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vl PREFACE.

increase of the contraction, and then take the chances
of an operation. Now that the curability of this
affection, without any loss of muscular power has
been proved, the error of delay will be at once
apparent.

The results of mechamecal treatment, and of the
operation by open-wound have not been such as to in-
spire any general confidence.

The subcutaneous operation and after-treatment,
as modified by myself in accordance with the patho-
logical conditions first demonstrated by Dupuytren,
has proved so successful, that I can with confidence
recommend it to the favourable notice of the pro-
fession.

I first brought the results of my experience before
the Medico-Chirurgical Society in a paper read on the
29nd of May, 1877, but this paper was not published
by the Society n their ‘¢ Transactions;” a short
abstract of it only appeared in the “ Proceedings™ of
the Society, Vol. VIIL, No. 4, July, 1877. The
paper, as read at the Society, and without any altera-
tions, was, however, published in the British
Medical Journal,” June 29th, 1878, and is now with
considerable additions rveproduced in 1ts present
form.

With recard to the subcutaneous operation for
deeply depressed cicatrices, I first brought it before
the notice of the British Medical Association in a
paper which I read at their meeting in Edinburgh in
August, 1875; and it was afterwards published in
the ¢ British Medical Journal,” April 20th, 1876.
It seems, however, not to have attracted the attention
of operating surgeons so much as I could have wish ed,
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the immediate extension prineiple could not be fully earried out in consequence
of the contraction between the fivst and second phalanges of the little finger, the
extension was made as rapidly as it could be borne by the patient, all the con-
traction being completely removed, without any loss in the power of flexing the
fingers.

The drawing was taken from a photograph, but no photograph was taken of
the case after treatment ; the patient left town and I have not since seen him,

Fig. 17.—Right hand of a medical man wmt. 45, showing an extreme degree of
contraction in the little finger which had been operated upon by open-wound
some years before he consulted me in 1863, the contracted fascia being, 1 believe,
dissected out rather than simply divided. Re-contraction took place in an
agpravated form as mentioned in the text, page 89, and as in all relapsed cases
after open-wound the cicatricial eontraction could not be overcome, and therefore
the contraction between the first and second phalanges remained permanent,
though somewhat improved by gradual mechanical extension. In this case, how-
ever, I divided a tense faseial cord in the palm of the hand, by which the first
phalanx was drawn down, and this contributed so much to the improvement thut
he no longer wished to have the finger amputated, which he had first desived-
Drawing taken from o cast.

Fig. 18.—Right hand of a gentleman wt. about 40, upon whom I operated in
March 1868, showing an extreme degree of contraction of the little finger, the
tip of which was nearly in contact with the palm of the hand. The second
phalanx was drawn down to & right angle with the first, and the first phalanx
was flexed upon the palm of the hand, by a fascial cord leading to the palmn, and
an external lateral band along the margin of the finger and outer border of the
hand. The ring-finger was contracted only to a moderate extent, the firsé pha-
Janx being drawn down by a fascial band towavds the palm. The skin in the
palm of the hand was thickened, dimpled, and corrugated. In this gentleman
the little and ring-fingers in the left hand were also contracted but to a less
extent, and I had operated upon these fingers successfully in 1867.

The little finger of the right hand was straightened with some difficulty by
means of the finger instrument represented in Fig. 10, but was brought into o
straight line with the metacarpal bone in seven weeks, the fascial bands having
been divided in four or five places. This gentleman was decidedly of a gouty
diathesis, and the contraction had been increasing for many years. I saw him
again nine years after the treatment, a partial relapse of the contraction had taken
place in the little finger only between the first and second phalanges, such as will
oceur in cases of great severity if not prevented by the patient wearing an exten-
sion splint at night. Drawing taken from a photograph.









DESCRIPTION OF PLATE IIL

Fig. 19.—Left hand of an officer in the army, wt. 46, upon whom I operated
in March, 1863, showing a severe degree of contraction of the little finger be-
tween the first and second phalanges, the second phalanx being drawn down
fully to a right angle with the first phalanx, without the first phalanx being at
all drawn down towards the palm of the hand. The fascia was thickened and
contracted along the palmar aspect of the finger, in the central part, and also
along the outer border of the finger, from which a band extended along the
external margin of the palm of the hand ; but was not so prominent as in other
cases in which the first phalanx is drawn towards the palm of the hand.

In this hand the second, or middle, finger was also contracted between the
second and third phalanges, as shown in the drawing, and to a slight extent
between the first and second phalanges. The first phalanx was not at all con-
tracted or deawn towards the palm of the hand, and there was no evidence of
contraction of the palmar fascia, i.e., of any of the four primary divisions of the
fascia in the palm of the hand, nor was there any thickening of the skin, or
dimpled depression in the palm of the hand ; the digital prolongations alone,
between the first and second phalanges in the little finger, and between the
second and third phalanges in the second finger, seemed to have been the seat
of contraction—a rare form of the affection we are now describing.

In this gentleman the ring-finger of the right hand was also contracted, the
second phalanx being bent upon the first, and the first phalanx drawn down
towards the palm of the hand, by a fascial cord leading to the transverse crease
in the palm, where a dimpled depression with some thickening of the skin
existed.

The contraction in this case could not be explained by the hands having been
used in any special manner, and although the patient had never suffered from
regular gout, his medical attendant, the late Mr. Ince, considered him to suffer
from gouty dyspepsia. The contraction of the little finger had commenced
thirteen years ago, but had much increased of late years, and was a source of
annoyance and inconvenience, interfering very much with the use of the gun
and fishing-rod. The second finger had been contracted for several years, but
was not a source of sufficient inconvenience to render operative treatment
NEecessary.

In the operation on the little finger in March, 1863, at which Mr. Ince
assisted, I divided the digital prolongations of the fascia in three places, when
the contraetion was overcome to about half its extent, and the finger afterwards
straightened by the use of the finger instrument represented in Fig. 10. The
finger remained straight, and with full power of flexion.

Four years afterwards this gentleman wished me to operate on the ring-
finger of the right hand in consequence of the inerease of the contraction which
had taken place, the tip of this finger now almost touching the palm of the
hand, and as an officer it interfered with the drawing of his sword.

I operated upon this finger in July, 1867, dividing the fascia in three places,
viz.: the prominent cord near to the transverse crease in the palm of the hand,
and the digital prolongations in the finger. The contraction between the first
and second phalanges was too severe to yield to the immediate extension prin-
ciple, and the finger instrument (Fig. 10,) was afterwards used. At this operation
Dr. Protheroe Smith administered his new anmsthetie, the tetrachloride of
carbon, the patient became very violent at the time, and was in bed for two
days with bilions headache, and a little jaundiced. The subsequent progress
was slow, but the finger was nearly straightened in two months, when treatment
was interrupted by the patient leaving England on urgent military duties.



. Eleven years afterwards, in 1868, T had the opportunity of again examining
this gentleman, and found that partial relapse had taken place in both the
fingers operated upon, but not to more than half the original extent, and further
treatment will now probably be submitted to, with every chance of success.

In the ring-finger of the right hand, the first phalanx has remained in a
straight line with the metacarpal bone, but the contraction between the first
and second phalanges—which was never completely removed—had relapsed, so
that the second phalanx is flexed nearly to a right angle with the first. At
the time of operation the tip of this finger nearly touched the palm of the
hand. In the little finger of the left hand the contraction had relapsed to
abont half the original extent, and the lateral fascial band on the outer side was
tense and well defined.

This gentleman informed me that the phalangeal contraction of the second
finger, as shown in the drawing, continued to increase, and four years ago he
tore it open by hanging or holding on to the back of a coach whilst getting off.
The finger was nearly straightened at the time of the accident; the wound
healed favourably, but re-contraction afterwards took place, so that the finger
became more bent than before the accident. It is doubtful how far an operation
on this finger will be beneficial, though gradual mechanical extension may be of
service. Drawing taken from a cast.

Fig. 20.—Right hand of an officer in the army, about 70 years of age, show-
ing a severe degree of contraction in the ring-finger, to which the affection is
almost limited ; the little and middle fingers being only slightly contracted. A
tense prominent cord, or fascial band, passed from the first phalanx towards
the palm of the hand. No operation was performed in this case, although from
the ineonvenience and annoyance often occasioned by the contracted finger, this
gentleman was anxious to have an operation performed, and this was arranged
to be done ; but was interfered with by frequent attacks of asthma, to which
he is subject, and during these attacks the contracted finger is especially
useful in enabling the patient to draw himself up in bed, by holding the
head-rail of the bedstead, the time for treatment therefore could not well be
given up. Drawing taken from a photograph. !

Figs. 21 and 22.—Right and left hand of a medical man about 50 years of
age, showing in the right hand a severe degree of contraction in the little finger,
from which a prominent fascial cord passed towards the palm of the hand, the
skin of which was puckered and thickened, and its eavity appeared to be deepened
by some eontraction of the other fingers, as well as the thumb, which was drawn
towards the palm.

In the left hand the contraction was chiefly limited to the ring-finger, but
extended in a moderate degree to the middle finger, the little finger not being
at all involved. The skin in the palm of the hand was thrown into thick
puckered folds, and the thumb was in some degree drawn towards the pulm.of
the hand. This gentleman is of gouty diathesis, and the contraetion, which
had existed for many years, was steadily increasing. I commenced the treat-
ment of this case by operating on the little finger of the right hund,_ but he was
obliged to leave London for the North of England, wlun:e i_ur resides, on the
day of the operation, and as the immediate extension prineiple um‘ald not be
fully carried out, the exteunsion had to be made gradually by the {IIE*II.IL‘E[IHEIt-
represented in Fig. 10. Although the treatment could not be carried out in
this case in consequence of the pressure of professional engagements, f,hcre can
be no doubt that the case, although one of great severily, is one admitting of
further improvement. Drawings taken from photographs.
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OBSERVATIONS®

ON

CONTRACTION OF THE FINGERS.

(DUPUYTREN'S CONTRACTION.)

ConrraoTION Of the fingers takes place from a variety
of causes, and the pathological conditions will be
found to vary, according to the nature of the produc-
ing cause; such, for example, as local injuries, with
laceration of tendons ; deep abscesses in the palm of the
hand ; burn cicatrices ; gout ; rheumatic gout, &ec.

I now propose to direct attention to one form only,
viz., Dupuytren’s finger contraction, commonly met
with in men about the middle, or beyond the middle
period of life—rarely at younger ages. I have never
seen it in women.

The contraction may affect one finger alone, in
which case, according to my observation, the ring-
finger is most frequently drawn down towards the
palm of the hand; some authors state that the con-
traction most frequently commences in the little
finger; having commenced in one finger, however,
the adjacent fingers are in most cases gradually
drawn down, though to a less extent. T have fre-

B



2 CONTRACTION OF THE FINGERS.

quently seen the ring-finger severely contracted, so
that its tip would nearly touch the palm of the hand,
and the middle and little fingers contracted to about
half this extent. I have seen the contraction in many
cases limited to the little finger. The index finger
and the thumb usually escape. I have never seen
them more than slightly contracted, as shown in
Figs. 16, 21, and 22,

M. G. Goyrand, of Aix, records one case in which
the thumb was contracted in the right hand of a man
aged 72, who died of apoplexy, at Aix, in November
1834, and in whom Dupuytren’s contraction existed
in both hands, several fingers being drawn down
in each hand.* M. Goyrand dissected the hands in
this case, and has carefully recorded the appearances
met with, which will be hereafter referred to.

I have now under my observation the case of a
medical man in whom both thumbs are contracted
in a marked degree, and the three outer fingers on
each hand also contracted, but not severely; the
skin on the palm of each hand is thickened, nodulated,
and puckered by adhesion with palmar fascia.

When the contraction commences in the little
finger, the ring-finger in some cases does not become
involved, and the contraction being limited to the
little finger, is explained by its dependence, in most
cases, upon the contraction of a band of fascia ex-
tending along the outer margin of the finger from
the outer border of the palm of the hand, as shown
in Figs. 1, 2, and 3, and not upon the contraction of

# ¢ Dg la rétraction permanente des doigts ; nouvelles recherches sar
la nature, les canses et le traitement prophylactique et curatil’ de cette
infirmité,” par le Docteur G. Goyvand, d’Aix. “Gazette Médicale de
Paris,” 1835. Tome IIIL, p. 451.
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4 CONTRACTION OF THE FINGERS.

made of the parts before the dissection. The whole
of the skin was removed from the palm of the hand,
as well as from the palmar surface of the fingers.
The result was the complete disappearance from it
of the folds into which it had been gathered. This
opening out showed that its arrangement during the
disease was communicated to it; bubt in what way
or by what means was not evident. Continuing the
dissection, the professor exposed the palmar aponeu-
rosis, and was surprised to find it stretched, retracted,
and shortened. From its inferior part were given
off bands which passed to the sides of the affected
finger. On making movements of extension in the
affected fingers, M. Dupuytren observed that the
aponeurosis underwent a kind of stretching and
crackling. This threw light on the subject. It
seemed clear that the aponeurosis was somehow
connected with the deformity produced by the di-
sease. The affected point remained to be discovered.
The prolongations to the sides of the fingers were
then divided; the contraction disappeared at once,
and the fingers assumed their normal condition of one
third flexion. The smallest force was now sufficient
to bring them into a state of complete extension.
The tendons were not implicated in any way, and
their sheaths had not been openmed. All that had
been done was the removal of the skin, and the divi-
sion of the bands of aponeurosis going to the bases of
the phalanges.

« Tn order to remove all doubt and objections, M.
Dupuytren dissected out the tendons. They retained
their natural volume and mobility, as well as the
smoothness of their surfaces. Continuing the ex-
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amination, it was found that the articulations were
in their natural condition, the bones not enlarged,
roughened, or presenting in any way, either internally
or externally, the smallest degree of change. No
alteration was observed in the apposition of the
articular surfaces, mor in their external ligaments
no anchylosis. Nor had the synovial sheaths, or the
cartilages, or the synovial membranes undergone
the slightest change. The conclusion naturally
arrived at from these conditions, was that the
starting point of the disease was the excessive
tension of the palmar apomeurosis. As regards the
cause of the palmar lesion, it was considered to result
from injury to the aponeurosis caused by the too
violent, or too prolonged action of some hard body
held in the palm of the hand.”

Since Dupuytren made this important contribution
to our knowledge of this affection, in the year 1832,
it has sometimes been spoken of as Dupuytren’s
finger-contraction, a title as useful, as it is also a just
compliment to the great surgeon, distinguishing it
from all other forms of finger-contraction.

Goyrand’s account and his dissection.—M. G.
Goyrand,* of Aix, also records the dissection of the
hands of a man 72 years of age, who died of
apoplexy in the year 1834, affected with this form of
finger-contraction, and the description agrees very
closely with that of Dupuytren, especially as to the
tendons and their sheaths not being implicated in
the contraction. M. Goyrand, however, regards the

%  (Gagette Médicale de Paris,” 1835, p. 481; also ** Mémoires de
I’Académie Royale de Médecine,” Tome ILL. ; and * Gazette Médicale,”
1834, p. 219.



(§ CONTRACTION OF THE FINGERS.

lateral bands extending along the phalanges, not as
digital prolongations of the palmar fascia, but abnormal
fibrous fasciculi, which extend from the fascia to the
sheaths of the flexor tendons and the sides of the
phalanges, into which they are inserted by their inferior
extremities, extending sometimes from the first to the
second phalanx. He also describes transverse fasciculi
connecting the longitudinal bands; and considers
Dupuytren’s opinion, that the palmar fascia alone was
the cause of the contraction, was erroneous.
Partridge’s dissection in King's College Musewmn.—
In the Museum of King’s College, is a dissected
specimen of one of these finger-contractions, No.

FiG. 1.

P10

Fig. 1.—Dissection of contraction of little finger, showing contraction to depend upon the
Palmar Fasein alone ; from specimen in Musoum of King’s College.  a. Contracted Band of Palmar
Fascia stretching across like string of the bow; & Flexor Tendons Iying decply along the concavity
of the curve, close to the bones.

Fig. 2.—Another view of same dissection as Fig. 1, showing contraction to depend upon & band of
ihe Eﬁhﬂﬂt‘ Fascia. (From Droitt’s Surgeon's Pade Mecum,  Eleventh Edition, Fig. 501, J. & A,
Churehill. London, 1578.)
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1444-3, presented by the late Professor Partridge,
(see Figs. 1 and 2). TIn this specimen the contraction
is limited to the little finger, and shown to depend
upon a strong contracted band of the palmar fascia
a, by which the finger is drawn towards the palm
of the hand, the fascial band stretching across, like
the string of a bow, and passing along the outer
side of the little finger, along the first phalanx, to
the beginning of the second. The flexor tendons b,
Fig. 1, are in no degree implicated in the contraction,
and may be seen deeply in the concavity of the curve
0 their normal relation to the bone, i.e., in the dense
tubular sheath by which they are closely bound down
to the phalanges, along their entire length, between
the articulations.

This dissection has also been figured in Druitt’s
Surgeon’s Vade Mecum, eleventh edition, p. 301, and
I am indebted to Dr. Druitt for permission to re-
produce it here (see Fig. 2). In this drawing, the
direction and relations of the contracted band of
the palmar fascia are more distinctly shown, but
the relation of the fascia to the tendons had not
then been demonstrated by dissection. I improved
the dissection to this extent at the time when per-
mission was given me by the Museum Committee,
in October 1877, to examine the specimen and have
the present drawing made. In Dr. Druitt’s woodeut
the artist has failed to reverse the drawing on the
block, so that it has the appearance of being drawn
from a rvight hand; but the dissection and the cast
both show it to be the left.

There is also a cast in the Museum (see Fig. 3),
apparently taken from the same subject previous to
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the dissection, as it corresponds in all respects with
the contraction. of the little finger, and shows the

PIG, 3.

Cast from Hand represented in Figs. 1 and 2, previous to dissection in Museum of King's College.

lateral direction of the contracted fascial band. This
cast has no number, but is engraved June, 1853,
and I am informed by Mr. Barnard, the curator
of the Museum, that Mr. Partridge always used
it 1n lecture, together with the dissection.
Dissection . Museum of St. Bartholomew’s Hospital.
—In the Museum of St. Bartholomew’s Hospital
there is also a dissected specimen of Dupuytren’s
finger-contraction affecting the middle and ring-
fingers (Series 5, No. 5-23). 1In the catalogue,* this

¥ ¢ Descriptive Catalogue of the Anatomical Museum of 8t. Bartho-
lomew’s Hospital.” Vol. L., p. 192. London: Churchill, 1846,

BEEE T F T S e i



CONTRACTION OF THE FINGERS. 9

specimen is described as ¢ part of a hand in which
the middle and ring-fingers were permanently flexed,
in consequence of the thickening and contraction of
the portions of the palmar fascia connected with
them.” I am indebted to my friend, Mr. James
Shuter, for directing my attention to this specimen,
the existence of which I was not previously aware
of. A very accurate drawing has been made by
Mr. Godart, the artist to the hospital, and 1s repre-
sented in Fig 4.

Dissection of Finger Contraction, affecting middle and ring fingers 1 ]

onir - i > EoTs, showing contraction fo
depend upon the Pﬁlm:lr Fasein alone ; from H!-].'IEI:IIII.I:II in St. Bartholomew's IIEHI!E[I]] h[ustrzmn
n. Contracted hand of Palmar Fascia stretching across like string of a bow ; §. Flexor Tendons Iying
dm.'.|i|]_1.' along the concavity of the curve, close to the bones, and bound down aleng the Tirst
I""-"-I -"T‘F:t?-. of "th P"'T]Jgnrn ;3,1' the dense tubular sheath e, throngh which they pass. 4. Digital

rolongations of Palmar Fasci 1 i i stween i phial i

.i:}ach :itgﬁr_ m n, extending to articulation between first and second phalanges in

In this specimen the palmar fascia is seen as a
firm, tense, prominent cord @, stretching, like the
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string of a bow, between the palm of the hand and
the contracted fingers, whilst the flexor tendons b,
are seen lying at a depth, and pursuing their natural
course along the concavity of the curve in close
proximity with the bones, and over the first phalanx
bound down by the dense tubular sheath ¢, which
they enter opposite the metacarpo-phalangeal articula-
tions. The digital prolongations of the palmar fascia
d, m this specimen, and also in the specimen in King’s
College Museum (see Figs. 1 and 2), appear to have
been dissected away from their attachment to the
bone along the lateral margin of the first phalanx,
and thus made to appear to have their insertion on
either side of the articulation between the first and
second phalanges of the fingers. In both these pre-
parations, therefore, the digital prolongations of the
palmar fascia appear to flex the fingers and draw
them towards the palm of the hand, by acting
upon the articulation between the first and second
phalanges, which does not correspond anatomically
to their normal insertion; but I 1magine this arises
from their normal insertion along the margins of
the first phalanx having been dissected away, and
the insertion of these digital prolongations therefore,
apparently, carried further down the fingers than
they would be in their natural condition, although
the digital prolongations may be traced beyond the
articulation on to the second phalanx.

