
of Literature
Reviewof Lower Instrumented Vertebra: Our Experience and 

Distal Junctional Failure Secondary to Nontraumatic Fracture

Akash Hosthota, Ramachandran Govindasamy and Satish Rudrappa

http://ijssurgery.com/content/15/5/1031
https://doi.org/10.14444/8131doi: 

2021, 15 (5) 1031-1038Int J Spine Surg 

This information is current as of May 26, 2023.

Email Alerts
http://ijssurgery.com/alerts
Receive free email-alerts when new articles cite this article. Sign up at: 

© 2021 ISASS. All Rights Reserved. 
Aurora, IL 60504, Phone: +1-630-375-1432
2397 Waterbury Circle, Suite 1,
The International Journal of Spine Surgery

 by guest on May 26, 2023http://ijssurgery.com/Downloaded from  by guest on May 26, 2023http://ijssurgery.com/Downloaded from 

https://doi.org/10.14444/8131
http://ijssurgery.com/content/15/5/1031
http://jpm.iijournals.com/alerts
http://ijssurgery.com/
http://ijssurgery.com/


International Journal of Spine Surgery, Vol. 15, No. 5, 2021, pp. 1031–1038
https://doi.org/10.14444/8131
�International Society for the Advancement of Spine Surgery

Distal Junctional Failure Secondary to Nontraumatic

Fracture of Lower Instrumented Vertebra: Our Experience

and Review of Literature

AKASH HOSTHOTA, RAMACHANDRAN GOVINDASAMY, SATISH RUDRAPPA
Department of Spine Surgery, Institute of Neurosciences, Sakra World Hospital, Bellandur, Bangalore, India

ABSTRACT

Background: Junctional kyphosis (JK) is usually observed in long-level instrumented fusion surgeries. Various
contributing factors are proposed, the pre-existing and postoperative spinal imbalance is considered as the single most

important factor for the development of JK in adult spinal deformity surgeries. Distal JK (DJK) is seldom reported
compared to proximal JK (PJK), and scarce literature exists.

Methods: We report 2 unique cases of distal junctional failure (DJF) with worsening of neurology, secondary to
nontraumatic fracture of a lower instrumented vertebra operated for thoracic canal stenosis without deformity. The first

case had acute worsening of the Neurology during follow up and on evaluation, the supine CT and MRI scan revealed
well decompressed spinal canal, no implant migration to the canal, no screw loosening, or rod failure. Supine sitting
radiographs demonstrated DJK with Fracture and the patient underwent extension of fusion till the pelvis with 3-rod

construct and interbody fusion, because of the instability at the L1 level.
The second case remained neurologically stable for a month and then had an acute onset of back pain, sensory deficit,
and urine incontinence. The supine-sitting dynamic radiograph done demonstrated L1 fracture with DJK at D12–L1

levels. The patient was counseled for extension of fusion, which was deferred by the patient.
Results: Patients in our series, had an acute worsening of neurological deficit within a month of posterior spinal

fixation. Their supine imaging was almost normal, and the diagnosis of DJK with L1 fracture instability was possible

only on a supine-sitting dynamic radiograph. Various factors like obesity, TL kyphosis, osteoporosis, etc. can be the
attributing factors for the development of DJK

Conclusion: A high index of suspicion is required for diagnosing nontraumatic fracture in long-level fusion
patients with acute neurological worsening. The supine-sitting dynamic radiograph is an important diagnostic tool for

DJF in patients having difficulty standing erect.
Level of Evidence: 4.
Clinical Relevance: Application of sitting and supine dynamic radiographs to diagnose instability in patients

unable to stand for flexion and extension radiographs.

Complications

Keywords: Distal junctional failure, dynamic radiograph, Junctional kyphosis

INTRODUCTION

Junctional kyphosis (JK) is defined as 108 or
more of angulation adjacent to the proximal or
distal level of the fused spinal segment.1 It is usually
observed in long level instrumented fusion surgeries
for adolescent idiopathic scoliosis2 or Scheuer-
mann’s kyphosis,3 but it is increasingly seen in
adult spinal deformity surgeries as well.4 Proximal
JK (PJK) is the most commonly reported entity in
literature.5,6 These patients have symptomatology
ranging from no symptoms, axial pain, implant
prominence to neurological compromise.7 Various
contributing factors like age, obesity, osteoporosis,

levels of upper instrumented vertebra (UIV), lower

instrumented vertebra (LIV), and degree of defor-

mity correction are proposed. However, the preex-

isting and postoperative spinal imbalance is

considered as the single most important factor for

the development of JK in adult spinal deformity

surgeries.8 The various presentations of distal JK

(DJK) are progressive degeneration of disc spaces,

acute wedging of disc, instrumentation failure, or

adjacent level vertebral fracture.9 To date, there has

been no case reported of DJK secondary to

nontraumatic fracture of LIV in a nondeformity

fusion surgery.
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We report 2 unique cases of distal junctional
failure (DJF) with nontraumatic fracture of LIV in
a long level fusion surgery for thoracic canal
stenosis without deformity.

