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testify to the farsightedness, enthusiasm, and enterprise of
their teachers who created this bright spot in British medical
education.

Rheumatoid cervical
myelopathy
The pain of rheumatoid synovitis in the neck seems often to
be modest compared with that in the hands and feet, so that
problems may not become apparent till later, when the
ligaments and the bones have already been damaged.

Ball' has described how rheumatoid cervical spondylitis
looks to the pathologist. Synovitis in the apophysial joints, in
the synovial tissue adjacent to the odontoid, and in clefts (the
neurocentral or Luschka joints2) at the lateral margins of the
intervertebral discs may spread and erode nearby ligaments,
the annulus, and the disc spaces. The process may spread
further and erode the bone. In the end the neck becomes
unstable, with results readily recognisable in radiographs.
Three patterns of abnormality occur either singly or together:
the atlas shifts forward on the axis (atlantoaxial subluxation);
one vertebral body shifts forward on the body of another at
lower levels (subaxial subluxation); and, rarely, the axis
telescopes into the atlas, driving the odontoid upwards (vertical
subluxation).

Atlantoaxial and subaxial subluxation, the most common
types, may readily be measured.3 Methods for measuring
vertical subluxation have been proposed,4 5 but the degree of
penetration of the odontoid into the foramen magnum is easy
to misjudge,6 and the damage caused depends on whether or
not the peg is eroded and on its tilt.4 Each ofthese abnormalities
could result in compression of the cord or, in the case of
vertical subluxation, medullary compression. The relation
between x-ray changes and neurological features, however, is
inexact. One explanation is that disturbance of the blood
supply to the cord contributes to the myelopathy7; even so, it
is worth noting that x-ray appearances may deteriorate without
progressive neural dysfunction.6

Radiographic changes are more likely to be found in patients
with longstanding rheumatoid arthritis, especially when it is
seropositive and peripherally destructive; an incidence of at
least one in four seems a realistic figure.3 4 8 Nearly as many
patients have symptoms or signs if looked for, but often with
no disability3; considerably fewer patients have a serious
problem. When problems do arise they are nearly always
neurological, symptoms from the neck being variable and
indeed often absent.7 Sudden death from medullary com-
pression has been described9 and may be commoner than
acknowledged because necropsy examinations are seldom done.
Studies of the clinical course of this condition, however,
suggest that patients with rheumatoid arthritis of the cervical
spine do not have any shorter life expectancy than other
patients with rheumatoid arthritis.3 Perhaps the infrequent
severe vertical subluxation is a circumstance of special risk,
though even then the outlook is not always bad.10

Other than that rare event of sudden death, a wide range of
symptoms and signs (neck pain or clicks, sensory symptoms,
weakness of limbs) has been listed,7 11 but a recentdescription
of the clinical findings in 31 patients with rheumatoid cervical
myelopathy makes thoughtful reading.12 Most patients had a
sensory deficit, and about one-third had motor problems or

disturbances of bladder function. The abnormal signs were
usually sensory, though half the patients had a spastic tetra-
paresis. The sensory loss could easily have been attributed to
a distal sensory neuropathy of the type delineated by Pallis
and Scott.13 So-as the authors comment-the most common
mode of presentation was the one least likely to be recognised;
indeed, they found a mean delay of 31 weeks between the first
symptoms and diagnosis, an experience which many clinicians
would ruefully confess to sharing. Greater clinical vigilance is
obviously needed.
The biggest contribution that could be made to the manage-

ment of rheumatoid spondylitis would be effective prevention;
whether successful treatment with remission-inducing drugs
such as gold could achieve this is not yet known. Adrenal
corticosteroids have been suspected of aggravating the
condition,3 but there is no firm evidence for this suspicion.
When a patient has abnormal x-ray appearances but little