In the St. Bartholomew’s specimen, it 18 specially
worthy of remark that in both contracted fingers
the second and third phalanges remain in a line,
continuous with that of the first phalanx, which
alone is flexed towards the palm of the hand, .e.,



CONTRACTION OF THE FINGERS. 11

the second phalanx is not bent upon the first, or
any angle of flexion formed between the first and
second phalanges. It is evident, therefore, in this
‘case, a division of the contracted fascia would
immediately have restored these fingers to their
normally straight line with the metacarpal bones.
Whilst on the other hand, in the King’s College
specimen, the little finger is drawn down, not only
by the flexion of the first phalanx, but the second
phalanx is bent upon the first, so that a sharp
angle of flexion is formed at the articulation between
the first and second phalanges. This seems to be
caused by the contraction of some fibres of the
digital prolongations of the fascia, extending later-
ally from the first to the second phalanx, and
thickened in the neighbourhood of the joint.

Practically, I have found this, in some cases, a
very difficult condition to overcome, and some degree
of contraction of the fingers between the first and
second phalanges will remain, and require separate
after-treatment, after the flexion of the first phalanx
has been completely restored to a straight line with
the metacarpal bone.

The Author’s case, in which the parts were exposed by
accident.—It has never occurred to me to have the
opportunity of dissecting one of these finger con-
tractions ; but on the 15th of April, 1864, a gentleman,
Mr. L., &et. 50, residing at Hampton Court, who suffered
from Dupuytren’s eontraction of the fourth and fifth
fingers in each hand, and upon whom I had proposed
to operate, met with an accident. In attempting to
hold a restive horse, the contracted fingers on the
right hand were suddenly torn open, and the skin in
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the palm of the hand torn across. I saw him shortly
after the accident, when the hand had been merely
tied up by a handkerchief, and found a large
gaping wound in the palm of the hand, reaching
nearly half way across. The palmar faseia had been
torn across, together with the skin, but the sheaths
of the tendons were not torn, and 1t was evident that
these structures had not been implicated in the con-
traction. The tendons in their sheaths were seen
lying at a depth from the surface, running along the
concavity of the curve, in proximity with the bones,
whilst the fascia had evidently been stretched across
like the string of a bow. After cutting away a few
torn threads of fascia, I found, on attempting to
extend the fingers, that the previously transverse
wound assumed a lozenge-shape in a perpendicular
direction. T therefore approximated the edges laterally
and introduced sutures, so that when sewn up 1t
resembled a longitudinal instead of a transverse
wound. The hand was firmly bound round with
narrow strips of plaster, and bandaged to a splint
with the fingers in an extended position. On the
third day the wound presented a healthy appearance,
without any suppuration, and I therefore removed
the sutures. The healing process proceeded without
interruption, and the fingers remained nearly straight,
without their power of flexion being lost.

These, so far as I know, are the only facts we
can appeal to for the anatomical conditions presented
in Dupuytren’s finger-contraction ; and they all agree
in negativing the supposition that the tendons, or
sheaths of the tendoms, are involved in these con-
tractions. This is also confirmed by my own clinical
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experience, as [ have invariably found that after
dividing subcutaneously a tense and prominent cord
—which has generally been mistaken for a tendon—
in the palm of the hand, the patient is able to flex
the finger as strongly as before the operation, at once
disproving the opinion often expressed by surgeons,
that such fingers will remain stiff and inflexible after
the operation. A gentleman, Captain L., upon whom
I operated some years ago, was well known as a
good flute player, and within a few months of the
operation, which was completely successful in
straightening the ring-finger, he was enabled to play
the flute as well as ever.

The late Sir William Fergusson, in the last edition
of his “System of Practical Surgery,”* gives ab
page 259, a drawing (Fig. 135) of the particular form of
finger-contraction we are now describing, and observes:
«« At first sight, in such a case as this, (well dis-
played in the drawing) the flexor tendons seem to be
the cause of this distortion.” After alluding to the
opinions of Goyrand and Dupuytren to disprove this,
he states : “1In all instances where the contraction
has been extreme, it has appeared to me that the
skin, cellular tissue, fascia, and even tendons, have
been more or less in such a state of permanent
rigidity as to prevent the extension of the fingers ;
indeed, I have observed in the dissecting-room, that
in cases of old standing, when all the textures were
removed, with the exception of the ligaments, the
fingers could not even then be stretched out without
force, and that they immediately afterwards, unless

# « A System of Practical Surgery,” by Sir William Fergusson, Bart.
Fifth Bdition. London : Chuarehill, 1870.
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when the ligaments were torn, resumed their erooked
position. In some cases, I believe that one or other
of the textures above named may be more in fault
than the rest, and in others, that even the lumbricales
and interossei are in part the cause.”

Anatomical tmpossibility of the flewor tendons being in-
volved in the contraction.—The impossibility of the flexor
tendons being involved in Dupuytren’s contraction of
the fingers, will, I think, become apparent to any surgeon
after an attentive examination of the anatomical rela-
tions of the flexor tendons to the fascia, and to the bones
at the parts where the most prominent contracted cords
usually exist, viz.: first, in the palm of the hand, at
a spot corresponding to the transverse flexion-furrow,
where the most tense and prominent solitary cord
generally exists, as shown in Figs. 11, 13, and others ;
and secondly in the neighbourhood of the cutaneous
webb between the fingers, where the smaller, but
very resisting contracted bands of fascia are always
met with, and are directed towards the sides of the
phalanges. At these two spots, we have then
particularly to study the anatomical relations of the
flexor tendons to the fascia, and to the bones.

First with regard to the transverse flexion-furrow
in the palm of the hand—by this I mean a transverse
crease, which on flexion of the fingers is converted
into a deep furrow, passing transversely across the
palm of the hand, rather more than an inch above
the margin of the cutaneous webb between the
fingers. This transverse crease, or furrow, is no
doubt produced by the habitual flexion of the fingers
upon the palm of the hand, and will be found to be
more conspicuous in proportion to the hand-labour
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of the large solitary contracted cord observed in the
palm of the hand marked a in Fig. 4, and it will
be seen that no such displacement has occurred in the
case represented.

Reasoning, therefore, from these anatomical facts,
we could only conclude that the tense solitary cord in
the palm of the hand must be one of the four large
sub-divisions of the palmar faseia into which it
divides, and which pass towards the four outer
fingers, as far as the metacarpo-phalangeal articula-
tions ; and it is therefore impossible that the flexor
tendons of the fingers could be reached, or divided,
by the surgeon when he divides the tense solitary cord
in the palm of the hand.

Secondly.—Opposite the metacarpo-phalangeal ar-
ticulations, the four great sub-divisions of the palmar
fascia are connected by transverse bands, and then
they subdivide into the digital prolongations, which
pass on either side of each finger towards their in-
sertion into the bone of the first phalanx, external to,
and along the margins of the dense tubular sheath en-
closing the flexor tendous.

The insertion of the digital prolongations of the
faseia into the periosteum of the first phalanx is not
accurately described in many anatomical works, the
insertion into the sheaths of the tendons being more
generally recognized. Professor Curnow, of King’s
College, is in the habit of directing the attention of
his class especially to the insertion of the digital
prolongations of the palmar fascia into the periosteum
of the first phalanx, external to, and along the borders
of the sheath of the flexor tendons.

I have satisfied myself of the accuracy of this by
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my own dissection, and have seen it admirably dis-
played in the dissections used by Dr. Curnow.

It appears to me that the drawing down of the first
phalanx is the more readily explained when the
insertion of the digital prolongations of the fascia into
the periosteum is borne in mind.

It will thus be seen that above and below the
transverse flexion-furrow in the palm of the hand,
we have important differences in the anatomical
arrangement of the palmar fascia; above this lmne
we have the four great sub-divisions of the palmar
fascia, proceeding centrally towards the four outer
fingers; and below the line towards the fingers we
have the digital prolongations of the fascia proceeding
laterally to the sides of the phalanges.

The tense solitary cord frequently seen above the
transverse flexion-furrow, and represented in Figs.
9 and 11, might well, from its situation, direction,
and thickness, be mistaken for one of the flexor
tendons, and in my earlier operations I divided it in
the belief that it was a tendon, or at least that the
tendon and its sheath, as well as the palmar fascia,
were involved in, and contributed to form the tense
contracted cord. The after-treatment, by gradual
mechanical extension, was also based upon this sup-
position, which I have now satisfactorily proved
to have been erroneous. It was the conviction of
this error which led me to abandon the method of
gradual mechanical extension, and adopt the plan of
immediate extension advocated in the present paper.

Origin and Progress of the Contraction.—The com-
mencement of this form of contraction is sometimes
to be traced in one hand in patients in whom the

L
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contraction exists in a severe form in the other, and
I have watched its commencement from a flattened
nodular induration of the palmar fascia, in, or just
above the transverse crease in the palm of the hand,
corresponding to the metacarpo-phalangeal articula-
tion. In the beginning, the skin is not adherent to
this flattened induration ; but in one case, now under
my observation, the commencement of a fascial cord-
contraction can be traced, leading from the trans-
verse crease to the little finger in the left hand, a spot
certainly not exposed to pressure.

In the second stage the skin becomes adherent to
the thickened fascia, and a puckered dimple is pro-
duced, extending from which, towards the finger, a
thickened band of fascia can be distinctly felt.

The third stage consists of an increased thickening
of the palmar fascia, and the band leading to the
finger, and also the formation of a thick cord-like
band of fascia, leading from the central thickening
towards the annular ligament of the wrist, accom-
panied with a gradually increasing drawing down of
the finger, or fingers, towards the palm of the hand.
Such I believe to be the gradual progress of the fascial
contraction and its adhesion to the skin, in the great
majority of cases of Dupuytren’s finger-contraction.

In some cases, and especially those in which the
second phalanx is sharply flexed upon the first, the
contraction appears to commence in thickening of
the digital prolongations of the palmar fascia along
the first phalanx. Patients deseribe the commence-
ment as apparently thickening induration of the skin
over the first phalanx; they also then describe the
second phalanx as becoming flexed upon the first,
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had been less occupied in this way than most people,
and I have again and again seen the fingers thus dis-
torted in parties who never had occasion to put their
hands to any kind of rough work.”

It is also generally admitted that this form of con-
traction may take place from constitutional causes,
independently of any local cause, and that it is then
generally traceable to a gouty diathesis. Sir James
Paget, in the clinical lecture above referred to.*
points out the dependence of this contraction in some
cases upon the gouty diathesis, and believes that the
adhesion of the palmar fascia to the adjacent sheaths
of tendons, and the integuments, forms a point of
diagnosis. My own opinion is, that it always de-
pends upon a constitutional, rather than any local
cause, and essentially T regard it as depending upon
a gouty diathesis.

In the cases which have fallen under my observa-
tion there have been generally other manifestations

of a gouty tendency, more especially to that form
" we recognise as rheumatic gout, affecting several
articulations, and often causing enlargement of the
joints of the fingers, rather than true inflammatory
gout affecting the great toe. In the majority of
cases, we are able to trace a well-marked family
history of gout, although the patients suffering from
contraction of the finger, in many instances, have not
themselves suffered from gout in any form; unless
this affection is to be regarded amongst the minor
manifestations of gout so ably described by Sir James

# Abstract of Clinical Lectures * On the Minor Signs of Gout in the
Hands and Feet,” delivered at St. Bartholomew’s Hospital. British
Medical Jowrnal, 1875, Vol. I, p. 666.
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Paget in one of his clinical lectures * On Gout 1n
some of its Surgical Relations,” and more especially
in Lecture II., * On the Minor Signs of Gout in the
Hands and Feet.”*

Tt is also worthy of remark that in two mstances,
patients upon whom I have operated for contracted
fingers—cases represented in Figs. 16, and 25—had
both an attack of gouty swelling of the hands. The
gentleman whose case is represented in Fig. 16 had
an attack of gouty swelling of the hand three weeks
after the operation, towards the end of treatment,
when the finger was nearly straightened. He had
not a family history of gout, and, at first, said he
had never suffered from gout, but afterwards remem-
bered he had suffered from severe and painful inflam-
mation of one eye, which the oculist told him was of
a gouty character. Inthe other case, represented in
Fig. 25, a sharp attack of gouty swelling of the entire
hand occurred two months after the operation, when
the cure was complete. Indeed, in this case, as the
contraction was entirely overcome at the time of
operation, and the immediate extension principle suc-
ceeded, no after mechanical treatment was necessary
beyond the application of a retentive metal splint.

In one of the cases also mentioned by Mr. Casar
Hawkins, a coachman, @=t. 39, with finger contrac-
tion in both hands, Mr. Hawkins was obliged to
defer the operation in consequence of the patient
being attacked with gouty inflammation in several
joints successively.

In favour of this opinion, that the finger-contrac-
tion depends upon constitutional rather than local

* British Medical Jowrnal, 1875, Vol. I, p. 665.
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causes, I would refer; Flirst, to the class of patients
in whom it occurs. During a connexion of more than
twenty years with the Royal Orthopaedic Hospital, 1
have seen but very few cases of Dupuytren’s contrac-
tion in the labouring class, and have failed to obtain
evidence of its frequent occurrence amongst any par-
ticular class of mechanics; whilst the cases that did
present themselves, generally occurred in butlers, and
m-cdoor servants.

It seems, however, to be an affection of common
occurrence in the middle and upper classes of society.
The cases which have fallen under my observation have
generally occurred in clergymen, barristers, medical
men, officers in the army and navy, and merchants ;
the only condition common to a great majority of the
cases being a disposition to gout, co-existing with
the finger-contraction.

Secondly.—1 would refer to the frequent occurrence
of this affection in the left hand only, and to its
occurrence in both hands, which we could hardly
explain by any local cause.

Thirdly.—1 would refer to the fact that in several
instances 1 have known two brothers suffer from it,
and in some cases the father and son, and in one in-
stance three generations have been similarly affected,
illustrating its hereditary tendency. For these reasons
I am disposed to attach far greater importance to
the constitutional, than any local cause.
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TREATMENT.

With regard to the treatment, this must be either
mechanical, or operative, and although operative treat-
ment is always required in severe cases, there can be
no doubt that gradual mechanical extension, by an ap-
paratus worn night and day, would not only prevent
increase of the contraction, but diminish, and possibly
even cure it when slight, and not of long duration.

GRADUAL MECHANICAL EXTENSION.

When the cure of this affection is attempted by the
process of gradual mechanical extension, the extend-
ing force should be lightly applied, and constant, not
intermittant, When patients have endeavoured to
overcome the contraction by wearing a steel instru-
ment along the back of the hand and finger, only at
night, they frequently complain not only of the pain
occasioned by the extension, and the painful stiffness
remaining the next day, but also state that the con-
traction appeared to increase afterwards, and under
the belief that the extension aggravated the contrac-
tion it has frequently been abandoned.

If, however, the extending force be lightly and
constantly applied day and night for several months,
as my late colleague, Mr. Tamplin, used to apply it,
there can be no doubt the contraction may, in many
cases, be overcome. But in severe cases, and in
those of long standing, mechanical treatment is use-
less, and by causing pain often appears to aggravate
the contraction ; the only prospect either of benefit
or cure being from operative treatment, either by
open-wound, or the subcutaneous method.
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OPERATIONS BY OPEN WOUND.

Dupuytren’s Operation.—Dupuytren, in the year
1831, divided the contracted palmar fascia by open-
wound, making an incision ten lines in length, and
in his “Lecons orales,’* the following observations
are made, describing the case first operated upon by
him.

“The various theories set forth as to the etiology
of this distortion, have necessarily given rise to much
uncertainty as regards modes of treatment. Many
surgeons have believed the disease to be beyond the
resources of their art. Dr. Bennati consulted Astley
Cooper in the case of an Ttalian named Ferrari, the
subject of this deformity, and was told by this
celebrated English surgeon that the deformity was
incurable ; other surgeons, who admitted its cura-
bility, laid down rules of treatment which proved
nefficacious. M. Dupuytren, in treating several
cases of contraction of the ring-finger, has employed
one after the other atomised fumigations, emollient
to begin with, and afterwards soothing. Plasters
applied during the day-time, and sometimes at night,
leeches, friction with absorbent ointments, especially
mercurial ointment and calomel. In addition to these
means he has resorted to the use of alkaline, simple,
sulphurous, and saponaceous douches, administered
at various temperatures, without obtaining any
results. As a last resource, M. Dupuytren ordered
Lacroix to make an instrument by which permanent
extension might be secured. However, no ameliora-
tion was produced by the instrument; on the con-

* “Legons orales,” par M. le Baron Dupuytren, Tome I, p. 3.
Bruxelles, 1832.
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trary, it caused such intense pain in the palm of the
hand, when the extension was kept up too long,
that its use was abandoned. Some surgeons pro-
posed division of the flexor tendons. This operation
has been performed twice. The result in one case
was inflammation and mortification along the sheath ;
the patient’s life was endangered, and the finger
remained flexed. In the other case the division was
practised lower down ; no complications arose, but it
remained flexed as before. Some time after these
operations had been performed, and by excellent
surgeons, Dupuytren was consulted in a similar case
by Dr. Mailly*. . . . The operation was performed
June 12th, 1831, assisted by M.M. Mailly and Mare,
in the following manner. The hand of the patient
being firmly fixed, he (Dupuytren) commenced by
making a transverse incision, ten lines in length,
opposite the metacarpo-phalangeal articulation of the
ring-finger, the bistoury divided first the skin, then
the palmar aponeurosis with a crackling noise
audible to the ear. The incision completed, the ring-
finger straightened, and was as easily extended as in
the natural state. Wishing to spare the patient the
pain of a fresh incision, Dupuytren endeavoured to
extend the section of the aponeurcsis by gliding the
knife transversely, and deeply, under the skin to-
wards the cubital (thumb) border of the hand to
accomplish the disengagement of the little finger,
but in vain; he was only able to partially extend
the incision of the aponeurosis. Consequently, he
determined to make a fresh transverse incision
opposite the articulation of the first and second
* Op. cit., p- 8.
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phalanges of the little finger, and thus detached its
extremity from the palm of the hand, but the rest
of the finger remained flexed towards this part.
He then divided the skin from the aponeurosis by a
fresh incision, opposite the articulation of the corres-
ponding metacarpo-phalangeal joint. This produced
a slight relaxation, but its effects were incomplete.
At length a third, and last, incision was made
transversely, opposite the middle of the first phalan-
geal joint, and the little finger was at once able to
be extended with the greatest ease. This result
distinetly showed that the last incision had divided
the pomnt of insertion of the aponeurotic digitation.
Very little blood was lost by these incisions, and was
stopped by dry charpie; the ring and little fingers
were placed in extension by the aid of an appropriate
mstrument fixed on the back of the hand. The day
of the operation, and the following night, there was
little or no pain. Only slight inconvenience was
caused by the continual extension. The following
morning the back of the hand was slightly swollen,
the result of the compression of the instrument,
which was construeted rather clumsily, and by an
unskilful maker. On the morning of the 14th a new
instrument of M. Lecroix, consisting of a half-
cylinder of cardboard terminated by four metallic
ends, which could be lengthened or shortened at
will, and mounted by a kind of thimble to embrace the
ends of the fingers was applied. The patient appeared
at first to experience relief, but in the evening the
irritation re-appeared, the pain re-doubled, and the
hand was invaded by a umiversal swelling. Then,
without removing the extension instrument, Dupuy-
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tren ordered the hand to be continually irrigated with
a solution of cold water and acetate of lead. Under
the influence of these frequent ablutions, the pain
and tension diminished, and the condition of the
patient became more endurable.

