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FEATURES & BENEFITS
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Frontal view Sagittal view

Optimized fusion
Wide open design to optimize graft area 
and to enhance bone fusion.

Excellent stability
Inferior and superior teeth on 
surface designed to prevent 
migration.

Original design to maximize 
contact with the cortical 
parts of the vertebral  
endplates for optimum  
primary stability.

Height 4.5 mm 5 mm 6 mm 7 mm

Anatomical shape / Reinforced security
Biconvexity in the frontal and sagittal 
planes designed to fit to the intersomatic space 

Various footprints and heights designed to adapt 
to any morphology, restore interbody height and preserve 
cervical lordosis.

Large cage to support load distribution and optimal attachment 
on the cortical bone.

Perfect anatomical design 
for optimum stability
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Teeth height: 0.5mm

Please refer to the Instructions For Use document enclosed within product packaging prior to use.
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Features and Benefits of PEEK-OPTIMA®

PEEK-OPTIMA® by Invibio is a pure PEEK material designed to meet spine, 
hip and dental implant requirements.

Safety 
-  Elasticity designed to prevent subsidence: 

decreased risk of endplate penetration
-  Rupture modulus is lower than metal: 

decreased risk of bone damage
- Allows for repeated autoclave sterilizations

 Medical imaging (X-ray, CT, MRI) 
- Radiolucent material to allow fusion follow-up 
- Embedded gold markers to facilitate implant placement verification

Biocompatibility 
- No carbon fibers: decreased risk of inflammatory reaction
-  Long history of implantation (since 1999) and successful use in regulatory approved 

devices (CE marked and FDA cleared devices)

 Enhanced bone fusion 
- Load sharing effect 
- Optimum load repartition 
-  Bone growth enhancement due to micromovement
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Interbody arthrodesis is a secure and efficient technique for 
the treatment of cervical spine pathologies.  
The SamarysTM PEEK anterior anatomical cervical cage 
fulfills the requirements for this technique.  
Its unique design allows for optimum interbody fusion. The 
anatomical shape and the pure PEEK composition of this 
implant help to obtain excellent bone fusion. Its broad range 
of footprints and heights permit to answer the needs of all 
situations and anatomical variability.

The SamarysTM anterior cervical cage is a surgical implant 
indicated for cervical arthrodesis via anterior approach, 
designed to achieve bone fusion from C3 to C7 levels. 

It is an interbody cage whose function is to maintain the 
discal height and the radicular decompression by interbody 
distraction. Its design facilitates osteogenesis.

The indications are:

-  Stabilization after treatment of a herniated cervical 
intervertebral disc,

-  Osteophytosis compressing the nerve roots and/or spinal 
cord,

-  Degenerative intervertebral instability.

Bibliography:
-  Pascal-Mousselard H., Daculsi G., Lazennec JY, Catonné Y, Saillant G., Les cages intervertébrales cervicales: analyse critique de la littérature, Maîtrise Orthopédique n°147 

- Oct 2005.
-  Pascal-Mousselard h., Anterior Cervical Fusion with PEEK Cages: Clinical Results of a Prospective, Comparative, Multicenter and Randomized Study Comparing Iliac Graft 

and a Macroporous Biphasic Calcium Phosphate, The Spine Journal, 2006, Volume 6, Issue 5, Pages 136S-136S.

References obtained from congress proceedings:
-  Ganem F, Bernard P, Adam Y, Hansen F. Cervical Grafts in Degenerative Disease. Poster session presented at 18th annual meeting Cervical Spine Research Society; 2002 

June 13-14; Paris, France.
- Bernard P, Ganem F, Ferreira A. Comparison of a Cervical Fusion Cage with Autologous Bone and with Biphasic Ceramic Bone Substitute. Proceeding 2003 June 19-20; 
Barcelona, Spain.
-  Pascal-Mousselard H, Aguado E, Catonné Y, Rouvillain J.L, Daculsi G., Evaluation of an intervertebral cervical cage filled wth injectable bone substitute. Proceedings of the 

SpineWeek International Annual Congress. Processing 2004 May 30 - June 5; Porto, Portugal.

Please refer to the Instructions For Use document enclosed within product packaging prior to use.
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Distraction pin Ø 3.5 mm
21FCD35-xx

Screwdriver for distraction pin
21TRV03

Distractor
21DST02

Surgical protocol/patient positioning 
The procedure is performed under general anesthesia
with endotracheal intubation. 
The patient is positioned in the supine position  
on a standard table. The head is placed in a neutral 
position or rotated in the opposite direction to 
the approach. Rotation should be approximately 30° 
to limit stress on the sterno-cleido-mastoid muscle. 
The shoulders are lowered and fixed with self-adhesive 
strips in order to release the inferior cervical spine.

The skin incision targets the level of the lesion to be 
treated. It is marked on the skin after locating the lesion 
with an image intensifier. It may be horizontal, along a skin 
fold if it is well located. It may also be vertical along 
the sterno-cleido-mastoid for more than two levels.

