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Thoracic outlet compression syndrome

SIR,-Your leading article on this subject
(1 May, p 1033) is hardly likely to encourage
neurologists to advise resection of the first
rib for pain in the arm. Indeed, no neurological
papers are cited and no neurological evidence
is offered for your views. From the neurological
point of view the position with regard to
cervical ribs and thoracic outlet syndromes
may be stated briefly as follows.

(1) There is a clearly defined neurological
syndrome (which may be called the "classical"
syndrome) in which patients (usually female)
with a rudimentary cervical rib develop
weakness and wasting of the small muscles
in the hand and, to a lesser extent, of the
forearm muscles. Sensory loss, if present, is on
the inner side of the forearm, with or without
spread to the ulnar side of the hand and
fingers. Wasting is often particularly marked
in the thenar muscles, as originally described
by Howell'; this distribution, which was later
characterised as "partial thenar atrophy" by
Wilson,2 was perhaps over-emphasised in his
subsequent writing3 and led to confusion
with the carpal tunnel syndrome. However, the
distinction between the two conditions is
easily made by sensory nerve conduction
studies.4 The use of intradermal histamine
on the inner side of the forearm is also
important in confirming that the sensory loss
is due to a postganglionic lesion.4 6 7 The
radiological abnormality associated with this
syndrome is usually a minimal one, taking the
form of a small rudimentary rib or an enlarged
down-curving C7 transverse process. Opera-
tion has consistently revealed a sharp fibrous
band passing forward from the bony abnor-
mality to the first rib, over which the C8 and
Ti roots, or the lower trunk of the brachial
plexus, are angulated. This band, designated

the "scalenus medius band" by Bonney,8 was
consistently present in our own published series
of nine patients4; since then its presence has
been confirmed at operation by Professor V
Logue in a further 10 patients with this
syndrome.

(2) It should be emphasised that the clinical
picture described above is a rare one. The 20
cases studied by Professor Logue and myself
have been collected over a 15-year period, the
rate of referral increasing in recent years as a
result of our known interest in the problem.
Although most patients complained of pain in
the arm for several years before developing
weakness of the hand, the pain was not usually
severe and it has been even less common for
patients to be referred for pain alone due to this
cause. In contrast to the 20 patients with the
classical syndrome, I have only referred for
surgery two patients with cervical ribs and
pain and paraesthesiae alone during the same
15-year period.

(3) How common is the classical syndrome
in the absence of a cervical rib or abnormal C7
transverse process? Bonney described three
patients with wasted hands in whom a
scalenus medius band was present without a
bony abnormality,8 but the only patient whom
I have seen personally in the last 15 years who
appeared to fulfil all the clinical criteria of the
classical syndrome, but with normal radiology,
turned out to have a neurofibroma of the lower
trunk of the brachial plexus.

(4) It is in relation to patients without either
a wasted hand or a radiological abnormality
in the neck that most of the confusion has
arisen. At one time the scalenus anticus
syndrome9 10 had its strong protagonists, but
few scalenotomies are carried out today.
What is now being suggested is that there is a

relatively large group of patients with pain in
the arm who are likely to be helped by removal
of the first rib. Partial or complete resection
of the first rib was originally recommended
by Falconer for costoclavicular compression'1 12
but in recent American papers'3-'5 the indica-
tions for operation appear to be far wider than
those originally proposed. However, the
clinical details given in these papers do not
establish a characteristic picture, and objective
confirmatory tests are also lacking. Manoeuvres
designed to obliterate the pulse in certain
positions are notoriously difficult to interpret,
and ulnar nerve conduction studies, upon
which much stress has been laid by one group,'4
have proved unhelpful in the hands of
others.15 16
A disconcerting feature of the recent papers

on first rib resection is the large number of
operated patients-for example, 138 in the
series reported by Urschel et al,14 of whom
70V were without radiological evidence of a
cervical rib or band. Only a small proportion
of these had major vascular symptoms and
even fewer had wasting of the hand. Do we
really believe that pain and paraesthesiae
requiring removal of the first rib occur so
commonly when the classical neurological
syndrome associated with a rudimentary
cervical rib or an abnormal C7 transverse
process is relatively rare ?