«“ On the 15th the charpie was removed and
suppuration was commencing. The hand was
still engorged, and there was a painful tension
felt throughout the extent of the extended fingers.
The extension was maintained to the same degree,
and the lead lotions continued. On the 16th there
was only slight swelling of the hand, and stiffness
in the fingers. Suppuration was completely esta-
blished. On the 17th the symptoms had diminished
in intensity, and the extension of the fingers was
able to be increased several degrees without causing
pain. Finally, on the following days, the swelling
and tension disappeared, and the edges of the wound
commenced to cicatrize, slowly, indeed, on account
of the separation produced between their lips by the
forced position in which the hand was purposely
maintained. Nevertheless, by the 2nd of July cica-
trization was complete. The manner in which it
occurred deserves notice, 1t followed a progression
pari passu, with the different degree which the
extension exercised on each of them. Thus one saw
successively heal first, that wound which corresponded
to the articulation of the first and second phalanges
of the ring-finger : secondly, the wound opposite the
middle part of the first phalanx; thirdly, the wound
in relation fo the articulation of the metacarpo-
phalangeal joint of the little finger; fourth, and
lastly, the wound which had been first made, and
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which corresponded to the metacarpo-phalangeal
articulation of the ring-finger. Moreover, the patient
retained the use of the extension instrument for more
than a month in order to prevent the re-union of the
borders of the divided aponeurosis, and to obtain
1solated cicatrization. When the instrument was
removed, the patient could easily flex the fingers,
and was only inconvenienced by the stiffness resulting
from the continued extension of the joints. This
stiffness disappeared as soon as the patient was per-
mitted free movements of his hand. On the 2nd of
August Mr. L. only wore the extension instrument
at might, and the joints already began to enjoy free-
dom of movement, which inclines one to think that
the use of the flexor tendons had remammed intact,
and that in a short time the natural movements of
the fingers would be restored.

““The above case leaves no doubt as to the cause of
the disease; the opinion of Dupuytren is then the
only correct one, and the one which rightly mterprets
the existing conditions. But how could the palmar
aponeurosis cause the above results? A short de-
seription of this fibrous envelope will explain it.
The palmar aponeurosis, in its superficial part, arises
from the opening out of the tendon of the palm, and
the prolongation of the anterior ring ligament of the
carpus. At first very strong at its origin, 1t
gradually diminishes as it advances, so that it gives
rise towards its inferior border to four large fibrous
bands directed towards the lower extremity of the last
four metacarpal bones. There each of these bands
bifurcates for the passage of the flexor tendons, and
each of the branches of this bifurcation is inserted
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on the side of the phalanz, and not as many
anatomists have thought, on the front of the phalanx.
It is these prolongations which, more extended than
the aponeurosis, ought to be divided. When the skin
and the aponeurosis are dissected, some difficulty 18
experienced in separating them, on account of the
cellular tissue, and the fibrous prolongations which
arise from the aponeurosis. These adhesions explain
the puckering, and the movements of the skin. One
might fear, in the section of the fibrous prolonga-
tions, the wounding of the vessels and nerves, but
when the aponeurosis is stretched, it forms a kind
of bridge which protects them, so that 1t can be cut
without danger.”

Two other successful cases are also reported 1n
the same lecture, one occurring in a coachman, about
40 years of age, in whom both hands were similarly
affected, so that this could not be attributed to the
use of the whip. In the other case, the contraction
occurred in the left hand of a wine-merchant.

Goyrand’s Operation.—M. G. Goyrand, of Aix,
operated upon these cases like Dupuytren, by open
wound, but instead of making transverse incisions
through the skin, and contracted faseial bands, as
recommended by Dupuytren, he made longitudinal
incisions over the fascial bands, or as he calls them,
abnormal fibrous fasciculi, which he then divided
transversely.

In the ¢ Gazette Médicale,”* M. Goyrand ob-
serves :—‘° When this affection exists how can we
cure it? No machines for extension will have any
effect. Section of the bridles will alone allow exten-

* ¢ (azette Médieale de Paris,” 1835, Tome IIL, p. 485.
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sion of the fingers. . . . Dupuytren advised and
performed the transverse section of the assumed
small prolongations of the aponeurosis, and also of the
skin that covered them.

“In the Memoir* which I addressed to the
Academy, I advised the longitudinal incision of the
skin over each bridle, previously stretched, then to
separate the lips of these incisions and detach from
them the fibrous cords, and cut across these cords
thus isolated. If the pre-digital bridles send out
prolongations to the first phalanges, before inserting
themselves into the second, one should cut them
above and below these prolongations. If the section
of these fibrous cords leaves shreds in the wound,
they should be excised. The fingers should be after-
wards fixed in a position of complete extension, and
the incisions reunited by the first intention.”

Mr. J. F. South, in his translation of Chelius,+
alludes to Goyrand’s operation, and observes:—
“Goyrand does not divide the skin transversely, as
Dupuytren does, because in straightening the finger
the cut in the skin gapes too much; but he cuts
through it longitudinally, and through the bridge
transversely.”

Cewsar Hawkins' Operation.—Caesar Hawkins, in
the year 1835, published in the * Medical Gazette}
an account of a case of Dupuytren’s contraction

* “ Mémoires de 'Académie Royale de Médecine,” Tome ITI.; and
“ Gazette Médicale,” 1834, p. 219.

+ “ A System of Surgery,” by J. M. Chelius. Translated by John F.
South. Vol II., p. 194. London: Renshaw. 18547.

T Medical Gazette, Vol. XV., p. 814, March 7th, 1835; and also in
“ Contributions to Pathology and Surgery,” by Cmsar H. Hawkins,
.R.8. Vol II., p. 205. London, 1874.
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hands, and he instances coachmen, of whom our
patient is one, as being one of the classes liable to
1t. I think, however, you will be able to find a few
coachmen in London besides this man, and perhaps
you will look in vain for another instance of this con-
traction among them. I have seen it, moreover, in
several instances, in persons of a higher class of life,
who have never, so far as I know, been subjected to
the causes I have mentioned; so that I am not
certain that the opinion of Dupuytren is correct ; and
I do not see very clearly why, if it were correct, the
contraction should be confined, as it almost in-
variably 1s, to the ring and little fingers, nor why
it should attack both hands, as in this case (which is
not, indeed, a common circumstance;) for the two
hands are very differently employed in his labours.
This man had some little contraction of the fore
finger also, but it has nearly gone since he has been
in the hospital, and it 1s unusual.”

It is especially worthy of remark in this case,
that Mr. Hawkins was obliged to defer the operation
in consequence of an attack of gout. Mr. Hawkins
observes :—* 1 have not been able to perform the
operation for our patient yet, for he was unfortunately
attacked, a few days after admission with gouty
inflammation, to which he is liable, in several joints
successively, which has mnot yielded readily to medi-
cine.” This, probably, offers some better clue to
the cause of the contraction than that afforded by his
occupation,

Before proceeding to operate in this case, Mr.
Hawkins carefully weighed, in his own mind, the
supposed advantages of a subeutaneous operation
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for division of the fascia, which had suggested itself
to him, and observes :¥*— ¢ With regard to the mode
of performing the operation, you are aware that for
contraction of tendons, we generally endeavour, ab
the present time, to perform a subcutaneous incision,
so that no air may enter the divided parts to mter-
fere with union by the first intention ; and the parts
having united to a certain degree, extension is then
made, to separate the ends while the united sub-
stance is still soft. Now I have turned over in my
mind the propriety of acting thus in the present case,
but I am inclined to think I shall not do so. You
know that the great risk of wounds and injuries
about the plantar and palmar fascia, is from confine-
ment of matter, which is then made to pass along
the tendons of the muscles, and thus they form very
troublesome cases. Now in order to remove the
contraction in this case, it will be necessary to make
several cuts ; the band of fascia must be divided in
the palm before its separation to the two fingers,
each finger must probably have another incision
opposite to the joint, with the metacarpal bone, and
very likely similar cuts must be made at the sides of
each finger. To do this below the skin, which is
ingeparably joined to the fascia, must be at least
very difficult, and not without risk of the digital
arteries and nerves being injured; and then, as the
extension on a hand-splint must be considerable, I
think it would be altogether impossible to escape
suppuration in some of the several incisions. If the
operation 1s done in this manner, and matter does
form, it 1s necessarily confined, and may do much
* Op. cit, p. 203.
D
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harm. I think, then, T shall operate, as I have done
before, by direct incisions through the skin and sub-
jacent contracted portions of fascia. It is true, there
will then be several suppurating wounds, a little
lint being put between the edges of the incisions to
prevent their union; but then, on the other hand,
there will be no confinement of matter, and conse-
quently no probability that the suppuration will
extend itself beyond the small cuts themselves, which
extension is much more dangerous than the open-
wounds can be. It does not appear that Dupuytren
met with any mischief when he did the operation in
this way, and when I have done it myself, there was
no inflammation of any importance produced.”

It will thus be seen that this accomplished English
surgeon thirty-five years ago foreshadowed the subeu-
taneous operation recommended at present for its relief,
and accurately indicated the spot at which the fascial
band, or bands, in the palm of the hand, and also the
digital prolongations of the palmar fascia should be
divided. The danger of deep suppuration, however,
outweighed, in Mr. Hawkins’ opinion, the supposed
advantages of the subcutaneous operation. He
followed Dupuytren, and preferred performing the
operation by open-wound.

In explanation of this decision, it must be remem-
bered that subcutaneous surgery was at this time in its
infancy, and the law upon which the safety of subcuta-
neous operations depend was not fully recognized.
Subcutaneous tenotomy, as improved and performed
by Stromeyer in 1831, was introduced into England in
the year 1837, by Dr. Little, who had been operated
upon by Stromeyer, in the previous year.
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Busel’s Operation.—Dr. Otto W. Madelung* has re-
cently published an account of the treatment of cases of
Dupuytren’s finger contraction adopted in the Surgical
Hospital at Bonn, by Professor Busch. This operation
belongs to the class of open-wounds, and consists in dis-
secting up a triangular flap of skin from the contracted
cord in the palm of the hand, and then dividing all the
bands of the contracted fascia which can be reached ;
as the flap thus raised contracts, the lower points of
the wound may be united by sutures:—“A light
bandage closes the wound, the hand is then kept by
the patient in a sling without the slightest attempt
to preserve the extension.t . . . Extension move-
ments with the finger are only made when the wound
has entirely granulated, and then only in a light,
gentle way. -At first, wood cylinders of various sizes
are laid in the hand ; later the hand is stretched on
a back splint. Active and passive movements are
now to be made in, and during the time the hand-
bath is used for cleansing of the wound. More com-
plicated apparatus than the above are never required.
The healing of the wound, accelerated, perhaps, by
skin-grafting, is accomplished in three or four weeks.”
Successful cases under this treatment are referred
to, but one is added by the author, in which, not-
withstanding the use of Lister’s antiseptic treatment,
suppuration with sloughing of the flexor tendon of

# “The Causes and Operative Treatment on Dupuytren’s Finger
Contraction,” by Dr. Otto W. Madelung. No. 15 of the * Berliner
Klinische Wochenschrift,” for 1875. Translated from the German.
London : Tritbner & Co., 1876 ; and a review of Dr. Madelung’s pamphlet
will be found in the Dublin Jowrnal of Medical Science for December,
1876, p. 486.

+ Op. eit,; p- 11.
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the little finger took place, this however is stated to
have been the only unfavourable case.

Madelung, in referring to the number of cases from
different countries which had fallen under his obser-
vation, and had resorted to Bonn for the sake of the
opinion of Professor Busch, whose treatment he
especially records, states *that almost all these in-
dividuals had sought surgical help, and carried out
various methods of treatment, both mechanical and
operative, all of which had failed;” and he further
observes :—* The surgeons of all countries seem to
be unanimous in their opinion of the inutility and
danger of the operative treatment of the disease in
question.”

Post’s Operation.—Professor Alfred (. Post,* of
New York, also operates upon these cases by open-
wound, making incisions at a number of points, but
not larger than absolutely required, as he believes
that the adhesion to the skin prevents a strictly sub-
cutaneous section being made. He advocates imme-
diate extension on a metal splint, the dressings to be
removed every two or three days, and passive motion
applied. Of the five cases cited by Professor Post,
only ome, No. 3, that of a lawyer, =t. 44, who
suffered from contraction of the fingers in both hands,
seems to have been of Dupuytren’s contraction, the
others depending on abscesses and traumatic inflam-
mation.

During my wvisit to America in 1876, when I
went as the representative of the Medical Society of

# “On Contraction of Palmar Fascia, and of the Sheaths of the
Flexor Tendons,” by Alfred C. Post, M.D,, of New York., Archives of
Clinieal Surgery, August, 1876.
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London, to attend the International Medical Congress
in Philadelphia, I had the opportunity of discussing
this subject with Professor Post. He seemed to be
strongly of opinion that 1t was impossible to divide
the contracted cord in the palm of the hand by sub-
cutaneous incisions, as adhesion to the skin prevented
the knife being passed between the skin and the cord.
I explained, however, that the close adhesion between
the skin and the cord—even in very severe cases—
never extends through the entire length of the cord,
and that by flexing the hand at the time of operation,
it was possible to introduce the small fascia knife
under the skin, and pass it between the skin and the
cord, generally at the two extremities of the latter,
where the skin was not adherent to the cord. This
allows of an immediate gain by extension; and that
portion of the cord at which close adhesions of the
skin exist being thus isolated and freed from tension,
undergoes a gradual process of atrophy and absorp-
tion, just as all the knotty cutaneous thickenings do,
after the subcutaneous division of the fascial bands.

Sir William Fergusson’s Operation.—The late Sir W.
Fergusson alludes to the operation by open-wound as
likely to obviate the disposition to re-contraction, and
observes :*—¢ Indeed, so much is this the case, that
if the offending part were very superficial, I should
be inclined to dissect a portion of it out at once.

“In many cases, 1 believe, this last named practice
should be resorted to at first. An incision should be
made lengthwise through the skin over the whole of
the contraction, and if the integument be tolerably
soft and thick, it should be turned off on each side,

* Op. cit,, p. 260
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S0 as to expose the fibrous tissue, which should then
be carefully taken away. To effect this satisfactorily,
1t is sometimes advisable to make one or more cross
incisions in the skin, for this tissue, having been
long contracted, does not stretch so readily asin a
healthy state. In any, or all of these operations, the
utmost care should be taken to avoid the nerves and
blood-vessels at each side of the finger, and if the
stretching can be satisfactorily effected without open-
ing a sheath or touching & tendon, so much the
better, as then some movement might be expected
afterwards ; but if the tendons require division, the
finger must remain stiff, and, in anticipation of such
an event, it will be well to consider what good can
be expected from the proposed operation.”

My colleague, Mr. John Gay, tells me that he has
successfully adopted the plan above recommended by
Sir William Fergusson, of dissecting out the contracted
fascial band. In one case, about a year ago, I had
the opportunity of seeing him perform this operation
in a gentleman whose little finger of the left hand
was much contracted. An incision was made through
the length of the contraction, and the fascial band was
carefully dissected out. Suppurative inflammation
followed the operation, and the articulation was in-
volved. Ultimately, however, the case did well, but
the joint remained permanently stiff,

Operations by open-wound condemmed.—All opera-
tions, by open-wound, for these cases should be con-
demned as unnecessarily severe—involving a long,
and tedious reparative process, with the risk of sup-
purative inflammation, and also a liability to failure,
in which event the condition of the patient would be



CONTRACTION OF THE FINGERS. 39

worse than before the operation, contraction from
cicatrix being one of the most difficult conditions to
relieve.

In illustration of this I would refer to the case
represented in Fig. 17. Dr. (. a physician practising
obstetric medicine, and formerly a colleague of my
own. The little finger of the right hand had, for
some years, been increasing 1n contraction, and he
submitted to an operation by open-wound, the con-
tracted fascia being, I believe, dissected out, rather
than simply divided. The operation failed, and the
contraction returned in an aggravated form, as shown
in the wood-cut.

I operated upon the finger by subcutaneous divi-
sion, and gradual mechanical extension in the year
1863. Considerable improvement followed, but in
consequence of the cicatricial contraction resulting
from the previous operation, it was impossible to
bring the finger into a perfectly straight position.

Nevertheless, in England the operation by open-
wound has long been practised by the majority of
surgeons, and is still recommended in some of the
text-books, when the subcutaneous operation has
failed, as it is generally supposed to do.

General distrust in Operations.—There is, in En-
gland, a general distrust in all operative procedures
for the treatment of this affection, which is regarded
as incurable; and in consequence of the supposed
necessity for the division of tendons, the patients are
generally advised to bear the ills they have, rather
than run any risk from suppurative inflammation,
with the doubtful gain of a stiff and useless finger.
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SUBCUTANEOUS OPERATIONS.

Subcutaneous operations for contracted fingers
have been performed by many surgeons in this and
other countries, and it is interesting to trace the
history of these operations, and note the changes of
opinion that have taken place with respect to the
relative merits of the plan of operating by open-
wound, or the subcutaneous method ; the more recent
changes being in favour of a return to the method of
operating by open-wound.

The earliest mention of a subcutaneous operation,
or an approach to a true subcutaneous operation, as
understood at the present time, for finger contraction,
will be found in the works of Sir Astley Cooper,
written long before the observations of Dupuytren
describing the pathology of this affection, and be-
fore the introduction of subcutaneous tenotomy by
Stromeyer.

Sur Astley Cooper’s Subcutaneous Operation.—Sir A.
Cooper in his “ Treatise on Dislocations and Frac-
tures,”* makes the following brief but important
allusion to the affection we are now describing as
Dupuytren’s contraction of the fingers. In the chapter
on “ Dislocations of the Fingers and Toes,” after
deseribing a partial dislocation or displacement of the
toes produced by contraction of the flexor tendons,
causing the contraction we now deseribe as “the
hammer toe,” for which he recommends amputation

* « A Treatise on Dislocations and Fractures of the Joints,” by Sir
Astley Cooper, Bart., F.R.S. First Edition, p. 524, London, 1822,
Precisely the same paragraph also occurs in the Fifth Edition, p. 487.

London, 1826 ; and it is again repeated without alteration in the edition
enlarged and edited by B. B. Cooper in the year 1812,
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as the only means of relief, Sir A. (Cooper proceeds to
observe at page 524: ¢ The fingers are sometimes
contracted in a similar manner by a chronic inflam-
mation of the thecm, and aponeurosis of the palm of
the hand, from excessive action of the hand, in the
ase of the hammer, the oar, ploughing, &e. When
the thecs are contracted, nothing should be attempted
for the patient’s relief, as no operation or other means
will succeed ; but when the a-pmneurosis is the cause
of the contraction, and the contracted band is narrow,
it may with advantage be divided by a pointed
bistoury, introduced through a very small wound in
the integument. The finger is then extended, and
a splint is applied to preserve it in the straight
position.”

It is very remarkable to find that this great English
surgeon not only recognized the importance of con-
traction of the palmar fascia—apart from contraction
of the tendons, or chronic inflammation of the thecse
—_as a cause of finger contraction in some cases ; bub
that he also recommended a subcutaneous operation
for the division of the contracted band of fascia, and
adopted the plan of immediate extension of the finger
after the operation.

Although Sir A. Cooper’s operation, according to
the description given, was not performed strictly in
accordance with the principles of subcutaneous
surgery, as now understood, nor with all the pre-
cautions to exclude the admission of air, adopted at
the present time, still it seems to be the nearest
approach to a true subcutaneous operation, and there
can be no doubt that in a great degree Sir A. Cooper
foreshadowed the operation and after-treatment,
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which it is my object to advocate in the present
paper.

Jules  Guérin’s  Subeutaneous Operation.—There
may be at the present time some difficulty in as-
certaining to whom the credit belongs of having
first performed the subcutaneous operation for finger
contraction; but my friend, Dr. Henry Dick, whose
intimate acquaintance with the foreign literature of
subcutaneous surgery renders him an authority upon
the subject, states that the first account of the sub-
cutaneous operation for contracted fingers is to be
found in the writings of M. Jules Guérin, who
probably was the first to perform this operation. To
M. Jules Guérin we are chiefly indebted for the
advancement of subcutaneous surgery, after Stromeyer
had reintroduced and improved subcutaneous teno-
tomy in the year 1831—an operation which had
been allowed to remain dormant since it was first
performed by Delpech in the year 1816, and the rules
for the after-treatment, almost identical with those
adopted at the present time, had been laid down by him.

