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iv PREFACE.

many of these cases [ have seen and recorded my diagnosis,
with reasons therefor, before the splints have been applied.
The privilege therefore has thus been afforded me of study-
ing this disease under the various methods of treatment;
and the fulness of my notes at different periods as the cases
progress has made it quite unnecessary for me to rely on
impressions not based on fact.

For unusual facilities in the pursuit of my studies I am
under many obligations to my very good friend Dr. Jas.
Knight the distinguished surgeon-in-chief of the hospital.

To the members of our house staff Drs. S. M. Taylor,
H. P. Cooper, and H. J. Bogardus I am very much indebted
for assistance in the preparation of this work for the press.

With general surgeons I have likewise had many oppor-
tunities of studving the results of operative procedures.

It therefore gives me much pleasure to thus publicly
thank Drs. Taylor, Judson, Shaffer, Yale, and Stillman for
privileges extended me in examining their apparatus as
well as cases under their care; Drs. W. T. Bull, C. T. Poore,
Jno A. Wyeth, F. S. Dennis, and other surgeons for similar
acts of kindness.

I feel that I can thus present a pretty accurate picture of
the clinical features of bony lesions of the hip, both under
the expectant and the mechanical forms of treatment. That
such a book is needed none will deny; that the writer of the
present volume has succeeded in producing such a book my
readers will decide.

The limited time at my disposal, the hard work of hospi-
tal life, the opportunities that city life affords for recrea-
tion after a day of toil, mental and physical, must be my
apolognes for the many imperfections contained herein.

V. P. ‘GIBNEY.

23 PARK AVENUE, NEwW YORK,

November, 1883.
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22 DISEASES OF THE HIP.

who belittle diagnosis at the expense of joint therapeu-
tics.

Another subject equally important with that of bursitis
is acute primary coxo-femoral Synovitis. A case of this
occurring in one’s practice, and closely studied, will shake
one’s faith in the current pathology of joint disease. It will
show that hip-disease, as popularly understood, does not, as
arule, begin in the synovial membrane. My hospital facil-
ities have enabled me to make a somewhat extended study
of this disease, and hence I recognize the importance of
differentiating the lesion from the bone lesions—the start-
ing-point, as I believe, of the vast majority of cases of
“ hip-disease.”

In the chapter, however, devoted to this subject I have
endeavored to avoid bias, and to recognize the fact that
“hip-disease” does sometimes begin in this way. The sub-
ject, therefore, has been elaborated as fully as my time
would permit, and Itrust it is made sufficiently clear to fur-
nish the reader with some suggestions, at least, that will
enable him to pursue the study in a satisfactory manner.
It will be seen that I have not fully developed the subject
of chronic synovitis of the hip, and my apology for not de-
voting more attention to this lesion is, that I believe when
such a lesion does occur its tendency is to involve the
deeper tissues and make a genuine hip-disease. Still there
are, I fancy, cases of chronic synovitis occurring in adult
life where the bone does not become involved. We are
prone to regard such as rheumatism, and, for all practical
purposes, the classification is not objectionable.

Chapter 1X,, is devoted to a subject that is growing in im-
portance, thanks to the researches of pathology. We are
indebted to English observers for the light that has been
thrown upon Epiphysitis, and the recent meeting of the
British Medical Association brought out several papers on
this subject that must prove of great value in the study of
joint diseases. Many cases that we have been in the habit
of classing among congenital luxation and among trau-
matic separation of the epiphysis we can now look upon
as due to acute inflammatory diseases occurring in very
early life.

Mr. Thomas Smith, in the St. Bartholomew Hospital Re-
ports of 1874, describes quite minutely this affection as
‘“acute arthritis of infants,” and I find that my own cases





















THE INTRODUCTION. 29

posal for thorough examination. The family history, the
personal history, the sequelae of the exanthemata, the sud-
denness of invasion or the slow insidious invasion—all
these should be clearly understood to make physical signs
of value in diagnosis and in prognosis.



CHAPTER 1II.
THE ANATOMY OF THE HiIp.

