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Fig. 1. A lateral radiograph of the cervical
spine shows an absence of the posterior arch of

213k L T\ 7. Myelography # @ CT the atlas.

*—TJ— K cervival spine, anomaly, cord injury, MRI
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MRIT: 58 % (Fig. 3a,d) T C, BifEme
LV OVOBEHMICRESESRD bz,
Ty saRE: (Fig. 3b), HERHEIENINH T8
FER (Fig. 3c) THREEBRIELAL
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Fig. 2. CT with myelograghy reveals no evi- FEIREEE - £ B OFERIL C5/6 OE#AIT
dence of the spinal cord compression at the at- NOMERIR AN =T CREAT S £ 2 bh, @
e terel 8710y RATIC CHE AT . B

ig. 3. MRI (a) A midline sagittal Tz-weight-
ed image (WI) (b) T:WI, (c) fat suppressed
T1WI following intravenous Gd-DTPA, (d)
T2WI (axial) : A Te-weighted image demon-
strates a tiny high intensity area in the cord at
the dens level. The lesion is iso intense with the
-cord on TiWI and is not enhanced with Gd-
DTPA.

1997 44 B 28 HAZ¥ 1997 4E 6 A 16 HEET
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SRBICRET S L BOhERE, BERE  XhTHY, HEOREEEEHTH 50,
BREROAZTH - Iolcdh, ~“VZT IR AR4F Currarino 5213, BEXRBORE, HL0E
R DA T, BUERBBEFTHA. WHALRIZART 5 BICHE LT 5 (Fig. 4).
EE  RIERS IBOBEEIC OV TOIER RIS, WETREE, PR & O
HE TN, Bx BFTRA/-HFE T 68 S W7z U7BRMERR S RIBOE SIS ITHR S
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Fig. 4. Congenital anomalies of the posterior arch of the atlas, arranged in 5
types. A : Failure of posterior midline fusion of two hemiarches. A bony defect,
commonly a fissure or a small gap, is present in the midline posteriorly. B:
Unilateral clefts. A defect is present in one of the two arms of the posterior
arch. C: Bilateral clefts. A bony defect is present in the lateral aspect of the
arch bilaterally with preservation of most dorsal part of the arch. D : Absence
of the posterior arch with persistent posterior tubercle. In this anomaly, the later-
al part of posterior arch are absent expect for the posterior tubercle, and the
defects are frequently asymmetric. The unattached tubercle is usually located
well above the spinous process of C2, but may be low lying and sometimes is in
contact with the spinous process of C2. E : Absence of the entire arch including
posterior tubercle. The spinous process of the axis (C2) is frequently hyper-
trophied with a cephalad extension of variable size.

Reference ; Currarino et. al. AJNR 15 : 249-254, 1994 (modified)
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Fig. 5. Diagram depicting anomalous of the at-
las. Richardson reported that an anomalous
posterior tubercle may impinge on the cervical
spinal cord during extension and cause
patient’s symptom.

Reference ; Richardson ME et. al. J of Bone
and Joint Surg 57 : 853-854, 1975 (modified)
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Posterior Arch Defect of the Atlas : a Case Report
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Although posterior arch defect of the atlas is a well-known spinal anomaly, there are few cases for
which MRI findings have been reported. Several investigators have suggested that particular neuro-
logic symptoms seen in such cases may be related to impingement on the cervical cord by an unsta-
ble posterior tubercle of the atlas during extension of the neck. In the case we now report, a 34-year-
old woman presented with symptoms suggestive of cervical instability during flexion and extension
of the neck. Lateral cervical films demonstrated an absence of the posterior arch of the atlas. MRI
with sagittal T2 weighted images showed a tiny high intensity area in the spinal cord at the level of
the dens. This finding was believed to represent a minimal cord injury due to an unstable posterior
tubercle of the atlas. In patients with posterior arch defect of the atlas, we believe that MRI evalua-
tion of the cervical spine may be valuable for the detection of potential cord injuries.
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