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Abstract
Study design Retrospective cohort study.
Objectives The old-version JOA score for cervical myelopathy (CM) is an evaluation system performed by medical
providers that focuses only on neurological function. The purpose of this study was to evaluate patient-reported outcomes
using the Japanese Orthopaedic Association Cervical Myelopathy Evaluation Questionnaire (JOACMEQ), and to clarify
clinical factors that affect the therapeutic effectiveness for CM.
Setting Single institute in Japan.
Methods We reviewed surgical outcomes for 126 CM patients who were treated by single open-door laminoplasty and were
followed at least 2 years. We assessed clinical information, JOACMEQ, JOA scores, and radiographic parameters. Patients
were grouped according to effective or ineffective surgical outcomes as defined by the JOACMEQ using logistic regression
analyses.
Results Laminoplasty resulted in functional improvement in the cervical spine and extremities for 40–50% of the patients,
while bladder function showed only minimal recovery. Multivariable analyses revealed that a significant postoperative
reduction in neck or shoulder pain influenced the effective functional recovery of the cervical spine. A reduction in arm or
hand pain favorably affected the postoperative upper extremity function. Lower age and a postoperative decrease in limb
pain were correlated with significantly improved function of the lower extremities. A postoperative reduction in arm pain
enhanced the QOL recovery.
Conclusions The JOACMEQ makes it possible to analyze multiple aspects of surgical outcomes for patients who undergo
cervical spine surgery. Open-door laminoplasty did not provide favorable results for some patients, which highlights the
importance of assessing the indications for this procedure and managing postoperative pain.

Introduction

Cervical spondylotic myelopathy (CSM) and ossification of
the posterior longitudinal ligament (OPLL) cause neurolo-
gical deficits by compressing the spinal cord. This com-
pression can often be relieved surgically. Numerous studies
have demonstrated the benefits of unilateral open-door
laminoplasty for cervical myelopathy [1–3].

The old version of the Japanese Orthopaedic Association
scoring system (JOA score) is often used to assess surgical
outcomes in Asia, and the modified JOA score is widely
used in other regions [4–6]. The JOA scoring system,
although widely accepted [5, 7], is based on evaluation from
the medical providers’ perspective, and only includes neu-
rological function [8]. Notably, the JOA score does not
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include the patient’s satisfaction, disability, handicaps, or
general health, which can all be affected by cervical mye-
lopathy [8]. The Neck Disability Index, which is frequently
used to assess clinical outcomes [9], focuses on the impact
of neck pain on daily activity and cannot comprehensively
evaluate the effect of cervical spinal surgery.

The JOA Cervical Myelopathy Evaluation Questionnaire
(JOACMEQ) was developed to measure clinical outcomes
in patients with cervical myelopathy [8, 10–13] (Supple-
mentary figure). The JOACMEQ primarily evaluates
patient-reported outcomes such as quality of life (QOL) and
function of the cervical spine, upper extremities, lower
extremities, and bladder. The JOACMEQ is modified from
a portion of the Short-Form 36-Item Health Survey (SF-36),
which measures health status and QOL [8], and is closely
correlated with the SF-36 [14]. While the SF-36 is used
broadly for spinal diseases and other pathological condi-
tions, the JOACMEQ more specifically evaluates outcomes
for cervical myelopathy. The JOACMEQ has been trans-
lated into several languages and has gained widespread
international use [15–17]. The JOACMEQ assesses ther-
apeutic effectiveness by evaluating changes between pre-
operative and postoperative scores [10], and logistic
regression analysis can then be used to investigate indica-
tors that affect surgical outcomes by grouping patients
according to whether their outcomes are effective or inef-
fective [18]. This information helps to identify critical
issues in surgical treatment and ways to improve strategies
for treating cervical myelopathy.

Previous studies that used the JOACMEQ to assess
treatments for cervical myelopathy had concerns about
small sample sizes and short follow-up periods [15, 19–21].
Moreover, there are no comprehensive studies evaluating
the clinical outcomes after expansive single open-door
laminoplasty using the JOACMEQ. Therefore, here we
sought to identify important indicators of effective out-
comes for single open-door laminoplasty and to determine
the impact of this procedure on functional recovery, dis-
ability, and QOL outcomes using the JOACMEQ.

