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LANDMARKS
-MEDIICAL aANDy SURGICAE.

¢ Chirurgus mente prius et oculis agal guam manw armata.

I. IN clinical teaching, we often have occasion to point
out, on the surface of the living body, what may be called
‘medical and surgical landmarks! By ‘landmarks’ we
mean surface-marks, such as lines, eminences, depressions,
which are guides to, or indications of, deeper-seated parts.
We find this practice not only useful, but necessary ; be-
cause many even advanced students of anatomy are not
so ready as they ought to be in their recognition of parts
when covered by skin. Men who may be familiar enough
with bones, muscles, blood-vessels, or viscera in the dis-
sected subject, are often sadly at fault when they come to
put this knowledge into practice.

For instance, ask a student to put his finger on the
exact place where he would feel for the head of the radius,
the coracoid process of the scapula, the tubercle of the
scaphoid bone in the foot: ask him to compress effectually
one of the main arteries; to chalk the line of its course; to
map on the chest the position of the heart and the several
valves at its base; to trace along the walls of the chest
the outline of the lungs and pleura ; to point out the bony
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fat. In some it stands out beautifully clear; in others it is
masked by corpulency. Selecting, therefore, for study a
moderately lean person, let us begin with—

THE HEAD.

3. The great density of the scalp, more especially at
the back of the head, is owing to its intimate connection
with the cranial aponeurosis, the scalp vessels and hair
bulbs intervening. This density often obscures the diag-
nosis of tumours on the cranium. A tumour growing upon
the head may be either above or below the aponeurosis of
the scalp. If below, it will have a firm resisting feel, being
bound down by ‘the aponeurosis. Nevertheless its firmness
and resistance may not depend simply on its confinement
beneath the aponeurosis, but on its having its origin within
the skull. Look with suspicion, then, on every tumour on
the head that will not readily permit you to move it about,
S0 as to be sure of its connections prior to an attempt at
extirpation.

The scalp moves freely over the pericranium, to which
it is very loosely connected by areolar tissue. When sup-
puration takes place in this tissue free incisions through
the dense scalp must be made to let the pus out.

4. The supra-orbital artery can be felt beating just
above the supra-orbital notch, and traced for some way up
the forehead ; the temporal, about one inch and a quarter
behind the external angular process of the frontal bone; the
occipital, near the middle of a line drawn from the occipital
protuberance to the mastoid process ; the posterior auri-
cular, behind the apex of the mastoid process, All these
arteries can be effectually compressed against the subjacent
bone. '

5. The skull-cap is rarely symmetrical. This want of
symmetry is often obvious. It may occur in men highly
gifted, as in the celebrated French anatomist Bichat, Ag
to shape and relative dimensions, no two heads are exactly

alike, any more than two faces, It is beside my present
B2
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purpose to go into the question of craniology more than to
say that, although the cranium does not follow the brain in
all its eminences and depressions so as to be, as it were, a
cast of its surface, yet it certainly indicates the dimensions
of the great cerebral masses. The frontal and parietal
eminences and the occipital region may be taken as a
general expression of the development of the corresponding
lobes of the brain. To ascertain the relative proportions of
these three regions, let a thread be passed from one meatus
auditorius to the other, across the frontal, parietal, and
occipital eminences respectively.

The * frontal sinuses’ formed by the separation of the
two tables of the skull vary much in size in different
persons and at different periods of life. This has an im-
portant bearing on wounds of the forehead and on trephining
in this situation. These ‘ bumps’ do not exist in children,
because the tables of the skull do not begin to separate
before puberty. Irom an examination of many skulls in
the Hunterian Museum, I find that the absence of the
external prominence, even in middle age, does not neces-
sarily imply the absence of the sinus itself, since it may be
formed by a retrocession of the inner wall of the skull.  In
old persons, as a rule, when the sinuses enlarge, it is by the
encroachment of the inner table on the brain case. The
skull wall here follows the shrinking brain. Itis, therefore,
important to bear in mind thatan adult, and more espeicially
an elderly person, may have a large frontal sinus without
any external indication of it. <y

