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TuHE TrEATMENT OF DEFORMITIES,
FracTURES AND DISEASES,

of Boxes I8v THE Lower ExXTREMITY.

M}f tenets regarding the treatment of inflamed joints,
ﬁ,nd the means by which they are carried out to the
curing of diseased articulations, were first published in 1875—
fourteen years ago. The theory and treatment, at that time
rampant among surgeons, regarding the management of diseased
joints, greatly influenced me to publish my treatise on * Diseases
of the Hip, Knee, and Anklejoints.” The principles which
had guided our predecessors were being set aside, and we
were invited by some teachers in surgery to take instruction
from the untrained and unreasoning.  Others taught that the
force of concussion and intra-articular pressure were greater evils
than friction, during the existence of inflammation in ‘a joint ;
consequently, that if these two modes of force were neutralized
or diminished, diseased joints would progress easily to recovery
though motion ot the articulation was not arrested. This
heresy soon leavened the practice of the whole body of surgeons.

Backed by my friend, Professor R. Parker, now teacher of surgery

in our city school, I was, in the year 1875, the only opponent

to the heresy, which has not maintained its ground.,
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[ Part vii.) 3

we have deformed, diseased 0-1" fractured bones to contend
against ; the direct and the indirect method. In medicine
the indirect method “carries the palm"; so, in the de-
partment of surgery here under illustration, the indirect
method is the superior, as, by it, some cures and res-
torations, otherwise impossible, can be satisfactorily performed.

The indirect method gives us physiological rest, (non-inter-
ference with the life of the affected part), as well as mechanical
Tepose. The direct method gives only mechanical rest with
diminished vitality of the area under treatment. The indirect.
method in certain cases is indispensable; the direct one is very
often permissable, some particular advantage overbalancing for a
time the drawback attached to it, if the tendency to recovery
be very strong.  The direct method may sometimes have to
be supplanted by the indirect, which may have to be changed
again for the direct, after the former has answered its purpose ;
still the, indirect must always hold a higher value, being never
employed as a means merely to gain time until a part feels equal
to its standard of usefulness.

Continuing the plan adopted by me in some of my other
“Contributions,” actual cases will be related and ideal ones
sketched. Instructed by long and frequent observation, it will be
my special study to steadily “hold the mirror up to nature,” trans-
ferring the reflected image ungarnished into type, so that the
transfer can be thoroughly depended upon as a guide to practice

Further, among the illustrations, (wood-cuts) as in preceding

parts, there will not be found sketches of extremes of disease or
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deformity. Experience has taught me that such diseases may be
often very easy of correction and cure, while other less extreme
cases may test hard the surgeon’s skill. The *much deformed *
cases surprise the ignorant, but to the trained surgeon they are
no more instructive than those of a lesser degree of deviation, [t
will'be my endeavour while trying to instruct, never to omit

acknowledging any indebtedness,

[uflammation of the metatarso-phalangcal joint of the foes,—
‘The surgeon is occasionally invited to treat inflammation of
‘the base joint of the bigtoe; this disease remaining after
rheumatism, gout, injury or overstrain, or after an inflamed
bunion has suppurated leaving a skin sinus connected with

the joint.

A, consults a surgeon, and complains that during the last three or four
months he feels, when walkinrg, some discomfort in his right big-toe joint.
The surgeon, upon examination, observes that the appearance of the toe
and foot is normal, but yet on manipulation, the joint is slightly limited
in its motion, and at the extremity of flexion and extension very slight
strain gives some pain. Further pressure over the internal lateral ligament
of the toe-joint causes more pain than the like pressure does when applied
to the same point on the left foot. From enquiry the surceon also learns
that when the patient attempts running or subjects the toe to extra strain,
the discomfort is most perceptible.

B. wvisits a surgeon, complains of much discomfort in walking, after
-exposing his foot to view, informs the surgeon that he cannot *‘hend”
his toe. The surgeon perceives that the base joint of the big toe is
obviously enlarged, though otherwise healthy looking ; but on testing the
joint’s motion, though the surgeon finds it absolutely rigid, yet his manipulation,
whilst using moderate force, gives only slight discomtort. On enquiry he is in-
formed that thg patient has suffered discomfort forat least nine to twelve months,
but during that time had attended to his avocation.
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C. sends an ipvitation to the surgeon to visit him, On responding to it
the surgeon finds the patient sitting on a sofa with his foot elevated u-pl:ma
chair, and the toes of the foot enveloped with the filth known as a linseed
poultice.  On its removal there was exposed to view a reddened ccdemal-?us
swelling around the big-toe joint, on the inner and superior aspect of which
was observed a sinus, from which pus discharged, flooding the poul-
tice and irritating the surrounding skin. By manipulation, the surgeon
foond some motion of the joint, but accompanied by pain. The
history given by the patient was, that for ‘‘years” he had an enlarged
bunion over the joint, which did not trouble him much until lately when
wearing a tight boot during a long walk, the irmtation set up an acute at-
tack of inflammation of the bunion, which, by poulticing, had suppurated,

and since remained so, not progressing to recovery.

D. a lady, visits her medical adviser and requests him to examine her
foot. She informs him that three months previously, after a *fdance,” she
felt pain whenever she walked, and that the joint of one of her little toes
gave her uneasiness. She was not certain that *‘the dance” was the cause,
inasmuch as four months ago, she was injured by treading on a sharp
stone with thin soled boots. Her medical adviser interrupted her with the
remark that either of those actions might have caused her discomfort. The
foot being now exposed, the doctor carefully scanned its upper surface
especially the toes, and, not noticing any abnormality, he questioned
the lady. “* Which toe is it you complain of 2 She immediately places the
point of her index finger on the base joint of the third toe of the right foot.
Then the doctor could see that, whereas the hollows of the skin,
which usually commence at the bifurcation of the toes and imperceptibly disap-
pear into the dorsum of foot, also the ridges of skin covering the extensor
tendons of toes, which are usually symmetrical and severally parallel ; that
in this instance the ridge at the base of the third toe was very slightly
distorted so that the skin hollows on either side of the base of the
toe were shortened and the ridge between them was less prominent
and in shape nearly a -triangle with its base to the dorsum of the foot
and the affected joint in its centre. While the doctor was cogitating, the
lady interrupted him with the remark that she could walk better in slippers
than in her strong *‘out of door” boots, and best without either. The doctor
taking within the grip of his hand the whole circumference of the metatarso.
phalangeal joints of the lady’s foot, gives them a sharp but moderate degree
of compression, and asks if he has given any pain. ‘The patient replies in the



\
» ., Y A




LPart vii,] 7

leather thinned off towards the toes, both to lighten and make it
less noticeable. The reader will have noticed thatin case D, the
patient said she felt her foot easier in slippérs than in boots, and
easiest when barefoot. Patients frequently make this remark, the
interpretation of which is the fact, that when bare-
footed, the toes are not subject to circular compression ;
and again when “in slippers,” compression is obviously
less than when the foot is booted ; hence a lesson, that our barred
boot should be a capacious one for such cases as A, B, and D
and for cases of type C, it is advisable to cut away the whole front
of the “upper,” leaving only the bare sole, so as to free the big-
toe joint from all pﬂSﬂihie compression. This mechanical device
can be supplemented by soothing applications at night when the
patient is “at rest.” This simple adjunct I have known to succeed,
after varied treatment had failed to give either ease of pain or

early resolution without defect.

Flat Foot—Splay Foot— Weak Ankles— Talipes Valgus.—

The foregoing terms refer to four degrees of variation from
normal symmetry. This defect varies in degree from slight
inversion of the foot when in use, to eversion of the foot so that

at every step it grinds on the inner aspect of the point of the
lower end of fibula. The last is easily recognised, as, by the
time this condition is observable, the peronei muscles and ex-
tensors of the toes are, in most cases, permanently contracted.
For convenience of description, we will include, in the term
talipes valgus, these four deviations from the normal condition,
of the foot.  For prevention, restoration or relief of this defect
more can be done by specially modelling the boot sole than by
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any other means yet published. “ Money ” may be spent upon
machinery, so-called spring plates, rubber pads, and steels, but
they cannot assist so effectively as a few penny'sworths of leather
- used to vary the boot sole.  There are three classes of feet, the
excellent, the medium, and the bad. The first wear the outer side
of shoe heels more than the inner side, the medium wear the heels
level, the bad ones wear down the inner edge and posterior curve
of the heels. By a modification of the boot sole it is possible to
make a bad foot behave like an excellent one. Here are
sketched four cases which will be useful guides to practice and

will facilitate my demonstration.

Mis. E. brings her son, 6 years of age, to surgeon A. for advice regarding
the boy's feet.  She commences the coasultation as follows : Now doctor, we
have noticed of late, that this boy has a habit of walking with his toes turned
inwards ; this bad habit we have tried to eorrect by discipline, but we cannot
make him do as he has been told—that is, to keep his feet turned out in walking.
His father and 1 would like to know if he requires ‘‘steels” to wear? The
surgeon requests to see the feet exposed and, while the stockings are being re-
moved, examines the boy's boots and sees that the heels have been slightly worn
uneven, down on their inner edges , also that the inner wings of the boot “‘uppers”
have been indented by the inner maleolus of the ankle. The hoy's feet being
now bared, the surzeon notices on his standing, that by the weight of the body
the foot very slizhtly tends to rotate outwardly, the inner maleolus to slightly pro-
ject inwardly ; yet withal, there is no distinct deformity. The surgeon, diag-
nosing the initial tendency to **splay ” of the feet, informs Mrs, L., first, that
steels are not required ; secondly, that the remedy for the existing condition,
is to assist the boy to continue the ioturn of his feet ; thirdly, that hitherto,
the boy was making, by his will, directed to his calf muscles, an effort to avoid
deformity : fourthly, that these muscles, subjected to too continuous an effort
would become tired, then probably, the feet might rapidly splay, other muscles
then coming into play—but only to aggravate the difficulty.  That the
remedy is simply to specially form the boot heels, and that leather will do the
labour, which at present,is continually thrown upon certain muscles, which are
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not only doing their own work, but are sustaininz a weight which ligaments, for
the time, are unable ty sustain. Mrs. E. did notaccept the surgeon’s opinion with
any show of satisfaction, and made the remark : ¢ Only to put a bit of leather
on his shoes, and still make him walk with his toes turned in ! The surgeon
made another attempt to explain why merely wearing a moderately high heel,
well sloped, so that the outer depth of the heel of boot should be # of an inch,
and the inner edge 1 inch, was all-sufficient treatment for a pair of feet, perhaps
only threatening or, at most, only in the initial stage of ‘‘splay,” The surgeon
did not, in this case, convince.

The foregoing case is typical of the patients that come for ad-
vice, during initial state of splay-foot. The surgeon has some
difficulties to contend with : though the remedy is very efficient, it
appears contemptible, this, combined, with the information given
the parent, that the foot must be assisted to, rather than thwarted
from, internal rotation, appears so unreasonable that some tact is
required to convince. Another drawback, which places the surgeon
at a disadvantage, is thatin this early stage, there is not much
discomfort, possibly none — complained of, so that when his remedy
is accepted, no change is noted, except that the inner maleolus
does not appear to jut over the foot so much. The person I had in
view when sketching the case of Mrs. E., left me without any
decided signs of unbelief. But some days after, meeting with a
surgical friend, who had often discussed this topic with me, he en-
quired if Mrs, E. had consulted me, as he also had been consulted.
This shows that it is advisable to take some trouble to convince
when we are consulted. Not many years ago a medical friend came
to consult me, bringing his boy, about 7 years of age, with both
feetin the initial condition of splay, which, without help, might or

might not have progressed to the full deformity. All cases that enter
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upon the initial stage do not become
deformed, though neglected. After
examination, the crooked heel, Fig.
3, was advised to be worn. Casu-
ally seeing the boy afterwards in the
street, I observed that he was
rigged with -‘steels” as if he was
being scaffolded for a general repair
This assistance was only a
fraction of that which a sloped
heel would have given. Altering

the heel is enough for the initial

stage of splay. This modification is shown in Fig. 3, back view

of a right side boot heel.

The inversion of the foot, which is premonitory of splay foot,
may be confounded with that noticeable in connection with talipes
equinus before treatment or after partially successful correction, a
deferential diagnosis of which is easily made. For, where inversion,
is a mere symptom of threatened or coming splay,thenit is not pal-
pable on manipulation of the foot,but only observable when thelimb
is in voluntary action. Inversion in connection with talipes equinus
is palpable on manipulation and during voluntary use of the limb.
The error has been made, of not perceiving that this
inversion foretells the probability of eversion (splay) following
Treatises have been written and mechanical contrivances devised,

to hinder an inversion which really requires encouragement,
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as may be noticed in the New Fork Medical Record, September
17th, 1881, and “ Transactions of American Medical Association

for 1880-1.”

I shall relate another very striking case in support of my teach-
ing. Dr. Glencross, surgeon of the Atlantic S.S. Arizona, brought
to my surgery Mr. Roberts. second officer of that steamer,
suffering from non-union of the lower end of the right femur, the
result of a compound fracture, which had -happened sixteen weeks
before he was examined by me. After we had attended to the case,
and retired to my house, in my consulting room, we found a lady

and gentleman, accompanied by a boy aged about seven years.

