of the Board of Curators, 1800 to 1850.
of the Board of Hunterian Trustees, 1805 to 1850.
Paget: John Hunter (Masters of Medicine Series), 1897.
of Caroline Fox, p. 137.
William Lawrence: Hunterian Oration, 1846.
Frederic C. Skey: Hunterian Oration, 1850.
Dr. James Finlayson: BRITISH MEDICAL JOURNAL, 1890, vol. 1, p. 738.
Thos. M. Stone: BRITISH MEDICAL JOURNAL, 1890, vol. i, p. 865.
William Clift: List of Sir Everard Home's papers in the Philosophical
Transactions. Library, R.C.S.
Ditto. Evidence given before the Parliamentary Medical Committee,
1834. Lancet, July 11th, 1835, p. 471.
Ditto. Experiments to determine the Influence of the Spinal Marrow on
the Action of the Heart In Fishes. Phil. Trans., 1815, vol. 105, p. 91.
Ditto. Some Fossil Bones discovered In the Limestone Quarries of
Oreston. By Joseph Whidbey, F.R.S.; with a description of the bones by
W. Clift. Phil. Trans., 1823, vol. 113, p. 81.
Ditto. Some Account of the Remains of Megatherium sent to England
from Buenos Ayres by Mr. Woodbine Parish. Pr oc. Geolog. Soc., 1835,
Tol. 3, p. 437.
Ditto. On the Fossil Remains of Two New Species of Mastodon
and of other Vertebrated Animals found on the left bank of the Trawadi
rrans. Geolog. Soo., 1829, vol. 2, p. 369. Proo. Geolog. Soc., 1834, voL i,
p. 69.
Minutes
Minutes
Stephen
Journal

RECURRENT OR HABITUAL DISLOCATION
OF THE SHOULDER-JOINT.
BY

A. S. BLUNDELL BANKART, M.C.CANTAB., F.R.C.S.,
ORTHOPAEDIC SURGEON, MIDDLESEX HOSPITAL; SURGEON, ROYAL
NATIONAL ORTHOPAED1C HOSPITAL AND HOSPITAL FOR
EPILEPSY AND PARALYSIS, MAIDA VALE.

RECURRRENT dislocation of thle shoulder-joint is an uncommon condition, tlle real nature of which appears to be
little uniderstood. It may almost be said to be peculiar
to atlhletes and epileptics-a rather curious association
whlich, as I sliall show, is not without etiological signilicailce. Most of the formiier class are powerful, healtlhv,
atlhletic young men to wilom tIle frequently recurring dislocation from trivial causes is a great and serious disability.
In epileptics the dislocation sometimes recurs with every
fit. The dislocation is nearly always anterior. I have only
seen one case of posterior recurrent dislocation. That case
was ill a woman, and she was not operated upon.
Tlhe condition lias been attributed to abnormal laxity
of the capsule. of the joint, and to weakness of the surrouinding muscles. The abinormal laxity of the capsule is
supposed to be due to stretclhing or imperfect healing of
tllat structure after the reduction of an ordinary traiimlatic dislocation, and it hlas been thought that too early
aniid too vigorous use of the arm may be the cause of the
defect.

Var iouls Operations.
Two types of operationi have been performed for the
relief or cure of this disability: (1) Operations designed
to diminish the size of the capsule. These comprise various
folding, pleating, plication, or overlapping procedures, with
or witliout incision or excision of a portion of the capsule.
(2) Operations designed to give support to the capsule, particularly at its lowest part where the dislocation is believed
to take place during movements of abduction. The most
favoured of these operations is that of Clairmont and
iEhrlich, in which a strip of the deltoid muscle is transplanted in the form of a sling benieath the joint, and is
supposed to contract and hold up the head of the humerus
when the arm is abducted.
Both these types of operation are based upon erroneous
i(Ieas of the pathoLogv of recurrenit diAlocation of the
shoulder. In the first place, tihe capsuile in these cases
is not unduly lax. The capsule of the shoulder-joint s
normally a lax structure, but more than one surgeoi lilas
commented upon the difficulty of raising a satisfactory
fold wheln doing a plication operationi for recurrent dislocation. Secondly, the muscles are iiot weak. There may
be a little wasting after this, as after any otiler inijury to
the slioulder-joint, but the powerful musculature that is
usually exliibited by these patieiits is a sufficiellt comml'enltary on tIlis point. Thirdly, the joillt does not nieed
sulpl)ort below, -for it is not here that the dislocation takes
place.
It must be admitted that these operations have sometimnies been successful- in preventinig the recurrenice of the
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dislocation, but this result has usually beeln due to limitation of the normal movements of the joint by the operative
procedure. One surgeon, indeed, has suggested that the
operation might be simplified if it were done deliberately
with this purpose, and he proposed to graft a band of
fascia between the chest wall and the humerus in order to
limit the movement of abduction to 60 degrees.

