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after anterior cervical spondylosis surgery: a
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Abstract

Background: The purpose of this study was to investigate the incidence and causes of non-fusion segment disease
(NFSD), both adjacent and non-adjacent to a fused segment, after anterior cervical arthrodesis.

Methods: This is a single-center study. Between January 1998 and January 2011, two surgeons’ 171 patients who had
an anterior cervical decompression and fusion were followed clinically for more than 5 years. The correlation between
the incidence of symptomatic non-fusion segment disease and the following clinical parameters (age at operation,
fusion levels,) and radiological parameters (number of patients who had a plate, anterior cervical decompression and
fusion (ACDF) or corpectomies, preoperative and postoperative cervical spine alignment, Pavlov’s ratio at the C5 level,
and preoperative existence of a non-fusion segment degeneration on magnetic resonance imaging) was evaluated.

Results: Of the 171 patients reviewed, 16 patients had non-fusion segment disease (9.36%), of which 12 had adjacent
segment disease and 4 had non-adjacent segment disease. Postoperative cervical lordosis in the non-fusion segment
disease group was significantly smaller than that of the disease-free group (P < 0.001). Fusion levels in the NFSD group
were 1.69 whereas 2.26 in disease-free group (P = 0.005). The incidences of disc degeneration in unfused segments was
more severe in the NFSD group than in the disease-free group (P = 0.004). The results of binary logistic regression
showed that the major factor affecting NFSD is postoperative cervical lordosis (P = 0.000) followed by disc degeneration
(P = 0.024). The other parameters did not show a statistically significant difference.

Conclusions: The incidence of symptomatic non-fusion segment disease after anterior cervical arthrodesis has multifactorial
causes. Postoperative cervical lordosis and disc degeneration in non-fusion segments were major factors in the incidence of
NFSD.
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Background
For more than 50 years, since its introduction by Smith
and Robinson [1, 2], anterior cervical decompression and
fusion has been an effective treatment for myelopathy and
radiculopathy induced by a degenerated and herniated
intervertebral disc. Many follow-up studies have demon-
strated its excellent neurological outcomes. However,

radiographic studies have shown that the disc adjacent to
the fused spinal segment degenerated in 50 to 90% of
patients on long term follow-up [3–5]. The occurrence of
these degenerative changes may lead to new symptoms
known as adjacent segment disease (ASD), the incidence
of which ranges from 5.1 to 21% according to previous
reports [6–11]. However, the cause of the ASD, be it
increased intradiscal stress in the adjacent segment, the
natural process of degeneration, or other factors, remains
unknown. The incidence of new symptoms at non-
adjacent levels is also unknown. The purpose of the
present work is to investigate the incidence and causes of
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non-fusion segment disease (NFSD), both adjacent and
non-adjacent to a fused segment, after anterior cervical
arthrodesis.

Methods
Between February 1998 and February 2011, two
surgeons’171 patients who had an anterior cervical decom-
pression and fusion for intervertebral disc herniation and
cervical spondylosis were followed clinically for more than
5 years. Of these, 97 were men and 74 were women and
the average age at operation was 51.9 ± 9.28 (range, 31 to
72 years). The average length of follow-up was 8.70 ±
3.16 years (range 5 to 13 years).

Surgical technique
Of the 171 patients, 31 had one, 80 had two, 53 had three,
and 7 had four level fusions. The anterior cervical
decompression and fusion was performed according to the
Smith-Robinson technique [1, 2]. Patients with one level
decompression and fusion received one intervertebral
implant. Patients with two to four levels decompression
and fusion received one intervertebral implant per level
plus an anterior cervical plate, multilevel corpectomies plus
an anterior cervical plate were also included in the cohort.
The average duration of collar treatment was 8 weeks, after
which patients returned to moderate activities and were
followed radiographically.