In general terms the word hip is employed to designate
not only the immediate structure entering into the forma-
tion of the joint, but the structures, ‘both hard and soft,
which contribute to the functions of the same. In popular
parlance, the integumentary coverings go to complete the
full group of tissues embodied in the term hip. If one
bruises the skin in the neighborhood of the trochanters the
hip is bruised; if a furuncle form in this neighborhood the
boil is on the hip. Neither does the profession nor the
laity draw a sharp distinction between the different struc-
tures in and about the joint when casually discussing this
subject. Webster defines the hip as “the projecting part
of the trunk of an animal formed by the lateral parts of the
pelvis and the hip-joint with the flesh covering them; the
haunch.” It is an Anglo-Saxon word.

The term, then, hip-disease is a general one, and while
many authorities endeavor to have it restricted to lesions
primarily involving the immediate joint structures it is
really applicable to lesions of any part of the hip. It isin
this way that confusion arises. When one says he has
cured a case of hip-disease you do not know just what
meaning he intends to convey, and if you demand an ana-
tomical diagnosis he will very often find it difficult to tell
you just what he does mean. It is, therefore, very neces-
" sary to a proper understanding of the diseases in and about
this joint that one bear in mind the various anatomical
structures entering into its formation. It is well, too, to
bear in mind that inflammatory diseases and neoplasms
attacking particular structures in this vicinity deal with
them just about as they deal with like structures in other
vicinities, The early recognition of the tissues involved
and the nature of the morbid process will naturally suggest
appropriate efforts at least in preventing an extension of
the disease to other parts, the involvement of which may
or may not be of vital importance.
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of the lumbar nerves, and the iliacus by filaments from
the deep branches of the anterior crural.

The accessory obturator—which is not always present—
the deep muscular branches from the anteriorcrural, and
occasionally the anterior branches from the obturator, sup-
ply the pectineus.

Posterior branches of the obturator supply the obturator
externus, while the sartorius gets filaments from the mid
dle, or internal cutaneous nerves, branches of the anterior-
crural.

The vastus externus derives its supply likewise from the
anterior crural, and from the branch going to the muscles
is given off a filament which is distributed to the articular
surfaces of the knee.

EXTENSORS.

Gluteus Maximus.
Threc Special. { Gluteus Medius.
Gluteus Minimus.
The long head of the Biceps.
Semitendinosus.
Semimembranosus.
Obturator internus.

Nerve supply : The inferior gluteal, a branch of the small
sciatic, is distributed liberally throughout the gluteus maxi-
mus, and an additional supply comes from a branch of the
sacral plexus.

The superior gluteal of the sacral plexus supplies both
the gluteus medius and gluteus minimus. The greatsciatic
furnishes muscular branches to the biceps, the semitendi-
nosus and the semimembranosus and the sacral plexus
similar branches to the obturator internus.

Four Accessory.

ADDUCTORS.

Adductor Longus.
Three Special, { Adductor Magnus.
Adductor Brevis.
[Pectineus. .
Gracilis.
Five Accessory.{ Gluteus Maximus (when limb is extended).
Obturator Externus (when thigh is flexed).
Quadratus Femoris.

Nerve supply: The obturator nerve supplies all the





















































































































NEUROSEs OF THE HIP. 73

case where the contraction had existed for six weeks, to
find entire relief the following day.

The prognosis is good in the contractions accompanied
by spinal tenderness. This predicate I employ, however,
when the nature of the affection is fully appreciated. The
proneness to recur under like causal conditions is certainly
well established. In the neuromimetic forms the prognosis
is not so good. The symptoms may continue indefi-
nitely. Sooner or later, however, some one makes a
correct diagnosis and the case speedily terminates in
recovery, or in other neuroses. The same difficulty is met
with in the hysterical cases; and in the neuralgic symptoms
may come and go for years.












































































































COXO-FEMORAL PERIARTHRITIS. 109

abscess did not depend on caries, or in fact on any bone
lesion.

