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peroneal type, (b) the contracted museular type, (c) the fibrous
adhesive type, (d) the bony adhesive type.

(a) The Peroneai Type.-Tlere the foot is rigid through spait
of the imuscles, and especially of the peronei. These, on atternpvtd
inversion of -the foot, stand out in a position of extreme tensicÂ.,
The arch is often quite liigh. There is less ]ikely to be disturb-
ance of the -circulation in this than in the other forms of rigid
valgus. Thei:e is usually marked pronation. The scaphoid is
rarely unduly prominent. The peroneal spasin is, as, hias already
been inferred, probably of reflex orig-in. Under an anaesthetic it
disappears, aithoughi the peronei may 'oe congenitally or relativcly
norially sliortened, this condition being. demonstrated by mius.
ci4lar spasmn. In this class probably belong*imost of those patients
who have in the past resisted ail forms of treatment. Ail surgcolis
who have been interested in valgus have experiencedl fail-ures in
the treatment of certain patients. Perhiaps .9 brace lias been urvd
-with resuits detrimiental to the surgeon's reputation. Possibly
thie deformity has been corrected under &n anaesthetic and placed
in plaster of Paris ini a position most satisf actory to the operato'r,
a:nd yet a recurrence has followed.

The treatment; of this condition is peroneal resection, althoilgb
this, to my mmnd, cannot be defe'nded on theoretical. grounds, îrc
ticall-y it seems to be the only efficacious measure in some cas(,.
T.his type bas been, studied principally by 1[r. Robert Jones, o~f
Liverpool, and in lis hiands the resection of three-quarters to 0iip
imcl o.f the tendons of both peroneals with the destruction of their
sheath at the place of resection, bas been followed by most salis-
factory resuits.

(.b) Thie Contra cted illuscie Type and (c) lhe Fib rous ldlie-
sive Fo>rms may be -considered together except as to treatment. In
the f6i,3t type tenotomies are necessitated. Division even of the
tençIo-ochulles being performed in some cases to assure proper cor-
rection, whereas in thec second type wrenching is usuall y ail that is
requiredl primarily.

In these there is inability to invert at the miediotarsal. joint-
The arcli is -usually low. There are usually sigus of passive coni-
gesti-on, and there may -be oedema. Flexion and extension are £rc.
Attempts to passively invert, are followed by p~ain and resistance.
The latter may usually be overcome and the foot over-correctcd
Dy tiring out the muscles whichi are spasmodmically contracted. If
this is impossible, even under an anaesthetic, the adhesions must be
more forcibly brokçn down by mnanual mianipulations or by Ibo
use of the Thoinas wrench, and the patient's foot put up in a, posi-
tion of extremne inversion in plaster of Paris. Osgood b'as sg
gested that the plaster is best removed in tweinty-four to forty-ei.gýht
hours. The foot; at first gently, and later v'igoroiis1y, manipu]atc,