Methods

Participants

This study included 126 patients with clinically and radio-
graphically confirmed CSM or OPLL who were treated by
expansive single open-door laminoplasty [2] at one insti-
tution between 2008 and 2014.

Patients were included if they (1) presented with at least
one clinical sign of myelopathy, (2) showed cervical spinal
cord compression on magnetic resonance imaging or
computed tomography, and (3) had no previous cervical

spine surgery. Patients were eligible even if the decom-
pressed range extended to thoracic levels. Patients were
excluded if they were asymptomatic, were diagnosed with
active infection, neoplastic spinal disease, rheumatoid
arthritis, or ankylosing spondylitis, or had been treated for
osteoarthritis of the hip or knee with concomitant lumbar
canal stenosis.

Surgical procedure

Nine of our board-certified spinal surgeons performed all of
the surgeries. Expansive single open-door laminoplasty was
performed as described previously [1–3]. Briefly, the
laminae were exposed through a midline incision followed
by dissection of the bilateral paracervical muscles. A drill
was used to make a gutter at the junction of the lamina and
facet joint, and the ventral cortex of the lamina was
perforated. Another gutter was made in the opposite side as a
hinge, and the laminar door was lifted and fixed in the
expanded position with sutures or plates (CenterpieceTM

Plate Fixation System; Medtronic Sofamor Danek, USA).
Patients began walking without a brace the day after surgery.

Data collection

We retrospectively collected demographic information,
medical history, and imaging data, and evaluated the
functional status before surgery and at the final follow-up
(at least 2 years after surgery) using old-version JOA scores
and the JOACMEQ. We did not set a limit for the maximum
follow-up duration. Pain, stiffness, and numbness were
calculated by the Visual Analog Scale (VAS) included in
the JOACMEQ. Surgery-related events within 30 days of
surgery were defined as perioperative complications. All the
data was uploaded as a Supplementary dataset.

The JOACMEQ defines effective treatment as (1) a
posttreatment score ≥ 20 points above the pretreatment
score, or (2) a pretreatment score < 90 and a posttreatment
score ≥ 90 [10]. Patients with both pretreatment and post-
treatment scores ≥ 90 were counted, but excluded from
further analysis. A group’s effective rate was calculated as
[(number of patients judged “effective”)/[(total number of
patients in the group)− (number of patients with pre- and
posttreatment scores ≥ 90)].

Imaging

Cervical alignment was assessed by measuring the inter-
mittent C2–C7 angles, determined by tangential lines on the
posterior edge of the target vertebral bodies, on plain
radiographs in the neutral position. We calculated the
cervical range of motion (ROM) by subtracting the flexion
from the extension C2–C7 angles.

Clinical indicators of surgical outcomes after cervical single open-door laminoplasty assessed by the. . . 645



Statistical analysis

Continuous variables and frequencies are presented as
means ± standard deviation, and categorical variables as
percentages. Changes between the preoperative and final
JOA scores, VAS, C2–C7 angles, and ROM were assessed
by paired t-tests. To compare the data between CSM
and OPLL, the t-test was performed for JOA scores and
radiographic findings. The significance of effective surgical
parameters that were clinically related to each function or
QOL was evaluated by univariate logistic analysis or chi
square test. Factors with a P-value < 0.05 in the univariate
analysis were entered into the multivariable logistic model
after multiplicity adjustment by the Bonferroni correction.
All statistical analyses were performed using SPSS version
23.0 (SPSS Inc., Chicago, IL). P-values < .05 were
considered significant.

Results

Demographics and surgical characteristics

Table 1 summarizes the demographics for 126 patients,
including 102 men (81%) and 24 women (19%) aged 63.8
± 11.1 years on average. The average body mass index was
24.7 ± 3.5. The average duration of symptoms was 35.1 ±
50.0 months. The number of patients with comorbidities
was 73 (58%): 42 (33%) had hypertension, 19 (15%) had
diabetes mellitus, 11 (9%) had cardiac disease, 3 (2%) had
renal disease, 10 (8%) had malignant tumors, 5 (4%)
had cerebrovascular disease, and 2 (2%) each had
respiratory and psychiatric disease. None of the patients had
a connective tissue disease. The pathology of the cervical
myelopathy was CSM for 81 patients (64%) and OPLL for
45 (36%). The median follow-up duration was 3.0 years
(range 2.0–5.0).