The lady, addressing us, said that she had observed that of late the child
walked with his left foot inverted, and now desired our assistance to overcome
thisdefect. Atmy request the boy was placed to stand and then walk, during
which we noticed the complained of defect. I expressed my opinion of the
case, and of the means to be employed to maintain the inversion but th= parents
appeared incredulous. Having observed the child’s gait, and the form of the
right shoe, I expressed to them my opinion that the right foot had already splay-
ed, and requested it to be exposed, when there was revealed to us a fact confirma-
tory of our diagnosis. The right foot was in the second stage of splay ; arch
flattened with eversion, but no contraction of the peronei.  The right foot had
gone through the initial stage; the left one wasin progress to deformity. The
parents, however, were quite satished with the deformed one ; the inversion,
during use, of the otherwise normal foot only giving them anxiety.

The next degree of splay feet which surgeons observe are
those where the arch of foot has “ given ” a little, with a feel-
ing of weakness in walking, and discomfort under the external

maleolus of ankle-joint, without any limitation of the motions of the

ankle or foot.
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Eight years ago, ayoung lady, suffering from splayfoot, came, accompanied
by her mother, to consult me. The arch had ““given” slightly. Noticing that
they were foreigners, I enquired if they purposed staying long in England. They
replied that they were leaving on the morrow for the United States.  This con-
sultation took place on a Sunday morning. During our conversation they
informed me that the state of the younger lady’s foot was one ofthe inducements
which had led to their visiling this country, and on arrival, they had made their
way direct to a city to which the hest medical and surgical skill is supposed to
gravitate, Several surgeons had been consulted, but with no benefit. My prog-
nosis being favourable, they expressed a willinzness to adopt my advice. The
lady's boot heel was crooked, as Fig. 3 ; instep well flattened and filled up level,
as Fiz. 4, BC. A sole view of the alteration is shown in Fig, 5.  After this
alteration of the boot had been made, the reasons for so modelling it were fully
explained. Further, their attention was drawn to the value of each change, par-
ticularly to the crooked heel as first in importance, the bevel of sole being the
lesser; and that at a certain date the altered instep should be omitted, continuing
the use of the crooked heel a longer period.

All this information would enable them to either superintend
the repair of,or the construction of a fresh one when required. Thus
instructed they were dismissed. Two years after I received the

following note :(—
“ Excelsior, Minnesota,
““ August, 12, 1880
¢« Hugh Owen Thomas, Esq.,
“ Dear Sir,

“¢ You may remember being consulted about my dauzhter’s ankle nearly
two years ago, just previous to our returning to America. It gives me great
pleasure to write to you that after weacing the boot you gave for nearly two
years, as you directed, the ankle has entirely regained its natural strength and

action. We both gratefully acknowledge your skill. I feel I have been rather
tardy in informing you concerning the success of your treatment, and hope you

will accept an apology for this apparent neglect, &c., e
As to the cause of non-congenital splay foot,I principally see only
ligaments failing to sustain extra weight, either from children and

youths quickly developing, or adults rapidly gaining in weight, or
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injury causing extra strain, to meet which the unaided muscles
can only temporarily act. In the non-traumatic “splay”
met with specially affecting elderly persons, they invariably
date the commmencement ot their trouble from their gaining
in weight. Another cause for splay foot in adult life, and’
a very important one, hitherto utterly overlooked by surgeons, is
the splay that may result after fractures through the ankle joint.
This form of splay is strictly one from the ankle, and
where generally the arch of the foot is normal. [ maintain that
no matter how successfully a surgeon may treat fractures through
the ankle joint, even though the repair at the end of eight or ten
week’'s treatment or longer, may appear perfect, yet withal if the
patient is not instructed to weara boot with a crooked heel and
a bevelled instep, the deformity of splay may insidiously appear.
During years long gone by, many such fractures were treated by
me during the first twelve weeks, with perfect result, yet the patient
often showed deformity of splay about nine months afterwards.
After the fracture feels firmly consolidated—when the patient
resumes use of his leg—this defect is always to be dreaded. To
remedy this after-accident I devised the splay shoe, and afterwards
found how suitable it was for splay feet in general. By its use the
patient, after a fractured ankle, can walk much earlier than without
it and is guarded from a re-developement of a deformity which the
surgeon had corrected during treatment. In my opinion its bene-
ficial action arises not from its bolstering up the arch of the foot
(Which should be avoided), but by giving the foot an inw

ard rotation,
thus bringing the central

axis of leg and weight of body
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more over the centre of the foot’s width. In splay foot we have the
analogue of knock-knee Taking the weight off one condyle and
maintaining it steadily on the other leads to correction of genu val-
gum; so, likewise, a transfer of the weight by the splay boot pre-
‘vents initial cases, cures some, and in other cases gives relief.

As I look upon the valgus boot as a very useful addition to our
orthopedic armamentaria, I shall here give a detailed description of
its construction. To construct this boot so that we get the utmost
assistance fromit,—First, the inside surface of sole, the part directly
in contactwith the foot, should be perfectly flat.  All old boots are
s0, the hump goes down by the constant pressure of walking. If
the boot be new its *“ hump,” so graceful and yet useless, can be
knocked down with a mallet or broken by straining over a chair
back. This is of much importance in those splay feet not caused h}fl
injuries. Then the heel should be crooked, asis shown in Fig. 3,
a right-foot boot. This is sufficient for slight cases and some
traumatic ones. But for the severer cases of splay, no matter how
caused, the crooked heel. Fig. 3, may be, with some little advan-
tage supplemented by the sloped sole as well, shown, Fig. 4 and 5.
The sloped sole should not extend quite to theball of big toe, and
the lines of the upper and lower surface of this sole, B C, Fig. 4,
should be quite straight, not any feeling of hump at B, flat
inside the boot, as well as on the ground surface of the sole ; and
this sole, when properly made, is not visible on the outer aspect of
the boot, for example, see Fig. 6. The Figs. 3, 4, 5, 6, are plans
of a right foot boot altered for splay foot. The construction of

this boot is very simple, yet no shoemaker can be trusted to make
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the alteration correctly. They generally make a hump at B, Fig. 4,
and also neglect to slope or crook the heel, so that whether we
look at the inner or outer aspect of the shoe, a wedge is seen as in
Fig. 4, which should only show on the inner aspect. As the wedge
B C, Fig. 4 is very noticeable when the boot is examined in your
hands,a shoemaker concludes that a mere uniform wedee is required
and the most important, because it is the greatest observable
alteration, whereas to the surgeon, the crooked heel, which is not
readily observed, is the most valuable alteration. So to make sure
that the sufferer gets an efficient boot, the surgeon, besides
instructing the shoemaker, should inspect the change before the
boot is delivered for use, and if any repair be afterwards required, he
should still distrust the repairer, and again inspect. This is my
conclusion after twenty-four years’ wrangling with St. Crispin’s
fraternity. No boot can be properly converted to suit a splay foot

if the heel point be not as wide as the heel part of the foot sole.

The extreme form of splay foot is so well known to surgeons
that there is no need of my giving here a description. Twao
varieties are presented for treatmant, one with the foot
fixedly everted by contraction of the peronei muscles, another
in which the muscular part of the extensors of the toes is also
contracted. These two forms of splay feet can, by the wearing
of shoes with sloped heel and sole, be relieved from much discomfort,
but mere mechanical aid will not correct the inversion and the
limited radius of extension ; to remedy which, the operation of teno-
tomy should be performed, dividing the tendons of the peronei,

to relieve fixed eversion, and also the tendons of the extensors






[Part vii.] 1]

The splint is applied thus :—The punctures being covered by cotton
wadding dipped in an antiseptic oil, retaining it in position by a bandage
wound round the limb in the direction of the inversion of the foot, then the
padded splint is applied to the external aspect of the leg and foot, and main-
tained there by a bandage. This post operative dressing is shown at Fig. 7.

The after treatment of such a case as the
preceding is obvious enough, the dressings
are re-applied from time to time, until the foot
appears to have “set” in a position In every-
way the reverse of “splay”.  As this is the
first instance of tenotomy discussed here, it may
be the proper place to contribute a practical

hint. It is not usually taught but still it forms an

important factor towards success, viz., that the

limb should be dressed at a period of from
twelve to twenty-four hours after the operation, as much ease
is given to the patient by the slackening of the bandage, which
must, from swelling of the part, be exercising more pressure than
when first applied : often being enough to devitalise the part
50 as to bring on suppuration. The subsequent dressings depend
upon the judgement of the surgeon and the condition of the part.
After the release of the foot from the form shown in
Fig. 7, the sloped heel and sole may be worn, and the foot
exercised.  Unilateral splay foot, if of an extreme form, by its
shortening effect upon one of the lower extremities often brings
about a secondary effect, namely, a lateral curve of the spine.
Consequently it is advisable, when we are consulted concernin I

such a deviation from the normal line of the spine, to examine



[Part vii. 18

the feet. In my experience it has happened that a person
has been under treatment by a spinal specialist for years,
fitted with irons from the shoulder to the sole of the foot, without
perceptible effect, yet, a few pieces of leather applied to the boot

produced the wished-for effect.

Club Foot:~There are two classes of this deformity; the congenital,
and non-congenital. In the first class we have talipes calcaneus,
equinus, equino-varus, and plantar-varus; in the second class
arising either from constitutional or traumatic cause, we have
generally talipes equinus, and valgus, very rarely the varus
form. ‘The diagnosis between congenital and non-congenital
talipes is generally very easily made, with one exception, that
of talipes equinus, which is not so easily differentiated. It
has been my observation, that in the non-congenital form of
talipes of the equinus type, the foot can be perfectly flexed, it
the knee is also flexed, but when the knee is 1}erféctl}v extended,
flexion of the foot is limited. This is not generally the case
in the congenital form; hence we may conclude that the
muscular tissue of the soleus is principally affected in these cases.
Before giving details of my method of treating the various forms
of club foot, I here introduce a summary of principles.

They have already been referred to in a previous * Con-
tribution.”

First.—Having tenotomised, immediately force should be used
to gain the utmost possible range of action.

Second.—The part is re-examined within twenty-four hours

after the initial operation, so as to avoid any serious
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devitalisation by circular compression of the parts injured by
the initial procedure ; but there should not be any repetition of

the violence at this early period, lest suppuration be induced.

L/ird—The unsoundness that results from the primary
manipulation, is: by the use of force applied periodically, con-

tinued until the desired symmetry has been secured.

Fourth.—Force, if employed to correct deformity, should be
used at periods too short to allow of the part recovering
from a preceding manipulation, yet not so limited as to cause
the repeated manipulations to bring about such a degree of
tenderness that may necessitate the interruption of corrective

treatment.

By attention to these rules it is possible to make a better cor-

rection than can be done by either knife, saw,or mere wrenching.

Tualipes  Caleaneus :—The treatment of this form of talipes
has not hitherto been productive of much improvement of the
part, an occasional case excepted. Surgeons have tried various
modes of treatment such as shortening the tendo Achillis, by
the excision of a portion, mechanical aid combined with local
application, such as friction, baths, linaments. One great
impediment to successful treatment is the impeding strain to
which the muscular tissue is subjected during walking; another is
that we have to contend with lessened vitality in the muscles
of the calf, again, the difficulty of uninterruptedly main-
taining the foot in an extended position, so that muscular
shortening may take place. Even if the last impediment was
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form at proper periods painful percussion of the tendon
with a circular piece of wood, and flagellation of the
calf muscles with a piece of leather one inch wide, one-
sixteenth of an inch thick and about eight inches long, attached
to a short wooden handle® After each performance I apply
below the knee a garter of adhesive plaster to slightly dam
the circulation and thus improve the nutrition of the leg.
The foregoing method of treatment has given me at times

excellent results.

P Fig. 8 represents a calcaneus
boot with wedge heel and back
stay, the latter set at an angle of

120° to the sole of the boot,

Talipes  Egumus —As a con-

congenital defect this form of club-

foot is rarely met with, but is a
frequent condition noticeable after

infantile and even adult paralysis ;

also after injuries, Of all forms of
deformity this is one the surgeon can easily, quickly, and
effectually overcome. The time required being sometimes as
short as five days, very rarely requiring fourteen days, before
the patient is again walking about.  As soon as we have
assured ourselves that the equinus is of a permanent character,
all treatment should be prefaced by the operation of tenotomy.

*The handle will alzo be useful for percussing the tendon.
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expended in correction is vastly curtailed.
If the deformed person is brought to the sur-
geon éarly, from about two to eight months
old—the sooner, the easier corrected, if
the case 1s not an extreme example, four
week’s treatment is enough to gain correct
symmetry; an extreme case may require as
many months, The special advantage
which the foot-wrench gives us, is, that often
a case neglected for many years, can, with
a little more labour be brought to be perfectly
useful, if not symmetrical. 1 will give the
reader an outline of a case of equino-varus,

the treatment of which commenced April

8th, 188g. It was that of a child fourteen months old.

