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efficient means of attaining this object. No instrument Thke Phelps’ i’rp:-r:ninn‘ which combines thorough di- Congenital Talipes Varus.—This deformity often ap- . aty
can equal the hand, and the force that can be applied by vision of the resistant parts with the application of proper pears to be an incomplete form of equino-varus, but in | sary. In rare instances, the tibia may be bent 1y
the hand is sufficient in all the ordinary casesin earl) force to over-correct the foot, is the operation of ""1""5]“1! some instances there 18 simply a slight inward twist of _ hac I-;\_mni. thus increasing the deformity. In such cases

: ? for the more resistant cases 1n adolescence, in adult life, the distor 1 of the bone may be overcome by manipu
and in extremely resistant cases in childhood spparetun ) I
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be necessary in the rectification of the deformity when
other means have failed
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rect the deformity of the foot in the usnal manner. The
bend in the tibia may be straightened by manipulation
and splinting, or by osteotomy if necessary. When the
patient begins to walk the foot must be supported. A
light steel upright on the outer side of the leg, provided
with a T strap to hold the ankle against it, may be used
to supply the place of the missing fibula. The growth
of .the tibia is retarded, and a final shortening of three
or more inches may be expected, but with care a useful
limb may be assured.

Talipes Varus or Equino- Varus Associated
genital sence of the Tibia —Defective formation of
tibia is much less common than that of the fibula
most cases the femur is somewhat shortened and its lower
extremity is imperfectly developed. The foot is practi
cally always in an attitude of varus. The toes may be
normal, but in 2 number of instances one is found to be
lacking

The prognosis, as regards a useful limb, is extremely
bad. The growth of both the thigh and the lower leg is
much retarded, and it is almost impossible to balance the
foot upon the fibula by any form of brace

The ordinary treatment, after the correction of the de
formity of the foot, has been to resect the extremities of
the femur and the fibula to produce ankylosis between
the bones. No final results have been reported. A full
account of the reported cases may be found in an article
by Launois and Kuss, Revue d Orthopédie, September,
1901.

Deformity of the Foot Associated with Absence of Bomies.
—The leg bones may be perfectly formed, but one or
more bones of the foot itself may be absent. In these

o
i
"
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noted that in 82.8 per cent. the paralysis was of spinal
origin (anterior poliomyelitis); in 11.3 per cent. the lesion
was of the brain, the talipes being a part of the deformity
of hemiplegia or paraplegia. A few cases were caused
by local disease of the nerves, and the remainder, 5.4 per
cent., were of traumatic origi

The distinction between congenital and acquired talipes
is well marked. In the congenital form the disability is
due simply to local deformity, and when this has been
overcome a perfect cure may be expected. In paralytic
talipes the rectification of deformity is but a part of the
treatment, and perfect cure is impossible except in that
small proportion of cases in which the spinal cord has
sustained no permanent injury, or in which the deformity
was the result of some slight or passing disability or dis-
ease. -

Congenital deformity cannot be anticipated or pre-
vented; acquired deformity is an evidence that pro-
tective treatment has been neglected. It is a result,
therefore, that may be foreseen and prevented

The characteristics of anterior poliomyelitis are de-
scribed elsewhere. In its effect upon -the foot themsual
sequence is somewhat as follows: Immediately after its
onset the paralysis is usually widespread, affecting the
entire limb, forexample. Then follows a period of partial
recovery, after which the amount of damage that the
spinal cord has sustained may be estimated. It is during
the period of partial recovery, the six months or more
following the attack, that contractions which lead to de-
formity occur. If, for example, the anterior group of leg
muscles is paralyzetl, the foot habitually hangs down-
ward, a position due to the force of gravity and to the con-

cases, after the reduction of the deformity, a support to | traction of the unaflected posterior group. If thisattitude

hold the defective foot in
must be used.

The foot may be divided into two parts so that it re-
sembles a lobster claw. Supernumerary toes, or deficiency
of toes, or hypertrophy of one or more of the toes with
or without corresponding overgrowth of the foot or leg,
are not extremely uncommon. These deformities must
be treated on ordinary surgical principle

Constricting Bands.—Tightly constricting bands of
scar-like tissue, which cause deep indentations in the
flesh of the foot or leg, are sometimes seen. These are
supposed to be caused by mniotic adhesions. *BSpon
taneous amputations” of toes, or of the foot itself, are
due to the same cause

In ordinary cases the bands require no treatment, but
they interfere with the nutrition of the foof They may
be removed.