Radiographic and clinical evaluation
Follow-up information collected at clinic visits included
postoperative symptoms, neurological examination, and
radiographs. Patients with new symptoms received MRI
examination. Diagnosis of symptomatic NFSD was based
on the presence of both new radiculopathy or myelopathy
symptoms referable to the levels, and a compressive lesion
at the same levels on MRI. The outcome of NFSD was
evaluated according to the criteria of Hilibrand et al. [9].
Clinical parameters used to evaluate the incidence of NFSD
were age at operation and fusion level(s). Radiological
parameters used were number of patients who had a plate,
ACDF or corpectomies, preoperative and postoperative
cervical spine alignment, Pavlov’s ratio at the C5 level, and
the presence of non-fusion segment disc degeneration on
preoperative MRI. Cervical spine alignment was measured
as the angle between C2 and C7 on lateral, and standing
radiograph. Postoperative cervical spine alignment was
measured on the final follow-up radiograph. To facilitate
inter-patient comparison of the severity of non-fusion seg-
ment disc degeneration, MRI’s were evaluated by a 5-grade
classification system. Grade 0: no degeneration, grade 1:
degeneration without dural compression, grade 2:
degeneration with subdural space compression, grade 3:
degeneration with subdural space absent, and grade 4: de-
generation with spinal cord compression.

Statistical analysis
All data were collected. Statistical analysis was performed
using SPSS 17.0 (SPSS Inc., Chicago, IL, USA). The inde-
pendent two-sample t test was used to compare the
preoperative, postoperative, and final follow-up clinical
and radiographic data. Counting data using chi-square test.
Binary logistic regression was used to make definitive
conclusions about independent predictors of NFSD. All
results were reported as means ± standard deviation (SD).
Significance was defined as P < 0.05.

Results
NFSD occurred in 16 patients (9.36%), 9 were male and
7 were female, there is no difference between male and
female using chi-square test (P = 0.968). Of these, 12 had
adjacent segment disease (typical cases are shown in
Fig. 1) and 4 had non-adjacent segment disease (typical
cases are shown in Fig. 2).The average length of time
from first operation to the onset of symptomatic NFSD
was 5.00 ± 2.83 years (range 1 to 13 years). The average
age at first operation was 51.06 ± 7.15 years (range 38 to
64 years) in NFSD group and 51.06 ± 9.92 years (range
31 to 72 years) in disease-free group. There was no
difference between the two groups (P = 0.844).
Preoperative alignment in the NFSD group was 7.75°±

3.44 and in the disease-free group was 9.32°± 3.79, which
was not statistically different when evaluated by t test.
However, postoperative alignment was significantly
different (P < 0.001) between the two groups with the
NFSD group measuring 8.38°± 4.57 versus 17.30°± 4.43
in the disease-free group. Pavlov’s ratio did not show
significant difference between groups, with the NFSD
group measuring 0.84 ± 0.08 versus 0.83 ± 0.09 in the
non-NFSD group (P = 0.597). The number of levels fused
showed a significant difference between the two groups
(NFSD group = 1.69 ± 0.79 levels and disease-free group
= 2.26 ± 0.77 levels, P = 0.005). The scores of disc degen-
eration in preoperative MRI at the non-fusion segments
were significantly higher in NFSD group (NFSD group =
2.25 ± 1.13 and disease-free group = 1.52 ± 0.94, P =
0.004). Table 1 shows the difference between the NFSD
group and disease-free group using t test. Multilevel
corpectomies total 17 cases, 3 had NFSD, ACDF 154
cases, 13 had NFSD, the chi-square test of continuity
correction showed no significant difference between the
two groups (P = 0.425). The number of patients who had
a plate was 87, 8 had NFSD, there was no statistical dif-
ference in NFSD between patients who had a plate or
not (P = 0.941). Table 2 shows the difference between
the NFSD group and disease-free group using chi-square
test. The results of binary logistic regression showed that
the major factor affecting NFSD is postoperative cervical
lordosis (P = 0.000) followed by disc degeneration (P =
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0.024). The other parameters did not show a statistically
significant difference (Table 3).

Discussion
In this retrospective study postoperative cervical spine
alignment, severity of non-fusion segment degeneration,
and number of the levels fused are all factors contribut-
ing to new symptomatic NFSD. Therefore, NFSD has a
multivariate etiology.

