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ABSTRACT

Introduction: Several surgical techniques have been carried through 
in the skull-cervical region due to various pathologies. During the 
surgical access to this region, a potential risk of iatrogenic injury 
of the vertebral artery exists, related to extended lateral access 
and the inadequate evaluation of the local anatomy. Variations in 
the groove of the vertebral artery lead to a greater risk of vascular 
injury during surgery. Preoperative image study of the vertebral 
artery anatomy and its groove has been realized to enhance surgi-
cal safety. Objective: to study the morphometry of atlas vertebral 
artery on computed tomography scan images of the vertebral artery 
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INTRODUCTION

After emerging from axis transverse process, the vertebral artery 
flexes posterior and laterally towards atlas costotransverse fora-
men, forming the sub-occipital segment, outlining atlas posterior 
arch.1 Vertebral artery’s sub-occipital segment, after a short slope 
posterior to atlas lateral mass, forms an impression over the up-
per surface of atlas arch, named as vertebral artery groove (VAG). 
VAG is extended horizontally from the medial edge of transverse 
foramen to the medial edge of posterior arch. This groove can be 
easily visualized in isolated cadaver vertebrae as a depression area 
on atlas posterior arch, posterior to the lateral mass. VAG accu-
rately marks, on isolated vertebrae, the site where vertebral artery 
pulses. Sometimes, the distal portion of VAG forms a full bone 
bridge to the posterior edge of atlas’ upper joint facet, forming a 
foramen. This anatomical structure is called ponticulus posticus 
(PP), Kimmerle´s variant, upper retroarticular foramen, vertebral 
canal, retroarticular canal, or retrocondylar vertebral artery arch.2-7 
The presence of PP, either partially or totally, found in literature 
ranges from 5.14%8 to 51%.9

The number of procedures on atlantoaxial joint has been in-
creasingly performed because of the development of diagnostic 
instruments, a better understanding about this transition area’s 
biomechanics and of the development of fixation methods.10,11 
Fixation methods include wiring, transarticular screws fixation, 
the use of hooks, screws insertion into joint or translaminar at-
las joint. The iatrogenic injury of vertebral artery is the most fre-
quently mentioned peroperative complication.12-16 Injuries most 
commonly occur during fixation with transarticular screws or on 

groove (VAG) in 30 dry atlas. Methods: VAG and its relationship 
with the midline were evaluated through eight linear and two an-
gular measures, bilaterally. The average, maximum and minimum 
values, and standard deviation were calculated for each parameter. 
Results: VAG has shown to be wider and thicker on the left side 
(p<0,05). Conclusion: our data suggest that the posterior and 
superior dissection of the posterior arch must be made at lateral 
distance of 11,2mm and 7,4mm to the midline in order to provide 
safety during the procedure.

Keywords: Spine. Atlas. Vertebral artery. Spinal fusion.

lateral mass, and seldom during surgical access on craniocervi-
cal joint.17 
The objective of this study is to describe VAG in dried atlas by 
studying anatomic and X-ray characteristics using helical com-
puted tomography. 