Congenital (FHdema of the Feet.—In rare instances, some
times in combination with deformity, the tissues of the
feet appear to be wdematous, although the circul
seems to be perfect. The condition is apparently due to
obstruction of the lymphat ation. It should be
treated by massage and compression,

; “Bi and Talipes,—Talipes coexisting with

la should be treated as are other forms of club

If paralysis of the lower extremities be present,

as is often the case, the corrected feet be supports d
as in the ordinary forms of paralytic

ACQUIRED TALIPES

It has been stated that equino-v 1s is by far » most
common of the congenital deformi [ t and
that as compared wi |
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proper relation to the leg | is allowed to persist, the tissues accommodate themselves

to the new position; the muscles that are never extended
to their normal limit become structurally shortened, while
the paralyzed group becomes correspondingly longer.
Even within a few weeks after the onset of the paralysis
the evidences of advancing deformity appear. The con-
tracted tissues resist passive motion in the direction
opposed to the habitual attitude, and the child shows
evidence of pain if force is used to increase the limited
range of motion. As has already been stated, paralytic
talipes is an unnecessary deformity. It may be prevented
by supporting the paralyzed part in a right-angled rela-
tion to the limb, and by systematic passive exercise
throughout the entire range of normal motion.

Anterior poliomyelitis is most common during and
after the second year of life or when the hild has already

gun to walk. - When the first and more general effect
of the disease has passed away, the child a in uses the
disabled limb as best it may; thus the distortion of the
foot is increased and confirmed by the weight of the body
and by functional use in the abnormal attitude.

The final deformity in a particular case may be pre-
dicted from the knowledge of the function of the muscle
or muscles which has been lost. For example, paralysis
of the tibialis anticus, the most powerful dorsiflexor
and adductor of the anterior group, must result in equino-
valgus: paralysis of the tibialis posticus induces valgus
If the peroneus brevis and tertius are affected varus will
follow. Paralysisof the calf muscle will cause calcaneus.
Paresis or paralysis of the entire ante group will
cause equinus, If all the muscles are paralyzed, what is
call ngl " is the result. The cold atrophied
member dar from the attenuated leg with but little
t ne ‘ormity less the limb is used, when it is
i itude of equino-varus or valgus.

cause so little dis

rlooked, and its later

formity may not attract

\ fact has been mentioned
in the etiology of the contracted foot.

DIFFERENTIAL IIAGNOSIS BETWEEN CONGENITAL AND
Acquirep DerorMiTy.—The history itself is usually
ufficient, for deformity of the foot at birth is never
overl .d by the mother. Acquired talipes is practi-
cally always preceded by a history of or weakness,

attention for 1

or injury which was soon followed by slight and after
ward by increasing and confirmed deformity.
In paraly i
les, as shown by electrical stimulation or by prickiag Eti
t with a pin; later, in the atrophy of the muscles
he evident change in the nu
rowth of the limb
O in extreme and untreated cases of c« -
formity of long standing could there be Ity in
distinguishing between the acquired and the congenital

on and diminished is not

impe

deformity In rare instances, it is true, paralysis may be
present at birth, due to intra-uterine disease or -

in the nervous apps 18. In such cases

1w|r‘|‘i_\~?~ is |i_—lirl.l:‘l apparent (spina bifida, or spastic
paralysis asso( iated with defective cerebral deve ':"i‘iw.‘
and the treatment does not differ from that of the

quired form
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tion, surprisingly little discomfort or disability may be
experienced other than from corns or calluses beneath
the metatarsal bones, If the limb is not shorter, the addi-
tional length caused by the equinus must be compensated
by an upward tilting of the pelvis, which may induce
symptoms of discomfort in the lumbar region. The gait
is always awkward, giving the impression as of stepping
over an obstacle. If the foot is not fixed but simply
hangs downward when it is lifted, the gait is very awk-
ward because of the insecurity and because of the ex-
ageerated flexion of the knee at each step, necessary in
order that the pendent foot may not drag upon the ground

If the equinus is extreme, the limb is usually flexed
at the knee when in use; if the equinus is slight, the
strain resulting from the limitation of dorsal flexion is
felt at the knee, and in childhood at least there is often a
well-marked tendency to over-extension, or recurvation
caused by the effort to place the sole flat on the ground.