There are few articles in the literature which focus on
the importance of sagittal alignment and its relation to
the development of ASD in the cervical spine. Katsuura
et al. [12] noted that after anterior cervical fusion 43% of
patients with ASD had malalignment of the cervical
spine at the time of diagnosis. Degenerative changes in
adjacent intervertebral levels were observed in 77% of
segments fused in kyphosis. Kumar et al. [13] studied
the relationship between lumbar sagittal imbalance and
the development of ASD. They found that patients with

Fig. 1 47-year-old man with multilevel cervical intervertebral disc herniation. a, b Preoperative T1-weighted and T2-weighted MRI shows an
indentation of dura mater at C3-C4, C4-C5, C5-C6 and C6-C7 levels. c Radiograph after operation shows 3-level fusion from C4-C7. d, e MRI at
6 years after operation indicates complete decompression at C4-C5, C5-C6, and C6-C7 levels, but C3-C4 level shows significant spinal
cord compression

Fig. 2 39-year-old female with C6-C7 cervical intervertebral disc herniation. a, b Preoperative T2-weighted MRI shows left nerve root compression
at C6-C7 level and disc degeneration at C3-C4 level. c Radiograph after operation shows C6-C7 fusion. d MRI at 1 year after operation indicates
complete decompression at C6-C7, but severe spinal cord compression can be seen at C3-C4 level
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sagittal imbalance or/and vertical sacral inclination had
a 50% incidence of ASD, much higher than patients with
normal sagittal alignment and vertical sacral inclination.
Biomechanical studies have also demonstrated the im-
pact of sagittal alignment on ASD [14]. Our study also
revealed that the degree of cervical lordosis in the NFSD
group was significantly smaller than that of the disease-
free group, supporting the theory that cervical spine
alignment after fusion impacts NFSD and that mainten-
ance of normal cervical spine curvature might decrease
the incidence of NFSD. Cervical alignment is a factor
that needs to be considered during the operation. The
methods we used to correct the alignment include the
following: 1, surgical position (hyperextension position);
2, the height of the implant used should be slightly
higher than the actual vertebral space by 1 mm; 3, neck
pain may cause the cervical alignment to straight, after
decompression, the patient’s pain was relieved and the
alignment was corrected.
In our study, preoperative MRI revealed that disc degen-

eration in unfused segments was more severe in the NFSD
group than in the disease-free group. This result is some-
how in consistent with Hilibrand’s studies [9]. Follow-up of

374 patients for up to 21 years, Hilibrand et al. found a
correlation between poor initial radiological grades at adja-
cent levels and subsequent development of ASD. In a study
by Ishihara and colleagues [15], the incidence of symptom-
atic ASD after ACDF was higher when preoperative myelo-
graphy or MRI revealed asymptomatic disc degeneration at
that level. Their findings suggest that this disease is a result
of a continuing degenerative process rather than a late
complication of fusion. This theory is further supported by
the finding that the disease is far less common among pa-
tients who had undergone cervical fusion for trauma than
for degenerative disease [16]. As a further support of the
effect of the natural degenerative process on non-fusion
segment disease, our study showed symptomatic non-
adjacent segment disease in four patients whose preopera-
tive MRI showed degenerative changes in these non-
adjacent segments. This result was similar to that of RAO
et al. [4], who studied a large series of patients with anter-
ior cervical fusion and found that preoperative cervical de-
generative changes will affect the occurrence of
postoperative degeneration. Jack et al. [17] also found that
the existence of cervical degenerative changes in patients
with a high rate of repair after surgery. SONG et al. [18]
conducted a follow-up study of 87 patients undergoing an-
terior cervical decompression and fusion, suggesting that
the occurrence of adjacent segmental disease was more
likely to be the natural degeneration of the disc itself. The
results of lumbar fusion studies have similar results. Natar-
ajan [19] studied the effects of lumbar degeneration on
adjacent segmental motion through a finite element
analysis model, suggesting that intervertebral disc degener-
ation was a risk factor of adjacent segmental lesions after
lumbar fusion. The concept of “motion preservation” tech-
nology has led to the development of cervical total disc
arthroplasty (TDA). However, in a prospective, random-
ized, FDA investigational device exemption (IDE) trial,

Table 1 The difference between the NFSD group and disease-free
group using t test

NFSD group
(n = 16)

Disease-free
group(n = 155)

P value

Age at operation (years) 51.06 ± 7.15 50.56 ± 9.92 0.844

Preoperative alignment
(degrees)

