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SURGICAL CASES.1

BY H. H. A. BEACH, M. D.,

Surgeon to Out-Patients at the Massachusetts General Hospital, and Assistant Demonstrator of
Anatomy in the Harvard Medical School.

Dislocation of the Tendon of the Peroneus Longus Muscle. — This
accident occurred to a young lady while walking in the street, and did
not completely disable her. On reaching home she removed her shoe

and stocking, and found on the outer side of the ankle what she sup-

posed to be a bone that could be slipped in and out of place without pain.
She consulted me a few weeks after, when, upon examining the foot, I

found that the tendon of the peroneus longus could be easily displaced
forward from the groove in which it usually lies, on to the external mal-
leolus, where it could be plainly felt beneath the skin. The tendon was

as easily replaced as it was dislocated ; but if the displacement occurred
while the patient was descending a flight of stairs, it was apt to throw

her forward, helpless, and expose her to serious risks. I applied various

kinds of bandages, elastic straps, etc., but found that nothing was so ef-

fectual in preventing the luxation as a roll of cloth two inches long and
about half an inch in diameter, closely applied behind the external mal-

leolus and retained in place by a tightly fitting and stout gaiter. She
had sprained her ankle by a fall two months before I saw her, and had
commenced to use the foot sooner than was prudent. One year after

the accident the same dislocation could be produced by the same move-

ments of the foot, and the pad for retaining the tendon in place was still

necessary. The relation of the sprain to the dislocation is an interest-

ing point, from the fact that a similar accident preceded the dislocation
in another case reported below.

The lesion, as its literature shows, is unusual, and as a rule not pro-
ductive of permanent disability. Dr. R. M. Hodges has kindly given
me the history of an unpublished case, of which the subject was a lady
twenty-two years old. She sprained her ankle, and was imprudent in

using the foot after the accident. A plaster bandage was therefore

applied ; on its removal, a few weeks later, the foot was apparently in

good condition, and limited use of it was allowed. Shortly after, the

patient had a second fall, and, as she supposed, sprained the ankle

again. Dr. Hodges found that the tendon of the peroneus longus had
become dislocated. All kinds of elastic bandages were tried without

1 Read before the Boston Society for Medical Observation.
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avail; with them she could walk on level ground, but walking on any
uneven surface, the act of going down-stairs, or even the weight of bed-

clothing, would throw the tendon out of its groove. Finally a boot,
which was so arranged that the patient could not flex the foot, pre-
vented the displacement, excepting at long intervals. At the end of six

months it still troubled her occasionally.
Mr. Bryant reports 1 the following case : the patient was a woman

aged twenty-nine. “ It came on some ten days before, when walking,
with a sudden pain behind the external malleolus, leading her to thinkshe

had been struck with a stone. She was at once disabled, and experienced
severe pain in the part. . . . The tendon of the peroneus longus mus-

cle was readily displaced from its groove behind the malleolus by giving
the foot a slight twist; it passed obliquely across the bone, and could be

rolled under the finger. It was readily displaced on abducting the foot,
but it was kept in its position with great difficulty. The best means

were found to be a good pad of lint fixed over the ankle and behind it

by means of strapping. I saw her one month after, and the tendon

seemed fixed in its place ; she could walk without pain or stiffness. The

bandage and pad werereapplied, and directions given to keep them on

for a month.” No later report is given.
Mr. Bryant states also that “ it is a question whetherany other tendon

can be similarly displaced ; it has been said that the long tendon of the

biceps may be, but it has never been demonstrated.”
In regard to the latter statement, Mr. Bryant may have accepted the

comments of Mr. Robert Adams 2
on, or overlooked an account of, two

cases read by John Soden, Jr., of Bath, England, before the Royal
Medical and Chirurgical Society of London, on July 6, 1841, and

published in volume xxiv. of the society’s Transactions ; in both in-

stances dislocation of the long head of the biceps had taken place dur-

ing life, and the observation had been verified by an autopsy in each

case.3 Mr. Soden quotes two additional cases that occurred in the prac-
tice of Mr. Stanley, which were also verified by autopsies. Sir James

Paget, in his Clinical Lectures and Essays, mentions three cases in

which the extensor tendon of the middle finger had been slipped over

the head of the metacarpal bone, and in one of his lectures exhibited a

specimen from the museum of St. Bartholomew’s Hospital, where the

long tendon of the biceps had been slipped from its groove.

