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cannot be doubted, frome the effect produced in some cases
where I have administeredl it to my patients with great relief.
Pereira says: "' In some cases, the frequency of thie pulse is
augmented; and, in other cases, the slowness of the pulse is
preceded by an increased activity of the vascular system." Dr.
Sanders, in his Treatise on Pulmonary Consunmption, asserts
that foxglove invariably excites the pulse, and refers to an ex-
perience of two thousand cases in proof. He says that he has
seen the pulse rise from 70 to l20 under the use of foxglove,
and, at the end of twenty-four hours, or sooner, fall with
greater or less rapidity to 40, or even below this. The occa-
sional abstraction of small quantities of blood from the arm
relieves the distressing dyspncea, and greatly assists the action
of medicines; and the administration of such remedies as will
powerfully excite the skin and kidneys in their secretions will
always produce a beneficial change in this state of disease.
There is also anotlher condition with alteration of the air-

tubes seen in very old people, and sometimes in children, the
most marked symptom; indeed, I have seen it the only symp-
tom, being a panting respiration. In one case where I had
an opportunity of examnining the lungs after death, I found
the cells collapsed, and the bronchi dilated. This state of
disease appears to me to be described by different authors
under the names of atrophy of the lung-substance, and flaccid
emphysema. Andral and Stokes endeavour to account for this
condition, by supposing that parts of the lungs do not receive
their proper amount of air and nourishment, and that the
disease affects the lungs of those whose sphere of respiration
is limited. Dr. West describes a disease which he recognises
in children after hoopingT-cough and chronic catarrh, as col-
lapse of the lung; and he quotes the experience of Dr. Baly,
where large portions of the lungs in adults assumed appear-
ances similar to those in children. Dr. W. T. Gairdner, of
Edinburgh, in his Essays on the Pathological Anatomy of Bron-
chitis, mentions this condition of lung as being of common
occurrence in the epidemic of 1847. Stourman and Dechambre,
in their researches on the structure of the lungs at different
periods of life, remark that, on opening the thorax of old per-
sons, even where no serious disturbance of respiration has
been noticed, the lungs appear greatly shrunken, distending
the cavity far less per-fectly than in young individuals. These
organs are preternaturt,lly dry; deficient in elasticity; not
audibly crepitant; soft and woolly to the touch. This state is
due to marked wasting of the walls of the vesicles, and the
condition closely borders on genuine atrophy. The changes
which ensue as age advances, and when the autumn of life
bears a resemblance to the spring of infancy, shew that nmany
of the operations within thie body become closely allied in their
performance, and such changes are as marked in the respira-
tion as they are in the mind itself.

" Nascenrtes mnorimur, finiisque ab originie peindet."
Amongst the changes of structure resulting from bronchitis,

must be first mentioned a thickening of the mucous mem-
brane, without any other marked alteration. When the dis-
ease has existed for a time, an effusion of serum takes place
upon the true surface of the mucous membrane, elevating the
epithelial covering, whiclh, it must be borne in mind, is not
tessellated or laminated, but composed of a single layer; in
timne, a rent occurs through this, and the clear glairy fluid
flows into the interior of the tubes; so long as the ciliary
cylinders retain their position, the sounds produced by breath-
iDg will be the dry ones; but as the disease proceeds, ill
treated or neglected, the ciliary epithelia are detached, as
small flakes, or a greater length of a tube becomes stripped,
and the ciliary cylinders mixed with the small granules of
inflammatory exudations are rolled into pellets, and remain
suspended in the expectorated mucus, in the manner I
have already described, as the peculiar sputa of the first
division of cases. In time, anid as the disease advances,
the submucous layers become thickened, and the epithe-
lial layer is not produced in a manner fitting it to remain as
a covering; the secretion then becomes abundant, and as-
sumes the character I have described under the second divi-
sion; viz., mucopurulent. This specific discharge was stated
by Professor Badham, as early as 1808, to be the result of
a transformationi of mucus-corpuscles into pus-corpuscles,
without the membrane so secreting being ulcerated; and
Vogel has since confirmied the assertion by the inicroscope.
Patches of ulceration do, however, occur, and generally about
the ducts of the muciferous glands; the mucous coat
around becoming softened, and surrounded by a network of
ir)jected capillaries. The hypertrophy does not cease here,
but the longitudinal fibres are considerably augmented, and

the entire tubes becomne permanently indurated. Whenl this
occurs, the inspirations are rendered difficult, and the expira-
tions comparatively easy. The vesicular murmnr is dimin-
ished, the chest loses its mobility, and the irregular calibre of
the tubes creates a wheezing which accompanies every breath;

