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2 DISLOCATION OF THE HIP

tion of _the limb is more rapidly restored under skilled
supervision for longer periods—on an average, for about six
months from the date of leaving off the plaster. This is

Fic. 1.—A GIRL, AGED SEVEN, AFTER SyccrssFUuL REDUCTION
oF COXGENITAL DISLOCATION OF THE RicHT HIiP—aS SHE
APPEARED WHEN THE RETERTION APPARATUS WAS REMOVED.

not surprising when we reflect that in an average case of
congenital hip dislocation the acetabulum is smalland the
head of the femur slightly altered in form, so that the
cases cannot be compared to reductions of dislocated











































16 DISLOCATION OF THE HIP

head of the femur lies above and behind the acetabulum.
An example is shown in Fig. 16, from a girl, aged thirteen
years, who always walked with alimp. At that age she was

distinctly lame; walking even for short distances caused
pain in the right hip-joint. She had been advised a high

FiGs. 12, 13, AXD 14— THREE ViEWS OF A PATIENT, AGED FIFTEEX,
wiTH USNTREATED BILATERAL COXNGEXITAL DISLOCATION OF

THE Hips.*

boot, but when she was wearing it she experienced even
greater fatigue than when che was without it. On examina-
tion marked lordosis and the usual local signs were found.

kindness of Messrs. Rose

* For these figures I am indebted to the .

and Carless and to Messrs. Bailli¢re, Tindall and Cox.
taken from a patient under my carc.




RADIOGRAPHIC STUDY 17

The upper end of the femur was displaced upwards and
backwards: there was a hollow at the upper and outer
part of Scarpa’s triangle ; abduction of the limb was
limited. A skiagram (Fig. 17) shows that the head of the
bone was displaced far above the acetabulum. The right

lower limb was 2} inches shorter than the left.

Fic. 15.—A PaTiENT, AGED Four, WitH DOUBLE IMSLOCATION
(CASE 40).

These cases illustrate the average condition when con-
genital dislocation of the hip is left untreated. In a
few cases the head of the femur is firmly lodg ,
the anterior superior spine of the ilium. I:!;‘.l ;Ti::cﬁcclil
I performed the manipulative operation without improving
matters.

Differential Diagrmsis-, etc.—Besides taking the history
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DISLOCATION OF THE HIpP

Fig. 16.—AX ExampLE oF AN Orpixary CasE oF UNILATERAL
DISLOCATION, ;




RADIOGRAPHIC STUDY 19

of the patient and noting the kind of lameness, a careful
inspection of the limb is necessary. In this way the
distinction from serious nerve affections, such as hered-
itary ataxy, pseudo-hypertrophic muscular paralysis, and

other muscular dystrophies, and from infantile paralysis

FIG. 17.—SKIAGRAM FROM PATIENT SHOWN IN Fic. 16

and tuberculous disease, will be made. A good skiagram
is desirable in most cases: only in this way can some
cases of coxa vara in fat babies be eliminated, though in
older children the absence of telescopic movement in
coxa vara is a-distinguishing feature,

The fact that the great majority of cases of congenital

e




20 DISLOCATION OF THE HIP

dislocation of the hip give satisfactory X-ray pictures
only when the limb is inverted has been pointed out by
many observers—e.g., by Mr. Robert Jones, in a collection
of skiagrams made for him by Dr. David Morgan. It
proves that in the majority of these cases the head of the
bone is directed forwards and not backwards, as once was

held to be the case.

Fire, 18.—SKIAGRAM OF COXGENITAL COXA VARA,

As an instance of the utility of radiography in differential
diagnosis, I may mention the case of a girl, aged two years,
with congenital coxa vara.*

The patient was sent to me as a case of congenital
dislocation of the hip. She had never attempted to walk,

and the parents had been given to understand that she

% British Fournal of Children’s Discases, June, 1904

——a
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RADIOGRAFPHIC STUDY
never could be made to walk. On examination many of
the characteristic features of congenital hip dislocation

were present. Thus (1) the great trochanter was elevated
to the level of the anterior superior iliac spine; (2)

abduction of the limb was limited, the abductors becom-

FiG. 1g.—CoxGENITAL Coxa Vara WITH FLEXION OF THE KxER
AND CLUB-Foor.

