W ot #® H & & X
vol. 9. No. 3. Jufy, 1996

FaFy WS T % I AdE ¥
A7t A A= Wt

Qe Y Y sead
Aegdaye FPdgsetad®

ERE g
— Abstract—

Change of Canal Compromise After Ligamentotaxis in
Thoracolumbar Burst Fracture

Kyu Jung Cho, M.D., Min Suk Yang, M.D.*

Depariment of Orthopedic Surgery, INHA University Hospital
Department of Orthopedic Surgery, Seoul National University Hospital*

Twenty-one patients with burst fracture of the thoracolumbar spine were treated by posterior pedi-
cle screw instrumentation and fusion. We assessed canal compromise using CT scan preoperatively
and its restoration shortly after instrumentation for confirmation of effect of ligamentotaxis. The
amount of neurologic recovery in each patient was compared to the final area of the spinal canal.

The mean initial canal compromise was 42.6% and this was reduced to 16.2% postoperatively. The
mean sagittal diameter was 10.2za preoperatively & 12.9em postoperatively. We achieved a mean
reduction of canal compromise of 62%.

A significant correlation between preoperative canal compromise and amount of restoration, or
severity of neurologic deficit could not be established.

Ligamentotaxis by pedicle screw instrumentation could effectively decompress the canai in thora-
columbar burst fracture.
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Fig. 1-A, B. Postinjury laterat radiograph and CT shows L1 burst
fracture and 48% canal compromise.

Fig. 1-C, D. Postoperative radiograph and CT shows 219 re-
sidual canal compromise.




Fig. 2-A, B. Preoperative radiograph and CT with L2 burst {racture
shows 82% canal compromise and Frankel C neurolog-
ic function,

-A

W Fig. 2-C, D). Postoperative radiograph and CT shows 18% residual com-
promise. At follow up, neurologic recovery was complete.
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Table 2. Correlation of neurclogic deficit and canal
compromise

Canal compromise

Neurclogic deficit  Noof pt

average(%) range(%)
normatk 7 39 i1-54
incomplete 10 47 25-82
complete 4 44 27-69
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Table 3. Correlation of change of canal compromise and neurologic recovery

Canal compromise

Neurologic recovery No of pt, preop postop
average(%) range(%) average{%) range{%)
recovered g 45 25-82 22 12-31
unrecovered 6 31 - 32-69 25 15-35
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