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Abstract 

Background Multi-segmental cervical instrumentations ending at the cervico-thoracic 

junction may lead to significant adjacent segment degeneration. The purpose of this 

study was to compare the extent of sequential pathologies in the lower adjacent segment 

between patient groups with a primarily cervical instrumentation ending at C7 versus an 

instrumentation including the cervicothoracic junction ending at T1 or T2. 

Methods A retrospective analysis of 98 consecutive patients with multi-segmental 

posterior cervical fusion surgery ending either at C7  or at T1 or T2  was performed. 

Radiographic parameters of degeneration at the adjacent segment below the 

instrumentation were determined postoperatively and at follow-up (FU), and the need 

for secondary interventions was documented.  

Results Seventy-four patients had a FU of at least six months (C7: n=58, age 63±11, FU 

36±26 months; T1/2: n=16, age 65±13, FU 37±21 months).  

There were no significant differences between the C7 and T1/2 groups with regard to 

the change in kyphosis angle (p=0.162), disc height (p=0.204) or disc degeneration 

according to the Mimura grading system (p=0.718). Secondary interventions due to 

adjacent segmental pathology or implant failure were necessary in 18/58 (31.8 %) of the 

C7-cases and in 1/16 (6.3 %) of the T1/2-cases (p=0.038).  

Conclusions Patients with multi-segmental posterior cervical fusions ending at C7 

showed a higher rate of clinically symptomatic pathologiesat the adjacent level below 

the instrumentation. Based on our data and with its limitations in mind, one may 

consider to bridge the cervico-thoracic junction and to end the instrumentation at T1 or 

T2 in those cases. 
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Introduction 

The prevalence of clinical adjacent segment pathology after cervical spine 

surgery has been reported to range from 1.6% to 4.2% per year with reoperation rates 

for clinical adjacent segment pathology around 0.8 % per year.1 Especially multilevel 

cervical spine fusion constructs are associated with altered biomechanics and increased 

motion in the adjacent segments.2, 3 

At the cervico-thoracic junction, the mobile cervical spine meets the rigid upper 

thoracic segments. In multi-level posterior cervical instrumentations ending at C7, this 

may lead to increased stress and, in consequence, to implant failure and adjacent 

segment degeneration.4 Biomechanical studies have shown increased intradiscal 

pressures in the C7/T1 segment after multilevel instrumentation of the lower cervical 

spine.5 

In line with this, cases have been described with C7 pars fractures sub-adjacent 

to C7 pedicle screw instrumentations.6 Fusions adjacent to the lower end of the cervical 

spine are more prone to develop a clinically relevant adjacent segment pathology.1 

Thus, it has been recommended in these cases to bridge the cervico-thoracic 

junction and to end the instrumentation at T1 or T2.4-6 

The purpose of this study was to compare the rate of postoperative implant 

failure and the degree of distal junctional degeneration between patients with an 

instrumentation ending at C7 versus T1/T2. 
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Methods 

The protocol of the present study was approved by the local ethics committee 

(Ethik-Kommission der Medizinischen Fakultät, Technische Universität München, Nr. 

301/16s). 

Consecutive patients who underwent posterior cervical instrumentation spanning 

more than three segments and ending either at C7  or T1/T2  between April 2007 and 

July 2014 were identified (n = 98) and retrospective chart reviews and radiographic 

assessments performed. Patients younger than 18 years of age, a follow-up period of 

less than 6 months, patients with paraplegia above the level of T2, and patients who had 

had previous posterior instrumentations ending at the cervico-thoracic junction or those 

with anterior fusion overlapping the cervico-thoracic junction were excluded. Previous 

anterior fusion within the interval of the posterior construct was not a reason for 

exclusion. 

Surgery was performed by 7 different surgeons with expertise in spine surgery 

using a polyaxial screw-rod system. Patients were placed in a prone position. A 

posterior midline approach was performed with lateral mass or pedicle screws placed 

under lateral fluoroscopy. In order to support bony fusion, calcium phosphate bone graft 

granules (ACTIFUSE Microgranules, Baxter Deutschland GmbH, Bavaria, Germany) 

or a synthetic osteoconductive ß-tricalcium phosphate composite (chronOS Strip, 

Synthes GmbH, Oberdorf, Switzerland) were added. Patients were not required to wear 

a collar or cervical orthosis postoperatively.  