The surgical characteristics and perioperative complica-
tions are summarized in Table 2. The mean operative
duration was 88.9 ± 33.7 min. The average number of
operated laminae was 4.8 ± 1.0. The average hospital stay
was 15.6 ± 5.3 days. Perioperative complications included
segmental motor paralysis in five patients (4%), surgical site
infection in one (1%), hematoma in three (2%), and dural
tear in two (2%). No patients had delirium or neurological
deterioration.

Clinical outcomes by old-version JOA scores and the
JOACMEQ

The mean preoperative JOA score was 11.3 ± 2.8, and the
score at final follow-up was 13.8 ± 2.6. Statistical analysis
showed significant functional recovery after laminoplasty

(P < 0.01). Comparison of the scores in CSM versus OPLL
patients revealed no significant differences at preoperation
(11.4 ± 3.0 vs. 11.2 ± 2.5; P= 0.66) or at the final follow-up
(13.8 ± 2.7 vs. 13.7 ± 2.5; P= 0.87).

The JOACMEQ results revealed an effective rate of 49%
(53/109) for cervical spine function, 44% (41/94) for upper
extremity function, 41% (41/100) for lower extremity
function, 17% (17/102) for bladder function, and 27%
(33/124) for QOL (Fig. 1). These rates represented statis-
tically significant differences according to the chi square
test (P < 0.01). Multiple comparison with Bonferroni cor-
rection revealed that the effective rate for bladder function
was significantly worse than the rates for cervical
spine, upper extremity, and lower extremity functions

Table 1 Demographics and clinical condition of 126 patients treated
by laminoplasty

Variable Mean or percentage

Gender (%) 81 male

Age (years) 63.8 ± 11.1 (32–86)

Body mass index (kg/m2) 24.7 ± 3.5 (17.2–34.2)

Duration of symptoms (months) 35.1 ± 50.0 (1–360)

Comorbidities (%) 58

Hypertension (%) 33

Diabetes mellitus (%) 15

Cardiac disease (%) 9

Renal disease (%) 2

Malignant tumor (%) 8

Cerebrovascular disease (%) 4

Respiratory disease (%) 2

Connective tissue disease (%) 0

Psychiatric disease (%) 2

Diagnosis (%)

CSM 64

OPLL 36

CSM cervical spondylotic myelopathy, OPLL ossification of the
posterior longitudinal ligament

Table 2 Surgical characteristics and perioperative information

Operative duration (min) 88.9 ± 33.7 (32–209)

Number of operated laminae 4.8 ± 1.0 (2–9)

Duration of hospital stay (days) 15.6 ± 5.3 (8–42)

Perioperative complications (%)

Segmental motor paralysis 4

Surgical site infection 1

Hematoma 2

Dural tear 2

Delirium 0

Neurological deterioration 0

646 N. Nagoshi et al.



(all P < 0.01). The rate for QOL was lower than that for
cervical spine only (P < 0.01). The number of patients with
both pretreatment and posttreatment scores ≥ 90 was 17 in
cervical spine function, 32 in upper extremity function, 26
in lower extremity function, 24 in bladder function, and 2 in
QOL outcomes. The median score difference at the pre-
operation versus final follow-up was 0 (range −90 to +85)
in cervical function, 5 (range −48 to +74) in upper extre-
mity function, 0 (range −73 to +86) in lower extremity
function, 0 (range −62 to +50) in bladder function, and 6
(range −56 to +70) in QOL.

The effective rates between CSM and OPLL patients
were comparable in the cervical spine (52% vs. 43%; P=
0.34), upper extremity (41% vs. 47%; P= 0.58), lower
extremity (38% vs. 46%; P= 0.44), and bladder functions
(18% vs. 15%; P= 0.78), and QOL (31% vs. 22%; P=
0.30). The scores obtained in all the subitems also showed
no significant differences between these two patient groups
(cervical spine P= 0.60; upper extremity P= 0.40;
lower extremity P= 0.97; bladder function P= 0.63; QOL
P= 0.91).