clinical evidence of myelopathy the only advice that can be
given is to avoid extreme movements of the head. Examples of
risky circumstances worth specific mention are visits to the
dentist or the hairdresser and having an anaesthetic. Wearing
a collar has been said to help the neck to fuse in a favourable
position,14 but the general view now is that a collar has no
effect on the evolution of rheumatoid spondylitis.6 Patients
with unstable subluxations who will tolerate a collar, however,
may be best advised to wear one for its protective effect. Even
when myelopathy is present patients may often be treated
conservatively. The standard method is a moulded poly-
ethylene collar supplemented by a period of bed rest, lying
supine, for patients with more severe symptoms and mobile
subluxations; reduction of atlantoaxial subluxation may be as
good with bed rest as with traction, which has been thought
to be dangerous.12 Such conservative treatment can occasionally
produce surprisingly good results. The problem is that an
effective collar is an uncomfortable collar, and any attempt to
explain the reasons for wearing one, and the risks of removing
it (to sleep or work, for instance), inevitably causes anxiety.
For patients with rheumatoid arthritis this problem may be
the proverbial last straw; many become bitter and resentful
despite years of fortitude over their other disabilities. In such
cases surgery may be the best answer.
Comparison between conservative and surgical treatments

is difficult because of the selection of cases and different
surgical techniques. Ranawat et al5 had a large (27%) mortality
rate in the two postoperative years, but many of these deaths
were not obviously related to surgery, and, as Marks and
Sharp'2 point out, this group of patients have a bad prognosis
independent of the neurological state. Conaty and Mongan15
found that two-thirds of patients who had had atlantoaxial
fusions improved, and Marks and Sharp'2 concluded that their
surgically treated patients probably had a better prognosis.
Though clinicians would probably disagree on the indications
for surgery, recent results are sufficiently encouraging to
justify a more aggressive attitude than hitherto. Certainly a
surgical opinion should be sought for patients who have major
atlantoaxial subluxations (a displacement greater than 30% of
the sagittal diameter of the cervical canal), progressive sub-
luxations, myelopathy (progressive or otherwise), or evidence
of ischaemia of the brain stem. Since we cannot yet prevent
rheumatoid damage to the neck should we not recognise it
earlier and refer patients to the surgeons earlier ?

B MCCONKEY
Consultant Physician,
Dudley Road Hospital,
Birmingham B18 7QH
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Action against cancer
Despite all the increases in our knowledge of the causes of
cancer the incidence of the disease in Western countries shows
no signs of decline. As recently as the 1950s epidemiologists
believed that only 10% of cancers were due to environmental
carcinogens; now the proportion is put at around 800 0.1 In
principle virtually all these environmentally induced cancers
could be avoided-yet little is being achieved.
The problems in translating epidemiological knowledge into

changes in behaviour were discussed at an international
conference in St Vincent, Italy, last month. The priorities are
plain enough: primary prevention requires action against
smoking, reducing consumption of dietary factors such as fats
and salt, and reducing exposure to specific chemical and
industrial carcinogens. Secondary prevention includes regular

smear tests for cervical cancer, teaching breast self-examination,
and other screening programmes.
The European Organisation for Co-operation in Cancer

Prevention Studies, one of the organisers of the conference,
was formed last year to look for ways to improve the public
acceptance of these two kinds of prevention. Journalists
present at the conference explained that newspapers, magazines,
and broadcasting services could help in this process but that
necessarily their main concerns had to be with information and
entertainment rather than with education. Journalists wanted
news-new drugs, technical innovations in surgery and
investigations, and human interest stories. The simple
messages of primary cancer prevention could not be repeated
endlessly if readers' and listeners' attention and interest were
to be captured and held.
A K Jonas, of the American Cancer Society, described how

the United States, almost alone among Western countries, had
succeeded in lowering its national consumption of tobacco.
The key factors had been credible statistics and persuasion of
opinion-makers and image-formers. Commercials on American
televi-sion relied heavily on the use of famous actors, singers,
and other public personalities. Top advertising agencies were
used to prepare publicity material. Smokers were not attacked
-the abuse of tobacco was seen as a health issue, not as a
moral issue.

If indeed Western populations are to be persuaded to adopt
a healthier life style their governments will need to do more
than simply disseminate information. Experience with road
safety (seat belts, motor-cycle helmets, alcohol and driving,
pedestrian crossings) has shown the limitations of education
campaigns. If Governments are really concerned to lower the
incidence of cancer they will need to examine possibilities
ranging from financial incentives and disincentives to legal
restrictions and controls. Meanwhile health educationalists
need to make more use of commercially proved means of
altering behaviour, with advertising and other psychological
measures. Perhaps the cancer research charities could find
ways to spend more on propaganda on North American lines;
or possibly Britain, like the United States, needs a cancer
charity primarily concerned with modification of behaviour.

TONY SMITH
Deputy Editor,
British Medical,Journal
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