The procedure was as follows :—The child being placed supine, with the
aid of an. assistant I divided the tendo Achillis, and placed an oiled pad
upon the puncture, holding the samein position withthe left hand while the infant
was made prone, then still keeping my hold of the legand pad ; with the right
hand, T forcibly flexed and everted the foot ; afterwards, relaxing a little my
efforts, the leg and foot were bandaged and put in a ““club-foot shoe " as
Fig. 17. The second day, the foot was merely re-bandaged, but with less
firmness to the ““club-foot shoe,” the third day’s treatment was a repetition of
that of the second day ; the fourth day, to the ankle a little more forcible
flexion was given, and firmer retention in the “ shoe.” On the fifth day, the
foot-wrench was applied to the body of the foot, and sufficient force employed
to extremely flex the ankle and evert the foot to the position indicative
of splay foot, the **club-foot shoe ” being re-modelled to this “splay" form,
the wrench was now taken off, and the leg and foot firmly bound to the
““shoe.” The manipulation was fepeated on the sixth, seventh, and eighth day,

when it was observable that the foot was symmetrical, and the parent was
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as the surgeon can easily overcome the resistance of the minor
tendons and supplementary structures, which are beyond the limit
of the safe application of the tenotome.

[t will be easily noticed that the wrench shown in Fig. 9, is only a modif-
cation of the Belgian form of the old hammer-headed ** monkey-wrench,” from
which the hammer head with a poition of spanner jaws have been cut off,and
two prongs added to the remaining he:uié also a 5Eilding gu-jwrl Lo makc:_it -
possible that when being serewed up to its work, it can pinch up the integu-
ment of the foot. After a search in the mechanical workshops of the two
continents, I have failed to find a better tool for my purpose than the modi-
fication sketched in Fig. 9.

Fig. 10 shows the wrench in its

first stage of operation.

Fig. 11 shows it in its second
application, ;

Fig. 12 in the third stage. The
two prongs of the wrench are
covered with rubber tubing one
eighth of an inch. thick, so as to in-
crease its gripping power, neverthe-
less, this is often insufficient, and
it may slip off the foot during lever-
are ; hence it is advisable to apply
a few turns of ealico bandage around
the foot, and thus its tendency to
slip is so much lessened that it does
not require to be screwed up so
tightly. The illustraticn shows the
wrench applied to the naked foot,
which is not my usual practice,

The *“club-foot shoe,” simple
as it appears, was not adopted

&

» \ by me in a day; it is the out-

come of thirty-two years expe-
rience, during which time nearly all known Orthopedic devices
for this purpose were tried by me, but none have given me the
results nor the satisfaction, which that shown in Fig. 14 has
done. It is composed of flat bar and sheet iron.
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has been gain-
ed by the em-
ployment of the
tenotome and
“shoe” with
daily  dressing.

Had this child

heen presented
to me at two or
even four months
old, it could have

been treated as
quickly and suc-

cessfully, but it would have been
necessary to usethe wrench. After
correction ofcases long neglected,or
of very exceptional difficulty, and
when the patient is of an age that he
can walk about,it may be advisable,
that to his ordinary boot, some
appliance should be attached to
conserve what we have gained, or
to overcome any tendency to re-

lapse; this is usually done in the man-

ner shown in Fig, 18, a sketch | have purloined from a well-
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Fig. 18, though borrowed from another work, shows, in the
design of the metal portion, the adoption of my practice, to
omit the usual hinged joint opposite the ankle, substituting for

it the old fishing-rod joint into the heel of the boot.

The cases of equinus which are almost uniformly found to be
most stubborn to correct, are those that have recovered from
the effects of abortive treatment. All such cases will be found
more difficult of correction than those which have never been
meddled with. In a preceeding paragraph I have formulated
four rules—only repetitions of my previous teaching—asserting
that “ by attention to these rules, we can make a better correction
than can be made by knife, saw, or mere wrenching.” The
errors which the orthopedists of the past committed in
practice, arose from the fact, that while well aware that
they were treating an animate limb, in practice this was not
sufficiently taken into consideration, consequently the ortho-
pedist was more a carpenter than a surgeon, and the limb
treated as if it was inanimate material. The same objection has
been frequently made against my teaching and treatment, that it
is too mechanical. My answer is this: I have inculcated the
application of less, but more efficient mechanism, than has
hitherto been known in certain departments of surgery.  Strict
attention to details of treatment, the principles of which I have
laid down, bring about such a physiological condition of the
deformity, that it becomes more and more pliable, and pos-

sible of being progressively altered ; the force required, condi-






{Part vii.] 33

the bandage, enveloping the foot to protect the skin from abrasion, [ i"m?mrt
that the skin, on the inner aspect of the heel, just between the tendo Achillis
and the inner malleolus, had ruptured, exposing part of the severed tv:ndcfn.
Now, alittle powdered Boracic Acid was sprinkled over the wound,and a thick
pad of loose medicated sawdust was applied, then azain, the foot 'u:'ns bandaged
and replaced in the club-shoe. Profiting by my experience on this day, I was
contented with less progress when applying the wrench to the left fﬂ-‘:_'rL
By the aid of the medicated dust, suppuration was avoided and prc:g?-n:sawe
treatment was not intermitted, merely slowed. In this case, occasionally,
Mr. R. Jones assisted me, and at times, Dr. Morgan, of Liscard.

The foregoing case reminds me of a nautical phrase over-
running his distance.” By attention to stated rules, there was
gained on the tenth day with a certain amount of force, that
which was certainly impossible at any time during the first six
days, and a condition, favouring alteration more than I ex-
expected, was brought about by the tenth day, hence the em-
ployment of a force which was insufficient during the first six
days, was found to be excessive on the tenth day.

Bowy leg.—Until the present rage for performing sub-
cutaneous seéction, for the relief of this and other deformities of
the long bones, has abated, it is reasonable to suppose, that
any proposal for a return to a more efficient application of a
previous practice, will not be entertained. [ admit that on very
rare occasions we do meet with such a class of cases of * bow-
legs”, “knock-knees”, and  flexed hips”, which are unalterable
except by section of bone, because the rule applicable to the
reduction of deformity though applying, is not practicable ;
as we could not bring sufficient strain to bear upon the point of
opposition, without devitalizing intervening structures. With

the exception of a very small minority, the deformity popularly
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fractures the correction is immediate, and a suitably padded,
hollowed, straight, sheet-iron splint is applied to the inner aspect
of the leg, and then bandaged moderately firm ; it should be
slackened next day and re-adjusted, and as the irritation sub-
sides, then more firmly bound. Supposing however, that the sur-
geon,though he has used his utmost manual power to the lever, fails
to fracture the leg, then he
can successfully bend it by
Al employing the lever daily,
and firmly bandaging to
the before-mentioned sheet-
won splint. Ten days gener-
ally suffice to reduce the
deformity equal to any reduc-
B tion by fracture, saw, or
chisel. Whether we succeed

C by fracture or repeated strain-

ing, after about fourteen days
-of daily supervision by the surgeon,the bandaging to the inner side
sheetiron-splint, can be trusted to be daily performed by the par-
ent; or asuitable iron support may be worn, as the original cause
may not have totally ceased to act, thus there may be a tendency
to relapse. Fig. 211sa plan of an applied iron support to he

worn for maintaining the correction of a left “ Bow-leg.”

Notes on Injuries of the Foot and Ankle—These two regions
are liable to fractures and dislocations,simple and compound,ot

<common and uncommon form ; from the great utility of these
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is assisted by the efforts of his trunk muscles, through the
medium of a bandage passing behind his neck and under the
patient's heel ; a counter force is gained by attaching the
patient's leg to the surgeon’s foot with a bandage. The surgeon,
as he finds best, may employ both hands to the patient’s heel,
or as in the 1llustration, one hand to the heel and the other to
the leg. The after treatment of these cases is a matter of no
special skill, the ankle should be retained immovable until we

notice its area of action has been nearly restored,and the ankle is
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Fracture of the lower end of the Tibia and Fibula involving
the ankle joint, commonly termed Potf's Fracture—This injury
is twin to another in the upper extremity, often named Colles’
fracture, certainly it will happen that the surgeon has the
misfortune to be called to treat examples of both these injuries,
where inevitably some defect of restoration must be apparent
after repair, even supposing the operator to be exceptionally
skillful, nevertheless the defects of restoration after repair of
Pott’s fracture are scandalously frequent, but pardonable on ac-
count of the deficiency in our training for their management.
Like Colles’ fracture, this injury cannot be satisfactorily re-
stored if an intelligent supervision is not exercised during the
whole of the treatment; it is not at all a question of splints,
The replacement after accident may be excellent, but the splay
outwardly of the foot, characteristic of the injury, with or with-
out some posterior luxation, may be allowed to recur during the
two or three weeks of after-treatment, yet at this period it may
be corrected by judicious pressure. The surgeon may make a
a perfect initial replacement, and maintain it so, up to the sixth,
seventh or eight week, or even longer, until he by manipulation
judges the part firm, nevertheless, soon after the patient has
exercised his foot, the weight of the body brings about some
degree of ankle valgus, which more and more cripples him,
consequently, an excellently managed case, may finally show
a defect of restoration, a blemish which mars its utility. A
defective restoration following a Colles’ fracture, is seldom more

than a question of symmetry. It is not so in Pott’s factures, as
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invariably there is with it a feeling of weakness in the foot, from
the fact that the superincumbent weight of the body is fre-
quently testing it. As I remarked before, the treatment is not a
question of splint, but of intelligent and constant watching, the
surgeon may have, by counter-pressure, to re-model according to
the deviations outwardly or inwardly of the foot from its normal
position in relation to the leg.  The first dressing is so applied
that the external points of counter pressure bear upon the foot
and middle of the calf, while the internal points of pressure are
applied along a surface corresponding to the interval between
the two external points of pressure ; thus the initial restoration
is maintained. But experience has taught us that this may be
overdone, and the surgeon sees a slight traumatic varus, the
foot having been pushed too far inwards by excessive counter
pressure. At one, two, or more subsequent dressings, this can
be corrected by either diminishing the counter power, or for
a time suspending it, nay, even reversing the points of pressure.
In fact, the surgeon has to watch until the fracture is consoli-
dated, then when the patient even partially resumes the use of
the foot, precauation has to be taken lest the callus yields, and
allows the formation of any degree of valgus. To prevent this
disaster, a * valgus boot ” ought to be worn by the patient for six
or seven months during locomotion after apparent consolidation.

Perchance the surgeon may be consulted concerning a
Potts’ Fracture with some degree of valgus, which is apparent six
or seven weeks after the date of the injury, as Fig. 23; after a

lapse of even solong a time this deformity can sometimes be
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safely be given if the patient is under twelve years ofage ; whem
beyond that age, the prognosis is more and more un certain as
the patient advances in years. To the mechanical treatment

of the suppurative stage of ankle joint disease, in subjects of the
cecond class, I can only contribute the advice that the indirect

method should be the local application, supplemented by
crutches for locommotion ; the affected ankle to be kept from
ground, and the error of slinging from the neck avoided ; Fig.25

illustrates the indirect mechanical method applied so as to keep
the anklejoint immoveable. Fig. 26 shows the appliance apart
from the limb, and is composed of three wings of sheet iron

riveted to a flat iron stem sufficiently strong, according to the
age of the patient, that it can arrest motion and tremor of the
joint; it is retained in place by a bandage applied to the calf
portion of the leg and dorsum of the foot, the latter, the artist

has omitted to show in illustration Fig. 25. The foregoing are

the details of the method employed by me in the treatment
of this ailment, when the patient is over the age of twelve years.

Prior to this age, the treatment is the same as that for adults,
with this exception : in place of crutches to aid locomotion, and
prevent concussion to the affected limb of the patient, there is

fitt=d to the limba walking knee-splint, the length of which should
ke, so that it extends three inches beyond the patient’s toes
when the ankle is in an extended position; and to the boot of
the healthy foot is attached a patten three or four inches deep—
‘The arrangement is shown in Fig.27. Thelocal treatment of the

sinuses ejecting pus slightly varies; at times a porous cloth
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steeped in a solution of Boracic Acid,
or else Medicated Wood Sawdust,
very lightly enveloping the parts
draining.  As regards operative
interference, whether the case be
one in adult life or not, if my deci-
sion be to attempt complete con-
servation, then, if cognisant of
suppuration having occurred, the
integument is allowed to become
partly ulcerated, before antisepti-
cally incising the presenting collec-
tion of pus. Experience has taught

me that an efficient drainage is thus.

secured with less liability to constitutional disturbance, and time
saved. As regards the question of excision after thirty years’
experience,it is my opinion if the patient be under twelve years of
age. the question need never be entertained, and further, at this
age, only very rarely is there any occasion to interfere by goug-
ing or scraping the bones. Ofthe many cases of Anklejoint.
Inflammation presented to me for treatment, in no instance
have I had to resort to excision, where the sufferer was under
or about twelve years of age. By chance I have seen cases,
which had been excised by others, the particulars of the last

cuch instance are as follows :—

. This year, during a visit to me, of Dr. Oswald Hermann, Ehem, Operateur

an der Gussenbauer "schen Klinik, Prague, we pxamined a case of excision
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of the Ankle joint; the subject of it was eleven years of age, and the opera-
ti.;-m, so far as the health of the locality, was a perféct success. But the foot
was an utter flail, limb shortened two inches, with very imperfect locomotion,
though aided by cumbrous artificial support; it would not bear comparison
with a vay imperfectly restored ankle, after disease, where excision had
not been employed. The history of the case was, that when a child three
years of aze, the parent had placed him under my care, but soon transferred
hin t> an [astitutioa for the treatment of patients of that age, where the
operation was performed.