Subcutaneous tenotomy was undoubtedly the start-
ing point from which subecutaneous surgery has
oradually been developed, including as it does at the
present time a vast number of operations which owe
their Immunity from inflammation, and absolute
freedom from danger, to the fact of their being per-
formed in such a manner as effectually to exclude the
admission of air.

Although the law upon which subeutaneous surgery
is based had been first pointed out by Hunter* in

* ¢ Treatise on the Blood, Inflammation, and Gun-shot Wounds,” by
John Hunter. London, 1794,
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1794, when he described the difference in the healing
of wounds, and made the exposure or non-exposure
of air the basis of his classification of injuries, still
for the practical application of this law, and the
extension of subcutaneous surgery we are mainly
indebted to M. Jules Guérin, who must be regarded
as the chief exponent of the subcutaneous law* 1in its
physiological and pathological bearings. He more
especially directed attention to the difference between
the reparative process in subcutaneous and in open-
wounds ; and in the absence of inflammatory products
in the subcutaneous class, discerned the greater per-
fection of the reparative process leading to the imme-
diate union of divided structures by the organization
of effused blastematous material. These observations
have since been confirmed by Sir James Paget,t who
added, from microscopical observations, a description
of the structural changes which occur in the develop-
ment of the reparative material in the two great
classes of wounds, viz.: the open-wounds exposed to
the influence of the air, and the subcutaneous wounds
from which the air is excluded.

In the discussions which took place in the Académie
de Médecinei in Paris, in the years 1842 and 1843,
and in which M. Jules Guérin, Bouvier, Malgaigne,§

# ¢ Tssais sur la Méthode sous-cutanée,” par M. Jules Guérin,
Paris, 1841.

+ ¢ Lectures on Surgical Pathology,” Vol. 1., p. 170. London, 1853.

1 “Bulletin de I'Académie Royale de Médecine.” Tome VIIL.
1842-1843. “ Discussion sur la Ténotomie des Fléchisseurs de la Main
et des Doigts,” pp. 129, 154, 230, 253, 341 to 559,

§ See also observations by Malgaigne on the various forms of finger
contraction, “ Déviation des Doigts;” Premiére Legon et Deuxidme
Legon in his “ Lecons d'Orthopédie,” by J. F. Malgaigne.

Paris,
1562,
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Velpeau, and others took part, it does not appear
that the opinion of Dupuytren, that the palmar fascia
alone was the cause of the finger contraction, was
generally admitted. M. Jules Guérin speaks of the
necessity of dividing the flexor tendons, and states
that he not only obtained perfect union of the divided
extremities without adhesions, but that the movement
n the fingers was well preserved. Although the
precise date must be uncertain, there can be no doubt
that M. Guérin operated subcutaneously for the relief
of Dupuytren’s finger-contraction.

Sir William Fergusson’s Subcutameous Operation.—
The late Sir W. Fergusson recommended the subeuta-
neous operation in some cases, and in the last edition
of his ““ Practical Surgery,”* refers to it in the following
terms :—*“ Such cases may be treated with subcu-
taneous division of the rigid textures, and when
extension alone will not suffice, it is a method which,
I many instances, I consider preferable to any other.
A mnarrow knife should be pushed under the skin in
front of the contraction, and then carried through the
most prominent band, whether this be merely the
aponeurosis, condensed cellular tissue, or tendons,
and thereafter the fingers should be gradually ex-
tended in a splint by means of bandages.”

Dr. Little’s Opinion.—1In the ** System of Surgery,”’t
edited by T. Holmes, the writer of the article on * Ortho-
peedic Surgery,” Dr. Little, describes Dupuytren’s con-
traction of the fingers, and considers that the flexor
tendons are implicated in the contraction, and require

* Op. cit., p. 259,
t “ A System of Surgery.” Edited by T. Holmes. Second Edition,
Vol. IL1.,, p. 698, London: Longman & Co., 1870.
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division. He recommends a subcutaneous operation,
and observes:—¢ In rigid unyielding cases of long
duration, tenotomy is remarkably efficacious . . . . A
puncture half alinen width suffices for the passage of
o firm tenotome beneath the tendon in the palm. The
tendon is thus divided from below upwards . . . .
considerable yielding of the contracted finger, the
tendon of which has been severed, is ab once per-
ceived. Manipulations and mechanical treatment
complete the cure. We have frequently thus effected
entire restoration of the hand and fingers .. .. This
operation is a valuable illustration of the success of
subcutaneous tenotomy compared with Dupuytren’s
painful operation, even when performed by so able a
surgeon as the late Sir A. Cooper. We have had
under observation two cases in which, by means of a
large crucial ineision in the palm, the indurated fascia
had been dissected out and removed. The operation
had no better result than that of causing a large
contracted cicatrix, more rigid than the former state
of things, and quite irremediable.”

Brichsen’s Opinion.—In the last edition of Pro-
fossor Erichsen’s work on “The Science and Art
of Surgery,” the essential dependence of the form
of finger-contraction, we are now describing,
upon thickening and contraction of the palmar
fascia and its digital prolongations is fully recog-
nized, and this is attributed partly to local, and
partly to constitutional causes such as a rheumatie, or
gouty diathesis. The subcutaneous division of these
structures is recommended, and when this fails, the
author advises that the operation by open-wound
should be had recourse to. Professor Krichsen
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observes :* * The treatment of digital contractions is
purely operative. The kind of operation must be
determined by the pathological cause of the disease.
If the contraction be tendinous, then subcutaneous
tenotomy must be done. If, as far more commonly is
the case, it be fascial, then the tendon and its sheath
must not be touched, but the contracted structures
outside them must be cut across. This consists, when
the deformity is slight and recent, in dividing each
tense digital fascial prolongation by a subcutaneous
incision. This should be done opposite the second
phalanx where it is usually most tense; but if the
other finger-joints be affected, a separate section may
be required opposite each phalanx. Should it be
found impossible to straighten the fingers with such
limited incisions, or should the skin be firmly
adherent to the subjacent fibrous band, a long crucial
incision may be made through the skin, the flaps dis-
sected back, the faseial bands divided, or dissected off
the sheaths of the tendons, and the fingers straightened.
As the flexor tendons are not primarily affected, they
need not be divided. After the operation, the hand
should be placed on a digitated splint, and the fingers
kept extended.”

Gant’s Opinion.—In the second edition of Mr. Gant’s
“ Science and Practice of Surgery,”t recently issued,
the influence of the palmar fascia in the production of
the contraction is also recognized, and its subcutaneous
division recommended. But tenotomy is also recom-

* “The Science and Art of Surgery,” by John Eric Erichsen.
Seventh Edition, Vol. II., p. 363. London: Longman & Co., 1877.

t “The Science and Practice of Surgery,” by F. J. Gant. Second
Edition, Vol. I, p. 833. London: Bailliére, Tindall & Cox, 1878.
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mended in §ome instances, and a case in which the
author successfully divided the tendons, in a clergyman,
aged 79, in whom both hands were similarly affected,
is adduced in illustration. The operation, by open-
wound, in which the skin is dissected back, and the
fascial bands either divided, or dissected out, is also
described.

Bryant's Opinion.—In the third edition of M
Bryant’s ¢ Practice of Surgery,”* just published,
although the author considers that the flexor tendons,
as well as the palmar fascia, produce the contraction,
the subeutaneous operation with the modifications in its
performance, and the after-treatment which I have
adopted is recommended, and the directions for its per-
formance, which I published in the British Medical
Jouwrnal of June 29th, 1878, are given at length. Mr.
Bryant also refers to the operation by open-wound of
Professor Busch, of Bonn, desceribed by Madelung, to
which I have already adverted, and observes, “ 1 have
adopted this practice in several cases with excellent
results.”

Druitt’s Opinion.—In the last edition of Druitt’s
¢ Surgeon’s Vade Mecum,”+ Dupuytren’s finger-con-
traction is described as depending essentially upon
“shortening and rigidity of the palmar aponeurosis,”
and this is illustrated by a woodeut taken from Mr.
Partridge’s dissection in King’s College Museum (the
same as represented in Figs. 1 and 2). The 1dea of its
dependence upon contraction of the flexor tendons, or

# « A Manual for the Practice of Surgery,”” by Thomas Bryant.
Third Edition, Vol. I1., p. 323. London : Churchill, 1879.

t “The Surgeon's Vade Mecum,” by Robert Druitt. Eleventh
Edition, p. 696. London: Henry Renshaw, and J. & A. Churchill, 1878.
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adhesions to the sheath of the tendons is strongly
opposed by the author who, in reference to its cause,
observes: ““This affection is not caused by any par-
ticular occupation, but is part of the morbid changes
accompanying chronic rhewmatic arthritis, or rhewmatic
gout, and is a malady of the comfortable classes.”
As to the treatment, Dr. Druitt relies entirely upon
the subcutaneous division of the contracted bands of
the palmar fascia, and its digital prolongations,
followed by immediate extension, as recommended by
myself, and the directions for its performance, to-
gether with the after-treatment which T have given,
are quoted at length.

The subcutaneous operation, with the modifications
which I have adopted, being thus brought promi-
nently before the profession in Mr. Bryant’s and Dr.
Druitt’s Manuals of Surgery, will doubtless soon be
subjected to the test of professional experience, and
the result will T confidently anticipate, be equally as
favourable as that which has hitherto attended the
operation in my own experience.

OPERATION AND AFTER-TREATMENT ADOPTED BY THE
ATUTHOR.

I have never practised any other than the subcu-
taneous operation for contracted fingers; but within
the last few years have materially modified the
details, both with regard to the mode of performing
the operation and the after-treatment. The success
has been found greater, and the treatment much less
irksome to the patient, as well as of shorter duration
than the method of operating, and the after-treat-
ment which I adopted in the earlier part of my
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practice, from the teaching of my late colleagues and
predecessors at the Orthopedic Hospital, Mr. Tam-
plin and Mr. Lonsdale. They believed that both
faseia and tendon were involved in the contraction,
and divided the contracted cords in the palm of the
hand in the same way as they divided tendons, sub-
cutaneously cutting from below upwards, and making
only one puncture.* They also adopted the same
method of after-treatment, by gradual mechanical
extension, using steel instruments, with rack-and-
pinion movements opposite the joints of the fingers,
like that represented in Fig. 10.

Further study of these cases, and the opportunity
which was accidentally afforded me of seeing that the
tendons were not involved in a severe case of finger-
contraction previously referred to, in which the palm
of the hand was torn across by a horse, confirmed
me in the belief that the tendons were not implicated
in this form of contraction of the fingers, and that
surgically, we had to deal with contraction of the
palmar fascia alone, as Dupuytren had described the
affection.

I therefore commenced the practice of making
multiple subcutaneous divisions of the fascia and s
digital prolongations, introducing the smallest tenotomy
knife—smaller than any ordinarily in use—or fascia-
knife, I prefer to call it, with a straight cutting edge
terminating in a point, as shown in Fig. 5, and
carrying it between the skin and the contracted cord,
which I then divide by ecutting downwards very
slowly and cautiously, taking care not to dip the

® “ On the Nature and Treatment of Deformities,” by R. W. Tamplin,
p. 262, London: Longman & Co., 1846.

B
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point or divide any structures, exeept
\ the contracted band of fascia. The
W central pointed tenotome generally used
does mnot divide the fascial bands so
q readily or with the same precision, and
} the smaller bands, or digital prolonga-
tions, are apt to slip off the point of
the ordinary tenotome. In one case,
where three fingers were contracted, T
made as many as nine punctures and
subcutaneous divisions; but when so
much 1s required to be done, I think it
advisable to confine the operation to
one, or two fingers, making not more
than five or six punctures, in many
cases four will be found sufficient, and
leave the other finger or fingers to be
treated at a subsequent operation.

As a rule I make the first puncture at
the greatest distance from the finger, in
the palm of the hand, between the trans-
verse crease and the annular ligament,
a little removed from the point where
the skin 1s adherent to the fascia, and
at a spot where the skin i1s not tightly
stretched over the contracted cord, so
that the fascia knife can be readily
= introduced between the two.

Fig. 5.—Small Knives

with staight cutting The second puncture should divide the
of bands of fasein. same cord as the first, but as near to
the finger as possible—between the transverse crease
and the web of the fingers, thus leaving the con-

tracted band in the palm of the hand, where adherent

ERNST
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to the skin, isolated, and cut off from its connexions
at its upper and lower extremities.

The third and fourth punctures divide the lateral
bands, or the digital prolongations of the palmar
fascia, which pass from the central cord in the palm.
to the adjacent sides of the fingers. These must be
divided very carefully, in order to avoid cutting the
vessels and nerves along the sides of the fingers.
The punctures should be made at the bifurcation of
the cutaneous web between the fingers, and the in-
cisions directed obliquely upwards and outwards, to-
wards the palm of the hand. These incisions will
divide the strongest and most prominent bands which
produce the flexion of the first phalanx of the finger
upon the hand, and if care be taken to avoid dipping
the point of the knife, there will be no fear of wound-
ing vessels or nerves.

Sometimes lateral bands of contracted fascia re-
quire to be divided opposite the centre of the first
phalanx, and this must be done by puncture at the
edge of the contracted bands, the knife being directed
transversely towards the bone ; but this eut must be
made very carefully to avoid the artery and nerve,
the surgeon remembering that the band, though
tough and strong, is at the same time very thin.

Occasionally, a lateral band may have to be divided
between the first and second phalanx, or one on either
side, at a point corresponding to the articulation, and
this must be done carefully, and with the precautions
just deseribed.

I always avoid making any central incisions in |
front of either the first or second phalanx, as the
sheath of the tendons, or the tendons themselves,

E 2
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may be readily divided by such ineisions, and would
lead to a loss of power of flexing the finger after the
operation.

As the fascia-knife is being withdrawn from each
puncture, the surgeon should make pressure with the
forefinger of his left hand on the spot at which the
fascia has been divided, and the subcutaneous track
through which the knife has passed. A pledget of
lint should be immediately applied over each puncture
and retained in position by a strip of plaster. By
these means hsemorrhage under the skin is arrested,
and the true subcutaneous character of the operation
preserved. After the requisite number of punctures
have been made and thus protected, an additional
compress of lint should be applied, and the hand
bandaged with the fingers in an extended position—
quite straight, if they can be brought so—to a softly
padded metal splint as shown in Fig. 6.

At the same time I also adopted another important
modification in the treatment of these cases, viz.:—
The plan of wmmediate extension, bringing the finger,
or fingers, as nearly as possible into the fully extended
position, at the time of the operation ; and afterwards
applying, as a retentive apparatus, a well padded
metal splint, bent to the shape of the wrist, hand,
and fingers, and applied along the palmar surface.
The finger, or fingers, as well as the hand and wrist,
are then bandaged to the splint, as shown in Fig. 6.
This was a great change from the prolonged after-
treatment required by the method of gradual
mechanical extension made with the complicated
steel instrument regulated by rack-and-pinion move-

ments.
1 ]
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Cases in which immediate extension cannot be carried
out.—In some cases, it will be found impossible
to carry out this method of immediate extension
to the full extent required, more especially in
those cases in which the second phalanx is sharply
flexed upon the first, and the contraction has existed
for several years. This arises from two causes:
Hirst, The difficulty of dividing all the contracted
fascial bands, in the neighbourhood of the joint,
without risk to vessels and nerves, the tendons, or
even the joint. Secondly. The risk of tearing the
skin if immediate and complete extension should be
attempted by any forcible manipulation. In the case
represented in Fig. 23, in which the second phalanx
of the little finger was flexed upon the first at a right
angle, immediate extension could not be made to
much more than half the extent required to bring the
phalanges in a straight line with each other. The
contraction of the first phalanx was immediately, and
almost completely relieved by the division of the con-
tracted fascial cord in the palm of the hand, and this,
indeed, 1s the general rule; but the digital contrac-
tion remaining rendered it necessary to resort to the
method of gradual mechanical extension, which I
commenced on the fourth day with the instrument
represented in Fig. 10. It took four weeks before
the phalangeal contraction could be completely over-
come, and all the phalanges brought into a perfectly
straight line with the metacarpal bone, as shown in
Fig. 24, and even during this rate of extension, the
skin on the palmar aspect of the finger became so
thin, shiny, and attenuated, that the extension had
to be mtermitted to some extent.
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flexed towards the palm of the hand, by contraction
of one of the four primary divisions of the palmar

Fi1G. 7. F1G. 8,

Fig. T—4. Retentive metal splint, applied on palmar surface of hand and fingers, ¥, which are
fastened to it by straps.  To be applied fourth day after operation,

Fig. 8—.. Retentive metal splint, applied along back of hand and fingers, B, which are
fastenetd to it by straps; sometimes preferved to splint applied on palmar aspect of hand, Fig. 7.
T'o he applied fourth day after operation.

fascia and its digital prolongations, some form of re-
tentive metal splint is all that will be required, and
I generally use that represented in Fig. 7, applied
on the palmar aspect of the hand and fingers. This
should be applied on the fourth day after the operation,
the lint and plaster being removed. In some cases a
retentive metal splint, applied on the dorsal aspect of
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splint at night; and by this means, together with
the habit of extending the finger during the day,
prevented the increase of the contraction to any
formidable extent, notwithstanding the hereditary
character of the contraction in his family. This form
of splint may be made of whalebone instead of steel,
which was done by a medical man, my friend Mr. R.,
whose case is represented in Fig. 13. He continued
to wear it at night only, for a considerable time after
the operation, and it was found to be thoroughly
efficient as a retentive apparatus.

The retentive metal splint may be taken off every
night and morning for the purpose of washing, but
with these interruptions it should be worn conti-
nuously for three weeks. The finger, or fingers, will
appear to be perfectly straight at the end of the
first week, when the immediate extension principle
18 successful, but unless the extension be maintained
during the reparative process so as to keep the
divided extremities of the fascia as far apart as possi-
ble, they might re-unite, and the finger again become
drawn down. After three weeks, the extension may
be discontinued during the day time, and free motion
encouraged, but the retentive metal splint should be
worn at night for another month, or longer, if the
straightening of the fingers be not quite perfect.

The nodulated thickenings of the skin disappear
spontaneously, and often with great rapidity, but I
usunally recommend gentle friction with oil, or iodine
ointment, which softens the skin.

When it is found tmpossible to carry out the imme-
diate extension principle to the full extent required,
which may occur in cases of great severity,—
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more especially in those cases In which the con-
traction has commenced in the phalanges already
described, and the second phalanx is sharply flexed
upon the first,—it will be found necessary to resort to
the method of gradual mechanical extension, in &
modified form, 4. e., the extension must be made as
rapidly as it can be borne by the patient, great
care being taken, to avoid abrasions from exces-
sive pressure, or the swelling of the finger or joint,
from constriction by the bandage. The skin in the
concavity of the contraction must also be carefully
watched, asin some cases of long standing, it be-
comes rapidly thinned, shining, and attenuated under
a too rapid extension.

The idea is still that of rapid extension, but 1t must
be carried out with these precautions. The instrument
best adapted for this purpose is that represented m
Fig. 10; the extension can be carefully regulated by
a rack-and-pinion movement placed opposite each
articulation, so that either the surgeon, or the patient,
can regulate the degree of tension at pleasure, and
avoid any undue pressure. It should be applied on
the fourth day, and worn continuously for several
weeks, according to the severity of the case. As a
general rule, it is advisable to keep up the contimuous
extension for a fortnight after the finger has been
completely straightened ; it may, however, always be
removed night and morning for the purpose of wash-
ing, gentle friction with oil may then be employed,
and a little movement allowed. The patient is de-
lighted to find he has the full power of flexion and
extension, proving conclusively that no tendon has
been divided, but I do not encourage active muscular
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movements until after the third week from the opera-
tion; the reparative process at the seat of division
requires this period of quiescence.

¥ia. 10.

Fig. 10.—Contracted finger-instrument applied on dorsal aspect of land @ with two rack-and-
pinion movements opposite knuckles & and e, for making gradual extension. To be applied fourth
day after operation, when immedinte extension principle cannot be carried out.

When the instrument with rack-and-pinion move-
ments 1s discontinued, or the finger has become
straightened by its use, it is advisable for the patient
to continue to wear at night, for a month or two,
the light and simple retentive metal splint represented
in Fig. 7. Although the atter-treatment may be a
little prolonged when it 1s necessary to make the
extension by the instrument with rack-and-pinion
movements, the ultimate result 1s equally good.
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anmsthesia, by the ether spray, is now found to be
applicable to tenotomy, and some other subeutaneous
operations, as its inventor, Dr, Richardson, originally
thought it would be.

