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Surgical management of cervical spine
instability in rheumatoid arthritis patients
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ABSTRACT

Aim: Cross-sectional study that aims to evaluate the re-
sults of cervical spine surgeries due to rheumatoid
arthritis (RA) instability, between January of 2000 and
of 2012 in a main Portuguese centre.

Methods: Patients followed on Rheumatology depart-
ment submitted to cervical spine fusion due to atlanto-
axial (AAI), sub-axial (SAI) or cranio-cervical (CCI) in-
stabilities between 2000-2012 were included. Infor-
mation about the surgical procedure and associated
complications was gathered. Imagiologic and clinical
indexes before and after surgery (as anterior and pos-
terior atlanto-axial interval and Ranawat index) were
evaluated and compared using adequate statistics.
Results: Forty-five patients with RA were included: 25
with AAI, 13 with CCI and 7 with SAIL Ten AAI and 4
CCI patients were submitted to wiring stabilization
techniques; 15 AAT and 9 CCI patients to rigid ones;
and in all patients with SAT an anterior cervical
arthrodesis was chosen. There is a significant increase
in PADI and a decrease in AADI in the postoperative
evaluation (p<0,05) that only remains significant when
rigid systems were used. After surgery the Ranawat in-
dex decreased (p<0,05) and no patient showed a dete-
rioration of neurological condition. The complication
rate was of 23,1%, with 5 mal-unions.

Conclusion: Surgical management of cervical column
instabilities in patients with rheumatoid arthritis is a
relatively safe procedure, with a high rate of neurolo-
gic improvement. Rigid techniques seem to lead to a

1. Servigo de Ortopedia e Traumatologia, Unidade Local de Saude
do Alto Minho, viana do Castelo - Portugal

2. Servico de Ortopedia, Centro Hospitalar Sdo Joao; Servico de
Ortopedia, Faculdade de Medicina, Universidade do Porto

3. Servico de Ortopedia, Centro Hospitalar Sdo Joao; Servico de
Ortopedia, Faculdade de Medicina, Universidade do Porto; INEB —
Instituto de Engenharia Biomédica, Porto - Portugal

4. CIDES, Faculdade de Medicina, Universidade do Porto — Portugal

ACTA REUMATOL PORT. 2015;40:34-39

better imagiological improvement when compared to
wiring ones.

Keywords: Cervical spine; Surgery; Rheumatoid ar-
thritis.

BACKGROUND

Rheumatoid arthritis (RA) is the most prevalent chro-
nic inflammatory joint disease, with an estimated
prevalence of 1%. It has an unknown aetiology and af-
fects several joints. When concerning axial regions, cer-
vical column (CC) is the most affected segment, fol-
lowing only feet and hands in general joint RA in-
volvement'>. Furthermore, RA is the most common CC
inflammatory pathology*.

Although RA is more common in females, the litera-
ture shows that advanced CC disease is more common
in men’. RA causes ligament degenerescence, mainly
in upper CC, leading to an increased laxity, instability
and subluxation of vertebral bodies®®. CC affection, can
present in 3 different ways, sometimes conjoined. The
atlanto-axial instability (AAD), between C1 and C2, is
the most common one, appearing in around 65% of
patients. Sometimes it is associated with cranio-cervi-
cal instability (CCI), which appears in 20% of patients’.
The less frequent one, sub-axial instability (SAI) can be
seen in almost 15% of patients.

CCinvolvement in patients with RA can lead to life-
threatening situations, with neurologic deficits and co-
morbidities that make the early diagnosis a clue step in
what concerns to RA patients’ management. The surgi-
cal approach has as primary goal the stability of the CC,
in order to avoid progression of neurologic damage. Al-
though not being clearly defined when a patient should
be referred to surgery, recent publications showed that
early referral is more effective in preventing additional
damage'®!".
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This cross-sectional study aims to evaluate the results
of CC surgeries due to RA instability, between January
0f 2000 and of 2012 in a main Portuguese centre.

METHODS

A retrospective analysis of clinical files of all patients
with RA followed on Rheumatology Unit was per-
formed, and those submitted to a CC fusion due to
AAI SAT or CCI, between January of 2000 and 2012
where included. When data was not available on the
clinical records, patients were contacted. Patients
whose records had relevant missing clinical or imagio-
logical data were excluded.

Records were searched for: demographic characte-
ristics, type of instability and surgery performed, cli-
nical state before the surgery and in the most recent
appointment, Ranawat neurologic index'? and surgical
complications, as vascular or neurologic lesions, in-
fection, re-operation and non-union. X-rays and CT
where evaluated for: anterior atlanto-axial interval
(AADI), posterior atlanto-axial interval (PADI), Ra-
nawat line, all before surgery and in the last follow-up
visit. Rates and between-evaluations changes of indi-
vidual parameters were calculated, when applicable.
Ranawat neurologic classification is used to describe
the severity of neurologic impairments as a result of an
inflammatory disease. It consists of 3 classes: class I:
patients have no neurologic deficits; class II: patients
have subjective weakness with hyperreflexia and/or
dysesthesia; and class III: patients have objective find-
ings of weakness and longtract signs (I11A: able to walk,

IIIB: quadriparetic and unable to walk, bedridden, or
requires the use of a wheelchair)*.