Neither does a very prominent bump necessarily imply
the existence of a sinus at all. The ‘bump’ may be a mere
heaping up of bone, a degradation, as in some Australian
skulls. ;

The same observations apply to the air cells of the
mastoid process, which can be felt behind. the ear. :

The occipital protuberance, the superior curved line and
crest, can be distinctly felt at Fhe back of the head. The
protuberance is always the thickest part of the skull-cap,

obviously for the purposc of protection.
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The posterior inferior angle of the parietal bone, grooved
by the lateral sinus, is on a level with the zygoma, and one
inch behind the mastoid process.

A line drawn over the head from the root of the nose
to the occipital protuberance corresponds with the superior
longitudinal sinus. Another line drawn from the occipital
protuberance to the front border of the mastoid process
corresponds with the lateral sinus. The trunk of the middle
meningeal artery runs along the anterior inferior angle of
the parietal bone, about one inch and a half behind, and
half an inch above, the external angular process of the
frontal.

The front borders of the mastoid processes exactly
correspond with the middle of the condyles of the occiput,
showing how nearly the skull is balanced on the top of the
spine. i
6. The average thickness of the cap of an adult skull
is about § of an inch. The thickest part is at the occipital
protuberance, where it is often 2 of an inch or more, even
in an otherwise thin skull. The thinnest part is at the
temple, where it may be almost as thin as brown paper.
Every one in the habit of making post-mortem examina-
tions knows how much the skull-cap differs in thickness in
different persons and in different parts of the same skull.
In old persons it is often in some parts not thicker than a
shilling, owing to absorption of the diplée. Another point
of interest is that the inner plane of the cap does not
always correspond with the outer. Hence, in applying the
trephine this is not a bad rule—* Think you are operating
on the thinnest skull ever seen, and thinner in one half of
the circle than the other.’

7- The lower level of the anterior and middle lobes of
the cerebrum corresponds with a line drawn from the ex-
ternal angular process of the frontal bone to the upper part
of the meatus auditorius. Another line drawn from the
meatus to the occipital protuberance corresponds with the
lower level of the posterior lobe. - The lower level of the
cerebellum cannot be defined by external examination, It
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knife should not be introduced behind this line for fear of
wounding the external carotid artery. Punctures to any
depth may be safely made in front of it. They are often
necessary where inflammation of the parotid gland ensues
after eruptive fevers, and runs on to suppuration. The
swelling, tension, and pain are most distressing. Owing
to the fibrous framework of the gland, the matter is not
in one sac, but diffused. One puncture is not enough.
Three or more may be requisite. The blade of the knife
should be held horizontally, so as to be less likely to injure
the branches of the facial nerve. We are not to be disap-
pointed if no matter flows. The punctures give relief, and
matter will exude the next day.

12. A line' drawn from the bottom of the lobe of the
ear to midway between the nose and the upper lip gives
the track of the parotid duct and of the branch of the
portio dura which supplies the buccinator. The duct opens
into the mouth opposite the second molar tooth of the
upper jaw, ;

13. Between the root of the zygoma and the ear can
be felt the pulsation of the trunk of the temporal artery.
The facial artery can be distinctly felt as it passes over
the body of the jaw at the anterior edge of the masseter ;
again near the corner of the mouth close to the mucous
membrane : and, lastly, by the side of the ala nasi, up to
the inner side of the tendo oculi. By holding the lips
between the finger and thumb the coronary arteries are
felt under the mucous membrane. The facial vein does
not accompany the tortuous artery, but runs a straight
course from the inner angle of the eye to the front border
of the masseter, just behind the artery.,