Another very important and common structural change is
a dilated state of the bronchial tubes. This condition was
first pointed out by Laennec, who ascribed it to a mtieclhanical
and accidental cause; viz., the accumulationi of milucus an&
the efforts employed to get rid of it; and the conitinual recur-
rence of the distension, he believed, led to the permanent
dilatation. Andral, dissatisfied with the exciting causes as-
sumed by Laennec, attributed it to a want of proper nutri
tion of the textures composing the tubes. It remained, how-
ever, for Dr. Stokes to advance the most plausible cause.
He supposes that, through inflammation, there is a loss of
elasticity in the longittudinal and of contractile power in the
annular fibres, with incapacity on the part of either to re-
sist the mechanical influence of forcible inspiration, or of vio-
lent cough. Dr. Clendinning first drew attention to an abso-
lute increase of lung-tissue, and showed that in som-le cases of
bronchitis, the substance was more dense and heavy, although
the vesicular structure be filled with air; and Dr. Corrigan,
in the Dublin Journal for 1838, advanced an hypotlhesis to
account for this morbid change. He assumed that a fibro-
cellular texture becomes developed within the lung, and that
the normal longitudinal fibres of the bronchial walls unite
therewith, and produce constriction, and ultimately atrophy
and obliteration of the pulmonary cells. The bronchial tubes
then seek, through excessive dilatation, to fill up tlle vacated
space ; and to this disease he gives the title, cirrhosis of
the lung. Dr. Williams, in his Lectures published in the
Medical Gazette, says :-" One cause of dilated bronchi
arises from the smaller bronchial tubes becoming perma-
nently closed together with the air-cells, from adhlesion of
their sides, owing to pressure exercised upon them; and that
the larger and middle sized bronchi which are not obliterated
have to bear the full pressure of the inspired air, and becomie
consequently dilated by it."

EMPYEMA AND THORACENTESIS.
By Wm. VALENTINE BIrD, M.D., M.R.C.S., Seacombe.

ABOUT two years ago, a young man, aged 25, clerk in a mer-
chant's office, who had been under my care for twelve months
previously for fistula in ano, which had yieldecl to operation,
but the discharge from which had greatly reduced himn, sent
for me. On interrogating him, I learned that lhe lhad been ex-
posed to cold, keepinog late hours, and living irregularly with
regard to diet. As the symptoms of which he comiplailnedwere
referrible to the chest, I directed my attention there, and the
following- was the result of the examination. Distinct crepitant
rhonchus was heard on the inferior lateral, and dorsal regions
on the left side, and in the inframammary, inferior lateral, and
lower dorsal on the right, joined with bronchoplhony, pleuritic
friction, and lancinating pain, clearly indicatinig that the case
with whiclh I had to do was one of pleiropneumonia. Tartar
emetic ancd calomel were the agents then employed; but,
finding upon the following day the inflammation still high, and
the paini excruciating, I reluctantly abstracted blood by means
of leeches. In a few hours the pain had quite subsided, and
there were wgophonv and slightly increased dulness. Small
doses of Dover's powder were then added to the powders.