ing tense when the thigh was brought to the line of the
trunk; and (3) there was an unnatural hollowness of
Scarpa's triangle. 1 could not, however, feel the head
of the femur on the dorsum 1lii, as is usual in a dislo-
cation associated with inversion of the limb, such as was
present in this instance, nor could I obtain any gliding

movement of the trochanter on alternatelv pushing up and
- . t s i




22 DISLOCATION OF THE HIP

drawing down the limb. Any doubt that remained was put
at rest by the skiagram (Fig. 18). Before concluding that the
coxa vara was a congenital one, the possibility of its being
due to rickets had to be considered. The child had fairly
well-marked rickets: among other signs the ft‘JIlf:H'lEl]:_'
was still fairly large, and the dentition delaved. The
position of the limbs was, however, noticed :ltvbirlhﬁ and

FI1G. 20.—SKIAGRAPH oF A CasE OF BILATERAL DISLOCATION.

the associated deformities of the pelvis as seen in the
skiagram tell conclusively in favour of the congenital origin
of the coxa vara.

In taking the skiagram, Fig. 20, the limbs of the patient,
a girl aged 6, were not inverted, and hence the length of
the necks of the femora is not shown; but the fact that

there is a double dislocation is plainly seen.




RADIOGRAPHIC STUDY 23

The pelvis of the same patient as shown by X rays
after reduction of the dislocations is shown in Fig. 21,

Two skiagrams, Figs. 22 and 23, were taken from a
patient with a right dislocation, before and two years after
operation * respectively, and a recent photograph of the
same patient is given below, Iig. 44, p. 62, together with
a recent skiagram (see Case 6).

i R

FI6. 21.—SKIAGRAM IN THE SaME CasSE As FiG. 20, SEVvEN MoxTtHS
AFTER OPERATION, THE LIMBS BEING SLIGHTLY INVERTED.

As an indication of the probable success of Lorenz's
operation in any given case, it is important to note
whether the neck of the femur is well developed. This
can be judged by noting the degree of prominence of
the great trochanter when the limb is inverted, or by

* See British Medical Fournal, September 1905,
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RADIOGRAPHIC STUDY

F1G. 22.—SKIAGRAM OF THE PELVIS OF A PATIENT WITH A RIGHT
DISLOCATION, BEFORE OPERATION,

F1G. 23, —SKIAGRAM OF THE SAME PATIENT Two YEARS AFTER®
OPERATION.




26 DISLOCATION OF THE HIP

Dr. G. A. H. Barton informs me that he has found no
special difficulty in keeping my patients at the stages of
anasthesia required by the different periods of the opera-
tion. When unusual resistance to reduction is to be
expected—e.g., in children over seven who have firm
muscles and a good deal of limitation of movement at the
joint

a preparatory course of treatment is desirable.
Examples will be given in the illustrative cases; an
enumeration of the chief points will here suffice :

Fic, 24.—ScREW-EXTEXNSION APPARATUS.

1. Manipulation under anasthesia, including downward
traction on the limb, followed by one or two weeks in bed
with weight-extension, which is removed twice a day for
manipulations.

2. Preliminary tenotomy —e.g., of adductor longus
tendon, or of the tensor fasciz femoris below the anterior
superior spine, or open division of the hamstrings at the
knee, This is followed by fourteen days' weight-exten-
sion, and if reduction is not easy at the end of this

time recourse may be had to manipulation under
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DISLOCATION OF THE HIP

apparatus follows. This proceeding is very nearly as im-
portant as the operation. I now usually defer it for a
week, when it can be done without an anasthetic, This
saves the patient about one-half the time otherwise
required for anasthesia, and s& diminishes shock. It also
diminishes the degree of cedema after the operation.

