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Abstract: To systematically compare the safety and efficacy of dynamic cervical implant (DCI) with anterior cervi-
cal discectomy and fusion (ACDF) and cervical total disc replacement (CTDR) in treating cervical degenerative disc 
disease (CDDD). Electronic searches were conducted using PubMed, Embase, CBM, CNKI, VIP, and Wan Fang data-
base (update to October 19, 2016). The relevant published literatures were screened by two independent reviewers 
according to the inclusion criteria. No language restriction was applied. Two prospective and four retrospective stud-
ies were enrolled with a total of 491 patients. No statistical difference was observed with regard to operative time, 
intraoperative blood loss and Japanese Orthopedic Association (JOA) score between DCI and ACDF group or DCI 
and CTDR group. No statistical difference was identified between DCI and ACDF group in Visual Analog Score (VAS) 
for neck and arm and between DCI and CTDR group in Neck Disability Index (NDI). Compared with ACDF group, DCI 
group presented higher treated segmental ROM, lower cephalad segmental ROM and caudal segmental ROM, but 
equal in overall range of motion (ROM). No significant difference in cephalad, treated and caudal segmental ROM 
was seen between DCI group and CTDR group. Based on our study, the limited evidence indicated that DCI is as 
effective and safe as ACDF and CTDR for patients with CDDD. DCI may maintain the ROM of treated segment and 
delay the occurrence of adjacent segment disease. However, insufficient evidence supports that DCI may decrease 
the stress of facet joints.

Keywords: Anterior cervical discectomy and fusion, cervical total disc replacement, dynamic cervical implant, cer-
vical degenerative disc disease, meta-analysis, cervical spine

Introduction

Symptomatic cervical degenerative disc dis-
ease (CDDD) is the main cause of radiculo- 
pathy and myelopathy in cervical spine. These 
patients always present with symptoms like 
neck and arm pain, sensory changes and gait 
instability. Anterior cervical discectomy and 
fusion (ACDF) has been an effective surgical 
method of alleviating these symptoms since 
1950s [1]. However, adjacent segment disease 
(ASD) is a well-known complication after ACDF 
[2-4]. Biomechanical studies suggested that 
fusion of surgical segments increases the 
stress of adjacent levels [5, 6]. 

With the aim of restoring or preserving the 
physiological motion of the spine as well as 
achieving equivalent or slightly superior clinical 

outcome compared with the traditional fusion 
surgery, cervical total disc replacement (CTDR) 
has become a substitute for fusion in recent 
years [7-9]. The results of a meta-analysis indi-
cated that CTDR surpassed ACDF with regard to 
the lower rate of ASD [10]. Though the hetero-
topic ossification (HO) after CTDR was not asso-
ciated with clinical outcomes, the reported 
occurrence rate was unexpectedly high, differ 
from 17.8% to 94.1% [11-15]. Furthermore, it 
had been suggested that hyper-mobility occ- 
urred to the operated segments after TDR, 
which may lead to increased stress on facet 
joints [16, 17]. 

Dynamic cervical implant (DCI) was originally 
developed by Dr. Guy Matgé et al. in 2002, 
which is a U-shaped titanium stabilizing device, 
and was introduced to clinical use in 2004. The 
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current second degeneration was developed by 
Paradigm Spine (New York, NY, USA) in 2005. 
The DCI implant stabilization was designed to 
combine the advantages of ACDF and CTDR 
[18]. DCI is a non-fusion surgical technique that 
allows limited flexion and extension of cervical 
spine, whereas the motion of cervical spine in 
rotation and lateral bending were limited [19]. 
The previous biomechanical study found that 
the DCI could spare the overload of facet joints 
which had been found in unconstrained TDR 
[16].

In order to identify and summarize the best 
available evidence, we conduct this meta-anal-
ysis to: (1) compare the safety and efficacy 
among DCI, ACDF and CTDR in treating patients 
with CDDD; (2) find out whether DCI may main-
tain the treated segmental ROM compared to 
ACDF; (3) find out whether DCI may decrease 
the stress of facet joints compared to CTDR. 