In the slight forms of equinus, discomfort about the
calf is experienced; the limitation of dorsal flexion causes
a rather shortened stride and awkward gait, while an un
guarded step that throws a sudden strain upon the rigid
heel cord is felt as a shock and strain through the leg
and body. Very often the patient complains of pain
about the metatarsal bones (anterior metatarsa ), and
if the equinus is accompanied by a slight degree of val-
gus, symptoms of the weak foot may be present

The Prognosis depends of course upon the cause of the
deformity. If it is simply the result of posture, or if it
is secondary to neuritis, permanent cure may be expected
In many cases caused by anterior poliomyelitis recovery
of funetion, complete or partial, has taken place; yet al-
though voluntary control of the muscles has been re
gained it cannot be exercised because the foot is held in
the distorted anritinll ]l_\' the contracted tissues

In such instances practical cure may be predicted if
after the over-correction of deformity, sufficient time is
allowed for the lengthened and :‘”'“E']‘i"'l museles to re
gain their proper length and volume

reatment.—In the somewhat uncommon cases of fixed
equinus combined with a short leg and not attended by
discomfort, no treatment is required other than a shoe so
built that the heel may support a part of the weight
[n the more extreme cases in Wwhich the I is short and
the foot is atrophied, an extension foot attached after
the manner of an ar cial leg MAY be worn with comfort
and with but little evidence of deformity.

In the ordinary cases, whether permanent cure is ex
pected or not, the rule holds good that the heel should
bear the w of the body and that the rang
flexion should 1 be limited when the calf muscl
its power. If the nervous apparatus
manent injury, the must be supported after the de-
formity has been rec

but even in class the gait

be improved and the discomfort relieved by remov-
ons to normal motion. The sli
[ nus, such as those that are seen s
onset of anterior |u»{i-m;_\. it
ation and retention

, may be re ii;'\.-(].

a splint or in plaster of

The Shaffer extension shoe is also a useful appliance,

and is especially so in that it 1

be employed to reduce
the accompanying cavus the s: e

The weight of the bod Iay » utilized as a means of
overcoming slight equi when the foot is held in its
proper relation to the leg by a brace which extends above
the knee ; but this tediousn 1 has but li t
mend it in ordin ases. The elastic tensior
and b atts d e 1 or to the foot

. : d

means of adhesi gome service

cases, but by far the most effective method is the im
mediat - n of the deformity by a simple forcible
manipulati

with forcible mi

I fiate Corre 37 j}“.

CAVUS as an ac«

notomy combined

treatment by massage, muscle-beati

to its normal depth, otherwise the foot will appear stunted
and deformed

One of the most effective procedures for overcoming
the cavus is the use of the Thomas wrench. The con-
tracted bands of the plantar fascia are first divided sub-
f‘l”;u\.nﬂi_\i_" the wrench is then fixed to the foot, and,
with sudden force exerted against the resistant tendo
Achillis, the foot may be straightened, the deep ligaments
being ruptured or stretched to the proper degree. The
tendo Achillis is then divided, and the foot having been
dorsiflexed is fixed by a plaster-of-Paris bandage. As
the patient is encouraged to walk upon the foot as soon
as possible, the weight of the body foreing the relaxed
tissues against the unyielding sole, completes the flat-
tening of the arch. In many of these cases the knee has
been over-extended by use in the deformed attitude, so
that the habitual flexion necessary to bring the dorsi-
flexed foot upon the ground during the two months
allowed for the complete union of the divided tendon is
of benefit as it serves to correct this secondary weakness
and deformity.

The importance of the immediate relief of the strain
of the deformed position upon the weak anterior group
of muscles, together with the complete relaxation of the
over-stretched tissues which allows the “slack to be taken
in” during the long rest in the over-corrected i“"i[i'ﬂ!‘
is not generally appreciated. Whenever the weakened
muscles after paralysis show by tests, electrical or other-
wise, that Mn_\ have recovered their power in part, this
t itment should be that of selection The rl]-[sljruli-—ll
of electricity or other form of stimulation to muscles that
are unable to exercise their function bec
tion of opposing tissues is useless. s any form «
artificial stimulation equal to that of the functional use,
which is made possible by the removal of the deformity
ind by the employment of proper support.

