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Introduction:
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* The highﬂr auuessibﬂiq,r of the pﬂsterinr elements has made the case 1t Bl
posterior approach to the cramovertebral junction (CVJ) the with COHElﬂEiﬂllS'
workhorse in compressive pathologies even when the dominant retroflexed
: dontoid : . .
pathology 1s ventral. P;:_H:Itlluur:' * Aim to eliminate the ventral cervicomedullary
. Gduntnidectnm}r / ventral d&unmpressinn 1s often EﬂITE:ﬂtl_‘_‘_-,.-’ pra::ﬁced PI‘iIﬂﬂl’_}-‘ kink.

when the indirect / posterior approach 1s completely unsuitable or TENO

¢ TENO is the primary strategy in cases with
a significant ventral kink and the rescue

has been tried and failed for unmpressinn of the uenﬁunmeduﬂmjf
junction (CM.J).
* The transnasal route for managing complex CVJ anomalies

(Transnasal Endoscopic Odontoidectomy (TENQ)) has gradually
come to be the default apprnaﬂh over the traditional transoral

strategy in cases with combined anterior and
posterior pathology where primary posterior
approaches have failed.

¢ In ACM 1, in the presence of a ventral CM
kink / retroflexed odontoid process (even
when mild, TENO must be considered early
when the result of posterior decompression
+/- hixation is suboptimal)

* Further studies are needed to study and
characterise the ventral indentation / kinking
of the CMJ / brainstem instead of the

current focus on the CVJ skeletal metrics.
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post C1-C2 fixation with
Progressive symptoms and
Persistent ventral CMJ kink.

It prﬂﬁdes ease of access to h‘lgh pathﬂlﬂgies, low infection rates and
avolds velnpharjmgea,l h]EufEEiEHﬂFJ"I soft palate split.

Indications for TENQO in CVJ anomalies:

Ventral compression / indentation of the CM.J secondary to:

Procedure: TEN(O) done secondarily

. Cﬂngenita.l Basilar Impresﬁinnf Retroflexed odontoid process with
anterior cervicomedullary kink: Primary TENO may be considered

when the kink 1s severe.

* (Cases with other bony CVJ anomalies / Chiann Malformation
fﬂllmﬂ.ﬁng pﬂsterinr d&unmpfﬂssinnf fusion SUrgery and demonstrate
a ventral cervicomedullary kink (often mild): secondary TENO 1s

considered when patients fail to improve / develop new or
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