7.75 ± 3.44 9.32 ± 3.79 0.113

Postoperative
alignment(degrees)*

8.38 ± 4.57 17.30 ± 4.43 0.000

Pavlov’s ratio (C5) 0.84 ± 0.08 0.83 ± 0.09 0.597

Number of levels fused* 1.69 ± 0.79 2.26 ± 0.77 0.005

Scores of disc degeneration
in non-fusion segments*

2.25 ± 1.13 1.52 ± 0.94 0.004

Note: * for the difference was statistically significant (P < 0.05)

Table 2 The difference between the NFSD group and disease-free
group using chi-square test

NFSD group
(n = 16)

disease-free
group (n = 145)

P

Sex

Male 9 88 0.968

Female 7 67

Plate

Yes 8 79 0.941

No 8 76

surgery

Corpectomies 3 14 0.425

ACDF 13 141

Table 3 Binary logistic regression model for NFSD

Exp (B) (95%
CI of Exp (B))

P

Age 1.039(.947–1.140) 0.419

Sex 0.916(.142–5.895) 0.926

Pavlov’s ratio 0.010(.000–49.518) 0.288

Scores of disc
degeneration*

0.360(.149–.873) 0.024

surgery 1.570(.094–26.111) 0.753

Number of
levels fused

2.321(.779–6.915) 0.130

plate 2.233(.392–12.722) 0.366

Postoperative
alignment*

1.592(1.262–2.008) 0.000

Preoperative
alignment

0.966(.767–1.215) 0.767

Note: * for the difference was statistically significant (P < 0.05)
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which was the 2010 Spine Journal “Outstanding Paper,”
Jawahar et al. [20] did found no significant difference be-
tween TDA and ACDF for ASD, but reported that the
ASD is significantly higher in patients with concurrent de-
generative disc disease in the lumbar spine. Chang et al.
[21] reached the opposite conclusion, in the analysis of the
incidence of ASD after ACDF and TDA, the latter (3.1%,
0–7.1%) was lower than the previous (6.0%, 1.0–11.9%),
but said further studies were needed.
In clinical practice, the authors have noted that the

majority of patients treated for cervical spondylotic radi-
culopathy or myelopathy have degenerative changes in
more than one segment. Considering that the majority
of patients improve after decompression of the symp-
tomatic segments, most surgeons would not sacrifice
asymptomatic “innocent” segments. However, some of
these patients will indeed develop NFSD. Therefore, it is
difficult to decide if those “innocent” segments should
be fused. Increasing fusion levels can indeed avoid ASD.
This study has shown that in the disease-free group,
2.26 segments were fused on average whereas 1.69 seg-
ments were fused in the NFSD group.
Some studies have suggested that increasing fusion

levels is thought to increase the burden of adjacent seg-
ments and is more likely to cause ASD. Chung et al. [22]
analyzed the incidence of ASD in 177 patients and found
that patients receiving multi-segmental fusion (32.1%)
had a higher incidence of ASD than single segment
(13.2%), suggesting that the combined biomechanics
may cause changes in adjacent segments. Bydon et al.
[23] considered that iatrogenic introduction leads to
stress and instability in adjacent segments, which is asso-
ciated with the occurrence of ASD.
But there are also similar research results finding with

us. Hilibrand et al. [9] reported that the incidence of
ASD decreased after multilevel fusions. Rao [4] found
that the fusion segment had no effect on the degener-
ation of adjacent segments. Louie et al. [5] also reported
the incidence of ASD in patients with single-segment or
multi-segment cervical ACDF surgery, which suggests
that multi-segment cervical ACDF did not increase the
risk of ASD. In addition, Lee et al. [24] found that the
risk of ASD in one or two segments of cervical fusion
was 1.8 times higher than the risk of involving three or
more segments fusion. Lee suggested that in most cases,
arthrodesis should involve all necessary levels but be
limited to as few levels as possible. These suggest that
ASD is not only solely due to the arthrodesis but also in-
volves the natural history of spondylotic disease [25]. It
is probably unfair to suggest that there may be an indi-
cation to fuse more levels based on the results of t test,
which in logistic regression, fuse level is not the major
factor affecting NFSD. However, a multilevel fusion
could provide some degree of protection. This is a

further verification of natural degenerative changes play-
ing an important role in NFSD.

Limitation
Our study has some limitations. This study was only a
retrospective study with a small sample size to explore the
risk factors for non-fusion segment disease after previous
cervical spine fusions. Furthermore, cervical total disc
replacement was not included in this study. Cervical degen-
eration is a result of multiple factors that require further
study of more factors such as psychology, job, and diet.