Let us suppose, though improbable, that to successfully
restore the ankle in the foregoing case, it would have
required a period so long as three years; the child then
would be six years of age, the part sound and strong, no
special appliance or boot then would be needed ; and
we have a great probability that the part, even if a
little detective, an unlikely result at that age, yet being sound,
would last the patient’s life-time, giving him no care regarding
it.  Let the reader contrast the foregoing with the patient’s con-
dition now ; a flail foot, a periodical necessity for visiting the
Instrument Maker, to be continued as long as he lives. Can the

reader come to a different conclusion than this? That a cure

with full conservation of the part, gives a great return for the

extra expenditure of time.

The mechanmical treatment of Knock-knee, (genu wvalgum )
when nol complicated by anchylosis, the result of mjury or

disease—Having no personal experience of the operative treat-
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the patient and his friends for its manage-
ment. These drawbacks are not present
when using the appliance shown at Fig. 28.
When once it (Fig. 28) has been fitted to
the patient, so simple is it that if the patient
and. his friends make an error in its man-
agement, they must be exceptionally obtuse.
Fig.28 consists of a vertical outside stem of
flatwroughtiron, c.D. bent to a rightangle at
the lower end D, and made round, to go into
a round hole in the heel of boot. At the

upper end is a sheet-iron cross piece ¢, well

padded and intended to bearupon the illium,

-above the trochanter, room being made on the vertical stem
by hollowing it just below the pad, to receive the trochanter.
From b. to A., the stem is straight, but from a. to D. itis curved
to clear the anklejoint. Below the trochanter curve is the
second cross-bar e. b.  The position of this cross-bar
e.b. on the stem is allimportant, if it is not properly
situated, the instrument is certain to be useless. To find
the exact position required for this second cross-bar
e. b, place the boot, having the hole in the outer
aspect of its heel, on the patient's foot, then insert the
hook D), laying the bar c. D. along the outer aspect of the limb,
and mark a point on c D. corresponding to the
sulcus in the skin made by the junction of the nates and

thigh, this point should be the position of the upper
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edge of the second cross-bar, e. b. This cross-bar is made
of hoop-iron, one inch wide, strong enough, and just permitt-
ing the surgeon to mould it with his hands, while a “monkey
wrench” holds the vertical stem. The cross-bar should be so
long, that when bent round the posterior aspect of the thigh, it
shows itself in front of the thigh, half way across. The special
duty of this second cross-bar, is to stop the vertical ‘stem
from coming forwards and rotating inwards. The third
cross-bar A. a., like the second one, is curved, but to
fit the posterior aspect of the lower third of the leg, This
cross-har, answers two purposes : first, as a resting place for
the second vertical bar, G. A, it is also one of the two points
of counter-pressure a. and ¢., consequently we want a bearing sur-
face here of great extent like c., from 11 to 3 inches wide, accord-
ing to the age of the patient and the probable amount of force re-
quired; it has also to be suitably padded. This bar A.a.should be
placed on the vertical bar, at a point corresponding to the part
over the fibula, where that bone ceases to be subcutaneous ;
as a rule it will be found that the distances between a.D. and
c. b. are nearly equal. Thesecond vertical bar G. A. con-
nected to the second and lower cross-bars, is placed upon them
in such a position, that when in use, it is behind the centre of
the popliteal space. Its special purpose is to hinder the limb,
by flexion of the knee, riding over the appliance by the pull of
the bandage. This second vertical bar should be made, half
the width and double the thickness, of the second cross-bar. Of

course the foregoing are general rules for the construction of
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the knock-knee restorer ; so efficient an instrument do I believe
it to be, that a brief recapitulation, with hints for fitting is justi-
fiable. It has to be borne in mind during its construction, that
the points of counter-pressure must have a large area, to avoid
sloughing of the skin.  The main vertical bar should be so
rigid, that the strain of the bandage does not spring, or bend it.
The same remark applies to the second vertical bar, but being
much shorter, lighter iron will suffice. If the point of counter-
pressure c. tilts forward off the illium, to remedy this, the hollow
in the second cross-bar must be made shallow enough to fix c.
at a point on the illium, slightly posterior to the centre of the
trochanter. Should the patient have a feeling of difficulty in
extending his foot while the machine is in use, the lower
counter-pressure bar A. requires its curve making deeper, _b:-,r
bending the whole bar a little backwards. If the foot feels to
be held too much inverted, the part a. D. of the vertical stem,
requires to be slightly rotated upon itself, in a direction that
will make the point ofthe hook at D. indicate a little backwards.
Having now constructed the machine, and with the aid of the
‘““ hip-wrenches,” made a perfect fit, we apply it as shown in
Fig. 29, only requiring a bandage, which should be as wide
as possible—consistent with the age of the patient—never
narrower than three inches for children, up to five or six inches
for patients eighteen or nineteen years old. The bandaging
should be from without, inwards, and for some distance wound
above and bElEWThE knee joint, including within its folds both

of the vertical stems, as shown in Fig. 30. Occasionally it will












Part vii. ] 57

severe when slung, than when resting on the couch. This has -
been confirmed by my observations in private practice ; such
patients, not being so much under our control as when in hospi-
- tal, as soon as the Sl..tTgEDII leaves, habitually bolster the swing-
ing « Fracturecradle ”; when detected and expostulated
with, reply that otherwise the intermittént muscular spasms were
unbearably severe. Having now pointed out the defects of the
various types of machines in use, conclusions, the result of
long observation assisted by the criticisms of the sufferers.
Now, will be introduced to the reader, a mechanical appliance
for the treatment of fractures of the lower extremisties, which
has not the faults of its predecessors. First, defecation
is easily performed without nurse assistance. The patient is
not confined constantly to any particular part of the bed; exten-
sion of a fixed character can be exercised to any amount
in a line with the bone fractured; or this can be arranged
to suit the prejudice of the surgeon, who might incline to a con-
tinuous rather than a fixed mode of extension. The apparatus is
shown in detached portions, Fig. 31, and built up ready for use
in Fig. 32. The reader will no doubt suspect from the appear-
ance of this machine, that from it was evolved the knee splint,
which has found favour with surgeons, as efficient in the treat-
ment of knee joint inflammation. Before proceeding any fur-
ther with my subject, I will enter into the details of the con-
struction, of all the appliances employed by me for the treatment
of fractures of the main bones of the lower extremities, also for

the fixation of the knee and hipjoints—afterwards proceed to
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splint, with this difference, that the *“locking flap 7 has been
slipped off the “axle,” thus exposing the long slot through
which the lower end of the bed-splint has been thrust, and in
lieu of the locking flap, a flat piece of wood C, has been In-
serted between the rods, without which, in screwing up the
¢ hand-nuts” the bars would be bent out of shape, and the axle
could not be firmly fixed at a proper position. The foot-piece
H. B. unlike that in the * fracture carriage,” slides up or down
the rods unconnected with the axle, but is self fixing.
H, H, H, H, are indentations at its base into which the rods
fit; G are its upright parts. By an examination of H, H, H, H, it
can be seen that the free ends are wider apart than the diameter
of the semi-circular end, consequently its free ends have to be
compressed to get them between the *rods,” then allowed to
spring into position, Being made of quarter inch cast steel,
they grip the rods and remain wherever placed. E, E, are the
four sleeves which protect the wheels from being locked, on
screwing up the “hand-nuts.” The surgeon, if summoned to a
patient,—whose lower extremity he surmises must be treated
in bed —takes with him either the “ fracture carriage” fig. 31 or
the “bed-knee splint, axle, and foot piece,” fig.34 ; having placed
together the various parts of either of these appliances, a bed-
room towel is placed over the rods, from A to H, the limb thrust
through the groin ring and drawn into position, the towel being
under the limb, and folded down its centre, the folded side
being round the inner rod, the two free ends of the towel are pass-

ed over the outer rod, atterwards under the limb and tightened,
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with him *the restorer,” fig. 45, the teyulcan fitter,” fig. 46, and
a boot © heel plate,” fig. 47. On applying the bed-splint to the
patient’s uninjured extremity, to test its fitness for the treatment
of the injured one, the surgeon finds that it is several inches
too short, or is so long, that if placed on the injured limb the
foot of the bedstead interferes; the surgeon taking his
¢« Yulcan,” cuts away enough of the W end of the bed-splint,
then inserts the freed ends of the outer and inner rods into the
tubular ends A. A. of the ¢ restorer,” and with the set screws
B. B., jams the inserted rods, so that “ the restorer” added to
the bed-splint gives it the required length. This the surgeon
can perform in a shorter time than it would take a blacksmith

to “blow up his fire.” Supposing again, that the surgeon after

examining his patient, finds a frac-

tured patella, and that he must con-

vert a bed-splint into a calliper ; he
requests to be supplied with a doot,
the older the better, which com-

fortably fits the foot ot the injured

R TI

limb, to this boot, with the aid of a

LTS
am b R

gimlet, screw-driver and screws, the
surgeon attaches a “heel plate,”fig. 47
placing it so that its tubular portion
with the 1 inch hole is sunk
in front of the step of the boot heel ;

the boot is further prepared by

having a V. gap cut out of its pos-
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If of any clinical advantage, 1 would have here reported
striking examples of the correctness of the foregoing opinions.
The surgeon can seldom make the error of giving his patienta
splint which shall be a burden heavier than the disease.
Splints deficient in rigidity add to the complaint, only strong ones
alleviate it. It is my practice to use six forms of machines
for the treatment of hipjoint inﬂamm:;tin;q-, one su-itﬁ:d to t.he
treatment of the ailment when accompanied by flexion only
fig. 61 ; a second for cases of flexion and adduction, as seen in
fig. 62 ; a third, for cases having a tendency to, or with abduc-

tion combined with flexion, shown in fig. 63; the fourth, fig.64,

1s the walking hip-splint, used only for the control of the hip-
joint with anchylosis of doubtful soundness, and for the

secondary stage of traumatic injuries of the hip in adults
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occur before he can, by an addition to the splint, oppose
the deformity. This inconvenience can be surmounted by lower-
ing one of the wings of the upper or thoracic cross-piece on the
sound side of the body, until it embraces the patient
just below the lower rib as in fig. 73, showing the
splint thus altered to correct abduction of right hip.
Ifit be a left hip that is under treatment
for abduction, then the right upper wing
ought to be lowered.  The [wing of
the cross-piece opposite the diseased
side, always to be lowered for abduction;
the one on the same side as the affected
limb should descend to correct adduction.

To temporarily shorten or lengthen a hip

appliance, if it be not excessively so either
way, is an easy matter; if too short,
the points of the wings of the upper cross pieces
should be pushed up towards the collar bones, and those
of the two lower cross - pieces. should be pushed so as
to point downwards. To slightly shorten a hip-splint, just
reverse the procedure for lengthening it, that is, push the
upper wings so as to make their points look downwards, and
force up the two lower ones so that they look upwards. Tt is
well to bear these items in mind,a splint 1s often delivered to us
for use a little too long, but after being in use some months
it may become rather short for the case, or if delivered an

exact fit, may soon require to be made longer ; the dotted wings
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accepting the assistance of a druggist to compose his pre-
scriptions as well as dispense them. ~ We are living in the
era of labour saving machinery. The surgical appliances des-
cribed in this volume, I believe come under the class of “labour
saving.” All fractures and articular ailments are not curable;
amputations are, as yet, in some rare instances indispensable
operations. By fig. 73, the reader is introduced to a frame found
by me to be “labour saving”in the after treatment of amputations
at or above the knee joint ; fig. 74. shows its mode of applica-
tion; it is constructed of five-
sixteenths-inch 1ron wire,
the angle of repose is
easily varied by straining

apart, or closing, its wings.