I'he first step is to raise the patient, whose sacrum rests

FiGg. 26.—THE APPARATUS: PELVIc REST, SHOULDER SUPPORT
PAappED WEDGE, AND SCISSORS FOR CUTTING THE CorTrox-
WOOL IN TRIMMING THE PLASTER (CASE.

on a small padded plate supported on a stem about
7 inches high fixed at the end of the table, whilst the
shoulders rest on a padded box or other support of about
the same height (see Fig. 26). The limb or, if both
joints have been operated on, limbs, are held in the
position shown in Fig. 27—t.e., completely abducted and
hyperextended.* A pair of soft woollen drawers without

# It is not necessary to rotate the limb either inwards or outwards.

T




THE MANIPULATIVE OPERATION 33

buttons are put on, and an ordinary calico bandage is
drawn between the skin and the drawers on each side that
has been operated on. Next an ample covering of un-
bleached dressmakers’ wadding, cut into bandages, is
applied, so as to envelop the lower part of the abdomen
and the whole of the pelvic region, and to cover the thigh
(or thighs, if both hips have been operated on) to a point
below the knee. Separate additional pads of wadding

FIG. 27.—A CHILD WITH BILATERAL DISLOCATION AFTER
OPERATION BY LORENZ.

are placed below each anterior superior spine, and above
each internal femoral condyle. This investment of
wadding i1s then completely and evenly covered in with
several layers of calico bandages. The plaster of Paris
bandages* are then applied over the whole area

*¥ Lorenz iiepe. - , 9
|IT~”UM| uses an open-meshed, very coarse muslin and artists’
modetiing plaster. He found the English ¢ erinoling ' o
e L gty gl h ‘ crinoline bandages unsuit-
| : L= elitlal manner of laying on the turns can only be learnt
_I a 'L L] Y e ¥l I. * Bad b L # : I 1 - ; ’ : :
Y experience, but the greatest thickness je required from tl

pife: . : 12 knee
each anti For superior iliac Spine

: and between these 11 '
: g S EsC Epines m
tront, and over the sacrum at the hack. :

3




34 DISLOCATION OF THE HIP

previously covered by the wadding, etc. About twentv-
five bandages, 4 yards long by 4 inches wide. are used for
a case of double, and about fourteen for a single, disloca-

tion. Before the plaster has set, the patient is removed

—_——

e —

Fig. 28.—A CHILD wWiITH UNILATERAL CoOXGEXITAL DMSLOCATION
AFTER OPERATION BY LORENZ.

from the support, and the plaster case is cut down to the
shape shown in Figs. 27 and 28. When the plaster 1s
dry, the drawers are cut and turned back to cover the
plaster case. The bandages that were placed between
the patient’s skin and the drawers are used for daily

friction of the skin, which can be thus kept clean and

S —






















POST-OPERATIVE TREATMENT 41

plaster bandages. During the first few hours the nurse’s
hand should chafe the skin over the sacrum frequently,
and on the following two or three days she must carefully
prevent any wetting of the case, and as soon as the
tenderness in the groins has disappeared daily rubbings

FIG. 31.—STRETCHING THE HamsTrRINGS 18 A Case oF DoUBLE
DISLOCATION AFTER OPERATION.

The left limb is kept in the fully extended position by its position on
the table, whilst the nurse exercises the right.
with the rubbing-bands can be carried out, a little violet
powder being dusted on them. In this way irritation and
eczema will be prevented. If from any cause a sensitive
area should develop, a hole can be cut in the case, and the
skin examined and treated. In unilateral cases walking
may be commenced any time after the first week, and in




53 DISLOCATION OF THE HIP

bilateral cases the patient may sit on a padded box or
stool, and after about the tenth day may be taught to
stand with the aid of a chair or table, climb upstairs, and
so forth.

Stretching the Hamstrings.— One of the marks of a
successful reposition is that the knee is flexed, and ex-
tension is resisted by the tense hamstrings. It is
absolutely necessary that this tension of the hamstrings

be overcome by daily exercises before the first plaster is

—_—

FIG. 32.—STRETCHING THE HAMSTRINGS.

removed. This task is greatly facilitated if at the com-
pletion of the first operation they are thoroughly stretched
whilst the patient is still under anzsthesia. If the
operation has been difficult, and the tension of the ham-
strings is very great, this proceeding should be deferred
for a week or longer, when a second anzsthetic may be
given, so that they may be thoroughly stretched. Care
and judgment must be exercised (see below, Chapter VL.).

After the first forcible stretching under anzsthesia, the

nurse should perform passive extension at the knee (twelve

























50 DISLOCATION OF THE HIP

Group 3: The Subspinal Position—The head of the
femur is above the acetabulum. The limb 15 shortened
and the stability of the joint is imperfect, but improves
under careful after-treatment, which is carried out on the

FiG. 35.—POSITION OF PATIENT FOR DOIXG EXERCISES IN THE
Froxtal PLAXE o3 A TABLE.