Conclusions
In conclusion, our study has demonstrated that NFSD
has multifactorial causes. Cervical lordosis post-op, disc
degeneration in asymptomatic segments were all factors
in the incidence NFSD. In order to prevent NFSD, sur-
geons must consider all of these factors when perform-
ing anterior cervical fusion.

Abbreviations
ACDF: Anterior cervical discectomy and fusion; ASD: Adjacent segment
disease; MRI: Magnetic resonance imaging; NFSD: Non-fusion segment
disease; TDA: Total disc arthroplasty

Acknowledgements
Not applicable.

Funding
Not applicable.

Availability of data and materials
The datasets analyzed during the current study available in contact with the
corresponding author on reasonable request.

Authors’ contributions
TJG and WZQ designed the study, analyzed the data, and wrote the
manuscript. NQH, LB, and SKR collected the data and followed up the
patients. All authors read and approved the final manuscript. ZLL and RDF
helped to revise the manuscript critically for important intellectual content.

Ethics approval and consent to participate
The study was approved by the Ethics Committee of the First Affiliated
Hospital of General Hospital of PLA. Because of the retrospective nature of
the study, informed consent was waived.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Jinzhou Medical University, Jinzhou 121001, People’s Republic of China.
2Department of Orthopedics, The First Affiliated Hospital of the General
Hospital of PLA, Beijing 100048, People’s Republic of China.

Wang et al. Journal of Orthopaedic Surgery and Research  (2018) 13:27 Page 5 of 6



Received: 18 October 2017 Accepted: 8 January 2018

References
1. Robinson RA, Smith GW. Anterolateral cervical disc removal and interbody

fusion for cervical disc syndrome. Bull Johns Hopkins Hosp. 1955;95:223–4.
2. Robinson RA, Smith GW. Anterolateral cervical disc removal and interbody

fusion for cervical disc syndrome. Sas Journal. 2010;4(1):34–5.
3. Teramoto T, Ohmori K, Takatsu T, Inoue H, Ishida Y, Suzuki K. Long-term

results of the anterior cervical spondylodesis. Neurosurgery. 1994;35(1):64–8.
4. Rao RD, Gore DR, Tang SJ, Rebholz BJ, Yoganandan N, Wang M. Radiographic

changes in the cervical spine following anterior Arthrodesis: a long-term
analysis of 166 patients. J Bone Joint Surg Am. 2016;98(19):1606–13.

5. Louie PK, Presciutti SM, Iantorno SE, Bohl DD, Shah K, Shifflett GD, et al.
There is no increased risk of adjacent segment disease at the
cervicothoracic junction following an anterior cervical discectomy and
fusion to C7. The spine journal: official journal of the North American Spine
Society. 2017;17(9):1264–71.

6. Lunsford LD, Bissonette DJ, Jannetta PJ, Sheptak PE, Zorub DS. Anterior
surgery for cervical disc disease. Part 1: treatment of lateral cervical disc
herniation in 253 cases. J Neurosurg. 1980;53(1):1–11.

7. Gore DR, Sepic SB. Anterior cervical fusion for degenerated or protruded
discs. A review of one hundred forty-six patients. Spine. 1984;9(7):667–71.

8. Bohlman HH, Emery SE, Goodfellow DB, Jones PK. Robinson anterior cervical
discectomy and arthrodesis for cervical radiculopathy. Long-term follow-up of one
hundred and twenty-two patients. J Bone Joint Surg Am. 1993;75(9):1298–307.

9. Hilibrand AS, Carlson GD, Palumbo MA, Jones PK, Bohlman HH. Radiculopathy
and myelopathy at segments adjacent to the site of a previous anterior
cervical arthrodesis. J Bone Joint Surg Am. 1999;81(4):519–28.

10. Chen Y, He Z, Yang H, Liu X, Wang X, Chen D. Anterior cervical diskectomy
and fusion for adjacent segment disease. Orthopedics. 2013;36(4):e501–8.

11. Buttermann GR. Anterior cervical Discectomy and fusion outcomes over 10
years: a prospective study. Spine. 2017;

12. Katsuura A, Hukuda S, Saruhashi Y, Mori K. Kyphotic malalignment after
anterior cervical fusion is one of the factors promoting the degenerative
process in adjacent intervertebral levels. European spine journal: official
publication of the European Spine Society, the European Spinal Deformity
Society, and the European Section of the Cervical Spine Research Society.
2001;10(4):320–4.