Bone fusion was defined as the presence of bony
bridge between adjacent vertebra and absence of move-
ment. When not present it was considered as non-union.

Statistical analysis was performed using SPSSv21".
Continuous variables were analysed with T-test and
non-parametric equivalents as needed. Categorical
variables were analysed using Qui-square. Ranawat in-
dex was converted in a numeric scale from 1 to 4 (with
correspondence to the index graduation).

RESULTS

The inclusion process, as well as imagiologic indexes
measured, are available on Figure 1. Demographic data
and additional results are showed on Table I.

Forty-five patients followed on Rheumatology de-
partment where included (1%) and represent those
with RA that were submitted to surgical management
of CC affection. Their mean age was of 53.4 years. Thir-
ty were females (vs 15 males, p<0.05). Twenty-five pa-
tients presented with AAT (55.6%), 13 with CCI
(28.9%), and 7 with SAI (15.6%).

Among patients with AAI, 10 were submitted to sur-
gical procedure using wiring techniques (Brooks or
Galie) and 15 with rigid methods (2 using Magerl
method, 5 using Harms method and 8 with Wright).
When concerning CCI, 4 patients were submitted to an
occipitocervical fusion using wires, and 9 using rigid
systems (plates, rods and screws). Finally, patients with
SAI (n=7) were all submitted to cervical arthrodesis by

TABLE I. CHARACTERISTICS OF THE POPULATION

CCI (n=13) AAI (n=25) SAI (n=7) Total
Age at surgery 51.9 (11.5) 53.4 (11.2) 53.7 (7.4) 53.4 (10.6)
Mean Age 59.9 (11.5) 58.04 (13.8) 58.7 (9.4) 58.7 (12.3)
Male 53.8% 24.0% 28.6% 33.3%
Comoribidities 54.5% 60.9% 57.1% 58.5%
Bone Fusion 76.9% 88.0% 100% 86.7%
Re-intervention 22.2% 13% 0% 12.8%
Complications — short term 44.4% 16.4% 14.3% 23.%
Complications — long term 7.7% 16% 14.3% 16.2%
Instability C1-C2 53.8% 100% 28.6% 86.5%
Reductible 71.4% 87% 100% 86.5%

Results presented as Mean (SD) or percent of overall sample

CCIL: cranio-cervical instability; AAIL: atlanto-axial instability; SAIL: sub-axial instability
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and anterior approach with bone graft and plate fixa-
tion. In situ stabilization was performed in patients
with an irreducible instability (13.5% of all patients).

Bone fusion occurred in 86.7% of cases, with no
significant results when comparing patients according
to the type of instability. However, there is a statistically

significant difference when comparing the fusion rates
according to surgical technique chosen (p<0.05).
The differences in AADI, PADI and Ranawat line be-
fore and after surgery are available on Figure 1. When
looking to the group with AAT and CCI instabilities,
there is a significant increase in PADI and a decrease in

4526 Patients

45 Included

N Total

Rheumatology Consult

Inclusion/Exclusion Criteria
1. RA patients followed on Rheumatology consult
2. Patients submitted to CC fusion
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FIGURE 1. Inclusion process and measured imagiologic indexes
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TABLE Il. RANAWAT INDEX BEFORE AND AFTER SURGERY

Ranawat Index
Postoperative
Grade 1 Grade 2 Grade 3a Grade 3b Total

Y Grade 1 10 0 0 0 10
£ Grade 2 17 2 0 0 19
9 | Grade 3a 0 3 2 0 5
S | Grade 3b 0 0 1 0 1
= | Total 27 5 3 0 35

CCI: cranio-cervical instability; AAIL atlanto-axial instability; SAI: sub-axial instability

AADI after surgery evaluation (p<0.05). However,
when patients are grouped according to the type of ins-
tability (AAI or CCI), this difference only persists in
AAT group, with a positive variation in this value (mean
+2.07, p<0.05). When the evaluation was performed
considering the type of surgery, only the rigid systems
showed a significant increase in PADI and decrease in
AADI (p<0.05).

The Ranawat index was available in 35 patients
(Table II). None of these showed a progression on neu-
rologic score, and 60% had some kind of improve-
ment, raising 1 or 2 degrees. In after-surgery evalua-
tion, the number of patients showing neurologic re-
covery is significantly higher than those showing the
same Ranawat index score (p<0.05). When analyzing
the subgroup of patients with AAI (n=22, 68% of
recoveries, p<0.05) and with SAT (n=7, 43% of reco-
veries, p<0,05), both of these groups showed a signi-
icant neurologic improvement, what was not observed
in patients with CCI (n=6, 50% of recovery). The same
tendency for a signficant neurologic recovery is also
present when evaluating the surgical techniques, with
both rigid systems and arthrodesis techniques
(p<0.05). However, this improvement is not statisti-
cally significant with wiring systems. Additionally, we
observed that patients with a higher pre-operative
Ranawat index (3a or 3b) showed an evolution that is
not significantly different from the one present in pa-
tients with less neurologic affection (Grade 1 and 2)
(p>0.05).

