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and farther backward into the ischiatic notch, (3) down-
ward and forward into the thyroid foramen, and (4)
downward and forward upon the pubes. In addition,
what are known as irregular dislocations are occasionally
met with, as diagonally between any of the above, and
in some rare instances going beyond the thyroid foramen
and lodging upon the tuberosity of the ischium. Slight
manipulation, however, readily brings the head of the
bone into one or the other of the four positions known as
regular dislocations. Irregular dislocationsare found only
in cases in which the ilio-femoral or “ Y 7 ligament is com-
pletely ruptured. f is lig nt remains intact the
head of the bone should be forced to take its position in
one of the regular forms.

“In regard to frequency,” says Hamilton,* “ of 104 dis-
locatior X lar), 55 were upon the dorsum ilii, 28 into
the great riatic notch, 13 upon the foramen thyroideum,
and 8 upon the pubes.” They may occur at any period
of life. but are found most frequently in the most active
period, viz., from 15 to 45; and in regard to this matter
I will quote the following tabular arrangement from
Hamilton. On page 810 1 find: =

Under 15
15 to 30 ¥
30 * 45

The above is his analy
The injury more common in males than in females,
Agnew giving 78 cut of 89 cases, and Hamilton 104 out
of 115. Continued fev ispose to disloca-
tions of the hip, espe Double dis-
locations have been reported by numerous observe
In dislocation upon the dorsum ilii, the limb is short-
ened from one and one-half to two and one-half or three
inches, rotated inward, adducted, and ghtly flexed
upon the pelvis. During the examination th
should s
erect, and
throw the w
of his body upon
the sound
the knee touchin
the opposite thi
above or near the
upper margin of
the patella. The
thigh can be flex-
ed, but adduction
is difficult, and ab-
duction is impos-
sible exc
Very

bent
ward;

ness of the hi
diminished by re-
laxation of the
gluteal muscles;
the trochanter
major is brought
down so as to ap-
proach the level
of the anterior su-
perior spinous
process; and the
head of the bone
may be felt or

the dorsum ilii.
In differentiat-
ing this disloca-
F1G. 1633.—Dorsal Dislocation of the Hip. n from fracture
J f the neck of the

femur, we shall find absence of crepitus (unless
ture coexi immobility, the toes turned in, a g

* Op. cit., p. 808.

degree of shortening, and inability to stand upon the
limb. In fracture, on the other hand, there is mobility
—possibly preternatural; the toes are gencrally turned

Tendon of Obturator
out; the short g is limited if at all apparent; and the
patient can bear some weight on the limb, and may even
be able to walk a short distance. It must also be borne
in mind that a fracture is more )le to occur in advanced
life; indeed it is quite rare in early life or prior to middle
age. Separation of the epiphysis must be Jooked out
for in early life, and the possibility of hip-joint disease
must not be forgotten. 5

If the outer fibres of the ilio-femoral ligament are
ruptured, the rare form of everted dorsal di ation may
occur, in which we have the principal signs of a dorsal

| dislocation with the limbeverted; the limb may be found
| inverted, but it is easily everted; and the foot may be
slightly everted, lying flat upon the bed, or it may point
backward. By flexion, rotation inward, and adduction
this dislocation is readily converted into the regular form
on the dorsum ilii. 7
In this dislocation, as with the others, the ligamentum
is ruptured or torn from its attachment; the cap-
gament is torn at its lower posterior portion, and
generally also on its under part; the quadratus femoris,
the gemelli, the obturator internus, the pyriformis and
obturator externus muscles, all or at least some of them
are torn or partially lacerated. The glutsei, on the other
hand, either escape altc her or are only slightly injured.