When the periarthritis is glandular the surgical princi-
ples apply here as well as in other tissues. Glandular ab-
scesses, however, as a rule give very little cause for anxiety,
The great danger in allowing any inflammatory tissues to
remain long in contiguity to so important an articulation
must be quite apparent. Orthopedic appliances are very
seldom called for, and one need not attach any-importance
to the deformities which often arise during the progress of
the disease. In closing this chapter I can name nothing
more important in the treatment than a correct diagnosis.
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and the sac be an irritable or a sero-purulent one, the de-
struction or the removal of the same is-the only treatment
that holds out any prospect of a cure.

6. It is dangerous to permit, for a long time, inflamma-
tion of a bursa which communicates with the joint, or
which lies directly upon the capsular ligament.
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proposition is hardly possible, yet the histories of some
cases, especially in children between eight and twelve years
of age, furnish strong evidence. We do not know, however,
but that the bone lesion may have begun near the peri-
phery and that an exacerbation was early induced. The
pathological process is easy of explanation. It is well
then, under these circumstances, to be cautious in the prog-
nosis.









































































































MALIGNANT DISEASE OF THE HIP. 169

s. The hypodermic needle, or the needle of the aspirator,
will enable one to make a differential diagnosis when other
means fail.

To quote Dr. Gross: “Finally, a rapidly-increasing, pain-
ful, lobulated, soft, elastic, non-pulsating, pyriform or fusi-
form tumor, especially if seated on the shaft of a long bone,
occurring at about the twenty-third year, and unaccompanied
by fracture, but marked by discoloration of the skin, enlarge-
ment of the subcutaneous veins, involvment of the lymphatic
glands, and elevation of temperature, may be safely ranked
among the periosteal round-celled sarcomas.”



































































































202 DISEASES OF THE HIP.

7. In children beyond the of eight years the init
lesion is- about equally divided among a central osti
a periostitis, a chondritis and a synovitis.

8. The process, whether central or otherwise, is exce
ingly slow, and proceeds to the destruction of the joint a
displacement of remaining portions of bone.

9. If the patient inherit a tubercular diathesis he is
danger of tubercular meningitis prior to the occurrer
of suppuration and to amyloid degeneration subsequent

this stage.
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the prize to the attainment of which all our labors should
tend. That many diseases essentially constitutional de-
mand local treatment, no sane man will deny; and, with a
proper understanding of the constitutional vice on which
the local lesion depends for its existence, no sane man will
assert that local treatment alone will meet all the indica-
tions.
















































































































































274 DISEASES OF THE HIP.

that the resistance point will be between ninety and forty-
five degrees. The other thigh can be easily flexed to its
limit by way of comparison. For purposes of record the
goniometer, as represented in Fig. 28, is a very useful
instrument. The one I have represented is taken from Dr.
Kaight's “Orthopcedia,” though modified in the marking,
The fixed arm when in use rests with the graduated arc
against the side of the body, the joint over the joint whose
deformity is to be measured, while the movable arm rests
against the limb parallel with its longitudinal axis. The
angles can then be read off on the graduated arc. A
little practice with the goniometer will enable one to esti-
mate quite closely any given deformity, even without em-

loying the instrument.

All orthopedists insist more or less on the position of

Frc. 38.—A GowrounTRR.

the body and the relationship of the spinal column to the
table or bed on which the examination is conducted. All
the spinous processes should be in contact with the under-
Iving surface, and in moving the limb this relationship
should be maintained. I have been much pleased with the
method Mr. Thomas, of Liverpool, adopts for securing this
fixation of the body. The accompanying figure (No. 29) well
represents the method. The arm of the sound side thus
placed in the popliteal space retains the corresponding
thigh acutely flexed on the abdomen, thus preventing
tilting of the pelvis during movements of the diseased
member.

Given now the arc of motion in the different directions,
what significance shall we attach to the various degrees of







































































































































CHRONIC ARTICULAR OSTITIS: PATHOLOGY. 319

evening he was decidedly feverish, and did not leave his bed
the next day. The symptoms fixed themselves in the right
hip, and he lay a sufferer for nine weeks, the limb assuming
a position of flexion and adduction. I had no difficulty
after so clear a history of diagnosticating a rheumatic
periarthritis, and advised brisment force under ether.