CASE PRESENTATIONS

Case 1

A morbidly obese 58-year-old presented with
thoracic myelopathy and preserved bladder conti-
nence secondary to multilevel calcified ligamentum
flavum. The patient was relatively normal 3 months
before the time of admission, except for occasional
numbness in legs. The patient sustained an acciden-
tal fall from a chair and noticed progressive
weakness in the lower limb over a period of 3
months from Nurick grade 4 to 5. At the time of
admission, the tone of bilateral lower limbs was
spastic with power 0/5 in the left lower limb and 2/5
on the right. The sensations on the right side (2/3)
were relatively spared with significant reduction on
the left side (1/3) from below D8. Reflexes in
bilateral lower limbs was increased with extensor
plantar, suggestive of spinal cord involvement.
Upper limb and bladder neurological examinations
were normal. Magnetic resonance imaging (MRI) of
the spine revealed multilevel thoracic canal stenosis
and ligamentum flavum calcification, with major
stenosis at D9–D10, followed by D6–D7, D7–D8,
and D10–11. Spinal cord hyperintensity signal
change was evident at the D10 level, and it
correlated with the clinical neurological levels. In
addition to thoracic canal stenosis, multilevel
lumbar canal stenosis was also noticed. A computed
tomography (CT) scan was done as a part of
preoperative planning which ruled out fractures of
the spine and demonstrated calcifications in the
ligamentum flavum with disc osteophyte complex in
various levels (Figure 1).

In view of thoracic spinal cord involvement,
obesity, and limited ambulatory status, advised
thoracic decompression with instrumentation and
lumbar decompression was planned at a later date if
symptomatic. The patient underwent uneventful
T4–L1 fusion with pedicle screw fixation density of
1.4, wide laminectomy, and decompression at D6–7,
D7–8, and D10–11 levels under intraoperative
neural monitoring. Postoperatively (Figure 2), there
was a steady and gradual improvement in the lower
limb neurology, with rehabilitation at bed side in
supine and sitting position. At 2 weeks after

completion of surgery, the patient had an acute
worsening of the preexisting neurology with bowel
and bladder incontinence.

The patient was readmitted with flaccid paraple-
gia of the bilateral lower limbs (motor power¼ 0/5,
sensory right lower limb ¼ 1/3 and left ¼ 0/3 from
below L1) with the absence of reflexes and
incontinence. In view of the acute worsening of
the postspinal fixation, pedicle screw migration
inside the canal with implant failure was considered
as the first clinical diagnosis, with transverse
myelitis, hematoma, or abscess-related canal steno-
sis as differentials. Magnetic resonance imaging of
the spine with contrast and a CT scan was done for
further evaluation (Figure 3).

The CT scan revealed no implant migration to
canal, no screw loosening, or rod failure. The MRI
of the spine revealed an adequately decompressed
spinal cord at operated levels, with no evidence of
new cord changes or canal stenosis. Considering a
flaccid paraplegia and a new sensory level of L1, a
pathology distal to the fusion level was suspected,
and a dynamic radiograph in sitting-supine position
was done for further evaluation. To our surprise,
the radiograph demonstrated a gross distal junc-
tional L1–2 kyphosis in sitting radiograph with near
to normal alignment in supine radiograph. A
retrospective review of the CT done in supine
position demonstrated a hairline fracture of the
posteroinferior corner of the L1 vertebral body with
doubtful pars fractures (Figure 4). The patient was
taken for extension of fusion down to the pelvis with
3-rod construct and interbody fusion at L1–2, L4–5,
and L5–S1 levels with decompression (Figure 5).
Intraoperative fracture hematoma was found at L1–
2 levels which was not visible in the MRI due to
metal artifact. There was also rupture of the
posterior ligamentous complex with significant
instability of the spine at L1 fracture level (Figure
6). The postoperative status was complicated with
multiple issues like wound infection, bed sores, and
deep vein thrombosis, and finally, the patient
succumbed at 3 months post-surgery.

