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Abstract—Cervical laminoplasty was made to reduce the
complications of the simple laminectomy. The main indication is
degenerative cervical myelopathy with posterior compression to
two or more levels. To simplify this procedure with more
effectiveness, we conceived a cervical laminoplastica with
polypropylene mesh, generally used in abdominoplasty, to
provide  more  resistance  during  mechanisms  of
flexion-extension. MATERIALS AND METHODS: We
analyzed 35 patients (27 males, 8 females) with degenerative
cervical myelopathy who underwent surgical tretament at our
institution between 2010 and 2015. RESULTS AND
DISCUSSION: The main duration of surgery was about 90
minutes without intra or post-operative complications. Clinical
and radiological follow-up was done at 1, 3 and 6 months, with
cervical dynamic Rx and cervical RM at 1one year. There were
no complications and 70% of the patients experienced a stable
clinical improvement, while in 30% of patients stabilization of
clinical deficits. The duration of the superior clinical to one year
and the age > of 70 years the more meaningful negative
prognostic indicators have appeared. CONCLUSIONS: A
clinical history more than one year and the age elder than 70
years appear the main negative prognostic factors. The
advantage of the laminoplasty is a smaller anatomical damage
of the posterior elements without cervical instability, and use of

polypropylene mesh provides more resistance during
flexion-extension.
Index Terms— Cervical myelopathy; Laminectomy;

Laminoplasty, Polypropylene.

I. INTRODUCTION

The surgical treatment of multilevel cervical myelopathy is
controversial. Different surgical approaches were proposed
and used: multilevel anterior discectomy, multilevel
somatectomy, laminectomy with or without posterior fusion
and/or arthrodesis amd laminoplasty. In 1973 Oyama et al. [1]
first described cervical laminoplasty as an alternative to
laminectomy connected with many complications. The main
indications of this technique are OPLL and degenerative
cervical myelopathy with posterior compression to two or
more levels [2]-[5].

Il. MATERIALS AND METHODS

To simplify this procedure with more effectiveness, we
conceived a cervical laminoplasty with use of polypropylene
mesh (Fig.1), generally used in abdominoplasty, to provide
more resistance during mechanisms of flexion-extension.
Polypropylene helps reconstruction and reinforcement of the
abdominal wall during surgery of inguinal and incisional
hernias increasing muscolar and fascial solidity.
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Figure 2: Pre-operative (A) and post-operative (B) sagittal T2
weighted magnetic resonance of cervical spine without contrast
showing cervical myelopathy with posterior compression to two or
more levels.

We analyzed 35 patients (27 males, 8 females) with
degenerative cervical myelopathy who underwent surgical
treatment at our institution between 2010 and 2015. All
patients underwent pre-operative static and dynamic cervical
radiography, cervical MRI without gadolinium and
electromyography (Fig.2A). Three patients underwent
previously a multilevel anterior discectomy.

I1l. RESULTS AND DISCUSSION

The main duration of surgery was about 90 minutes without
intra or post-operative complications. Clinical and
radiological follow-up was done at 1, 3 and 6 months, with
cervical dynamic Rx and cervical RM at lone year (Fig 2B,
Fig. 3).
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Figure 3: Post-operative dynamic cervical radiography during
extension (A) and during flexion (B).

There were no complications and 70% of the patients
experienced a stable clinical improvement, while in 30% of
patients stabilization of clinical deficits. At two years we have
not observed cases of spinal instability, kyphosis or
progressive neurological deterioration. The simple cervical
laminectomy, well tolerated especially in elderly patients,
expose to late complications such as post-operative kyphosis
and instability [6]-[8] Kyphosis and instability of the cervical
spine usually are related to simple laminectomy performed in
young patients for other pathology (tumor) because of
extendend facet joint resection [9]. Clinically these
complications occur as neurological deterioration after many
weeks or months after surgery. Cervical laminoplasty was
described by Oyama et al in 1973 to reduce complications
related to the simple laminectomy. Cervical laminoplasty is a
necessary complement to the simple laminectomy. The
cervical canal is widened with repositioning of the lamina and
spinous process [10]. Indications for laminoplasty are OPLL
and degenerative cervical myelopathy with posterior
compression to two or more levels. To overcome the
limitations of the multilevel laminectomy different
techniques of laminoplasty were proposed with the use of
grafts and implants of various types: "open door", "tension
band", "Z-Type", laminoplasty double door, etc. The main
complications of laminoplasty are an inadequate expansion of
the cervical canal (restenosis), C5 palsy, persistent neck pain,
stiffness of the cervical spine for failure to preserve a normal
cervical motility [11],[12]. In literature there is not
agreement about which type of laminoplasty is the most
advantageous [13, [14].

IV. CONCLUSIONS

Laminoplasty with polypropylene mesh seems to combine
traditional laminectomy (simple technique with easy
foraminotomy in case of radiculopathy and complete removal
of the elements in case of cord compression) with the
theoretical advantages of the laminoplasty (greater cervical
stability) simplifying the surgical procedure and resetting the
most common complications of simple laminoplasty. A
clinical history more than one year and the age elder than 70
years appear the main negative prognostic factors. The
advantage of the laminoplasty is a smaller anatomical damage
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of the posterior elements without cervical instability, and use
of polypropylene mesh provides more resistance during
flexion-extension.

Consent

Written informed consent was obtained from the patients for
publication of this case report and any accompanying images.

Abbreviations: MRI: Magnetic Resonance Imaging, OPLL:
Ossification of the posterior longitudinal ligament.
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