Its wide lower wings cover
a large area, and do not sink into a soft bed, and on
them a weight can be placed to anchor and keep steady

the stump.
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deaths on the showing of one of the strongest advocates for its employment3
amounts lo T°4, and the treatment by apparatus involves no risk —even bony
union is occasionally obtainedi—operative measures will be resorted to with
reluctance by the majority. There are certainly some which would do better
under operative treatment, but no definite rule for the guidance of the
surgeon can be drawn from a compal ison of the published cases. When, as
in this case, the limb is comparatively useless, should the operation be per-
formed ? To this the answer will usually be in the affirmative. But what are
the results of treatment as compared even with those of recent suture.
Siderbergd collected statistics of 81 cases ; 41 of these were operated on by
primary suture : in 37 there was a good result, in I ankylosis followed, in I
suppuration, in 3 only partial mobility was obtained, and in 1 fibrous union ;
38 were cases of long-standing fracture, in which the result obtained by other
athods was considered unsatisfactory ; in I4 there wasa good result, in &
ankylosis resulted, whilstin 3 the operation was followed by death. The
mortality therefore is high. This is confirmed by the statistics of Valaguier6
on the operation in old cases. Out of 45 operations, 22 were successful ; in
g there was partial ankylosis ; in I complete ankylosis (in 10 of these the
joint suppurated) ; three died. Success or failurs will much depend upon
the selection of cases, both as regards condition of limb and the presence of
any constitutional diseass or deterioration of general health—as from addic-
tion to alcohol. It is not that sufficient care is not taken in the use af
antiseptics, some of the most careful in this respect having had untoward
results. In some it has been found almost impossible to bring together the
fragments owing to contraction of the quadriceps muscle, which it has been
necessary to divide? in order t) obtain success, Von Bergmann in one
instance did not divide this muscle, but chiselled off the tubercle of the tibia
and then united the fragments, with good result. A vertical incision over the
centre of the joint is usually employed in this country, though the fragments
have been sutured through a transverse incision.8 In some cases no drainage
has been used, the object Leing to obtain primary union throughout. Mr.
Turner recorded a case? in which the wires required removal some months
after the operation, having been the cause of recent suppuration in the joint.
They are, however, commonly left and rarely produce inconvenience.
Cecill crosses the wires obliquely, passing them through lateral incisions.™

l Tue Lancer, 1878, vol i, p. T Ibid.. Rass, i
1886, WLHIE ;I.:I Sn?aﬁ m.fssl vol, ‘u?,, p. 6ar, &c. 1879, vol.,ii., p. 797. Ibid., Bloxam,
% Ibid,, 1887, vol. ii., p. 317, Cameron and others: 1879, vol.ii.,
3 Thid., 1886, vol. ii., p. 82. Dennis, statistics uﬁﬁ; v-:lu::cﬁfh e
i 4 Lbid., 1386, vol. i., p. 257
5 Ibid,, 1887, vol., p. 331. Ann, U?nir. Med. Sc.

6 Achives de Medicine, vol. ii., p. 26s.

7 Macnamara, Tie LaNcer, 1879, vol, ii., p. 8rr. Tendo patelle also divided in one

Royes Bell, p. 657,
8 et Med Wach.
Tue LaxckT, 1887, vol. i., p. 572

10 Deutsche Zeitschii i i : ;
l,h:c;nm{: vuluimrm 1ift fur Chirurgie &e., vol, xtxiii, p. 289, See also Brumner in
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We have an example in fractures of the patella, nature cannot
efficiently maintain the limb continuously extended. A surgeon
is able to do this, but nature is fully equal to the repair of this
injury, especially when supplemented by the aid of the surgeon
to maintain fixation. Our motto should be ““supplementing not
supplanting.” Let nature do what she can, we have always the
consolation that however efficient a repairer she may be, sur-
geons will always be better restorers, z.e. mechanics. To satisfac-
torily treat fractures of the patella, surgeons have only for a time
to uninterruptedly arrest flexion of the knee-joint, and to neglect
the local lesion. That the method here advised to be followed
for the treatment of fractured patellas, or any other fractures,
can ke infallable, is not my contention, rather that it will give
better results than any other, with less expenditure of labour by
the surgeon, and a saving of time, pecuniary cost and suffering
to the patient.

There are some features in common to be observed in
fractures of the patella and the neck of the femur, with a very
notable difference. Fractures of the femur's neck are very
often complicated by some degree of inflammation of the hip-
joint, which delays, or if not recognised, may permanentl y
hinder the limb being used again, With fractures of the
patella, any threatened permanent inflammation or fractional
unsoundness of the knee-joint is very rare, but has undoubtedly
been observed, as a cause delaying its resumption of
function. Having tried to make lucid to the reader my

heterodox views and practice regarding these fractures, which
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durine treatment ¥’ My answer would be : ¢¢ Fracture of the patella,” and

that for the following reasons : If the injury be a simple fracture, the result of
muscular action, the patient may return to his work as soon as the surgmn has
applied his skill. If it be a simple fracture from direct violence, with much
intra-articular effusion, then the sufferer is ready to go about as soon as the
effusion has been absorbed. If it be a compound fracture, the case, though
still easily restored and repaired, by reason of the culaneous complication,
requires that the patient should rest until the wound has healed ; then,w.vhe‘fher
that period be short or long, the patient leaves bed, and resumes locomotion.
This prognosis is made upon the supposition that the surgeon in control of the
case practises the indirect method of fixing the.knee-joint exactly similar to the
plan introduced by me to the notice of surzeons, as proper for the treatment
of knee-joint inflammation,™

“During the many opportunities I have had of treating these accidents I have
gradually attained the conviction that neither position nor nicely of adaptation
during treatment is in any way essential to a good result. What we want is a
method of treatment which renders m2arly certain a recovery of the knee-
joint free from defect in function.

Experience has clearly taught me that there are four points hitherto over-
looked, which, if attended to, give success. The fustis time ; the second,
non-interference with the circulation around the patella; the third, that no
strain in the direction of flexion be allowed during treatment ; and lastly, that
the temporary stiffiness produced by the treatment should be allowed to pass
away spontaneously.? In regard to time, I now know that itis necessary to
postpone, uninterruptedly, genu-flexion until a period of five or six months
has elapsed. This is the time which observation has indicated to me as the

safe date at which to suspend control.

The months of surzical control may be considered as divided into three
periods : the first representing the removal of effused fluid ; the second during
which union is progressing ; the third being spent in the congolidation of the
uniting medium when it becomes free from inflammation—.e., healthy. At
the end of this third period the connection between the previously separated
segments of patella—whether bony or ligamentous—will withstand, if sound,
any habitual strain, and whether the two segments have been in close apposi-
tion or a perceptible distance apart, is merely important from the point of

{ By “ temparary stiffness” is not undeistood here to be the stiffness indicative of the
unmundne.:;a of the articulation. which can be diagnosed by observation of the flexion
test. See “ Inflammations of the knee-joint,” in a succeeding chapter.
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bed, but at the earliest possible moment the patient should be ordered out of
bed and employ his limb in locomotion, so as to produce a tense, brawny
cedema external to the joint, the formation of which the ¢ indirect” method
cenerally favours; and upon which cedema the surgeon has to depend enfirely
for maintaining ger/ect apposition of the patellafrazments. The surgeon may
occasionally be called upon to manage fractures of the patella unavoidably neg-
lected,with much separation of fragments and defective power arising therefrom.”

Fig. 77 shows an anterior view of the
* Calliper” splintapplied for thetreatmentof
a fractured patella, it in no way differs
from the manner in which I would apply it
to the treatment of a diseased knee-joint ;
except that for the former, it is made as
nearly as possible the exact length or a

little shorter, but for the latter it is made a

shade too long, so that the patient’s heel is
at least half an inch from the

sole of his boot,

Fig. 78 shows a posterior
view, both figures show a
plan of the method of in-
direct fixation, By refer-
ing to pages 74—S8o the
reader will there find all the
details pertaining to the

fitting of a ¢ Calliper” for

the treatment of these frac-
tures. When the “Calliper,”

after a time, has to be re-
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pin and & bone nail. 'When this was done firm bony union was obtained.
‘The attempt to apply this treatment to human subjects was felt (o be an ex-
treme measure, ill-adapted to the old and feeble patients in whom this acci-
dent is generally met ; and it hes now been shown to be wholly unnecessary,
for the same end can be obtained by simpler and milder measures, to which
no objection on the score of severity can be urged. The object aimed at is to
reduce completely all unimpacted fractures, and to hold the fragments in such
firm contact that a kind of slight impaction is produced and bony union ob-
tained. For this purpose he fixes the limb in its corrected position by a
plaster-of-Paris splint carried from the toes up the limb and the trunk as high
as the eighth rib, and down the opposite thigh as far as the knee. An interval
is left in the plaster case over the great trochanter, and a pad worked by a
screw on a steel arch attached to the splint is applied over this interval. When
the plaster is set, pressure is made in the line of the neck of the femur by
screwing down this pad. By this pressure the two fragments, which by the
perfect reduction of the fracture have been brought into apposition, are
pressed together, and are held as securely af if they were transfixed by a pin.
In the Fournal of the Anerican Medical Association for August, Dr. SENN
describes fully this mode of treatment, and he details several cases in which he
has applied it. He recommends that the same means should be einployed
when the fracture is impacted, as a security against disimpaction under the
influence of the rarefying ostitis which accompanies union. Oanly, in cases of
impaction no manipulation should be made to separate the fragments, and no
efforts made to restore the length of or the position of the limb. By this treat-
ment it is stated that bony union can be confidently anlicipated, that patients
can be got up within a few days of their injury and so aveid all risk of hypos-
tatic pneumonia, and that in many cases complete restoration of the function
of the limb can be secured in the mimum of time. In its present form it
seems to be a method that deserves carveful trial, and if in other hands it is
found as practicable and as successful as In Dr. SExx's, that enterprisinr sur-
geon will have conferred a great benefit upon a larze class of aged sufferers
for whom surzery has hitherto done but litile.”

This “editorial” is-a fair statement of the - situation and
present prospect ; but as I differ materially therefrom, in the
following pages the “ editorial” will be analysed, each paragraph

consecutively, viewed by light taken from my own experience.

1 ““The surgery of fractures of the neck of the femur cannot be said to be in
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joint are frequently permanently debarred from use by this
defect. This is a very important clinical fact, although hitherto
an unrecognised one, yet its non-recognition has been the
main cause of our failure in treatment. It is a fact so easy to
demonstrate beyond question, that, in the subsequent portion of
my argument, I shall assume it to be generally recognised,
and will now put to myself the question: ** How do you ex-
plain the disparity of the sequela2 sometimes following the treat-
ment of fractures of the patella and neck of the femur, if
these injuries are so analogous ?” A comparison ofthe mechani-
cal treatment of the two injuries supplies us with the explana-
tion, and teaches us, that in the future we shall have
a perfect parallel between them. Our present deficiency
in the treatment of fractures of the neck of femur
is the cause of the exceptional frequency of unsound-
ness of the hipjoint following the injury. A fractured
patella always involves the kneejoint more or less in the disas-
ter, a surgeon in treating it maintains the joint in the condition
of extreme extension for a long period, so long a time, that the
unsoundness of the joint being only of traumatic origin,
has become sound long before the restraint is removed, further,
the usual means of restraint are very efficient, at least 75 per
cent of the whole limb ; and if the means devised by me are
used, the splice is equal to the whole limb, 1oo per cent, the re~
sult is, that during the whole treatment, friction of the joint
while unsound, is thoroughly arrested. The value ofall this the

reader will perceive, Fractures of the neck of the femur and



™
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‘consefuent damagé to the joint, sometim=s receive no methodi-
cal treatment or such mechanical assistance which ineffectually

© arrests tremor and motion of the articulation. Take for instance,
¢ the last “edition ” of treatment, referred to by the editor. of the
“ Lancet,” the “Senn” method, by it can be gained only 33 per
cent of mechanical fixation—taking the trunk and lower limb
‘as a “standard,” and by my method only 66 per cent, and as
- the deficiency in both methods is at the best points of effect, the
ends of the lever, so the extra 3o per cent to be gained by my
hip appliance doubles our power of fixation. If we could
get the 1oo' per cent of fixation for the hip, as we can for
the knee, then we could get our patient out of bed probably
“ the day after the injury. To gain 100 per cent towards
fixing the hipjoint as effectually as the kneejoint, the sufferer
would have to be entirely coffined, The foregoing are my
reasons for holding the opinion, that the difference in efficiency
of mechanical fixation between patellar fractures and those of
the neck of the femur, explain the fact, that imperfect
results so frequently follow the treatment of fracture of the
neck of the thigh bone, and point out to us, that the inefficiency
of our means necessitates a longer period of rententive treatment.
As regards the diagnosis and prognosis, of injury to the neck

of the femur, here will only be discussed types which the
surgeon has generally brought under his observation: the symp-
toms attendant upon each are nearly always complicated by the
concurrent signs of injury to the hip joint, the latter sometimes

appear early,but usually later on and gradually overshadow the
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qympmms of the former. If the |1:1ti+:l1t has merely strained the
whole joint, the signs of this, ﬂtth} the patient but not obyious
to the surgeon, except by the flexion test, make any injury to
the whole joint appﬂ.reni ealh, but where fracture exists it
intensely affects the patient and occupiesthe surgeon’s attention,
early over.hadowing the articular injury, it is only when
the irritation attendant upon the fracture has much subsided that
the milder but more persistent symptons of joint injury are noticed
end their meaﬁing interpreted correctly or perhaps incorrectly.
The error of 111tcr[:rethtion is often made after the lapse of some
weeks or months, that of supposing there primarily must
have been a fracture, which chronic injury to the joint much
simulates, giving rise to difference of opinion among the sur-
geons who may be ccﬁnﬂﬂtud, those first consulted maintain-
ing that there was no fracture to be detected, but those con-
sulted some months later greatly suspecting a {racture, from the
deformity present and account for the delay of cure. To spe-
cially diagnose whether the fracture be impacted or not, extra or
intrafapsular, is noaid to treatment, no matter which of them the
surgeon may have totreat, if the condition of the patient before
referred to permits, the whole details of treatment ought to be
employed. Ifa fracture exists which the surgeon fails to detect
he ought to be on the alert for signs of mere injury to the joint.
:’Lithﬁugh fractures of the neck of the femur frequently happen
during infancy, as well as the declining period of life,
if detected early, a very rare ocurrence during early life, their

treatment presents no diff culty.
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4 experience up to this date, am more than ever convinced that,
whether the fractured patella be complicated by a wound or
not, interference by knife and wiring will not give as good and
<afe results ascan be gotten by a natural method of cure, if
the surgeon knows how to aid or at least not thwartit. There
are principles of treatment which, if carried out in practice, will

enable the surgeon to dismiss his patient with, at least, a useful

limb and in the majority of cases with a faultless cure.