MATERIALS AND METHODS

Thirty cervical vertebrae (C1 or atlas) of adult non-identified cadav-
ers were donated by Aracaju Urban Services Company (EMURB 
- Sergipe, Brazil – protocol number 047/2005). Vertebrae were 
removed from local individuals, buried as indigents, not making 
any distinction regarding gender, age or ethnicity. After dissecting, 
cleaning and fixation, the vertebrae were numbered for future analy-
sis by means of manual anatomical measures with a 4-D digital 
pachymeter (Starret SR44, 0.01mm precision) and radiological 
assessments by helical computed tomography (Toshiba Asteion 
TSX – 021A/1A, 1mm-thick slides). 
The anatomical parameters measured with the tomography and 
the anatomical study were the following: Inner groove length (Il), 
Outer groove length (Ol), groove width (W), groove thickness (T), 
proximal medial projection (D1), proximal lateral projection (D2), 
distal medial projection (D3), distal lateral projection (D4). Angular 
measures for angle β1, formed by the line crossing the inner edge 
of the arch at the initial portion of the groove and crossing the 
posterior tubercle to the mid line, and for angle β2, formed by the 
line crossing the outer portion of the posterior arch and crossing 
the posterior tubercle to the mid line, were assessed only with 
computed tomography. (Figure 1) 
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Figure 1 – VAG tomography study: (Ci): VAG anteroposterior distance, (Ce): 
anteroposterior distance , (L): distance between inner and outer edge , (E): 
distance between upper and bottom surface , (D1): distance between the 
inner arch edge on the initial portion of the groove and the longitudinal mid 
line, (D2): distance between the outer arch edge on the initial portion of the 
groove and the mid line, (D3): distance between the inner arch edge on the 
final portion of the groove and mid line, (D4): distance between the outer arch 
edge on the final portion of the groove and mid line, (β1): angle formed by 
the line crossing the inner arch edge at the initial VAG portion and crossing 
the posterior tubercle to the mid line, (β2): angle formed by the line crossing 
the outermost arch edge at the initial VAG portion and crossing the posterior 
tubercle to the mid line.

For assessing measurements reproducibility, the anatomical mea-
surements were made by two different investigators, with first 
results blinded to the second investigator. A subgroup of five ver-
tebrae was randomly selected, which were submitted to a new 
tomography test in which the measurements were performed again 
by the same investigator, blinded to the results of the first mea-
surement. For assessing inter-investigator and intra-investigator 
variations and with the radiologic study, the intra-class correlation 
coefficient (ICC) was calculated.18,19

Consistency between measurements performed by both investiga-
tors and by radiology was assessed by ICC18,19 and by the relevant 
confidence interval (95% confidence). For comparing variables 
assessed on right and left sides, a linear regression model was 
adopted. In the cases where more than one measurement was 
provided in a same vertebra by different methods (or researchers) 
(investigators 1 and 2, and radiology), the model enabled the ad-

justment of one line for each method. Sides similarity was assessed 
by the hypothesis test, in which the line intercept was equal to zero 
and the angular coefficient was equal to one. 

RESULTS

Based on the findings of the measurements on the thirty atlas, me-
dian, mean, maximum value, minimum value, standard deviation 
and intra-class correlation coefficient were calculated. Both linear 
and angular measurements do not show statistical differences 
inter-, intra-investigator, and radiological. The reliability of these 
measurements is significantly higher than zero. All intra-class cor-
relation coefficient values were close to 1, evidencing measurement 
reliability, both inter- an intra-investigators. 
The measurements for inner and outer VAG length did not show 
significant differences between right and left sides both in the 
anatomical and in the radiological study. The mean value found for 
inner length was 7.58 + 1.50 mm to the right of investigators’ mean 
values, and 7.80 + 1.48 mm on radiology. The mean values on the 
left were 7.29 + 1.20 mm of investigators’ mean values, and 7.53 
+ 1.24 mm on radiology. For outer VAG length, the mean values 
found to the right of investigators’ mean values were 9.68+ 2.18 
mm and 9.93 + 2.09 on radiology, and the mean values found to 
the left were 9.54 + 1.77 mm of investigators’ mean values, and 
9.85 + 1.70 mm on radiology. (Table 1)
Measurements obtained both from VAG width and thickness 
showed a significant difference between right and left sides both 
on the findings of the two investigators and in the radiologic study. 
The mean value found for width was 8.49 + 1.43 mm to the right of 
investigators’ mean values, and 7.73 + 1.54 mm on radiology. The 
mean values found on the left were 8.78 + 1.49 mm of the investi-
gators’ mean values, and 7.96 + 1.57 mm on radiology. The mean 
value found for thickness at the right of investigators’ mean values 
was 3.87 + 0.83 mm and 3.82 + 0.82 mm on radiology and the 
mean values found to the left were 3.92 + 1.10 mm of investigators’ 
mean values, and 3.81 + 1.06 mm on radiology. (Table 2)
β1 angle measurements showed a mean value of 47.45º + 6.24º 
to the right and 47.31º + 6.06º to the left. A significant difference 
was found between right and left sides (p = 0.1826). β2 angle 
measurements showed a mean value of 63.51º + 5.22º to the right, 
and 62.95º + 3.85º to the left (p = 0.0001). (Table 3)
Concerning D1 projection, we found varying results between right 
and left sides both on the findings of the two investigators and in 