Paget has observed one case where the tendon of the peroneus lon-

gus had been dislocated. The result is not given. In his notes he
O O

quotes Demarquay as having related two cases in which the accident

occurred, and as having mentioned a third. “ In one, a muscular and
1 Practice of Surgery, page 992.

2 Treatise on Rheumatic Gout, page 140.

8 See report of the Boston Society for Medical Observation in The Boston Medical and

Surgical Journal for January 20, 1876, page 74.
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vigorous man, aged thirty-five, in a struggle with his horse, came to

the ground with all his weight thrown upon one foot. He was unable
to walk, and felt severe pain at the lower part of the leg and in the

foot. No fracture or bone-dislocation could be detected, but there was

considerable ecchymosis in the course of the peronei, and on the outer

surface of the malleolus a tense cord could be felt rolling under the

finger, and this was easily returned into the normal position of the

peroneal tendons when the foot was extended. A long compress and

a bandage sufficed to keep the tendons in place, and in three weeks

the patient could walk on the limb. In the second case, a young
woman jumped out of a window, and immediately afterwards was un-

able to walk and complained of severe pain in the foot. There was

considerable ecchymosis in the lower third of the leg, extending from
the posterior aspect of the fibula forward to the dorsum of the foot,
and in the space between the fibula and the tendo - Achillis. The

peroneal tendons lay in their natural position, but it was evident that

they were not contained in their sheath ; and Demarquay believed that

they had been displaced in the fall, but had afterwards slipped back

again into place.”
Mr. Curling has recorded a case of dislocation of the tendon of the

peroneus longus in the British Medical -Journal for January 2, 1869.

Sir Astley Cooperreports the following case: “In June, 1837, says
Mr. Sankey, I was called upon to attend Miss H., who had been thrown

from her horse andhad severely sprained her ankle. Upon examination

I discovered a very unusualcircumstance, namely, dislocation of the ten-

don of the peroneus longus muscle from its sheath. I applied, for some

weeks, compresses and bandages; and when she went from this place
everything appeared going on favorably,but Mr. Heming writes me

that she still suffers inconvenience.” 1

An interesting discussion on the displacement of tendons is contained
in the Bulletin of the Academy of Medicine at Paris for 1874. It fol-

lowed the presentation of the case of M. Charles Martins by M. Broca.

The former had been the subject of a luxation of the tendon of the

tibialis posticus muscle forward, the injury having been received while

M. Martins was landing from a descending balloon. Messrs. Broca, Ol-

lier, and Courty saw the patient soon after the accident, and corroborated
the diagnosis of M. Pozzi. M. Martins was disabled for three months,
and in that time wrote the paper just mentioned. The following cases

were quoted: —

Monteggia2 reports the case of a young man who, in dancing, lux-

ated both peroneal tendons. He had the sensation of having received

a blow on the foot. The tendons having been replaced, the pain ceased

1 Fractures and Dislocations, page 281. Boston. 1844.

2 Instituzioni chirurgiche, parte seconda, page 336, 1803.
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at the end of a few days. When he commenced to walk they were

again displaced, but it was easy to slip them behind the malleolus, though
they would not remain there. These alternations of displacement and

reduction finally ceased to be painful.
M. Benoit had known a dancing-master whose peronei were in this

state, but they did not interfere with the exercise of his profession.
Monteggia himself experienced, upon putting his foot upon a cold

pavement, a sharp pain in the sole of the foot, which he attributed to a

semi-luxation of the long peroneal, or even of the tibialis posticus.
Robert has communicated to the Society of Surgery, Paris, the fol-

lowing observation.1 A young man who threw himself out of a win-

dow, in an attempt at suicide, received a fracture of the thigh. There

was found upon his externalmalleolus a well-pronounced swelling which

was continuous with the tendon of the peroneus longus. Lower down

this swelling bifurcated, and one of its portions extended towards the

fifth metatarsal bone. It was evidently due to a luxation of the ten-

dons of the long and short peroneal muscles, and it was impossible to

replace them.

Jarjavay2 has observed three cases of luxation of the long peroneal,
perfectly evident, and due to falls in which the foot was strongly in-

verted. The injuries were complicated with oedema and ecchymosis ;
the reduction was easy, and the cure had occurred at least in a month

by maintaining the tendon in place with a compressing bandage.
Legouest3 observed one case, but the result is not stated.