Case 2

A 66-year-old patient with thoracic myelopathy
(Nurick grade 5) secondary to thoracic canal
stenosis was admitted with progressive weakness
of bilateral lower limbs for a period of 6 months.
The patient was averagely built, with T Score of
�2.8, suggestive of osteoporosis. At the time of
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admission, the neurological motor examination
revealed spastic legs with power of 1/5 in bilateral
legs and preserved sensations. On radiologic exam-
ination, maximal canal stenosis was found at the

Figure 1. Figure 1: (A-E) Of Case 1 (A) Pre-operative sagittal MRI of whole spine showing multi-level canal stenosis; (B) Sagittal CT showing ossified ligamentum

flavum and posterior longitudinal ligament; (C, D) Coronal CT image of whole spine (E) Axial CT at D6-D7 with maximum stenosis.

Figure 2. (A, B) Immediate post-operative X ray of case 1 after decompression

and posterior instrumentation. (A) Antero posterior view, (B) Supine lateral view.

Figure 3. (A-C) MRI and X ray investigation after onset of neurological

deterioration in case 1. (A) Sagittal MRI showing adequate decompression, (B)

Supine AP X ray and (C) Supine lateral X ray of thoraco- lumbar spine.
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level of D6–7 with spinal cord signal changes
(Figure 7). Apart from this level, significant canal
stenosis was noted at D1–3, D7–8, and D11–12
levels secondary to ligamentum flavum hypertrophy
and calcifications, and the patient was found to have
a rigid thoracolumbar kyphosis, evident even on
supine MRI. The patient was taken for C7–L1
spinal instrumented fusion with 1.07 pedicle screw
density and decompression with D1, D2, D7, D11,
and D12 laminectomy under intraoperative neural
monitoring (Figure 8). The lumbar levels were not
addressed, considering the clinical presentation of
thoracic myelopathy without cauda equina features.
The patient remained neurologically stable for a

Figure 4. (A-C) Retrospective analysis of the chance fracture. (A) Hairline fracture at posterior inferior corner of L1 vertebra, (B, C) Dynamic instability and failure at

the LIV in sitting and supine position, (D) Intra operative image intensifier fracture displacement at L1 corner, secondary to prone position.

Figure 5. (A, B) Post-operative radiograph of extension of posterior

instrumented fusion till pelvis, (A) AP view, (B) lateral view

Figure 6. Intra operative image (arrow) showing the discontinuity in the

posterior elements, which was mobile with manipulation. (Case 1)
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month and then had an acute onset of back pain,
sensory deficit, and urine incontinence. The supine-
sitting dynamic radiograph done demonstrated L1
fracture with DJK at D12–L1 levels (Figure 9). The
patient was counseled for extension of fusion, which
was deferred by the patient.

DISCUSSION

Distal JK is a relatively less discussed term in
literature because of less prevalence than PJK.4

Usually, patients with DJK are asymptomatic with
mild to moderate back pain, which is a result of
accelerated degeneration of disc and/or loosening of
implants. In our cases, the patients had acute
worsening of the neurological deficits secondary to
nontraumatic fracture at the thoracolumbar junc-
tion, which has never been reported in the literature.
Hu et al11 reported a very similar case at the
proximal level of T2–L1 fusion for thoracic
kyphosis surgery. In their case report, the patient
sustained a nontraumatic T2 fracture within 2 weeks
of surgery with no neurological deficits. The
proposed cause of such a fracture in his case was
osteoporosis and was managed with extension of
fusion along with teriparatide injection.11 Tan et al12

Figure 7. Pre-operative sagittal MRI of Case 2, showing canal stenosis at multi-level with cord changes maximum at D6-D7. (A) Coronal, (B, C) Sagittal view; (D)

Axial view.

Figure 8. (A-B) Immediate supine post-operative radiograph of case 2 (A) AP

view, (B) lateral view.
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reported 2 cases of osteoporotic L5 vertebral body
compression fractures in post lumbar fusion pa-
tients at the end of 6 months and attributed it to
LIV selection (Table). The L5 lumbar vertebra is
more prone because of the varied lumbar spine
alignments in different postures.12 In the first case,
the patient was morbidly obese with a body mass
index of 44.07 with a normal T score of �1.6. The
cause of nontraumatic fracture in our patient could
be multifactorial. Our patient had Nurick grading 5,
with profound motor weakness and was confined to
bed either in supine or sitting position. A sudden fall
of any patient with lower extremity weakness from
sitting to supine position is equivalent to a ground

level fall in a normal individual. However, our
patient did not recollect any incident of sudden
jerky movement or near fall incident while changing
from sitting to supine posture. In a natural sitting
posture, both the lumbar spine and thoracolumbar
junction tend to go into kyphosis and assume a
single C-shaped sagittal profile.13 However, in a
patient with long fusion, the ability to compensate
within that segment is virtually absent.14 Thus, a
longer lever arm with larger body weight induced a
stress at the lower instrumented level, resulting in a
nontraumatic unstable fracture. In the second case,
the patient was averagely built with low T score
(osteoporosis) and Nurick 5 neurological status. In

Figure 9. (A-D) MRI and X ray investigation after onset of neurological deterioration in case 2. (A) MRI showing adequate decompression, (B) AP view of thoraco-

lumbar spine, (C) supine lateral view of spine showing change in the direction of LIV screw, so this was followed by, (D) sitting lateral view showing failure at LIV with

kyphosis D12-L1.