He entered St. Luke’s Hospital, and Dr. Bull, confirming
my diagnosis, carried out the treatment I had recommended.
The result was all that we could desire; and at present
writing the patient has a very useful limb, with a very fair
amount of motion.

In closing this chapter I can do no better than insist on
the value OF an early diagnosis in the first stage. The signs
are clear enough, as a rule, when taken in connection with
the history. Exceptional difficulties in diagnosis have been
enumerated, and repetition is unnecessary.
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the views that many a general surgeon comes to hold who
follows his cases closely and who bases his opinions on
final results. Dr. Allis, then, represents the surgeon; and
while he admits the possibility and desirability of a cure
without deformity or ankylosis, he confipes his query to
the cases that have advanced beyond the early stages, as
the following quotation will show :

“I shall have no reference in the following remarks to
the early manifestations of the disease and its possible
cure. An eminent surgeon has said that ‘nine-tenths of
the cases can be perfectly cured if taken in time.” Grant-
ing this to be true, it is clinical experience that nine tenths
of the cases are nof brought to us in the early stage ; and
the pertinence of my query still applies to the great ma-
jority of cases that fall victims to this painful crippling dis-
order.”

I shall, in the course of this chapter, aim to show what
the expectant plan accomplishes, and whether we can ex-
pect any better results than Dr. Allis accepts as the best,
even if we ‘“get our cases in time.” And a few remarks on
“ getting our cases in time” may not be irrelevant. What
does one mean by getting, for instance, a case of chronic
articular ostitis of the hip in time? Does he want it within
the first week of the appearance of signs, or does he want
it sooner? Or will he be satisfied if he gets the case before
the second stage is reached ?

The fact is few men can agree on this point, and the
anxious mother who feelingly asks, “ Doctor, have I come
to you in time with my child ?’ knows too well by the
guarded reply that it is a difficult question to answer.

My own opinion of that conditional expression “if you
had only come to me early enough,” is that it is a mischiev-
ous assumption. It is an assumption, because it assumes
that the one using the expression is surely in possession of
the means for bringing about a cure. It is mischievous,
because it seriously reflects on the previous medical attend-
ant and sows the seeds of dissatisfaction. Besides, it isa
poor science that will not allow its devotees to accept the
situation and get good results, however adverse the cir-
cumstances. Let a man be honest to his brother practi-
tioner, honest to his patient, honest to himself.
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is well illustrated by a drawing from life. See Fig. 32, which
represents very accurately the deformity of both hips. At
this time the liver was found enlarged. After prolonged
suppuration he was finally discharged as incurable in Sep-
tember, 1876.

My restrictions, I would have it understood, apply to the
method as popularly understood. If the system were freely
carried out, if not only the aim were to relieve the exacer-
bation in the early stage, but to prevent and correct deform-
ity, or to bring about that deformity, if deformity needs
must come, which wiil secure the greatest usefulness of
the limb, then I should say, By all means retain the treat-
ment, yet never hesitate to abandon it in individual cases
where it becomes clearly ineffectual.
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limb sensitive on jar. The symptoms all disappeared im-
mediately on removal of the splint and the readjustment of
the extension. The boy has since been progressing wel),
as before. The coincidence was so marked that there could
be no doubt that the disease had been aggravated by the
splint, and that this exacerbation was stopped by its re-
moval. It should be said that in six other cases where
Thomas splints were applied nothing of this sort has oc-
curred.”

The objections urged against immobilization are, to my
thinking, without ground, and I believe with Mr. Thomas
that the closer one can come to securing perfect rest the
better the final result will be. It seems a rational theory
he advocates, viz., that the movements to which a joint are
subjected by muscular irritation, by strain or by jar, by in-
flammatory products excited by blistering, or by any other
means, contribute largely to the ankylosis so common in
this disease. In our treatment by the expectant method
or by extension splints, we caution the patient against falls
or strains of any kind, knowing that these little mishaps
are often the direct cause of an exacerbation, and knowing
that an exacerbation means “ae extension by contiguity of
the inflammatory process o the joint and to the periarticu-
lar tissues.