Materials and methods

Search strategy

This meta-analysis was conducted under 
PRISMA Statement [20]. And all relevant pub-
lished studies were searched from PubMed, 
Embase, CBM, CNKI, VIP, and Wan Fang data-
base (update to October 19, 2016) using the 
combination of the following keywords: dynam-
ic cervical implant, DCI, u-shaped disc implant, 
dynamic cervical stabilization and cervical. No 
language restriction was applied. The reference 
lists of eligible studies were reviewed for possi-
bly relevant studies. 

Inclusion and exclusion criteria

The relevant published studies were systemati-
cally reviewed. Literature that were included 
should meet the following criteria: (1) original 
articles; (2) studies comparing the clinical and 
radiological outcomes between the dynamic 
cervical implant with ACDF or CTDR; (3) patients 
were medically confirmed of CDDD who needed 
surgical intervention; (4) patients were followed 
up more than twelve months; (5) studies report-
ed at least one needed outcome. Excluded cri-
teria included: (1) unrelated studies; (2) confer-
ence abstracts; (3) biomechanical studies; (4) 
case reports; (5) systematic review; (6) letter to 
editor or comment.

Data extraction

Two authors independently reviewed the full 
text of included studies and extracted the infor-
mation we need into Excel, including basic 
characteristics of studies and patients, sur- 
gical outcomes, clinical outcomes and radio-
logical outcomes. Any disagreement between 
the two authors was settled through further 
discussions.

Risk of bias assessment

The quality of included six cohort studies were 
independently appraised by two authors using 
the Newcastle-Ottawa quality assessment 
scale (NOS) [21]. Any disagreement between 
the two authors was resolved through further 
discussions. The NOS uses a score system 
(range from 0 to 9) to evaluate the methodologi-
cal quality of case-control studies and cohort 
studies. Studies with a score of 0 to 3, 4 to 6 
and 7 to 9 were classified as low quality, medi-
um quality and high quality, respectively. 

Statistical analysis

This meta-analysis was conducted using 
Review Manager software (RevMan 5.3; 
Cochrane Collaboration). Weighted mean dif-
ference (WMD) and 95% confidence intervals 
(CI) were assessed for continuous data (intra-
operative blood loss, operation time, overall 
ROM, segmental ROM). Standardized mean dif-
ference (SMD) and 95% CI were assessed for 
continuous data (clinical outcomes, interverte-
bral disc height) when the same continuous 
outcomes are measured according to different 
scales. Probability of P<0.05 was considered 
as statistically significant. I2 statistic (ranging 
from 0 to 100%) was calculated to assess the 
heterogeneity among included studies. I2 sta-
tistic >50% with P-value <0.10 was considered 
to represent substantial heterogeneity, under 
which circumstance, random effects analysis 
was performed, otherwise, fixed effects analy-
sis was performed [22].  

Result

Identification of relevant studies

We systematically searched the PubMed, 
Embase, CBM, CNKI, VIP, and Wan Fang data-
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base for relevant studies and 584 studies that 
has been yielded. Four hundred and fifty-six 
articles were retrieved after removing duplicate 
studies. Four hundred and twelve unrelated 
studies, 5 conference abstracts, 6 biomechani-
cal studies, 2 academic dissertations and 24 
non-comparative studies were eliminated. Two 
studies [23, 24] were conducted by the same 
research team and the patients may have  
overlapped. One article [23] was eliminated. 
Eventually, six studies [24-29] were qualified. A 
flow diagram of search strategy of relevant 
studies is illustrated in Figure 1.

Characteristics of eligible studies and quality 
assessment

Two prospective studies and four retrospective 
studies were identified in our study. The infor-
mation of eligible studies was listed in Table 1. 
There were 190 patients treated with dynamic 
cervical implant, 168 patients treated with 
ACDF and 133 patients treated with CTDR. 
Each included study was evaluated in accor-
dance with NOS, which is presented in Table 2. 
The mean score (ranging from 8 to 9) of includ-
ed studies was 8.5. All included studies were 
regarded as high quality. 

