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Cervical spondylotic radiculopathy (CSR) is a
condition where the nerve roots are compressed due to
degenerative changes in the intervertebral discs, leading
to a series of neurological dysfunctions, typically
manifesting as motor, sensory, and reflex impairments on
the side of the compressed nerve root. CSR has a higher
incidence rate in cervical spine diseases, accounting for
approximately 60%-70% of all cervical spine diseases
[1-2]. Conservative treatment is commonly recommended
as the first-line therapy for CSR, with surgical
intervention being considered when conservative
treatment fails [3-4]. Surgical options include anterior
cervical decompression and fusion, disc arthroplasty, and
posterior cervical foraminotomy. Anterior cervical
discectomy and fusion (ACDF) has been recognized as
the gold standard for treating CSR [5]. However,
literature indicates various complications associated with
ACDF, such as adjacent segment disease, pseudoarthrosis,
postoperative  dysphagia, vascular injury, recurrent
laryngeal nerve palsy, cerebrospinal fluid leakage, and
hematoma [6]. Posterior cervical foraminotomy (PCF) is
a safe and effective treatment for CSR, avoiding the
complications associated with anterior approaches,
preserving segmental motion, reducing intraoperative
bleeding, shortening hospital stays, and decreasing the
need for postoperative medication [7]. Microscopic and
endoscopic PCF has also gained widespread application,
with the former providing enhanced visualization and
precision compared to open surgery, resulting in reduced
muscle dissection and fewer postoperative complications
[8]. Spinal endoscopy, building upon microscopic
techniques, directly projects the surgical field onto a

monitor through an electronic imaging system, offering
greater convenience, clearer visualization, and increased
surgical accuracy [9]. In recent years, there has been an
increasing number of reports on PCF, and this paper
provides a comprehensive review of the research progress
on the treatment of CSR through PCF in cases where
conservative treatment has failed, aiming to offer clinical
reference for treating CSR.

1 Development history

Posterior cervical foraminotomy can be traced back
to the 1950s, when Spurling and Scoville first reported
successful outcomes of key-hole facet joint excision for
treating CSR. Epstein coined the term "foraminotomy"
for this procedure in 1953. In 1983, Henderson ef al. [11]
reported favorable outcomes of performing posterolateral
foraminotomy in treating CSR based on this procedure.
With the rapid advancement of spinal surgery and the
extension of various auxiliary techniques such as
endoscopy, microscopy, image navigation, and
robot-assisted surgery, the technique has evolved.
Adamson et al. [12] reported good clinical outcomes of
microendoscopic PCF in 100 patients. In 2007, Ruetten et
al. [13] reported outcomes of percutaneous endoscopic
PCF in 87 patients, with symptom relief observed in
87.4% of patients and a postoperative recurrence rate of
3.4%. In 2017, Park et al. [14] proposed the unilateral
biportal endoscopy (UBE) technique based on the
experience of a single-channel endoscopic technique.

2 Indications and contraindications
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Indications: (1) The major part of the disc herniation
located on the lateral edge of the spinal cord on MRI and
CT scans; (2) Compression of unilateral nerve root; (3)
Typical symptoms of CSR; (4) Ineffective conservative
treatment.

Contraindications: (1) Lumbar spinal stenosis; (2)
Disc herniation on the medial side of the spinal cord; (3)
Definite segmental instability or cervical deformity; (4)
Neurological or vascular lesions resembling disc
herniation; (5) Poor cardiopulmonary function, making
the patient unfit for surgery.