Figure 2 shows the degree of preoperative and post-
operative pain or numbness. Pain was significantly reduced
in the neck or shoulders (from 4.4 ± 3.1 to 3.8 ± 3.0; P=
0.04), in the arms or hands (6.0 ± 3.0 to 4.2 ± 3.2; P < 0.01),
and from the chest to toes (4.1 ± 3.3 to 3.2 ± 3.3; P < 0.01)
at the final follow-up. Tightness in the chest was similar
before and after surgery (1.0 ± 2.2 to 0.9 ± 1.9, P= 0.71).

Radiographic findings

There was little difference between the preoperative and
follow-up intermediate C2–C7 angles (11.6 ± 9.9° to 12.5 ±
10.7°; P= 0.30; Fig. 3), but there were significant decreases
in the angles in the flexion (−10.8 ± 11.4° to −3.7 ± 10.8°;
P < 0.01) and extension positions (22.2 ± 10.9° to 20.2 ±
11.2°; P= 0.02). Consequently, the cervical ROM was

significantly more restricted after surgery (33.1 ± 13.1°;
P < 0.01 vs. 23.9 ± 10.3°). When evaluating the angles for
differential diagnosis, the ROM at preoperation was sig-
nificantly wider in CSM than in OPLL patients (34.8 ±
13.0° vs. 29.9 ± 11.1°; P= 0.05), while this difference
became insignificant at the final follow-up (24.7 ± 8.1° vs.
22.1 ± 11.8°; P= 0.20).

Univariate and multivariate analyses: important
indicators of surgical effectiveness

Univariate analyses for each of the indicators under func-
tion/QOL was performed, and the results are shown in
Supplementary table 1. Regarding cervical spine function,
the C2–C7 angle alignment at the final follow-up was more
lordotic in the effective therapy group than in the ineffective
group, in both the intermediate position (15.4 ± 10.2° vs.
10.3 ± 10.8°; P= 0.01) and the extension position (24.0 ±
10.3° vs. 17.7 ± 12.4°; P < 0.01). At the final follow-up,
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neck pain was reduced in the effective group but increased
in the ineffective group (−1.8 ± 3.1 vs. 0.3 ± 3.5; P < 0.01).
Multivariate logistic regression analysis showed that lami-
noplasty was effective in patients with a reduction in neck
pain (odds ratio (OR) 0.82, P < 0.01) after surgery
(Table 3).

For upper extremity function, a younger age at the time
of surgery (63.9 ± 10.2 vs. 68.4 ± 8.4 years; P= 0.03) and a
reduction in neck or shoulder pain (−1.4 ± 3.1 vs. 0.4 ± 3.6;
P= 0.01) or arm or hand pain (−2.9 ± 3.3 vs. −0.6 ± 3.3; P
< 0.01) were indicators of success after laminoplasty.
Multivariate analysis revealed only the decrease in arm or
hand pain as a clinical indicator of better clinical outcomes
(OR 0.80, P < 0.01). For lower extremity function, patients
with effective results were younger at the time of the
operation (59.4 ± 10.9 vs. 68.9 ± 9.1 years; P < 0.01) and
noted a decrease in pain from the chest to toes after surgery
(−2.4 ± 3.5 vs. 0.1 ± 3.0 years; P < 0.01). Multivariate
analysis revealed these two factors as indicators of effective
therapeutic outcomes (OR for age 0.91, P < 0.01; OR for
change in pain 0.76, P < 0.01).

Univariate analysis revealed a reduction in neck or
shoulder pain (−2.4 ± 3.2 vs. −0.1 ± 3.4; P= 0.02) as an
indicator for therapeutic effectiveness in bladder function, but
this difference was not statistically significant after Bonfer-
roni correction. Thus, multivariate analysis was not possible.
Patients with effective QOL improvement had a strong
postoperative decrease in neck pain (−2.1 ± 3.0 vs. −0.1 ±
3.5; P < 0.01), arm or hand pain (−4.1 ± 3.4 vs. −1.0 ± 3.1;
P < 0.01), and pain from the chest to toes (−2.2 ± 4.0 vs.
−0.4 ± 2.7; P < 0.01). Logistic regression analysis revealed
that the indicator for better QOL recovery was reduced arm
or hand pain (OR 0.75; P < 0.01).