Table. List of previous literature on nontraumatic early junctional failures.

Name of Study (y)

Type of

Fracture/Level

Previous Fusion Level and

Reason for Instrumentation Proposed Cause for Failure Management of Fracture

Hu et al (2015)11 Chance fracture
at T2/UIV

T2–L1 for thoracic kyphosis Osteoporosis, increased stiffness
of fixation, improper UIV selection

Extension of fusion to C5

Tan (2017)12 Compression fracture
at L5/LIV

T12–L5 for degenerative scoliosis Osteoporosis, improper LIV selection Extension of fusion to S1

Our study case 1 Chance fracture
at L1/LIV

T4–L1 for thoracic canal stenosis Obesity and long lever arm Extension of fusion to pelvis

Our study case 2 Chance fracture
at L1/LIV

C7–L1 for thoracic canal stenosis Osteoporosis, long lever arm and
improper LIV selection

NA

Abbreviation: NA, not applicable; LIV, lower instrumented vertebra; UIV, upper instrumented vertebra.
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addition to prolonged sitting, osteoporosis and

thoracolumbar kyphosis were considered to be the

cause of nontraumatic L1 fracture.

A proper selection of UIV, LIV, rod contouring,

and screw density are needed in case of long level

fusion surgeries to avoid junctional failures.15

Currently, the gold standard for sagittal realignment

in such fusion surgeries is to restore a normal spinal

curvature in the standing posture.16,17 In case 1, T4–

L1 posterior stabilization was done not based on the

principles of deformity correction but as an adjunct

to the thoracic decompression and to prevent the

progression of the ossification of the posterior

longitudinal ligament l. However, in case 2, the

preexisting thoracolumbar kyphosis, which was not

considered in LIV selection, added to the cause of

DJF. When an individual changes posture from

standing to sitting, the sagittal vertical axis shifts

forward with the body’s center of gravity.18 This is

due to reduction of lumbar lordosis and increase in

thoracic and thoraco lumbar kyphosis (Figure 10).

However, in patients who have neurological deficits

and who are unable to stand, there is no clear

consensus regarding the ideal sagittal alignment

which must be achieved with fusion surgeries. It is

more logical to decide these parameters using sitting

radiographs in such scenarios for deciding the levels
of fusion, rod contouring, etc.

In the first case, the supine imaging was almost
normal, and the diagnosis of DJK with L1 fracture
instability was demonstrated only in sitting radio-
graph. Though the usual type of DJF is with the
pullout of screws, in both cases, there were no screw
pullouts, which is evident with unaltered orientation
of the screws with the vertebral body between
immediate postoperative and postfailure x rays.
This patient showed no new abnormality at the
operated level; however, the patient had a lower
motor neuron type of neurological deficit. This
made us investigate for adjacent segment patholo-
gies. The supine-sitting dynamic radiograph is an
important tool in diagnosing the DJF in such case
scenarios when the patient is unable to stand.

In retrospect, various factors were found which
could have contributed to the fracture in our
paraplegic patients: (1) Obesity—the larger the body
weight, the higher the stress at the junctional levels.8

(2) Osteoporosis—the lesser the bone mineral
density, the higher the chances of LIV fracture.14

(3) Longer levels of fusion—limited mobile areas to
compensate for changes in posture and longer lever
arm act as a stress riser at the lower end of fusion
levels.14 (4) LIV at thoracolumbar junction—a
higher amount of stress at the junctional level,
especially in paraplegics who are in prolonged
sitting position. (5) Sagittal malalignment—as these
patients are predominantly in sitting position,
preoperative sitting radiographs will help to decide
the levels of fusion, rod contouring,19 screw density,
etc.

CONCLUSIONS

Summarizing, these 2 cases highlight the need for
further biomechanical and clinical studies to identify
precisely the cause of DJK, as literature evidence is
scarce. A high index of suspicion is required for
diagnosing nontraumatic fracture in long level
fusion patients with acute neurological worsening.
Supine-sitting dynamic radiograph is an important
diagnostic tool for DJF in patients with difficulty
standing erect.
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