The operation and after-treatment which I now prac-
tice may be described as follows : —

1. The subcutaneous division of all the contracted
bands of fascia which can be felt; the bands to be
divided by several punctures with the smallest fascia
knife, represented in Fig. 5, passed under the skin,
and cutting from above downwards. A pledget of
lint being at once placed over each puncture, and re-
tained in position by a strip of plaster.

2. Immediate extension to the full extent required
for the complete straightening of the fingers, where
this is possible, and the application of a retentive
well padded metal splint, from the wrist along the
palm of the hand and the fingers; the fingers and
hand to be bandaged to the splint. When the exten-
sion cannot be immediately made to the full extent,
as 1 those cases in which the second phalanx is
sharply flexed upon the first, it must be carried as far
as possible, without producing pain or incurring the
risk of tearing the skin.

3. The bandage not to be removed until the fourth
day,—unless rendered necessary by the oceurrence of
pain,—when the lint and plaster may be taken off,
as the cutaneous punctures are always found to be
healed by that time. The retentive metal splint to
be re-applied, and the hand and fingers bandaged to
it. Should the immediate extension produce much
pain, the splint may be removed and re-adjusted at

any time.
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times seen as the result of abscess connected with
decayed teeth, or difficulty in cutting the wisdom
teeth in the upper jaw; many examples of this class
have fallen under my observation. Also as the result
of mjury to bone, as in Case 1, in which a portion of
the malar bone had been carried away by a pistol-
shot. It was, indeed, this case which, in the year
1864, led me carefully to study the difficulties to be
overcome in obliterating these deep depressions, and
to suggest the method of operating which I have now
so successfully employed.

Deeply depressed cicatrices are also met with in
various parts of the body, as the result either of
glandular abscesses, such as occur in the groin, or
of abscesses connected with diseased bone, as in psoas
and lumbar abscesses, which occasionally give rise
to very deep depressions, but being removed from
sight, rarely call for surgical interference.

If these depressed cicatrices should be produced in
childhood they would increase during the period of
growth, just as other cicatrices do—a fact which I
pointed out, and illustrated by casts and drawings,
in a paper published in the * Transactions of the
Pathological Society” for the year 1860, Vol. XI,
p- 292, and further described in a paper read at the
Medical Society of London,* November 17th, 1873.

Deeply depressed cicatrices adherent to the sub-
jacent bone, are frequently seen as the result of
abscesses arising from strumous periostitis, with or
without exfoliation of bone, such as oceur in the leg,
and in the arm, or fore-arm, and sometimes on the

* See “ Proceedings of the Medical Society of London,” Vol. L,
p. 105,
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back of the hand after caries of one or more of the
metacarpal bones. When occurring in exposed parts
of the body, these unsightly depressions may be
operated upon and obliterated the manner I pro-
pose; the same may also be said of the depressed
cicatrices remaining after gun-shot injuries, though
when bone has been shot away, as in Case 1, it may
be possible only to improve the appearance by partial
rather than complete obliteration of the depression.

During my visit to America, in the year 1876, 1
learnt from the military surgeons at Washington
that a large number of these cases of deeply de-
pressed cicatrices existed as the result of injuries
received in the late American War, and in the lecture
on * Subcutaneous Surgery”’* which I delivered at
Washington, this operation attracted considerable
attention, but to what extent it has been practised
by the American surgeons, and with what success, I
have not been able to learn.

Various operations have been performed for the
purpose of diminishing the unsightly appearance of
depressed cicatrices, but the one recommended in the
present paper was, so far as 1 am aware, first sug-
gested and performed by myself in the year 1864.

The operation consists—1. In subcutaneously divi-
ding all the deep adhesions of the cicatrix by a teno-
tomy knife, introduced a little beyond the margin of
the cicatrix, and carried down to its base; 2. In
carefully and thoroughly everting the depressed cica-

# One of the series known as “ The Tonor Lectures,” established by
Dr. Tonor, of Washington. Lecture VI. on “ Subcutaneous Surgery ;
its principles and recent extension in Practice,” delivered in Washing-
ton, September 19th, 1876, by William Adams, F.R.C.S., and published
by “The Smithsonian Institution,” Washington, April 1877.
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trix—turning it, as it were, inside out, so that the
cicatricial tissue remains prominently raised; 3. In
passing two hare-lip pins, or finer needles—in small
cicatrices one needle will be found sufficient—through
the base, at right angles to each other, so as to main-
tain the cicatrix in its everted and raised form for
three days, as represented in Fig. 1; 4. In removing

FIG. 1.

Fig. 1.—Cicatricial Tissue of a Depressed Cieatrix everted, and afterwards retained in this
position by two needles, the extremities of which are raised and protected by pledgets of lint.

the needles on the third day, and allowing the cica-
tricial tissue—now somewhat swollen, succulent, and
infiltrated—gradually to fall down to the proper level
of the surrounding skin.

In performing this operation, one puncture with
the smallest tenotomy knife, or a still smaller knife,
such as Opthalmic surgeons use, will be found suffi-
cient when the depressed cicatrix is of moderate size,
and its adhesions are to fascia rather than bone. In
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larger cicatrices two punctures, one on ecach side of
the cicatrix, may be necessary; and in some deeply
depressed cicatrices adherent to bone, as in Cuse 3,
in which the apex of the cicatrix was adherent to the
lower jaw, and more than an inch from the external
orifice, which was large enough to admit the tip of a
finger, three punctures may be necessary. In this
case three punctures were made, one on each side of
the cicatrix and one a little beyond the apex of the
depression, the last puncture being made over the
margin of the lower jaw, whilst a probe was passed
down to the apex as a guide to 1ts position. Through
these minute punctures the needles may be passed,
after the cicatrix has been everted, so that even un-
necessary needle-scars may be avoided.

The chief difficulty in the operation consists in the
very careful separation of all the deep adhesions of
the cicatrix; taking care to avoid making cutaneous
punctures on the one hand, and on the other to avoid
wounding any venous branches which may be in the
immediate neighbourhood of the cicatrix, a difficulty
which had to be carefully guarded against in the
case of the young lady described as Case 2.

Case I. Deeply Depresssd Oicatriz on the Cheek
after injury to the- Malar Done by a Pistol-shot.—The
first case in which I performed this operation occurred
in an officer in the army, Lieutenant B., aged 30,
who, during the Indian Mutiny, had received a pistol-
shot in the cheek. A portion of the lower edge of
the malar bone had been carried away by the ball,
and a deeply depressed cicatrix remained adherent to
the bone. When the muscles of the face were thrown
into action, more especially in a smile or laugh, all
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the features seemed to be drawn towards the de-
pressed cicatrix, which at once became painfully con-
spicuous.

This gentleman was very anxious to submit to any
operation either for the removal of the cicatrix, or cal-
culated to diminish its unsightly appearance ; but I was
at a loss to know what to suggest. I had on other
occasions tried Dieffenbach’s plan of subeutaneously
dividing the deep adhesions of a cicatrix, and then
moving it laterally to a new position, so as to alter
its relations, and elongate or destroy its adhesions ;
but I had not found this plan very successful. I had
also dissected out cicatrices and drawn the edges to-
gether, after cutting through fat and cellular tissue
under the skin, on a plane parallel with its outer
surface, so as to evert the edges of the skin ; but this
operation had failed to remove any deep depression.
Many unsightly scars may be removed by this method,
leaving only a linear cicatrix scarcely perceptible, but
should any deep depression have existed before the
operation, it will, to a greater or less extent, gra-
dually return in a few months; the hole does not be-
come filled up, so that this operation did not appear
to be applicable to the present case.

Upon reflection, it occurred to me that if, after
subcutaneously separating all the deep adhesions of
the cicatrix, I could succeed in everting the cicatricial
tissue, and retain it in the everted condition for a
few days, the depression would become filled up by
inflammatory infiltration, and obliterated by adhesions ;
so that the cicatricial tissue could not again fall down
below the level of the surrounding skin. The de-
pression would thus become obliterated, and all the
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adhesions of the cicatrix to the bone, fascia, and
museles, such as produced the conspicuous deformity
in this case, would be effectually removed. The only
doubt I had in my own mind was, whether in the
course of time, absorption of the inflammatory lymph
would take place, so that the depression would return
to a greater or less extent. The case was, however,
one of urgency and importance; I, therefore, deter-
mined to try the plan of everting the cicatrix, as
above described, an operation which I performed on
March 2nd, 1864. As the adhesions to the bone and
the adjacent fibrous tissues were close and wide-
spread, their separation was somewhat tedious and
difficult ; but I succeeded in thoroughly everting all the
cicatricial tissue, and passed two hare-lip pins through
its base, to retain it in its everted condition. On
the third day I removed the pins, when the cicatricial
tissue was in a thickened and succulent condition.
It showed no disposition to fall into a depression
again, and, indeed, remained somewhat too pro-
minent ; but in the course of a few weeks the cica-
tricial tissue fell to the level of the surrounding skin,
and the improvement produced by the operation was
extremely satisfactory. A portion of the malar
bone having been destroyed, it could not be said
that the depression was entirely obliterated, but
the deep adhesions of the cicatrix having been
thoroughly separated, there was no appearance of a
depression towards which the features were drawn
when the muscles of the face were thrown into action
in talking or smiling. .

Case II. Deeply Depressed Cicatriz on Right Side
of Necl, resulting from Chronic Glandular Abscess.—



74 OBLITERATION OF DEPRESSED OICATRICES.

The second case which came under my observation
was that of a young lady, Miss B., (Fig. 2), who
was sent to me by my friend Dr. Sharpe, of Nor-
wood. On the right side of the neck, a little below
and behind the angle of the jaw, was a large and
deeply depressed cicatrix, which had resulted from
chronic glandular abscess. The base of the cicatrix
was adherent to the fascia, over the sterno-mastoid

PIG. 2.
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Fig. 2. —Complete Obliteration of Depressed Cicatrix in Neck, in Case 2, ten years after
the operation.

muscle, and its depressed apex dipped down a little
in front of the anterior border of this muscle. At
this part, a branch of the jugular vein was in close
proximity to the cicatrix, which in its sizeand general
appearance very much resembled that represented in
Fig. 3, but its apex was not so deeply depressed, nor
were the adhesions quite so close and wide-spread,
differences readily explained by its origin in glandular
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abscess. This patient was most anxious to sul_:Ju
mit to any operation likely to be successfull in
the removal of such an unsightly depression,
but the late Sir William Fergusson, as well as
several other surgeons who had been consulted, ad-
vised that no such attempt should be made. I under-
took the case, however, in full confidence of success,
and the operation was performed on April 27th,
1866, in the same manner as described 1n the pre-
vious case; the only difficulty arose from the close
proximity of the large vein, which was 80 intimately
involved in the adhesions that the greatest care had
to be taken to avoid opening it. With such pre-
cautions, however, the operation was 1In every
way most satisfactory. The needles were removed
on the third day, and the cicatricial tissue remained
raised above the level of the surrounding skin for
some time. For several months afterwards it re-
mained a little thickened and prominent; absorp-
tion, however, gradually proceeded, and the level of
the surface was restored, without the least inclination
to any depression recurring.

I have frequently seen this young lady since, and
up to the present date, now thirteen years after
the operation, not only has the depressed cicatrix
been entirely obliterated, so that no inequality of the
surface exists, as shown in Fig. 2, drawn from a
photograph taken in the year 1876, but, from the
improvement in the cicatricial tissue, slight traces of
it only remain, and require a close mnspection to be
detected. |

Case III. Deeply Depressed Cicatriz on Iight Side
of Neel, consequent wpon Abscess with Necrosis of the



76 OBLITERATION OF DEPRESSED CICATRICES,

Lower Jaw.—H. S., aged 26, was sent to me also
by Dr. Sharpe of Norwood, in October 1872. Her
general appearance was healthy. On the right side
of the neck, a little below and behind the angle of
th.e Jaw, was a deeply depressed cicatrix (shown in
Fig. 3), large enough at its orifice to admit the end
of the little finger, and its apex reaching to the sur-
face of the jaw-bone. The deep surface of the cica-

FIG. .
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Fig, 3.—Deeply depressed Cicatrix in Neck after Necrosis of lower jaw.

trix was adherent to the fascia, over the sterno-mastoid
muscle, dragging from its anterior border. The free
anterior border was formed by a prominent semilunar
fold of the skin, three-fourths of an inch in length,
and rendered still more prominent in some movements
of the head, in consequence of the firm adhesions
of the deep surface of the cicatrix. On the opposite
side of the neck, a little below and behind the angle
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of the jaw, was also a large cicatrix, withits deep
surface adherent to the fascia, over the sterno-mastoid
musele, and having at its anterior free border a semi-
lunar fold of skin, but without any deep depression.
Its general appearance was that of a large, flat, and
adherent cicatrix. There were also two small cica-
trices, one on each side of the chin, depressed and
adherent to the bone.

Of these cicatrices she gave the following history.
Six years ago, being then twenty years of age, at the
time when the last molar, or wisdom-teeth, were
making their appearance, considerable swelling and
inflammation occurred about the angle of the jaw,
on the left side. The dentist could not force the
mouth open, and she was unable to take solid food
for a month. At the end of this time, the dentist,
with difficulty, extracted the last molar tooth on the
left side in the lower jaw; and it is said that some
bony enlargement of the fang of the tooth existed.
Abscesses about the angle of the jaw and necrosis of
the bone followed : several pieces were removed by
Dr. Sharpe, and the patient took away small pieces
herself. The late Mr. Partridge removed a large
piece of bone. A few months later, severe inflamma-
tion, with swelling of a similar character, occurred
about the angle of the jaw on the right side, and the
last molar tooth was extracted with difficulty about
gsix months after the removal of the tooth from the
left side. Necrosis of bone also occurred on the right
side, and a number of small pieces continued to come
away from time to time nearly up to the date of the
operation. Altogether, less bone, she states, came
away from the right side than from the left. Small
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pieces of bone also came away through two sinuses
under the chin, indicated by the small cicatrices
alluded to, and shown in the woodecuts. All the
molar, and some other teeth on both sides of the
lower jaw, had to be removed; and only six of her
own teeth now remain in the lower jaw—rviz., the
four front teeth, and two bicuspids on the left
side.

This patient was most anxious to submit to any
operation for the obliteration of the large depressed
cicatrix on the right side, which, from its ungightly
appearance, and the popular prejudice against a sup-
posed scrofulous constitution, had prevented her from
obtaining a situation as lady’s-maid. I therefore per-
formed the same operation at the Great Northern
Hospital, as that described in the previous cases. It
was necessary to take great care to avoid opening
one or two large veins leading to the jugular; and
the separation of the cicatricial adhesions to the jaw-
bone, and also the adhesions to the fascia over the
sterno-mastoid muscle, was both tedious and difficult,
a little venous haemorrhage occurring. The cicatricial
tissue, however, was thoroughly everted, and the
needles introduced, as represented in Fig. 1. These
were removed on the third day, when it was evident
that a little suppuration had occurred. A poultice
was therefore applied for a week, and then wet lint
at night, and a piece of soap-plaster during the day.
This is the only case in which any suppuration has
occurred, and, although it rendered the treatment a
little more tedious, it did not in any way mar the
ultimate result, which at first I feared it might do.
The ecicatricial tissue remained in a somewhat n-
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been operated upon: it becomes thickened, and of
an opaque white colour. The thickening of the
cicatricial tissue results from its suceulent condition
during the three days it remains elevated by the pins,
and the inflammatory infiltration at its base.

The permanent result of the operation is placed
beyond all doubt by the two last cases deseribed—one
thirteen and the other seven years since the operation ;
and the completeness of the obliteration of the de-
pression and the improvement of the cicatricial tissue,
has surpassed my most sanguine expectations.

Cases of depressed cicatrices in the neck and face,
more especially when oceurring in ladies, are those in
which the operation I have described might be done
with the greatest advantage to the patient, com-
pletely removing unsightly scars, often difficult or
1mpossible to conceal.

If the publication of some of the earlier cases in
which I have succeeded, by the subcutaneous method,
in removing unsightly depressions in the neck and
face, and in which there has been no disposition to a
return of the depression, should induce other sur-
geons to adopt this plan, with the careful attention
to all the details deseribed, I feel confident that the
success obtained will establish the operation as an
ordinary surgical procedure.

THE END.

London : Printed by A. Sclhulze, 13, Poland Sireet















AS EIETEC U FOUN

FROM

J. & A. CHURCHILL'S GENERAL CATALOGUE,

COMPRISING

ALL RECENT WORKS

PUBLISHED BY THEM ON

THE

ART AND SCIENCE OF MEDICINE.

N.B.—J. & A. Churcill's Descriptive List of Works on  Chemistry, Materia Medica,
LPharmacy, Botany, Fhotography, Zoology, the Microscope, and other Branches
of Science, can be had on application.

Practical Anatomy : |

A Manual of Dissections. By CHRISTOPHER |
HEeaTH, Surgeon to University College |
Hospital.  Fifth Edition. Crown 8vo,
with 24 Coloured Plates and 269 Engrav-

ings, I5s.

Wilson’s Anatomist’s Vade- |
Mecum. Tenth Edition. By GEORGE |
BucHANAN, Professor of Clinical Surgery

in the University of Glasgow ; and HENRY |
- Manual of the Dissection of the

E. CLARK, M.R.C.5., Lecturer on Ana-
tomy at the Glasgow Royal Infirmary
Sehool of Medicine. Crown 8vo, with |

450 Engravings (including 26 Coloured |
Plates), 18s.

Braune's Atlas of Topographi- |
cal Anatomy, after Plane Sections of -|
Frozen Bodies., Translated by EDWARD
BELLAMY, Surgeon to, and Lecturer on
Anatomy, &c., at, Charing Cross Hos-
pital. Large Imp. 8vo, with 34 Photo-
lithographic Plates and 46 Woodcuts, 40s.

An Atlas of Human Anatomy.
By Rickmaxy J. GobLeg, M.S.,
F.R.C.5., Assistant Surgeon and Senior
Demonstrator of Anatomy, University
College Hospital. With 48 Imp. g4to
Plates (112 figures), and a volume of Ex-
planatory Text, 8vo, £4 14s. 6d.

Anatomy of the Joints of Man.
By Hexry MORRIS, Surgeon to, and
Lecturer on Anatomy and Practical Sur-
gery at, the Middlesex Hospital. 8vo,

with 44 Lithographic Plates (several being |
coloured) and 13 Wood Engravings, 16s, |

Surgical Anatomy :
A Series of Dissections, illustrating the
Principal Regions of the Human Body.
By JoserH MacLisE. Second Edition,
52 folio Plates and Text. Cloth, £3 12s.

Medical Anatomy.
By Francis Sissox, M.ID., F.R.C.P.,
F.R.5. Imp. folio, with 21 Coloured
Flates, cloth, 42s., half-moroceo, 50s.

Human Body. ByLuTHEr HOLDEN,
Consulting Surgeon to St. Bartholomew's
and the Foundling Hospitals. Fourth
Edition. 8ve, with 170 Engravings, 165,

By the same Author.

Human Osteology :
Sixth Edition. 8vo, with 61 Lithographic
. Plates and 89 Engravings. 16s.

Also.
Landmarks, Medical and Surgi-
cal. Third Edition. 8vo, 3s 6d.

The Student’s Guide to Surgical
Anatomy : An Introduction to Qpera-
tive Surgery. By EpwarD BELLAMY,
F.R.C.5. and Member of the Board of
Examiners. Feap. 8vo, with 76 Engrav-
ings, 7s.

The Student’s Guide to Human
Osteology. By WiLLiam Warwick
WAGSTAFFE, Assistant Surgeon to St,
Thomas's Hospital. Feap. Svo, with 23
Plates and 66 Engravings, 10s. 6d.