If this plan wi'l secure a movable joint the inconveni-
ences are as nothing. At all events let American surgeons
give it a trial.
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1. It protects diseased areas from traumatism.

2. It furnishes sufficient artificial support to counterbal-
ance the loss of power on the part of -the affected member.

3. It places the movements of the diseased articulation
absolutely under the control of the surgeon at all times,

4. It permits inter-articular pressure.

5. By its use we can maintain the general and local nu-
trition at the highest possible standard for the purposes of
carrying on the repair of the diseased tissues.

6. The nullification of reflex muscular spasm.

7. Its easy portability.

8. Its non-interference with the performance of the func-
tions of healthy joints.

I have given at some length many of the forms of appa-
ratus now in use, their construction and their claims, and
with so many in vogue one wonders why it is that we have
any imperfect cures in our midst. The fact remains, how-
ever, that children do get well with stiff and deformed
joints, that many are subjected to various operations, and
that many die of the disease, notwithstanding they have
been subjected to both the mechanical and the expectant
treatment. It is also a significant fact that go where you
will some one tells you of a friend or an acquaintance who
has had “hip-disease,”” and when you begin to inquire
about the result, you will hear of a short limb, a stiff
joint, or an enfeebled constitution. You will hear further-
more that the paticnt was under Dr. A’s care or Dr. B’s
care a number of vears, but that Dr. C or Dr. D had the
patient first and this accounts for the result.

i am well aware that patients are neglectful, that they tire
of this treatment or of that, and that they fallinto the hands
of charlatans both in and out of the profession. Still my
claim is that we should know of more of those fine results
claimed. In otherbranches of medicine men publish results
of cases, publish statistics of cures, and yet one has to look
through a vast field of orthopedic literature to find good
cases, and when he does find them they are often so im-
perfectly recorded as to be unfit for statistical purposes.
What then does the treatment of chronic articular ostitis
of the hip by splints accomplish?

In the paper of Dr. Taylor's from which I have already
quoted there occur some representative cases. One was in
a boy four years of age who had a slight halt in his right
leg. A history of a traumatism was obtained, and the first
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which was in the groin and one above Poupart’s ligament.
*“The severity and persistence of the symptoms, the num-
ber and position of the sinuses, the long continuance and
often offensive nature of the discharge, and the character
of the resulting cicavlices, of which two are attached to the
bone, clearly show that the case was one of destructive
ostitis and disorganization of the joint.” And such was his
history. At the end of a year repair began, and the fix-
ation of the joint was no longer necessary. Up to this
time he had persisted in the use of crutches. These were
now laid aside, but the splint was worn for three years
longer. Eighteen months after all treatment was dis-
continued he was an active robust boy, taking long walks
to and from school, was a good skater, and when he walked
slowly there was no perceptible defect in his gait. There
was a half-inch shortening, limb was in good position, 7.,
the angle at a useful degree of flexion, and there was no
motion at the joint. :

Three years after the above condition was found I examin-
ed him with Dr. Judson, and we found the boy still as active
and still as healthy. There was a shortening of one and a
quarter inches as measured from the umbilicus (practical
shortening), and an actual lengthening of a half-inch as meas-
sured from the anterior-superior spinous process, with the
limbs symmetrically placed. There was an arc of motion of
at least 10° in flexion, and a slight amount of abduction, ad-
duction, and rotation was possible. The trochanter was
not above Nélaton’s line.

Now these cases are very instructive, and they were re-
ported just as they were. I have notes of many that are
now under the long-splint treatment, and while they are
not ready for a final report I can at least report progress.
All are comfortable, in all the limbs are in good position,
and all are out of doors most of the time.

I have notes of a few that have been under the short-splint
treatment, and nearly all have done badly. Two that [
now recall went on to distressing deformity.