Causes of Recurrent Dislocation.
It has been too readily assumed that recurrent dislocation is an unfortunate sequel of ordinary traumatic dislocation, and I have known medical men reproach themselves quite unnecessarily for their treatment of the
original injury. Recurrent dislocation has nothing whatever to do with ordinary traumatic dislocation of the
shoulder-joint. It is an entirely different injury, and it is
produced in an entirely different manner.
Ordinary dislocation of the shoulder is the commonest
of all dislocations of the joints. It is caused by a fall onI
the abducted arm. In extreme abduction the neck of the
lhumerus impacts against the acromion process, and by
leverage the head is forced through the lowest and weakest
part of the capsule between the subscapularis and triceps
muscles. When such a dislocation is reduced, the rent in
the capsule heals rapidly and soundly, and the dislocation
rarely, if ever, recurs.
But the dislocation which afterwards becomes recurrent
is caused, not by a fall on the abducted arm, but by a fall
either directly on the back of the shoulder or on the
elbow which is directed backwards and only slightly,
if at all, outwards. The head of the humerus is forced
out of the joint, not by leverage, but by a direct
drive from behind forwards. In its passage forwards tho
head shears off the fibrous capsule of the joint from its
attachment to the fibro-cartilaginous glenoid ligament. The
detachment occurs over practically the whole of the anterior half of the glenoid rim. The reason why the dislocation recurs after reduction is that, whereas a ren-t in
the fibrous capsule heals rapidly and soundly, there is no
tendency whatever for the detached capsule to unite sponThe defect in the
taneously with the fibro-cartilage.
joint is therefore permanent, and the head of the humerus
is free to move forwards over the aniterior rim of the
glenoid cavity on the slightest provocation.
In quite a number of the cases the original injury .s
stated to have occurred at football, and it should be noted
that in this game, at least, a player is seldom sent sprawling with his arms out, but, when he falls or is thrown to
the ground, it is usually in some moment of strenuous action,
when his muscles are tense, and his arms are more or less
close to his sides. Usually he is too preoccupied to make
much attempt to save himself, and in falling backwards
he is likely to strike either the back of the shoulder or the
point of the elbow, which is directed backwards. The
epileptic, too, falls with his muscles tensely contracted, and
he, of course, makes no effort to save himself. Frequently
the arms are drawn backwards and little, if at all,
abducted. So that, if he falls backwards, he is likely to
strike either the back of the shoulder or the point of the
elbow. Thus both athletes and epileptics are liable to
sustain dislocation of the shoulder-joint by direct violence
rather than by indirect force or leverage.
Some cases have been described in which fractures, either
of the anterior -margin of the glenoid cavity or of the
greater tuberosity of the humerus, have been associated
with recurrent dislocation. Such fractures have not been
seen in any of my cases, but it is easy to see how they
might be caused by the direct force which produces the
initial dislocation. They must, however, be regarded as
incidental, and not essential, to the recurrent dislocation.
The essential feature is the detachment of the capsule from
the fibro-cartilaginous glenoid ligament.
The Operation Recommended.
I have now exposed this typical lesion at operation in
four consecutive cases. A satisfactory exposure cannot b1e
obtained by the anterior incision ordinarily employed for
a-rthrotomy and plication operations onl the capsule, and
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no doubt this is the reason why the condition has not been
generally recognized. The operation which I have done
has been planned to expose completely the anterior margin
of the glenoid cavity.
A small pillow or sandbag is placed beneath the scapula,
so as to keep it forwards. The arm lies on the table by
the patient's side, and it is rotated inwards, so as to relax
the pectoralis major muscle. The incision extends from the
i;pper border of the clavicle above the coracoid process
downwards and outwards for about five inches. The deltoid
and pectoralis major muscles are separated, and the coracoid process and the three muscles attached to it (pectoralis
minor, biceps, and coraco-brachialis) are defined. Perthes,
who used a similar incision in operating upon fractures of
the glenoid, divided the pectoralis major, but I have not
found this step necessary. The coracoid process is next
divided with an osteotome or bone forceps, and drawn
downwards with the three muscles attached to it. Lastly,
the tendon of the subscapularis is divided close to its
insertion, and this muscle is retracted inwards.
The damaged area is now fully exposed. Internally one
sees the neck of the scapula with the fibro-cartilaginous
glenoid ligament lying upon it. This ligament has usually
been torn up a little way from the glenoid margin, so that
it appears as a free edge lying upon bare bone. External
to this is the glenoid cavity with the head of the humerus
in contact with it. Running from above downwards over
the joint cleft is usually to be seen a band of fibrous tissue
which represents the free edge of the capsule which has
been torn from the glenoid ligament. It appears as a band
because immediately external to it is the not inconsiderable and perhaps enlarged openincg of the subscapularis
bursa. Lastly, external to this is the fibrous capsule of the
joint covering the greater part of the head of the humerus.
The mechanism of the recurrent dislocation can now be
easily demonstrated, for on taking hold of the arm and
pushing its upper end forwards, the head of the humerus
can be made to pass freely over the anterior edge of the

