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[ Abstract]
junction (CV]) malformations, which diagnosis depends on CT and MRI. The treatment of CAAD is

Congenital atlantoaxial dislocation (CAAD) is one common disease of craniovertebral

complex, as a result, the corresponding surgical techniques are different, mainly includes anterioposterior
combined approach surgery, single anterior approach surgery and single posterior approach surgery. There
is also simple posterior decompression surgery, but it seems not convincible. The complications related to

different surgical techniques are various, hence we suggest the experienced neurosurgeons to investigate

such operations.
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Figure 1
shows atlantoaxial dislocation combined with syringomyelia

Midsagittal CT measuring lines Figure 2 Midsagittal MRI

W ) fi B A AL 4 R 5 AN SR, T BT U AL
SCRFEVE L 43 5 IR R IR R ME R 2 435 B AU B S
WP W PRI E 3 3 43 5 v S5 B 0 ) s WP IR IR, S g i
TR 155 83 1F 4 43 PRI D) 8 56 42 1E % #F 545 o

BN Ea

SE K BEAXME LA, BB B AR TR R R A
Fod KAL, Iz G IF Ehe a6 45 e RYUERTE , 250
7 00T, T8 X 2 A A X DA 7 B 0 I D R 28 AR R 1
fLE, B, ALK )Z 552 R (CT) S 2 °F 1 & &
CT & H 1T 12 W 5 K Ve 5 WX A7 1) 3 2 Jr s {HL
FH I e B85 A X 2 A s A7 B T 5 B ) O 04 2
MR G, H AR 2 MRS e R A g R
B0 A 5 bR AL 5 ADIL, A K ) o T R A0 R
) Chamberlain £k ( 14 4R 28 427 > 2.50 mm) . McRae
2 (HR R AREBA B 111 28 ) Al Wackenheim 28 (147 1k
RRTRABITZL, B 1) o 5356, FRUE A 5 AKHE
i RAT IS, LA R M f (RS R R 5 oy e
1) S X T 38 oL R R A o H A O Ik R A A
EA5 I B0 B B2 FE AR B 5 I DR A R ™ 2 R
AR RIE — B, U, B B AL AR S I R
AR B ARAE g B R = IR e — B

1 AL HR BUAR (MRT) J2 S5 Bl 56 5K P 5 XA I 7 A8
I B A S R S N TR A A U Y 2
W 7 3, AT LA S 0 i A 5 A A ) T A
BEFT 2 AL L 5 Ah, IR B T R AE B A
WG S 2 A IR E R A SE . X TS
A8 25 I RE B /N i BR AR R SRS A S T T
A8 [ B A7 76 1 52 MK CME G A (11 2) , JE A &R A7 MRT
PR BEARME L7 A I B8 25 W A .

DU AT 5 O AT A R AR AL

T DAk, M 5 XM B A7 2 75 AT L&A T

B I3 oy n] 52 5 AN n] 2 R XA A7, I LAt 2k
SEF ARG W2 PR A R A Y v
i Bl A IS S A Sk 67 X R L E AR SR (— R
B ML X 2 A e, D R A T e B
JR I T Mg 22 5 | T AT AL X e A . AT & 1k 5 A A
J A AT LB 22 05 i AT AL E R, A el B AR
KA JE A 0 75 28 10 1A R 5 D1 3% 0 T = 00 77 )
Pl 52 A I F [ E o e R PR B XM B A6 A [ 5 Ah
P H& A e Bl AR A5 5 R A R A O T AL, — A
HZHAA A, Ak, B AR AT A4
A0 B X — S PR . Goel AR, A
FHREAKHE M T3 5C 5 (8] 44 A I 45 T W] DL 3k 21 52 AL 1Y
H o 8 XU 5 >0, R IR T 18] 3 0F & 07 4L
AL TTHY g ik W] B AR A AL A B A AE B B
1 50 B 22 5| AN R 52 L 9 5 XA B 2 I [ AR T 4R 45
RN 3 oh, s 42 51T i s MXHERE & &2 (0 1)
55 22 5 O, R 1 e 2R R A S S
EHHE . TR, Yin %" K Salunke 55 3 12 43
BT B ARARE A 5 S  BTE 28 L 1] AR 4 5 e A
MMEREZEHEREBTERETREN., 2
T T VA AR B0 28 4 2R IR 2R T 7 A 2E 2B 4
SRR, AT 1 J0 4 A5 IR A iR R IE 4

T RYT Tk

L E LR S HAR X T A RE IR B 5 K T A AR
AL, 5 B AT ARG . TR B9 H AT
Ul iR I S 5 0 TR 3E IR A A S X Y R
FENE . HAT T AR T AOR BT 2 S RS TR
B2 2 T B TR M B Al 22 5 TR L (1) Wi
G TR R G R E W TR X A A
Be JR 2 b 45 1 R AR L T B B b R B AR R R



R B R AR 2012 4E 8 A8 12 458 4 )

Chin J Contemp Neurol Neurosurg, August 2012, Vol. 12, No. 4 . 387 -

Ti) 249 i 3 5 (o7 R

B3 FRAZE T T RN B o R BRAA R OS5 AT RO B ARAMEAE A AT ET RIS E AR B4 Goel BEMKAEN Iy 5745 1A [ %E AR S5
CTREE W, FEAXHEM Jy 6 Ik $I S Ok BS BB -ACMERR BT 18] 45 O S A7 B 7R B PR o I 43 T B W] (A A 78 3 L K K- Ty

Figure 3 The schematic diagram of single anterior approach surgery. After resection of the odontoid process, the atlantal lateral mass
and the axial vertebral body are used to fix the screws and plate Figure 4 The CT scanning of Goel’s surgical technique Figure 5
This schematic diagram shows the open reduction technique which depends on the distraction between the occipital screws and axial
pedicle screws. This reduction technique can make the axis reduction in both vertical and horizontal directions
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