In many instances after the equinus, which more often
than any other deformity is the result of slight or tem-
porary disability of the anterior group of muscles, has
been corrected in the manner described perfect cure seems
to have been attained when the plaster bandage is finally
removed But even in such cases the application of a
simple support to hold the foot at a right angle with the
leg for several months is an advantage. The after-
electricity, and

1se of contr
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the like, combined with methodical passive movements
to the limit of dorsal flexion to guard ¢ inst. recontrac-
tion of the calf muscle, should be continued for a long
time, or until the musc ' balance has been regained.

The same form of support is necessary in cases of hope-
less paralysis, to hold the foot at a right angle with the
leg. The common form is a simpl sole plate of
sufficient size t rt the foot and the toes, if their
ttached to t upright pro-
vided with a calf band. The upright is usually applied
on the inner side of the leg where it is least noticeable.

muscles are

At the ankle there is a “stop joint,” which allows dorsi-
flexion but prevents the toe-drop. This, when properly
fitted, can be placed inside the ordinary shoe, as the

alyzed foot 1s usu

somewhat ller than its fel-
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ached to the outside of the shoe and the foot plate may
ispensed with; or the upright may be concealed by
introducing it inside the sho j k in the heel;
the toe-drop bei prevented by st ¢ from the
front of the upper leather of the : calf band.
inus due to posture or be cured by
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Symptoms.—The gait is awkward and inelastic; the
patient, who is, as it were, “ham-strung,” stamps along
upon the insecure support of the heel in a manner whic
is easily recognizable by one familiar with the disal
The changes in the inte 1 structure of the foot, the i

vitable adaptations to the deformity, do not call
especial description; the disused bones atrophy together
with the other tissues and new art irfaces form
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of the incision, which is continued down to the tuberosity
of the os caleis, the tendon is dissected free from the sur-
rounding parts. It is then divided in an oblique direc
tion from within outward and downward, and the heel

been pushed upward as far as possible, the
divided ends are overlapped and sutured; the flap of
skin is drawn downward at the same time, so that the Y
incision is converted into the shape of a V. According
to Mr. Willett's original directions, deep sutures are
passed through the skin flaps and through the tendon
on either side, so that all the tissues are united. The
foot is then fixed in a plaster bandage, in the attitude of
equinus, and the patient is allowed to walk about wear-
i high heel to compensate for the elevation of the

L]

The operation is of especial value in those cases in
which some power remains in the calf muscle, which is
thus made serviceable In cases of com paralysis
the position of the foot may be temporarily improved
but unless proper support is used afterward, the tissues
will stretch under the strain of use; thus the treatment
should ::1\\';\‘\- be supplemented by a brace of the char-
acter already described.

_1..\!,..’!,»..:.’. etomy) and Backward “'.".”."'I' ment of the Foot.—
In cases of confirmed calcaneus, or calcaneus especially
if combined with lateral deformity, removal of the as

lus may be indicated. This operation permits the
oli to be brought into direct contact with the os
cis, thus improving the security of the foot.

The astragalus may be removed by a long curved ex-
ternal incision passing from the tendo Achi just below
the outer malleolus to the front of the joint. he peronei
tendons are divided, the foot is displaced inward, and the
astragalus is removed. The articulating surfaces of the

tendo Achillis is shortened and to itsinsertion the perc

tendons are attached, if the muscles are active. The en
tire foot is then displaced backward so that the denuded
malleoli overlap the anterior extre mity of the os calcis
The object of this procedure is to throw the weight of
the body upon the centre of the tarsus; thus the deform
ity is reduced and the stability of the foot is increased

i
1
1
1

is closed and the
.\" sS00nNn as "“‘.]-':‘
and walking L
dispens 1 with, but a brace may ET &
advantage. This operation has been performed

- for whom it is now the treat-
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ment of choice in thistype of cases. DBy it the usefulness
of the foot is greatly increased and its appearance very
much improved.

AcQuIRED CALCANEO-VALGUS AND CALCANEO-VARUS.

In many cases the foot deformed as a result of paralysis
of the calf muscle is in addition turned in a lateral direc-
tion. so that the weight of the body falls to the inner or
outer side of its centre.