Meta-analysis of outcomes

Surgical outcomes: Four studies with 141 
patients treated with DCI, 94 patients treated 
with ACDF and 133 patients treated with CTDR 
were eligible for the meta-analysis of surgical 
outcomes. No statistical difference was identi-
fied between the DCI and ACDF group in opera-
tive time and intraoperative blood loss (opera-
tive time: WMD: -3.34, 95% CI: [-21.23, 14.54], 
P≤0.0001, I2=91%, Figure 2; intraoperative 
blood loss: WMD: -32.04, 95% CI: [-84.94, 
20.86], P≤0.00001, I2=100%, Figure 2). Sta- 
tistical heterogeneity was detected. There was 
no statistical difference in that between the 
DCI and CTDR group (operative time: WMD: 
0.20, 95% CI: [-7.07, 7.48], P=0.13, I2=51%, 
Figure 2; intraoperative blood loss: WMD: 2.27, 
95% CI: [-6.88, 11.41], P=0.0005, I2=87%, 
Figure 2). Substantial heterogeneity was found 
among these studies.

Clinical outcomes: Six studies with 190 patients 
treated with DCI, 168 patients treated with 
ACDF and 133 patients treated with CTDR were 
included in the meta-analysis of clinical out-
comes. We found no significant difference in 
JOA score between the DCI and ACDF group 
(SMD: 0.58, 95% CI: [-0.27, 1.44], P<0.00001, 
I2=89%, Figure 3), the DCI and CTDR group 
(SMD: -0.01, 95% CI: [-0.27, 0.25], P=0.94, 
I2=0%, Figure 3), respectively. However, obvi-
ous heterogeneity was detected between the 
DCI and ACDF group. We found no statistical 
difference between the DCI and ACDF group in 
VAS for neck (SMD: 0.07, 95% CI: [-0.24, 0.39], 
P=0.39, I2=0%, Figure 3) and arm (SMD: -0.17, 
95% CI: [-0.51, 0.17], P=0.33, I2=0%, Figure 3). 
No significant difference was identified in NDI 

Figure 1. Flow diagram 
of study selection.
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Table 1. Patient and study characteristics of the eleven included studies in the meta-analysis

References Year Country Study 
design

Sample size Mean age Male (%) Follow-up
ACDF DCI CTDR ACDF DCI CTDR ACDF DCI CTDR ACDF DCI CTDR

Li et al. [26] 2013 China P 42 39 - 49.5±9.3 45.3±8.6 - 54.8 53.8 - 35.4 26.7 -

Richter et al. [27] 2015 Switzerland P 27 26 - 46±7.3 44.1±8.8 - 40.7 61.5 - 12.8±1.5 13.0±1.8 -

Jia et al. [25] 2015 China R 47 23 - 50.3 47.5 - 66.0 65.2 - 44.0 44.0 -

Liu et al. [29] 2016 China R - 67 85 - 42.6±9.6 46.3±8.2 56.7 43.5 - 42.7 46.1

Zhu et al. [28] 2014 China R 34 25 32 49.5 47.1 48 53.0 56.0 45.4 20.3 20.0 20.1

Guan et al. [24] 2016 China R 18 10 16 51.3±7.2 44.5±5.6 44.0±4.5 50.0 60.0 50.0 35.8 36.5 36.7
Note: R, retrospective, P, prospective.

Table 2. Methodological quality assessment of studies included in the meta-analysis based on Newcas-
tle-Ottawa quality assessment scale (NOS)

