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H. Timmer of Amsterdam has recently gublished a small book )>Die 
Behandlung cles Hallus valyscc (aohann Ambrasius Barth, Leipzig) in 
which, after ti quite hrief introduction on the pathogenesis and patholog- 
ical anatomy of the deformity, he describes the  very numerous modes of 
treatment which hare  in  the course of time been employed to correct this 
deformity. Timmer’s estimate of the advantages and disadvantages of the 
various methods of operation is sober and objective; he points out that 
in  hallus valgus, as in  every other affection, the operator must individu- 
alise and choose his technique according to the nature and degree of the 
case. On reading Timnier’s book, which may be recommended to  any 
one desiring a lucid, brief, and get fairly exhaustive orientation in the 
treatment of liallux valgus, I have especially noted the stress laid by 
him on the importance to be assigned to the state of the I. meta ta rw 
phalangeal joint in choosing one’s technique. 

In  nearly all old’ and serere cases of hallux valgus there i s  present a 
pronounced arthritis deformans in the metatarso-phalangeal joint. The 
idea that the >>primary<< deformity is  the varus position of bhe metatarsal 
bone may make those methods seem particularly rational which aim at 
correcting this position, but a operation ridding the patient of the af- 
fected and painful joint, will afford better changes of a cure. The re 
sults obtained by resection of the capitulum ossis metatarsi I. also seem 
to be the best and safest means to  rid the patients of the symptoms and 
satisfy them; of Scandinavian works on this  subject I may especially 
refer the reader to  T. Sandelin, ,Uber Hallux valgus etc.cc, Acta chir. 
scand., VOI. LVI, Pag  1, 1923. The objections raised to methods by which 
t h e  capitulum is partly or entirely removed, because they weaken the 
medial point of support of the anterior part of the foot, seem in par t  
merely theoretical; an insteppad with an arrangement to  support the 
transverse arch of the foot can only in  rare  cases be dispensed with after 
operative treatment of hallux valgus, and by means hereof the weight 
on  the anterior par t  of the foot is evenly distributed 



When treating :in >>arthritic< hallus mlgus  by resection of the capit- 
ulum oss. metet:irs. I, the cy,l.'rntor must, howe\-er, consider that, besides 
securing the shortening of the metatarsal bone resulting in correction of 
the deformity. he must also ensure to the patient it firm, painless, :\nil 
fully ;icti\-ely ;in11 passively mobile connection between tlie toe iind thr  
metiitiirs2iI I)one, - in other words, the  operation must he performed :is 
i l  rrguh1r ;lrthropl:lsty. 

Xriyo's employment of the subcutaneous bursii as  tin etisily accessible 
: t i id,  owing to  its ;in;itomic;il structure, ;idniir:iblg suited ni:iteri;il for 
covering tlie resection surfiice of the metatarsal bone, is the most natural 
methotl of ;iltering the sinilde Hueter resection to iiii tirthropliisty. The 

Fig. 1. 

technique usuiilly given for 3I:iyo's operation does not, however, seem 
quite rzitioniil on some points, for 1) the  hursul fl itp is  formed with :I 

distal Ixise, so that i t  is kept in connection with the basal ghalans in- 
stetid of with the inetatarsal bone whose end surfiice it is to (*over, and 
2 )  Imth tlie I)ursii itself iis well as the fibrous elements of tlie joint cap- 
sule are employed for interposition in the joint. 

