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Futroduetion &

Introduction

Vertebral column resection (VCR) is defined as a circumferential
resection of at least one vertebra with all its anterior and posterior
elements along with the adjoining intervertebral discs. It was first
described by Bradford as a combined approach requiring posterior
stabilization, and anterior vertebrectomy and reconstruction. Combined
anterior and posterior resection requires a lengthy operation (1). Suk et
al. (2) first promoted a posterior-only VCR. They believed the total
operating time and blood loss was reduced through this one-stage

posterior-only procedure.

Vertebral column resection has been suggested for tumors (3), and
spondyloptosis (4). Also, VCR has been described for severe rigid

angular deformities (5).

A deformed section of the spine as seen in cases of congenital
kyphoscoliosis or post-infectious kyphosis not only affects the
development of the remaining healthy spine, but also that of the chest
wall, the extremities and body balance. Decompensation in the sagittal
plane of the spine leads to specific complaints such as pain,
cardiopulmonary compromise, significant cosmetic problems,
limitation of the activities of daily living, psychological implications
and neurological impairment (6). Sufficient restoration of alignment
may not only result in better fusion, but also in better spinal canal

decompression (7,8).
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Aim of the Work

This prospective study is conducted to evaluate the results of
posterior vertebral column resection (PVCR) in patients needing
corrective reconstructive surgery or decompressive surgery of kyphotic
or kyphoscoliotic spinal deformity resulting from congenital,

developmental, traumatic or infectious conditions.
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Introduction

The spine is normally formed of four curves in balance,
intrauterine and at birth, only the two primary kyphotic curves are
present at the thoracic and sacrococcygeal area. The secondary lordotic
curves of the cervical and lumbar areas are considered compensatory
and develop when the child holds his head upright and when he begins
to stand and walk (Fig. 1) (9,10). These Lordotic curves compensate
for kyphotic degrees of the primary curves to balance the spine

sagittaly.
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Fig (1): Sagittal spine profile (10).