For quantitative assessment of the radiographic degeneration at the segment 

adjacent to the lowest instrumented vertebra, the disc height, defined as the distance 

between the endplates’ centers, and the mono-segmental sagittal Cobb angle were 
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measured on postoperative and follow-up radiographs and CTs (Figure 1). All 

measurements were performed by the first author using the digital calliper tool of a 

standard viewer software (Agfa Study Viewer 5.0.1, Agfa HealthCare, Mortsel, 

Belgium). Each measurement was repeated three times and an average value was 

computed.   

In addition to quantitative measurements, disc degeneration at the lower adjacent 

segment was graded using a scale described by Mimura et al.7, 8 

Primary outcome was the occurrence of a clinical relevant pathology in the 

segment adjacent to the lowest instrumented vertebra or implant failure in the most 

caudal instrumented segment.  Clinical relevant adjacent segment pathology was 

defined as degenerative radiographic changes at this level with neck pain that required a 

secondary intervention (i.e. revision surgery, facet joint injections, and treatment with a 

cervical orthosis for more than a month). In 17 patients with insufficient clinical follow-

up, we conducted telephone interviews to acquire additional information on symptoms 

and the need for secondary interventions as defined by the primary outcome. 

 

Statistical Analysis 

Statistical analysis was done by the use of SPSS for windows 21.0 (SPSS, 

Chicago, Illinois, USA). Nominal data was compared using Fisher’s Exact Tests, and 

metric data was processed using the ANOVA for repeated follow-up measures and 

Mann-Whitney Test for comparisons between the two groups. Differences were 

considered significant for values of p ≤ 0.05. Results are presented as means ± standard 

deviation. 
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Results 

Seventy-four patients (age 64±12 years, 29 female) had a multilevel posterior 

cervical instrumentation with a clinical follow-up (FU) of at least six months (mean 

37±24 months) and were included into the final analysis. There were 58 patients in the 

C7 group (age 63±11 years, 24 female, FU 36±26 months) and 16 patients in the T1/2 

group (age 65±13 years, 5 female, FU 37±21 months).  

The primary indications for posterior instrumentations were instability 

secondary to degenerative changes in 53 (71.6 %; C7: 79.3 %, T1/2: 43.8 %) cases, 

spondylodiscitis in 9 (12.2 %; C7: 8.6 %, T1/2: 25.0 %), traumatic spine fractures in 8 

(10.8 %; C7: 5.2 %, T1/2: 31.3 %), and metastatic spine lesions in 4 (5.4 %; C7: 6.9 %, 

T1/2 0 %) cases. Ankylosing spondylitis was present in 4 patients (5.4 %; C7:5.2 %, 

T1/2: 6.3 %). The mean number of instrumented vertebrae was 5.2±0.9, range 4 to 8 

(C7: 5.1±0.6, range 4 to 7; T1/2: 5.9±1.2, range 4 to 8). The mean duration of surgery 

was 179±57 minutes in the C7 group and 189±33 minutes in the T1/2 group (Mann-

Whitney, p = 0.159). 

Additional or previous anterior fusion surgery confined to the interval of the 

posterior instrumentation was performed in 39 patients (52.7 %), this accounted for 

30/58 (51.7 %) cases in the C7 group and 9/16 (56.3 %) in the T1/2 group. The presence 

of previous anterior fusion did not have an impact on the occurrence of a clinical 

relevant pathology in the segment adjacent to the lowest instrumented vertebra (Fisher’s 

Exact, p = 0.120). 

Complete radiographic follow-up was available in a total of 52 patients (70 %), 

44 of 58 (76 %) belonged to the C7 group and 8 of 16 (50 %) to the T1/2 group. There 
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were no differences with regard to the degree of disc degeneration according to the 

grading system described by Mimura et al 7, 8 (ANOVA, p < 0.001).  

  Most patients showed some degree of progressive radiographic degeneration at 

the adjacent segment below the instrumentation at follow-up with an increase in 

kyphosis angle (ANOVA, p = 0.038; Figure 2), a decrease of intervertebral disc height 

(ANOVA, p = 0.066) and a higher degree of disc degeneration according to the grading 

system described by Mimura et al 7, 8 (ANOVA, p < 0.001).  