4 J. & A. CHURCHILL'S RECENT WORKS.

e — —

The Anatomical Remembran- Sanderson’s Handbook for the

cer; or, Complete Pocket Anatomist. Physiological Laboratory. By E,
Eighth Edition. 32mo, 3s. 6d. KLeEix, M.D.,, F.R.5.; J. Burpox-
Diagrams of the Nerves of the SANDERSON, M.D., F.R.S.; MicHAEL
Human Body, exhibiting their Origin, FosTEr, M.D., F.R.S.; and T. LAUDER
Diivisions, and Connections, with their BrunToN, M.D,, F.R.5. 8vo, with 123
Distribution to the Various Regions of .P lates, 24s.
the Cutaneous Surface, and to all the | Histology and Histﬂ-Chemistrjr
Muscles. By WirrLiam H. FLower, of Man. By HEeiwricH Frev, Pro-
F.R.C.5., F.R.5., Hunterian Professor fessor of Medicine in Zurich. Translated
of Comparative Anatomy to the Royal by ARTHUR E. J. BARKER, Assistant-
College of Surgeons. Third Edition, with Surgeon to University College Hospital.
6 Plates. Royal gto, 12s. 8vo, with 608 Engravings, 215
Atlas of Pathological Anatomy. | The Marriage of Near Kin,
By Dr. Lﬁ”C_ERE—‘Wx* Translated by Considered with respect to the Laws of
W. 5. GrEENFIELD, M.D., Professor Nations, Results of Experience, and the
of Pathology in the University of Edin- Teachings of Biology. By ALFRED H.
burgh. Imp. 8vo, with 70 Coloured HuTH. 8vo, I4s.

Plates, £5 5s.

A Mannsal of Pathological tinasil So-oical jaxisprnpence

Its Principles and Practice. By ALFRED

tomy. By C. HANDFIELD JONES, S. TAYLOR, M.D., F.R.C.P., F.R.S.
M.B., F.R.S5.; and EDwaARD H SIE'I{E- Second Edition. 2 vols. 8vo, ?W'tﬂ‘l 189
King, M.D., F.R.C.F. Edited (with Engravings, £1 115, 6d.
considerable enlargement) by J. F. 2
Pavye, M.D., F.R.C.P., Lecturer By the same Author. .
on General Pathology at St. Thomas’s | A Manual of Medical Jurispru-
Hospital. Second Edition. Crown 8vo, dence. Tenth Edition. Crown 8vo,
with 195 Engravings, 16s. i with 55 Engravings, 14s.
Lectures on Pathological Ana- g Also.
tomy. By SamueL Wiiks, M.D., | Poisons,
F.R.5., Physician to Guy’s Hospital ; and In Relation to Medical Jurisprudence and
WarTeErR Moxon, M.D., Physician to Medicine, Third Edition, Crown 8vo,
Guy's Hospital. Second Edition. 8vo, with 104 Engravings, 16s.
with Plates, 18s. s | Lectures on Medical Jurispru-
Post-Mortem Examinations: dence. By Francis OcsTon, M.D.,

A Description and Explanation of the
Method of performing them, with especial
reference to Medico- 1 Practice. By
Prof. VikcHow. Translated by Dr. T.
P. SMITH., Second Edition. Feap. 8vo,
with 4 Plates, 3s. 6d.

Principles of Human Physi-
ology. By W. B. CarrexTER, C.B.,
M.D., F.R.S. Ninth Edition. By
Hexry Powegr, M.B., F.R.C.S. 8vo,
with 3 Steel Platesand 377 Wood Engrav-
ings, 31s. bd.

A Treatise on Human Physi-
ology. By Joux C. Darrtoxn, M.D.,
Professor in the College of Physicians and
Surgeons, New York. Sixth Edition.
Royal 8vo, with 316 Engravings, 20s.

Text-Book of Physiology.
By J. Furron, M.D., Professor of
Physiology, &ec., in Trinity Medical
College, Toronto. Second Edition. 8vo,
with 152 Engravings, 15s.

Practical Histology.
By WiLLiaM RUTHERFORD, M.D.,
F.R.S. Third Edition. Crown 8vo, with
Engravings. (1 the Press.)

Professor in the University of Aberdeen.
Edited by Francis OGsToN, Jun,, M. D.
8vo, with 12 Copper Plates, 18s.

Handy - Book of Forensic
Medicine and Toxicology. By W.
BaTHURST WoopMan, M.D., F.R.C.P.,
and C. MEvMoTT Tipy, M.D., F.C.S.
8vo, with & Lithographic Plates and
116 Engravings, 31s. 6d.

Microscopical Examination of

Drinking Water. By Joun D.
MacpoMalnd, M.ID.,, F.R.5., Assist-
ant Professor in the Army Medical School.
8vo, with 24 Plates, 7s. 6d.

Sanitary Examinations

OFf Water, Air, and Feood. A Vade-
Mecum for the Medical Officer of Health.
By CorNgLIUS B. Fox, M.D., F.R.C.P.
Crown 8vo, with 94 Engravings, 125, 6d.

Sanitary Assurance:

A Lectureat the London Institution. B
Prof., F. De CHAuMONT, F.R.5. With
Short Addresses by J. E. ERICHSEN,
F.R.S., Sir J. Fayrer, K.C.5.1., and
E. BRUDENELL CARTEER, F.R.C.5., &c.
Royal 8vo, Is.




J & A, CHURCHILL'S RECENT WORKS. 5

A Manual of Practical Hygiene.
By E. A. Parkes, M.D., F.R.5. Fifth
Edition. By F. DE CuausmonT, M.D.,
F.R.S., Professor of Military Hygiene in
the Army Medical School.
Plates and 112 Engravings, 18s.

Dangers to Health:
A Pictorial Guide to Domestic Sanitary
Defects. By T. PRIDGIN TEALE, M.A.,
Surgeon to the Leeds General Infirmary.
Third Edition. 8vo, with 7o Lithograph
Plates (mostly coloured). I1os.

Handbook of Hygiene and
Sanitary Science. By Geo. WiLsox,
M.A., M.D., Medical Officer of Health
for Mid-Warwickshire. Fourth Edition.
Post 8vo, with Engravings, 10s. 6d.

Ao,

Healthy Life and Healthy
Dwrellings : A Guide to Personal and
Domestic Hygiene. Feap. 8vo, 5s.

Contributions to Military and
State Medicine. By Joux MARTIN,
L.R.C.5.E., Surgeon Army Medical
Department. 8vo, 105. 6d.

Pay Hospitals and Paying
Wards throughout the World.
By HExRrY C. BURDETT, late Secretary to
the Seamen’s Hospital Society. 8wvo, 7s.

By the same Author.
Cottage  Hospitals — General,
Fever, and Convalescent : Their

Progress, Management, and Work. Second
Edition, with many Plans and Illustra-
tions. Crown Svo, I4s.

Dress: Its Sanitary Aspect.
A Paper read before the Brighton Social
Union, Jan. 30, 1880. By BERNARD
RotH, F.R.C.5. 8vo, with 8 Plates, 2=,

Manual of Anthropometry:
A Guide to the Measurement of the
Human Body, containing an Anthropo-
metrical Chart and Register, a Systematic
Table of Measurements, &c. By CHARLES
RoperTs, F.R.C.5. 8vo, with numerous
Illustrations and Tables, 6s. 6d.

Madness :
In its Medical, Legal, and Social Aspects.
Lectures by EDGAR SHEPPARD, M.D.,
M.R.C.P., Professor of Psychological
Medicine in King’s College. vau. 6s. Gd.

Idiocy and Imbecility.
By WiriiaMm W. Irerawxp, M.D.,
Medical Superintendent of the Scottish
National Institution for the Education of
Imbecile Children at Larbert, Stirlingshire,
8vo, with Engravings, 14s.

8vo, withg |

A Manual of Psychological
Medicine : With an Appendix of
Cases, By Jouw C. BuckwirL, M.D.,

F.R.5, and D. Hack TUKE, M.T‘L,
F.R.C.P. Fourth Edition. 8vo, with
12 Plates (30 Figures) and Engravings,

258,
The Student’'s Guide to the
Practice of Midwifery. By L.

Lroyp RoperTs, M.D., F.R.C.FP., Phy-
sician to St. Mary's Hospital, Manchester.
Second Edition. Feap. 8vo, with III
Engravings, 7s.

Handbook of Midwifery for Mid-
wives : from the Official Handbook for
Prussian Midwives. By J. E. BUrTON,
L.R.C.P. Lond., Senior Assistant Medi-
cal Officer, Ladies’ Charity, &c., liver-
pool. With Engravings. Fcap. 8vo, 6s.

Lectures on Obstetric Opera-
tions : Including the Treatment of
Hemorrhage, and ﬂ):‘minl% a Guide to
the Management of Difficult Labour.
By RoperT Barnes, M.D., F.R.C.P,,
Obstetric Physician to St. George's Hos-
pital. Third Edition. 8vo, with 124
Engravings, 18s.

By the same Auihor.
A Clinical History of Medical

and Surgical Diseases  of
Women. Second Edition. 8vo, with
181 Engravings, 28s.

West on the Diseases of

Women. Fourth Edition, revised and
in part re-written by the Author, with
numerous Additions by J. MATTHEWS
Duncan, M.D., Obstetnc Physician to
St. Bartholomew's Hospital. 8vo, 16s.

Observations on the Casarean
Section,; Craniotomy, and on other Ob-
stetric Operations, with Cases. By THOMAS
Faprorp, M.D., late Honorary Con-
sulting Physician, St. Mary's Hospital,
Manchester. Second Edition, with Plates.
8vo, 10s.

Clinical Lectures on Diseases

of Women : Delivered in S. Bartho-
lomew’s Hospital, by J. MATTHEWS
Dunecan, M.D., F.R.S.E. 8vo, 8s,

By the same Author,
Papers on the Female Perineum,

&ﬂ. B‘Fﬂ, 6$+
The Principles and Practice of
Gynzcology. By Tuomas ADpDIs

EMMET, M.D., Surgeon to the Woman's
Hospital, New York. Second Edition.
Rayal 8vo, with 133 Engravings, 24s.




6 f. & A. CHURCHILLS RECENT JWORKS.

The Student's Guide to the
Diseases of Women. By ALFRED
L. Garapiy, M.D., F.R.C.P., Assistant
Obstetric Physician to Guy's Hospital.
Second Edition. Fcap., 8vo, with 70
Engravings, 7s. 6d.

Notes on the Diseases of
Women, Specially designed for Stu-
dents preparing for Examination. By

J. J. REyxNoLps, M.R.C.S. Fecap. 8vo,
2s5. 6d.

By the same Author,
Notes on Midwifery :
Specially designed to assist the Student
in  preparving for Examination. Feap.
Bvo, as.
Practical Gynacology :
A Handbook of the Diseases of Women.
By HEywoon SmiTH, M.D. Oxon., Phy-
sician to the Hospital for Women and
to the British Lying-in Hospital. Second
Edition. Crown 8vo, with Engravings.
(fr2 the Fress.)
By the same Author.
Dysmenorrhea, its Pathology
and Treatment. Crown Svo, with
Engravings, 4s. 6d.
Obstetric Aphorisms :
For the Use of Students commencing
Midwifery Practicee. By JoserH G
SwavNE, M.D. Seventh Edition. Fcap.
&vo, with Engravings, 35. 6d.

Obstetric Medicine and Surgery :
Their Principles and Practice. By F. H.
Eamsporsam, M.D., F.E.C.P. Tifth
Edition. 8vo, with 120 Plates, 22s.

A Complete Handbook of Ob-
stetric Surgery. Giving Short Rules
of Practice in every Emergency. By

CHARLES CLAY, late Senior Surgeon to
St. Mary's Hospital, Manchester. Third

Edition. Fcap. 8vo, with g1 Engravings,

65. 6.

Schroeder’'s Manual of Mid-
wifery, including the Pathology of Preg-
nancy and the Puerperal State. Trans-
lated by CHarLEs H. CARTER, B.A.,
M.D. 8vo, with Engravings, 125 0d.

Influence of Posture on Women
in Gynecic and Obstetric Practice. By

J. H. AveErinG, M.D., Physician to the A e bl

Chelsea Hospital for Women. 8vo, 6s.

Ovarian and Uterine Tumours :
Their Diagnosis and Surgical Treatment,
By T. Spencer WELLs, F.R.C.S., Con-
sulting Surgeon to the Samaritan Hospital.
8vo, with Engravings, (Nearly ready.)

Rupture of the Female Peri-
neum : Its Treatment, immediate and
remote. By GEOrRGE G. BAnTock, M. D,
Surgeon to the Samaritan Hospital. 8vo,
with 2 Plates, 3s. 6d.

| Chronic Disease of the Heart :

A Handbook of Uterine Thera- |

peutics, and of Diseases of Women.
By E. J. Tit, M.D., M.R.C.P. Fourth
Edition. Post 8vo, 10s.

; By the same Author,

The Change of Life
In HMealth and Disease : 4 Practical
Treatise on the Nervous and other Affec-
tions incidental to Women at the Decline
of Life. Third Edition. &vo, 10s, Hd.

Its Bearings upon Pregnancy, Parturition,
and Childbed. By ANGUS MACDONALD,
M.D., F.R.5.E., Physician to the Edin-
burgh Royal Infirmary. 8vo, with En-
gravings, 8s. 6d.

The Female Pelvic Organs,
Their Surpery, Surgical Pathology, and
Surgical Anatomy, in a Series of Coloured
Plates taken from Nature: with Com-
mentaries, Notes, and Cases. By HENRY
SAVAGE, Consulting Officer of the Samari-
tan Free Hospital. Fifth Edition. 4to.

(Fne the Press.)

Lectures on Diseases of the
Nervous System, especially in
Women, By 8. WEIR MITCHELL,
M.D., Physician to the Philadelphia In-
firmary for Diseases of the Nervous
System. With 5 Plates. TFost 8vo, 8s.

A Treatise on the Diseases of
Children. For Practitioners and
Students. By WiLLiam H. Dav, M.D.,
Physician to the Samaritan Hospital for
Women and Children. Crown 8vo,
I2s. 6d.

The Wasting Diseases of Chil-
dren. By Eustace SmITH, M.D.,
Physician to the King of the Belgians,
Physician to the East London Hospital for
Children, Third Edition. Post 8vo, 8s. 6d.

By the same Aunthor.

Clinical Studies of Disease in
Children. Second Edition. Post &vo.
' (7 the Press.)

Infant Feeding and its Influ-
ence on Life; or, the Causes and
Prevention of Infant Mortality. DBy
C. H. F. RoutH, M. D., Senior Physician
to the Samaritan Hospital. Third Edi-
tion. TFeap. 8vo, 7s. 6d.

Manual of the
Diseases of Children. With a For-
mulary. By Epwarp Erris, M.D.
Fourth Edition. Crown 8vo, I0s.
By the same Avthor. .

A Manual of what every Mother
should know. Feap. 8vo, Is. 6d.

Lectures on Nursing.

By W. R. SMiITH, M. B., Physician to the
Cheltenham Dispensary. Third Edition.
Post 8vo, with Engravings. (/n the Press.)




p—
: ——_

J & A. CHURCHILLS RECENT WORKS, 7

— o

A Manual for Hospital Nurses
and others engaged in Attending on the
Sick. By Epwarp J. DOMVILLE,
Surgeon to the Exeter Lying-in Charity.
Fourth Edition. Crown 8vo, 2s. 6.

The Nurse’'s Companion:
A Manual of General and Monthly Nurs-
ing. By CHARLES J. CULLINGWORTH,
Surgeon to St. Mary's Hospital, Man-

chester. Second Edition. Feap. 8vo.
(fn the FPress.)

Handbook for Nurses for the
Sick. By ZepHerivA P. VEITCH.
Second Edition. Crown &vo, 35. 6d.

Notes on Fever Nursing.
By J. W. ALLAN, M.B,, Superintendent
and Physician, City of Glasgow Fever
Hospital, Crown 8vo, with Engravings,
2s.

Medicinal Plants:
Being descriptions, with original figures,
of the Principal Plants employed in
Medicine, and an account of their Pro-
perties and Uses. By Professor BENTLEY
and Dr. H. Trimen. In 4 volumes,
large 8vo, with 306 Coloured Plates,
bound in Half Morocco, Gilt Edges.

£11 1Is.

Royle’s Manual of Materia
Medica and Therapeutics. Sixth
Edition, by Joun HarLEY, M.D.,

Physician :
Crown 8vo, with 139 Engravings, 15s.

Manual of Practical Thera-
peutics. By E. J. Waring, C.B,
M.D., F.R.C.P. Lond. Third Edition,
Feap, 8vo, 12s. 6d.

The Student’s Guide to Materia
Medica. By JoHn C. THOROWGOOD,
M.D., F.R.C.P. Fecap. 8vo, 65 6d.

Materia Medica and Therapeu-
tics : Vegetable Kingdom. By CHARLES
. F. Pairries, M.ID, late Lecturer
on Materia Medica and Therapeutics to
Westminster Hospital. 8vo, 155,

Bazaar Medicines of India,
And Common Medical Plants : With Full
Index of Diseases, indicating their Treat-
ment by these and other Agents procur-
able throughout India, &c. By E. J.
Waring, C.B.,, M.D.,, F.R.C.P. Third
Edition. Fcap. 8vo, 55

Indian Notes.
The Voyage out; Travelling in India ;
Upper India; Stations; The Hills;
Mineral Waters; Herbs and Simples.
By F. R. Hoca, M.D., Surgeon-Major,
Crown 8vo, §s.

to 5t. Thomas’s Hospital.

The National Dispensatory :
Containing the Natural History, Che-
mistry, Pharmacy, Actions and Uses of
Medicines, including these recognized in
the Pharmacopeeias of the United States
and Great Britain and Germany, with
numerous references to the French Codex.
By ALFRED STiLLE, M,D., LL.D., and
Joux M. MaiscH, Ph.D. Second Edi-
tion. 8vo, with 239 Engravings, 34s.

Binz's Elements of Thera-

peutics : A Clinical Guide to the Action

of Drugs. Translated by E. 1. SPARKS,

M.B., F.R.C.P. Crown 8vo, 8s. 6d.

Companion to the British

Pharmacopceia. By PETER SQUIRE,

F.L.S., assisted by his sons, P.. W,

and A. H, Squire. Thirteenth Edition.

Svo. ({n the Press.)

By the same Author.

The Pharmacopceias of the Lon-
don Hospitals, armanged in Groups
for Easy Reference and Comparison.
Fourth Edition. 18mo, 65,

A New System of Medicine;
Entitled Recognisant Medicine, or the
State of the Sick. By B. Bosg, M.D.,
Indian Medical Service. 8vo, 108, 6l

By the same Author.

Principles of Rational Thera-
peutics. Commenced as an Inquiry
mto the Relative Value of Quinine and
Arsenic in Ague. Crown 8vo, 4s. 6d.

Diseases of Tropical Climates,
And their Treatment ;: with Hints for the
Preservation of Health in the Tropics.
By James A. HorTox, M.D., Surgeon-
Major. Second Edition. Post 8vo, 125. 6d.

Tropical Dysentery and Chronic
Diarrhcea—Liver Abscess — Malarial
Cachexia—Insolation—with other forms of
Tropical Diseases, &c. By Sir JosEPH
FAYRER, K.C.5.1., M.D., 8vo., 155.

By the same Author.

Clinical and Pathological Obser-
vations in India. 8vo, with Engrav-
ings, 208

Endemic Diseases of Tropical
Climates, with their Treatment. By
Jouw SuLrivan, M.D. Post 8vo, 6s.

A

Family Medicine for India:

By WiLLiam J. Moorg, M.D., Hono-
rary Surgeon to the Viceroy of India. Pub-
lished under the Authority of the Govern-
ment of India. Third Edition. Post
8vo, with 66 Engravings, 12s.

By the same Author.

Health Resorts for Tropical

Invalids, in India, at Ifome, and
Abroad. Post 8vo, 55,




8 7

& A, CHURCHILL'S RECENT WORKS.

TheElements of Indian Hygiene.
Intended to guide the Public in acquiring
some knowledge in the all-important sub-
ject of the Preservation of Health and Pre-
vention of Sickness. By JoHN C. Lucas,
F.R,C.S., H.M."s Indian Medical Service,
Crown 8ve, with Map of India, &c., 55.

The Student’s Guide to the
Practice of Medicine. By Mar-
THEW CHARTERIS, M.D., Professor of
Materia Medica in the University of

Glasgow. Third Edition. Fcap. 8vo,
with Engravings on Copper and Wood, 7s.
Hooper’s Physicians’ Vade-

Mecum. A Manual of the Principles |
and Practice of Physic. Tenth Edition. |
By W. A. Guy, F.R.C.P.,, F.R.S., and
J. HARLEY, M.D., F.R.C.P. With 118 |
Engravings. Feap. 8vo, 125. 6d.