Table 1 – Vertebral artery groove length – inner and outer

  Inner length Outer length

  R L R L

  Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad

Minimum 4.19 4.12 4.16 4.60 5,27 5,24 5,53 5,60 6,36 5,74 6,35 6,70 7,23 7,18 7,25 7,50

Maximum 10.83 10.43 10.63 11.10 10,81 10,28 10,55 10,90 16,24 16,51 16,38 16,50 13,42 13,15 13,29 13,60

Median 7.39 7.67 7.60 7.70 7,45 7,52 7,52 7,65 9,47 9,57 9,56 9,70 9,16 9,36 9,27 9,40

Mean 7.54 7.61 7.58 7.80 7,28 7,30 7,29 7,53 9,69 9,67 9,68 9,93 9,51 9,56 9,54 9,85

SD 1.47 1.56 1.50 1.48 1,26 1,18 1,20 1,24 2,11 2,32 2,18 2,09 1,79 1,75 1,77 1,70

ICC 0.99 0.99 0.99 0.99

CI95% [ 0.98;1] [ 0.98;0.99] [ 0.97;0.99] [ 0.99;1]

P <0.0001 <0.0001 <0.0001 <0.0001
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the radiologic study (p= 0.1428). The mean values for D1 projec-
tion found at the right on the anatomical study were 10.96 + 2.03 
mm and 11.20 + 2.07 mm on radiology; and, at the left, 11.27 + 
2.18 mm and 11.50 + 2.14 mm on radiology. (Table 4)
D2, D3, and D4 projections did not show significant differences 
between right and left sides, both in the anatomical study and 
in the radiologic study (p< 0.001). D2 projection measurements 
showed a mean value to the right of 18.83 + 3.03 mm on investiga-
tors’ mean values, and 19.06 + 3.04 mm on radiology; at left, we 

Table 2 – Vertebral artery groove – width and thickness

 
 
 

Width Thickness

R L R L

Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad

Minimum 4.61 4.73 4.67 3.30 5,15 5,17 5,32 4,40 2,49 2,16 2,42 2,40 2,26 2,27 2,39 2,40

Maximum 11.28 11.45 11.37 9.90 11,36 11,74 11,55 10,30 6,48 6,13 6,31 6,10 8,02 8,25 8,14 7,70

Median 8.56 8.55 8.52 7.80 9,22 9,15 9,23 8,30 3,84 3,86 3,79 3,75 3,65 3,81 3,62 3,55

Mean 8.47 8.51 8.49 7.73 8,73 8,82 8,78 7,96 3,83 3,91 3,87 3,82 3,86 3,98 3,92 3,81

SD 1.43 1.44 1.43 1.54 1,44 1,55 1,49 1,57 0,86 0,83 0,83 0,82 1,09 1,14 1,10 1,06

ICC 0.90 0.95 0.98 0.99

CI95% [ 0.81;0.95] [ 0.91;0.97] [ 0.96;0.99] [ 0.98;0.99]

P <0.0001 <0.0001 <0.0001 <0.0001

Table 3 - Atlas overall angles

  Angle B1 Angle B2

  R L R L

Minimum 33.90 31.10 52.10 54.20

Maximum 57.90 56.70 79.80 69.70

Median 49.35 48.35 64.00 63.45

Mean 47.45 47.31 63.51 62.95

SD 6.24 6.06 5.22 3.85

Table 4 – Proximal and Distal Medial Projections of the vertebral artery groove

D1 D3

R L R L

Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad

Minimum 7.32 7.49 7.47 7.40 7,63 7,68 7,66 7,90 10,53 10,82 10,68 10,90 11,46 11,19 11,33 11,70