I4. The opening between the eyelids varies in size in
different persons; hence more of the eyeball is seen in
some than in others, and the eye appears larger. Although
human eyes do vary a little in size, yet the actual differ-
ence is by no means so great as is generally supposed.
The size of the fissure has more to do with it. Contrast
the narrow elliptical fissure of the Chinese and Mongolian
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races, and the apparent smallness of their eyes as com-
pared with Europeans. As a rule the external angle of
the lid is higher thanthe internal. When not exaggerated,
it gives the face an arch and pleasing expression,

Speaking generally, a prominent eye is a long eye, and
ipso facto a myopic eye. On the other hand, a flat eye
bespeaks a small eye, with deficient refraction,

Evert the lids to see the Meibomian glands: observe
their perpendicular arrangement, in the substance of the
lid cartilages.

The free borders of the lids are not bevelled, as de-
scribed by J. L. Petit and most anatomists, ‘so as to form
with the globe of the closed eye a triangular canal for the
flow of the tears’ On the contrary, it is easily seen that
the lid margins, when closed, come into accurate contact.
Their plane is not exactly horizontal, but slightly inclined
upwards,

Every time the eye is shut, the ball moves upwards
and inwards, so that the cornea is completely covered by
the upper lid. This may be well seen by raising the lid
of a sleeping infant ; also in cases of low fever, when the
lid is not completely closed. The reason of this upturning
of the eye is obviously to clear the cornea, and to protect
it from the light.

A careful examination of the motion of the lower lid
in the act of shutting the eye proves that it is a double
motion. The lid is not only slightly raised, but drawn
inwards about ;% of an inch. The object of this second
movement is to sweep any particles of dust towards the
inner canthus.

15. The puncta lachrymalia are distinctly visible at the
inner angles of the lids. The lower punctum is larger and
a little more external than the upper, so that they may not
be exactly opposite. The direction, too, of the puncta
deserves notice, Their open mouths look a little back-
wards, ready to imbibe the tears. When their proper
bearing is lost, as in facial paralysis or a cicatrix near
the lid, the tears overflow the cheek. The length of the
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lachrymal canals is from three to four lines. The lower
is a little shorter and wider than the upper. As they both
make a little angle in their course, soon after their orifices,
the lids should be drawn outwards to straighten them when
we introduce a probe.

16. To find the lachrymal sac, draw outwards the eye-
lids to tighten the tendo oculi, which crosses the sac a little
above its middle., A knife introduced just below the ten-
don close to the edge of the orbit would enter the sac. The
angular artery and vein would be on the inner side of the
incision. A probe directed in a line with the inner edge of
the orbit, 7.e. downwards, outwards, and backwards, would
traverse the nasal duct, and appear in the inferior meatus
of the nose.

The tendo oculi serves many purposes beside giving
attachment to the cartilages and muscles of the lids. One
purpose is said to be to pump the tears into the lachrymal
sac. Place a finger on the tendon, and feel that it tightens
every time the lids are closed. The tendon, being inti-
mately connected to the sac, draws, as it tightens, the sac
wall outwards and forwards, and in this way it may pump
along the lachrymal canals any fluid collected at the angle
of the eye.

17. The nasal duct is from six to eight lines long, and
narrowest in the middle of its course. Its termination in
the inferior meatus lies under the inferior spongy bone, about
a quarter of an inch behind the bony edge of the nostril.
The appearance of the orifice in the dry bone conveys no
idea of its size and shape in life ;! for it is diminished by
a valve-like fold of mucous membrane, so as to become, in
most cases, a mere slit, not exceeding a line in diameter.