The surgical results, including the effective rates and
clinical indicators, are summarized in Table 4.

Discussion

We used the JOACMEQ to clarify the clinical outcomes
after single open-door laminoplasty for patients with cer-
vical myelopathy. This surgical technique restored function
in the cervical spine and extremities for 40–50% of the
patients, but the improvement in bladder function was only
minimal. A significant reduction in postoperative neck or
shoulder pain was a clinical indicator of effective recovery
of cervical spine function. A reduction in arm or hand pain
favorably affected the postoperative upper extremity func-
tion. Higher age and poor relief of limb pain were indicators
of ineffective surgical outcomes for lower extremity func-
tion. Finally, a postoperative decrease in pain in the upper
extremities was a factor for enhanced QOL. Thus, the
JOACMEQ made it possible to evaluate surgical outcomes
precisely and to assess important factors for effective out-
comes in patients with cervical myelopathy. Our results
highlight the fact that laminoplasty is not uniformly effec-
tive for cervical myelopathy, and indicate that surgeons
should evaluate each patient’s postoperative pathological
status with respect to both function and QOL.

Many studies on pain after laminoplasty focus on
axial neck pain, which negatively affects clinical outcomes
[22–27]. Our study extended these results, clarifying that
neck or shoulder pain is an indicator of poor results for
cervical function, such as the movements involved in
drinking or looking up or down [10]. Our results showed
that pain in the extremities negatively affected function. In
particular, pain in the arms or hands directly degraded the
QOL. These results specifically emphasize the importance
of perioperative and postoperative pain management
[25, 26, 28, 29]. To reduce pain, for example, it might be
better to select laminectomy and fusion surgery over
laminoplasty for patients with axial pain or a kyphotic

Table 3 Multivariate analysis
for clinical indicators

Indicator Odds ratio 95% CI P-value

Cervical spine function ΔVAS for neck or shoulder 0.82 0.72, 0.93 <0.01

Upper extremity function ΔVAS for arm or hands 0.80 0.70, 0.92 <0.01

Lower extremity function Age 0.91 0.86, 0.96 <0.01

ΔVAS from chest to toe 0.76 0.64, 0.91 <0.01

Quality of life ΔVAS for arm or hands 0.75 0.65, 0.86 <0.01

Δ: change from the pre-op to post-op values

CI confidence interval, VAS Visual Analog Scale

Table 4 Summary of the
surgical results at each domain
of the JOACMEQ

Cervical Upper extremity Lower extremity Bladder QOL

Effective rate (%) 49 44 41 17 27

Clinical indicator Neck/shoulder pain Arm/hand pain Leg pain, age – Arm/hand pain

JOACMEQ Japanese Orthopaedic Association Cervical Myelopathy Evaluation Questionnaire, QOL quality
of life

648 N. Nagoshi et al.



preoperative C2–C7 alignment [26]. Moreover, post-
operative analgesic agents should be considered, and new
protocols for administering riluzole or intrathecal morphine
may improve outcomes in the future [28, 29].

According to previous studies in patients who underwent
fusion surgery for cervical myelopathy, the minimum
clinically important difference (MCID) in the VAS is 2.5–
3.1 for neck pain and 4.1 for arm pain [30–32]. In our
results, the change in pre- and postoperative pain was 0.6 in
the neck or shoulder and 1.8 in the arms or hands, neither of
which appeared to reach the MCID. However, there are no
reports evaluating the MCID in the VAS for patients who
underwent single open-door laminoplasty, and therefore,
further study will be necessary to validate the scores for this
decompressive surgery.