glenoid cavity.
To anyone who has seen this typical lesion exposed at
operation it must be obvious that the only rational treatment is to reattach the fibrous capsule to the glenoid ligament whence it has been torn. It is clear that a plication
oir similar operation performed on some distant part of
the capsule can only have the effect of drawing the detached edge outwards and further away from the glenoid
margin. No doubt, if the capsule is sufficiently diminished
in size, it may prevent displacement of the head of the
humerus notwithstanding the defect at the glenoid margin,
but this is at the expense of free movement in the joint.
It should be remembered that the capsule of the shoulderjoint is normally a lax, and not a tense, structure.
It is exceedingly difficult to believe that operations of
the Clairmont-Ehrlich type can have any influence in
preventing recurrent dislocation, except by limiting the
normal movements of the joint. Even if one could think
that the transplanted strip of muscle acted in the way it
is supposed to do, it is not clear how this would prevent
the dislocation, for the displacement does not take place
downwards, but forwards.
In my cases the joint defect has been repaired by interrupted sutures of silkworm gut passed between the free
edge of the capsule and the glenoid ligament. It is well
to freshen the bone on the neck of the scapula, so that the
glenoid ligament may adhere to it. Having repaired the
joint defect, the divided subscapularis tendon is reunited,
the detached portion of the coracoid process is sutured in
place, and the wound is closed. After the operation the
arm is kept at rest for four weeks, and then active and
passive movements are begun and persisted in until the
movements of the joint are normal.
Two of my cases were epileptic, and both the others
sustained the original injury at football. One case-a
powerful epileptic-had some limitation of abduction two
months after operation, and he has not been seen sinco.
This relatively poor result was due to his neglect of aftertreatment. The others recovered full movtement at the
shoulder-joint,- and in none of them has the dislocation

i'ecurred.
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TREATMENT OF MIGRAINE BY CALCIUMI
LACTATE.*
BY

A. DOUGLAS BIGLAND, M.A.CAMB., M.D.LIVERPOOL,
M.R.C.P.LoND.,
HIONORARY PHYSICIAN, DAVID LEWIS NORTHERN HOSPITAL, LIVERPOOL;
LECT1URER IN CLINICAL MEDICINE, LIVERPOOL UNIVERSITY.

MIGRAINE, passing under many names and treated by a liost
of different remedies, is a condition of surpassing interest
on scientific grounds alone. To practising physicians the
condition is of similar importance for three reasons:
(1) Migraine is a very common ill; although referred to by
those who have never suffered from it as a minor malady,
yet in reality it accounts for an enormous amount of
wretchedness and impaired efficiency. (2) Migraine appears
to attack with great frequency the professional classes in
general and medical men and women in particular. In the
literature splendid accounts of the condition have been
supplied by doctors who were themselves sufferers, and in
my series of twenty cases eight were members of the medical
profession or medical students. (3) The old treatment of
migraine, as evidenced by the long list of so-called remedies,
is not satisfactory. More recently fresh conceptions and
new drugs have been tried with some success, and the
results obtained with one of these remedies is the justification for this communication.
It ,appears probable that the fundamental cause of migraine is an anaphylactic shock. How this shock is maiiifested, and indeed in what particular part of the brainl
the manifestation occurs, is not known. The accurate,
subjective localization of the headache and the external
phenomena associated with the superficial temporal arterv
suggest the area of the brain underlying the squamous
portion of the temporal bone as the probable site of the
lesion; the occasional aphasia and even rarer hemiplegia
met with in migraine point to the motor cortex. On thie
other hand, the visual phenomena, which are so common,
can only be explained by referring the disturbance to the
occipital cortex, and the vomiting is possibly associated
with the medulla. It has been suggested that the pituitary
gland may undergo temporary enlargement and thus causo
symptoms, but the type of hemianopsia met with in
migraine is opposed to this view. It would appear, therefore, that no single cerebral area can be held responsible for
the various phenomena of the' disease.
The undoubted'relation between eye-strain and migraine
is difficult to explain upon an anaphylactic basis unless it
be that a brain already sensitized'will react unduly to any
stimuli and among them impulses connected with the ocular
apparatus. On the other hand, the equally well known
corinexion between migraine and other nervous disorders,
such as epilepsy, can best be explained on an anaphylactic
basis; these conditions also are considered by many to havo
a similar origin. On this assumption it is not exactlv
correct to say that migraine is hereditary, but -rather that
a liability of the nervous system to become sensitized and
react to certain stimuli in 'themselves innocuous may be
transmitted. Migraine in the-parents may be represented
by asthma or angio-neurotic oedema in the children.
It is remarkable that organic disease, especially perhapps
that of the cerebral vessels, is not more often associated
with migraine, for temporary aphasias and hemiplegia are
comparatively common in the former (Case v).
Of the symptoms occurring in the attack those connected
with vision come first in point of time and, in importance,
since they may be the sole manifestation. A sudden general
dimming of vision is a very common prelude, followed by
scotomata, coloured dazzling spectra, and hemianopsia.
These constitute the aura of an attack and, as might be
expected, they are often associated with vertigo. lh a short
time follows the headache, which is usually localized very
accurately to one temple and practically always to one side
of the head. The least movement or any temlporary increa.se
in intracranial tension, as bzy coughinqg, is accompanied b3y
* Based upon a note read before the Liverpool Medical Institution ou..
January 4th, 1923.
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