The head of the bone may lie close to the acetabulum,
even overlapping its cavity, or it may be lodged far
backward, or backward and upward; it may be so low
as to overlap both : notches, its centre resting on
the base of the ischiatic spine or opposite the apex of the
great sciatic notch. :

When the head of the bone leaves the acetabulum at
its lower part it usually passes below the obturator
internus and then rises behind it, this muscle being inter-
posed between it and the cavity; or lodging beneath this
muscle it may press it foreibly upward; or finally, it
may slip above the obturator internus, passing between
it and the pyriformis, in which case will be covered
only by the us maximus and the integument. In
the latter event, the head of the bone can be felt in its
new position, moving with the movements of the thigh;
the normal outline of the buttock, which becomes broad-
ened and prominent, is lost, and the great trochanter is
approximated to the anterior superior spine, lying above
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a line drawn from that point to the tuber ischii (Nélaton's
line). If the head of the bone is below the tendon the
symptoms will be practically the t there is less
shortening, and the flexion, adduction, and inversion are
more marked.

Reduction is accomplished, in all recent cases, by
manipulation. The studies of Dr. Bigelow have thrown
great light upon dislocations at the hip, and he very cor-
rectly gives priority of invention of the method now
commonly in use to the late Prof. Nathan Smith, of B
Haven, who formulated it in 1831. Despres
independently formulated the n thod of flexion and out-
ward rotation, and Reid.t in 1851, did the same. In his
method, however, marked adduction preceded the flexion.
and the obstacles encountered were incorrectly attributed
by him to the resistance of the muscles.

“In reducing this dislocation by the cla cal method of
Professor Smith, the patient is placed on a firm mattress

sthetized (if deemed necessary); the surgeon
grasps the ankle of the injured limb with one hand and
the knee with the other; the leg is flexed on the thigh
and the thigh on the abdomen; it is then adducted and
carried to the sound side, and rotated slightly outward;
and finally, by circumducting externally, it is swept
across the abdomen and brought down in a straight posi-
tion beside the other limb.

Allist recommends the following steps: The surgeon,
kneeling beside the recumbent patient, in the case of the
right hip, should grasp the ankle with the right hand
and place the bent elbow of the left arm in the popliteal
space; then he should turn the leg outward, by means of
the ankle, and should lift it upward with the left arm;
finally, he should turn the leg in ward and should bring
the femur down into the position of extension.

Hamilton§ gives the following: “The patient being
laid upon his back upon a mattress, the surgeon, assum-
ing that it is a dislocation upon the dorsum ilii, should
seize the foot with one hand, and the other he should
place under the knee; then flexing the leg upon the
thigh, the knee is to be lifted arefully toward the face
of the patient until it meets with some T i e; it
must then be moved outward and slightly rotated in the
same direction until resistance again is encountered, when
it must be gradually brought downward again to the bed.”

I also quote the following from Stonham]: *Inall forms
of dislocations the patient is most conveniently placed

F16. 1635.— Manipulation Method for Reduction of Dislocation of the
e, Showing Flexion of Knee and Hip to a Right
Angle. (Helferich.}

upon a hard mattress on the floor, the surgeon thus hav-
ing full command of the limb. He must be fully anzes-
thetized. In the dorsal dislocations the eon, flexing

*Bull. de la Soe. Anatomi ., Septe
+ Buffalo Me« 1 1851. 3 5 S
% Wharton s: * Practice of Surgery.” op. €it., p. 555.
§ Op. cit., p. - = 2
1* Manual of Surgery,” by Charles Stonham, vol. il., P- 195, The
Maemillan Co., 1900.
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the knee to a right angle, grasps the leg above the ankle,
and just below the knee. The thigh is now flexed upon
the abdomen to a right angle, and the patient is slightly
raised from the mattress so that his body becomes a
counter-extending force; if this be insufficient his pelvis
av be fixed by an assistant, or the surgeon may exert
sure on the anterior superior iliac spine with his un-

FIG. 1636.- Extension. Sir Astley Cooper’s Method.

booted foot. The femurisnow abducted and rotated out,
and thus the head is brought nearer the acetabulum;
finally the limb is extended and the head slips into the
socket. The formula for reduction is ‘lift up, bend up,
roll out, and extend.’ If any difficulty is experienced
it will most likely be due, not only in the dorsal, but in
all regular dislocations, to the smallness of the aperture
in the capsule; this is to be made larger, without fear of
inflicting much additional damage, by circumduction in
the direction opposite to that which the head of the bone
must subsequently travel. In the other cases adduction
and inversion may be slightly increased in order to dis-
engage the head of the bone.”

