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Summary

Summary

The surgical approaches for cervical fractures include
anterior, posterior, and combined approaches. Lateral mass
plating is widely accepted as one of the posterior fixation
methods for the lower cervical spine fractures from the C3
through C7 vertebrae.

This approach is also useful for instability occurring
after multiple-level anterior cervical fusion, multiple
laminectomies due to myelopathy, cervical tumor removal, and
surgery for degenerative diseases.

Although excellent results have been reported using
lateral mass screw plating, neurovascular complications may
potentially result from this approach because of its anatomic
proximity to vital structures, such as the vertebral artery,
cervical nerve root, and spinal cord.

Brain complications such as cerebellar or brain stem
infarction secondary to Vertebral artery injury are very rare,
although the screwing procedure may injure the vertebral
artery during the operation.

Several screw placement techniques have been
previously described.The most common two techniques are
that described by Roy—Camille and Magerl, The technique
developed by Roy-Camille et al places the screw halfway
between the articular surfaces of the facets and halfway
between the lamina facet line and the lateral margin of the
lateral mass. The screw is placed at the midpoint of the lateral
mass and angled 10 degrees laterally, this method provides an
easy technique for lateral mass screw placement , yet It utilizes
unicortical scews only to avoid screw penetration into the
foramen transversarium and vertebral artery injury, which
affects the screw pullout strength , and other techniques has
been advised to overcome such problems.
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Introduction and Aim of the Essay

Introduction

The posterior plate fixation of the cervical spine is an
effective method for the treatment of traumatic and
degenerative instability, This method of fixation is
particularly useful, in those cases with cervical instability
requiring posterior stabilization where the spinous processes
and laminae are absent (after decompression) or incompetent
(after fracture) .

Traditional methods such as spinous process and
sublaminar wiring require the addition of involved levels
above or below the desired fusion level. Most wiring
techniques can be performed only if some portions of the
posterior elements are left intact. However, since in many
clinical situations posterior elements are absent or
insufficient, the use of wire fixation techniques is frequently
precluded. Providing an effective stabilization in this
situation has been revolutionized during the past decade with
the introduction of plate screw fixation.

The use of metal plates and screws to stabilize the cervical
spine from posterior approach minimizes the disadvantages
inherent in many of the other operative procedures .

The main indication for posterior cervical plating is
traumatic instability especially injury to the posterior bony and
ligamants structures. Additionally, posterior plating have also
been used in cervical spondylotic myelopathy and post
laminectomy instability.

Several different techniques have been described for
insertion of screws into the lateral mass. All involve screw
insertion sites near the center of the lateral mass or more
medially, angled laterally in the transverse plane. In the sagital
plane, the screws are directed perpendicular to the posterior



Introduction and Aim of the Essay

surface of the lateral mass or cephalad, approximating the
angle of the facet joints.

The more cephalad-directed screw insertions have been
shown to provide a longer screw length and avoid violation of
the inferior facet joint., The classic screw insertion techniques
are described by Magerl and Roy-Camille, they differ widely
with respect to starting position, lateral and cephalad
angulation .

Since pedicle anatomy in cervical spine shows great
variations, screw insertion into the cervical pedicles is not
widely accepted, although there are many studies attempting
screw fixation in this region with good results.

The stability of the cervical spine plating system is
dependent on a number of factors. One of these factors is the
strength that the screw has in terms of bony purchase. The
initial description of the technique utilized bicortical screw
purchase.

Complications related to the insertion of lateral mass plates
and screws are mostly limited to injury to neurovascular
structures,they include nerve root injury ,direct vertebral artery
injury , violation of the facet joint , and screw pullout .

The challenge to the surgeon is balancing what is safe
versus what is biomechanically sound. The added benefit of
bicortical purchase must be weighted against the increased
risk of injury to nerve roots and the vertebral artery.