In the absence of objective criteria surgical
fashions come and go; in my view the indica-
tions for resection of the first rib need to be
much more carefully defined before we can
decide whether the procedure is likely to have
a permanent place in the management of pain
in the arm.

R W GILLIATT

University Department of Clinical
Neurology,

National Hospital, Queen Square,
London WC1

'Howell, C M H, Lancet, 1907, 1, 1702.
'Wilson, S A K, Proceedings of the Royal Society of

Medicine, 1913, 6, 133.
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SIR,-Your excellent leading article on this
subject (1 May, p 1033) draws inaccurate
inferences from comparative anatomy when
it suggests that adoption of the erect hominid
posture, which started 12m years ago,'
"increased the angle of flexion" of nerves,
arteries, and veins passing into the arm and
stretched them. In fact the forequarter of a
quadruped is set during weight-bearing in the
"military shoulder pose" and the greater
extension present at the base of the quadruped's
neck imposes inevitable stretch-particularly
on the nerves. So that the change in posture is
unlikely to have created the possibility of
compression at the thoracic outlet.

Since most of the symptoms mentioned
may be of cervical origin and there is no way
of eliminating irritation of spinal nerve roots
(if the value of nerve conduction tests is
denied) as a cause, direct or indirect (for
example, trapezius weakness), it is unfortunate
that the importance of subclavian artery com-
pression should have been played down.
Without it the syndrome should not be diag-
nosed since to do so is to ignore a correctable
spinal cause. In addition to nerve root irrita-
tion, both scalene spasm and abnormal eleva-
tion of the first rib should be remediable by
spinal manipulation.
The part played by cervical ribs is of neg-

ligible importance since they are present in
only 10% of the population2 and when present
less than 10°, of them produce pain.3

JOHN EBBETTS
London Wl

Strauss, W L jun, Clinical Orthopaedics and Related
Research, 1962, 25, 9.

2 Davis, D B, and King, J C, American Journal of
Diseases of Children, 1938, 56, 744.

3Hill, R M. British Journal of Surgery, 1939, 27, 100.

SIR,-As you point out in your leading article
(1 May, p 1033), it is often difficult to differen-
tiate nerve entrapment at this level from cer-
vical spondylosis-and indeed on occasion
from carpal tunnel compression. I have found
that the most useful diagnostic sign of this
type of entrapment is tenderness over the
trunks of the brachial plexus in the root of
the neck. The commonest finding at operation
in 10 consecutive personal cases was that the
brachial plexus trunks ran across the sharp
point of a cervical rib; the site of tenderness
in the neck accurately located this state of
affairs, which was found in four cases. The
tip of the rib is always enclosed in muscle
fibres which run down into the scalenus

medius, but these do not protect it sufficiently
to prevent considerable pressure on the
brachial plexus trunks. Resection ofthe anterior
part of the cervical rib solves this problem.

However, in some other cases in which
cervical ribs were seen on x-rays the anterior
ends of these ribs were found at operation
to be too far posterior to impinge on the brachial
plexus trunks. In these cases, and in some
others in which no cervical ribs were present,
vascular anomalies were found to be the cause
of nerve compression. A plexus of veins drain-
ing into the transverse cervical vein ramifies
in and out between the cords of the brachial
plexus and can entrap individual cords or
nerves. The first such patient I encountered
had bilateral symptoms of brachial nerve root
compression; resection of the offending veins
on one side produced complete relief of symp-
toms and the patient then requested that the
other side be similarly operated on; a similar
state of affairs was found and again resection
of the veins relieved his symptoms. Another
cause of nerve entrapment, found in two cases,
was that the first thoracic nerve root was
tightly compressed against the first rib by a
very small artery running backwards across it.

In the less common but important cases of
subclavian artery compression with peripheral
embolism which you mention it is important
to realise that the artery may pulsate and look
completely normal at operation externally,
though permanent intimal damage has oc-
curred. One such case was encountered in this
series.