Clinical Studies: i
IHustrated by Cases observed in Hospital |
and Private Practice. By Sir J. Rosk
CorMACK, M.D., F.R.5.E., Physician
to the Hertford British Hospital of Paris.
Two vols, Post 8vo, 20s.

Clinical Medicine:
Lectures and Essays. By BALTHAZAR
FosTER, M.D., F.R.C.F. Lond., Pro-
fessor of Medicine in Queen's College, |
Birmingham. 8vo, 105 64,

Clinical Lectures and Cases,
with Commentaries. By HENRY THOMEP-
soN, M.D., F.R.C.P., Consulting Phy-
sician to Middlesex Hospital. With Tem-
perature Charts. 8vo, 7s. 6d.

Clinical Medicine :
A Systematic Treatise on the Diagnosis
and Treatment of Disease. By AusrtIin
FrixT, M.D., Professor of Medicine in
the Bellevae IHospital Medical College.
Bvo, 20s,
By the same Author.
Phthisis:

In a series of Clinical Studies. 8vo, 165,

Transfusion of Human Blood:

With Table of 50 cases. By Dr. RouUssEL,
of (Geneva. With a Preface by Sir JAMES
PAGET, Bart. Crown 8vo, 25 6d.

The Spectroscope in Medicine.
By CHARLES A. MacMuny, B.A., M.D.
8vo, with 3 Chromo-lithographic Plates
of Physiological and Pathological Spectra,
and 13 Engravings, 0s.

The Microscope in Medicine.
By LioxerL 5. BEaLE, M.B., F.R.S5.,
Physician to King's College Hospital.
Fourth Edition. 8vo, with 86 Plates, 21s.

Also.

On Slight Ailments :

Their Nature and Treatment. 8wvo, 55

A Manual of Medical Diagnosis.
By A. W, Barcray, M.D., F.R.C.P.,
Physician to St. George's Hospital.
Third Edition. Feap. 8vo, 10s, 6d.

The Student’s Guide to Medical
Diagnosis. By SamurL Fexwick,
M.D., F.R.C.P., Physician to the Lon-
don [Hospital. Fifth Edition. Feap.
8vo, with 111 Engravings, 7s.

Ly the same Author.

The Student’'s Outlines of Medi-

cal Treatment. Second Edition.
Fcap. 8vo, 7s.

o Alse,
On Chronic Atrophy of the

Stomach, and on the Nervous Affections
of the Digestive Organs. 8vo, 8s.

The Student’s Guide to Medical
Case-Taking. By Fraxcis WARNER,
M.D., Assistant Physician to the London
Hospital. Feap. &vo, 55

Asthma :
Its Pathology and Treatment. By J. B.
BERK,_.P.RT, M.D., Assistant-Physician to
the City of London Hospital for Diseases
of the Chest. 8vo, 7s. 6d.

Notes on Asthma:
Its Forms and Treatment. By Jouw C,
THorowGooD, M.D., Physician to the
Hospital for Diseases of the Chest, Vic-
toria Park. Third Edition. Crown 8vo,
45. G,

Observations on the Result of
Treatment of nearly One Hun-
dred Cases of Asthma., By T. L.
PrippaM, M.R.C.5. Third Edition,
8va, 2s. 6d.

Diseases of the Chest:
Contributions to their Clinical History,
Pathology, and Treatment. By A. T.
HovucHTON WATERS, M.D., Physician
to the Liverpool Royal Infirmary.
Second Edition. 8vo, with Plates, 15s.

Winter Cough:
(Catarrh, Bronchitis, Emphysema, Asth-
ma). By Horace DogperLr, M.D.,
Consulting FPhysician ot the Royal Hos-
pital for Diseases of the Chest. Third
Edition. 38vo, with Coloured Plates,
10s. 6d.

By the same Author.
Loss of Weight, Blood-Spit-

ting, and Lung Disease. Second
Edition, to which is added Part VI., **On
the Functions and Diseases of the Liver.™
8vo, with Chromo-lithograph, 10s. 6d.
Alre,
The Mont Dore Cure, and the
Proper Way to Use it. B&vo, 7s. 6d.

Ey— El'- d




I & A. CHURCHILDS RECENT WORKS. 9

Relapse of Typhoid Fever, espe-
cially with reference 1o the
Temperature. By J. PEARSON
IrviNg, M.D., F.R.C,P., late Assistant |
Physician to Charing Cross Hospital.
8vo, with Engravings, 65

Croonian Lectures on Some
Points in the Pathology and
Treatment of Typhoid Fever.
By WiLLiam CAYLEY, M.D., F.RC.F., |
Physician to the Middlesex and the
London Fever Hospitals.  Crown 8vo,
4s. 6d. :

Manual of the Physical Dia-
gnosis of Diseases of the Heart,
including the use of the Sphygmograph |
and Cardiograph. By ArTHUR E.
Saxsom, M.D., F.R.C.P., Assistant-Fhy-

sician to the London Hospital. Third |
Edition. Feap. 8vo, with 48 Engravings,

75. bd. i
. By the same Author. !

The Antiseptic System in Medi-
cine and Surgery: A Treatise on
Carbolic Acid and its Compounds, etc.
With g Plates (42 Figures), 3vo, tos. 6d.

On Diseases of the Heart.

By Tuos. B. PEacock, M.D., F.R.C.F.
(1) Malformations. 8vo, 10s. (2) Causes
and Effects of Valvular Disease. 8vo, 55.
(3) Prognosis in Valvular Disease. 8vo,
15,

Medical Ophthalmoscopy :

A Manual and Atlas. By WiLLiam R.
Gowers, M.D., F.R.C.P., Assistant
Professor of Clinical Medicine in Univer-
sity College, and Senior Assistant-Fhy-
sician to the Hospital. Second Edition,

with Coloured Autotype and Lithographic |

Plates and Woodents. 8vo., 18s
i By the same Author. 3
Epilepsy, and other Chronic

Convulsive Diseases: Their Causes,
Symptoms, and Treatment. Svo, 10s. 6d.
Also. '
Pseudo-Hypertrophic Muscular
Paralysis: A Clinical Lecture. Bvo,
with Engravings and Plate, 3s. 6d.
Also.
The Diagnosis of Diseases of

the Spinal Cord. Second Edition.
8vo, with Coloured Plate and Engravings, |
4s. Od. |
The Sympathetic System of
Nerves: Their Physiology and Patho-
logy. By Professor EULENBURG and |
Dr. P. GurTMANN. Translated by A. |
NAPIER, M.D., F.F.P.5. 8vo, §s. 6d.
Studies on Functional Nervous
Disorders. By C. HANDFIELD JONES,
M.B., F.R.S., Physician to St. Mary's
Hospital, Second Edition. 8vo, 18s.

Diseases of the Stomach:

The Varieties of Dyspepsia, their
Diagnosis and Treatment. By 5. 0.
HagsersHon, M.D.,, F.R.C.P., late
Senior Physician to Guy's Hospital
Third Edition. Crown 8vo, 5s.
By the same Author.
Pathology of the Pneumo-

gastric Nerve, being the Lumleian
Lectures for 1876. Post 8vo, 3s. 6d.

Alra.

Diseases of the Abdomen,
Comprising those of the Stomach and
other parts of the Alimentary Canal,
(Esophagns, Cwmecum, Intestines, and
Peritoneum. Third Edition. 8vo, with
5 Plates, 21s.

Gout, Rheumatism,
And the Allied Affections ; with a Chapter
on Longevity and the Causes Antagonistic
toit. By PETeEr Hoop, M.D., Second
Edition. Crown 8vo, 10s. 6d.

Notes on Rheumatism.
By JurLius PoLLock, M.D., F.R.C.P.,
Senior Physician to the Charing Cross
Hospital. Second Edition. Feap. 3vo,
with Engravings, 3s. 6d.

A Treatise on the Diseases of
the Nervous System. By JAMEs
Ross, M.D., Assistant-Physician to the
Manchester Royal Infirmary. Two vols.,
8vo, with Lithographs, Photographs, and

280 Wood Engravings. 42s.
Lectures on Diseases of the
Nervous System. By SAMUEL

Wirks, M.D., F.R.S., Physician to,
and Lecturer on Medicine at, Guy's
Hospital. Second Edition. 8vo.

(fiz the Press.)

Nervous Diseases:
Their Description and Treatment. By
ALLEN McLane HasmirTon, MDD,
Physician at the E]_inileptic and Paralytic
Hospital, Blackwell's Island, New Y ork.
Second Edition. Royal 8vo, with Illus-
trations. { frest veady.)

Headaches:
Their Nature, Causes, and Treatment,
By WiLLiam H. Day, M.D., Physician
to the Samaritan Hospital for Women and
Children. Third Edition. Crown Bvo,
with Engravings, 6s. 6d.

Fits:
Diagnosis and Immediate Treatment of
Cases of Insensibility and Convulsions.
By Joun H. WaArers, M.D., K.C.,
5t.G.C., Surgeon to the C Division of
Metropolitan Police. Crown 3vo, bound
in leather, 4s.




10 Jo & A CHURCHILL'S RECENT WORKS.

On Megrim, Sick Headache and
some Allied Disorders: a Contribu-

tion to the Pathology of Nerve Storms. By
E. Liveivg, M.D,, F.R.C.P. 8vo, 135,

Nutrition in Health and Disease:
A Contribution to Hygiene and to Clinical
Medicine. By HeNrRY BENNET, M.D.
Third (Library) Edition. 8vo, 7s.
Cheap Edition. Feap. 8vo, 25. 6d.

Food and Dietetics,
Physiologically and Therapeutically Con-
sidered. By I, W. Pavy, M.D., F.R.S,,
Physician to Guy’s Hospital. Second
Edition. 8vo, 155,

By e same Author.

Croonian Lectures on Certain

Points connected with Diabetes.
8vo, 45 6d.

Imperfect Digestion :

Its Causes and Treatment. By A. LEARED,
M.D., Sixth Edition. Fcap. 8vo, 4s. 6d.

Indigestion:
What it is; what it leads to; and a
New Method of Treatingit. By Jouw B,
GiLL, M.D., formerly Surgeon to the
Dover Hospital, &c. Second Edition.
Fcap. 8vo, 45 6d.

The Climate of the Undercliff,
Isle of Wight, as deduced from forty
years' consecutive Meteorological Observa-
tions. By J. L. WHITEHEAD, M.D,
Royal 8vo, 3s.

The Riviera:

Skeiches of the Health-Resorts of the
North Mediterranean Coast of France
and Italy, from Hyéres to Spezia; with
Chapters on the General Meteorology of
the District, its Medical Aspect and

Value, &c. By EDpwarD I. SPARKS,
M.B., F.R.C.P. Crown 8vo, 8s. 64.

Winter and Spring
On the Shores of the Mediterranean. By
Henry BeEnner, M.D. Fifth Edition.
Post 8vo, with numerous Plates, Maps,
and Engravings, 125. 6d.

By the same Author.

Treatment of Pulmonary Con-
. sumption by Hygiene, Climate, and
Medicine, Third Edition. 8vo, 7s. 6d.

The Ocean as a Health-Resort:
A Practical Handbook of the Sea, for the
use of Tourists and Health-Seekers. By
WiLrLiam S, Wirson, L. R.C.P., Second
Edition, with Chart of Ocean Routes, &ec.
Crown Bvo, 7s. 6d.

Davos Platz, and the Effects of
High Altitude on Phthisis. By
ALFrRED Wisk, M.D. Feap. 8vo, 2s. 6d.

Principal Health-Resorts
Of Europe and Africa, and their Use in
the Treatment of Chronic Diseases,

By THomas More Mappes, M.D.,
M.R.I.LA. 8vo, 105,

Handbook of Medical and Sur-
gical Electricity. By HEerserr
Tiseirs, M.D., F.R.C.P.E., Senior
Physician to the West London Hospital
for Paralysis and Epilepsy. Second
Edition. 8vo, with g5 }_‘:ngm\rings, gs.

By the same Author.

A Map of Ziemssen's Motor
Points of the Human Body: A
Guide to Loealised Electrisation. Mounted
on Rollers, 35 x z21.
tions, §s.

Lectures on the Clinical Uses
of Electricity. By ]J. RusseLL
ReyyoLps, M.D., F.R.S., Physician to
University College Hospital. Second
Edition. Post 8vo, 35. 6d.

A System of Practical Surgery.
By Sir WiLLiam Fercussox, Bart,,
F.R.5. Fifth Edition. 8vo, with 463
Engravings, 21s.

Surgical Emergencies:
Together with the Emergencies Attendant
on Farturition and the Treatment of
Poiscning. By PauL Swain, F.R.C.5,,
Surgeon to the Koyal Albert Hospital,
Devonporl. Third Edition. Crown 8vo,
with 117 Engravings, §s.

With 2o Illustra-

A Course of Operative Surgery.
By CHrisToPHER HEATH, Surgeon to
University College Hospital. ith zo
Plates drawn from Nature by M.
LEVEILLE, and coloured by hand under
his direction. Large 8vo, 40s.

By the same Author.
The Student’s Guide to Surgical
Diagnosis. Fcap. 8vo, 6s. 6d.
A lra, -

Manual of Minor Surgery and

Bandaging. For the use of House
Surgeons, Dressers, and Junior Practi-
tioners.  Sixth Edition. Feap. 3vo,
with 115 Engravings, 5s. 6d.

Alro.

Injuries and Diseases of the
Jaws. Second Edition. 8vo, with 164
Engravings, 125

Outlines of Surgery and Sur-
gical Pathology. By F. LE Gros

Crark, F.R.S., assisted by W. W.
WAGSTAFFE, F.R.C.5. Second Edi-
tion. 8vo, 105 6.




J & A. CHURCHILLS RECENT WORKS.

The Practice of Surgery:
A Manual. By THOMAS E-RYL;'L_NT,
Surgeon to Guy's Hospital. Third Edition.
Two vols. Crown 8vo, with 672 Engrav-
ings (many being coloured), 28s.

The Surgeon’s Vade-Mecum :

A Manual of Modern Surgery. By ROBERT |

Drurrt, F.R.C.S. Eleventh Edition,
Feap. 8vo, with 360 Engravings, 14s.
Illustrations of Clinical Surgery.

By JoNATHAN HUTCHINSON, Senior
Surgeon to the London Hospital. In
occasional fasciculi. I. to XIV., 6s. 6d.
each. [Fasciculi I. to X. bound, with

Appendix and Index, £3 10s. :

The Principles and Practice
of Surgery. By WILLIAM PIRRIE,
F.R.S.E., Professor of Surgery in the
University of Aberdeen. Third Edition.
Svo, with 400 Engravings, 28s.

Surgical Enquiries :

Including the Hastings Essay on Shock, the
Treatment of Inflammations, and numerons
Clinical Lectures. By FURNEAUX JOR-
paN, F.R.C.S5., Professor of Surgery,
Queen’s College, Birmingham. Second
Edition, with numerous Flates.
8vo, 12s5. 6d.

Treatment of Wounds:
Clinical Lectures. By SaMP50N GAMGEE,
F.R.5.E., Surgeon to the Queen’s Hos-
pital, Birmingham. Crown 8vo, with
Engravings, 5s.

By the same Aunthor.

Fractures of the Limbs,

And their Treatment. 8vo, with Plates,
10s. Gd. _

On Dislocations and Fractures.
By JoserH Macrisg, F.R.C.S. Uni-
form with * Surgical Anatomy.” 36
folio Plates and Text. Cloth, £2 10s.

Lectures on Diseases of Bones
and Joints. By CHARLES Mac-
NAMARA, F.R.C.5., Surgeon to, and Lec-
turer on Surgery at, Westminster Hospital
Crown 8vo, with Engravings, 10s. 6d

Clubfoot :

Its Causes, Pathology, and Treatment.
By Wwn. Apams, F.R.C.5., Surgeon to
the Great Northern Hospital. Second
Edition. 8vo, with 106 Engravings and
6 Lithographic Plates, 15s.

By the same Author.

On Contraction of the Fingers,
and its Treatment by Subcutaneous Opera-
tion ; and on Obliteration of Depressed

Ciecatrices, by the same Method. Bve,

with 30 Engravings, 4s. 6d.
Orthopeedic Surgery,

And Diseases of the Joints. By L. A,

SAYRE, M.D., Professor of Orthopadic
Surgery in Bellevue Hospital Medical
College, 8vo, with 274 Engravings, 20s,

Royal

Osteotomy : ;

With an Enquiry into the Etiology and
Pathology of Knock-knee, Bow-leg, and
other Osseous Deformities of the Lower
Limbs, By WiLLIAM ﬁlACI:‘."-‘:r‘EN,}'ﬁ'I. 10
Surgeon and Lecturer on Clinical Surgery
to the Glasgow Royal Infirmary. ovo,
with 51 Engravings, 7s. 6d.

Lectures on Orthopeedic Sur-
gery. By BErRnarD E. BRODHURST,
F.R.C.S., Surgeon to the Royal Ortho-
paedic Hospital. Second Edition. 8vo,
with Engravings, 12s. 6d.

By the same Author.
On Anchylosis, and the Treat-

ment for the Removal of De-
formity and the Restoration of

Mobility in Various Joints.
Fourth Ldition. 8vo, with Engravings, gs.
Orthopraxy :

The Mechanical Treatment of Deformities,
Debilities, and Deficiencies of the Human
Frame. By H. HEATHER BI1GG, Assoc.
Inst. C.E. Third Edition. 8&vo, with
319 Engravings, 155

The Orthopragms of the Spine:
An Essay on the Curative Mechanisms
applicable to Spinal Curvature, etc. By
RoserT HEATHER BIiGe, Assoc. Inst.
C.E. 8vo, with Engravings, 5s.

A Manual of the Principles and
Practice of Ophthalmic Medicine
and Surgery. By T. WHARTON
Jones, F.R.C.S,, F.R.S. Third
Edition. Fcap. 8vo, with g Coloured
Plates and 173 Engravings, 12s. 6d.

A Manual of Diseases of the

Eve. By C. Macwamara, F.R.C.5,,
Surgeon to Westminster Hospital. Third
Edition. Fcap. 8vo, with Coloured Plates
and Engravings, 12s. 6d.

On Diseases and Injuries of the
Eye: A Course of Systematic and
Clinical Lectures to Students and Medical
Practitioners. By J. R. WoLrg, M.I.,
F.R.C.5.E., Senior Surgeon to the Glas-
row Ophthalmic Institution ; Lecturer on

phthalmic Medicine and Surgery in
Anderson’s College. 'With 10 Coloured
Plates and 157 Wood Engravings. 8vo,

LI 1S,

Hintson Ophthalmic Out-Patient
Practice. By CHARLES IHIGGENS,
Ophthalmic Assistant-Surgeon to, and
Lecturer on Ophthalmology at, Guy's
Hospital. Second Edition, IFcap. 8vo, 35.

Liebreich’s Atlas of Ophthal-

moscopy : Composed of 1z Chromo-
lithographic Plnles%cnntaining 59 Figures).
The Text translated by H. RospoROUGH
Swanzy, M.B. Second Edition. 4to, 30s.




The Student’s Guide to Diseases |

of the Eye. By EDWARD NETTLESHIP,
F.R.C.5., Ophthalmic Surgeon to St.
Thomas's Hospital.  Second Edition.
Feap. Svo, with Engravings, (/n the Press.)

Glaucoma :
Its Causes, Symptoms, Pathology, and
Treatment. By PRIESTLEY SMITH,
M.R.C.5., Ophthalmic Surgeon to the
Queen’s Hospital, Birmingham. 8vo,
with Lithographic Plates, 10s. 6d.

A Manual of Ophthalmoscopy
for the use of Students. By Dr. DAGUE-

NET. Translated by C. S. JEAFFRESON,
Surgeon to the Neweastle-on-Tyne Eye

Infirmary.  With Engravings.” Feap.
8vo, 5s.

Essays in Ophthalmology.
By Grorge E. WALKER, F.R.C.S,

Surgeon to St. Paul's Eye and Ear
Hospital, &c., Liverpool. Post 8vo, 6s,

Hare-Lip and Cleft Palate.
By Francis Mason, F.R.C.S., Surgeon
to, and Lecturer on Practical Surgery at,

St. Thomas's Hospital. 8vo, with 66
Engravings, 6s.
By the same Auihor,

The Surgery of the Face.
8vo, with 100 Engravings, 7s. 6d.