“1n the everted dorsal dislocation it may be converted
into the ordinary dorsal by flexion, adduction, and in-
ward rotation of the limb,” Mr. Stonham; and ac-
cording to him “Bigelow recommends that the head
should be disengaged by circumduction of the extended
limb inward, coupled with eversion to free it from the
edge of the pelvis in the supraspinous form.” *“The
anterior oblique may be converted into the ordinary
dorsal form by inward circumduction and internal rota-
tion.”

Charles A. Sturrock* has advised the following method
of reducing dislocations of the hip: “The patient is laid
upon the back and ansmsthetized. The surgeon kneels
upon the left knee and at the left side of the patient in a

islocation of the left hip. The patient’s thigh is then

arefully flexed to a right angle, and while this is being
done the leg is also flexed to a right angle and laid with
the most prominent part of the calf on the right knee of
the surgeon. The ankle is then firmly grasped with the
left hand, and the condyles of the femur with the right.
The thigh is abducted for thyroid dislocations, adducted
for dorsal and pubic, and rotated inward for all, by draw-
ing the foot away from the middle line and keeping the
knee steady. Traction is now made by steadily depress-
ing the ankle, the surgeon using his knee for a fulerum;
the patient’s leg makes a most powerful lever, and the
pelvis can be easily raised from the ground if necessary
the body acting as a counteraction : finally the thigh is
rotated out, and while this is being done the head of the
femur slips into place.”

These methods all act in the manner suggested by Prof.
Nathan Smith, and the points brought out in regard to
the ilio-femoral or Y ” ligament, so philosophieally con-
sidered by Dr. Bigelow, are the important factors in the
pathology and red yn of this dislocation,—the “Y ~

icament being a re-inforcement of the capsular ligament.
he method of Allis and that of Sturrock give the sur-

: -eater power in making extension and counter-
extension during the manipulation. Sir Astley Cooper’s
method of employing the compound pulleys, and other
devices, mechs al in their character, for extension and

* British Medical Journal, April 8th, 1¢
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counter-extension, are now abandoned as being very }1‘11)10
to pmxluro injury (through the employment of exces
force) in all recent dislocations; and,with the means
gested above, they are needed only as adjuvants to man-
I;MILHHID if at all. \Lnupu].nmn is to some extent im-
peded by mechanical devices, for they interfere with the

"IG. 1637.-—Luxation in Ischiatic Notch. (From a Photograph.)

freedom of movement; I never resort to them unless I
am absolutely forced to do so, through the failure of other
means, and then I rely upon them only aids to the
proper movements of the limb. I am convinced that I
can accomplish more—while at the same time
a smaller risk—by a careful study of the mechanism n_t
the dislocation and by employing dexterity
sorting to violent for : :
‘When reduction has been accomplished the limb may
be kept in position by sand bags, or by the use of a long
fixed splint, the patient being kept in bed for about two

, than by re-

F16. 1638.—Drawn from a Photogr: - same case as that shown
in Fig. 1637.
weeks; at the end of which time passive motion may be

gradually essayed, and the patient allowed to get about
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on crutches, but he should not actually use the limb un-
til after the expiration of a month. At the end of five
or six weeks all support
may be dispensed with.

before stated, in con-
nection with other disloca-
tions, it is not time alone
that determines when a dis-
location at the hip-joint be-
comes ancient. However,
if two months have elapsed,
forcible attempts are likely
to be dangerous and failure
to effect a reduction is com-
mon, the danger becoming
greater and the failure more
certain with the advance
of time. Nevertheless, at-
tempts are justifiable and
may prove successful and
safe in one individual at
the end of a certain period,
while the obve is the case
in another individual, after
the lapse of the same or
even a shorter period of
time.