Calcaneo-valgus, in which the foot is turned outward
and upward o that the patient walks on the inner side
of the heel, or even on the inner ankle, is not uncommon;
the opposite deformity is far less so. Calcaneo-valgus is
usually a result of more extensive paralysis than simple
calcaneus. For example, all the muscles about the foot
may be disabled except the peronei, or in cases of a
milder type the tibialis anticus may be the only muscle
of the front of the foot that is paraly zed.,

Treatment.—When the foot inclines toward calcaneo-
valgus it is difficult to hold it in proper position. The
usual method is to apply the brace used for ordinary cal-
caneus, with the upright on the outer side of the foot;
the ankle and arch are then held against it by means of
the valgus strap. Another form of brace is provided
with an upright on either side of the leg, the outer being
slightly longer than the inner so that the sole plate is
tilted inward, or as it were .\llinlll:\Wr-il; thus the weight is
guided toward and balanced on the outer side of the foot.
It must be borne in mind that other muscles of the limb
are often paralyzed, so that the deformity of the foot may
be but a part of more general distortion; hence the foot
brace is often combined with apparatus for the support
of the leg

In these cases the deformity may be reduced and the
stability of the foot may be increased by the removal of
the astragalus in the manner described.

Calcaneo-varus is a much less serious ection, since
the foot may he more easily supporte A brace such as
is used in the treatment of ordinary varus, without mo-
tion at the ankle or provided with a reverse stop, is ordi-
narily employed.

AcQUuIRED TarLiPEs EQUINO-VARUS,

Talipes equino-varus is, as in the congenital form, the
most common of the wralytic deformities of the foot.

The tendency of simple equinus is usually toward

varus, because in plantar flexion the foot is slightly ad-

1, and because the-outer the foot is shorter

g0 that in wal r with the foot ex-

inward.
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v a strap running
ge, electrical

» routine

Il NEeCEessar
in the congenital form, but sl 1 be performed in suit
ablecases. The over-corrected position should be retained
until time has been allowed for the recontraction of the
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practically that of Nicoladoni, the transplantation of the
two peronei muscles into the tendo Achillis; or, as modi-
fied by Goldthwait, the tendon of the peroneus longus
was inserted into the tendo Achillis and the brevis was
transplanted into that of the flexor longus pollicis. If
the tibialis posticus is paralyzed with resulting valgus,
the peroneus brevis may be carried beneath the tendo
Achillis and attached to its distal extremity.

The operation of tendon transplantation should not be
performed until the recovery from the paralysis is con-
sidered impossible. The incision should be sufficiently
long to expose the tendon and the muscular substance
The paralyzed muscle is quite different in color from
the normal, being dull reddish-yellow, and the tendon is
usually dull white in place of the silvery glistening color
of the normal tendon. The splitting of the tendon should
be begun high up, including, in some instances, muscle
substance, and in joining the splices as muc h surface as
]il\_‘-“-iiiil' of each splice should be ;Lp!m-rel beeause the
tendons do not readily unite. Incertain instances it may
be advisable to attach the transplanted tendon directly to
the periosteum at the point at which its force may be
exerted to best advantage. This as a routine measure is
advocated by Lange (Minch. med. Woehen.. November
15th, 1900).

Fine silk is usually employed for suturin The tendon
gheaths are, as far as possible, closed by fine catgut and
the skin incision by the same material. Before the opera-
tion is performed, all resistance to normal motion should
be overcome by force, and by division of the contracted
parts, if necessary.” The attachment of the muscles or
tendons should be made while the foot is held in proper
position, and in many instances it well to cut and over-
lap the paralyzed tendons to aid in retaining the foot in
the improved attitude.

After the operation is completed, the foot should be
fixed in a plaster bandage in the over corrected position
for several weeks or months. As a rule the foot should
be supported by a brace until it is evident that the union
of the parts is firm, and a good functional result is assured.

The prognosis will depend entirely upon the character
of the paralysis. If the tibialis anticus is alone affected,
it may be hoped that sufli !
from the other muscles to lift the foot at least enough to
prevent awkwardness of gait, and to restrain deformity.
Even more favo le is the prospect for the relief of
varus caused by weakness of the abductors; but it is
impossible for weak muscles like the pe ronei to supply
the place of the great calf muscle. The power obtained
from the peronei, however, which has become useless and
even harmful because it draws the into deformity
mav be sufficient to hold the heel in proper position and
at least to aid the brace in retaining the foot in a normal
attitude

The relative strength of the muscles should be consid
orafts, as well as in making a prognosis

ows, in kilogrameters

nt power may be borrowed

ered in select
According to

If muscle—gastrocne

FRONT OF THE LEG.

alis anticus

muscle on the back, and
i t he front of the leg, is apparent
The former is nearly ir times as strong as the other
muscles of the combined posterior group, the latter being
nearly equal to all the others on the front of the leg.
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.](ndr;!]‘]. Fick., “ Ueber die Arbeitsleistung der auf die
Fussgelenke wirkenden Muskeln,” Leipsic, 1892.)