Maximum 14.73 14.91 14.73 15.00 15,16 15,76 15,46 15,90 23,46 23,82 23,64 24,00 19,34 19,31 19,33 19,50

Median 10.41 10.81 10.52 10.75 11,26 11,13 11,33 11,50 13,94 14,04 13,98 14,20 14,07 14,16 14,12 14,45

Mean 10.90 11.01 10.96 11.20 11,23 11,30 11,27 11,50 14,15 14,21 14,18 14,46 14,24 14,28 14,26 14,54

SD 2.06 2.01 2.03 2.07 2,13 2,24 2,18 2,14 2,33 2,40 2,36 2,37 1,72 1,70 1,71 1,70

ICC 0.99 1.00 1.00 1.00

CI95% [ 0.99;1] [ 0.99;1] [ 0.99;1] [ 0.99;1]

P <0.0001 <0.0001 <0.0001 <0.0001

found a mean value of 18.87 +2.43 mm and 19.07 + 2.43 mm on 
radiology. On D3 projection, we found a mean value at the right 
of 14.18 + 2.36 mm on investigators’ mean values, and 14.46 + 
2.37 mm on radiology; at the left, we found a mean value of 14.26 
+ 1.71 mm on investigators’ mean values, and 14.54 + 1.70 mm 
on radiology. On D4 projection, we found a mean value at right of 
23.01 + 2.79 mm on investigators’ mean values, and 23.19 + 2.88 
mm on radiology; at the left, we found a mean value of 23.85 +2.17 
mm and 24.07 + 2.20 mm on radiology. (Tables 4 and 5) 
PP presence was found in 12 studied atlas (n=30). Vertebrae were 
classified into 5 types (Table 6): Type I (n=3), when PP was fully 
present on both sides forming an arch outlining a second foramen 
with VAG; Type II (n=2), when PP was fully present on only one 
side; Type III (n=4) when PP was partially present on both sides 
forming a semi-arch or bone spicule, and Type V (n= 0) when 
full PP was present on one side and partially on the contralateral 
side. (Figure 2)
In the five cases in which the structure was classified as unilateral, 
in the two type-II, and three type-IV, the anatomical accident was 
seen on the right. Table 6 describes the incidence of the different 
types found in the present study. In the studied series, no case 
was found with the presence of full PP on one side, and partially 
on the contralateral side.
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Figure 2 – Dried human atlas presenting with ponticulus posticus. 2.1: PP 
type II, where PP is totally present on one side, 2.2: PP type III, where PP is 
incomplete, forming a semi-arch or bone spicule outlining a second foramen 
with a port, 2.3: PP type I, where PP is completely present on both sides, forming 
an arch outlining a foramen with VAG. (®): Ponticulus, (P): Posterior Arch, (S): 
Vertebral artery groove, (L): Lateral Mass, (T): Transverse apophysis.

Table 6 – Incidence of Ponticulus posticus 

Ponticulus presence/ Type R L Bilateral

Full
Type I - - 3

Type II 2 0 -

Partial
Type III - - 4

Type IV 3 0 -

Table 5 – Proximal and Distal Lateral Projections of the Vertebral Artery Groove

  D2 D4

  R L R L

  Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad Inv1 Inv2 Mean Rad

Minimum 11.14 11.18 11.16 11.30 14,08 14,13 14,11 14,40 13,29 13,94 13,62 13,50 19,95 19,37 19,66 19,70

Maximum 23.64 23.94 23.79 24.10 23,91 23,36 23,64 24,10 26,38 26,74 26,56 26,20 27,43 27,58 27,43 27,60

Median 18.16 18.60 18.38 18.40 18,39 18,57 18,43 18,95 23,91 23,95 23,99 24,30 23,81 23,88 23,79 24,10

