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Comparison of cervical sagittal balance after anterior cervical corpectomy and laminoplasty
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[ Abstract ] Objective To compare the sagittal balance parameters following the procedures of anterior cervical corpectomy
and fusion ( ACCF ) and posterior laminoplasty. Methods ~Clinical and radiographical data of 100 patients who underwent
ACCF ( anterior group, n=53) or laminoplasty ( posterior group, n=47 ) from February 2010 to January 2013 were reviewed
retrospectively. The pre- and postoperative Japanese Orthopaedic Association( JOA ) score, C,7 Cobb’s angles, sagittal vertical
axis (SVA ) and Ti-slope were recorded respectively, and were used to analyzed the postoperative sagittal balance. Results
All the operations were successfully completed. The follow-up period was (25.5 +3.2 ) months. There was no significant
difference in pre-operative JOA score, C,;7 Cobb’s angle, SVA and Ti-slope between anterior and posterior groups. At the final
follow-up, JOA score, C,; Cobb’s angles and SVA were significantly improved, and the differences were statistically
significant between the 2 groups ( P<0.05). In anterior group, no significant difference in postoperative kyphosis rate
was noted between the high Ti-slope group and low Ti-slope group. In posterior group, a higher rate of kyphosis was observed
in high T-slope group( P<0.05 ). Conclusion ACCF is an optimal option for maintaining cervical sagittal balance compared
with laminoplasty. In patients with high Ti-slope, ACCF should be suggested to avoid postoperative sagittal imbalance.
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Fig. 1 Cervical sagittal parameters
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