It has been claimed that the transplanted muscle may
become hypertrophied sufficie ntly to carry out its new
function, but this is somewhat doubtful. Direct trans-
plantation of muscles on the same principle as tendon
grafting has also been performed by Drobnik, Goldthwait,
and others; for example, the sartorius, the gracilis, or
the tensor vagine femoris may be transplanted into the
substance of the quadriceps extensor muscle. Drobnik
has suggested the possibility of regenerating the paralyzed
muscle by thus engrafting a portion of one that is still
active, but this is, of course, a possible rather than a
]'TH!mIrl"HllT-"-ml:

The I!Til]l'i]lll' of the ~-!u-r::linn ::]n])]il'\ of course, to
other parts of the body as well, but the opportunities for
its application are far less frequent than in the lower
extremities.

Texpox Spricis.—Division and overlapping of the
tendons of paralyzed muscles may be employed with ad-
vantage in certain instances, For example, in complete
paralysis of all the dorsal flexors of the foot, each tendon
may be shortened and attached to the anterior ligament
thus the toe-drop may be remedied or reduced to such
an extent that the deformity may interfere but slightly
with locemotion In most instanceés, however, unless
support is used the shortened part will relax subsequently.

AntHropesis.—Arthrodesis the purpose of pro
ducing ankylosis of a joint, was first performed by Al
bert of Vienna, in 1878. Its field is practically limited
to those cases in which no muscular power remains, the
so-called dangle foot It may be of service also in cases
of partial paralysis, as in equinus or calcaneus, when the
patient is unable to provide himself with apparatus.

The operation onsists in opening the joint and remov-
ing the cartilage from the opposing surfaces of the bones,
then sewing or nailing them to one another, or simply
fixing the j s in a plaster bandage until union has
taken place If the case is one of simple calcaneus or
equinus, without lateral deviation, the operation may be
limited to the ankle joint, which may be opened from the
back or front or side, as seems preferable The cartilage

s on and at > same
time relaxed tissu \ ened after the Willett
method, if the deformity be -aneus; or the tendons on

'ront of the foot may be similarly shortened with the
the toes to the proper level, if they are de-
ope ration, to be effective in cases of com-

ll!‘\‘i\ and dangle foot, must include all the

1ts of the foot.
A , there is a marked tendency to subsequent de-

ven when ankylosis has been

formity. In cases of calecaneus, the removal of the as-
tragalus in the manner described is the preferable opera-
tfion

Arthrodesis is also performed at the knee and at other
joints for the purpose xing the part in a useful atti-
tude. In certain instances the operation is indicated. It
is, of course, limited to cases of hopeless paralysis and is
more suitable to the older than to the younger class of
patients 5

The improvement in the gait obtained by the removal

deformity and fixation of the foo is often very
marked, and support may often be discarded, but in early
childhood, at least, cases should if possible be kept under

in order that support may be applied if the

deformity shows a tendency to recur.

Royal Whitman.

FOREARM, THE.—The forearm is that portion of the
toral girdle or extremity lying between the
and wrist joi Its bony framework comprises

) bones, the radius and the ulna
| of the forearm is soft and is usually well
supplied with hairs, especially along the posts ro-external
rfac Along the anterior surface the hairs are fewer
The skin is freely m le throughout the
upon the deep fascial sheath. The bursa over
ves it free ]ill'!liliii_\ at that [Hli!l[. L_\'i'.l_LZ
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within the layers of the superficial fascia are the super
ficial veins and the cutaneous nerves

The SUPERFICIAL VEIN® rise in two plexuses: the large
plexus of the dersum of the hand which isderived from the
digital veins, and the smaller
plexus of the front ie werist,
from the palm 1 thumb.
These veins are larger than
those of the deep set, have
fewer wvalves and
most of the blood. At
of communication between
these ‘sets of veing, valves
are regularly found

The veins arising fi
these two plexuses are
regular in their distribution
and are se
upon the
game body
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All these nerves pass the elbow Be-
hind, over a small area, limited to the olecranon, is the
nerve of Wrisberg
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