The nurse holds the pelvis firm whilst the patient. practises abduc-
tion and adduction of the limbk. The same exercises are donein
the prone and, later, in the standing position.

same general plan as in ordinary cases; but special atten-
tion must be paid to massage of the glutei, and full abduc-
tion with hyperextension must be obtained during the

exercises, and kept up at night during the period of after-







52 DISLOCATION OF THE HIP

be firm, the same movement may be done more vigorously
in the prone position, the patient pushing down the legs and
the nurse drawing them down simultaneously. (2) Patient
lying on sound side (in a unilateral case), legs parallel—
i.e., pelvis tilted—patient raises operated limb to the vertical
position, bringing the pelvis square with the trunk.

F1G. 37.—A UNILATERAL Cask (RIGHT SIDE), SHOWING THE WEIGHT-
BEARING CAPACITY OF THE LIMB AFTER OPERATION,

(3) Patient lying prone, the posterior muscles, especially
those of the buttock, are well massaged ; patient elevates

both lower extremities by hyperextension of spine and

hip-joints. This requires assistance at first; in the later
period some patients can assume the position shown
in Fig. 36. (4) Standing, with the back against a table
on which the hands rest, patient raises the limbs alter-

4_——

e e










TREATMENT OF SPECIAL COMPLICATIONS 55

the first of the latter being done under anzsthesia; and
weight-extension for at least a fortnight are to be advised.
In such cases, instead of forced knee-extension at the time
of operation, I use the splint shown to the left of Fig. 38.
The broad end is strapped to the upper side of the thigh-
piece of the plaster case; the calf rests on the hollow
plate, and the strap at the narrow end is adjusted to a
slipper worn by the patient. The splint is malleable, and

is first applied with the part over the knee bent to a right

FIG. 38.—ON THE RIGHT, SIMPLE SPLINT TO APPLY IN PLACE ow
THE PLASTER CASE IMMEDIATELY AFTER OPERATION ; ON THE
LE¥T, THE METAL SPLINT FOR USE WITH THE PLASTER CasE
FOR GRADUAL KNEE-EXTEXSION.

angle; the knee part is gradually straightened, daily
massage and active exercises being carried out.
11 ] . ; £ gaes dps iy 1 - i
Stiffness in the Flexed Position of the Joint.—Sometimes,

from ' 1 ' JOI '
tension of the ill-fitting joint-surfaces, spasmodic

pains, resembling those of coxitis, occur. Thev demand
rest in bed with weight-extension, followed I_ay gentle
manipulation of the limb. I have had one instance of
this (Case 3), a patient whom I presented to the Clinical

Society ‘tober : i
ciety on October 28, 1904, and again a year later., One




56 DISLOCATION OF THE HIP

year and two months after operation the head of the femur
was prominent in the groin, the joint was stiff and some-
what painful, and slightly flexed (Fig. 40), the thigh was
abducted to 45° (Fig. 1). The patient having done the
appropriate exercises when she was shown again to the
Society, the head of the femur had receded to its normal

F1G. 30.—PATIEXT WEARING PATTEN WHILST IN THE PLASTER Cask.

position, the joint moving freely and without pain, both
actively and passively; the flexion had been almost
entirely removed, and the abduction reduced to about |
10°, beyond which it would not have been wise to
reduce it, save gradually by the natural effects of walk- !
ing. Patient walked well without limping, save that some '

abduction caused her to rise when the affected limb was

__———




TREATMENT OF SPECIAL COMPLICA TIONS 57
used in walking. As the head of the femur receded, the
trochanter rose to about #.inch above Nélaton's line,
This was probably due to some alteration in the form of

F1G. 40.—SHOWING RIGID FLEX10X AT THE HI1P : THE SAME PATIEX1T
AS IX FIGS. 1, 41, AND 42,

the acetabulum and of the neck of the femur. The
restored joint was quite firm.
oy |r1l -' o 1
I'n rigidly abducfed cases, a special exercise 1s used as
o il s = [ 'h

follows : The child lying on the back, a thorough kneading
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of the muscles below the anterior superior iliac spine and
all round the top of the thigh is done, and then active.
passive, and resisted adductions and abductions are done
with the knee flexed as well as extended. In rare cases
subcutaneous section of the tensor fascize femoris is
required.

