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Chapter 6

UPPER CERVICAL TRAUMA

Durmuş Oğuz KARAKOYUN1

The most common cause of cervical trauma is traffic acci-
dents. This is followed by high falls, dives and sports accidents. 
Approximately 25-35% of cervical vertebral fractures in adults 
are related to the first three vertebrae (1). Although the upper 
cervical region is the most frequently traumatized region, the co-
morbid neurological injury rate is 45-60% (2)

OCCIPITAL CONDYL FRACTURES

Occipital condyle fractures are rare fractures that occur after 
high energy trauma. They are vital fractures due to their rela-
tionship with foramen magnum and the risk of instability in the 
cranioservical region. It usually occurs after axial trauma and is 
mostly affected by a single condyle. Lower cranial nerve paralysis 
has also been reported with pain in the cervical region in such 
patients (3).

Anderson and Montesano have identified three types.
Type 1: Occurs after axial trauma. An uncoupled fracture is 

observed in the condyle. On the fracture side, the alar ligament 
may be damaged, but the alar ligament of the opposite side and 
the toriorial membrane are intact.

Type 2: An extension of the head base fractures. The broken 
line extends to the foraman magnum. There is no damage to the 
Tectorail membrane and alar ligament.
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Effendi et al. Recommended external immobilization to pa-
tients with type 1 fractures. They reported that 50% of patients 
with type 2 fractures treated conservatively (10). Levine and ed-
wards reported that they used non-surgical methods primarily in 
type 1, type 2 and type 2a fractures (11,12,13,). Verhenhgen and 
Jansen recommended that surgery be performed in patients with 
effendi types 2 and 3 (13).
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