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Glass in the foot: negligence or
a criminal act?

P W Richmond, L A Williams

The increasing value of awards for negligence may
tempt some patients into deception. We report a case in
which glass was found in a wound after radiographs
had failed to identify any radio-opaque foreign body.
The patient had deliberately placed the glass into the
wound in order to pursue a claim for negligence.

Case report
A 28 year old woman presented to the accident and

emergency department with a 1 cm laceration over the
dorsum of her right foot between the fourth and fifth
metatarsals after kicking a bag containing a broken
sherry glass. Radiographs did not show a foreign body,
and the wound was cleaned and closed with plastic
adhesive tapes. She returned the same day stating that
she could see glass in the wound, but nothing was
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visible when the tapes were removed, and the wound
was closed again.

She returned the next day with the same complaint,
and after exploration several small glass fragments
were removed and the wound sutured. Two days later a
further small piece of glass was removed from the
wound between the sutures. On this occasion the
patient became aggressive and intimated that she had
been managed negligently as glass had been left in the
wound. The glass from this and the previous explora-
tion had been retained. The fragments were placed on a
2 - 5 cm cube ofmeat and clearly showed in a radiograph
(figure). The glass had thus presumably been de-
liberately placed in the wound by the patient with the
intention of pursuing a claim of negligence. She was
seen again two days later, after she had changed the
dressings. Further glass had been placed in the wound
and was clearly visible in a new radiograph.
When challenged the patient denied interfering with

the wound. The dressing was secured in place
by strapping, and the wound subsequently healed
uneventfully.

Comment
Self mutilation is not uncommon. It occurs for many

reasons and varies in degree from simple wounding to
insertion of various foreign bodies through the skin or
into orifices. ' Some patients with Munchhausen's
syndrome entertain ideas of litigation, but they rarely
proceed to formal legal proceedings.2

This case seems to be different and has serious
implications in that the patient deliberately placed
several small fragments of glass in the wound with the
aim of pursuing a claim for negligence. Failing to find
glass in a wound is indefensible as all glass that is
commonly in use will show on radiography.34 In
similar circumstances either repeat radiographs should
be obtained or the glass fragments removed from the
wound should be retained and their radio-opacity
proved or disproved, as in this case.

1 Simpson MA. Self mutilation. British Journal of Hospital Medicine 1976;16:
430-8.

2 Lipsitt DR. The factitious patient who sues. AmJ Psvchiatrv 1986;143:1482.
3 Felman AH, Fisher MS. The radiographic detection of glass in soft tissue.

Radtology 1969;92:1529-31.
4 jandberg D. Glass in the hand and foot. Will an X-ray film show it? JAMA

1982;248: 1872-4.
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Value of radiographs in managing
common foot injuries

Huw G David

Injuries to the foot are a common cause ofattendance at
accident and emergency departments, accounting for
about 1500 attendances a year at this department.
Radiological examinations are performed in over 80%
of these cases, yet Solomon has shown that many of
these radiographs are inadequate,' and management
of the injury seems to be little influenced by the
radiological findings. I therefore performed a pros-
pective study of cases of injury to the foot to see
whether the results of radiography influenced
management.

Patients, methods, and results
One hundred consecutive patients who attended this

department after injuring their foot and who had an x

ray film taken were studied. Patients with other
injuries, such as injuries of the ankle, were excluded.
Details of the injury-whether it was a twisting,
stubbing, vertical drop (caused by a fall), or crushing
injury-were recorded, a provisional diagnosis
was made from the history and examination alone,
and treatment was recommended. After standard
anteroposterior and internal oblique radiographs (and
other views when required2) were obtained the injury
was treated. A radiologist subsequently reviewed all
the films. I examined all the patients shortly after the
injury and again on further occasions until the injuries
healed.

Sixty two men and 38 women, mean age 30 years,
were studied. Most had attended hospital within a few
hours of sustaining their injury. Most were seen on
only one further occasion, but two patients with
fractures of the calcaneum were seen for longer (three
weeks). Among 34 patients there were 40 fractures,
only one of which was a compound fracture (proximal
phalanx, fourth toe). Three patients required admis-
sion: one patient had a fracture of the calcaneum, a
child had a crush injury but no fracture, and one
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patient had a fracture of the phalanges and overlying
cellulitis. The types of injuries were: twisting (34
patients), crushing (34), stubbing (27), vertical
drop (five). Two fifths of the patients with a vertical
drop injury, a stubbing injury, or a crushing injury
sustained a fracture and one quarter of those with a
twisting injury (table).

In 13 cases the radiographs were incorrectly
interpreted. In two of the 34 patients with a fracture
the radiological findings influenced the management
from no treatment to treatment of the symptoms.
Among the 66 patients whose radiographs were normal
management was altered in only two-from treatment
of symptoms to no treatment-in whom the doctor had
suspected a fracture.