In pubic cases—that is, when the head of the femur 15

very prominent in the groin and well internal to the

FiG. 41.—SHOWIXG POWER OF EXTEXDING THE HIP RESTORED
BY EXERCISES.

femoral artery—it is necessary to place the head of the
femur in the acetabulum by flexing, and sometimes in
addition internally rotating the limb and fixing it in this
position in plaster for two months. At the end of this
time there 1s sometimes a contraction of the ilio-psoas,
which requires special measures (see also p. 53) : first, the
patient lies prone, the knees elevated on a firm padded

block and a sand-bag on the buttocks, for twenty minutes




TREATMENT OF SPECIAL COMFPLICATIONS 5

three times a day, in order to overcome flexion at the isz-
joint ; and, secondly, the patient lies at the edge of a table,
the pelvis being held by a nurse and the limb dropped
over the edge of the table (Fig. 41). This position allows
of both active and passive extension of the hip. If thesc
exercises are persevered in, the worst-looking contracture
will be overcome.

Subspinal cases are those in which the head of the bone

FIG. 42.—SHOWING POWER OF FLEXING THE HIP RESTORED
BY EXERCISES.

lies above the acetabulum and below the anterior superior
spine. They often give excellent results if the precautions
against too early adduction and forward movement of the
knees are observed. For this the night-pillow described
on p. 48 Is required, and also the exercise shown in Fig. 43,
where the nurse holds the child’s pelvis firm :l;::tinr';i In_--r
knee, and at the same time draws back the patient's knec
in the fully abducted position ten to twenty times.
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As mentioned under Case 30, excessive hztnmt'rlmgt: may
result from rupture of the psoas muscle, which mav be

suspected when a sensation as if of soft adhesions giving
'y =]

FiG. 43.—AN EXERCISE REQUIRED IN SupspINAL Casgs.

‘I'he nurse holds the patient’s abducted limb below the knee, which
15 held back, and steadies the opposite side of the pelvis, then
presses her knee at the back of the operaled hip, which is thus

hyperextended.
way is felt during the manipulation for extending the hip.
In such cases the application of the plaster case should
be deferred, and the joint and the iliac region bandaged

over a thick covering of cotton-wool.
I







62 DISLOCATION OF THE Hip

permanent repositions amount to about 75 per cent., and
thus greatly outnumber the cases of stable anteversion.
Since that date I have ascertained the present state of

my first series of ten consecutive cases, operated on in

FiG. 44—REPRODUCTION OF A Fi16. 45— REPRODUCTION OF A

REcExT PHOTOGRAPH OF A RECExT PHOTOGRAPH OF A
PATIEXT WHO WAS OPERATED PATIENT WHO WAS OPERATED
OX IX 1904 FOR A CONGEXITAL OX IN 1904 FOR DouBLE Cox-
DISLOCATION OF THE RIGHT GENITAL DISLOCATION OF THE
Hip-JoIxT. Hip.

1go3 and 1go4. Five of the patients in question were
shown, together with their skiagrams taken before opera-
tion, at a meeting of the Royal Society of Medicine in
April, 1goo. Two of these patients are shown in Figs. 44
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: i ‘ lar develop-
and 45. Apart from a slightly smaller muscu I

ment in the right lower limb in Fig. 44, there is in neither

FIG. 40.—SKIAGRAM OF THE HIP-JOINTS OF THE PATIENT SHOWN
Ix Fic. 44.

FiG. 47.—SKiaGraM oF THE Hip-JoinTs oF

THE PATIENT SHOWN
IN FiG. 45.

of these cases any defect whatever, or any clinical ey

idence
of an abnormality

in the previously deformed joints. The













RESULTS OF THE MANIPULATIVE TREATMENT 67

have been subsequently treated by the author’s open

operation (see below). One of these is cured; in the

other instance. the patient being still in plaster, the result

s uncertain.

Fi1Gs. 51 AND 52.—SHOWING CONDITION OF THE SaME Boy IN
OCTOBER, 1009 (SEE CASE Ig).

For the purpose of rendering this a reliable contribution
to the statistics of the permanent results of the treatment
of congenital dislocation of the hip, I have kept myself

h—20
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