Mean 18.78 18.88 18.83 19.06 18,81 18,91 18,87 19,07 22,93 23,09 23,01 23,19 23,81 23,88 23,85 24,07

SD 3.05 3.02 3.03 3.04 2,47 2,40 2,43 2,43 2,83 2,75 2,79 2,88 2,14 2,23 2,17 2,20

ICC 1.00 1.00 1.00 1.00

CI95% [ 1;1] [ 0.99;1] [ 1;1] [ 0.99;1]

P <0.0001 <0.0001 <0.0001 <0.0001

DISCUSSION

The high values for intra-class correlation coefficient between radio-
logic and anatomical studies performed with a pachymeter allow us 
to infer that VAG evaluation by radiology is a reliable and accurate 
method for studying VAG and assuring that surgical procedures 
do not cross the line for established safety boundaries. 
On VAG morphology, we found the presence of a bone bridge with 
the posterior edge of atlas’ upper joint facet, forming a foramen in 

40% of the cases, called ponticulus posticus. In our study, PP was 
found either totally or partially, having a full arch in 42% (n=5) of the 
cases. Hasan et al.3, when reviewing literature, found an incidence 
of 5.84% - 51% in the studied population.
In 58% (n=7) of the cases, the ponticulus was found bilaterally. In 
cases where the presence of PP was unilateral, this structure was 
exclusively located on the right. Although in the series of dissec-
tions by Hasan et al.3 and Dhall et al.9, PP was more often found 
on the left side. Dhall et al.9 believe that the higher incidence would 
be on the left side, since the majority of people are right-handed, 
thus the right sternocleidomastoid muscle would be stronger, and 
likely to bend head to the opposite side. 
VAG is located at the anterior portion of atlas posterior arch. In an 
upper view, this presents a curved course from lateral to medial, 
posterior to atlantoccipital facet base.20,21 In our study, we found 
that the outer length was significantly longer than the inner length 
(p<0.05). The mean vale found for inner length was 7.58 mm to the 
right of investigators’ mean values, and 7.80 mm on radiology. The 
mean values found for the left side were 7.29 mm of investigators’ 
mean values, and 7.53 mm on radiology. For outer VAG length, 
the mean values found to the right of investigators’ mean values 
were 9.68 mm and 9.93 on radiology, and the mean values found 
for the left side were 9.54 mm of investigators’ mean values, and 
9.85 mm on radiology.
Tan et al.22 reported atlas fixation through posterior arch. The ac-
cess port would be at 19.01 mm lateral to the posterior arch mid 
line and 2.03 mm above the bottom edge of the posterior arch. 
Vertebral groove thickness would be 9.51 + 2.09 mm on the right, 
and 9.68 + 2.40 mm on the left. In the 50 studied vertebrae, only 
in 4 cases (8%) posterior arch width was less than 4 mm. In these 
cases, fixation must be provided through lateral or transarticular 
mass. Ebraheim et al.23 measured the dimensions of vertebral 
artery groove and found that vertebral artery groove thickness was 
4.1 + 1.2 mm. In our study, the mean thickness found by investiga-
tors was 3.87 + 0.83 mm on the right, and 3.92 + 1.10 mm on the 
left. These findings would make fixation through posterior arch, as 
suggested by Tan et al.22 unfeasible.
Ebraheim et al.23 studied dimensional VAG parameters in its at-
las portion in 50 young adult cadavers. The authors studied the 
widths of VAG medial and lateral entries, and established a mean 
value of 9.2 mm for males, and 8.8 mm for females for the first 
measurement, and 6.8 mm for males and 5.6 mm for females for 
the second measurement. 