In other cases compression of the brachial
plexus or major vessels by a variety of fibrous
bands or tendinous arches may be the cause
of the trouble. In view of the wide range of
possible anatomical causes of symptoms in
these cases I feel that exploration of the struc-
tures through a supraclavicular approach is a
safer and more logical way of tackling the
problem than resection of the first rib through
the axilla, which may not reveal the problem.

B VICTOR JONES

Fareham, Hants

Osteopaths Bill 1976

SIR,-On 7 May the Osteopaths Bill was read
for the second time. On the face of it it is a
harmless measure, merely intended to decide
who can and who cannot use the letters SRO
(State-registered osteopath) after his name.
At the moment MRO (member of the Register
of Osteopaths) is used and is protected by
trade-mark law. Unfortunately, the passage of
the Bill will have repercussions reaching far
beyond manipulative personnel.
Mrs Butler, who presented this Bill, has

been importantly misled on the scope of
osteopathy, for she uses the words "oseteopathy
or treatment by manipulation." Strictly
speaking, osteopathic dogma is not concerned
with manipulation: it is an alternative system
of medicine whereby disease is attributed to
spinal displacements (the so-called "osteo-
pathic lesion"). It merely happens that the
chosen remedy of treatment is also used by
doctors, physiotherapists, chiropractors, and
nature-healers, few of whom believe in
osteopathy. Bone-setters have manipulated
the spinal joints for at least 2000 years.' What
Mrs Butler clearly intended was a register of
competent manipulators. What she is un-

wittingly likely to achieve is State recognition
for osteopathy by the back door.
We have State-registered nurses, and all are

agreed that nursing assists, and in no way
conflicts with, the tenets of medicine. More-
over, nurses are taught and work in hospitals.
They follow a medically approved syllabus
and their examinations are supervised by
external consultants. The public will under-
standably deduce that the Stage registration of
osteopaths implies the same official acceptance
of osteopathy as SRN indicates approval of
nursing. If recognition is granted the State
is in a dilemma, suddenly accepting two
opposing views on the genesis of disease. I
very much hope therefore that the appropriate
committee of the BMA will look at the implica-
tions of this little Bill and take up the cudgels
for medicine. They should also note that the
registration is not, like nursing, physiotherapy,
etc, for a profession ancillary to medicine but
for an autonomous body making their own
diagnoses and ordering their own treatment-
in other words, doctors-but without having to
obtain a medical qualification.

Public confusion can only be increased by
this Bill, and Mrs Butler's misapprehension
must be brought urgently to her notice.

JAMES CYRIAX
London Wl

Schiotz, E, and Cyriax, J, Manipulation: Past and
Present. London, Heinemann, 1975.

Nurse specialists in family planning

SIR,-I would like to comment on the use of
nurses as substitutes for doctors in family
planning clinics.

It seems strange that Dr J Newton and
others (17 April, p 950) should train nurses to
do work which is normally done by doctors
when there are large numbers of general
practitioners willing to do this work in their
own surgeries. It is less strange that the DHSS
should give him a grant for this purpose. If
training facilities are available they should be
offered to doctors, who have great difficulty
getting trained in the technique of fitting
intrauterine contraceptive devices (IUCDs).
My last four trainee practitioners applied for
this and so far as I am aware only one has
succeeded in getting a place on a course.
There are several medicolegal points arising

from the treatment described in this article.
The term nurse "specialist" has no legal
significance. There is no register of nurse
specialists in Britain. In the introduction it
is stated that "adequate training" for nurse
specialists in family planning is being pro-
vided in 27 countries. One must ask how
adequacy is measured. It may be adequate by
the standards of the barefoot doctors of the
underdeveloped countries but not adequate
by other standards. Family doctors in the
Kings College district may be both relieved
and surprised to read that a doctor was on call
for problem discussions and visits. Is one to
assume that a 24-hour domiciliary visit service
is available to deal with emergencies when the
clinic is closed? Another point of legal im-
portance should be made clear. The nurses
dispense contraceptive pills. They cannot
prescribe them. These pills must have been
prescribed by a doctor who would have to pay
in the case of a successful claim for damages
arising from the administration of these drugs.

In 1970 I consulted my defence society and
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