References

Selection Comparability Outcome

Total
Representa-
tiveness of 

the exposed 
cohort

Selection 
of the non-

exposed 
cohort

Ascer-
tainment 
of expo-

sure

Demonstration 
that outcome of 
interest was not 
present at the 
start of study

Study 
controls 

for age or 
gender

Study 
controls 
for any 

additional 
factor

Assess-
ment of 
outcome

Follow-
up long 

enough for 
outcomes 
to occur

Adequacy 
of follow-

up of 
cohort

Li et al. [26] 1 1 1 1 1 0 1 1 1 8

Richter et al. [27] 1 1 1 1 1 1 1 1 1 9

Jia et al. [25] 1 0 1 1 1 1 1 1 1 8

Liu et al. [29] 1 1 1 1 1 1 1 1 1 9

Zhu et al. [28] 1 1 1 1 1 0 1 1 1 8

Guan et al. [24] 1 1 1 1 1 1 1 1 1 9

Figure 2. Comparison of operation time and intraoperative blood loss.
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between the DCI and CTDR group (SMD: 0.20, 
95% CI: [-0.09, 0.50], P=0.89, I2=0%, Figure 3). 
Significant difference was identified in NDI 
between the DCI and ACDF group (SMD: -1.15, 
95% CI: [-1.74, -0.56], P=0.19, I2=41%, Figure 
3).

Radiological outcomes: Six studies with 164 
patients treated with DCI, 141 patients treated 
with ACDF and 133 patients treated with CTDR 
were included in the meta-analysis of radiologi-
cal outcomes. We found no statistical differ-
ence between DCI and ACDF group in overall 
ROM (WMD: 6.75, 95% CI: [-0.93, 14.43], 
P=0.08, I2=69%, Figure 4). The overall ROM of 
CTDR group was significantly higher compared 
with DCI group (WMD: -2.65, 95% CI: [-4.53, 

-0.78], P=0.006, I2=0%, Figure 4). Significant 
heterogeneity was identified between the DCI 
and ACDF group in overall ROM. The DCI group 
had significant higher treated segmental ROM 
than that of ACDF group (WMD: 8.04, 95% CI: 
[7.19, 8.88], P=0.91, I2=0%, Figure 5). The DCI 
group presented significant lower cephalad 
segmental ROM than that of ACDF group (WMD: 
-1.56, 95% CI: [-1.82, -1.31], P=0.71, I2=0%, 
Figure 5), as well as the caudal segmental ROM 
(WMD: -1.44, 95% CI: [-1.71, -1.18], P=0.37, 
I2=4%, Figure 5). No significant difference was 
identified in cephalad segmental ROM (WMD: 
-0.34, 95% CI: [-0.91, 0.23], P=0.29, I2=20%, 
Figure 5), treated segmental ROM (WMD: 0.03, 
95% CI: [-1.63, 1.68], P<0.00001, I2=91%, 
Figure 5) and caudal segmental ROM (WMD: 

Figure 3. Comparison of clinical outcome.
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0.34, 95% CI: [-0.17, 0.86], P=0.99, I2=0%, 
Figure 5) between DCI group and CTDR group. 
However, obvious heterogeneity was detected 
between DCI group and CTDR group in treated 
segmental ROM.

Discussion

ACDF is considered as the “gold standard” 
technique for symptomatic CDDD and has 
achieved satisfactory outcomes [30, 31]. 
Although ACDF is successful, Hilibrand et al. 
reported that the occurrence of symptomatic 
ASD was 2.9% per year after operation, and 
25.6% of the patients might developed ASD 
within 10 years [2]. Besides, biomechanical 
studies indicated that fusion of the treated seg-
ment increased the stress faced by the adja-
cent segment, which theoretically accelerates 
the occurrence of ASD [5, 6]. The concern for 
ASD, and to mimic the native physiological 
activity of the cervical spine had led to the 
development of motion preserving technique 
CTDR. Previous studies demonstrated the safe-
ty and efficacy of CTDR as a feasible alternative 
to ACDF in the treatment of symptomatic CDDD 
[7-9]. Furthermore, CTDR has been found to 
have a lower rate of ASD compared with ACDF 
[10]. However, the development of HO is consid-
ered to be one of the major complications fol-
lowing CTDR [11-15]. In addition, biomechani-
cal researches indicated that the sliding arti- 
culation of artificial cervical disc might not sat-
isfactorily control the motion. Consequently, 
hyper-mobility would occur to the operated seg-
ment, as well as an increase of the facet joint 
stress [16, 17]. These may accelerate the 
degeneration of the facet joint and affect the 
outcome of long-term follow-up of CTDR. 

