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Qinical application of MRI measurement for selecting the optimal approach in 76 patients with cervicotho
racic junction diseases TENG Hong lin, JIA Liarwrshun, XIA O Jian-ru, TAN Jun, LIU Tielong, WEI
Hatfeng, WANG Mer hao. Changzheng Affiliated Hospital of the Second Military Medical Universiiy
( Shanghai, 200003, China)

Abstract Objective: The optimal approach with less operat ive trauma should be selected after the individu
al features and the M RI measurements are carefully studied prior to surgery. Methods: 76 patients underwent
cervicothoracic operations, including 26 cases with spinal injuries, 35 with spinal tumors, 12 with cervical
spondylotic myelopathy, and 3 with post laminectomy kyphosis. The average age was 45. 5 years old. Mean-
w hile, the line horizontally to the suprasternal notch and another line from the suprasternal notch to the anterr
or midpoint of the C7T| intervertebral disc and the angle composed of the former lines w ere drawn and deter
mined from 95 consecutive midsagittal cervicothoracic M R1 studies. Results: Cervicothoracic angle(CTA) was
47. 66 degree on the average, ranging from 25 to 73 degrees. Low cervical approach could be in consideration
when the CTA was more than the mean value and when the lesion was located above the line horizontally to
the suprasternal notch( 50 cases) . Otherwise, the trans manubrial approach, then the trans sternal approach
was in consideration. Conclusion: The operative approach with least operative trauma such as the low cervical
approach should be selected in the cervicothoracic spinal operations, then the trans manubrial approach is the
second choice. Only in the patients with long level involvements the trans thorcacic or the trans sternal are
used. Preoperative MRI finding of the CT A and the understanding of the lesion could be combined to select the
most possible approach to reduce the intra operative and post operative risk in the patients.
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