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The key to good surgery in all disciplines is a surgeon who is dedicated to the care of his or her
patient, who takes a good history and examination and then o ff ers the best treatment that is
available under the circumstances. In a high-income country this will often involve MRI scanning,
dissection under microscope control and expensive titanium implants. In a resource-poor, low-
income country it may involve just as much time and skill, but often a much more conservative
approach. When surgery is needed the surgeon may have to do the best that he or she can with
the equipment available. The case in Figure 37.11 illustrates this point well. Note the lateral
cervical spine radiograph with a fracture/dislocation at C2/3 sustained by a patient living in a low-
income country . The pedicles of C2 are fractured, allowing C2 to subluxate forwards on C3 and
compress the spinal cord. The patient was admitted several days after a car crash, holding his
head with his hands for stability . In a high-income country where there is imaging and
fluoroscopic-guided pedicle screw fixation, the fracture could easily be fixed. In the low-income
country , there was no cervical spine instrumentation available and the surgeon used a low-risk,
low-technology technique of wiring the arch of C1 to the spine of C2 with stainless steel wire, then
laying on corticocancellous bone graft. The reduction was stable, the graft incorporated and the
patient was thankful. It is not appropriate to say that this was inadequate treatment compared with
the best that the world has to o ff er, because the best that the world has to o ff er was not
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