However, there were no significant differences between the C7 and T1/2 group 

with regard to the change in kyphosis angle (difference [Δ] C7 = 1.8±2.7°, Δ T1/2 = 

0.4±1.9°; Mann-Whitney, p = 0.162), disc height (Δ C7 = -0.4±0.7 mm, Δ T1/2 = -

0.1±0.5 mm; Mann-Whitney, p = 0.204) or disc degeneration according to the Mimura 

grading system (Δ C7 = 0.5±0.6, Δ T1/2 = 0.6±0.7; Mann-Whitney, p = 0.718). 

With regard to the primary outcome, though, secondary interventions due to 

symptomatic lower adjacent segment pathology or caudal implant failure were 

necessary in 19/58 (31.8 %) of the C7-cases but only in 1/16 (6.3 %) of the T1/2-cases 

(Fisher’s Exact, p = 0.038). Nine patients required surgical revision for a symptomatic 

pathology or implant loosening at the adjacent segment below the instrumentation (C7: 

2 caudal extensions of the posterior instrumentation for bilateral screw loosening and 2 

for painful segmental instability with progressive spinal stenosis, 3 posterior re-

instrumentations for unilateral screw loosening, 1 antero-posterior re-instrumentation 

for bilateral implant loosening; T1/2 : 1 caudal extension of the posterior 

instrumentation for screw loosening)), in another four patients a surgical intervention 

was planned; solely a facet joint injection was performed in 3 cases, and three additional 

patients required long-term orthotic treatment.  Of the 18 secondary interventions, 17 
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occurred in patients who initially had fusion surgery for degenerative instabilities and 

one in a patient with traumatic instability. No secondary interventions were necessary in 

patients who underwent posterior instrumentation for metastatic or infectious 

instabilities.  

Three patients had revision surgery for reasons not related to the primary 

outcome, two had a wound revision for surgical site infection (both in the C7 group) 

and one had an anterior revision for a cerebrospinal fluid leak (in the T1/2 group). 

Patients with symptomatic adjacent segment pathology had a more pronounced increase 

in segmental kyphosis over time (2.6±3.1°) than patients who did not require a 

secondary intervention (1.0±2.2°; Mann-Whitney, p = 0.050). There were no significant 

differences among patients with or without clinical relevant adjacent segment pathology 

with regard to the change in disc height (Mann-Whitney, p = 0.707) or disc 

degeneration according to the Mimura grading system (Mann-Whitney, p = 0.055). 
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Discussion 

The purpose of this study was to compare the rate of postoperative implant 

failure and the degree of distal junctional degeneration between patients with a multi-

segmental cervical instrumentation ending above the cervicothoracic juntion (CTJ) at 

C7 versus one bridging the CTJ ending at T1/T2. Patients with multi-segmental 

posterior cervical instrumentations ending at the cervico-thoracic junction showed a 

higher rate of clinical relevant pathologies in the segment adjacent to the lowest 

instrumented vertebra than those with an instrumentation bridging the junction.  

Previous biomechanical studies have suggested the presence of increased 

degenerative forces acting at the C7/T1 segment after multilevel instrumentation of the 

lower cervical spine. 4, 5 In their systematic review, Lawrence et al.1 identified 

instrumentations ending at the lower cervical spine segments to be a risk factor for 

adjacent segment pathology, but did not include the cervico-thoracic junction itself into 

their considerations. The results of the present study are therefore well consistent with 

the published literature available. 

In contrast, Kim et al.9 observed no significant differences with regard to 

radiographic and clinical outcomes or the rate of revision surgeries in a cohort of 

patients after adult lumbar deformity fusion from the distal thoracic/upper lumbar spine 

to L5 or S1 when comparing three groups where the instrumentation either ended 

below, at or above the thoraco-lumbar junction. The change of segmental rigidity as 

found at the cervico-thoracic junction, however, may differ considerably from the 

situation seen at the thoraco-lumbar junction. In addition, the anatomical and 

biomechanical cervico-thoracic junction can always be located at C7/T1 while this is 

not true for the biomechanical thoraco-lumbar transition and T12/L1.10-12 
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At first glance, there is an obvious advantage of ending a multi-level posterior 

instrumentation at C7 instead of T1 or T2 in cases of lower cervical spine pathology: a 

short segment instrumentation represents a smaller intervention with fewer screws to be 

placed, theoretically less wound surface, and shorter operation time. In the present study 

the actual duration of surgery in the T1/2 group was only about 10 minutes longer than 

in the C7 group and this did not reach statistical significance. It is very likely, that the 

surgical time is merely determined by other factors as the extent of decompression. Due 

to the orientation of the pedicles of C7 and T1/T2 with a mean slope of T1 of around 