The facility with which instruments can be introduced
it.1tn the nasal opening of the duct depends upon its posi-
!:mn as well as its size. This position varies in different
Instances. Sometimes it opens directly into the roof of the
inferior meatus, in which case the hole is large and round
so that tears readily drop into the nose. In other instances:

' Alluded to by Morgagni, Ady. Anat. xli,
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the opening is situated on the outer wall of the meatus,
and is then always such a narrow fissure as to be hardly
discernible. The practical conclusion then is, that a probe
can be easily introduced when the opening is in the roof of the
meatus, but not without difficulty and laceration of the
mucous membrane when on the outer wall. This difficulty
indeed may be increased by the narrowness of the meatus,
arising from an unusual curvature of the spongy bone,

18. The line where the cartilages of the nose are at-
tached to the nasal and superior maxillary bones can be
traced with precision. The close connection of the skin to
the cartilages admits of no stretching ; hence the acute
pain felt in erysipelas and boils on the nose. The external
aperture of the nose is always placed a little lower than
the floor of the nostril, so that the nose must be pulled up
before we can inspect its cavities.

Looking into the nostrils, we find that the left is, in the
majority of cases, narrower than the right, owing to the
inclination of the septum towards the left. A communica-
tion sometimes exists between them, through a hole in the
septum, as was the casé in the celebrated anatomist Hilde-
brandt. By dilating the alee nasi, we can get a view of the
end of the inferior spongy bone. The middle spongy bone
cannot be seen : its attachment to the ethmoid is high up,
nearly opposite the tendo oculi. The cavities are so much
narrowed transversely by the spongy bones, that in the ex-
traction of polypi it is better to dilate the blades of the
forceps perpendicularly, and near the septum.

19. What can be seen and felt through the mouth?
The upper surface of the tongue, ‘speculum primarim
wiarum, is a study in itself. We notice, on its under sur-
face, a median furrow, on each side of which stands out the
ranine vein, lying upon the prominent fibres of the lingualis.
On the floor of the mouth is the ‘frenum linguz,’ in the
middle line, with the orifices of the ducts of the submaxil-
lary glands on each side of it. The glands themselves can
be felt immediately beneath the mucous membrane.

We can feel the attachment of the ‘genio-hyo-glossi”
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behind the symphysis of the jaw. The division of this
attachment would enable a surgeon to draw the tongue
more freely out of the mouth in any attempt to remove
carcinoma extending far back into its root.

There is great difference in the shape of the hard
palate; this difference depends upon the depth of the
alveolar processes. In some it forms a fine broad arch ; in
others it is contracted, and rises almost to a point like
a Gothic arch, and materially impairs the tone of the
voice.

To examine the throat well, the nose should be held so
as to compel breathing through the mouth. Thus the soft
palate will be raised, the palatine arches widened, and the
tonsils and the back of the pharynx fairly exposed. Press-
ing the tongue downwards, provided it be done very
gently, is also of advantage. Rude treatment the tongue
would resist,

Put the finger into the mouth, and feel the anterior
border of the coronoid process of the jaw. On the inner
side of this process, between it and the tuberosity of the
upper jaw, is a recess, where a deeply-seated temporal
abscess might burst, or might be opened. On the inner
side of the last molar tooth of the upper jaw we can dis-
tinctly feel the hamular process of the sphenoid bone ; also
the lower part of the pterygoid fossa, and the internal
pterygoid plate. Behind, and on the outer side of the last
molar, can be felt part of the back of the antrum and of
the lower part of the external pterygoid plate.

When the mouth is wide open, the pterygo-maxillary
ligament forms a prominent fold, readily seen and felt
beneath the mucous membrane, A little below the attach-
ment of this ligament to the lower Jaw we can easily feel
the gustatory nerve, as it runs close to the bone below the
last molar tooth. The exact position of the nerve can be
ascertained in one's own person by the acute pain on pres-
sure. A division of the nerve, easily effected by a small
incision in the right place, gives much temporary relief in
cases of advanced carcinoma of the tongue,

Throat.
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To feed a patient in spasmodic closure of the jaw, it is
well to know that there exists behind the last molar teeth
a space sufficient for the passage of a small tube.

Lift up the upper lip and examine the front wall of the
antrum. The proper place in which to tap it is above the
second bicuspid tooth, about one inch above the margin of
the gum.