The complications rate was of 23.1% (Table I).
Three occurred in the immediate post-surgical period,
with 2 vertebral artery lacerations, and 1 intra-canalar
screw. Six patients were diagnosed with non-union.
Five non-unions happened with less rigid systems and
1 with rigid ones (p<0,05). Five of these patients had

been already submitted to revision surgery, 3 patients
were treated with wiring and 2 with rigid techniques.
In the last evaluation all showed bone fusion.

Additionally, there is a significant difference in the
type of complications when comparing rigid with
wiring systems, with the first showing more peri-ope-
rative complications and the second resulting more
frequently in non-unions.

DISCUSSION

This study showed that the surgical management of
RA patients with CC instability leads to a significant
clinical and imagiological improvement.

When concerning the group of patients with AAI or
CClinstabilities we observed a significant post-opera-
tory increase in PADI and decrease in AADI. These re-
sults were only significant in patients submitted to a
rigid fixation when evaluating specific subgroups
according to the type of surgery. AADI and PADI varia-
tions were also shown in previous articles, being easi-
ly understood, since the surgery aims an anatomic
restoration of the vertebral relations, what leads to
neurologic improvement'*. When concerning the type
of instability, only patients with AAT showed a signifi-
cant increase in PADI (p<0.05), which is also explaina-
ble by anatomic features. It is known that PADI has a
strong correlation with neurologic damage, being the
best predictive value in respect to neurologic im-
provement'. This leads to the possibility that patients
submitted to rigid fixation may have better outcomes,
what goes along with the better Ranawat index values
achieved with rigid techniques.

Neurologic compromise is one of the most impor-
tant criteria in what comes to patient’s referral for
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surgery'®. In this study no patients with pre-operative
neurologic affection showed deterioration of their neu-
rologic state, with 60% having some kind of recovery
(p<0.05). Similarly, previous reports showed that con-
servatively treated patients have a worse prognosis,
with higher mortality and lower probability of neuro-
logic improvement'’?*, especially those with higher
Ranawat index values. Furthermore, we observed that
the neurological improvement seems to be indepen-
dent of the patent’s initial Ranawat state, what may
show that surgery can be benefic in any disease phase.
However, while neurologic improvement occurs in any
Ranawat grade, it is known that the sooner the patients
are submitted to surgery, the better is the final outcome,
since they have less pre-operative neurologic impair-
ment, and consequently, higher odds of retrieval their
full capacities'®****. Although no patient had a decline
in Ranawat index after surgery, only patients with a
rigid fixation system had a significant improvement in
their index (p<0.05), when evaluating the type of
surgery. This contrasts with previous reports showing
neurologic improvement in patients submitted to
wiring techniques'*. However, our overall result goes
along with previous statements of surgical treatment a
major option for RA patients'*.

Additionally, this study showed that all non-union
were properly treated in revision surgery and that no
death occurred as a result of the surgical procedure,
what reinforces the idea that CC surgery is a relatively
safe procedure and that patients should be referred to
surgical treatment in earlier disease states, what is
known to lead to better surgical outcomes and lower
complication rates**%,

The number of patients included in our study was
reduced, since only 1% of patients with RA followed in
rheumatology outpatient clinic were proposed for cer-
vical stabilization during the period studied. Previous
works showed that around 85% of patients with RA
have CC affection®. This under-reference can be main-
ly due to a divergence of opinion as to when surgery is
appropriate, since radiological progression is unpre-
dictable and there is a poor correlation between an in-
creasing atlanto-dens interval and the development of
neurological signs'''>***'. Another possible accounting
factor the introduction of new conservative therapies
such as the biologic and RA disease-modifying drugs.
It was shown that these may delay the appearance of
CC changes*?!, but don’t stop the progression of pre-
existing instabilities*. Although new conservative treat-
ments are available it is suspected that many patients

referral for surgery is delayed, what can not only com-
promise their quality of life, but also affect their prog-
nosis, since presence of untreated myelopathy in pa-
tients referred for surgery accounts for a worse progno-
sis and outcome, with less neurologic recovery and
higher death rates®. Particularly, in patients with any
kind of neurologic impairment, surgical treatment has
been proved to be the only one that both prevents and
reverses damage evolution'®***. Additionally, Agarwal
et al. showed that earlier surgery prevents further pro-
gression of the instability, since their series ended up
with no CCI appearing after prophylactic atlantoaxial
fixation in patients with AAT*®.

However, no consensus being available on optimal
timing for surgical intervention*, this study goes along
with many others that showed that better neurologic
outcomes can be expected if the patient is submitted to
surgical treatment in earlier stages of CC affection.

In general, this study showed that CC surgical
management in patients with RA is a relatively safe pro-
cedure, with a high rate of neurologic improvement.
Surgical techniques should be decided in an individual
approach, but our results showed that rigid techniques
may have some advantages over wiring ones.
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