It is unnecessary to pursue the daily history of the case;
suffice it to say, the patient so far recovered, as for several
months to cross the Mersey regularly, and attend to business,
although the effusion in the pleura was considerable, for which
absorbents, counterirritants, and diuretics vere tried, until tho
poor fellow grew tired, and determine to let nature have her
course; and being of a determined ancl energetic spirit, he
would not be persuaded to take tlhings quietly, but entered
heart and soul into duties wbich involved great anxiety, and
exposed him to all sorts of weather an(d late hours. After
some unusually heavy days, however, he becamiie rapidly
worse; hiis left ltug, with having to do double work, had
eviderntly been over tasked, and there 'was great disturbance
of the whole system, with excessive dyspnwa. As effu-
sion appeared to be rapidly increasing, I at once deter-
mined to tap; and, as on the following day there was edema
of the integuiment, and nature appeared to be making an effort
to point between the fifth and sixth ribs, I made an opening
there, first dissecting down, and then dividing the pleura with
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a bistoury, whereupon three pints of pus were evacuiated; after
which, the patient being faint, the wound was closed. On the
following day, three pints, and after that two pints, were for a
long timue dischabrged daily. Weak iodurated injections had
the effect of checking the amounit of discharge, the odour of
which was most offensive, particularly towards dissolution,
which took place three months after the operation, the
enormous quantity of thirty imperial pints having been
evacuated.
RE3ARKS. In recording the results of thoracentesis, it ap-

penrs advisable that there should be a systematic classification
of the cases in which it has been tried. For example: 1. Those
in which serum alone is present; 2. Those where that fluid is
mixed with lymph ; 3. Those where there is puis as the result
of aplastic inflammation; 4. Those where the pus is produced
after the operation; and 5. Those where there is diseased
bone.
In the above case, the operation could not be expected to

afford more than temporary relief, inasmuch as the empyema
w-as a sequela of pleuropneinmonia. induced in a scrofulous
constitution, previously debilitated by disease; and because
it was not resorted to until the lung had becomue so en-
tirely compressed and bound down, that a probe introduced
into the chest, and pointed in any direction, encountered no
obstruction.

(Ermys affirn ofo ran4t $.
BIRMI1N,GIT-1AM AND MIDLAND COUNTIES

BRANCH.
THE ANATOMY AND SURGERY OF TALIPES EQUINO-VARUS.

By FURNEAUy JORDAN, Esq., Assistant-Surgeon to the
Queen's Hospital, Birmingham.

[Read October 20t7h, 1859.]
TALIPES equiino-varus is the commonest and severest form of
club-foot. The other forms-namely, equinus, valgus, and cal-
caneus-are less common, and more easily treated; pure varus,
however, or simple adduction and rotation of the anterior two-
thirds of the foot, is very rare. In nearly every case of varus
there is some degree of equinus present, just as in many ex-
amples of valgus there is added more or less of caleaneus.
In estimating and describing the amount of deformity in

any given instance of talipes eqniino-varus, it is convenient to
use a classification such as that adopted by one of our first
orthopaedic aulthorities, Mr. Brodhuirst.
In the first degree there is adduction of the anterior two-

thirds of thte foot, with slight elevation of the heel. In the
second form, as in the first, there is adduction and extension
of the aniterior two-thirds of the foot, but in addition the inner
side of the foot is drawn upwards, producing rotation of the
foot at the articulation between the first and second rows of
tarsal bones. In the third variety, adduction and extension
are extreme: the sole of the foot looks directly inwards. The
weight of the body is supported by the fourth and fifth meta-
tarsal and the cuboid bones, over which a large callosity is
formed. The transverse mnetatarsal arch is also narrowed,
becoming in severe cases rather a circle than an arch. In the
fourth degree, all the phenomena of the preceding varieties
are present in an exaggerated form, the weight of the body
being supported on the dorsum of the foot, which is more or
less directed downwards, while the sole of the foot to a pro-
portionate degree looks upwards.
As regards the position of the bones, the calcis is extremely

elevated and rotated, so that the anterior articulating surfaces
look more or less outwards, thus clhanging the aspect of all its
surfaces; and it must not be forgotten that, except in very
rare cases, it is tho position and not the shape of a bone that
is altered in deformiiities of tlhe. feet. The astragalus follows
the calcis, the vertical and rotatory deformity of whlich is so
marked in severe cases, that the upper surface is thrown for-
wards, aud the lhead, whicih normally articulates with the
scaphoid, is directed outwards, forminig the principal projec-
tion at the outer aspect of the foot. The scaphoid is displaced
to a greater extent than any other bone in talipes equino-varus.
It is drawn inwards and Nackwards by the tibialis posticus
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muscle, so as to lie under and in contact with the inner mal-
leolus. The abnormal position of this bone derives great im-
portance from two circumstances: first, from the difficulty ir
the " after-treatment", in restoring it to its natural position;
and secondly, from the great alteration it involves in the
position of the posterior tibial tendon, which, instead of pass-
ing forwards and slightly downwards under the inalleolus to
its insertion into the scaphoid, now passes directly downwards.
The cuneiform bones in front of the scaphoid, and the cuboid
to their outer side, follow the scaphoid, and thus produce that
adduction wlhich marks these cases. The tibialis posticus not
only assists in producing adduction, but, with the tibialis
anticus, and, in very severe cases, the extensor proprius pol-
licis, tends to great elevation of the inner margin of the ante-
rior two thirds of the foot-the rotation occurring at the arti-
culation between the calcis and astragalus posteriorly, and the
scaphoid and cuboid anteriorly.
My experience in the treatment of club-foot leads me to