DCI is a newly emerged U-shaped implant that 
represents a completely new cervical implant 
philosophy. It was originally designed to com-
bine the advantages of arthrodesis and CTDR. 
Compare with CTDR, DCI has the following 
characteristics: (1) the U-shaped structure 
functions as a shock absorber which may pro-
tect the adjacent segments from excessive 
stresses [19]; (2) it restricts excessive flexion 
and extension, and can nearly blocks rotation 
and lateral bending, thus, theoretically protect-
ing the facet joint from excessive stress; (3) it 
can be used in a wider scope, such as patients 
with serious degeneration of facet joint; (4) 
without a metal-polyethylene articulating sur-
face, local or systemic reaction to the wear 
debris will decrease.

Our meta-analysis indicated that no significant 
difference was identified between DCI and 
CTDR group in operative time, intraoperative 
blood loss, JOA, and NDI scores. Our study also 
shown that there was no difference between 
DCI group and ACDF group in operative time, 
intraoperative blood loss, VAS neck and arm 
and JOA scores, except NDI scores. In fact, only 
two studies compared the NDI scores between 
DCI and ACDF in the included studies. The small 
sample size may be responsible for the surpris-
ing result. In other words, DCI is as safe and 
effective as ACDF and CTDR in the treatment of 
CDDD. Based on our results, we believe that 
most of the relief of clinical symptoms after cer-
vical spine surgery depends on a successful 
and complete decompression rather than the 
type of the implant device.

Regarding the radiology outcome, our study 
indicated that the treated segmental ROM of 

Figure 4. Comparison of overall ROM.
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DCI group was higher than ACDF group, while 
both cephalad and caudal segmental ROM of 
DCI group were lower than ACDF group. This 
was similar to the conclusion proposed by Mo 
et al. [16]. Due to the fusion of the treated seg-
ment, the ROM of the treated segment is 0° 
theoretically. In order to compensate the loss 
motion, the motion of the adjacent segments 
increased. It may accelerate the degeneration 
of the adjacent segment or increase the inci-
dence of ASD. Compared with ACDF, DCI may 
retain a certain motion of the treated segment, 
thus reducing the stress of the adjacent seg-

ment, and theoretically slowing down the de- 
generation of the adjacent segment or decreas-
ing the incidence of ASD. Our study suggested 
that there was no difference between DCI group 
and ACDF group in overall ROM. We think the 
increased motion of adjacent segments com-
pensated the loss motion of the treated seg-
ment in ACDF.

Mo et al. [16] conducted a biomechanical 
model and finite element analysis in 2014, 
found that the ROM of treated segment of CTDR 
was increased while that was slightly reduced 

Figure 5. Comparison of segmental ROM.
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in DCI. They concluded that the hypermobility of 
the treated segment increased the stress of 
the facet joints in CTDR; the semi-restrictive 
activity of DCI maintained the ROM of the treat-
ed segment as well as prevented excursive 
movement of the corresponding facet joints. 
Zhu et al. [28] reported a reduced postopera-
tive treated segment ROM and an equal post-
operative adjacent segment ROM compared 
with the preoperative ones in DCI group. 
However, we found no significant difference in 
cephalad, treated, and caudal segmental ROM 
between DCI group and CTDR group. The 
results of the present meta-analysis are consis-
tent with the study conducted by Liu et al. [29]. 
They reported that the ROMs in treated, cepha-
lad, and caudal segments were of no significant 
difference at final follow-up in both DCI and 
CTDR group compared with the preoperative 
ones. In another word, our meta-analysis indi-
cated that insufficient evidence to support that 
DCI may decrease the stress of facet joints 
compared to CTDR.

First, because of the lack of related RCTs, the 
level of the evidence is relatively low. Second, 
because only six studies were included, the 
sample size was small. Due to these limita-
tions, the results of our study should be inter-
preted with caution and high-quality RCTs with 
long-term follow-up are needed to confirm 
these results.

