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should be confined to cases where inflammatory features are
not prominent,' but such precision may be artificial when little
is known about either the clinical relevance of dysplasia or the
extent to which the changes are pre-malignant.

In contrast to this uncertainty about epithelial dysplasia and
carcinoma-in-situ, the characteristics and behaviour of intra-
mucosal gastric cancers are becoming more clearly defined by
the new special diagnostic techniques. Intramucosal growths
manifest the same histological variations as advanced cancers,
being papillary, tubular, or mucoid, and showing all degrees
of differentiation.5 Morphologically they are usually flat, but
shallow ulceration is common, and sometimes larger ulcerating
lesions appear both radiologically and macroscopically indis-
tinguishable from benign gastric ulcers.6 Ulceration in an
intramucosal cancer may behave treacherously by healing, so
that the unwary diagnostician who fails to take sufficient
biopsies may be thrown off the scent, and an opportunity for
curative treatment be lost. Japanese observers have suggested
that as many as 7000 of malignant ulcers show transient healing
during part of their life cycles.7 Intramucosal carcinomas tend
to occur at an earlier age than invasive tumours8 and may be
multifocal.9 The most important and remarkably encouraging
feature of these early cancers is the high five-year survival rate
of patients having gastric resections (at least 95° ,),10 compared
with those with advanced gastric cancer who prove operable
at the time of diagnosis (survival 10-30%). Even if the lymph
nodes were invaded from an intramucosal carcinoma the
prospects for cure or long survival seem to remain excellent-
an observation which suggests that some patients with early
gastric cancer possess immunological or other self-protective
advantages. Certainly the intramucosal phase of gastric
carcinoma is likely to last very much longer in some patients
than others.
The Japan Society for Gastroenterological Endoscopy has

devised a classification of early gastric cancer based mainly on
endoscopic appearances."1 There is no difference in prognostic
significance in the different categories, and no account is taken
of spread to lymph nodes. Nevertheless, the system does
provide a nosological stimulus and should encourage diag-
nosticians to adopt a greater sense of critical awareness of these
lesions. Many of these tumours are likely to go unrecognised
unless the endoscopist has a suitably developed sense of
suspicion in detecting small areas of mucosal thinning, slight
nodulation, or roughening, in addition to the more conven-
tional lesions which show ulceration. Most of the many patients
discovered in Japan with early gastric cancer have had no
symptomS'2 13; they have come to notice from screening
techniques using air-contrast barium studies"4 and the
gastrocamera." Suspicious areas are then examined by fibre-
optic endoscopy with target biopsies and brushings for cyto-
logical analysis. Screening methods have not been applied on
this scale outside Japan. Probably the largest Western collec-
tion of intramucosal cancers is that painstakingly accumulated
by Schade by lavage exfoliative cytology.16
A remarkable feature in a recent account from Australia'7

was the identification of five cases of intramucosal cancer by
endoscopy and biopsy, in contrast to only 26 patients examined
during the same period who had conventionally advanced
gastric carcinomas. The five patients all came to notice because
they had symptoms, three having abdominal pain consistent
with peptic ulceration and two presenting with anaemia. The
Australian authors correctly emphasise that early lesions are
likely to be detected only as a result ofteam work among expert
radiologists offering good air contrast barium meals, experi-
enced endoscopists aware of the condition, and histopatho-

logists able to interpret the small biopsy specimens. Some of
the first observations on intramucosal gastric carcinoma were
made in Europe,18 but, because of the supposed rarity of the
lesions outside Japan, clinicians have tended to be too com-
placent in their diagnostic endeavours. Recent reports from
other parts of the world should stimulate greater interest in
early gastric cancer and in the methods now available for
detecting this curable form of malignancy.
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Uncertainties at a certain
age

The content of an average BMJ might suggest that the re-
maining gaps in medical knowledge are interstices in the small
print, but the falseness of this view was plainly shown last
week at the symposium on medical problems of middle-aged
women organised jointly by the BMA and the Royal College
of Obstetricians and Gynaecologists.
We do not know why women have a menopause or which

of the physical disabilities that our patients suffer are attribut-
able to the menopause as distinct from ageing. Professor C J
Dewhurst stressed this lack of reliable data in his discussion of
hormone replacement therapy, and was adamant that long-term
treatment should not be widely prescribed until more was
known of the effects of different hormone preparations and the
extent of any associated risk of uterine cancer.

In contrast, Professor R B Duthie's catalogue of the ortho-
paedic disabilities found in women over the age of 40 was
only too complete. Bone, cartilage, and connective tissues
altered with age, he explained, and while the severity of
postmenopausal osteoporosis was very variable another-
avoidable-associated factor was obesity.
More specific advice was given on contraception and preg-

nancy in the over-40s. As evidence of the age-linked hazards of
oral contraception accumulates, the case for advising a switch
to one of the alternatives becomes more and more convincing.
Effective methods are needed, for about half the women in
this age group who become pregnant have the pregnancy
terminated, a figure suggesting an even higher proportion of
unwanted conceptions. Some of the terminations are done for
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genetic reasons, and amniocentesis for the detection of fetal
abnormality has an increasingly important part in helping
older women to make a decision.

Discussion of the psychiatric and psychosexual problems of
middle age provided further evidence of the gaps in our know-
ledge. Some at least of these disorders might be attributable
to attitudes in our society, with its emphasis on the importance
of youth and sexual attractiveness-so Dr Margaret Reinhold
argued. She made a convincing case for the use of supportive
psychotherapy rather than drugs alone in the treatment of
depression at any age. Indeed, the theme running through the
whole day's discussion was the need for women to be treated
sympathetically, but whenever possible on the basis of fact
rather than opinion.

