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Lesson of the Week

Injury to cervical spine after a game of British bulldog

J D SPENCER, I W L BINTCLIFFE

The increasing incidence of injuries of the cervical spine in school
children has given cause for concern.' This has been highlighted by
reports of injuries of the cervical spine that occur in rugby football
players. 6 In patients with major neurological symptoms it is not
difficult to diagnose the presence and extent of the lesion in the
cervical spine. In some cases, however, no immediate neurological
signs are present and radiographs of the cervical spine can be
misleadingly normal. We report on a boy with initially normal
neurological and radiological findings who subsequently developed
subluxation of the second on the third cervical vertebra as a result of
a game of British fulldog.

Case report

A 13 year old boy sustained a hyperflexion injury of his neck while playing
a game of British bulldog, a contact sport often played in school classrooms
in which children tackle each other as in rugby football. His neck was flexed
forcibly while his head was against the floor, and immediately after the injury
he had severe pain of the cervical spine with radiation to both shoulders. He
was unable to get up, although he was not paralysed.
He was brought to the accident department and fully examined by the

casualty officer, and radiographs of the cervical spine were taken. No
neurological deficit was found on examination. Movements of the neck were
not attempted as there was severe pain and muscle spasm. Radiographs of
the cervical spine were passed as normal in the accident department and
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Anterior and posterior and lateral radiographs may
initially be normal in patients with severe ligamentous
injuries to the cervical spine. Accurate diagnosis of
such injuries in patients with normal radiographs
depends on the accurate interpretation of flexion and
extension radiographs

subsequently reported so by the radiologist (fig 1). He was allowed home in a
supporting collar, but his neck pain was made worse by movement, even by
the vibration of the car taking him home. During the ensuing week,
however, his pain improved and he discarded his collar and returned to
normal activities at school.
Three months after the initial accident as he was getting out of bed he

developed a sharp pain in his neck, which again radiated to both shoulders.
He was referred by his general practitioner back to the accident department,
where examination showed reduced movement of his neck with neck spasm
but no neurological deficit. Flexion and extension radiographs were taken,
which showed anterior subluxation of C2 on C3 with flexion (fig 2).
Stabilisation of this late subluxation was achieved by interspinous wiring and
grafting of the interlaminar bone with the iliac crest bone. He was
immobilised in a cervical collar and rested in bed for two weeks before being
discharged from hospital. The fusion was radiologically complete at four
months (fig 3).

Discussion

Late displacement of the cervical spine after injury is rare but has
been described after a recognisable tetrad of radiological signs7-
namely, widening of the gap between the spinous processes, inter-
vertebral subluxation with widening of the apophyseal joints, a
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wrinkle vertebral compression fracture, and loss of the normal
lordotic curve of the cervical spine. Although in three of the seven
cases in this series the initial radiographs were also reported as
normal, later instability occurred at between three and nine months.
In our case none of these radiological features were present, but
again late subluxation occurred. Accurate diagnosis of ligamentous
injury to the cervical spine when radiographs are normal depends
initially on the accurate interpretation of flexion and extension
views, taken under sedation if necessary.78 It is unsatisfactory
management to discharge a patient from an accident department
without further advice if severe neck spasm is present after injury to
the head or neck.
The importance of considering the magnitude of the violence

inflicted on the cervical spine when assessing an injured person
cannot be overemphasised. A casualty officer is usually able to
inquire about the exact mechanism of the accident, if not from the
patient then from the ambulance crew or police. This information
should enable him to predict the possible degree of injury, which
must then be diligently sought on examination. Severe neck pain

despite normal radiographs must be taken seriously and should
suggest that other views and stress radiographs be obtained. Late
displacement of the cervical spine is rare but can have catastrophic
consequences, which are potentially avoidable. This case of injury
to the cervical spine shows that games such as British bulldog can be
as dangerous as rugby football.
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Is hepatitis A gammaglobulin still required as prophylaxis for travellers to areas
where the epidemics (of hepatitis A) are common?

The question of risks inherent in the use of human products for immuno-
prophylaxis against viral hepatitis will remain until large scale production of
efficacious synthetic vaccines is established, so they must be balanced
against possible benefits. Synthetic hepatitis A virus vaccines are currently
under development but have not yet reached the stage of clinical trial.
Human immunoglobulin remains the choice for prophylaxis against hepatitis A
and has a proved protective efficacy rate of 60-80%.' Hepatitis A virus is
endemic world wide. Despite lack of evidence for development of a chronic
carrier state, individual cases may be severe, epidemics are not uncommon,
and the morbidity and mortality in these instances may be high. The
socioeconomic toll is sufficiently high to warrant passive immnunoprophylaxis
for certain high risk groups including subjects travelling from a low to a high
prevalence area.2 The overall fall in incidence and prevalence of hepatitis A
virus infection seen among the general populations in Britain, the United
States, Scandinavia, Switzerland, West Germany, and the Netherlands
probably reflects overall improvements in hygiene and sanitation.2 Travellers

from these countries, however, are at risk of contracting infection if visiting
a country with a high prevalence of the infection-for instance, Greece.
There is extensive experience on the safety of gammaglobulin used for
prophylaxis against hepatitis A virus and with hepatitis B immune globulin
for acute hepatitis B virus infection. Human gammaglobulin for hepatitis A
virus prophylaxis is pooled from blood donors, whereas hepatitis B immune
globulin is derived from subjects with previous hepatitis B infection. Both
are extracted with ethanol. There is no evidence for transmission of
disease-for instance, acquired immune deficiency syndrome, non-A, non-
B, etc-with either preparation. The World Health Organisation has
recently endorsed the safety of the human immunoglobulins provided that
these have been prepared by universally accepted methods.3-ELIZABETH
FAGAN, lecturer/honorary senior registrar, liver unit, London.
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