The platysma muscle is sectioned on the same plane 
as the skin; then two upper and lower detachments are 
created to avoid muscle tension. 
The aponeurotic planes are sectioned with the finger 
up to the anterior surface of the spine.
The muscles along the neck are separated and rugined 
to thoroughly release the operating area and allow proper 
retraction using an autostatic distractor.

Under scopic control, the correct level is located.
The use of a Caspar distractor might be useful: 
first the cervical distraction pins are positioned using 
the screwdriver for distraction pin. 
They should be inserted in the middle of the vertebral 
bodies’ over- and under-lying the discal space to be 
treated and parallel to the endplates. 
All the threads of the pins should be engaged in 
the vertebral bodies. After removing the screwdriver, 
the cervical distractor can be slid onto the distraction pins 
until it reaches the base of the pins (closest to the vertebral 
body).
Then the anterior vertebral ligament is incised down 
to the lateral unco-vertebral articular processes before 
distracting the space.

Note: In case of further utilization of the trial/cage holder with stopper, 
in a shallow intervertebral space, do not forget to position the cervical 
distraction pins as to let enough space for further holder with stopper 
introduction.

Discectomy and preparation of the surgical site
The discectomy starts with the rectangular excision of 
the anterior part of the annulus fibrosus using a scalpel. 

Please refer to the Instructions For Use document enclosed within product packaging prior to use.
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Cage holder
21ICC2A01

Cervical Rasp
21RAP01-xx

Trial implant
21CC2A-15-xxF

21CC2AC-17-xxF
21CC2A-17-xxF
21CC2A-20-xxF

The disc material is resected using curettes and rongeurs. 
After full discectomy, resection of the posterior osteophytes 
and the posterior part of the uncus may provide foramen 
release. For disc herniations, it may be useful to open 
the posterior longitudinal ligament to ensure all disc 
material has been removed. It may prove necessary to use 
a microscope for resecting the posterior disc material.

Preparing the vertebral endplates
The vertebral plates should be prepared and cleaned 
carefully with a curette. A damaged surface may cause 
subsidence of the cage in the vertebral body. 
This procedure is essential to ensure optimum contact 
between the implant and adjacent vertebral endplates 
and to avoid secondary migration. The removal of the 
subchondral parts also improves the bone ingrowth 
through the graft. In order to help you in this disc removal 
step, a cervical rasp (height: 4,5mm) reproducing 
the shape of the Samarys cage is also included in 
the Samarys set. 

Option: Several cervical rasps are also available upon request in 6 
additional heights (ranging from 5 to 10mm). The rasps should be 
selected according to the intervertebral height and carefully inserted until 
resistance is felt.

Note: It is important to use these instruments with caution so as not 
to excessively rasp the endplates and to insert the instrument too 
posteriorly.

The following steps describe the surgical technique without 
the distractor.

Insertion of the trial implants
A set of trial implants are used to determine the ideal 
implant size. Trial implants are color coded according 
to the footprints, facilitating the identification of the 
corresponding cage. The heights can be checked by 
the laser-marking. They range from 4.5mm to 10mm.

The trial is secured onto the cage holder by tightening 
the inner part of the instrument into the central hole 
of the trial. A horizontal groove improves the stability 
during impaction. It is then impacted into the intervertebral 
space. Having no retaining edges, the trial can be easily 
removed.

Note: To determine the size of the most suitable cage, it is recommended 
to first insert the smallest trial implant, and sequentially select the next 
bigger one till the proper size is achieved. It is recommended to use the 
biggest implant possible considering patient anatomy. Choice of the 
adequate size is then left to the surgeon’s discretion. The height to be 
restored can be determined according to the adjacent disc heights or the 
facet parallelism at the index level.

Note: If caspar distraction is used, it is mandatory to release distraction 
after insertion of the trial.

Please refer to the Instructions For Use document enclosed within product packaging prior to use.
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Cage holder with stopper
21ICC2A03

Socket
21SOC02

Graft pusher
21COM03
21COM07

Graft filling
Bone graft material (autologous, bone substitute…) has to 
be compacted into the implant. To help this compaction, 
the cage should be positioned on the cage socket.

The upper and lower faces of the cage have wide openings 
to offer optimum graft volume and contact area. A graft 
pusher matching the internal cavity shape of the cage is 
used to compact the graft (two different graft pushers are 
available and have to be chosen according to the footprint 
of the selected cage).

Cage insertion
After filling, the cage is carefully secured onto the cage 
holder or onto the cage holder with stopper.  
To hold the cage, the inner part of the holder is fixed into 
the front hole of the cage (same maneuver as for the trial. 
Be careful to not too excessively tighten the holder onto 
the cage as to preserve the thread and PEEK cage integrity). 
Double check the cage orientation (sagittal curvature at the 
top). To help, the cage also features a triangle marking (∆) 
on its lateral face that allows to identify the top of the cage. 
The holder has small dimensions that prevent visual 
obstruction of the implant.