The evils which our past and present practice up to this
time have failed to avoid, are these: the patient might after
treatment be unable to extend his leg propér‘ty, or, when stand-
ing, to maintain his thigh rigidly in a line with the leg,
from excess of mobility with deficiency of power.  These
remains of the accident can be avoided, as I have shown in the
paper mentioned above.

This contribution to the treatment of fractures at the neck of
the femur has been prefaced by the foregoing remarks relative
to the patellar fractures, because, in giving my vViews of the
theory of treatment, proper to fractures at the neck of the femur,
reference must.be made to principles which, I maintain, apply
equally to the treatment of factures either of the patella,neck of
the femur or of the olecranon, and here are repeated the views,
given in my former paper in this journal, that the treatment
either of these or anyother fractures, or of diseased joints,is not
mainly a question of mechanics. It is time enough to begin
inventing splints when we know with some certainty what we

require in order to gain our purpose, then we shall be better
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«z fracture, but after the lapse of someti me—generally after the
second week—many of the signs of fracture appear ; shorten-
ing, eversion of the limb, limited motion, and deformity
evident by the flexion test. These differ in no manner from the
signs of simple inflamed hip-joint, and can be diagnosed asnota
fracture of the neck of the femur, by the surgeon placing simul-
taneously the palms of his hands upon the patient’s trochanters
‘he will notice that, in fractures, the trochanter of the defective
limb is sligthly or distinctly prominent, and sometimes higher up
than that of the sound side, this differential diagnosis is not of
much practical value, as the details of treatment are nearly
alike, whether there be fracture or not. If there be no fracture,
the omission of a retentive extension is not a fault, indeed
where fracture exists, it is not always possible to safely apply
any extension.

When called toa patient, the surgeon should at once fix the
joint in a line with the trunk, as immovably as possible, to
minimise the coming or presentirritation of the joint, then apply
any form of retention which will keep the limb at, or as nearly
as possible at its normal length, and let any bandaging that
may be employed be wound in a direction the reverse of the
external rotation observed in these fractures. The patient must
be limited to a diet with the least possible ingesta lest the
injured limb be disturbed during a movement of the bowels in
the period of greatest pain, and when he is utterly helpless.
The bowels will infallibly act spontaneously, if the diet has

been properly selected (milk especially being excluded), at or
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% two or three years delay, the surgeon can, by following the
rules here enunciated make the limb painless and useful,

The minutizze of practice, which I employ, can best be de-

tailed by a sketch of a few suppositious cases, which, neyez;—

theless, are counterparts of actual ones.

_ Case A., azed seventy, makes a false step, when coming down the stairs
 of his house, and falls on his rizht side, immediately feels intense pain in the
groin and down the thizh, is incapable of recovering the per p&l‘l.l:‘lll:l.ﬂa[' posi-
* tion, and D]JJE.'{:IS to his attendants making any attempt to remove him to bed.
On the surgeon’s arrival, an examination of the region of the hip-joint and
of the lower limb convinces him that there is a fracture of the femur at its
neck, he requests that the patient be left where he was found after the accident,
while were fetched suitable appliances ; these were the posterior support
hip-appliance always adopted by him in ths treatment of diseased hip-joints
and of fractures at or immediately below the trochanter. As soon as these
were at hand, the patient was carefully undressed, the splint fitted, without
the shoulder straps, and the retentive extension attached above the knee and
tied to the lower horns of the hip appliance. The knee, and thigh are now
bound to the upright of the hip splint, the bandage being wound round in the
direction of inversion, and the top ring of the saddle is fitted and tied, after
which the patient was removed (o bed, on a first floor, though, when all this
has been done, it was easy to take him to a higher floor without causing much
pain.  This was done by one attendant placing, in the case of the right limb
being the injured one, his left hand under the upright of the saddle just below
the knee, while with his right hand he grasped the left leg of the patient, a
second attendant supported the sacrum, and a third grasped tke top ring of
the saddle opposite the sternum and carried the trunk portion of the patient,
who was now placed in bed—a feathzr one or one made of some material that
did not form a very hard mattress.  After this the person who was to nurse the
patient was shown how to apply the bed-pan when required, so that the patient
would not be much pained nor further injured —when there is occasion for the
use of the utensil, the mode of assisting the patient is thus:—the attendant
stands by the bedside and, passingan arm under the lower end of the hip-
appliance and a corresponding part of the sound limb, raises the lower
extremities and pelvis of the sufferer to any height that permits of the bed-paa
being slipped under, This position, which is that of an incline from the feet
=to the head, if in any way advantageous, can be easily maintained until the
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“ act of nature is complete. After practically demonstrating this to the attend-
ant, the surgeon gave some instructions relative to the quality of the patient’s
food, and that he must be inspected occasionally to avoid bed- sores, by rolling
him over ; further, should the linen under the patient become moistened or
stained by excretions, that any such offence can be remaoved by the method used
to pass the bed-pan under the patient. The same plan can also be resorted to
when dressing any bed-sores that should form. The parts where bed-sores
are prone Lo appear are over the sacrum and at the upper ring of the saddle :
if they appear at the latter part, then they can be dressed by rolling the patient
over on the sound side, by grasping well the hip-appliance and limb between
the two lower rings with one hand, and the patient's shoulder with the other
hand, when the operator has complete power to roll the whole body, which
enables him to turn the patient over without twisting tendency, as the lower
extremity and the trunk go over in line, and thus any damage to the fracture
is avoided. In this case A, the appliance was put on while the patient lay just
where he was found after the accident, for had he been carried unprotected by
surgical fixation of the part, it would almost certainly have been more injured.

A.is a typical case, but there are to be met with cases present-
ing special difficulties, yet they are no bar to useful recovery,
but may make recovery with no defectimpossible. For instance
—B.—Suffering from fracture of the neck of femur, When the
surgeon examines the limb he finds it closely mapped out with
varicose veins; in such a case it is not safe to trouble about the
length of the limb, as aged people, with this defect, are very
intolerant of the means used to form a retentive extension
dressing. In such a case, the shoulder brace must be sub-
stituted, otherwise the machine would slip downwards. The
treatment of recent fractures of the neck of the femur does not
present any difficulty to those surgeons who can fit a hip-appa-
ratus suitable for the treatment of inflammation of this joint,
but when the surgeon is called upon to treat cases of fractures

that have failed to recover, and are both painful and useless=—
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When beginning to correct the *“spastic” form of palsy of the
lower limbs, the fourteen days’ grace cannot be conceded ; as,
from the initial moment of treatment the characteristic per-
sistent flexion must be steadily opposed, until all the spring or
tendency to recurrence ceases, and it is only when this tendency
has been overcome and the patient, even by the excercise of his
will has lost—temporarily—the power of flexing the knee, that
it is advisable to intermit the mechanical treatment, by removing
the * Calliper” at night. The foregoing rules, frequently tested
by me, can be confidently depended upon to bring about, n
the majority of cases; a useful gain to the patient. After a few
months treatment, the patient aided by the * Calliper,” can use
the limb.

The ireatment of atlments affecting the Knee-jorn!.—As 1t is
my purpose to limit this part of the “contribution” mainly to the
mechanical treatment ol lesions of this articulation, it will be my
excuse for classifying its abnormalities in accordance with the
theory of the application of our means. As with other joints,
so with this, some of its lesions are correctly treated by
the direct method; another class permit the use of the direct, but
only on sufferance, as the indirect is the strictly proper one to
apply ; a third class tolerates the employment of the indirect
method only.

Those lesions of the Kneejoint to which the direct
method of treatment should be applied, are such as mere ac-
cumulation of fluid within the joint, with no present evi-

dence of inflammation ; temporary recurrent displacement of
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semilunar cartilages ; injury to either internal or external lateral
ligaments. To the mechanics of the direct method there is no
need of any subtraction or addition ; knowledge only is wanted,to
enable us todiscriminate and apply our means to cases which
this method cannot injure, so that we may avoid the errors
committed in the past. For the practice of the direct method,
there is only required a bandage and some suitable rigid
material, often a bandage alone suffices. For example, a
simple accumulation of fluid within the kneejoint, remaining
as a sequela to rheumatism, strain, or temporary over exer-
tion, these cases are €asily corrected, by firm bandaging with a
band long enough, by its repeated encircling, to exert comfort-
table compression, wide enough both to slightly limit motion of
the knee and to avoid much impeding the return of blood from the
leg. It is my opinion, that a band shorter than three yards and
narrower than 4 inches, is almost worthless for the purpose of
applying the direct method, for the treatment of these lesions.
The direct method, we suppose, acts successfully in these cases
by diminishing the blood supply to the part. In cases of tem-
porary recurrent displacement of semilunar cartilages, the
direct method is proper ; this injury I hold to be analogous to
recurrent dislocation of the shoulder joint, and like that, the
subject of this accident should be instructed, to employ the ar-
ticulation, as much as possible, so as to delay the resolution of
the irritation attendant upon the accident and gain a per-
permanent but slight limitation of the joint’s motion. A limita-

tion which the patient will not be conscious of, any more than that

e i i
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he hasbeen relieved from the occasional locking of his joint ; the
surgeon is, by observing the case from time to time, to regulate
the amount of limitation.  For example, the surgeon advising
the immediate use of the joint subsequent to a second, third
or fourth accident,—not to be advised after a primary one—
should he observe a steady decrease of the patient’s ability
to fully extend and flex the limb, then he ought to advise
abstinence from use for a time, lest the irritation set up gives
more limitation than is required.

Traumatic injuries of the knee-joint, usually “permit of the
use of the direct method on sufferance,” but it has occasionally
to be abandoned for the indirect, to gain any progress to
repair.

Inflammation of the knee-joint, primarily affecting its synovial
membrane, cartilages, or secondarily affecting them from ostitis,
of all, or some,of the bones of the articulation, tolerates only the
employment of the indirect method of mechanical treatment.
The cause of our very limited success in the treatment of disease
of the knee and other articulations in past time, arose not so
much from our mechanics being deficient,as from our not having
divined thé necessity of making a selection of our cases;
not making a distinction between those tolerating or not, the
application of direct interference ; the knee and elbow are the
joints which have suffered most from this error of judgement,
and have consequently been rich fields for * excisionists.”

In diagnosing the condition of the knee-joint, the flex-

ion test is a valuable aid, it points out the cases suitable for
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In this quotation, knee arthritis arising from a primary catse
secondarily involving a joint, is advised to be treated by the
direct method, by which plan “surgical rest ” is not gained,still the
author is correct in adopting the direct method “when ankylosis
is to be desired,” that is, the joint is to be destroyed and by such
treatment the anchylosis would probably remain an unsound or
false one.* It is better practice to aim atgaining sound recovery,
with motion if possible, but health first, deportment of the joint
last.

Here is another example of erroneous practice based upon

false principles, by an advocate of rest for joint disease.

“‘The wrists and elbow-joints can be surrounded by splints, so as to secure
absolute local rest while the patient moves about.”

This error of practice was made by the great British apostle
of “surgical rest,” John Hilton. At page 447 of his volume on
“Rest and Pain,” second edition, there is to be found the follow-
ing description of his practice intreating a case of chronic disease
of knes,with such an amount of tendency to a progressior. of the
disease, that it passed into the suppurative stage.

“¢ Steady pressure upon the joint, by strapping it with soap plaster, and
perfect restto the joint by the splint.”

Here we have the “soap plaster” acting for an evil, but'the
splint for a good purpose.

This was Dr. Hilten's practice, in treating a joint which

ultimately suppurated ; subjoined is his report :—

*“ There was obviously defined fluctuation above the knee, as well as in the
popliteal region.”

* A definition of the meaning I attach to the terms true and false anchylosis §
EE s ey L & . : : b os51s is
given in ** The Principles of the treatment of diseised joints.” -

1 Disease of the joint by David Pri M D, — s
February 1887, ] ¥ riee, I AMERICAN PRACTITIONER,'
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This year there has been published in the United States and
this country, an important voluminous Encyclopadia entitled
« The Reference Handbook of Medical Science.” In the
article on “ Joints ” synovitis is advised to be treated by the

direct method.
¢ [n chronic synovitis with serious effusion, the treatment is primarily o
cause absorption of the fluid by means of compression and fixation.”

Nowhere in this able article on “ Joints,” is there made the
discrimination I believe so essential to the successful treatment
of diseased articulations.

Errors in relation to principles, lead to mistakes in practice:
for instance, during late years since my intrusion into this field
of surgery, some practitioners on the principle of not omitting
any part of their programme of treatment, have commenced
to treat cases of chronic inflammation of the knee by the direct
and indirect method combined,—a rest and no rest plan. *

To employ a combination of the “direct” and indirect”
methods is in soms cases needless restraint; in others, it is
the addition of an injurious interference, to escape from which
the patient must have a special tendency to recovery from
disease.

