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Background

* Occipitocervical fusion (OCF) is associated with potentially fatal airways events
and postoperative feeding difficulties.

e Studies suggest that the fusion occiput—C2 (0O—C2) angle (Figure 1) may be
associated with feeding and airway difficulties due to narrowing of pharyngeal
outlet.

* Pharyngeal obstruction may make reintubation anatomically impossible and
necessitate emergent front-of-neck airway access

 Lumbar plexus block “LPB” provides good anesthetic coverage, but

controversies remain about its safety ' | [ N R R A A i I At

A AOC2 of 12° is associated with a
significantly higher rate of reintubation,
dysphagia, and tracheostomies compared
to <12.
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* This angle can be assessed prior to final
fixation by spine surgeons, and may
provide a modifiable target to avoid
postoperative airway complications.
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Dysphagia and airway compromise may lie
on a spectrum

AO-C2 (degrees)

Retrospective study of 22 adult (>18 years) patients who underwent OCF at
Westchester Medical Center, NY between October 2020 and December 2024.

* More data is needed, but it is possible
certain patients with a high AOC2 may
benefit from elective tracheostomy in the
OR rather than extubation. This is in line
with ASA Difficult Airway Guidelines

Figure 1: OC2 Angle measurement between C2 Endplate and McGregor line (top left)
Figure 2: Histogram of Data (top right)
Table 1: Outcomes following OCF (Bottom)

Subjects identified by Current Procedural Terminology code 22590

Total (N=22)

* Primary predictor change in OC2 angle from before and after fusion, stratified

AO—C22a < 12~ (n=16 AO—C2a > 12 (n=6 value
by quartiles ( ) ( ) e
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