20. A surgeon's finger should be familiar with the feel
of the posterior nares, and of all that is within reach behind
the soft palate. This is important in relation to the at-
tachment of polypi, to plugging the nostrils, and the proper
size of the plug. In the examination of this part of the
back of the throat it is necessary to throw the head well
back, because, in this position, nearly all the pharynx in
front of the basilar process comes down below the level of
the hard palate, and can be seen as well as felt. But when
the skull is horizontal, z.. at a right angle with the spine,
and the hard palate is on a level with the margin of the
foramen magnum, the basilar process is concealed from
view.

The head, then, being well back, introduce the fore-
finger behind the soft palate, and turn it up towards the
base of the skull. You feel the strong grip of the superior
constrictor. Hooking the finger well forwards, you can
feel the contour of the posterior nares. Their size depends
upon the anterior, but rarely exceeds a small inch in the
long diameter, and a small half-inch in the short. The plug
for the posterior nares should not be larger than this. Their
plane is not perpendicular, but slopes a little forwards.
You can feel the septum formed by the vomer, and also
the posterior end of the inferior spongy bone in each
nostril.

21. Before taking leave of the throat, look well at the
position of the tonsils between the anterior and posterior
half arches of the palate. In a healthy state they should
not project beyond the level of these arches. In all opera-
tions upon the tonsils, we should remember the close
proximity of the internal carotid artery to their outer side.
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Nothing intervenes but the pharyngeal aponeurosis, and the
superior constrictor of the pharynx. Hence the rule in
operating on the tonsils always to keep the point of the
knife inwards.

In troublesome hemorrhage from the tonsils, after an
incision, it is well to know that they are accessible to
pressure if necessary by means of a padded stick, or even
a finger.

22. A word or two on the lines of the face as indicative
of expression. Every one pays unconscious homage to the
study of physiognomy, when, scanning the features of a
stranger, he draws conclusions concerning his intelligence,
disposition, and character. Without discussing how much
physiognomy is really worth, there can be no doubt that it
is a mistake to place it in the same category as phrenology,
since the latter lacks that sound basis of physiology which
no one can deny to the former.

The muscles of the features are generally described as
arising from the bony fabric of the face, and as inserted into
the nose, corners of the mouth, and the lips. But this gives
a very inadequate idea of their true insertion. They drop
fibres into the skin all along their course, so that there is
hardly a point of the face which has not its little fibre to
move it. The habitual recurrence of good or evil thoughts,
the indulgence in particular modes of life, call into play
corresponding sets of muscles which, by producing folds
and wrinkles, give a permanent cast to the features, and
speak a language which all can understand, and rarely
misleads. Schiller puts this well when he says that ‘it is an
admirable proof of infinite wisdom that what is noble and
benevolent beautifies the human countenance ; what is base
and hateful imprints upon it a revolting expression,’

THE NECK,

23. We must notice first the direction of the subcu-
taneous veins. The chief subcutaneous vein is the external
jugular. . Its course corresponds with a line drawn from the
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angle of the jaw to the middle of the clavicle, where it joins
the subclavian. It is made more prominent by putting the
sterno-mastoid into action, and pressing in the supra-
clavicular fossa. Itis exceptionally joined by a branch
which runs over the clavicle, and is termed ¢ jugulo-cephalic.’
The anterior jugular generally runs along the front border
of the sterno-mastoid.

24. Immediately below and nearly on a level with the
lower jaw we feel the body of the os-hyoides, and can trace
backwards on each side the whole length of the cornua.
They might easily be broen by the grasp of a garotter.
Below the body of the os-hyoides is the gap above the
thyroid cartilage. This gap corresponds with the anterior
thyro-hyoid ligament and the apex of the epiglottis: so that
in cases of cut throat in this situation, nearly the whole of
the epiglottis lies above the wound.

The projection and depth of the notch in the thyroid
cartilage, or ‘ pomum Adami, varies in prominence in diffe-
rent persons. Between the notch and the hyoid bone there
is a large bursa, to facilitate the play of the cartilage
beneath the bone in deglutition. The notch does not appear
till puberty, and is, throughout life, much less distinct in the
female than the male. The finger can trace the upper
borders and cornua of the thyroid cartilage: its lower
cornua can be felt by the side of the cricoid.