Gosselin, in the discussion at the Academy, reported one case. To-

wards the eighth day he was able to put on an immovable apparatus, and

at the end of six weeks his patient could walk without crutches or cane.

At that time Gosselin did not feel sure that the displacement would not

recur, and he believes that the tendon will remain in place only when

either the rupture in the sheath is closed, or an adhesion between the

tendon and its sheath occurs; that direct and continued compression
favors both conditions, and that it is impossible to obtain a permanent
reduction at the outset.

Of the eighteen cases of dislocation of the peroneal tendons, includ-

ing my own, thirteen were of the peroneus longus (one doubtful) ; five

were of both the peroneus longus and brevis.

In five of the thirteen cases, including the doubtful one, no result is

given. In two, the tendons did not become fixed in their groove, and

no disability followed. In three, cures were effected in a month ; in

one, in three weeks; in one, the reduction seemed permanent at the

expiration of a month after the accident, the apparatus was reapplied,

1 Gazette des Hopitaux, page 389, 1847.

2 Gazette hebdomadaire, iv. 387,1867.
8 Gazette des Hopitaux, page 191, 1868.
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and no other result was stated ; in one, the patient suffered inconven-
ience some years after the accident — the ultimate result could not be
ascertained.

In one of the group of five cases where both tendons were dis-

placed, no result is given ; in one, a cure was effected in three weeks ;

in one, the tendons could not be replaced — no statement is made as to

the subsequent disability ; in two cases, the tendons could not be con-

fined in their groove, but no disability followed.
Fracture of the Tympanic Plate pf the Temporal Bone, involving

that Portion which separates the External Auditory Meatus and the
Glenoid Fossa. — The patient was a young man twenty-six years old.
The fracture was on the left side, and had resulted from a fall, in which

he struck violently on the right mental angle of the lower jaw. He

was somewhat stunned by the blow, but soon recovered and found that

blood was trickling from his left ear, and that any movement of the

jaw produced pain in the region of the temporo-maxillaryarticulation
of the same side. He remained quietly at home during the day, and

on the following morning presented himself at the out-patient depart-
ment of the Massachusetts General Hospital. Blood had continued to

ooze during the night, but had stopped when I first examined him. He
called attention to the tenderness in the region of the articulation, and
stated that any movement of the jaw produced pain and caused a crack-

ling sound in his ear. There was some swelling over the joint, and the

external meatus was filled with clot. Upon removing the latter a con-

siderable diminution in the calibre of the passage was observed, and on

carefully moving the jaw, a recurrence of the bleeding took place from

a small fissure in the anterior portion of the meatus. There was a lac-
erated wound over the right mental angle of the lower jaw. The nor-

mal calibre of the meatus was restored by passing the finger into the

passage and pressing in the direction of the joint. A slight crepitus,
accompanied with mobility of the anterior portion of the auditory proc-

ess, was perceptible at that time. The hearing was not impaired.
The jaw was confined by a bandage. The patient was told to report
on the next day, and confine his diet to liquid nourishment; he did not

report again, and his whereabouts could not be ascertained, so that I am

unable to give the result, but the symptoms presented by him seemed

worth considering in connection with the well-knownlesion of fractured
base of the skull.

Mr. Prescott Hewett states 1 that “ bleeding from the ears in severe

injuries of the head has for many years past been held, and deservedly
too, as one of the most valuable diagnostic signs of fractured base.”
Cases are recorded in which the chin has been struck with such vio-

lence as to drive a condyle of the lower jaw into the cavity of the skull,
1 Holmes’s Surgery, ii. 284.
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causing compound fracture and death. 1 These statements admitted, it is

reasonable to believe that the accident which occurred to my patient
might, in another case, from a different application of force, produce a

fracture on both sides. It is possible that this lesion should co-exist

with the effects of concussion, the symptoms of which might be, for

example, insensibility at first, the patient lying motionless and all but

pulseless," with a countenance marked by extreme pallor, a cold skin,
and the pupils dilated ; given such a case, from which the patient would
doubtless recover, the usual prognosis for fracture of the base of the

skull might be a serious matter to the reputation of the surgeon. It

seems fair to conclude that the chances, however slight, of an associa-

tion of bleeding from the ears, due to the fracture described, and insen-

sibility, with or without other symptoms of concussion of the brain, de-

serve consideration in the examination of all patients with suspected
fracture of the base of the skull.