3 Preoperative "V' point localization

Preoperative and intraoperative localization is
particularly crucial in PCF. Currently, the handling of the
surgical V point (intersection of the upper and lower
vertebral plates with the intervertebral disc) is critical
during surgery. The methods and accuracy of localization
are key issues in this surgical research. Due to the smaller
size of the vertebral plates in the cervical spine compared
to the thoracolumbar spine, the intervertebral space
decreases with age, and the lateral edge of the spinal cord
is positioned more laterally at the C4-5, C5-6, and C6-7
levels than the V point. Therefore, understanding the
clinical anatomical relationship of the V point can help
reduce surgical time and complications. Traditional X-ray
fluoroscopy requires repeated fluoroscopy, increasing
radiation exposure, and is limited in clarity for some
patients with small cervical intervertebral spaces or
obesity. Loss of the V point during surgery can also affect
the surgical process, leading to more postoperative
complications. Cao ef al. [15] determined a safe range of
1.2-5.0 mm for grinding the V point based on 20 adult
cervical spine specimens. Zhang et al. [16] reported
improved accuracy of V point localization using O-arm
navigation systems to create 3D images in 36 patients,
resulting in significant improvements in VAS scores for
radicular arm pain, neck pain, and neck disability index
(NDI) scores for all patients. However, the high cost and
radiation exposure of the O-arm navigation system limit
its application. Liao et al. [17] used vertical anchoring
techniques to localize the V point, resulting in
significantly ~shorter surgical rime, intraoperative
fluoroscopy times and fewer repetitions compared to
patients undergoing conventional posterior percutancous
endoscopic cervical discectomy (PECD). Ning et al. [18]
utilized CT-guided and ring saw anchoring methods to
accurately localize, making a postoperative 88.2% rate of
excellent outcomes according to the modified MacNab
criteria and decreases in VAS and NDI scores in CSR
patients at 6 months postoperatively. Zhong et al. [19]
reported a new image-assisted V point localization
technique, inserting K wires under A/P X-ray fluoroscopy
and fixing them to the vertebral arch, then rapidly
establishing a working channel, resulting in shorter

surgical times and significant improvements in
postoperative VAS scores for neck and arm pain, NDI
scores, and cervical range of motion in 34 patients. Wang
et al. [20] achieved satisfactory results by directly
anchoring the upper edge of the vertebral arch under
endoscopic visualization for V point localization. In
recent years, the utilization rate of robot-assisted and
computer-assisted navigation systems has rapidly
increased. Lebl ef al. [21] showed a good outcome of
robot and computer-assisted navigation in cervical spine
surgery, but extensive clinical experiments are still
needed to confirm these results. With the continuous
development of assistive technologies, such as 3D
printing and robot-assisted applications, V-point
positioning has become more efficient.

4 Surgical methods and clinical efficacy
4.1 PCF via open approach

Surgical method: After general anesthesia, the
patient is positioned prone with the head fixed, and the
neck slightly flexed to increase the intervertebral space of
the target segment and reduce joint overlap. C-arm
fluoroscopy is used to determine the surgical segment gap.
A puncture needle is placed, and a 2.5-3 c¢m skin incision
is made around the puncture needle. The skin, fascia, and
muscles are sequentially dissected, and the facet joints
and lamina are exposed. The intervertebral foramen is
opened using a tube retractor system, ensuring at least
50% of the facet joints are preserved for cervical stability
[22]. The nerve root is decompressed, and disc fragments
are removed, if necessary, followed by hemostasis and
wound closure.

PCF provides direct decompression of the nerve root
and can be an alternative for patients who have failed
ACDEF, especially at the C7-T1 level [23]. Fang et al. [24]
reported comparable effectiveness and complication rates
between PCF and ACDF, with shorter surgical and
hospitalization times and lower total hospitalization costs
for PCF in CSR patients. Padhye et al. [25] showed that
compared with ACDF, PCF treated CSR without fusion,
avoiding the risk of related complications such as pseudo
joint disease and graft, and its operation time was
significantly ~ shortened. ~Broekema et al [26]
demonstrated comparable success rates (88% in the PCF
group and 76% in the anterior surgery group) and arm
pain relief between PCF and anterior approaches in
patients with neural foraminal stenosis.