This meta-analysis indicates that DCI is an 
effective and safe surgical procedure com-
pared with ACDF and CTDR for the treatment of 
CDDD. DCI may possibly maintain the ROM of 
treated segment and delay the occurrence of 
ASD. However, there is a lack of evidence sup-
port that DCI may decrease the stress of facet 
joints compared to CTDR. Further studies with 
long-term follow-up are needed.

Disclosure of conflict of interest

None.

Address correspondence to: Hao Liu, Department of 
Orthopaedic Surgery, West China Hospital, Sichuan 
University, 37 Guoxue Lane, Chengdu 610041, 
Sichuan Province, China. Tel: +86 18980601369; 
E-mail: liuhao6304@126.com

References

[1] Smith GW and Robinson RA. The treatment of 
certain cervical-spine disorders by anterior re-
moval of the intervertebral disc and interbody 

fusion. J Bone Joint Surg Am 1958; 40-A: 607-
624.

[2] Hilibrand AS, Carlson GD, Palumbo MA, Jones 
PK and Bohlman HH. Radiculopathy and my-
elopathy at segments adjacent to the site of a 
previous anterior cervical arthrodesis. J Bone 
Joint Surg Am 1999; 81: 519-528.

[3] Bartolomei JC, Theodore N and Sonntag VK. 
Adjacent level degeneration after anterior cer-
vical fusion: a clinical review. Neurosurg Clin N 
Am 2005; 16: 575-587, v.

[4] Bydon M, Xu R, Macki M, De la Garza-Ramos R, 
Sciubba DM, Wolinsky JP, Witham TF, Gokaslan 
ZL and Bydon A. Adjacent segment disease af-
ter anterior cervical discectomy and fusion in a 
large series. Neurosurgery 2014; 74: 139-146 
discussion 146.

[5] Park DH, Ramakrishnan P, Cho TH, Lorenz E, 
Eck JC, Humphreys SC and Lim TH. Effect of 
lower two-level anterior cervical fusion on the 
superior adjacent level. J Neurosurg Spine 
2007; 7: 336-340.

[6] Eck JC, Humphreys SC, Lim TH, Jeong ST, Kim 
JG, Hodges SD and An HS. Biomechanical 
study on the effect of cervical spine fusion on 
adjacent-level intradiscal pressure and seg-
mental motion. Spine (Phila Pa 1976) 2002; 
27: 2431-2434.

[7] Davis RJ, Nunley PD, Kim KD, Hisey MS, 
Jackson RJ, Bae HW, Hoffman GA, Gaede SE, 
Danielson GO 3rd, Gordon C and Stone MB. 
Two-level total disc replacement with Mobi-C 
cervical artificial disc versus anterior discecto-
my and fusion: a prospective, randomized, 
controlled multicenter clinical trial with 4-year 
follow-up results. J Neurosurg Spine 2015; 22: 
15-25.

[8] Hisey MS, Zigler JE, Jackson R, Nunley PD, Bae 
HW, Kim KD and Ohnmeiss DD. Prospective, 
randomized comparison of one-level mobi-c 
cervical total disc replacement vs. anterior cer-
vical discectomy and fusion: results at 5-year 
follow-up. Int J Spine Surg 2016; 10: 10.

[9] Zigler JE, Delamarter R, Murrey D, Spivak J and 
Janssen M. ProDisc-C and anterior cervical dis-
cectomy and fusion as surgical treatment for 
single-level cervical symptomatic degenerative 
disc disease: five-year results of a Food and 
Drug Administration study. Spine (Phila Pa 
1976) 2013; 38: 203-209.

[10] Zhu Y, Zhang B, Liu H, Wu Y and Zhu Q. Cervical 
disc arthroplasty versus anterior cervical dis-
cectomy and fusion for incidence of symptom-
atic adjacent segment disease: a meta-analy-
sis of prospective randomized controlled trials. 
Spine (Phila Pa 1976) 2016; 41: 1493-1502.

