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ABSTRACT

2Ümraniye Training

Psoriatic arthritis (PsA) is a chronic inflammatory arthritis associated with psoriasis. While psoriasis is seen in 1–2% of the general population, PsA
is seen in 6–40% of psoriasis patients. In 70% of patients with PsA, the cervical spine is affected and myelopathy develops. The case presented is
that of a patient with non-traumatic, upper cervical instability on the basis of PsA, who was diagnosed of myelopathy and was treated surgically.
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INTRODUCTION
Spondyloarthropathy (SpA) is a disease group characterised
by synovitis and enteritis, with spinal and oligoarticular
involvement, for which there is a genetic predisposition.
Psoriasis is a rheumatismal disease which manifests with
arthritis, negative rheumatoid factor and the presence of
HLA-B27 antigen especially in those with spinal involvement.
Psoriatic arthritis (PsA) is a chronic inflammatory arthritis
associated with psoriasis. It is a member of the SpA family
with common immunopathological, clinical and radiological
features. Psoriasis is seen in 1–2% of the general population
while PsA in 6–40% of psoriasis patients(1). Although it may be
seen at any age, the frequency increases in the 30–50 years
age group(2). In 70% of patients with PsA, the cervical spine is
affected and myelopathy develops in a very small proportion of
these patients(3).
The case presented here is that of a patient with non-traumatic,
upper cervical instability on the basis of PsA, who was diagnosed
of myelopathy and was treated surgically.

CASE REPORT
A 48-year-old male diagnosed with psoriasis 24 years ago was
presented with complaints of neck pain and paraesthesia in the

right arm which had been ongoing for 4 months. The patient
had no history of trauma and physical examination revealed
increase in deep tendon reflexes and the bilateral Hoffmann
sign was determined. No motor deficit was observed. According
to the laboratory tests, result showed that rheumatoid
factor was negative and HLA-B27 was positive. On magnetic
resonance imaging, on the T2 sequence, a hyperintense lesion
was seen within the spinal cord at the C1–2 level, which was
interpreted as myelomalacia. On the dynamic cervical magnetic
resonance (MR) images, an advanced degree of narrowness
was determined in the spinal canal at C1–2 and C3–4 levels,
especially in extension (Figure 1A and B). On dynamic computed
tomography and plain radiographs, there were evident findings
of instability at both levels and the diameter of the spinal canal
was reduced (Figure 2A–C). Widespread ligament calcification
was seen and fusion had developed especially between the
lower cervical vertebrae.
The patient was positioned prone with the head in a Mayfield
headpiece under general anaesthesia. With a midline approach,
the muscles were stripped bilaterally from suboccipital as far as
C5 level. First, by placing C1 lateral mass screws, C2 pedicular
screw and C3, 4 and 5 lateral mass screws, they were joined
with a rod. Then C1 laminectomy was applied, C2 sublaminar
decompression, and decompression with C3–4 interspinous
ligament and ligamentum flavum excision. No perioperative
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complications developed. Postoperatively, no motor or sensory
deficit was observed in the patient. On MR and X-ray imaging,
the spinal cord was seen to have been decompressed (Figures
3A and B). The patient was followed for about 2 years. Pain
complaints of the patient decreased. No walking disorder
detected.

Figure 3. Postoperative cervical spine (A) magnetic resonance sagittal T2 weighted images, and (B) lateral X-ray image. Myelopathy
can be seen easily after spinal canal decompression

DISCUSSION
Figure 1. Atlantoaxial subluxation and myelopathy (A) extension,
(B) flexion position of the dynamic cervical magnetic resonance
images

Figure 2. Atlantoaxial subluxation showing dynamic cervical X-ray
images (A) flexion, (B) extension, and (C) cervical sagittal computed tomography image

Psoriatic arthritis (PsA) is classified as inflammatory
arthritis associated with psoriasis, which progresses to joint
destruction(4). The exact prevalence of PsA is not known taking
into consideration there is no globally accepted criteria. The
prevalence in patients with psoriasis varies between 6%
and 42%, and in 17% of cases, there are no skin findings(2).
Although the cause of the disease is not fully known, genetic,
immunological and environmental factors are thought to play
a role in the pathogenesis. There is no specific laboratory test
for PsA. Non-steriods, disease-modifying drugs, corticosteroids
and biological agents are used in treatment(1,5).
Axial spine involvement can generally be seen in 20–40% of
PsA cases, and this rate can increase up to 51% in long-term
follow-up(5,6). As the duration of the disease and the number
of peripheral joints involved increase, the percentage of
cervical spine involvement increases also(5). There may be
sacroiliac involvement at a 30–50% rate, symmetrically or
asymmetrically(7,8). Radiological cervical spine findings are
relatively common (35–75%) in PsA patients(3). Cervical spine
lesions have been reported as apophyseal joint erosion,
vertebral plate erosion and atlantoaxial subluxation(3). Cervical
spine anomalies are seen in two patterns in PsA. The first
pattern is a table of erosive and/or cervical subluxation as
in rheumatoid arthritis, and the second pattern is ligament
ossification and ankylosis resembling ankylosing spondylitis(9).
In these patients, odontoid erosion may develop at a low
incidence. Neurological complication rates are low despite
cervical involvement in PsA (2–14%)(3,9,10).
Symptoms in cervical spine pathologies which develop
associated with degenerative or inflammatory etiologies are
axial neck pain, myelopathy or radiculopathy. Neck pain is the
most frequently seen finding associated with cervical region
involvement in SpA. Myelopathy develops associated with
brainstem or spinal cord pressure. Early findings associated with
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myelopathy are difficulty in walking or maintaining balance
and in the later stage, motor neuron findings are seen(11).
Surgical treatment is applied to patients with findings of
instability and/or myelopathy and to cases which develop,
radiculopathy. It is important that instability is treated before
the emergence of myelopathy findings in particular. In 43–70%
of patients diagnosed of cervical instability because of PsA,
neurological deficits develop within 5 years(12).
Several different methods are used in the fusion of C1–C2
vertebrae in the surgical treatment of atlantoaxial instability.
It is necessary to add the occipital bone to C1-C2 fusion if
there is accompanying basilar invagination. Generally, when
there is stenosis of the spinal cord or nerve roots, spinal cord
decompression is applied. Autogenous bone grafts are preferred
for fusion purposes. The current, most widely used surgical
method is the application of decompression by placing mass
screws to C1 and pedicle screws to C2 if necessary(13).
In the case presented, as there was no accompanying basilar
invagination, occipital screws were not applied. Spinal stenosis
was determined related to posterior ligament thickening in
the C2–C3 space in addition to stenosis and C1–C2 instability,
therefore, C1 mass, C2 pedicle and C3–4–5 lateral mass screws
were applied. C1 laminectomy was applied for decompression,
C2 sublaminar decompression, and C3–4 space decompression
was achieved with ligamentum flavum excision. Autogenic
bone was used for fusion (Figures 3A and B).
In conclusion, it must be taken into consideration that a narrow
spinal canal and instability could develop in PsA, and in cases
with the risk of cervical instability in particular, the application
of surgical treatment before myelopathy findings emerge will
significantly prevent morbidity.
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