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[Part V.] 3

‘The wire used should be full 1-32 inch silver an-
nealed wire; a stronger cannot be manipulated with ease ;
and wire less than 1-32 inch would not set or retain
its coil, but would soon become loose. To make certain
that this wire will retain its coil, the key must not exceed
one-eighth of an inch in diameter. If a thicker wire were
employed, the coil made wupon it should be propor-
tionally larger; but a large coil is very inconvenient in the

mouth.

I recommend this operation for compound fractures only, of
the lower jaw ; meaning by compound fractures, those in which
the periosteum and surrounding tissues have been lacerated,
and allow some degree of primary displacement.  Simple

fractures seldom require the aid of the surgeon.

Having applied, in the early part of my practice, the wire
ligature with the ordinary tie ar cross-twist, I could not avoid
noticing that, however firmly the fracture might be fixed at the
time of operating, it became relaxed on the second or third day.
As the wire, when cross-twisted, will not bear the strain of
several subsequent twistings without breaking, I was some-
times necessitated to make a second application with fresh
wire. This further manipulation, at a stage of the treatment
when the parts are so sensitive to pain, was often objected to
by the patient. To obviate this difficulty, I devised the
method of securing the wire by coiling its ends, which is
detailed in the following cases. These coils the surgeon may

tighten, and thus maintain correct replacement of the parts, as
























(Part V.) 1

wire, which I had sharpened at the point, had come through the jaw, 1
incised the mucous membrane and drew the wire into the mouth. I then
applied the key and coiled the wire as at A in Fig. 6. On the tenth day
erysipelas set in, caused by exposure while crossing the river on a very
cold evening. Recovery was complete in six weeks.

The next case (Pl 7) illustrates another variety in the

application of the method.

CASE 7.—During the latter part of 1874, a gentleman of some local
celebrity had a compound fracture of the lefi side of the jaw at the situation
of the second molar tooth, I found the first and second molars absent j
the third was firm in the posterior portion of the jaw, but so depressed and
nearly level with the surrounding parts that no use could be made of it in
attaching the wire. I therefore drilled the posterior fragment through the
cheek in the following manner.  Placing the index-finger of the left hand
inside the mouth, slightly beyond and opposite the third molar, I was in
readiness to steady the posterior fragment, and to detect when the drill
should have passed through the bone ; this position of the finger also
assisted to indicate the point outside the cheek that I was to select. Thus
prepared, I pushed the drill through the cheek, drilled the posterior
fragment, and, on withdrawing the drill, entered the wire at the puncture
in the cheek, and passed it on through the bone until it could be felt at the
base of the tongue. I then drew the wire into the mouth, leaving about one-
fourth of an inch outside the cheek, which end I bent to a right angle to avoid
overdrawing it. I then stretched the check, and the bent end disappeared.
I now introduced the finger between the jaw and the cheek, incised the
mucous membrane over the bent end of wire, grasped it with pliers, and
drew it forward. The anterior fragment having been drilled in the usual
way, and the other end of the wire passed through it from within, both ends
were coiled with the key. The coil at B will be observed to be re-
versed—twisted from right to fgft. This raises the coil to a higher level,
bringing its #nferior edge in line with the drilled foramen ; whereas, the
coil at A being twisted from left to right has its superior edge in line with
the foramen. By attention to this point we will be enabled to reach
deep-seated coils much more easily when they require removal.

This method, as illustrated in Cases 6 and 7, obviates the
necessity for an external incision of the soft parts, and enables
the surgeon to operate on any portion of the body or ramus of
the jaw without the risk of disfiguring the face.




























