From a study, then, of the mechanical treatment of this
disease, I am persuaded that

1. The short extension splints which permit motion
exert very little if any influence on the average case of
chronic articular ostitis of the hip.

2. The long splint in competent hands secures for us
better results than does any of the splints in general use.
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3. It is better to combine the extension splint with the
crutches and high shoe.

4. An intelligent use of the splint is but a very import-
ant part of a true expectant treatment.

I am indebted to Dr. Judson's paper for the following:
“If we recall the morbid anatomy of this disease, in which
the integrity of the central portion of the boneis invariably
assailed, we can better understand the comparison of hip-
disease to a fracture of the bone, and the more readily
recognize the propriety of treating it by fixation. If hip-
disease were synovitis, invading, under the pressure of re-
flex muscular contraction, first the cartilage and then the
bony tissue, it would be right to try to diminish this pres-
sure by traction, or any other method believed to be prac-
ticable. We might even attempt the difficult combination
of traction with mobility, in the hope that motion without
friction would perhaps assist the process of repair and
secure a recovery without impairment of mobility, But
the disease is not synovitis. It is ostitis, beginning in the
cancellous tissue, or at the epiphysal junction, excavating
the bone, undermining its strength, progressing from with-
in outward, and involving in time all the structures of the
joint. In this view it is clear that the proper local treat-
ment is protection from the pressure and concussion in-
cident to walking, and the prevention of motion in the
joint. As in a fracture, so in hip-disease, the part should
be placed in a favorable position for the action of the
natural reparative processes which, aided by appropriate
general treatment, are, as a rule, able to limit this morbid
process when it occurs in parts which, like the ankle, are
more easily protected from disturbance and violence by the
voluntary efforts of the patient.”
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The tenderness subsided within a month, the usual hos-
pital treatment having been employed. During the winter
-—three or four months after admission—he was thin and
poorly nourished, but the hip gave no annoyance until the
following summer, when after an exacerbation the second
stage was fully at hand. A year from the date of admission
an abscess occupied the whole of the gluteal region, and a
month later opened spontaneously over the coccyx. The
usual hectic followed, but it was not severe, and he had
comparative immunity from pain until the approach of
another exacerbation, two months later, more acute and
more distressing than any he had experienced. At this
time two openings existed, and through one a spicula of
necrotic bone was exfoliated.

At the end of the second year the patient was feeble in
health, the limb was in the position of third stage. The
soft parts were dotted with ulcers and the openings of
sinuses. His lungs at this time were the subject of much
apprehension, physical signs revealing bronchial changes,
and altogether the case was aught but hopeful. During
the winter no marked changes occurred, but in the sum-
mer—three years now from admission—the urine was light
in color, gave on standing awhile a whitish flocculent de-
posit, and, on the addition of the usual test, five per cent of
albumen. In the field of the microscope it furnished an
abundance of granular and hyaline renal tests. This par-
ticular examination was made July 9, 1875. The notes for
next ‘day read: “Little or no cedema present. For past
week has complained of some headache, nausea, and con-
stipation, the significance of which is manifest by the
urinary examination.”

Another examination of the urine was made a fortnight
later, and the specific gravity was 1020, while the specimen
was loaded with albumen. I found also on examination
hepatic dulness three fingers' breadth below the free border
of the ribs. A month afterward he was discharged, larda-
ceous degeneration being fully established and the suppura-
tion being unchecked. The prognosis, as recorded, was,
“death from amyloid degeneration within three years.”

The boy was admitted to St. Mary’'s Hospital, I learned,
shortly afterward, and the hip was there excised by Dr.
Poore, who has already placed the case on record.

