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Abstract
Background: The goal of surgery for cervical spondylotic myelopathy (CSM) is to open the space for
the spinal cord. There are many successful surgical techniques for treating CSM. The goal of surgery is
to open the space for the spinal cord, or "decompress" the spinal canal. The decompression is performed
either from the front of your neck (anterior) or the back (posterior). Each approach has its advantages and
disadvantages.
Aim and Objective: To manage the cervical myelopathy by different surgical techniques presented to
department of Orthopaedics, BPKIHS, Dharan.
Materials and methods: This is retrospective interventional study done at the department of
Orthopaedics, BPKIHS, Dharan, Nepal over a period of 2 years from March 2012 to April 20014. A total
of 15 patients with cervical myelopathy were treated by different surgical technique. The patient’s age
ranged from 50 to 65years and the mean follow-up was 12 weeks.
Results: The study comprised of 55 patients with cervical spine injuries were treated by pedicle screw
The age incidence in this series ranged from 20 years to 60 years. 40 patients were males and 20 was
female.
Discussion: The primary goal of surgery for CSM, regardless of approach, is to stabilize the spine and
prevent neurologic problems from getting worse. The goal is not necessarily to restore normal function.
A secondary goal is potentially improving the associated neck pain, motor (weakness), sensory
(numbness/tingling), and gait (walking) disturbances. Final outcomes from the surgery vary. Typically,
one-third of patients improve, one-third stay the same, and one-third continue to worsen over time, with
respect to their pre-surgical symptoms. Elderly patients have higher rates of complications from surgery.
So do overweight patients, diabetics, smokers, and patients with multiple medical problems.
Conclusion: People with CSM are recommended for surgery to make sure that their symptoms do not get
worse.
Keywords: Cervical pedicle screw, lower cervical spine, lateral mass

1. Introduction
Cervical Myelopathy refers to the narrowing of the spinal canal of the vertebral column in the
neck from osteoarthritis and the damage to the spinal cord that may result from this. It is an
important disease of the aged. It develops insidiously and is often either not noted for some
time or ascribed to other, more harmless conditions. Cervical Myelopathy are usually over 50
years of age and progressive loss of function, Pin-and-needles in the hands, Stiff ness and
insecure gait in the legs, significant impairment of function may result. Early recognition is
important.
Cervical Myelopathy commonly caused by arthritis in the neck or degenerative changes in the
discs. Symptoms include painful stiff neck, radiculitis, clumsiness while walking, Can lead to
permanent nerve or spinal cord damage if untreated.The goal of surgery for cervical
spondylotic myelopathy (CSM) is to open the space for the spinal cord (decompress)the spinal
canal. The decompression is performed either from the front of your neck (anterior) or the
back (posterior).Each approach has its advantages and disadvantages
1.1 Surgical treatment
Surgery is the most reliable way of removing the compression on the spinal cord.
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This compression is in its essence physical and can therefore
be dealt with best by physical i.e. surgical means. Factors
which would mitigate towards an operation would be: severe
disability, a relentlessly progressive course (40%– 75%), a
rapid deterioration of the myelopathy, a significant instability
between two vertebrae on plain flexion – extension X-ray
films: a shift of more than 3 mm, particularly if this can be
shown to have increased with time would suggest surgical
instability, a more marked narrowing of the canal on imaging
(> 30% narrowing), a “banana” shaped deformity of the cord
on MRI, a marked increased signal in the cord on MRI,
markedly abnormal somato-sensory evoked potentials, the
absence of contra-indication, like significant co-morbidity and
substantial remaining life-expectancy.