My own technique in nrthroplasty is  iis follows : An ulnwrdly conves 
arcwite incision is made in the skin, circumscribing the most prominent 
inedi;il projection of the capitulum. The flap of the skin is ciirefully 
dissected from tlie bursa. Of the bursa in connection with subcutaneous 
fat and superficial fascia i i  Iiirge forwardly conves flnl) is formed with 
its base a t  the neck of the metntnrsal bone. Even in  c x ~ e s  where no sulb 
stantinl cushion of soft ])arts covers the  medial side of the c;ipituluni, 
I have always been able to find sufficient >>m;iterial<c of which to  make 
this flag without including any of the fibrous elements of the c;ipsulr. 
From tlirse 21 smaller flap is foriiied after tlie bursa1 fliip hiis k e n  dis- 
sected free, with its hise in distal connection with the medial side of the 
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basal plialans (see fig. 1). The joint is  then opened broadly. and the 
ca1)ituluni lusated, wliereupon part of the capitulum is removed with a 
Gigli's saw corresponding in size to the degree of the deformity (the 
Iarqer the more acute the valgus angle is), but iis a general rule it may 
be said that it is better to  t:ike too much than too little. It is important 
to obtnin good srelnzinya. After the piece has  been sawn off, all tlie 
edges of the lmne are  carefully trimmed, so that the auterior end of the 
uietatarsal bone obtiiins :I regulnrly rounded form, though with a little 
more prominence of tlie lateral than the mediiil part. I n  cases where the 
carti1;ige of thr ses;inioid bones is very rouglienrtl :ind defective, and it 

Fig. 2. Fig. 3. 

is cleeiiied that  they will wnie  t o  lie just uiicler the edge of the shortened 
metatarsal bone ufter resection, I have estirpated them (and this is  then 
by f a r  the niost troublesome phase of the operation) ; if they have only 
undergone slight pathological change, nnd if the glide well backward 
under the metatcirsal bone, I leave them. - Now the bursal flap is laid 
over the resection surface of the metatarsal bone where it will as a rule 
not require any special fastening as i t  is already in good connection with 
this bone at its base, if only it is interposed in the resection cleft it 
adheres well to the denuded surface of the bone. The small fibrous flap 
is then turned down orer the resection cleft so that it lies superficially 
in relation to the base of the bursal flap; here it is  fastened with strong 
sutures ( I  always use fishgut) to  the anterior medial side of the meta- 
tarsol bone. The sutures are  carried right down to the bone and well 



tightened during reduction of the toe. In  this wag a good fibrous niedial 
wall for the new metatarso-phalangeal joint is formed, which the ordin- 
ary Rlayo operation does not provide If deemed necessary, the operation 
may be supplemented by displacements of the tendons. but as a rule the 
tendons will of their own accord glide sufficiently fa r  medially. When 
the skin has been sutured, the toe is bandaged in a slightly overcorrectecl 
position. Rlobilising after-ti*eatment begins on the 12th-14th clay. The 
foot is provided with an insteppad with a support for the transverse 
:ircli. on the 20th-25th day, and the patient begin to walk. 

For the last two years I have performed this form of hallus valgus 
operntion on seven patients between the ages of 15 and 50 - on 4 of 
them on both feet. ( In  lighter halluz valgus deformities without ar- 
thritis I use less radical operative nietliods when conservative treatment 
is insufficient). The cosmetic result has always been quite good, and 
a11 patients have been able to walk enduringly ancl without pain 6 6  
weeks after the operation; only a stout and heavy female patient aged 
about 50, who had undergone double-sided operation, stated that she 
could still 3-4 months after the operation occasionally feel some tender- 
ness corresponding to the left metatarsu-phalangeal joint. Her gait nas,  
however, quite natural, she could easily and without pain >>stand on tip- 
toe<<, and here as in all the patients there was quite free active and pas- 
sive mobility of the toe in the basal joint - especially dorsal flection. 

Figs 2 and 3 show skiagranis of one of the cases before and after 
operation. I n  this female patient (aged about 40) the rather severe 
hallus valgus was coniplicatecl by a dorsal lusation of the second toe in 
the nietatarso-phalangeal joint, and there was great tenderness corre- 
sponding to the capitulum of the 11. 0 s  metatars. which was very prom 
inent on the plantar surface. To o b ~ i a t e  the inconreniences of this 
fairly frequent hallus valgus complication a very ample piece of the 
clistal end of the metatarsal bone must be resected, and the use of care- 
fully adjusted instep-pads with transverse arch snpport is especially 
urgent in these patients after the operation. 

SU;\I3IART 

A method is stated for the modification of Jlayo’s treatment of hal- 
lux valgus by which the olieration assunies the cliaracter of a regular 
arthroplasty. 