Comment
The radiological findings did not influence the

management of 96 of 100 patients with a foot injury,
which suggests that far fewer radiographs need to be
taken. Solomon commented on the inadequacy of
initial radiographs of patients with foot injuries,
emphasising that when an injury to the foot fails
to respond to reasonable initial treatment further
radiographs need to be taken for comparison.'
The results of this study suggest that all patients

with an injury to the midfoot or forefoot in whom
there are no gross signs and symptoms should be
offered symptomatic treatment without having
radiographs taken. These should be taken only if a
condition fails to settle after a reasonable length of
time. A radiograph should also be taken initially in
patients with an injury to the hindfoot after a vertical
drop. In this study nearly one in seven radiographs
were misinterpreted by the casualty officer, but there

The action of the injurv and site of the fracture

Action of injury

Site of Twisting Stubbing Crushing Vertical drop
fracture (n = 34) (n 27) (n= 34) (n=5)

Metatarsal:
I
II 2 1
III 1
IV
\V 7 1

Phalanx:
Proximal 1 7 6
Middle 1P 4
Distal 2 4

Calcaneum 2

Total 8 13 16 2

was no adverse effect on the patients' recovery. I
suggest that doctors should give a lower priority to
radiology for injuries to the midfoot and forefoot. If
such a policy were implemented in this department
probably over 1000 fewer radiographs would be
performed each year-an appreciable saving of both
time and money. The medicolegal implications of
adopting such a policy are obvious, and clinicians
should ensure that the history is carefully taken and the
patient carefully examined.

I thank Professor Leslie Klenerman and Dr Gerald DeLacy
for comments on this paper.

1 Solomon CD. The inadequacy of initial radiographs in the diagnosis of foot
fractures. Journal of the American Podiatry Association 1978;68:659-63.

2 Griffiths Hj. Trauma to the ankle and foot. CRC Crit Rev Diag)n Imaging
1986;26:45- 105.
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Idiopathic scrotal haemorrhage
in neonates

M Davenport, A Bianchi, D C S Gough

Undoubtedly the commonest cause of hard testicular
swelling and a bruised hemiscrotum soon after birth is
torsion of the spermatic cord causing testicular infarc-
tion. In rare cases, however, these may be due to other
causes. Idiopathic scrotal haemorrhage may mimic
testicular torsion, and we describe two cases seen in our
unit in 1988.

Case reports
Case I-After an uneventful pregnancy this baby

was delivered at term (birth weight 4460 g) by Neville
Barnes forceps after a failed ventouse delivery. No
resuscitation was required, and vitamin K was given.
On day 3 the right hemiscrotum was noted to be
swollen and bruised. He was transferred to this
hospital at 4 days with a provisional diagnosis of torsion
of the spermatic cord. The appearance of the scrotum
was confirmed. There was also well defined bruising
over the right superficial inguinal ring completely
separate from the scrotal bruise. At operation the
tunica vaginalis was filled with partially clotted blood;
the processus vaginalis was patent and filled with blood
to the inguinal canal. The testis was viable; its vessels
and vas deferens were intact and without evidence of
torsion. An area of haemorrhage adjacent to the
epididymus seemed to be the source of the bleeding,
though it was not bleeding at that time.

Case 2-This baby was born after a difficult forceps
delivery with shoulder dystocia (birth weight 4200 g).
After two days his right hemiscrotum was seen to be
bruised and the testis was hard and tender. Before
operation on that day separate inguinal bruising was
seen similar to that in case 1. The surgical findings were
of spermatic fascial haematoma extending up to the
inguinal canal and enclosing the testis. There was no
blood in the tunica and processus vaginalis; the testis,
vas deferens, and vessels were vascularised and
normal.

Operation and follow up-In both infants the
processus was ligated and the haematoma evacuated.
Investigations, including coagulation times and
platelet counts, yielded normal results. An abdominal
ultrasound scan in each case showed a normal retro-
peritoneum and kidneys and no evidence of free
intraperitoneal fluid. In both cases the testes were of
normal size and consistency three months later.

Comment
These cases show an alternative diagnosis to that of

testicular torsion in this age group. Spontaneous
idiopathic haematoma of the spermatic cord has been
described in adults,) in four of whom sudden manual
work was thought to have resulted in a sudden sharp
rise in pressure in the spermatic vein, which led to
rupture. Our two babies were difficult forceps
deliveries and were above the 90th centile for birth
weight. We propose a similar mechanism of high
venous pressure in fairly unsupported intrascrotal
veins as the possible cause of their condition.
A similar condition in neonates has been described

after breech birth due to local trauma,4 secondary to
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