In December, 1879,—four years after the operation—I had
an opportunity of examining the boy, and I found his



TREATMENT IN CHRONIC ARTICULAR OSTITIS. 393

general appearance excellent. He walked without any sup-
port save a high shoe. Without this he used a crutch,
although he could bear his entire weight on the limb with-
out difficulty. He could actively flex the thigh beyond go°
with about one half the normal force ; could extend, abduct,
and adduct over normal arcs, and with a little less than one
half the normal force. The cicatrices all seemed old, and
there were no open sinuses anywhere to be seen. The
measurements, as I found them at that time, were as fol-
lows:

Right side: Thigh, 124 in.; knee, 11 in.; calf, 10} in.; in-
step, 8} in.

Left side: Thigh, 17 in.; knee, 13 in.; calf, 12} in.; instep,

in.

The right limb in length was 25} in,, the left, 324 in.; the
right tibia, 12} in.; the left, 14 in.; the right foot, 8; the
left,9. He had no cough and his lungs were in an excellent
condition. Dr. Ripley examined the lungs after I did and
fully confirmed the result I had obtained.

The condition, as described by Dr. Poore at time of
operation, was as follows: '

“At the time of his admission the right thigh is flexed,
shortened, and inverted; the knee-joint is also flexed and
stiff. He suffers much pain, so that he is confined to
the bed most of the time; he lies in bed, propped up with
pillows; he has not been able to lie down for two years. [?]
Thereare four sinuses about the joint, through most of which
dead bone can be felt. There is considerable discharge.
Patient is thin and pale; appetite poor; liver enlarged.
There is some albumen in his urine, but no casts can be
found.

“On May 21st the joint was excised—present, Drs. Peters
and Watts. The head of the bone was found lying in the
cavity of the acetabulum in pieces; the neck was also splin-
tered; the bone was divided below the trochanter minor;
the shaft was found extensively diseased; the bone was
soft, thin, dark-colored, and the medullary cavity enlarged, so
as to easily admit the finger for two or more inches; the shaft
was divided again lower down; the periosteum was loose;
the condition of the bone at the point of second section
showed the same diseased condition. The acetabulum was
not perforated, and but slightly diseased.

“ Wound brought together in part, and patient placed in
a cuirass, with extension so as to bring the knee down.”
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of slow caries was going on in the iliac bone; it was sur-
rounded by thick inspissated pus which had raised the
periosteum from the pelvic surface of the bone, leaving it
finely eroded. The upper part of the femur was connected
to the remnants of the old capsular. ligament by firm, un-
yielding, gristly connective tissue.”

Mr. Parker very properly heads his report, * Peri-tro-
chanteric Abs:ess— Subsequent Coxitis— Excision— Apparent Re-
covery— Lardaceous Disease three years later—Death—Autopsy.”

The other objection to the operation, viz., that the limb
is left insufficiently strong as a support, is certainly an ob-
jection worthy of consideration. Still this is of insignifi-
cant importance when compared with death by slow, tor-
turing suppuration.

The questions then are reached:

1. Shall we ever excise? Yes.

2. In what cases shall we excise ?

To answer this question let me cite an hypothetical case
or two.

Suppose one gets a case in the early stage, and learns at
that time or subsequently that a tuberculous element exists

‘in some member of father’s or mother's family, near or
remote. Let this'point be always borne in mind for prog-
nostic purposes. Suppose, furthermore, that the treatment
adopted is treatment that is known to be attended usually
with a fair amount of success. Suppose resolution does
not take place, but that the disease goes into the second
and then into the third stages. Suppose the suppurative
process is unusually severe and unusually prolonged, and
that the patient is losing ground steadily despite treatment;
suppose that the urine is of low specific gravity, and that
this low specific gravity persists until the child begins to
complain of pain in the hepatic region. Given now a case
like the above, whether the evolution have been slow or
rapid, no time should be lost, when these urinary changes
have thus advanced, in removing every particle of diseased
bone. If excision will not do it, resort to amputation. Lard-
aceous disease is impending, and life is at stake.

Suppose, again, in this same patient you can get no evi-
dence at any time of a tuberculous element, but that sup-
puration has existed long enough to induce an exceedingly
low vitality and is accompanied by unexplained attacks of
diarrhcea; the operation should then be done. These cases
die by exhaustion, and these little disorders of the intesti-
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down to the bone above the upper border of the great tro-
chanter, and then either pass a saw or a chisel through this
opening and divide the bone.

