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ther complicated or simple, is known by the absence of the pro-
minence on the outside of the wrist caused by the small head of
the ulna with a corresponding projection in the palmar direction,
the head of the ulna lying nearly on a level with the os-pisiforme.
This is the direction of the dislocation, at least, in all the cases
I have witnessed. When reduced, there is always great liability
to displacement, owing to the small and superfcial articulating
surface of the radius. When there is also fracture of the ra-
dius, the tendency to displacement is increased by the strong
action of the muscles of the forearm, and the difficulty of bind-
ing the head of the radius to the ulna without compressing
the superior fragment so far into the interosseous space as to |
prevent rotation of the forearm, and occasion very considerable
deformity of the wrist. In the worst forms of the aceident there
is much injury of the soft parts, followed by high inflammation
and severe pain, which wholly preclude efficient bandaging until
the inflammation has subsided. I have, in repeated instances,
witnessed this form of injury oecurring, to a greater or less extent,
in both the wrists at the same time, by persons who, in falling
from a height, and naturally projecting the arms to save them-
selves, have received the principal force of the fall upon the
hands.

The treatment of these accidents is, it appears to me, but
imperfectly considered in the books. Boyer remarks, concerning
fracture of the radius near the wrist, that ¢ There is always, in
this case, a considerable swelling of the adjacent articulation,and
afterwards more or less difficulty in its movements;” and in com-
plicated fracture, ““As we cannot foresee the period when we
can apply the apparatus, and as at this time the benes may have
united in an unnatural position, it is proper to advise the patient
of the probable loss or difficulty in the action of pronation and
supination.” - d

So far as the ditficulty in these cases arises from the difficulty
of retaining the bones in their proper position, it may, I think, in
all cases, be overcome, provided the necessary applications are
made speedily after the injury is inflicted, before inflammatory
action has commenced, and the patient will exercise any tolerable
share of submission to the restraints imposed upon him.

The indications are, first, to secure absolute rest of the part,
with the thumb pointing upward. 2. The ulna being re-
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retain it in this position by the adhesive straps, one on each side
of the arm, passing spirally and crossing immediately above the
olecranon and thence down upon the sides of the forearm, draw-
ing downwards the detached portion of bone, to be held in this
position by an assistant while the surgeon applies the first ban-
dage from the roots of the fingers to the elbow ; the compress
and flexible splint are then applied over the triceps and supporting
the extremity of the olecranon, and then the second bandage is
applied. After this the jointed splint is placed upon the arm, and
confined by the third roller extending from the fingers to the
shoulder.

As this injury is usually produced by direct falls upon the
elbow, and attended with considerable contusion, it may be neces-
sary for the inflammation resulting from this to subside before
the apparatus can be efficiently applied. An obvious necessity
exists for the splint on the back of the arm. The insertion of the
tendon of the triceps musele into the olecranon is such as to leave
a considerable space at this point between the humerus and ten-
don ; consequently, pressure directly upon the tendon must force
it too closely inward, and by tilting the superior portion of the
fractured bone upon the humerus, throw outward and separate
the lower portion from its attachment to the ulna, leaving too
great a space for bony union to be accomplished. Hence in this
fracture we almost uniformly have only ligamentous union with
some separation between the fragments, and ‘* owing to this, the
arm long remains weak, and sometimes never recovers its former
strength.”—(Prof. Gibson.)

Fractures in the Middle or Body of the Humerus.

The treatment of these easily managed fractures, which sel-
dom result in deformity, scarcely needs explanation. The splint,
pl. 1, fig. 4, may be applied to the back of the arm, enclosing
nearly one half of its circumference, and a light narrow splint
on the forepart of the arm and both secured in the usual manner
by a roller, or two similar splints nearly equal in width, may be
applied to the two sides of the arm, and in like manner secured
upon it.

Fractures of the Neck of the Humerus.

