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of it is from the damaged blood channels of the neigh-
boring soft tissues. The swelling in fractures of the
gkull is inconsiderable, notwithstanding that the total
area of bone surface involved is eommonly more than
in fractures in the leg or arm, and the vascularity
areater. The reason for this is the natural immobility
of fractures of the skull. TFor these reasons the best

Fig. 1.——Fracture of tibia and fibula in plaster case. Positlon
;:Inl'l‘l'd,'teﬂ with the ald of the @-ray. BRest possible correction.
Jhserve lateral displacement of fibula and loose fragments of bone.

results in the treatment of fractures will be secured by
early immobilization. The sooner a fracture is reduced,
its bony surfaces brought into apposition and held im-
mm'ﬂhh' the less will be the swelling and the more sat-
isfactor v the result.
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There is a prevalent notion of waiting until “the
traumatic reaction has subsided.” This ancient phrase
rolls off the tongue sonorously and sounds Important—
we }I."I"L'l" ]I!'.‘lril Our II'Ill'iH'r.": H“I[ 1.!“‘ mMen we venerale
use it. But there iz traumatic reaction going on all the
time as long as the bones are out of place or so long as
they are movable. There is also an ancient praectice of
deferring serious treatment until *the swelling has gone
down” (another legaey {rom the dead past). If we can
effect immobilization soon enough, the swelling will not
come up. Lead and opium and other embrocations have
no place in the modern treatment of fractures.

|

Pig. 2.—Fractore of lower end of tibia in plaster case. IPresuom-
ably in good position. Observe lateral displacement and overriding.

[n most hospitals, however. when a fresh fracture of
the tibia and fibula is brought in, it is put up tempora-
rily in a vast amount of eotton and basswood splints 1n
such a wav that the bones are not immobilized. Swell-
ing 1s expected, and the expectation is fulfilled. After
the muscles, tendon sheaths and nerves have heen infil-
trated with exudate for a week or so the serum iz suffi-
ciently absorbed for the leg to be properly immohilized.

(Can anything better than this be done? I think
there can. TFor many vears if has been my teaching and
practice to correct deformity and permanently immo-
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bilize such fractures as soon as possible. 'When the frac-
ture is seen within two to twelve hours after the acel-
dent there is usually no swelling present. I am in the
habit of drawing a long white cotton stoc king over the
leg and applying plaster of I’ aris immediately over this.
[t does not require a heavy covering with the plaster
bandage to immobilize the fracture. It need not be
more than one- eighth of an inch thick. It is important
that the bandage next {o the stocking be applied with-
out folds and with the most perfect possible evenness.
No reverses should be made. 'The bandage should be

Fig. 3.—Fracture of tibia and fibula in plaster case, Presumably
good position. Observe lateral displacement, angular displacement
and shortening.

allowed to run out flatlv. and when it is wished to
change its course it should he eut and started in the
direction desired. If vou want an idea of the diffieulty
of doing this properly examine the ridees and uneven-
nesses to be seen on the ingide of the ordinary hardened
plaster cast after it is removed.
A thin cast applied over the stocking conforms to the
shape of the leg and allows of an estimate of the lines
and contour which can be compared with the other limb.
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A good plan is to cut through this cast on either side
S0 as to divide 1t into an anterior and posterior half.
T'his can be done before the last banadage is applied,
and while the plaster is still soft, by using a charp
scalpel or bandage secigsors. Then the final |.t'r11!r|+1,t.ft* 1=
[ml on. Later when the cast is hard, if it is desired to
imspect the leg, it is an easy matter to cut through the

Fig. 4.—Fracture of tibia and fibula in a very fat leg In plaster
ense.  Presumably good position.  Observe lateral displacement of
tibia.

outer bandage, following the underlying crack, and lift
off the front half of the gplint. This operation is facili-
tated by employing two stockings instead of one, and.
at the first cast-cutting operation, dividing the outer
stocking, which is adherent to the cast, and leaving the
under stocking intaet.
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Putting up a fracture immediately after its occur-
rence is not usually regarded as good surgery. It is nrft
good surgery if the cast is not put on we:_il. But if it
is smoothly applied and the apposition is good there
will be no further swelling, provided there is no extraor-

Fig. G.—I'racture of shaft of humerns after reduction and Im-
mobllization. In apparently good position, but actually with lateeal
dlgplacement equal to half the diameter of the bone.

dinary condition present, such as imperfect reduction,
rupture of large vessels, or venous obstruction. After
such immobilization the leg should be free from pain.
There should be no throbbing or discomfort ; if there is.