On each side of the thyroid cartilage we can recognise
the lateral lobes of the thyroid gland. On the upper and
front part of the gland we can distinctly feel the pulsation
of the superior thyroid artery. This pulsation, coupled
with the fact that the gland rises and falls with the larynx
in deglutition, is the best distinction between a bronchocele
and other tumours resembling it.

Below the angle of the thyroid cartilage we feel the
interval between it and the cricoid, which is occupied by
the crico-thyroid membrane. Inlaryngotomy we cut through
this membrane transversely close to the upper edge of the
cricoid cartilage, in order that the incision may be as distant
as possible from the attachment of the vocal cords.
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2¢, The projection of the cricoid cartilage is a point of
great interest to the surgeon, because it is his chief guide
in opening the air passages, and can always be felt even in
infants, however young or fat. It corresponds with the
fifth cervical vertebra. The commencement of the ceso-
phagus lies behind it: here, therefore, a foreign substance
too large to be swallowed would probably lodge, and might

be felt externally.
Again, a transverse line drawn from the cricoid cartilage

across the neck would pass over the spot where the omo-
hyoid crosses the common carotid. Just above this spot
is the most convenient place for tying the artery.

26. Those who have not directed their attention to the
subject are hardly aware what a little distance there is
between the cricoid cartilage and the upper part of the
sternum. In a person of the average height sitting with
the neck in an easy position, the distance is about one inch
and a half.  When the neck is stretched about three-quar-
ters of an inch more is gained. Thus, we have generally
not more than seven or eight rings of the trachea above the
sternum. None of these rings can be felt externally. The
second, third, and fourth are covered by the isthmus of the
thyroid gland. The trachea, it should be remembered,
recedes from the surface more and more as it descends, so
that, just above the sternum in a short, fat-necked adult,
the front of the trachea would be quite one inch and a half
from the skin,

27. In the dead subject nothing is more easy than to
open the trachea: in the living, no operation may be
attended with greater difficulties. In urgent dyspneea you
must expect to find the patient with his head bent for-
wards, and the chin dropped, to relax as much as possible
the parts. On raising his head, a paroxysm of dyspncea
is almost sure to come on, threatening instant suffocation,
The elevator and depressor muscles draw the trachea and
larynx up and down with a rapidity and a force which may
bring the cricoid cartilage within half-an-inch of the sternum,
The great thyroid wveins which descend in front of the
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- trachea are sure to be distended. There may be a

middle thyroid artery. In children the two lobes of the
thymus may rise in front of the trachea as high as the
thyroid gland, so that the whole length of the air-tube may
be covered by important parts which ought not to be
divided. Considering all these possible complications, the
least difficult mode of proceeding is to open’ the trachea
just below the cricoid cartilage, and, if more room be requi-

~ site, to divide the cricoid itself.

28. The sterno-mastoid muscle is the great surgical land-
mark of the neck. It stands out in bold relief when the head
turns towards the opposite shoulder. Itsinner border over-
laps the common carotid, which can be easily compressed for
a short time against the spine about the level of the cricoid
cartilage. The precise course of the artery corresponds
with a line drawn from the sterno-clavicular joint to midway
between the angle of the jaw and the mastoid process.

Between the sternal origins of the sterno-mastoid is the
fossa above the sternum, more or less perceptible in different
necks. As it rises and falls, especially in distressed
breathing, it was called by the old anatomists ‘fonticulus
gutturis! In beautiful necks, as seen in the  Venus,' it is
filled up by fat.

Notice the interval between the sternal and clavicular
origins of the sterno-mastoid. A knife introduced a very
little way down this interval would wound, slanting out-
wards the common carotid, slanting inwards the internal
jugular vein. These facts are of importance in performing
the subcutaneous section of the tendon of this muscle.