No studied attempt will be made in this ‘ contribution,” to
justify the commendatory iatroduction with which the indirect
method is introduced to the reader, as it is my opinion that the
distinction between the two methods is so obvious that it need

only be pointed out to be perceived.

* See A, B, Judson; M.D., New York Medical Journal, June g8 !
f?ibncy. M. ., ﬁmhi-\-gs of Pediatrics, 1883, L. Sayre, ﬁ'[.n.. SillzdiE;L'l ':‘;twlz
February 23, 1884, H. Marsh,"Disease of joints.” (Cassell & Co., London 1836 J. P'd-g.::
440, '
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foregoing definition of surgical deformity be justifiable, it follows,
that a form which is most useful in the upper extremity, may be
one from which it is difficult to gain any use in the lower
extremity, By a study of the various usefully anchylosed forms
of joints, we perceive that the same forms are identical with
those in which all joints should be treated, as from these forms
the joints best regain their motion after the disease has receded,
earliest, easiest and without physical aid more than ordinary use.
So the rule referred to at page 151 is further confirmed and its
adoption justified. In connection with the question of the pose
during the treatment of joints, some errors prevail; for instance,
referring to intra-articular pressure, the foremost advocate of

extension in this country teaches thus :—

¢4 Vet there are some points which require to be insisted upon, in order that
the principle may be adequately carried out. The first relates to reflex
contraction of the surrounding muscles, This condition is present in all
cases. In the majority, Wewever, it is only slight, and sufficient merely
to secure more or less fixation and protection of the affected joint. Neither
in the shoulder, the elbow, the wrist, nor the ankle does it become excessive,
so as to lead either to deformity or excessive pain. All these joints when
first attacked are placed in their respective positions of greatest ease, and
these positions are maintained undisturbed by muscular spasm throuzh even
long periods of active disease. In disease of the shoulder the arm remains at
the side : the elbow is kept at an angle of about 120 9, the wrist is slightly
dropped, the angle is fixed in a position of slight equinus.'*

According to the previously laid down rules, which are easy
to prove, an elbow at an angle of 120 °, if permanent, is a
deformity and an improper form in which to treat the
articulation; so is a wrist “slightly dropped” as it ought

to be slightly raised. Frequently in other ¢ Contributions” I

* H. Marsh, F.R.C.5., Disease of Jointﬂ,
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consequence. The groin ring is destined to be added to every

artificial limb of the future, made In place of lost lower

exiremities.

¢ [ have often during years past intended to send a note to the JOURNAL
upon an important detail in the construction and comfort of artificial legs and
my intention was strengthened by the illustration and advocacy by Mr. Barwell
of what is called his modified Beaufort leg in the Journal of January roth, 1883,
This lez, and others that I have seen, are secured by straps that tightly en-
circle the thigh, and quickly cause wasting of the soft parts round the femur,
to the great discomfort of the patient.”

¢4 Some 12 years or more ago, I made use of Thomas's knee splint with or
without a boot attached to the lower end, as a comfortable, durable, and light
form of stiff artificial leg, that can be procured for from ten to twenty shillings.
The patient sits upon the perineal edge of the padded ring, and the uncon-
stricted thigh fattens on the amputated side equally with that on the other.

¢ Mr. J. Critchley, 88, Upper Pitt Street, Liverpool, has since adapted t»
his arlificial legs, for use afier amputation above, through. or below knee, the
padded ring of rod-iron exactly as used for the upper end of Thomas's knee-
splints, The advantage of this is incalculable, ver y many working-men have
thrown away the artificial leg of ordinary pattern, presented to them by rail-
way companies or by private subscription, in favour of a leg made by Critchley,
purchased at the patient’s own cost, simply because the constricting thigh
altachment of the former causel intolerable discomfort and wasting that
entirely disappeared on wearing the latter.”

¢¢ A glance at the diazram (Fig. 8), will explain the appearance of this
important improvement in the attachment and upper end of the legs, the
practical value of which can be understood by those familiar with the use of
Thomas's splints. For other particulars 1 must refer the reader to Mr,
Critchley’s trade advertisement and prospectuses. IHis cheapest artificial
legs are not so low in price as the one described by Mr. Barwell, but they are
beyond all comparison superior in practical utility, and are more comfortable
and durable than many others. They are well-known and highly approved
by the hospital surgeons of Liverpool, for whose poorer deserving patients the
cost is without difficulty raised by private subseaiption.”
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knee-joint, the liquid effused often becomes appar_mﬂy all
absorbed, but finally re-appears as a small abscess not dis-
charging itself of more than a dram or two of pus ; at other
times, the contents of the joint become condensed, still,
finally ulcerating to the surface and remain for some time extra
articular, before discharging by sinus. If it be noticed that the
liquid collection, whether varying in form or position, is evidently
increasing in bulk, then my decision is to try aspiration ; failing
this, to incise. The aspirator employed is shown in Fig. 86.
It is merely a brass tap, with a three-way plug, to which is
attached an india-rubber ball, for making either a vacuum for
suction, or for being distended with fluid tor injection ; suction
can be performed. or the injection of fluid can be passed through
it without intermission, for the purpose ol aspirating cavities,
giving an enema, or washing out a viscus, and during its em-
ployment, the left hand of the operator is at liberty to assist him,
by manipulation of the part, and gain information. The centre
one B of the three nibs is always discharging when aspiration is
performed, but receiving when -injectic:n is made and during the
latter action, a rubber tube is slipped on to it, to elongate it
sufficiently, so as to reach the fluid to be injected. The nib
A on the left, in Fig. 86 is to receive the boss of the
aspirating needle, the rigl":t'*'side nib is to receive another
rubber tube for the administration of enemas, washing out
the stomach or bladder and other such purposes. After perﬁ:rrni-
iIng many thousands of aspirations during the last twenty years,

it is my belief, that the needle should not-be less in diameter



than a No. 5 or 6 catheter to secure a fair chance of success in
all cases. By the employment of a large needle, we can often
succeed with flaky collections of liquid. and there is another
advantage, if perchance our interference causes the liquid col-
lection to become septic and it suddenl y begins to exercise
hyperdistension of the joint; if a fine needle has been employed,
no leakage happensin the track of the needle, consequently local
and constitutional evil may supervene before the surgeon again
sees the case, though he is absent only a few hours. If a large
sized needle has been employed and unsuccessfully, then any
degree of hyperdistension will probabl y cause the track of the
larger needle to leak and local and constitutional ills may be
totally avoided. In cases that are about to be successfully
aspirated, it will be noticed, that as the operation is rapeated,
although the liquid re-accumulates, the time of re-formation in-
creases. When a case appears likely to be successfully aspirated
it is well to avoid previous needle tracks during subsequent
operations ; but should it be noticed after two or three aspira-
tions that the liquid, in regard to time, rapidly re-accumulates
with no increase of time between the aspirations—an indication
that the operation will probably not succeed—then it is proper
to make repeated daily use of one needle track, to convert that
into & sinus; as all liquid accumulations which we fail to suc-
cessfully aspirate are not always flaky and require only a
more constant drainage than aspiration gives, this formation of
an artificial sinus often answers very well, continuously draining,

while the abscess remains aseptic until cured. If I ask the
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question. Suppose you suffered from chronic joint disease with
effusion, failing spontaneous absorption, which of these modes
of relieving joints, would you select for the removal of
non-absorbable liquid within your joint; an artificial sinus, a
n;.lural one, or an incision ? I would choose to wait the
formatien of a natural sinus, as it has advantages, being shorter
and funnel shaped by ulceration from within outwards and so
drains itself best. I would not elect to wait the formation of
a natural sinus, it the conditions were unfavourable, that is, the
fuid collection enlarging, as my selection would be either
aspiration, failing that, an artificial sinus, or an incision.

When chronic kneejoint or other joint disease, becomes com-
pounded by the formation of serous or pus discharging sinuses,a
local application can seldom be dispensed with and we have to
guard against eonverting the application into a direct inter-
ference : with the aid of the protecting inner and outer rods of
the “ Calliper,” local dressing can be applied without exer-
cising any pressure, so that the direct method with its evils is
avoided. My experience inclines me strongly to the belief, that
chronic disease of joints is intolerant of cold, but accepts warmth,
as for instance, medicated wood sawdust which, just before ap-
plying, has been heated over a fire on a frying pan and
changed two or three times a day.* If this cannot be conveni-
ently used, then in ité place, some warm, moist, porous, and

absorbant fabric medicated, is a fitting substitute.

*The medicated wood sawdust 15 much used by me in the treatment of articular
disense and fractures, It is prepared thus, a sackful of pine wood sawdust, which has
to be ¢mr3_{-|, ; 5!_»31..'{:::,!, then I!'I!'ll",:di.l::llﬂd with the following mixture: two buckets of water
charged with ofl of tar two pints, Hyd. Perchlor, one iﬁram!a 3 amm, mur, one dram,
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In Mr. Trye's volume other cases are also related, Dr. Nathan
R. Smith in 1831, and Dr. W. Reid in 1852, both of the
United States, published the details of Trye, and later Dr,
Biglow of the United States, presented us with his exhaustive
demonstration on the “ mechanism” of this dislocation and its
reduction. Now, my excuse for venturing to try and add to
the store resulting from Dr. Biglow's labours, at page 3t of

his volume is to be found in the following advice.

-¢The patient should be laid upon the floor, that the operator may
command the limb to the best advantage, and should be etherized until the
muscles of the hip are completely relaxed.”

The surgeon, unexpectedly summoned, cannot always conven-
iently procure the means for placing the patient under the in-
fluenceof an anasthetic, consequently a contribution to meet
this difficulty may be welcome, if it enables the surgeon to sup-
plement his personal power, especially if there has been some
delay of reduction. This Dr. Biglow admits, in his volume page
115, where he devotes a chapter to ““angular extension” and
introduces the reader to his * tripod  mechanical arranzement,
which is to supplement the operator’s personal strength, but as
this is a fixture, his liberty is greatly hampered, which Dr.
Biglow also admits, for instance we are told that

“ Oblique extension may be made by changing the position of the tripod."
A serious interruption, delaying an operation which should be
proceeded with through all its stages continuously if possible,
whether it be a recent or old dislocation. My general method
of reduction is shown in sketch by Fig. 87, by a glance at that

figure, the reader will perceive that the pelvis is fixed to the
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surgeon is not able by sight ‘to select the suspected one, the
test must necessarily be applied to the extremities alternately.
By not straining the test, is meant to avoid using so m_uch power,
on the controlled limb as a lever, that the pelvis is tilted from
the horizontal plane, so that a spinal curve, just the reverse of
that concomitant with hip disease, is produced; so straining
the test in some cases may show a deficiency of extension of the
uncontrolled limb, though no disease exists. The explanation
of this is, that a certain per centage of persons have normally
a shorter range of extension and flexion in comparison with
the rest of the population. In a preceding paragraph, there
appears this qualifying clause, “ Presupposing the condition  to
be that antecedent to any treatment.” For once the patient has
been efficiently controlled, by posterior fixation mﬂdelle_d to
normal symmetry, the test by controlling the sound 'li.m.b _be-
comes useless, as the unsound one is controlled, when it is not:
advisable to interrupt treatment by releasing it. - This unadvis-
able trouble however can be avoided and the desired information:
gained, by reversing the manipulations of the test, thatis,leaving
under control the unsound limb and observing the conduct of
the sound one uncontrolled, This is the reversing of the test, so
as to find whether our fixative has reduced minute flexion and
brought us through prefatory treatment, to enter upon the path of
resolution, from which time if the capsule be not tending to
rupture, relief of pain is to be expected, if the patient is
quiescent. 'T'he test here under discussion is almost infallible

for the detection of disease, and is infallible for demonstrating
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action in primarily affected hipjoints. Again, these cases
are nearly always accompanied by outward rotation, this fact
has inclined me to the belief, that in hipjoint inflammation
primarily arising within the joint, the observed symptoms of ab-
duction and outward rotation, point to the head of the femur as
the original site of the malaise, and that inversion of the limb
points to the acetabulum as the initial area of disease.

Although the test is termed a flexion one, it is a question-
able designation, as the defect is mostly one of extension and
limitation of flexion co-existing, though generally not so marked
in hip disease, the degree of limitation of flexion and extension
varyinlg with the localities affected, influenced by circumstances
other than muscular effort; at the elbow, gravity aids the exten-
sors, at the hip, flexion of the knee aids the flexors. The flexion
test is also trustworthy for differentiating hip disease from
hysteria, the flexion attendant upon typhlitis, collitis, spinal
caries, infantile palsy, congenital and non-congenital injury to
the hip. In hysteria, the flexion test will show, that an ap-
parent flexion is not actually so. In typhlitis, collitis and spinal
caries, the spinal compensative curve, attendant upon hip
disease, not being present, the flexion test will not influence the
form of the spine. In infantile palsy, there is no response to
this test. My experience informs me, that specialists in the
treatment of hip affections, frequently commit the error of judg-
ing congenital defects of the hip joint to be examples of hip
disease. This is an error easily avoided, as such cases satis-
factorily respond to the test, indicating soundness and good
range of action, as do all sound, normal and artificiallly formed

articulations, whether they be congenital or not. During the

existence of the articular malaise, now known as “ Charcot's
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anchylosed. Indeed. up to the time of this accident, 1 had

overlooked the possibility of such a complication, a test of the
test.”