5554 5554

Gardner F, Gray JD, O'Rahilly F. Anatomia. Traduzido por Rogerio Benevito. 
2a. ed. Rio de Janeiro: Guanabara Koogan; 1967.
Ercegovac N, Davidovic R. Foramen arcuale atlantis as the etiological factor 
of vertebrobasilar insufficiency – decompression of the vertebral artery. 
Vojnosanit Pregl. 1970;27:435-41.
Hasan M, Shukla S, Siddiqui MS, Singh D. Posterolateral tunnels and ponticuli 
in human atlas vertebrae. J Anat. 2001; 199:339–43.
Lamberty BG, Zivanovic S. The retro-articular vertebral artery ring of the atlas 
and its significance.  Acta Anat.  1973;85:113-22.
Li S, Li W, Sun JY. Operative treatment for cervical vertigo caused by foramen 
arcuale. Chung Hua Wai Ko Tsa Chih. 1995;33:137-9.
Sun JY. Foramen arcuale and vertigo. Chung Hua Wai Ko Tsa Chih. 
1990;28:592-4.
Wight S, Osborne N, Breen AC. Incidence of pontículus posterior of the 
atlas in migraine and cervicogenic headache. J Manipulative Physiol Ther. 
1999;22:15-20.
Malhotra VK. Tewari SP, Bajpai RN. Study of vertebral artery foramen of atlas 
vertebra. J Anat Soc India. 1979;28:103-5.
Dhall U, Chhabras S, Dhall JC. Bilateral assimetry in bridges and superior 
articular facets of atlas vertebra.  J Anat Soc India. 1993;42:23-7.
Nogueira-Barbosa, M. Reconstruções multiplanares da tomografia 
computadorizada no estudo da artrodese atlanto-axial transarticular 
[dissertação]. Ribeirão Preto: Universidade de São Paulo; 2004.
Richter M, Schmidt R, Claes L, Puhl W, Wilke HJ. Posterior atlantoaxial 
fixation: biomechanical in vitro comparison of six different techniques. Spine. 
2002;27:1724-32.
Nogueira-Barbosa MH, Defino HLA. Multiplanar reconstructions of helical 
computed tomography in planning of atlanto-axial transarticular fixation. Eur 
Spine J. 2005;14:493-500.
Weidner A, Wahler M, Chiu ST, Christopher U. Modification of C1‑C2 transar-
ticulat Screws fixation by image guided surgery. Spine. 2000;25:2668‑74.

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

Neo M, Sakamoto T, Fujibayashi S, Nakamura T. The clinical risk of vertebral 
artery injury from cervical pedicle screws inserted in degenerative vertebrae. 
Spine. 2005;30:2800-5.
Madawi AA, Casey AT, Solanki GA, Tuite G, Veres R, Crockard HA. Radiological 
and anatomical evaluation of the atlantoaxial transarticular screw fixation 
technique. J Neurosurg. 1997a;86:961-8.
Madawi AA, Solanski G, Casey ATH, Crockard HA. Variation of the groove in 
the axis vertebra for the vertebral artery: implications for instrumentation. J 
Bone Joint Surg Br. 1997b;79:820-3.
Inamasu J, Guiot BH. Iatrogenic vertebral artery injury.  Acta Neurol Scand. 
2005;112:349-57.
Shrout PE,  Fleiss JL. Intraclass correlations: uses in assessing rater reliability. 
Psychol Bull. 1979;86:420-8.
Prieto LLR, Casado A. Assessment ot the reliability of clinical findings: the 
intraclass correlation coeficient. Med Clin (Barc). 1998;110:142-5.
Çvadar S, Arisan E.  Variations in the extracranial origin of the human vertebral 
artery.  Acta Anat (Basel). 1989;135:236-8.
Newton TH, Mani RL. The vertebral artery In: Newton TH, Potts DG. editors. 
Radiol of Skull and Brain. New York: Medibooks Book; 1974. p.1659-709.
Tan M, Wang H, Wang Y, Zhang G, Yi P, Li Z et al. Morphometric evaluation 
of screw fixation in atlas via posterior arch and lateral mass. Spine. 
2003;28:888‑95.
Ebraheim NA, Xu R, Ahmad M, Heck B. The quantitative anatomy of the 
vertebral artery groove of the atlas and its relation to the posterior atlantoaxial 
approach. Spine. 1998;23:320-3.
Taveras JM, Spellman JP. Angiography. In: Taveras JM. Neuroradiology. 3th 
ed. Baltimore: Williams &Wilkins; 1996.
Stauffer ES. Posterior atlanto-axial artrodesis: the Gallie and Brooks techniques 
and their modifications. Tech Orthop. 1994;9:43-8.
Simpson JM, Ebraheim NA, Jackson WT, Chung S. Internal fixation of 
the thoracic and lumbar spine using Roy-Camille plates. Orthopedics. 
1993;16:663‑72.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