Although studies have reported poor functional recovery
for elderly patients after laminoplasty for cervical myelo-
pathy, those studies evaluated neurological status using the
old-version JOA score [33–36], so it is not possible to
determine which neurological functions are adversely
affected by advanced age. In the present study, the JOAC-
MEQ scores revealed that age significantly impacted the
function of the lower extremities after laminoplasty. This
effect may be due to the decrease in the number of ventral
horn cells and myelinated fibers in the spinal cord with
advancing age [37–39]. Moreover, the prevalence of unre-
lated comorbidities, such as diabetic neuropathy, sarcope-
nia, or cardiopulmonary disorders, is inevitably higher in
elderly patients, and these pathologies might impede the
patients’ ability to perform the tasks required in the
JOACMEQ [33, 40]. However, after a prospective analysis
of myelopathy patients, Nakashima et al. argued that even if
neurological recovery was limited, the postoperative QOL
improvement was comparable between elderly and younger
populations [40]. Our data also suggested that age was not
an indicator for QOL outcomes. Therefore, laminoplasty is
recommended irrespective of age, and surgeons should
explain the benefits and risks of surgical treatment based on
the results of the present study.

In this study, single open-door laminoplasty did not
provide a substantial improvement in bladder function.
Similarly, Ohya et al. used the JOACMEQ to assess cer-
vical OPLL patients who underwent double-door lamino-
plasty, and found no significant improvement in bladder
function [19]. Because several populations with cervical
myelopathy may have urologic disorders rather than neu-
rogenic bladder symptoms, urodynamic or other appropriate
tests should be used to determine whether other treatments
can improve bladder function [41, 42]. Otherwise, the
indications for laminoplasty should be revisited and other
surgical methodologies considered, although there are no
comparative studies of the impact of various techniques on
bladder function.

Another shortcoming of single open-door laminoplasty is
that it significantly restricts the cervical ROM. However, we
previously evaluated postoperative factors affecting the
neurological restoration after laminoplasty and found that
the cervical ROM was more decreased in the group with
sufficient recovery than in the one with poor recovery [43].
A more mobile cervical spine might be a disadvantage for
postoperative recovery, since the spinal cord loses elasticity,
especially in aged patients, and becomes vulnerable to
dynamic stress. In addition, while the finding that cervical
function improved despite the limited postoperative ROM
might appear to be contradictory in our study, it is possible
that the ROM limitation did not adversely affect the tasks
that were required in the JOACMEQ. In fact, our analysis
showed that the postoperative cervical function was not
significantly influenced by the cervical ROM restriction (P
< 0.31; Supplementary table 1). Instead, our results revealed
that cervical function was significantly affected by neck
pain. Therefore, the postoperative reduction in neck pain
could have had a beneficial effect on the recovery of cer-
vical function despite the restriction of the postoperative
ROM.

Our study design did not allow us to compare whether
the JOACMEQ or the old-version JOA score was better
correlated with the clinical outcomes, due to the lack of
positive controls for the symptoms. However, Fujiwara
et al. compared the correlation between these two evalua-
tion indices for upper extremity function, and revealed that
the JOACMEQ was strongly correlated with upper arm
performance (assessed by the Simple Test for evaluating
Hand Function [44]), while the JOA scores were not [45].
Moreover, Hosono et al. reported that JOA scores have
rater’s bias, while the JOACMEQ scores do not, because
of the nature of self-recording questionnaires [46]. Since the
JOA score does not assess patients’ satisfaction, disability,
general health, or cervical function, the JOACMEQ
can more comprehensively and appropriately evaluate
the clinical outcomes for cervical myelopathy patients,
and its reliability and validity have already been verified
[11, 12].

This study had several limitations, including its retro-
spective nature. We did not evaluate the global spinal
alignment, which also affects functional outcomes and QOL
[47, 48]. Differences in postoperative medication and
rehabilitation, which were left to the surgeon’s discretion,
could have affected clinical outcomes. We combined data
for CSM and OPLL patients, which occasionally present
different pathologies and surgical outcomes [49, 50]. Fur-
ther study will be necessary to compare the impact of these
disorders on comprehensive postoperative function with a
larger sample size. Finally, the results should be interpreted
carefully, because this study was performed using a single
surgical technique and assessment questionnaire at a single
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institute, and there was no control group with which to
adjust for confounding factors.

In conclusion, the JOACMEQ provides a detailed ana-
lysis of multiple surgical outcomes and their clinical indi-
cators for patients treated by cervical single open-door
laminoplasty, and should be used in routine analyses of
patient status and treatment efficacy.
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