Compound Crucial Fracture, of the Condyles of the Femur caused by
a Blow on the Patella. — A large, muscularman, thirty years old and

weighing about two hundredand fifty pounds, stepped from a third-story
window while delirious from drinking, and struck the brick pavement
with his left knee and wrist. When he was picked up, a number of bony
fragments were seen lying on the pavement. Before he arrived at the

hospital, he had bled freely from a small wound on the outer side of and

just above the left knee-joint. Upon examination, the lower portion of
the femur and the patella were found to be extensively fractured into

the knee-joint, and the soft parts lacerated ; there was also a compound
fracture of both bones of the left fore-arm in its lower third. The

patient being etherized, I amputated the thigh just below the middle by
enlarging the wound and taking a flap from the outer and inferior sur-

faces. The fracture of the radius and ulna was put up in anterior and

posterior splints. The patient was sent to the ward, and stimulants
were administered to him. Tn the latter part of the next day he had

a severe chill; stimulants were given and heaters applied. Delirium

supervened during the evening. Toward morning he began to sweat

profusely. From that time his pulse and strength gradually failed until
he died, forty-eight hours after the accident. Decomposition set in so

rapidly that within an hour after he died the whole body was enor-

mously distended and much discolored. No autopsy could be obtained.

Upon examining the parts removed, I found the tibia and fibula
uninjured. The patella was comminuted in its inferior third, the

superior and thicker part of the bone remaining intact. The articular

surface of the femur presented a well-defined crucial fracture, one line

separating the condyles, the other crossing the condyles half an inch in

1 Holmes’s Surgery, ii. 277 ; Chassaignac’s Plaies de Tete, 158 ; Journal hebdomadaire,
tome iii., No. 37, September, 1834.
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front of the inter-condyloid notch. Above the four fragments of the con-

dyles, the shaft of the bone was comminuted. It is probable that the

injury was received upon the flexed knee ; also, that the greatest shock
was received by the patella and by it transmitted to the femur. The

patella then acted the part of a wedge in two ways ; its vertical ridge
splitting the condyles apart, and its horizontal ridge explaining in the

same way the transverse fracture.
The fractures of the condyles, as also a transverse fracture of the

femur just above the joint, have been noticed by writers, but I cannot

find any notice of a well-defined crucial fracture of the articular surface

of the femur. In this case, the comminution of the shaft and the com-

pound fractures of the radius and ulna of course diminished the chances
of the patient. I am led to report the case for the reasons which

follow.
An article by Alfred Willett, published in the last report of St. Bar-

tholomew’s Hospital, contains the following: “ Having noticed al-

ready the varying relations of the patella to the femur, it is requisite
onlv briefly to direct attention to some peculiarities in their articular
surface.

“ First, that, from the two facets of the patella not being in the same

plane, but looking somewhat away from each other, they form together
an obtuse angle, their line of junction having a more or less well marked

ridge.
“ Secondly, that the configuration of the lower end of the femur

places the patella, when the knee is flexed, in the depression between
the condyles ; and, from the articular cartilage and subjacent layer of

condensed bone being here relatively thinner than upon the condyles,
the inter-condyloidnotch is the weakest part of this surface of the femur.
If the question be asked, ‘ What happens when a person stumbles and

falls forward on to his knee ? ’ clearly the subcutaneous surface of the

patella, standing out prominently between the condyles of the femur,
receives the impact of the blow, and transmits it to the articular surface

of the femur. But more than this results, for the patella acts as a

wedge and the force of the blow has therefore a splitting effect directed

against the weakest spot, namely, the inter-condyloid notch ; hence,
given sufficient violence, the inevitable result will be an upward split-
ting fracture between the condyles, terminating with the breaking off of

both, horizontallv, producing a T-shaped fracture ; or, if the blow have
been oblique, one condyle alone may be split off.’'

