appears to me not at present accounted for.

When the fracture is on the outside of the capsular ligament,
n_ameliy_', between that ligament and the trochanter major, the retrac-
tion of the limb is greater, than in the fracture within the capsular
ligament; a point, on which Boyer is corroborated by the observa-

* See Dublin Journ. of Med. Science, vol. vi. p. 206.




























































































































































































































































































































































































































































































































































526 op mu.rl_ql;;.

toes and front of the foot with his right, produces the necessary de-
gree of tension in the tendon about to be divided. The bistoury is
passed through the skin, one or two fingers’ breadth above the
malleolus internus, with one of its sides turned towards the tendon,
and the other forwards. As soon as the point has passed beyond
the external edge of the tendon, and nearly reached the skin of the
opposite side, the knife is turned, so as to bring its edge against the
anterior surface of the tendon, which is then divided by withdraw-
ing the knife, and usuvally at one stroke.*

It is a matter of importance to let the external wound be small;
and hence some operators use a sharp-edged needle. If a tendon
be cut, and an extensive division of the skin over it be made, sup-
puration is likely to ensue; and, if this be protracted, a portion of
the tendon may either slough, or become adherent to the integu-
ments, so as to render the operation more or less a failure. The
healing process should not be disturbed by premature attempts to
extend the limb. The wound should be closed before extension is
commenced; and, for this purpose, two or three days are generally
sufficient. During this period, the limb may be laid on its outside
on a pasteboard splint. The flexion of the foot is to be maintain-
ed with mechanical means. One of the most simple contrivances is
a band, or strap, extending from the point of the shoe to the fore
part of another band, or strap, placed round the limb above the
knee. But various means are preferred by different operators.
In some obstinate cases of talipes equinus, Dr. Little has found it
necessary to divide the tendons of the tibialis posticus and flexor
longus pollicis.

he treatment of talipes varus consists in dividing the tendon of
the gastrocnemius; and, if the case be of long standing, it may also
be requisite to cut the tendons of the tibialis anticus, and tibialus
posticus, when the extensor and flexor proprius pollicis, as exem-
plified in cases recorded by Dr. Little.

In the talipes valgus, Dr. Little refers the deformity chiefly to
the peronei muscles; though it is usually necessary to divide also
the tendo Achillis, and even the tendon of the tibialis anticus, be-
fore the foot can be restored to its patural position.

Stromeyer, by means of a small boot, with a long spring operat-
ing in a direction opposed to the abnormal eversion, succeeded in
a few months in curing a talipes valgus in a very young infant.

The youngest patient, in whom Dr. Stromeyer divided the tendo
Achillis for talipes varus, was eight months old. Dr. Little ope-
rated on one child of twenty months; and Mr. Whipple on another
aged fourteen months. With regard to the other extreme, Dr.
Little narrates a case, (No. xxxiv. p. 258.) of non-congenital dis-
tortion from contraction of the gastrocnemii and other muscles,

* Little, Op. cit. p. 30,



