29. Many important parts lie behind the sterno-cla-
vicular joint. There is the commencement of the vena
- inominata ; behind this comes the division of the arteria
innominata on the right side, and the common carotid on
the left. Deeper still, the apex of the pleura and lung
rises into the neck. T _

In a child, say of five years old, the arteria l*nnﬂm?nata
often lies in front of the trachea and divides a little higher

than the joint : a point to be remembered in tracheotomy.
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30. The extent to which the apex of the lung rises into
the neck is greater than is generally supposed. Many ob-
servations in reference to this point lead to the conclu-
sion that the lung rises behind the sterno-mastoid, on an
average, one inch and a half above the clavicle ; in persons
with long necks, as much as two inches. The apex of the
lung and pleura is covered by the clavicular origin of the
sterno-mastoid, the sterno-thyroid, and a part of the scalenus
anticus. It is also crossed by the subclavian vessels in the
first part of their course. As this cervical portion of lung
is peculiarly obnoxious to tubercular disease, it should
always be carefully examined. Its condition may be
ascertained by percussion on 'the clavicle,

31. The hollow above the clavicle, between the sterno-
mastoid and the trapezius, is very manifest in emaciation
and old age. Notice the termination here of the external
jugular vein. In some necks only a small depression is
visible, particularly when the trapezius has a broad insertion
into the clavicle, and comes well forwards, so that its front
border gives a graceful contour to the base of the neck.

32. In this depression, near the border of the sterno-
mastoid, we feel the pulsation of the subclavian artery.
Here the artery lies upon the first rib, and can be effectually
compressed. But the pressure must be made in the right
direction, or the artery will be pressed off the rib instead of
against it. The plane of the rib is su ch, that the pressure,
to be effectual, must be made in 2 direction downwards
and a little inwards. It is more convenient to stand
behind the shoulder and make the pressure with the
thumb,

It is worth remembering that the outer border of the
sterno-mastoid corresponds pretty nearly with the outer
edge of the scalenus anticus, which is the surgical guide to
the subclavian artery:.

By pressing deeply at the upper part of the supra-
clavicular fossa, the transverse process of the seventh cer-
vical vertebra can be distinctly felt,

In long and thin necks, a thin cord is perceptible,
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of the first and second bones of ‘the sternum. Deepest of
all is the cesophagus.

About one inch from the upper border of the sternum
is the highest part of the arch of the aorta, which lies on
the bifurcation of the trachea.

37. The course of the arteria innominata corresponds
with a line drawn from the middle of the junction of the
first with the second bone of the sternum, to the right
sterno-clavicular joint. When the artery rises higher than
usual into the neck, its pulsation can be felt in the fossa
above the sternum.

38. In fat persons it is often difficult to count the ribs ;
hence the following rules may be useful ;—

a. Find and mark the transverse projection, slight, but
always to be felt, at the junction of the first with the second
bone of the sternum. This corresponds with the level of
the cartilage of the second rib,

6. The nipple in the male is placed, in the great majo-
rity of cases, between the fourth and the fifth ribs, about
three-quarters of an inch external to their cartilages.

e. The lower external border of the pectoralis major
corresponds with the direction of the fifth rib,

d. A line drawn horizontally from the nipple round the

Rules for

counting
the ribs,

chest cuts the sixth intercostal space midway between the .

sternum and the spine. This is a useful rule in tapping the
chest.

- & When the arm is raised, the first visible digitation of
the serratus magnus corresponds with the sixth rib. The
three lower visible digitations correspond respectively with
the seventh, eighth, and ninth ribs,

J. The scapula covers the ribs from the second to the
seventh, inclusive.

& The eleventh and twelfth ribs can be felt even in
corpulent persons, outside the erector spine, sloping down-
wards.

39. Immediately below the clavicle we recognise the
triangular interval between the pectoralis major and the

deltoid. This space varies in different cases, depending on
> Ca
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