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Even with this treatment there are a few
rebellious cases. Implantation of radon
seeds or radium itself may be tried, and to
judge by the few reported cases radium is
highly beneficial.
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"HAMMER-TOE."
By S. L. HIGGS,

F.R.C.S.

Surgeon, Royal National Orthopcedic Hospital;
Assistant Surgeon, Orthopadic Department, St.
Bartholomew's Hospital, &c.

THE term " hammer-toe" should be con-
fined to that type of flexion deformity which
cannot be overcome by simple stretching.
It therefore excludes all types of "claw-
toes" which are commonly associated with
the wearing of short stockings and shoes, or
with othe^ foot deformities, such as pes
cavus or loss of the transverse arches.
The true " hammer-toe" cannot be

straightened by traction because this is pre-
vented by actual contracture of the skin and
soft tissues beneath the flexed joint.

CAUSE.
The condition is rarely found in infants.

It is an acquired deformity and the chief
factor in its development is an over-long

toe. If short socks or shoes are worn the,
projecting toe is pressed back into line with
the others and has to assume the flexed
position. As growth proceeds this deformity
becomes fixed and later on pressure
symptoms develop.

TYPES.
The typical "hammer-toe" shows a

flexion deformity of the proximal inter-
phalangeal joint whilst the metatarso-
phalangeal and distal interphalangeal joints
are hyper-extended. The only fixed de-
formity in this type is the flexed middle
joint. This is by far the commonest variety
and the easiest to treat.

1J.5. .3
Occasionally the terminal joint is flexed

instead of extended, producing a double
flexion deformity.
A third type shows flexion of the terminal

joint only.

SYMPTOMS.
Pain occurs in three situations. Firstly,

in the common type, over the prominent
joint from pressure of the shoe. A corn and
underlying bursa develop, and attacks of
acute inflammation are not uncommon.
Secondly, pain maybe complained of beneath
the ball of the foot. The hyper-extended
first phalanx presses downwards the head of
the corresponding metatarsal, leading to loss
of the transverse arch and consequent meta-
tarsalgia. Lastly, if the end joint is flexed a
painful corn may develop around the nail at
the tip of the toe where pressure occurs.

TREATMENT.
The development of a "hammer-toe " can

be prevented in children by the wearing of
full-length socks or stockings. Mothers
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rarely appreciate the fact that their children's
stockings may be too short and cramp the
toes and this, far more than short footwear,
is the factor which leads to foot troubles in
later life.

If an over-long toe is becoming " hammer"
but is not yet badly contracted, then a sole
plate, with slots and chamois leather tapes
to strap down the toes, should be worn at
night.
A fully-developed "hammer-toe" can

only be treated satisfactorily by operation.
Treatment by stretching, sole plates and the
like are quite useless. if operation is refused
the pressure symptoms can be avoided but
only at the expense of time and money.
Special shoes can be made with a deep bed
in the insole to accommodate the end of the
affected toe and thereby depress the promi-
nent joint. Frequent visits to the chiropodist
for attention to the corns and application of
felt pads will be required.

OPERATION.

Amputation of a "hammer-toe" is to be
condemned. If, as is usual, it is the second
toe which is affected, then the development
of hallux valgus is inevitable. If it is the
third or fourth toe, then transverse arch
troubles may ensue and the alignment of the
great toe may also, in time, be upset.
The exception to the rule is where such a

severe degree of hallux valgus exists that the
second toe is not only " hammer," but also
displaced upwards to overlie the great toe.
In these cases, especially in elderly people
when extensive operative treatment is not
desirable, simple removal of the toe may be
advisable.
A true " hammer-toe " deformity does not

affect the little toe, but the rule against the
amputation of toes does not apply, as it may
be removed with any subsequent disability.
The usual operation consists of excision

of the flexed interphalangeal joint to adapt
the length of the toe to the shortened
structures beneath. Bony ankylosis between
the first and second phalanx is aimed at, but

owing to difficulty in subsequent splinting,
may not be secured, and the toe may be
painful for a considerable time. If fibrous
union results, relapse of the deformity may
occur.