REFERENCES 

Acta Ortop Bras. 2009; 17(1):50-4

In our study, we found that VAG was wider and thicker on the left 
side (p<0.05) both on anatomical measurements made by the 
investigators and on radiology, possibly because of the vertebral 
artery prevalence, which is dominant in 42% of the cases on the 
left, 32% on the right, and symmetrical in 26%.24

As a result of the ventral position of vertebral artery within bone 
groove on atlas upper posterior arch, vertebral artery is vulnerable 
during posterior surgical access to skull-brain transition, particularly 
during upper lateral extension of C1 arch. Concerning D1 projec-
tion, we found variable results between right and left sides both for 
investigators’ findings and for radiologic study (p= 0.1428). The 
mean values for D1 projection found on the right in the anatomi-
cal study were 10.96 and 11.20 mm on radiology; and, on the left, 
11.27 and 11.50 mm on radiology. D2 projection measurements 
showed a mean value on the right of 18.83 mm on investigators’ 
mean values, and 19.06 mm on radiology; on the left, a mean value 
of 18.87 was found for investigators’ mean values, and 19.07 mm 
on radiology. These data suggest that the posterior dissection of 
posterior arch should be kept at a lateral distance of 11.2 mm from 
the mid line, and that the upper dissection of the posterior arch 
should be kept within 7.4 mm from the mid line. 
Stauffer et al.25 recommended that the surgical manipulation on 
atlas posterior arch should be bilaterally made at approximately 
10 mm from the posterior mid line in order to prevent against ver-
tebral artery injuries during deeper dissections. Simpson et al.26 
reported that the surgical exposure of posterior atlas should not 
exceed 15 mm from the mid line in adults and 10 mm in children. 
Ebraheim et al.23 showed that the distance between the posterior 

mid line to the VAG edge in the inner posterior arch cortex was 10 
mm for males and 9 mm for females, with a minimum value of 8 
mm for both genders, and that the distance of the posterior mid 
line to VAG edge in the outer posterior atlas arch cortex was 19 
mm for males and 17 mm for females, with a minimum value of 
12 mm for both genders. 
β1 angles measurements showed a mean value of 47.45º on the 
right, and 47.31º on the left. A significant difference was found 
between right and left sides (p>0.05). β2 angle measurements 
showed a mean value of 63.51º on the right, and 62.95º on the left 
(p < 0.01). Ebraheim et al.23 established the angle compared to the 
posterior mid line on sagittal plane, corresponding to β2, obtaining 
approximately 61° for males and 66° for females.

CONCLUSION

Based on the measurements of the 30 C1 cervical vertebrae, we 
presented a detailed set of data addressing vertebral artery groove 
and its correlation with the atlas mid posterior arch line. These data 
may be useful for avoiding vertebral artery injuries during poste-
rior atlas instrumentation. Our study suggest that the ponticulus 
posticus is a usual abnormality, which can be easily confused with 
enlarged atlas posterior arch. We recommend that before inserting 
a screw into what apparently seems to be an enlarged posterior 
arch, surgeons should review cervical spine tomography images in 
order to check the presence of ponticulus posticus and to outline 
medial and lateral boundaries for surgical exposure to achieve safe 
procedures, preventing vertebral artery injuries. 