Rheumatoid atlantoaxial
subluxation
In 1830 Sir Charles Bell first described nontraumatic subluxa-
tion of the atlantoaxial joint.' His patient had a severe penetrat-
ing syphilitic ulcer ofthe throat and "was seized with symptoms
like those of apoplexy; two hours later his head fell suddenly
forward and he instantly expired." Bell considered that the
ulcer had penetrated deeply to destroy the transverse ligaments
of the atlas, "allowing the dentate process to be thrown back
so as to compress the spinal marrow."
The most common cause nowadays of atlantoaxial subluxa-

tion (AAS) is rheumatoid arthritis, and it may complicate both
adult and juvenile forms of the disease; it also occurs in
ankylosing spondylitis. The subluxation is due to a primary
affection of joints and ligaments with rheumatoid granulations
or pannus. Hence it is distinct from the other neurological
complications of rheumatoid arthritis, which include entrap-
ment neuropathies (most often the carpal tunnel syndrome),
sensory polyneuropathy, mononeuritis multiplex (associated
with fibrinoid vasculitis and a bad prognosis), and focal nodular
myositis.2
AAS was first fully described by Davis and Markley3 in

1951. It may lead to compression ofthe cervical cord or medulla
by the displaced odontoid and to stenosis or occlusion of the
vertebral arteries as they cross the posterior arch of the atlas
to wind round the front of the cord before ascending to join
and form the basilar artery. The subluxation seems to be due
to typical rheumatoid granulation tissue, found in the spinal
canal, which may itself cause compression,4 and which
erodes cartilage and subchondral bone, causing softening and
eventually rupture of the transverse ligament which normally
stabilises the joint. Destruction of ligaments and bone may
lead to lysis of the odontoid, or it may fracture as a result of
trivial trauma induced by bending the neck. On rare occasions
there may be acute tetraplegia due to compression of the cord
or instant death or coma due to occlusion of the vertebral
artery.
The reported frequency of AAS in rheumatoid arthritis5 6

is between 15% and 360%, depending on selection of patients
and the stringency of diagnostic criteria. In 100 outpatients6
with rheumatoid arthritis from Newcastle upon Tyne the
occurrence of AAS did not correlate with the type or duration
of the arthritis, but it was twice as frequent in those with severe
hand deformities and in those with subcutaneous nodules.
The diagnosis should be confirmed radiologically: plain

lateral and anteroposterior (through the open mouth) views of
the cervical spine may be taken with tomograms with the neck
in positions of flexion and extension-but medical supervision
of the filming is advisable. AAS may be said to be present when
the distance from the anterior arch of the atlas to the odontoid
is 3 mm or more.
The grave risk of acute subluxation is now well understood

but the hazard of chronic myelopathy may have been under-
rated. Two-thirds of patients with AAS have mild pyramidal
tract signs, though clinical evidence of pyramidal weakness
and spasticity may be obscured by joint deformities, pain,
and contractures. Posterior column sensory loss is usually
relatively mild. Neck pain occurs only slightly more often
in arthritic patients with AAS than in those without. Severe
shooting occipital pain, suggesting irritation of the C2 root,
is uncommon but distinctive. The only physical sign of some
specific diagnostic value7 is the Sharp and Purser test: with the
patient sitting and the neck flexed pressure on the forehead
normally produces no movement detected by a finger placed
on the spinous process of the axis in the nape of the neck;
when AAS is present a backward gliding motion of the head
is felt as the subluxation is reduced. This test is positive in
about half the patients with AAS, and false-positives are rare.
Myelopathy may occur in patients without AAS, when it is

usually secondary to cord compression resulting from spondy-
litis in synovial joints in combination with vertebral body disc
lesions. Degenerative changes of spondylotic type may com-
plicate the picture. The blood supply to the cord through the
radicular arteries may be impaired by granulation tissue in the
dura and by stenosis of the vertebral vessels which feed the
anterior spinal artery. Hence ischaemic myelopathy may be a
complicating factor.

Less common than the mild myelopathy are brain stem
ischaemic symptoms.8 Flexion or rotation of the neck may
induce attacks of vertigo with obscuration of vision or teichop-
siae. More serious symptoms of vertebral artery insufficiency
include paraesthesiae in the face and limbs, ataxia, nystagmus,
and dysarthria. Death may follow complete arterial occlusion,
either suddenly or after a period of coma. It is due to infarction
in the brain stem, cerebellum, and posterior cerebral cortex.
Treatment ofAAS is problematical in the patient with gross

radiological signs but few or no symptoms. The natural history
is relatively benign,6 for, though serious complications may be
feared, many patients show no sign of progression over the
years. Sudden movement ofthe neck and falls should be avoided
if possible, but physical treatment such as partial restriction
of neck movements by a collar is not indicated at this stage.
Progressing cord symptoms or severe vertebral ischaemic
attacks require careful assessment: rigid immobilisation or
surgery may then be necessary.

If acute tetraplegia develops the patient should be moved to
hospital taking great care to keep the neck in the neutral or
slightly extended position. He should then be placed on a
Stryker frame, and after x-ray films of the neck have been
taken Crutchfield tongs should be applied to the skull to
maintain traction. Correct position of the reduced subluxation
should then be checked by further radiographs. Removal of
the posterior arch of the atlas with fusion of C2 to the occiput
has been used to stabilise the joint. More recently the failures
and complications of this procedure have been emphasised,
and success has been claimed for transoral removal of the
odontoid and the rheumatoid pannus anterior to it-which
may be an important cause of compression.4 This procedure
may be followed by posterior fusion of Cl, 2, and 3. Results
of larger series of patients treated surgically are required
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