4.2 Microscopic PCF (MI-PCF)

Surgical method: Similar to PCF, MI-PCF is
performed with the patient under general anesthesia in a
prone position with the head fixed and the neck slightly
flexed. A 2 cm incision is made at the center of the
spinous process, and a working channel is established



of W8] e aft 5

Chin J Clin Res, May 2024, Vol.37, No.5

under fluoroscopic guidance. A microscope is connected
for better visualization during the procedure.

The most commonly used system for MI-PCF is the
METRx tube assembly, which, unlike other endoscopic
systems, is not a water-based procedure and does not use
constant saline irrigation. Compared with PCF, MI-PCF
can liberate nerve roots more completely and observe the
anatomical structure of nerve roots more directly to
minimize the risk of nerve injury. In the postoperative
follow-up, MI-PCF also achieved good results. Papavero
et al. [27] reported significant improvement in early
postoperative neck/shoulder and arm pain VAS scores in
CSR patients treated with MI-PCF. Kerry et al [28]
concluded MI-PCF as an effective approach for treating
lateral spinal cord compression. We believe that only by
mastering the indications and correctly selecting the
patients can the best results be obtained. However, the
learning curve of micro endoscopic surgery is long, and
the surgeon needs to fully grasp the anatomical structure
related to the surgery.

4.3 Fully endoscopic PCF (FE-PCF)

Surgical method: After general anesthesia, the
patient is placed in the prone position with the head fixed,
and the neck is slightly flexed to increase the size of the
target segment intervertebral space and reduce joint
overlap. C-arm fluoroscopy is used for assistance in
positioning. After fluoroscopy, the surgical segment gap
is confirmed, and a puncture needle is placed. Using the
puncture needle as the center, a 0.5-0.8 cm incision is
made in the skin. The working channel is gradually
inserted, and the endoscope is connected. Physiological
saline is continuously used for irrigation during the
procedure to improve intraoperative visualization. Partial
ligamentum flavum is removed using a Kerrison punch,
and the V point is identified. The intervertebral foramen
is enlarged through grinding and laminectomy to expose
the nerve root and dura mater. The protruding nucleus
pulposus is removed until the nerve root is adequately
decompressed. Finally, the annulus fibrosus is thermally
ablated or sutured, and the surrounding soft tissue is
sutured. Due to the small incision, no drainage tube is
required postoperatively.

Recently, spinal endoscopy is gradually being used
to treat degenerative disease such as CSR. FE-PCF
generally employs Key-hole technology and offers
advantages such as shorter hospital stay, faster recovery,
and better quality of life compared to open PCF. With an
incision of <10 mm, there is less tissue and muscle
damage. Zhang ef al. [29] found that patients undergoing
FE-PCF had lower postoperative neck pain scores.
Follow-up studies have shown a significant improvement
in VAS and NDI scores 6 months after FE-PCF surgery
[30]. Shi et al. [31] demonstrated that VAS and Japanese
Orthopedic Association (JOA) scores were significantly
lower at different time points postoperatively, and the

intervertebral foramen height, anteroposterior diameter,
and area were significantly increased postoperatively
compared to preoperative measurements.

4.4 UBE-PCF

Surgical method: After general anesthesia, the
patient is placed in the prone position with the head fixed,
and the neck is slightly flexed to increase the size of the
target segment intervertebral space and reduce joint
overlap. C-arm fluoroscopy is used for assistance in
positioning. Under C-arm fluoroscopy guidance, the
surgical segment gap is confirmed. Two 6 mm incisions
in the skin and fascia are made beside the midline of the
lesion gap to create observation and working channels,
with a distance of approximately 1.2-2 cm between the
two incisions. Physiological saline is continuously used
for irrigation during the procedure. Space is created
through sequential dilation and bone surface dissection,
and peripheral tissues and muscles are managed through
the working channel. The V point is exposed, and the
lamina and articular processes are treated with a burr and
osteotome. Partial ligamentum flavum is removed with a
Kerrison punch, and the nerve root is dissected. The
protruding nucleus pulposus is removed to ensure the
nerve root's free movement. Instruments are removed,
and a drainage tube is placed, followed by wound closure.

