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Abstract

Objective: The purpose of this study was to explore how to choose laminectomy for decompression in patients with thoracolumbar
burst fracture with spinal canal mass and no neurological symptoms. Methods: The average age, gender, and fracture segments of the
two groups of patients were recorded, and the changes of the anterior height of the vertebral body, the spinal canal volume ratio, and
the Cobb angle during the operation were analyzed. Changes of related parameters were recorded in 1 and 12 months after operation.
Results: Compared with the preoperative group, the anterior edge height of the fractured vertebrae in the decompression group was
not significantly restored, the spinal canal volume ratio was not significantly improved, and the Cobb angle was poorly corrected (p>
0.05). After reduction, the height of the anterior edge of the vertebral body was significantly restored, the spinal canal volume ratio was
significantly increased, and the Cobb angle was significantly reduced (p <0.05). During the later follow-up, there were no significant
changes in the anterior vertebral height, spinal canal volume ratio, Cobb angle, and AMS parameters in the two groups. Conclusion: In
the posterior approach, the spinal canal fractures were found to be accepted, even if the return was incomplete, if the anterior height of
the injured vertebra was significantly restored, the spinal canal volume ratio was significantly increased, and the kyphotic deformity was
corrected, decompression can be performed without posterior laminectomy, and good clinical results can also be obtained.
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