Willett here refers to the possibility of one fracture alone, namely,
that resulting from the vertical ridge of the patella, by which the con-

dvles are split apart. He does not allude to the similar result here

produced by the transverse ridge of the patella, in splitting the condyles
transversely. It will be seen, on examining the healthy bone, that
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the vertical and horizontal ridges of the patella cross each other at a

point situated a little below its middle. This point is usually the thick-

est part of the bone, and forms a considerable elevation, closely applied
to the articular surface of the femur when the limb is flexed. With a

sufficient blow, a stellate fracture of the articular surface of the femur is

thusreadily explained. It corresponds with that in the wrist-joint when

the lunar and scaphoid bones are driven against the articular surface of

the radius. This wedge-like action of the carpal bones, spreading the

hollow of the correspondingarticular surface, was described some years

ago by Dr. H. J. Bigelow in the report of two interestingcases of stellate

crack or fracture of the radius at the wrist, diagnosticated by him dur-

ing life and verified by autopsies.1 Through the kindness of Dr. Big-
elow, I am enabled to show a specimen from an unpublished case,

which involved the ankle-joint and also exemplifies the mechanism of

this fracture. The injury occurred to a patient who entered the hospital
last year ; he received it by falling eight and a half feet, through a

railroad bridge, striking the ground with his heels, the right foot in

advance of the left. He entered the hospital twelve days after, with a

compound comminuted fracture into the ankle-joint, which subsequently
required amputation of the leg. In this instance, the rounded and con-

vex articular surface of the astragalus acted the part of a wedge against
the inferior articular surface of the tibia, producing a stellate fracture.

Penetrating Gunshot Wound of the Chest, with Probable Lodgment
of the Ball in the Vertebral Column. — The patient was a man twenty-
seven years of age, who, having been depressed for some time, at-

tempted suicide by laudanum; that failing, he shot himself the next

morning with a revolver (Smith and Wesson’s). I saw him about six

hours after, with Dr. Bemis, of Medford, and ascertained that he had

placed the muzzle of the weapon close to the skin, near what he sup-

posed to be the heart, and fired. His appearance suggested collapse
from haemorrhage and shock; the skin, pale and cold, was covered with

perspiration, the pulse very small and irregular. His -mind was per-

fectly clear, and he had very little pain, unless he attempted to change
his position. An examination of the injured region disclosed a small

wound between the fifth and sixth ribs of the left side, in a vertical line

and two and a half inches below the nipple of that side. The skin for

two inches around was blackened by powder. The apex of the heart

could be felt pulsating at a point three quarters of an inch to the left of

the wound. There was no interference with respiration, as far as could

be ascertained from auscultation of the front of the chest, and no he-

moptysis had occurred. If the location of the ball had warranted an

exploration, his weak condition forbade it. Stimulants and opiates as

1 Boston Medical and Surgical Journal, Iviii. 99 ; quoted and il'ustrated by Hamilton in

his Fractures and Dislocations, second edition, page 266.
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occasion required had been administered and were continued, with but

slight expectation on the part of his attending physician or myself that
he would rally.

I saw him twenty-four hours later, and was informed that very little

change had occurred until evening, when his pulse became impercepti-
ble, and his respiration gasping ; it seemed as. if he would die at any
moment. Stimulants were continued, and the pulse gradually strength-
ened from that time until my next visit, when it could be counted 104

to the minute and was of good strength. He was able to sit up in bed,
with but little pain, so that I was able to complete my examination.
There was no trace of a wound of exit, and there had been no haemor-

rhage from the wound of entrance. No evidence of the location of the

ball could be gained by auscultation or percussion. There was a trifle

less resonance, and the respiratory murmur was a little less distinct, at

the right base than on the left side. The only symptom that the patient
complained of was paralysis of motion and sensation in the right leg,
from Poupart’s ligament downward. At my request he placed the

pistol in the same position, as near as he could recollect, that it occu-

pied when he fired it the day before. A straight line in the axis of the

barrel crossed the spinal column diagonally, and suggested the proba-
bility of a lodgment of the ball in the vertebral column, unless it had
been deflected in its course. No unfavorable symptoms had developed
within twelve hours.

I saw him again two weeks after. He was sitting up, dressed, and

stated that he felt perfectly well in every particular, with the exception
of the toes of his right foot. He could not extend them, but could flex

them, and the sensation was good. All his functions were well per-
formed. He had taken a drive, and enjoyed it. I examined the wound

and found that it had entirely healed. As he gradually accustomed
himself to exercise, he observed that the right leg gave him some trouble

in walking. Four months after the injury his gait was decidedly af-

fected by the want of complete control of the extensors in the same

limb.

Considering all the facts presented in the case, a diagnosis of pene-

trating wound of the chest seems reasonable (if we admit the statement

of the patient that the barrel he discharged was loaded with ball), from

(1) the close proximity of the muzzle of the weapon to the soft tissues

between the ribs (the pistol will send a ball through a two-inch plank at

one hundred feet) ; (2) the direction given the ball by the pistol; (3)
the paralysis of the right leg.