A Practical Treatise on Aural
Surgery. By H. MACNAUGHTON
Jones, M.D., Professor of the Queen’s
University in Ireland, Surgeon to the
Cork Ophthalmic and Aural Hospital.
Second Edition. Crown 8vo, witﬁ 63
Engravings, 8s. 6d.

By the same Author.

Atlas of Diseases of the Mem-
brana Tympani. In Coloured
Plates, containing 62 Figures, with Text,
Crown 4to, 21s.

Diseases and Injuries of the
Ear. By WiLLiam B. Davrey, F.R.C. 5.,
Aural Surgeon to, and Lecturer on Surgery
at, St, George’s Hospital. Second Edition.
Fecap. 8vo, with Engravings, 6s. 6d.

Throat Diseases,

And the Use of the Laryngoscope: A
Handbeok for Practitioners and Senior

Students. By W. Doucras HEMMING,
F.R.C.5.E. With Engravings. Feap.
Bvo, 2s. 6d,

Lectures on Syphilis of the
Larynx (Lesions of the Secondary and
Intermediate Stages). By W. MACNEILL
WhaisTLER, M.D., Physician to the
Hospital for Diseases of the Throat and
Chest. Post 8vo, 4s.

e ———

12 J. & A, CHURCHILD'S RECENT WORKS.

Diseases of the Throat and
Nose. A Manual. By MoreLr Mac-
KENZIE, M.I). Lond., Senior Physician
to the Hospital for Diseases of the Throat
and Chest. Vol, I. Diseases or the
Pharynx, Larynx, and Trachea. Post
8vo, with 112 Engravings, 125, 6d.

By the same Author,

Diphtheria:

Its Nature and Treatment, Varieties, and
Local Expressions. 8vo, 5s.

The Ear:
Its Anatomy, Physiclogy, and Diseases.
By CHARLES H. BURNETT, A.M., M.D.,
Aural Surgeon to the Presbyterian Hospi-
tal, Philadelphia. 8vo, with 87 Engrav-
ings, 18s

A Treatise on Vocal Physio-
logy and Hygiene, with especial
reference to the Cultivation and Pre-
servation of the Voice. By Gorbow
Hormes, L.R.C.P. Edin.,, Physician to
the Municipal Throat and Ear Infirmary.
Second Edition. With Engravings.
Crown 8vo, 6s. 6d.

By the same Author.

A Guide to the Use of the

Laryngoscope in General Prac-

tice. Crown 8vo, with 15 Engravings,
25. bd.

Ear and Throat Diseases.
Essays by LLEWELLYN THOMAs, M.DD.,
Surgeon to the Central London Throat
and Ear Hospital. Post 8vo, 25, 64.

Sore Throat:
Its Nature, Vaneties, and Treatment,
By Prosser James, M.D., Physician to
the Hospital for IDiseases of the Throat.
Fourth Edition. Post 8vo, with Coloured
Plates and Engravings, 6s. 6d.

A System of Dental Surgery.
By Joux Tomes, F.R.S., and CHARLES
5. Tomes, M.A., F.R.5. Second
Edition. Fcap. 8vo, with 268 Engrav-
ngs, I4s.

Dental Anatomy, Human and
Comparative:aManual. By CHARLES
S. Tomes, MLA,, F.R.5. Second Edition.
Crown 8vo, with many Engravings.

(_frest weaay.)

A Practical Treatise on Opera-
tive Dentistry. By JoNATHAN TAFT,
D.D.S., Professor in the Ohio College of
Dental Surgery. Third Edition. With
134 Engravings. 8vo, 18s.

Dental Materia Medica and
Therapeutics. By JAMES STOCKEN,
L.D.S.R.C.5,, late Lecturer to the
National Dental Hospital. Third Edi-
tion. Feap. Svo. (S the Press.)

Rl




S —

The Student’s Guide to Dental
Anatomy and Surgery. By HENRY
SewiLL, M.R.C.S., L.D.S. Feap. 8vo,
with 77 Engravings, 5s. 6d. )

A Manual of Dental Mechanics.
By Oaxrey Cores, L.D.S.R.C.5,
Second Edition. Crown 8vo, with 140
Engravings, 7s. 6d.

By the same Author.

Deformities of the Mouth.

Third Edition, 8vo, with 83 Wood En-
gravingsand gb Drawings on Stone, 125.6d.

Mechanical Dentistry in Gold
and Vulcanite, By F. H. BaLk-
wirr, L.D.S.R.C.5. 8&vo, with 2 Litho-
graphic Plates and 57 Engravings, 10s.

Lectures on Dermatology:
Delivered at the Royal College of Sur-
geons, by Sir Erasmus Wirson, F. R.5.
1870, 6s.; 1871-73, 10s. 6d.; 1874-75,
10s. 6d. ; 1876-78, 10s. 6d.

Eczema:

By McCaLL ANDERsON, M.D., Professor
of Clinical Medicine in the University of
Glasgow. Third Edition. 8ve, with
Engravings, 75. 6d.

Eczema and its Management:
A practical Treatise based on the Study
of 2,500 Cases of the Disease. By L.
Duncaxy BurLkirey, M.D., Physician for
Skin and Venereal Diseases at the New
York Hospital. 8vo, I2s, Gd.

Psoriasis, or Lepra.

By GeorGe Gaskoin, M.R.C.S., Sur-
n to the British Hospital for Diseases
of the Skin. 8wvo, §s.

On Certain Rare Diseases of the
Skin: being Vol. 1 of * Lectures on
Clinical Surgery.” By JoNATHAN
HuTtcHINSON, Senior Surgeon to the
London Hospital, and to the Hospital
for Diseases of the Skin. 8vo, 105 6d.

Leprosy in British Guiana:

An Account of West Indian Leprosy. By
Joux D. Hirvis, F.R.C.S., M.R.LLA.,
Medical Superintendent of the Leper
Asylom, British Guiana. Imp. 8vo, with
22 Lithographic Coloured FPlates and
Wood Engravings. A1 11s. 6d.

Photographic Illustrations of
Skin Diseases. Sixty Casesfrom Life.
By Georck . Fox, M.D. 4to, £5 55

Cancer Life:

Its Causes, Progress, and Treatment, A
General and Historical

R. MiTtcHELL, M.R.C.5. 8vo, 7s. 6d.
On Cancer:

Its Allies, and other Tumours, with special
reference to their Medical and Surgical
Treatment. By F. ALBERT PURCELL,
M.D., Surgeon to the Cancer Hospital,
Brompton. 8vo, with 21 Engravings,
105, 6d.

J & A. CHURCHILDS RECENT HORKS. 13

Treatise. By |

Atlas of Skin Diseases:
By Ticsury Fox, M.DL., F.R.C.E.
With 72 Coloured Plates. Royal 4to, half
morocco, A0 6s

Certain Forms of Cancer,
With a New and Successiul Mode of treat-
ing it. By A. MARSDEN, Senior Surgeon
to the Cancer Hospital. Second Edition.
8vo, with Coloured Plates, 8s. 6d.

Diseases of the Urinary Organs:
Clinical Lectures. By 5ir HENRY
THoMmpsow, F.R.C.5., Emeritus Pro-
fessor of Clinical Surgery in University
College. Fifth Edition. 8vo, with 2 Plates
and 71 Engravings, 10s. 0d.

By the same Aunthor.

Diseases of the Prostate:

Their Pathology and Treatment. Fourth
Edition. 8vo, with numerous Plates, 105,
Also. :

Practical Lithotomy and Li-
thotrity ; or, an Inquiry into the best
Modes of Removing Stone from the
Bladder. Third Edition. 8vo, with 87
Engravings, 10s.

Also.

| The Preventive Treatment of

Calculous Disease, and the Use of
Solvent Remedies. Second Edition.
Feap. 8vo, 25 6d.

Diseases of the Testis, Sperm-
atic Cord, and Scrotum. By
THomas B. CurLing, F.R.S., Consult-
ing Surgeon to the London Hospital.
Fourth Edition. B8vo, with Engravings,
165,

Fistula, Hzmorrhoids, Painful
Ulcer, Stricture, Prolapsus, and
other Diseases of the Rectum :
Their Diagnosis and Treatment. By
WiILLIAM ALLINGHAM, Surgeon to St.
Mark’s Hospital for Fistula. Fourth
Edition. 8vo, with Engravings, 105, 6d.

Cancer of the Rectum:

Its Pathology, Diagnosis, and Treatment.
By W. Harrison Crirrs, F.R.C.5,,
Surgeon to the Great Northern Hospital,
&c. Crown 8vo, with Lithographic
Plates, 6s.

Hydrocele :

Its several Varieties and their Treatment.
By SaMUEL OsBORN, late Surgical
Registrar to St. Thomas’s Hospital.
Feap. Bvo, with Engravings, 3s.

By the same Aunthor.

Diseases of the Testis.

Feap. 8vo, with Engravings, 3s. 6d.

Parasites:

A Treatise on the Entozoa of Man and
Animals, including some Account of the
Ectozoa. By T. SpeEncer CoOBBOLD,
M.D., F.R.S. 8vo, with 85 Engravings,
155,




L]

e — e

14

J & A

— —_— S e

— — -

CHURCHILLS RECENT WORKS.

The Surgery of the Rectum.
By Hexry SumirH, Professor of Surgery
in King's College, Surgeon to the Hos-
pital. Fourth Edition. F cap. 8vo, 5s.

Lectures on the Surgical Dis-
orders of the Urinary Organs. By
REGINALD HARRISON, F.R.C.5.,Surgeon
to the Liverpoul Royal Infirmary. Second
Edition, with 48 Engravings. 8vo, 12s, 6d.

By the same Author.

The Prevention of Stricture and

of Prostatic Obstruction. 8vo, with
_ Engravings, 2s. 6d.

Lithotomy and Extraction of
Stone. By W. PourLerT HARRIS,
M.D., Surgeon-Major H.M. Bengal
Medical Service. 8vo, with Engravings,
105. Gdd.

Diseases of the Bladder,

Prostate Gland, and Urethra, with a
practical view of Urinary Diseases, De-
posits, and Calculi. By F. J. GANT,
Senior Surgeon to the Royal Free Hos-
pital. Fourth Edition. Crown 8vo,
105 6d.

Renal and Urinary Diseases:
Clinical Reports. By WiLriam CARTER,
M. B., Physician to the Liverpool Southern
Hospital, Crown 8vo, 7s. 6d.

Syphilitic Nervous Affections :
Their Clinical Aspects. By THOMAS
Buzzarn, M.D., F.R.C.P. Physician
to the National Hospital for Paralysis and
Epilepsy. Second Edition. Post 8vo.

(L the Press.)

Pathology of the Urine,

sis. DBy J. L. W. TuHupicauM, M.D.,

: F.R.C.P. Second Edition, rewritten and
enlarged. 8vo, with Engravings, 15s.

Genito-Urinary Organs, includ-
ing Syphilis: a Practical Treatise on
their Surgical Diseases, designed as a
Manunal for Students and Practitioners.
By W. H. Van Buren, M.D., and
E. L. Keves, M.D. Royal 8vo, with
140 Engravings, 215.

Lectures on Syphilis.

By HExRY LEE, Consulting Surgeon to St.
George’s Hospital. 8vo, 105, ",
Harveian Lectures on Syphilis.

‘By James R. Lang, F.R.C.5., Surgeon
to St. Mary’s Hospital. Second Edition.
Feap. 8vo, 3s. 6d. -
Photographic Illustrations of
Cutaneous Syphilis. Seventy Cases
from Life. By George H. Fox, M.D.
4to, £5 5s. :
Urinary and Reproductive Or-

gans: their Functional Diseases. By
D. CAMPBELL Brack, M.D. Second
Edition. 8vo, 10s.

Including a Complete Guide to its Analy- '.

|
A Treatise on Syphilis.
By Warter J. CouLson, Surgeon to
the Lock Hospital and to St. Peter's
Hospital for Stone. 8vo, 10s.
By the same Author.

Stone in the Bladder:
Its Prevention, early Symptoms, and
Treatment by Lithotrity. 8vo, Gs.

Also,
Coulson on Diseases of the

Bladder and Prostate Gland.
Sixth Edition. 8vo, 16s.

The Reproductive Organs
In Childhood, Youth, Adult Age, and Ad-
vanced Life, considered in their Physio-
logical, Social, and Moral Relations. B
WiILLIaM  Acton, M.E.C.8. Sixt
Edition. S8vo, I2s,

| Student’s Primer on the Urine.

By J. Travis WHITTAKER, M.D.,
Clinical Demonstrator at the Royal In-
firmary, Glasgow. With 16 Plates etched

on Copper. Post 8vo, 4s. 6d.

A Manual of the Laws affecting
Medical Men. By Ropert G.
GLENN, LL.B., Barrister-at-Law. 8vo,
145.

The Medical Adviser in Life
Assurance. By Epwarp H, SIEVE-

KING, M.D., F.R.C.P., Physician to St.
Mary’s and Lock Hospitals, &c. Crown
8va,

A Dictionaryof Medical Science:
Containing a concise Explanation of the
various Subjects and Terms of Medicine,

| &ec. ; MNotices of Climate and Mineral

Waters; Formulz for Officinal, Empi-

rical, and Dietetic Preparations ; with the

Accentuation and Etymology of the Terms,

and the French and other Synonyms. By

Ropiey DuneLison, M.D., LL.D.

New Edition. Royal 8vo, 28s.

A Medical Vocabulary: -

Being an Explanation of all Terms and
| Phrases used in the various Departments
of Medical Science and Practice, giving
their Derivation, Meaning, Application,
and Pronunciation., By RoBerT G.
Mavne, M.D., LL.D. Fifth Edition.
Feap. 8vo, 105, 6d.

Abridged  Medical Account
Books. The * Expedite” Method. By
James Macnan, L.R.C.S.E. Judex
Ledeer. Royal gto.  For four years, 21s.
Frsiting List. Cloth, 25, 6d. ; Leather,
3s. 6.

- Medical Education

And Practice in all parts of the World.

By HEeRrRBErRT JUNIUS HARDWICKE,
M.D,, M.R.C.P. 3&vo, 105







lopEx— condinmed,

Moare's Health Resorts for Tropical Invalids, 7 Stocken’s Dental Materia Medica, 12
Morris’ (H.) Anatomy of the _faﬁtﬁ. 3 Sullivan's Tropical Diseases, 5 o
WNettleship's Disenses of the Eye, 12 Swain's Surgical Emergencies, 1o
Ogston's Medical Jurisprudence, 4 Ewa.rn:'n Obstetric Ap]!forismg_ 6
Osborn on Diseases of the Testis, 13 Taft's Operative Denusiry, 12

on Hydrocele, 13 Taylor's Medical Jurisprudence, 4
Parkes" Practical Hygiene, 5 Polsons in relation to Medical Jurisprudence, 4
Paxy on [:mhutr.s, TE Teale's Dangers to Health

on Food and Distetics, 10 Thomas on Earand Throat Diseases, 12

I"l.-.:llcpl::kb 5 Dizeases of the Heart, g Thompeon's(Sir H.} Caleulous Disease, 13
FPhillips' Materia Medica, 7 Diseases of the Urinary Organs, 13
Prrrie's Principles and Practice of Surgery, 1t Diseases of the Prostate, 1
Pollock on Rheumatism, g - Lithotomy and Lithotrity, 13
Pridham on Asthma, 8 I'hompsen's (Dr. H.) Clinical Lectures, 8
Purcell on Cancer, I%H: ; Thorowgood on Asthma, 8
Radford's Ciesarean Section, 5 on Materia Medica, 7

Ramsbotham's Obstetrics, 6

Reynolds’ (J..J.) Diseases of Women, 6
——  Motes on Midwilery, 6
Reymolds’ If_; K.} Clinical Electricity, 1o
Robe

T!I'n@it’:hl.lm's_Puthulng!_.r of the Urine. 14
Tibbits" Medical and Surgical Electricity, 1o
Map of Motor Points, 1o

Tilt's Change of Life, 6

rts' EC. Manual of Anthropemetey, s | = Uterine Therapeutics, 6
Roberis' (I, Lloyd) Practice of Midwifery, 5 | Tomes' (C. S.) Dental Anatomy, 12
Foss's Diseases of the Nervous System, g | (J. & C. 5.} Dental Surgery, 12
Foth on Dress : Its Sanitary Aspect, 5 | Van Buren on the Genito- Urinary Organs, 14
Roussel's Transfusion of Blood, 8 " | Veitch's Handbook for Nurses, 7
Routh's Infant Feeding, 6 | Virchow's Post-mortem Examinations, 4

Foyle and Harley's Materin Medica, 7

Wapstaffe's Human Osteclogy, 3
Rutherford’s Practical Histology, 4

Walker's Ophthalmology, 12

iz

Sanderson’s Physiological Handbook, 4 | Waring's Indian Bazaar Medicines, 7
Sansom's Diseases of the Heart, g - — Practical Therapeutics, 7
Antiseptic System, g Warner's Guide to Medical Case-Taking, 8

Savage on the Female Pelvie Organs, 6 Wat.ers'gj.. T. H.) Dizeases of the Chest, 8
Sgrﬁ*s Orthopeedic Surgery, 11 Waters (J. H.) on Fits, g :
Schroeder's Manual of Midwifery, 6 Wells (Spencer) on Ovarian and Uterine Tumours, §
Sewill’s Dental Anatomy, 13 West and Duncan's Dhzeases of Women, 5
Sheppard on Madness, 5 Whistler's Syphilis of the Larynx, 12
Sibzon's Medical Anatomy, 3 Whitehead's (] L.) Climate of the Undercliff, 1o
Sieveking’s Life Assurance, 14 Whittaker's Primer on the Urine, 14
Smith's (E.) Wasting Discases of Childrsn, 6 Wilks' Diseases of the Nervous System, g

——  Clinical Studies, 6 Wilks and Moxon's Pathological Anatomy, 4
Smith's (Henry) Surgery of the Rectum, 14 Wilson's (Sir E.) Anatomists’ Vade-Mecum, 3
Smith's (Heywood) Dysmenorrhea, & —_— Lectures on Dermatology, 13
—_—  Gynmcology, b Wilson's (G.) Handbook of H gﬁal&. 5
Smith ( Priestley) on Glaucoma, 12 | Healthy Life and Dwellings, 5
Smith (W. B.) on Nursing, 6 Wilson's (W. §.) Ocean as a Health-Resort, 10
Sparks on the Riviera, 1o Wise's Davos Platz, 10
Squire’s Companion to the Pharmacoposia, 7 Wolfe's Dizeases and IFIJ“"'U-'-S_ of ”l-"-"E,}'h II
———— Pharmacopcins of London Hespitals, 7 Woodman and Tidy's Forensic Medicine, 4

Stillé and Maisch's National' Dispensatory, 7

The following CATALOGUES issued J. & A. CHURCHILL will be forwarded
post free on application :—

A. J. & A. Churchill's General List of more than 6oo works on Anatomy,
Physiology, Hygiene, Midwifery, Maleria Medica, Medicine, Surgery, Chemistry,
Botany, &c., &c., with a complele Index to thetr Subjects, Jor easy reference.
N.B.—This List includes B, C, & D. v

B. Selection from J. & A. Churchill's General List, comprising all recent
Works published by them on the Art and Science of Medicine.

C. J. & A. Churchills Catalogue of Text Books specially arvanged for
Students.

D. A selected and descriptive List of J. & A. Churchills Works on
Chemistry, Materia Medica, Pharmacy, Botany, Photography, Zoology, the
Microscope, and other branches of Science.

E. The Half-yearly List of New Works and New Editions published by
J. & A. Churchill during the previous six months, together with Particulars of
the Periodicals issued from their House.

[Sent in January and July of each year to every Medical Practitioner in the United
Kingdom whose name and address can be ascertained. A large number are
also sent to the United States of America, Continental Europe, India,and the
Colonies. |

AMERICA—T. & A. Churchill being in constant communication with
varions publishing houses in Boston, New York, and Philadelphia, are
able, notwithstanding the absence of international copyright, 1o conduct
negotiations favourable to English Authors.

LONDON: NEW BURLINGTON STREET.

®

e L e e e . [Paternozier Rew, London,
