I have found the following method most
satisfactory :-
Two transverse elliptical incisions are

made across the dorsum of the toe to include
the corn over the flexed joint. One incision
should be carried right to the bone, dividing
and removing a section of .the extensor
tendon. The incisions should not be
carried too far laterally, otherwise the digital
nerves and vessels may be cut across. The
joint is opened and the lateral ligaments
divided, so that the proximal phalanx can
be thrust well out through the wound.
With narrow-bladed bone-forceps, this
phalanx is sharpened into a spike. The
cartilage from the base of the second phalanx
is then removed with bone-forceps and a
hole boied up into the shaft of the bone.
I have found a rawl-plug borer a most satis-
factory instrument for doing this. The
pointed first phalanx is then spiked into
the second phalanx. The divided extensor
tendon is sutured with a catgut stitch, and
the skin incision closed transversely with a
few interrupted stitches. No splinting is
required.
The foot should be rested until the stitches

are removed, but the patient need not lie

up entirely, as there is no objection to a

few paces being taken with the heel on the
ground. As a rule, an ordinary shoe can
be worn in three weeks' time, and in some
cases rather sooner.

If this procedure is carried out, post-
operative pain is much diminished as, owing
to the firm impaction of the bones, no
movement occurs and firm internal splinting
is secured.

In those types of "hammer-toe" where
flexion deformity of the terminal phalanx
is present, the best operative procedure is
either to excise the head of the -second
phalanx, through a transverse elliptical
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incision to shorten the skin over the dorsum
of the joint or, where the nail is much
thickened by chronic pressure, amputation
of the terminal phalanx and removal of the
whole nail should be performed. One long
plantar flap from the pulp of the toe gives
a good and comfortable stump.

DIVISION OF
THE VAS DEFERENS IN

PROSTATECTOMY.
By HAROLD DODD,

CH.M., F.R.C.S.ENG.

Hon. Surgeon to the King George Hospital, Ilford,
and the Royal Hospital, Richmond.

THE evolution, various techniques, manage-
ment and complications of prostatectomy
were exhaustively dealt with during the past
year by Sir John Thomson-Walker, in his
Lettsomian Lectures [i], by Young of
Baltimore [2], and by the leading genito-
urinary surgeons at the Royal Society
of Medicine [3].

In this most interesting review, the com-
plication of epididymo-orchitis and its sure
prevention by ligature of the vas deferens,
was stressed. Even Sir John Thomson-
Walker, with his finished technique aiid
mature experience, admitted the incidence
of it in 6'4 per cent. of his cases, which is
quite appreciable, but low compared with
the experience of other genito-urinary
surgeons, whose percentage of occurrence
will probably be smaller than that of general
surgeons. Against this must be placed the
nine-year experience of Mr. Clifford Morson
and other urological surgeons, with scarcely
a case of epididymitis or orchitis. Morson
makes a striking statement when he says,
"I guarantee my patients that, whatever
other complicationis they may have, they will
never suffer from orchitis"; this means the [4]
exclusion of a very irritating and debilitating
condition, which occurs chiefly during the

first year after prostatectomy in at about 30
per cent. of cases. It frequently happens
whilst patients are recovering in hospital or,
as many practitioners will relate, after their
discharge home, when it is explained by the
statement to the patient that he " has caught
a cold"; thus, on the day after his return
home, one of my patients walked round his
garden, and developed epididymitis next
day; I think it was probably a coincidence.

This affection is excited by urethral
trauma, e.g., after passing a bougie for
difficulty in micturition after prostatectomy,
by excess of alcohol, by exposure to cold,
by the necessity of delay in emptying a full
bladder and constipation.

It is a most painful and incapacitating
complication, with marked pyrexia, and,
unfortunately, recovery from one attack by
no means confers immunity to its subse-
quent occurrence. Frequently, it recurs on
the same or the opposite side or, occasion-
ally, as described later, it is bilateral. Again,
it often suppurates, necessitating further
treatment by aspiration, or incision and
drainage, or it may be necessary in a chronic
case, where troublesome and persistent
sinuses exist, to excise the testicle and part
of the scrotum.
The origin of the infection is the prostatic

bed, which quickly becomes septic after the
operation and the organisms pass by the
ruptured ejaculatory ducts to the vesicule
seminales. These latter are larger than one
ordinarily supposes from the impressions
derived from the dissecting and post-mortem
rooms and anatomy books; anyone who has
seen the seminal vesicles in life, for instance
during an abdomino-perineal resection of
the rectum, will obtain a clear idea of the
excellent but huge culture tubes which these
blind, dilated vesicles make. Sepsis passes
from them along the vas deferens, excited
by the factors already mentioned, to produce
the epididymitis.
A method of radical prevention would be

to excise the vesicule at or before prostat-
ectomy, as suggested by Sir J. Thomson-
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