Against this evidence may be fairly presented (1) the possibility of

a deflection of the ball by the ribs on either side of the wound, with-

out perforation of the thoracic cavities; (2) the possibility of a trans-

mission of shock by the ribs to the spine, caused by the close proximity
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of the muzzle of the weapon during the discharge of a blank cartridge ;

(3) the fact that no haemoptysis or emphysema resulted from the in-

jury, or any other symptom which could be referred to a disturbance

of the contents of the thoracic cavities.

The nature of the wound and the strong wish of the patient not to

live, after the injury, seem reasonable evidence of the use of a loaded

cartridge. The character of the patient was good, and his word was to

be relied upon ; he stated positively that he did use a loaded cartridge.
The weapon when found was loaded in every barrel but one, and that

one contained the copper cylinder which is usually loaded with powder
and fastened to the ball. The mental depression was caused by the

loss of his wife.

The close proximity of the muzzle to the surface of the body would
seem to allow very slight opportunity for immediate deflection. Unless
immediate deflection took place, perforation of the thoracic cavity was

probable. With reference to the absence of emphysema and haemop-
tysis, as evidence against the penetration of the chest or even wound
of the lung, the following quotations are appended:—

“ Bloody expectoration is a very deceptive diagnostic sign of lung
wound. Out of nine fatal cases that he had collected, only one had

haemoptysis, and in seven cases in which the lung was unwounded, two

only had haemoptysis.” 1

“ Bloody expectoration is not a pathognomonic characteristic of pen-
etration of the lung. He has seen it accompanying simple contusion or

superficial wounds.” 2

“ Neither emphysema nor secondary haemorrhage appears to have led

to a fatal termination before Sebastopol.” 3

Longmore 4 enumerates the following symptoms of gunshot wound

of the lung: constitutional shock, collapse and tendency to syncope
from loss of blood, haemorrhage from external wound, effusion of blood

into pleural cavity, haemoptysis, dyspnoea, emphysema ; and states that
“

we must not conclude that a lung has not been wounded because one

or more of them is absent.”

Penetrating wounds of the chest with lodgment of the ball in the

vertebral column are rare, and recovery from them exceptional. One
case only is reported in Circular No. 6 of the Surgeon-General’s Office
at Washington. The patient was a private soldier, twenty-one years
old. The ball entered at the left sterno-clavicular articulation, trav-

ersed the apex of the left lung, and lodged in the vertebral column.

Immediately after his injury, he had haemoptysis. He was able to

1 Dr. Fraser, Cooper’s Surgical Dictionary, i. 826.
2 Appia, Cooper’s Surgical Dictionary, i. 826.
3 Cooper’s Surgical Dictionary, i. 826.
4 Holmes’s Surgery, ii. 191.
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walk from the field of battle to the hospital steamer, six miles distant.

He stated that his wound bled very freely. When admitted to the

hospital his face was dusky, his pulse accelerated, and crepitant rales
were audible in the left chest. There was partial paralysis of the arms.

He was ordered one eighth of a grain of tartarized antimony every two

hours, low diet, and perfect quiet. He gradually improved, with one or

two drawbacks, ultimately recovered, and was transferred to the Vet-

eran Reserve Corps.
Dr. J. Mason Warren describes the following case in his Surgical Ob-

servations and Cases : 1 A woman was shot from behind. “ She lived
three days only, and at the autopsy it was found that one of the bullets

had passed through’ the cavity of the chest and lodged in the body of a

dorsal vertebra. A second bullet struck the first rib and was cut in two

by it, one half traversing the top of the rib, the other traversing the

lung, being found loose in the cavity of the chest. The haemorrhage
produced by this wound filled the chest, compressed the lung, and was

the immediate cause of her death. The third bullet entered the neck,
and its course could not be traced.”

As to the mortality of penetrating wounds of the chest, “ Mouat and

Wyatt, whose statistics were made from the returns of the Russian army
at the siege of Sebastopol, state that out of two hundred cases only three

recovered.” 2

According to Dr. Chenu’s Crimean returns the mortality was 91.9

per cent. In the war of the rebellion, results were ascertained in 1272
cases ; of these, 930 were fatal.

1 Page 560.
2 Erichsen, Science and Art of Surgery, page 397.
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