13. Kumar MN, Baklanov A, Chopin D. Correlation between sagittal plane
changes and adjacent segment degeneration following lumbar spine
fusion. European spine journal: official publication of the European Spine
Society, the European Spinal Deformity Society, and the European Section
of the Cervical Spine Research Society. 2001;10(4):314–9.

14. Oda I, Cunningham BW, Buckley RA, Goebel MJ, Haggerty CJ, Orbegoso CM,
et al. Does spinal kyphotic deformity influence the biomechanical
characteristics of the adjacent motion segments? An in vivo animal model.
Spine. 1999;24(20):2139–46.

15. Ishihara H, Kanamori M, Kawaguchi Y, Nakamura H, Kimura T. Adjacent
segment disease after anterior cervical interbody fusion. The spine journal:
official journal of the North American Spine Society. 2004;4(6):624–8.

16. Goffin J, van Loon J, Van Calenbergh F, Plets C. Long-term results after anterior
cervical fusion and osteosynthetic stabilization for fractures and/or dislocations
of the cervical spine. J Spinal Disord. 1995;8(6):500–8. discussion 499

17. Jack A, Hardy St-Pierre G, Nataraj A. Adjacent segment pathology:
progressive disease course or a product of iatrogenic fusion? The Canadian
journal of neurological sciences Le journal canadien des sciences
neurologiques. 2017;44(1):78–82.

18. Song KJ, Choi BW, Jeon TS, Lee KB, Chang H. Adjacent segment degenerative
disease: is it due to disease progression or a fusion-associated phenomenon?
Comparison between segments adjacent to the fused and non-fused
segments. European spine journal : official publication of the European Spine
Society, the European Spinal Deformity Society, and the European Section of
the Cervical Spine Research Society. 2011;20(11):1940–5.

19. Natarajan RN, Andersson GB. Lumbar disc degeneration is an equally
important risk factor as lumbar fusion for causing adjacent segment disc
disease. Journal of orthopaedic research: official publication of the
Orthopaedic Research Society. 2017;35(1):123–30.

20. Jawahar A, Cavanaugh DA, Kerr EJ, 3rd, Birdsong EM, Nunley PD. Total disc
arthroplasty does not affect the incidence of adjacent segment
degeneration in cervical spine: results of 93 patients in three prospective

randomized clinical trials. The spine journal: official journal of the North
American Spine Society. 2010;10(12):1043-1048.

21. Chang KE, Pham MH, Hsieh PC. Adjacent segment disease requiring
reoperation in cervical total disc arthroplasty: a literature review and update.
Journal of clinical neuroscience: official journal of the Neurosurgical Society
of Australasia. 2017;37:20–4.

22. Chung JY, Kim SK, Jung ST, Lee KB. Clinical adjacent-segment pathology
after anterior cervical discectomy and fusion: results after a minimum of 10-
year follow-up. The spine journal: official journal of the North American
Spine Society. 2014;14(10):2290–8.

23. Bydon M, Xu R, Macki M, De la Garza-Ramos R, Sciubba DM, Wolinsky JP, et
al. Adjacent segment disease after anterior cervical discectomy and fusion
in a large series. Neurosurgery. 2014;74(2):139–46. discussion 46

24. Lee JC, Lee SH, Peters C, Riew KD. Adjacent segment pathology requiring
reoperation after anterior cervical arthrodesis: the influence of smoking, sex,
and number of operated levels. Spine. 2015;40(10):E571–7.

25. Litrico S, Lonjon N, Riouallon G, Cogniet A, Launay O, Beaurain J, et al. Adjacent
segment disease after anterior cervical interbody fusion: a multicenter
retrospective study of 288 patients with long-term follow-up. Orthopaedics &
traumatology, surgery & research: OTSR. 2014;100(6 Suppl):S305–9.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Wang et al. Journal of Orthopaedic Surgery and Research  (2018) 13:27 Page 6 of 6


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Surgical technique
	Radiographic and clinical evaluation
	Statistical analysis
	Results
	Discussion
	Limitation
	Conclusions
	Abbreviations
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