Dislocation backward into
the great sciatic notch is
usnally produced by a force
acting on the knee, foot, or
pelvis when the thigh
flexed on the pelvis. The
limb is ¢ 1tly flexed, in-
verted and adducted, with
the knee turned toward and
touching the inner mar
of the patella of the other
leg. The shortening is
arely more than half an inch, the hip is less prominent,
the trochanter is farther from the anterior superior spi-

FiG.

nous proc of the ilium, and the head of the femur is

lower and 1

novable than when it 3 s on the dorsum

ilii.

ligament, and in ischiatic d
of the femur from the obta

Flexing the thigh, in iliac di ations sthe “Y 7

\tions it releases the head
internus muscle. The
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surgeon, grasping theankle in one hand and the front of

the knee in the other, should flex the leg on the thigh,

and the thigh on the abdomen; he should then adduct

the limb and carry it over to the sound side, rotating it

slightly outward; and finally, by a sweep of extreme

circumduction, he should carry it across the abdomen
and bring it
down parallel
with the other
limb. Redue-
tion by exten-
sion and counter-
extension is now
rarely resorted
to, and only in
old dislocations,
and as an adju-
vant to manipu-
lation.

A force acting
upon the limb
while in a state
of abduction will
throw the head
of the bone
downward,
lodging it on the
thyroid foramen
and upon the
obturator exter-
nus muscle.
The limb will
be lengthened
about an inch
and a half, the
heel raised, the

1841. — Mechani : s ion_into hip ﬂntto_m-@_ he
oid Foramen, ¢ i I body inclined
> Tro ; forward on the
pelvis and tow-
ard the injured side, and the foot may be everted.
The head of the bone may be felt below ‘the horizontal
ramus of rlu’ pub
‘With the xed on the
thigh, the limb is to be car-
ried up to a right angle with
the pelvis; then, being held
as before dirccted, it is
to be abducted and 1«
inward, next carried across
the abdomen toward the op-
posite side, and then finally
brought down into a position
of adduction, alongside the
other leg. The head of the
bone, during these manipu-
lations, may pass below the
acetabulum and slip by it
thus establishing the condi-
tions of an ischiatic or iliac
luxation. This may be
guarded against by the aid
of an assistant, who, with his
fi shall press the head
of the bone upward as the
limb is being carried across
the abdomen, or the same re-
sult may be accomplished by
placing a folded towel be
neath the upper end of the
femur and exerting upward
traction upon it while the
manipulations just described
are in progre 1f the ac-
cident in question should oc-
cur, then the proper proced-
ure will be to resort to ihe
manipulations recommended
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for either of the cases previously
described.

Falling upon the foot or knee,
when the thigh is drawn back-
ward from a perpendicular, or
violent twists of the limb, may
dislocate the head of the femur
forward and upward on the pubes,

-ausing it to lodge internally to
the ])'LlhlL eminence. The limb
will be shortened and abducted,
the thigh flexed,
the foot everted.
and the tro-
chanter less
prominent, and
the head of the
bone will be ap-
parent in front
of the pubis.

This dislocation
- 2 is liable to be
FiG. 16:i3. confounded with
fracture of the
neck of the femur. In pubic disloc
tion there will be absence of crepitus
immobility, abduction and flexion of
the thigh:; whereas in fracture there
will be crepitus, increased mobility,
and the thich neither flexed nor ab-
ducted. 23 Fic. 1644.
For the reduction of this dislocation
the leg must be flexed upon the thigh, and the thigh
carried forcibly up to the abdomen until it rests in con-
tact with it, thus relaxing the Y ” ligament ¢ nd lifting
the head of the bone off the pubis. As the next step the
h must be rotated inwardly, and then, during adduc-
tion, the limb must be brought down toward and par
with its fellow. If the luxation is \upx.q-uh]c in
ying the limb from its abnormal position of abduc-
tion to that of adduction it is not
necesssary to carry it so far across
the body as in thy yid dislocation.
s as to after-treat-
ment and in T
tions, which were m;ule in connec-
tion with the subject of dorsal
dislocations,
are equally
appropriate
for this
well as
other fi
of disloecatic m
of the thigh.

Disloeations
.-5_r‘
are some-
what rare,
and are due
to sudden
musculan
contraction
to forcible
torsion of the
joint, or to
the action of
a force oper-

FIG. 1645, ating against

one or the

other side, the dislocations then be-

ing lateral. Secparation of the tu-

bercle of the tibia, or of the apex

of the patella, may permit the bone

to be displaced npwar a variety

of displacement which partakes

more of the nature of a fracture
and requires the same treatment.