UBE technology evolved from arthroscopic
techniques and offers advantages such as a wide field of
view and flexible operation. Compared to FE-PCF,
UBE-PCF has two channels: one for observation and the
other for working with surgical instruments commonly
used in cervical spine microsurgery. Both channels are
independent and unaffected by each other, providing clear
and precise visualization of anatomical structures through
continuous saline flow. A retrospective study by Zhong et
al. [32] showed that the surgical time for the UBE-PCF
group was significantly shorter than that for the FE-PCF
group [(59.47%3.71) min vs (73.36 == 6.98) min, P<0.01].
With continuous visualization, UBE-PCF can achieve
thorough decompression in a shorter surgical time. Wang
et al. [33] found that compared to FE-PCF surgery, UBE
surgery had shorter fluoroscopy and surgical times, and
both VAS and NDI scores were significantly improved
postoperatively in the UBE and PE groups. Zhang et al.
[34] found significant improvement in neck and arm VAS
scores and NDI scores after UBE-PCF surgery, and
postoperative CT scans showed adequate decompression
of the nerve roots. These results indicate that UBE-PCF
has broad prospects in CSR and is a feasible minimally
invasive approach for decompressing existing nerve roots
in the cervical intervertebral foramen. However, there are
still relatively few clinical reports on its use in treating
CSR, and further clinical studies are needed to
demonstrate its efficacy.

Although minimally invasive techniques can result
in smaller traumas, they still have some unique
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drawbacks, including a steep learning curve, incomplete
decompression, and increased radiation exposure.
Therefore, surgeons should be proficient in open surgery
to adequately address these issues or complications.
However, each surgical approach has its pros and cons. It
is essential to understand the indications for each surgical
method and select the appropriate one for each patient to
achieve the best outcomes and minimize the risk of
complications.

5 Complications and prevention

Although PCF surgery does not damage cervical
structures as much as anterior surgery does, such as the
esophagus, trachea, thyroid gland, and cervical blood
vessels damage, a key issue of PCF is the instability
resulting from the small joint excision, which can lead to
cervical segmental hypermobility. There are also studies
indicating that the neck and shoulder pain and spasms are
related to damage to the paraspinal muscles after PCF
[35]. In terms of infection, a retrospective analysis
concluded that the superficial and deep infection rates of
PCF were higher than ACDF [36]. However, the
emergence and increased use of minimally invasive and
spinal endoscopic methods can reduce the future rates of
infection and reoperation by minimizing tissue exposure,
contamination, and destruction. In minimally invasive
PCF, due to the small incision, most operations are
conducted in a limited space, making incomplete
decompression and incomplete removal of expected
intervertebral disc fragments. Even though PCF, whether
open or minimally invasive, does not always provide
direct and complete visualization of the surgical area and
its adjacent structures. Accidental dural tears and nerve
root injuries are also common complications [37]. Choi et
al. [38] found that out of 133 patients undergoing PCF, 2
cases (3.5%) experienced motor nerve paralysis, with 2
involving the C6 nerve root and 1 involving the C5 nerve
root. The management of nerve root injury has been a hot
topic of research, and the only condition that cannot be
monitored is when the patient is awake under local
anesthesia, because the patient can provide direct
feedback on any unexpected neurological changes.
However, the operation is usually performed under
general anesthesia, and  the addition  of
electrophysiological monitoring during the operation can
avoid effective nerve damage.

6 Conclusion

PCF, also known as the "keyhole technique", has the
advantages of expanding the field of view, maintaining
mobility and stability, reducing surgical trauma, and no
risk of anterior-related complications, and achieving
satisfactory results in the treatment of CSR. For patients
with unilateral CSR who have disc herniation or
degenerative spinal foraminal stenosis that is refractory to

conservative treatment, PCF may be preferred.
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