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Clinical / Scientific note

OCCIPITAL CONDYLE FRACTURE IN A
PATIENT WITH HEAD TRAUMA

Wellingson Silva Paiva, Eloy Rusafa-Neto, Robson Luis Oliveira Amorim,
Eberval Gadelha Figueiredo, Almir Ferreira de Andrade, Manoel Jacobsen Teixeira

An occipital condyle fracture (OCF) was described by
Sir Charles Bell in 1817". Occipital condyle fracture is a rare
injury and the radiology and trauma literature is limited
to a few cases™ . An important aspect of OCF relates to
the difficulty in elucidating the diagnosis of condylar in-
jury. The variation in symptoms and the inability to delin-
eate the fracture by plain cervical spine or cranial radiog-
raphy produce a diagnostic challenge. In contrast, com-
puted tomographic scan(CT) evaluation is conclusive in all
cases®. Occipital condyle fracture rarely comes to clinical
observation, often being associated with fatal trauma®. In
many autopsies of victims of head trauma, OCFs ranged
from 0.6 to 4.2%"%. We describe a case of a patient with
condyle fracture associated with brain contusion.

CASE

A 36-year-old female was admitted to the emergency room
following a motor vehicle accident. The exact speed and circum-
stances of the incident were unclear. On admission her Glasgow
Coma Score (GCS) was 14, and she had reactive and isochoric
pupils, without systemic lesion. No signs of lower cranial nerve
paralysis were observed. Immediate head (Fig 1A) and cervical

column multislice CT scan were performed and a frontotempo-

ral contusional hematoma with mild cerebral edema was seen.
A detailed CT scan of cranio-cervical junction revealed a frac-
ture of the left occipital condyle (Fig 2). In head CT control af-
ter 6 hours (Fig 1B), the brain contusion increased and her GCS
dropped to 13 points. We performed a frontotemporal cranioto-
my and the brain hematoma was drained (Fig 1C). We maintained
neutral position of the head during the surgical procedure. No
surgical treatment for condyle fracture was adopted. Cervical
immobilization with Philadelphia necklace was kept even to the
fifth day post-surgery. The patient was discharged from hospital
on the sixth day postoperative with fourteen points in GCS for
aphasia component, with no deficits or cervical pain. After two
months, the patient recovered from aphasia and improved the

GCS to 15, with no cervical pain or motor deficits.

DISCUSSION

Occipital condyle fractures typically occur in asso-
ciation with multiple injuries sustained from high-energy
blunt trauma. Hanson et al.’ estimated the incidence as oc-
curring in approximately 0.10% of patients. In 1988, Ander-
son and Montesano described three types of OCFs based
on their radiographic appearance and presumptive mecha-
nism of injury™. The type | OCF, produced by an axial load

Fig 1. Head CT patient 25 years old, in (A) admission CT, in (B) CT after 6 hours, in (C) postoperative CT.
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Fig 2. Multislice CT cranio-cervical junction revealed fracture of the left occipital condyle.

injury with a component of ipsilateral flexion, is consid-
ered an impaction fracture of the occipital condyle. The
type Il OCF refers to a basilar skull fracture that extends
to involve the occipital condyle and is usually the result of
a direct blow to the skull. The fracture line can reach the
condyle after crossing either the more posterior squamous
portion of the occipital bone or the more anterior basioc-
ciput. The type Il OCF is essentially an avulsion fracture of
the inferomedial portion of the condyle, it is most prob-
ably the result of severe contralateral flexion and rotation.

The conservative management of patients with OCF is
the standard treatment. Immobilization in a hard collar is
the treatment of choice for stable and undisplaced frac-
tures. Immobilization for approximately three months is
recommend, with a range of 1-3 months™". Decompressive
surgery is indicated if severe brainstem or transition spine
cord-brainstem compression occurs. Surgical decompres-
sion for this type of fracture has been reported only five
times”™. Unstable fractures may be treated with immobi-
lization in halo vest or occipito-cervical fixation'.

More recently, Tuli et al.* reviewed the published cas-
es of occipital condyle fracture and proposed the follow-
ing new classification system: type 1, nondisplaced occipi-
tal condyle fracture (stable); type 2A, displaced occipital
condyle fracture with intact ligaments (stable); and type
2B, displaced occipital condyle fracture with radiographic
evidence of craniocervical junction instability. Tuli et al.'®
postulated that their classification can guide neurosurgi-
cal management: type 2B fractures require surgical instru-
mentation or halo traction, whereas type 2A injuries may
be treated with a rigid collar, and type 1injuries require
no specific treatment'.

From our review of clinical reports, 68% of OCFs were
associated with good clinical status**™. In our case OCF
was isolated, without associated cranial nerve lesions.
Then, OCF per se is not a fatal injury, except the cases
with brainstem compression by fractured condyle. In our
patient the fracture could be classified as type I, that is
considered a stable injury, because the tectorial mem-
brane and contralateral alar ligament were not disrupted.
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In our patient, no specific treatment was adopted and in
the surgery for frontotemporal brain contusion, neck and
head were maintained in neutral position.

Fractures of the occipital condyles are more common-
ly identified on CT screening. The real incidence of these
fractures is unknown. However, routine use of mutislice
CT resulted in an increase of diagnosis of these fractures
in the past decade. Upon patient admission, the early di-
agnosis of OCF is important to perform the classification
by Anderson™ or Tulli" methods for correct and early
treatment. The correct management is also critical in pa-
tients submitted to craniotomy, whose the correct neck
and head position are essential to avoid additional injury.
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