This fracture, though not difficult to manage, is but little bene-

fited by ordinary splints, which, owing to the form of the part
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in the American Medical Review, published at Philadelphia,
A.D.1825,vol.2,p.355. Splints of a similar form, constructed of
wood and gutta percha, may be adapted to limbs differing largely
in size, and either to the inside or outside of the limb, as the case
may require, and will serve for the treatment of many cases of
fracture. .

They are adapted to all cases of fracture of the inferior third
of the leg. In fractures of the fibula, or inner malleolus of the
tibia, we apply the splint to the side of the limb opposite the
fracture, with a compress extending from the ankle.joint upward,
then applying a roller from the toes to the knee, the splint is se-
cured to the leg, and the foot is forced in the direction opposite
to the displacement. When both bones are fractured, the splint

may in general be most conveniently applied to the outside of the
limb.

Improved Apparatus for Fractures of the Leg.

These fractures may all be well and conveniently treated by
either the form of apparatus represented Plate 1, fig. 8, or the
double inclined plane connected with the single extension splint
for the thigh, and flexible side splints, represented Plate 2,
fig. 1. Both differ from any of the forms now in common use :
Firstly, in the arrangement of the joint for the knee, by which
flexion and extension of the limb may be performed without
changing the relative length of the splint and the fractured bone.
This is effected in the first, by a joint at the side, instead of un-
der the knee, and as high on the limb as the centre of motion of
the joint, giving a more extended motion opposite, corresponding
to the ball and socket ; in the second by a double joint, similar
to that employed for the elbow, and attached to the sides of the
splint. This alone is of sufficient importance to give this appa-
ratus a decided advantage over all others in which this eircum-
stance is disregarded. To illustrate the absurdity of attaching
the joint, in the ordinary manner, under the knee, we have only
to place a common jointed measuring rule under the limb, with
the limb flexed to a right angle, then extend the limb and the
rule together, and it will be found that the relative length of the
limb below the knee and the rule will have changed from one to
two inches. The neglect of attention to this circumstance is, I
do not doubt, often the cause of displacement of the bones, and.
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if so much is not allowed as to lacerate the forming fibres, and
there will be an exuberant and rapid growth of eallous—a large
ridge may be formed around the place of fracture, it becomes
quickly solid, and the patient has the use of his limb, it may be
somewhat deformed, but still quickly restored.

Bearing these principles in mind, we are at no loss in acecount-
ing for an admitted fact, that bones of the superior extremity
usually heal much more rapidly than those of the inferior; for
there is less of absolute restraint, less to impair the energies of
healthy action, and all the processes of health are more fully sus-
tained. The ribs, when fractured, though never at rest, heal
with-remarkable rapidity. So also with the bones of animals.
The animal limping and deformed, yet the bones solid and healed
in a remarkably short space of time. The very obvious import
of this is an important practical lesson: that is, in all cases,
allow as much motion and general exercise as is consistent with
the paramount objects of exact coaptation of the bones, and
safety as regards the reproduction of the fracture.

Pain or spasms beyond what necessarily attends the injury to
the soft parts, is not a necessary condition of the union of frae-
tures. Healthy bone itself is perfectly insensible, and is no more
sensible than the soft parts during the process of healing, unless
inflamed, when it becomes most exquisitely sensible and painful.
This, as an abstract proposition and physiological fact, is well
known by the intelligent practitioner, but greatly at variance
with popular notions in relation to fractures, and practically
surgeons, I fear, will not be ready, in all cases, to stand man-
fully to the test.

In fractures of the superior extremity we seldom hear more
complaint than would be expected from the manifest inflamma-
tion and injury to the soft parts, without spasm or twitehing of
the museles, obviously because the fragments of bone are not
allowed to rub upon or irritate each other. But not so in frac-
tures of the leg and thigh. The greater weight of the parts to be
supported, and the means of support employed altogether more
inadequate, and the restraint imposed upon the patient being
more severe and more imperfectly complied with, and in addition
to all this, the dressings such as are used often being unskilfully
applied, we should expect involuntary twitchings of the muscles
would be excited by the constant irritation—that sleep would be
























