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Abstract 

 

Degenerative Cervical Myelopathy (DCM) is an age-

related disease of the cervical spine and represents one of 

the most common causes of spinal cord dysfunction. The 

aim of the study was to compare between mutltilevel 

cervical laminectomy,and multilevel cervical laminectomy 

with lateral mass fixation in patients with cervical 

spondylotic myelopathy regarding the functional clinical 

outcome and cervical spine normal sagittal alignment. This 

work is a prospective study of two groups of randomly 

selected patients. The first group (n= 20) underwent 

cervical laminectomy while the second group (n=18) 

underwent cervical laminectomy with lateral mass fixation. 

Patients were followed up for 12 months duration using 

functional modified Japanese orthopedic score (mJAO), 

andmeasurement of C2-C7 cobb`s angle to evaluate post-

operative cervical sagittal alignment.The results revealed 

that both approaches has good functional outcome with no 

significant changes on the normal cervical lordosis. 

 

Key words: Degenerative cervical myelopathy, 

Laminectomy, Lateral mass fixation, Modified Japanese 

orthopedic score, Cobb`s angle.  
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Introduction 

Cervical spondylotic myelopathy (CSM) is a 

progressive degenerative disease and is the most common 

cause of cervical spinal cord dysfunction. CSM can be due 

to direct compression of the spinal cord, or surrounding 

blood vessels, resulting in varied clinical symptoms. 

Spondylosis has been shown as the most common etiology 

for cervical myelopathy in people aged 55 years or older 

(Bakhsheshian et al., 2017). 

The pathophysiology of CSM is now thought to be 

multifactorial with both static factors causing stenosis and 

dynamic factors resulting in repetitive injury to the spinal 

cord playing a role. It has been postulated that the absolute 

size of the spinal cord may be an important factor in the 

development of symptoms from CSM. Cervical 

myelopathy encompasses a range of symptoms and 

examination findings including motor and sensory 

abnormalities related to dysfunction of the cervical spinal 

cord (Lebl et al., 2011). 

Since its advent, magnetic resonance imaging (MRI) 

has played an indispensible role in the management of 

patients with cervical spondylotic myelopathy (CSM). 

There has been major advancement in MR technology over 

the past several decades, resulting in enhanced resolution 

and image quality (Ellingson et al., 2015). 

The surgical management of CSM has evolved 

considerably over the past 40 years; however, no surgical 

treatment is without associated morbidity. Laminectomy 

was initially regarded as the gold standard treatment of 

multilevel cervical myelopathy due to the extensive 
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decompression this procedure afforded. Laminectomy was 

eventually augmented to include posterior fusion. However, 

fusion of the cervical spine results in alteration of normal 

cervical biomechanics, as axial and rotational forces are no 

longer physiologically distributed to subjacent spinal 

structures. The alterations to force distribution following 

fusion procedures of the cervical spine have been 

associated with increased rates of adjacent segment 

degeneration (Woods et al., 2011). 

The surgical procedures include anterior and 

posterior approaches, the choice of which depend on the 

cervical alignment and the levels and sources of 

compression. In patients exhibiting preserved cervical 

lordosis and >3-level canal stenosis laminoplasty or 

laminectomy with or without fixation was performed. In 

the case of significant compression on the posterior side, 

posterior approach was also selected, even if the patients 

exhibited <3-level compression (Kong et al., 2013). 

If necessary, fusion can be done in conjunction with 

laminectomy or laminoplasty and can better preserve 

lordosis but at the consequence of greater limitation of 

motion and potential fusion/instrumentation-related 

complications (Rhee and Basra, 2008). 

After the introduction of lateral mass screw fixation 

by the Roy-Camille in 1972, various protocols on lateral 

mass screw positioning were suggested in consideration of 

nerve root and vertebral artery injury, facet joint violation, 

successful bone fusion and convenience of screw fixation 

(Kim et al., 2012). 
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Cervical laminectomy, by removing the posterior 

bony elements, allows the spinal cord to migrate dorsally 

away from anteriorly situated compressive pathology, 

while also affording direct relief from dorsal 

stenosis/spondylo-arthrosis. Laminectomy, whether 

offering ventral or dorsal decompression, improves cervical 

cord perfusion (McAllister et al., 2012). 

However, although the effectiveness of cervical 

laminectomy was documented repeatedly, there were still 

concerns over postoperative kyphotic deformity, cervical 

instability, and late deterioration (McAllister et al., 2012). 
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Aim of the Work 

To compare between mutltilevel cervical 

laminectomy, and multilevel cervical laminectomy with 

lateral mass fixation in patients with cervical spondylotic 

myelopathy regarding the functional clinical outcome and 

cervical spine normal sagittal alignment. 