believe that the ligaments do not bv any organic or other
change offer any impediment to curative measures. This
remark does not apply to the plantar fascia, the division of a
strong band of which may, in occasional cases, contribute ma-
terially to a satisfactory termination of the treatmient.

I turn now to the treatment. WVhat objects are to be attained,
and what are the best means to be used in attaining them?
The heel is to be brought down-a very easy task; for, of all
deformities, simple talipes eqllinus is the mnost easily relieved-
but, which is much more difficult, the adduction must be
removed, the sole of the foot directed downwards, and lastly,
the rmetatarsal bones unrolled. To effect these enids, various
means have been proposed. The worst method of treatment
is that which affects to relieve the deformity by simple me-
chanical treatment-a proceeding at once unanatomical, pain-
ful, and iniefficacious. A method almost as bad is that which
attempts to cure talipes equino-varus by the subcutaneous
division of the tendo Achillis alone. It is surprising that any
surgeon should½expect to relieve the adduction and rotation of
the anterior two-thirds of the foot by dividing the Achillis
tendon, which simply elevates the heel. In one case of double
talipes equino-varus (the casts of which are before you), at
present under my care, both the Achillis tendons were divided
no less than four times on four different occasions during the
first and second years of her age. This patient was twelve
years old when she came under my treatment; and I cannot
but consider that my difficulties were increased by the fre-
quent division, followed by immediate stretching, of the tendo
Achillis in early life. The deformity had rnot been relieved,
and the tendon was reduced to the size of stout whipeord.

It would take too much time to refer to all the methods of
treatment which have been devised for the relief of the equino-
varus form of club-foot. I shall, therefore, now describe briefly
only two methods of treatment adapted to two different classes
of the deformity under consideration.
The first method consists in the attempt to remove all the

varieties of the deformity by a single stage of treatment, after
a division of all faulty tendons. In slight cases in infants, it
frequently succeeds. In such a case, I recently brought down
the heel and removed the adduction and rotation of the foot
by one stage of mechanical treatment, after simultaneous divi-
sion of the tendo Achillis and the tendons of the anterior and
posterior tibial muscles. In these slighter forms the tendon
of the tibialis posticus miay be divided below and in front of
the inner malleolus-the more so, because in such cases it is
rarely necessary to divide the flexor longus digitorum.
The second form, which is one very commonly practised by

the metropolitan orthopwdists, is certainly the most efficacious,
particularly in the severe forus, and in adult cases. It is divided
into two stages. The first stage has for its object the reduction
of the deformity to simple talipes equinus, in other words, the
removal of the adduction and rotation. The second stage is
directed to the elevation of the anterior part of the foot, and
the depression of the heel. The commencement of the first stage
consists in the division of the tendons of the tibialhs posticus, and
the flexor longus digitorum, where they lie close together
behind the lower extremity of the tibia. The tenotome is
introduced through the integument opposite tle junietion of the
inner and posterior aspects of the tibia, from three quarters of
an inch to an inch above the innier malleolus, and made to pass
between the tibia and tle two tendons in question. The cutting
edge of the instrument is turned to the tendons, which are
made tense at the same mooment by an assistant, who abducts
and flexes the foot. The tendon of the tibialis anticus is next
divided near its insertion into the inner cuneiform bone. Any

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.s4-1.158.7 on 7 January 1860. D
ow

nloaded from
 

http://www.bmj.com/