Complications, Anterior Approach

1.3 Aim and Objectives
To manage the cervical myelopathy by different surgical
techniques presented to department of Orthopaedics, BPKIHS,
Dharan
2. Materials and methods
This is a retrospective interventional study done at the
department of Orthopaedics, BPKIHS, Dharan, Nepal over a
period of 2 years from March 2012 to April 2014. A total of 15
patients with cervical myelopathy were treated by different
surgical techniques. The patient’s age ranged from 50 to
65years.The mean follow-up was 12 weeks. A total of 15
patients with cervical myelopathy were treated by different
surgical technique. The patient’s age ranged from 50 to 65
years. The mean follow-up was 12 weeks.
3. Results
The study comprised of 15 patients with cervical spine injuries
were treated by pedicle screw. The age range was 50-65
years.9 males and 6 females were included in the study.12
were operated with anterior approach and 3 from posterior
approach. Few complications noted in anterior approach but
none in posterior approach

Complitations, Poaterior Approach

Intra-Operative/ Post -operative Pics
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Fig 1

Fig 2

4. Discussion
Choosing the right patient for a surgical procedure is as
important as the expert performance of the operative technique
itself. “Going after the pathology” dictates whether an anterior
or posterior approach should be utilized. However, for patients
in whom there is a loss of the normal lordotic curvature and
cervical canal stenosis, posterior decompression alone can lead
to progression of kyphosis and does not improve myelopathy.
The need for extensive anterior or posterior decompression

alone can lead to postoperative instability and progressive
myelopathy, as well.
Several studies have shown that anterior cervical corpectomy
or discectomy at more than one level is associated with
decreased fusion rates and structural construct dislodgement
Presumably, this is because the number of surfaces requiring
fusion increases with the number of levels of discectomy,
thereby reducing the probability of adequate fusion.
Circumferential cervical fusion has been shown to be
beneficial in ameliorating the increased incidence of failure
with anterior corpectomy and fusion involving more than two
levels and in decreasing anterior strut-graft dislodgement.
Therefore, anterior decompression of more than three levels
should be accompanied by posterior stabilization.
Degenerative disease with instability adjacent to prior fusions
has been an increasingly recognized phenomenon. This has
been reported to occur in 3% of patients undergoing spinal
fusion, with the adjacent disease most often occurring at C5–6
and C6–7.In our series we had three patients who required
extension of a prior fusion due to adjacent-level disease. The
use of dynamic anterior plates has decreased the incidence of
strut-graft dislodgement seen with static anterior plates and
buttress plates without posterior fusion; therefore, we
exclusively use dynamic plating.
We prefer to place lateral mass screws in the cervical spine
from C2–C6 with bicortical purchase and pedicle screws in C7
and the upper thoracic spine. For C7 and upper-thoracic
screws.
We prefer to perform circumferential cervical fusion in one
stage whenever possible. Nevertheless, in select patients with
comorbidities that would put them at significant risk with
increase in operative length, it is safer to stage the procedure.
We do not routinely recommend the use of external halo
stabilization after circumferential fusion unless there is
significant concern regarding the stability of the fusion due to
a history of previous non-fusion, severe deformity, or a fusion
spanning several levels is performed where significant strain
will be placed on the hardware. Epstein reported the use of
halo stabilization in all patients, likely due to the use of
posterior interlaminar wiring as opposed to screw and rod
instrumentation. Halo immobilization is uncomfortable for
patients, has associated complications and morbidity, and, in
our opinion, is unnecessary in most cases.
The primary goal of surgery for CSM, regardless of approach,
is to stabilize the spine and prevent neurologic problems from
getting worse. It is not necessary to restore normal function. A
secondary goal is potentially improving the associated neck
pain, motor (weakness), sensory (numbness/tingling), and gait
(walking) disturbances. Final outcomes from the surgery vary.
Typically, one-third of patients improve, one-third stay the
same, and one-third continue to worsen over time, with respect
to their pre-surgical symptoms. Higher rates of complications:
Elderly patients, overweight patients, diabetics, smokers, and
patients with multiple medical problems.
The study comprised of 15 patients with cervical spine injuries
were treated by pedicle screw. The age range was 50-65
years.9 males and 6 females were included in the study.12
were operated with anterior approach and 3 from posterior
approach. Few complications noted in anterior approach but
none in posterior approach
5. Conclusion
People with CSM are recommended for surgery to make sure
that their symptoms do not get worse.Surgery is relatively safe
and effective. No need to be unreasonably scared.
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