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back injuries decreased only 13.8% during the same-

6-year period.

Surprisingly, the total number of back injuries (of
all types) is decreasing more quickly than the decrease
in the total number of days-away-from-work cases.
More importantly, the total number of lumbar cases is
decreasing at only one-half the rate of the “all types”
of back-related injuries. In fact, as a percentage of “all
types” of back-related incidents, the lumbar cases
have increased from 39.0% to 46.5% (fifth row, upper
percentage), a 19% increase over the 6-year period.
Although the raw totals have been steadily decreasing,
the lumbar-related injuries still represent a major con-
cern for U.S. industries.
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To the Editor:

Re: Posterior Occipitocervical Reconstruction Using
Cervical Pedicle Screws and Plate-Rod Systems (Spine
1999;24:1425-34).

We enjoyed the important article entitled “Posterior
Occipitocervical Reconstruction Using Cervical Pedicle
Screws and Plate-Rod Systems” by Abumi et al. We have
also employed a rigid plate and pedicle screw system for
occipitocervical fixation since 1992. The initial 24 cases
will be published in the Journal of Neurosurgery: Spine
later this year.

We fully agree that distraction followed by rigid fix-
ation often eliminates the need for anterior decompres-
sion. Correction of deformity not only in the sagittal

plane but also in the coronal and axial planes is also
often possible. Rigid occipitocervical fixation is a dra-
matic improvement over older nonrigid or semirigid
techniques.

We also agree that lateral mass screw fixation of the
cervical end is inadequate even with multiple screws. We
do not agree, however, that fixation of the lateral suboc-
cipital bone as applied in this article is adequate. The
lateral suboccipital bone is often only 3-6mm in thick-
ness. For the same reason that lateral mass screw fixation
at the cervical end is inadequate, lateral suboccipital
bone purchase is also often doomed to failure. The very
long moment arm applied across occipitocervical plates
or rods is often beyond what can be reasonably resisted
with lateral suboccipital bone purchase.

Indeed, Abumi et al report one case of suboccipital
screw pullout in their series. In the initial 10 cases of our
series, we also applied lateral suboccipital screws. There
were three cases (30%) of occipital screw pullout. Since
then, we have used a device which allows purchase of the
occipital midline keel where the bone is 11-17mm thick
allowing multiple long screw purchase. There have been
no screw pullouts using this system.

We are currently revising this system to allow use with
constrained cervical pedicle screws and rods. Indubita-
bly, further evolution of such systems will continue to
unfold.

The authors are to be congratulated on a series well-
documented and well-presented.
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