The cage should be carefully impacted with the distractor 
slightly distracted in order to allow for introduction of the 
cage while preventing the risk to impact it too posteriorly. 
When using the cage holder with the stopper, the circular 
stop at the extremity of the instrument prevents the cage 
from moving too far posteriorly. The anterior edge of the 
cage stops at 1.5mm from the anterior wall of the vertebrae.
Caution: The cages from 8mm have a height superior to 
that of the stopper; hence the stop is not functional for 
cages with a height of 8mm and higher. Although the cage 
holder features a stopper, it is advisable to insert the cage 
with caution and vigilance. Introducing the cage under 
C-arm control can be helpful in this respect.

The holder is removed after implanting the cage by releasing 
its inner part.

Note: The Samarys cervical cage ensures immediate post-operative 
stability of the spine but, in some cases, internal fixation, cervical plate,... 
or external collar brace, can be added at the surgeon’s discretion.

Closing the approach wound
The approach wound is closed after rinsing. 
The haemostasis is checked and a suction drain should be 
placed on the anterior face of the spine. 
The platysma muscle must be carefully restored, and the 
skin closed by intradermal stitches with resorbable thread.

Removing the implant (optional)
If the instrumentation must be removed, before fusion, 
the cervical approach is used, down to the instrumented 
area. Bone bridges between the implant and the vertebral 
bodies must be sectioned. The cage holder is placed 
onto the cage to facilitate implant removal.

Please refer to the Instructions For Use document enclosed within product packaging prior to use.
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Cage holder 21ICC2A01
Graft pusher 21COM03
 21COM07Cage holder with stopper 21ICC2A03

Cervical distractor 21DST02 Screwdriver for distraction pin 21TRV03

 Length (mm) Ref.
 12 21FCD35-12*
 14 21FCD35-14
 16 21FCD35-16

Implants

Width

Depth

Height

Teeth height: 0.5 mm

Trial implants for:

  Color code  Ref.
 11CC2A15-xx Gold 21CC2A15-xxF
 11CC2AC17-xx Silver 21CC2AC17-xxF
 11CC2A17-xx Green 21CC2A17-xxF
 11CC2A20-xx Fuschia 21CC2A20-xxF

NOTE: Trials corresponding to implants size on request, are also 
available upon request. Delivery time to be confirmed with order.

Cervical distraction pin Ø 3.5 mm 
21FCD35-xx

Instruments

The implants are delivered sterile.

PEEK Anterior 
Anatomical 
Cervical Cage

 Height (mm) Ref. Ref. Ref. Ref.
 4.5 11CC2A15-45S* 11CC2AC17-45S* 11CC2A17-45S* 11CC2A20-45S*
   5 11CC2A15-5S 11CC2AC17-5S 11CC2A17-5S 11CC2A20-5S*
   6 11CC2A15-6S 11CC2AC17-6S 11CC2A17-6S 11CC2A20-6S*
   7 11CC2A15-7S* 11CC2AC17-7S* 11CC2A17-7S 11CC2A20-7S*
   8 11CC2A15-8S* 11CC2AC17-8S* 11CC2A17-8S* 11CC2A20-8S*
   9 11CC2A15-9S* 11CC2AC17-9S* 11CC2A17-9S* 11CC2A20-9S*
 10 11CC2A15-10S* 11CC2AC17-10S* 11CC2A17-10S* 11CC2A20-10S*

Depth 12 mm
Width 15 mm

Depth 13 mm 
Width 17 mm Width 17 mm

Depth 15 mm

Width 20 mm

Cervical Rasp 

21RAP01-5*
21RAP01-6*
21RAP01-7*

21RAP01-8* 
21RAP01-9*
21RAP01-10*
21RAP01-45

*Upon request. Delivery time to be confirmed with order.
Socket 21SOC02

Please refer to the Instructions For Use document enclosed within product packaging prior to use.



Only for information. 
Subject to modification without notification.
For updated IFU, please contact your local customer service.



A titre d’information.
Sujet à modification.
Notice complète disponible auprès de votre service client.



Para información soló
Puede ser modificado sin notificación
Para instrucciones de uso actualizados, contactad el atención al cliente local 



A solo scopo informativo
Soggetto a modifica senza notifica
Per richiedere istruzioni d’uso aggiornate, contattare il Servizio Clienti locale.



Non contractual pictures.
Please read carefully the instructions for use bulletin.
Devices may be subject to modification. Patented.

This product is not available for sale in the United States of America.

Samarys & Alphatec Spine logo are trademarks of Alphatec Spine, Inc. (C) 2008 Alphatec Spine, Inc. All rights reserved.

Corporate Headquarter: 
ALPHATEC SPINE, INC.
5818 El Camino Real
Carlsbad, CA 92008 - U.S.A.
TL +1 460 431 9286
www.alphatecspine.com

International Headquarter:
SCIENT’X-ALPHATEC SPINE 
22, avenue Jean Bart
78960 Voisins-le-Bretonneux - FRANCE
TL +33 (0)1 39 30 69 30 - FX +33 (0)1 30 43 82 77
www.scientx.com
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