25°,13 the extent of the wound surface may not differ too much when the decision is 

made to bridge the cervico-thoracic junction. In fact, the only two revision surgeries for 

surgical site infection in this study were necessary in patients of the C7 group.  

The limitations of this study are inherent with its retrospective study design and the lack 

of a precise matching of both groups. As radiographs of the whole spine were not 

available for most of the patients, this study did also not account for parameters of 

sagittal balance which may be of relevance when investigating adjacent degeneration. 

Although the study population comprises a sample of 74 patients, there were only 16 

patients in the T1/2 group and the inhomogeneity of patients undergoing fusion surgery 

of the lower cervical spine may require prospective trials with larger samples. The 

indications for the primary posterior instrumentation differed between the two groups 

with more traumatic instabilities in the T1/2 group. However, 94 % of all secondary 

interventions occurred in patients who initially had fusion surgery for degenerative 

instabilities. Hence, it is very unlikely that the primary indication caused a relevant 

selection bias in this study. 
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This study did not account for parameters of sagittal balance of the cervical spine. As 

shown by Le Huec and others, one-third of the asymptomatic population has a cervical 

kyphosis.14 It may be that the impact of a posterior multi-level instrumentation is 

increased in patients with cervical kyphosis (either idiopathic or post-fixation). So far, 

there is no data available in the literature, however, that suggests an increased 

vulnerability for adjacent degeneration in these patients. 1 

Even though all radiographic measurements were repeated three times, the 

sequential measurement of parameters like segmental kyphosis and disc height is 

always highly dependent on a similar radiographic projection and can be challenging at 

the cervico-thoracic junction. In addition, the availability of a full radiographic follow 

up was only 70 %. It is possible that the radiographic between-group differences in 

means did not reach statistical significance due to the small sample size. Even if they 

had been statistically different, though, one may question the clinical relevance in view 

of the small absolute differences. This accounts also for the statistically significant but 

most likely not clinically relevant difference in segmental kyphosis between patients 

with symptomatic adjacent segment pathology and patients who did not require a 

secondary intervention. 

The primary outcome of this study was, however, not of radiographic nature but 

defined as the presence of symptomatic degenerative radiographic changes at the level 

adjacent to the lowest instrumented vertebra with the need for secondary intervention. It 

is debatable, if revision surgery, facet joint injections, and orthotic treatment over more 

than a month, all three per se secondary interventions, represent the same degree of 

harm to a patient. However, they are all an indirect sign for pain requiring intervention.  
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Most of the revision surgeries were caudal extensions of the posterior 

instrumentation. One could argue that bridging the cervico-thoracic junction during the 

index surgery would have saved these patients from a secondary intervention.  

The increased need for these secondary interventions has to be weighed against 

the very theoretical risks of ending a multi-level posterior instrumentation at T1 or T2 

instead of C7. This was confirmed by a very recent study showing that patients whose 

construct terminated at C7 were 2.3 times more likely to require a revision than patients 

whose construct terminated at T1. 15 

 

 

Conclusions 

Patients with multi-segmental posterior cervical instrumentations ending at C7 

showed a higher rate of clinically symptomatic pathologiesat the adjacent level below 

the instrumentation than instrumentations ending at T1 or T2. Based on our data and 

with its limitations in mind, one may consider to bridge the cervico-thoracic junction 

and to end the instrumentation at T1 or T2 in those cases. 
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Figure legends 

 

Figure 1 Measurement of the mono-segmental sagittal Cobb angle 

 

Figure 2 Case C7 group 

Case of a 76-year old female patient who underwent antero-posterior decompressive 

surgery with posterior instrumentation from C3 to C7 for multi-segmental cervical 

spinal stenosis (A). the showed symptomatic adjacent degeneration at the level C7/T1 at 

the 1-year follow up (B) which improved temporarily after facet joint injection at this 

level.  
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