Theoretically, the saw is open to the objection of leaving
sawdust behind, but both means give uniformly good re-
sults. The wound generally heals perfectly, or with very
moderate suppuration. Some wounds, when the bone is
divided with the saw, heal subcutaneously. It is desirable
to do such operations antiseptically as far as possible.

Adams’s operation is only practicable in cases of bony
ankylosis where the head of the bone is in its place, and
these are cases of ankylosis from rheumatism or rheumatic
arthritis, ankylosis from long-continued rest, and Adams
includes pysemic inflammation of the hip-joint—in fact any
inflammation where the head of the bone remains in place;
as long as the head is there, the operation is feasible.

But cases of hip-joint disease where the head of the
bone has been absorbed, where there is a high position
of the trochanter above Nélaton's line are not amenable
to Adams’s operation,

Such cases require an operation first performed by Barton,
but which should be done nowadays after the manner
made more precise by Volkmann,

Barton's operation consisted in cutting through the
femur below the trochanter minor. An incision was made
sufficiently large to separate the periosteum from the bone,
and then a chain-saw was passed around the bone, thus
dividing it. Several American surgeons repeated this
operation. Sayre modified it by making one end of the
bone convex and the other concave, and claimed to obtain
motion by this artificial joint, which persisted for two
years (reported on page gzo of his work). There is an
objection to this operation proposed by Barton, from the
fact that the bone is cut completely across, and when the
effort is made to straighten the limb, it is likely to throw
upward or forward the upper end of the lower fragment.
One case occurred in the practice of a surgeon in this city,
in which the femoral artery was pressed upon and gan-
grene took place.

The Volkmann operation is the one Dr. Bull performs.
In this the bone is not sawn or chiselled entirely through,
but a wedge-shaped piece is removed from the outer sur-
face of the bone, the apex of which extends nearly to the
compact tissue on the inner surface of the bone. This
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leaves a thin layer of compact tissue on the inner surface to
be fractured through in the effort to straighten the limb,
and serves to hold the lower fragment in place.

In addition to removing the wedge-shaped piece of bone,
it is generally necessary to divide the sartorius, tensor
vaginaz femoris, and sometimes the rectus where the
thigh is strongly flexed; and in addition to these muscles
the adductors also should be divided when the limb is
adducted as well as flexed.

The operation to which Volkmann gave the name “ Sub-
trochanteric Osteotomy,” is performed as follows: An in-
cision is made directly over the long axis of the femur on
its outer side, about one and a half inches in length, di-
rectly down to the bone. The middle point of this incision
should be from one to one and a half inches below the top
of the great trochanter. The periosteum is separated from
the bone over the outer and posterior surface, and with the
chisel a wedge-shaped piece is removed embracing the
whole thickness of the bone, with the exception of the inner
layer of compact tissue. The width of the base of the
wedge should be greater or less according to the amount
of flexion, and the base of the wedge must be sufficiently
large to permit the cut surfaces of the bone to come in
contact when the limb is straightened. This varies from
one half to one inch.

After removing the wedge of bone, the pelvis should be
steadied by an assistant, and the limb brought down to a
straight position by fracturing the layerof bone which has
not been cut through, and before the limb can be perfectly
straightened it may be found that division of the adduc-
tors sartorius and, sometimes, the tensor vagina femoris
is required. This may be done by subcutaneous incision
or by an open wound; probably the former method will
suffice in the majority of cases, and is to be preferred on
account of the smaller or insignificant character of the
wound. If, however, extensive division of these muscles
should be found necessary, some surgeons prefer to accom-
plish this by the open method.

The subcutaneous tenotomy (myotomy ?) is easily per-
formed, by putting the muscles on the stretch by straight-
ening the limb, entering the skin close to their origin
with a sharp-pointed tenotome, then passing a blunt-
pointed tenotome underneath the muscle, taking care to
keep close to the point of insertion in the bone and cut-
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