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Prognostic factors of surgical treatment for acute traumatic central cord syndrome/ZHU Dezhou, GAO
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[Abstract] Objectives: To investigate the effectiveness of surgical treatment of acute traumatic central cord
syndrome (ATCCS), and to analyze the factors of affecting postoperative spinal cord function recovery.
Methods: Totally 53 patients with ATCCS who underwent orthopedic surgical treatment in our hospital from
2015 to 2017 were reviewed, including age, gender, pathological signs, intrinsic muscle strength of hand at
admission,  paravertebral soft tissue injury, the length of high signal in spinal cord, maximum canal
compromise (MCC), maximum spinal cord compression (MSCC), the interval from injury to surgery, surgical
approach, the ASIA score(motor, sensory) and JOA score at admission and the final follow—up. The factors of
affecting postoperative spinal cord function recovery were analyzed. Results: In the cohort of 53 patients, the
mean age was 55.57+9.68 years, 39 patients were males(74%), 14 patients were females(26%). The average
interval from injury to surgery was 6.85+5.39 days. 19 cases underwent anterior surgery, 34 cases underwent

posterior surgery. The results showed that the old age (61.14+7.55 vs 53.56+9.65 years old), the intrinsic
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muscle strength of hand was poor (5.43 £5.95 vs 9.49 +4.99 points),  pathological signs were positive

(positive/negative)(10/4 vs 15/24 cases), the T2—-weighted MR showed paravertebral soft tissue injury (8/6 vs
9/30 cases) and long length of high signal in spinal cord(25.87+13.85mm vs 18.08+10.68mm) were the main
factors for poor prognosis(P<0.05). And gender(29/10 vs 10/4 cases), MCC[(43.18+10.96)% vs (49.14+7.94)%],
MSCC[(26.75+£10.81)% vs (28.67+9.59)%], admission ASIA motor score(74.18+22.78 vs 60.00+22.35 points),
admission ASIA sensory score(101.38+8.93 vs 93.14+16.38 points), the interval from injury to surgery(7.51%
5.87 vs 5.00£3.23 points), surgical approach(15/24 vs 4/10 cases) had no significant effect on prognosis(P>
0.05). Conclusions: Surgical treatment is safe and effective for ATCCS. Advanced age, positive pathology, low

intrinsic muscle strength of hand at admission, injured paravertebral soft tissue and long high signal length in

Chinese Journal of Spine and Spinal Cord,2018,V0l.28 ,No.11

spinal cord indicate that the spinal cord function recovery is poor after operation.

[Key words] Acute traumatic central cord syndrome; Cervical surgery; Prognosis; Spinal cord injury
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b AR (DY), 3 B 52 TR e RAL R A8 (di), B4 17 BE 1 F 4% 1 A7 BERHE 3 < IR 12 (Da .Db) M1 B < K 42 (da.db) ,
MCC=[1-2xDi/(Da+Dh)]x100% , MSCC=[1-2xdi/(da+db)]x100%

Figure 1 T2-weighted MR image showed high intensity signal in the prevertebral and posterior ligament region Figure

2 7€ MRI &R T2 12 BB 86 N & 5 5 K B, MER I s 748

2  Measurement of the length of the high intensity signal in spinal cord, Di, di, Da, Db, da and db on T2-weighted
MR image, MCC=[1-2xDi/(Da+Db)]x100%, MSCC=[1-2xdi/(da +db)]x100%
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MCC MSCC , FART7 = FARBEHL A BE T HILIL
TIVE5r (AT RINLIL I 353 1 Sk U4 S
WUIL 1 5 /N8 40 LI T3 Z ) (ASIA W43 (38
Bl JE&GE) JOA PFor S Z R BAFTE 22 5%
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Table 1 A comparison of Asia score(motor, sensory),

JOA score in 53 patients at admission and the final

follow—up
ABE PR/ )
Admission Final follow—up
ASTAIZ Zi 1153 o
ASIA motor score 70.43+23.32 92.17£13.16%
St

ASIARRIETY Sy 992121178 105.7746.79"
ASIA sensory score
JOAPF4) [0
JOA score 9.87+2.96 14.13+3.14

75 A B H A P<0.05
Note: (DCompared with admission, P<0.05
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ZE BN BB, WU TR AR SRR A B A
Thompson FMHF5Y & 30 A Bt ASIA iz 8753 I 55
HEAE AR R0 JR o TS o Kepler SEUSTHIT B4 23 A7
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FERCH PG W 2E . RATHIWEIE K LA IS 5 #E

F2 BEXRSEARKASIA S (B3 B5%) R JOA A NESHEXE

Table 2 The bivariate correlation between various factors and ASIA score (motor, sensory), JOA score at admission

ABE ASIA iz 31T 4>

Admission ASIA motor score

ABE ASIA JB5E 4y

Admission ASIA sensory score

ABE JOA 343

Admission JOA score

r P r P r P
A () 0314 0.022 0.082 0561 0.153 0274
Age(y)
BN ST R
Length of T il o eoinal cond ~0.617 <0.001 ~0.560 <0.001 ~0.660 <0.001
bz At EL Gl 23 yA
HERRBE R AL FL T I 0.035 0.804 ~0.101 0473 20.120 0.390
TR IR 0.187 0.179 0.069 0.625 0.030 0.828
— THIUIL 357 0.851 <0.001 0.489 <0.001 0.628 <0.001
ntrinsic muscle strength of hand
I ~0.032 0.817 ~0247 0.075 ~0.254 0.037
Pathological signs
55 4 21 EL 15 1 ~0.694 <0.001 ~0.466 <0.001 ~0.534 <0.001

Paravertebral soft tissue injury




o A A2 7 2018 4E4 28 5 11 )

Chinese Journal of Spine and Spinal Cord,2018,V0l.28 ,No.11 979

x3 DMEHASHREEZEABERAKARILE
Table 3 Comparison of Clinical data of patients with
good prognosis and poor prognosis

B 4 (n=39) il 22 (n=14)

Good prognosis Poor prognosis

i (4F) 53.569.65 61.147.55"
Age(y)
TR (B /)
Gender (male/female) 29110 10/4
I BRAE (/B ) o
Pathological signs 15/24 10/4Y
(positive/negative)
M35 B S 0 (/) .
Paravertebral soft tissue 9/30 8/6"
injury(yes/no)
A4 15 5 5 K JE () .
Length of high signal in 18.08+10.68 25.87+13.85"
spinal cord
RS P (%) 431821096 49.1427.94
B K Z R (%)
MSCC 26.75+10.81 28.67+9.59
ABEF LIS ¥ 55 ,
Admission Intrinsic 9.49+4.99 5.43+5.95%
muscle strength of hand
ABE ASIA i2 8l P-4
Admission ASIA motor 74.18+22.78 60.00+22.35
score
ABE ASIA R 5E 53
Admission ASIA sensory 101.38+8.93 93.14+16.38
score
ABE JOA 353 )
Admission JOA score 10.49+2.62 8.14+3.26
AR I 0 (d)
Interval from injury to 7.51+5.87 5.00+3.23
surgery
T AR B (T B/ %)
Surgical approach 15/24 4/10

(anterior/posterior)
(D5 BUR I 41 Fe gz P<0.05
Note: (DCompared with the good prognosis group, P<0.05
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