
Matters arising

which merely an observation was made,
rather than an explanation.
We agree that the biomechanical mechan-

ism can explain the progressive myelopathy,
beginning late in the post-operative course.
However, it is hard to believe that
myelopathy beginning five years or more
following surgery can be caused by arach-
noiditis. On the other hand, the possibility of
spinal cord injury during operation is
unlikely. The biomechanical mechanism of
postoperative myelopathy, so well described
by Mr Adams, can explain that the
myelopathy develops more slowly after
surgery of spinal stenosis and disc disease,
rather than after intramedullary surgery.
We also agree with the great importance

given by Mr Adams to the careful
preoperative evaluation of the candidates for
cervical spine surgery by conventional
radiography. In addition, we advise pre- and
postoperative magnetic resonance imaging
(MRI) examinations of these patients. MRI
has the advantage ofdemonstrating the spinal
cord and its relation to the bony spinal canal,
and is easier to recognise the problems of the
postoperative spine and spinal cord. Further
experience in this field is necessary to solve
these problems.
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Essentials ofClinical Neurology. By CARL
H GUNDERSON. (Pp 550; Price $69.00.) New
York: Raven Press. 1989.

Dr Gunderson is chief of the Neurology
Service at Walter Reed Army Medical Centre
in Washington DC. In the preface to his new
publication the author explains how it was
that "brief handouts" to help his students
became expanded over a period of 20 years to
become, in 1982, his first book entitled Quick
Reference to Clinical Neurology (J B Lippin-
cott Co). The Essentials of Clinical Neurology
represents a further expansion and revision of
that work.
Dr Gunderson's stated aim is to avoid a

book that espoused "to become encyclo-
paedic" but he hoped, rather, to "restrict the

material" to that which he "would like every
medical student to have been exposed to
during a four week clinical neurology
rotation". (I presume he means by this
"heard about" rather than "seen" because
the subject index includes reference amongst
others to such things as acid. nialtase
deficiency, barognosia and Hollenhorst
plaques.) The book is designed for the use of
undergraduate, junior house officer or "prac-
tising physician" alike. A tall order? I rather
think so-the many lists and tables do indeed
read like handouts for undergraduates and I
would doubt whether this approach is either
comprehensive enough or sufficiently attrac-
tive in its literary style for the post-graduate.
Indeed, it is rather military-the section on
"Physical Examination" begins A. Inspec-
tion-1. The patient should disrobe (!).
Other chapters cover specific complaints

(eg, The Dizzy and Deaf Patient), man-
agement of specific syndromes (Neuropathies
and Stroke), for example, and selected dis-
eases (eg Infections and Tumour). Whilst
there is an immense amount of valuable
information, indeed encyclopaedic in under-
graduate terms, unfortunately there are also
important omissions and, I think, errors. For
example, routine examination of the upper
limb omits the testing of muscle tone (page
10) and there is no mention ofthe characteris-
tic pyramidal distribution of upper motor
neurone weakness, only that "hemiparesis,
quadriparesis or paraparesis" form the usual
pattern. Patients who trip over often have
spasticity, not "foot weakness" (page 67).
Does muscle biopsy (page 48) only
"occasionally differentiate" muscle disease
from neuropathy? It is stated (on page 255)
that "about 25 per cent of patients will have
status epilepticus as their first symptom of
epilepsy". Surely this is not true? The chap-
ter on epilepsy, in fact, raises another
problem with the book and that is that old and
new nomenclature is mixed side by side.

Chapter 26 (Disorders of Myelin) closes
with a few paragraphs on "Brachial Neuritis"
(page 474). Nowadays called Neuralgic
Amyotrophy or Shoulder-girdle Neuritis,
this disorder was never, as stated, "attributed
to the design of the British rucksack". It was
indeed initially described during the Second
World War but the majority of patients were
serving in the United Kingdom at the time.
Many sufferers were soldiers, but the authors
of the original papers all noted the association
of the condition with incidental operations,
convalescence from infective illness or pro-
phylactic inoculations. The close similarity to
"serum neuritis" was also noted. The pos-
sibility that this disorder was an immune
based demyelinating disease was recognised
very early on-not recently, as implied. I
don't think the condition ever spreads, as
stated, to a leg, although there is a com-
plimentary form of radiculopathy of "idio-
pathic" variety affecting the lumbo-sacral
outflow.

I doubt whether the style of this book will
attract many students or junior doctors in the
UK. There is too much for the under-
graduate, and the book is not sufficiently
comprehensive or accurate for the discerning
postgraduate. I am sure the latter would be
irritated by the numbering and lettering of
every paragraph. I think they are more likely
to be encouraged by the good selection of
more attractive, compact text books of this
kind already available with further reference
to be made to the larger comprehensive text.

J A SPILLANE

Comprehensive Neurologic Rehabilita-
tion Vol. 1 The Management of High
Quadriplegia. Edited by: G WHITENECK, C
ADLER, R E CARTER, D P LAMMERTSE, S MANLEY,
R MENTER, K A WAGNER, C WILMOT. New York:
Demos Publications (pp 367; Price $69 95)
1989.

Patients with spinal injuries have only been
kept alive since the development of spinal
centres in 1944 at the end of the Second
World War. Initially only paraplegic patients
survived but with improved treatment mor-
bidity and mortality decreased and paraplegic
patients began to experience a nearly normal
life expectancy. Initially few tetraplegic
patients were admitted to spinal centres and
those that were, died soon after injury.
However, following the same principles
tetraplegic patients were kept alive and since
1980 even those on ventilators have been kept
alive and discharged home.

In the rehabilitation of high quadriplegics
the United States is ahead of the United
Kingdom and this book reports the combined
experience of centres that are leading the
world in this field. The Craig Hospital, Santa
Clara Valley Medical Center and the Institute
of Rehabilitation and Research (Houston,
Texas) have information on 216 individuals
who have been discharged home, many of
whom were on ventilators, an extraordinary
record of achievement.
The priority in patient care in the United

States differs from that in the United King-
dom in that patients are admitted to neuro-
logical and neurotrauma centres initially and
only some weeks later come to rehabilitation
centres; thus the authors' experience of the
initial treatment of spinal injury is limited-
in the United Kingdom patients are admitted
immediately to spinal centres.
The book is split into four sections, Acute

Care, Rehabilitation, Discharge Planning and
The Real World. Unfortunately the chapters
on acute care do not deal with the associated
complications found in some 75% of cases,
the management of head injuries, the
problem of hypercalcaemia and temperature
regulation. In mentioning the various forms
of anticoagulation they suggest that the
patient should be anticoagulated at 1-5 times
the control level, a view that would not gain
universal acceptance.

Also, the description of a teardrop fracture
being due to an extension injury is inaccurate
"The Radiograph may show a posterior dis-
placement of the superior vertebral body on
the inferior one, but more often one sees a
separation of the disk space at one motion
segment or an avulsion fracture of the
anterior superior part of the inferior ver-
tebrae. This is called a teardrop fracture." A
teardrop fracture is a crush fracture with
extrusion of fragment. On the other hand the
chapters by Carter on Available Respiratory
Options, Anderson on Psychological Issues,
the chapters on the medico-legal aspects and
the whole approach to discharge home, are
excellent. The chapter on the long term
outlook, though short, is an extraordinary
tribute to care whereby after nine years 63%
oftheir initial group ofrespiratory dependent
patients are still alive. This is an exceptional
piece of work.
The whole book is fragmented with res-

piration management dotted about in
different places. It does not follow conven-
tional presentation and there is no discussion
of the fundamental problems of chest wall
movement, postural problems associated
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