On Sunday, March 20th, 1890 while doing clinical work. assisted by Ihr.
Adela M. Knight, of Australia, a patient presented herself for examination
suspecting disease of the right hip joint. Our examination vevealed that the
left hip joint was anchylosed from the effects of disease at an angle of 175
degrees more or less ; under these circumstances. a modification of the usual
manner of testing was required. The patient being placed upon a rug on the
floor, I placed my open hand under the lumbar region of the back while
Miss Knight placed one hand under the popliteal space of the patient’s left
knee, and raised the knee, arresting it at such a height, that I felt that the com-
pensative curve due to the thizh flexion—175 degrees —was obliterated. Now
the patient’s right hip was tested for extension, and not the slightest trace was
noticed ; the patient was informed that no disease existed, This the patient
confirmed, adding that some lumbar pains had alarmed her and she had
merely consulted us to make cerlain that no disease existed.

By the flexion test,inflammation of the hip can be early diag-
nosed, whether affecting one or both hips, and the time it may
have existed can be estimated, but the foregoing does not empty
my “lap.” This test enables the surgeon to avoid undertaking
the treatment of cases, that can recover without any fixation,
yet without defect remaining. Thus needless treatment pointed

out in the following quotation is not practised :

¢ The plan of fixing the affected hip-joint by securing the thigh to an iron
rod, fastened into an iron crosspiece, bent so as (o inclose the chest, intro-
duced by Mr. Thomas, of Liverpool, gives bstter fixation than can be given
in any other way compatible with locomotion, which becomes possible by the
help of erutches and a high shoe.  Since Dr. Hulchinson’s cases have been
published, those reported by Mr. Thomas, as cured by his method have less
value as evideuce, as the sugzestion 15 gnevimhle that many of the cases might
have recovered without the use of mechanical fixation. Whether this latter
is necessary, and when it is necessary, are questions which can be determined
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means employed by me. As American Surgeons have
honoured me with fully as much attention as I deserve, their
objections will be reviewed first. In the Boston Medical and
Surgical Journal, October 24th, 1889, there is published a
paper by a Mr. Huddlestone, of Boston, U. S. A. The paper
was compiled, not from praciice, but from gleanings in the
Boston Children’s Hospital ; Mr. Huddlestone informs his
readers, that “it has been found difficult to fit the splint, and
more difficult to keep it in its place after being fitted,” or to
simplify his expression, after fitting it would not fit. Where
was Dr, Blanchard, when the gentleman was in this difficulty ?
The calamities, reported by Mr. Huddlestone as having follow-
ed the application of the so-called * Thomas Splint,” were
certainly remarkable, “One patient died and one has not been
heard from.” I can inform Mr. Huddlestone of a still more
remarkable occurrence in my own practice. Dr. R. Gorst, Sen.,
of Huyton, and myself had made an appointment to apply the
splint to a hipjoint, only in the subacute stage of disease;
the patient unaccountably died forty eight hours before the
splint was apphed ! Mr. Huddlestone’s contribution was read
before the American Orthopedic Association, and has since been
referred to by Dr. Schaffer in the New York Medical Journal,
November 23rd, 188g; these two facts dignify the article, and [
believe are the only medical qualifications Mr. Huddlestone
possesses: The next published objection to posterior fixation
comes from a source, which from personal knowledge of the

publisher, I am constrained to attach much importance to his
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that the appliance was suitable. The irks>meness mentioned
may have arisen from prefatory treatment, reduction of deformity

or mis-fitting. Returning to “case 21" —

¢ A Thomas's splint was applied and accurately fitted,” the observation
which follows, ** On the following night there was severe nocturnal pain,
which increased on the next night.”

This inclines me to believe, that probably the machine
was correctly modelled ; if so, ‘“the severe nocturnal
pain” would evitably follow the application of the splint,
f there remained at the hip joint some un-reduced flexion, and
only on the correction of which, the night and other pains
would cease. This is undoubtedly the explanation of the
report  “That in six other cases, where Thomas’ splints were
applied, nothing of this sort has occurred ;” in these cases there
could not have been any flexion to reduce. In a volume en-
titled * Reference Handbook of the Medical Sciences ” recently
published in the United States, there is a very concise and able
article on ** Chronic disease of joints,” page 359, and in it there
is to be found the following commentary :—

¢+ The Thomas' hip splint, introduced by Mr. Thomas, of Liverpool, is
an appliance used in England, and has many points of usefulness. It does
not, however, furnish complete fixation, nor doss it prevent the occurrence of
subluxation, or counteract the spasmodic muscular contraction of the muscles
connecting the lower extremity with the pelvis—so important a feature in hip
disease. The appliance, however, prevents motion of any noticeable amount,
enables the patient to be lifted without jarring thie hip, and prevents flexion
of the thigh, In certain acute cases the pain may be increased by the
Thomas’ splint, from the fact of the imperfect fixation furmshed. The leg

and thigh are firmly held by the appliance, i. e., the flat rod to which they
are bandaged,

A substitute for the Thomas' splint, made of stout iron wire, introduced
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the trunk portion of the mainstem, The boy was now restored to the supine
posture, and the surgeon, with the aid of the rachet ends of his wrenches,
exactly modelled all the right halves of the severa] wings, ; the upper left one
was made to exactly fit the contour of the chest just above the nipple,
the middle left one to fit the thigh close to the groin, and the lower left
one adapted to the form of the leg below the calf, The next act of the
surgeon was to forcibly open out the right half of the upper wing, so as to get
one or two inches of *‘plane surface” of the wing between the mainstem and
the point at which he intended to start and curve the right half of the upper
wing to its permanent form ; see Fig. g8.

The permanent form of left half of the upper wing, was a curve,
commencing from the short plane, following the contour of the chest, but un-
like the right half, it was not in close apposition ; see Figs. 69B and g8B.
The surgeon remarked that the interval between the right chest wall and the
right portion of the upper wing answered several purposes. It gave the patient
room to occasionally escape from the left part of the wing, and diminished
also the tendency of the splint to rotate outwardly, and that this interval
should not be so large as to impede the patient’s arm being brought to
his side. Now the outside portion of the middle wing was fitted, just like the
last described, but with a shorter plane close to the mainstem, then curved so
as to almost meet the opposite half of the middle wing as seen in Fig, 98C ;
finally the lower wing was fitled in principle like the two others. but it was
noticeable, that to the lower wing, the surgeon did rot give it the care
in modelling, which he expended upon the fitting of the larger wings. The
surgeon now remarked that there only remained for him to apply the
shoulder braces, thigh and leg bandages. Turning the patient on to his side the
calico braces were soon wound round the mainstem just below the upper wing;
then with a needle 18 inches long the calico was drawn through rubber tubes,
which are intended to protect the patient’s shoulders from the chafing
of the rough calico ; the ends of the calico projecting through the two tubes,
were reeved through an iron eye at each end of the upper wing, and then were
suitably connected by knotting and pinning. “The thizh just above the knee
was now bandaged to the lower portion of the mainstem with a bandage 2
yards long and 4 inches wide. While performing this part of the operation the
surgeon remarked to the boy's parent thus, *The two bandages I am now ap-
plying you will have to watch daily. and if you notice that they become
slack, then please make them moderately tight again, replacing the thigh one
just above the knee, always avoiding compression of the knee-cap ; otherwise,
pain may be complained of around the knee, unconnected with the complaint
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which we are treating, The lower bandage must be applied as I am doing, just
above the lower wing, and be careful to include the mainstem in its grip.” The
surgeon now turned the patient again on to his left side and examined the
posterior aspect of the work done, and not feeling satisfied with the * buttock
bend " he without disturbing the splint from its fitted position, with his hook
wrenches he slightly strained and untwisted the mainstem. Then the patient
was reclothed, after which the parent of the boy had the following conversation
with the surgeon :—*

P. —I have forgotten to mention, that we live several miles out of town,
and will have to take the Railway home. How are we to carry the boy, ashe
is ratlier heavy to carry in arms ?

S.—Let the boy stand, supported by you during his cab drive from here to
the Railway Station; afterwards in the train he can do so again. if the carriage
is so crowded that reclining is not practicable. '

P.—Again doctor, suppose the machine chafes him anywhere, what are we
to do ?

S.—That is an improbability, as the deformity present is soslight, and there
will be no great strain at any point ; still you had better let me see him early
if any chafing of the skin be noticed.

P.—When would you like to see him ?

8.—This being the initial fitting, some alteration is sure to be required in
4 to 7 days, so I would like to see him at the expiration of that time.

P.— Do you not wish to see him sooner ?

S.—No, as I want the slight flexion utterly reduced and the pain probable
to arise from the reduction, to have subsided, before I finally fit the splint, It
now fits well, but in 7 days hence it may be an indifferent one,

P.—Then you expect much pain to follow your tieatment ¥

S.—This is a recent and mild case of inflamed hip joint; less than 12 hours
may reduce the deformity I demonstrated to you. If so he will have no pain; if
however the complaint has existed longer than we supposed.the reduction may
take three times 12 hours, and the patient may have a few uneasy and sleep-
less nights, but such vigils are of no consequence I inform you in anticipation,
otherwise probably you will release the patient in the middle ofa storm, as

* By looking, on the line of the arrow Fig ¢8, it will be observed that it passes
through the centre of the trunk part of the mainstem and left of the centre of the two
limb portions although the mainstem is an apparently straight bar. This is however
the result of the twisting to adopt the machine left and right as may be required; and
it will also be noticed that the sectional view of the trunk part of mainstem is not
parallel with that of the limb as seen in the two limb sections,
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‘I do not argue against his methods, T only claim that the same results
can be obtained in a variety of ways. . No individual should be limited to a
single splint, for it is not the splint that cures hip disease. Such a result is
only to be obtained by the most careful and constant supervision of the various
steps of the case in its several stages for many years,”

““We are to keep constantly in view the prevention, limitation, and
reduction of the inflammatory process, while at the same time we so fortify
the general health that it may successfully combat and at last throw off the
destructive tuberculous process.”

If the splint, the mechanical treatment, be not the greatest
item towards shortening the period of resolution of the disease,

and avoiding some of the deformities, why employ it at all ?

In conclusion, notice must be taken of Professor Willard's

last remark, that :—

¢ As I understand it, all of Mr. Thomas's cases have been in private
practice. It is not strange, then, that he should secure good results. This
class of cases in our own country will also yield admirable statistics, but in
the great crowd of drifting dispensary cases, where any form of treatment is
given but a small chance of success from the neglect of even simple direclions,
it is not strange that most direful results are seen. I have often seen cases
where even the plainest injunctions have been absolutely disregarded, and yet
the surgeon or the plan of treatment has been compelled to bear the blame of
failure.”

The remark, that “all of Mr. Thomas's cases have been in
private practice,” is intended to convey to the reader the im-
pression, that they were treated under specially favourable sur-
roundings. Professor Willard, like most of us, believes that our
surroundings influence, sometimes decide for us. The con-
ditions Professor Willard refers to, Mr. Thomas, with
regret, informs us he very seldom enjoyed, because, during

all his professional life he has worked amongst what is termed
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with these complaj - eftective ' I
ese complaints more eftectively, . . . The baok throughout reads

to us hike the writing of 2 man who has genius—who has, that is. the clear

sight and the unhampered reason which lead him easily into the secrets of

nature. What experience will have to say to his teaching remains yet to e
seen. " — Westmiinster Review, Jan., 1879.

T T e A A, i - ) ; :

I particularly wish to take this opportunity. of directing your attention
to a book by H. O. Thomas on diseases of the hip, knee and ankle joints,”" —
Report of Surgical Polikiinik at the U riversity of Munich, Professor Hellferich.

I’I{INCIPIJES OF THE. TREATMENT: OF DISEASED

JOINTS.

“It s impessible to read any of Mr. Thomas's * Contributions ' with-
out the conviction that he has, at all events, perfectly clear opinions about
the subject with which le is dealing, and that those opinions are the result of
careful and clear-headed consideration, based upon an experience such as few
men can hope to possess.

“ Under these circumslances, the statements and conclusions of one who has

bad large experience have a high value, and this is doubled by their being
f B 1 4
couched in clear and unmistakeable language.

“ No surgeon can read these * Contributions ' without intense interest. and fow

we imagine, without gaining a great amount of information.

“His method of illustrating his subject by ideal cases is wonderfully graphic,
and could only be used by a surgeon, whose intimate familiarity practically
with his subject had gained him a corresponding knowledge of the ways of pa-
tients and their habits of thought.

*“ We have no room to go in a detailed way inte this or the following pamph-

1 1 | STl L IR .
lets which come underthe heading, but they are all original, well and ably
written, and contain so much practieal information for the surgeon that few
boolks can be more covdially recommended for his perusal."—Afedical Chionicle,

September, 18385,






