[11] Leung C, Casey AT, Goffin J, Kehr P, Liebig K, 
Lind B, Logroscino C and Pointillart V. Clinical 
significance of heterotopic ossification in cervi-
cal disc replacement: a prospective multi-
center clinical trial. Neurosurgery 2005; 57: 
759-763; discussion 759-763.



DCI for cervical degenerative disc disease

8708 Int J Clin Exp Med 2017;10(6):8700-8708

[12] Yi S, Kim KN, Yang MS, Yang JW, Kim H, Ha Y, 
Yoon DH and Shin HC. Difference in occur-
rence of heterotopic ossification according to 
prosthesis type in the cervical artificial disc re-
placement. Spine (Phila Pa 1976) 2010; 35: 
1556-1561.

[13] Zhou HH, Qu Y, Dong RP, Kang MY and Zhao 
JW. Does heterotopic ossification affect the 
outcomes of cervical total disc replacement? A 
meta-analysis. Spine (Phila Pa 1976) 2015; 
40: E332-340.

[14] Suchomel P, Jurak L, Benes V 3rd, Brabec R, 
Bradac O and Elgawhary S. Clinical results and 
development of heterotopic ossification in total 
cervical disc replacement during a 4-year fol-
low-up. Eur Spine J 2010; 19: 307-315.

[15] Park JH, Rhim SC and Roh SW. Mid-term follow-
up of clinical and radiologic outcomes in cervi-
cal total disk replacement (Mobi-C): incidence 
of heterotopic ossification and risk factors. J 
Spinal Disord Tech 2013; 26: 141-145.

[16] Mo ZJ, Zhao YB, Wang LZ, Sun Y, Zhang M and 
Fan YB. Biomechanical effects of cervical ar-
throplasty with U-shaped disc implant on seg-
mental range of motion and loading of sur-
rounding soft tissue. Eur Spine J 2014; 23: 
613-621.

[17] Lee SH, Im YJ, Kim KT, Kim YH, Park WM and 
Kim K. Comparison of cervical spine biome-
chanics after fixed- and mobile-core artificial 
disc replacement: a finite element analysis. 
Spine (Phila Pa 1976) 2011; 36: 700-708.

[18] Matge G. Dynamic cervical implant (DCI). An 
alternative between cage fusion and total disc 
replacement. European Spine Journal Con- 
ference: CSRS ES Congress 2010; 19. 

[19] Matge G, Berthold C, Gunness VR, Hana A and 
Hertel F. Stabilization with the Dynamic 
Cervical Implant: a novel treatment approach 
following cervical discectomy and decompres-
sion. J Neurosurg Spine 2015; 22: 237-245.

[20] Moher D, Liberati A, Tetzlaff J and Altman DG. 
Preferred reporting items for systematic re-
views and meta-analyses: the PRISMA state-
ment. Int J Surg 2010; 8: 336-341.

[21] Wells GA, Shea B, O’Connell D, Peterson J, 
Welch V, Losos M and Tugwell P. The Newcastle-
Ottawa Scale (NOS) for assessing the quality  
of nonrandomised studies in meta-analyses 
[webpage on the Internet]. Ottawa, ON: Ottawa 
Hospital Research Institute; 2014. Available 
from: http://www.ohri.ca/programs/clinical_
epidemiology/oxford.asp. Accessed at 11 
December 2016. 

[22] Deeks JJ, Higgins JP and Altman DG. Analysing 
data and undertaking meta-analyses. In: 
Higgins JPT, Green S, editors. Cochrane Hand- 
book for Systematic Reviews of Interventions 
Version 5.1.0. The Cochrane Collaboration. 
Available at: www.cochrane-handbook.org (up-
dated March 2011).

[23] Guan L, Chen XL, Hai Y, Liu YZ, Wang WL and 
Yu ZY. A comparison of cervical disc arthroplas-
ty versus dynamic cervical implant in the treat-
ment of cervical spondylopathy: a clinical and 
radiological study. Chinese Journal of Bone 
and Joint 2015; 4: 610-616. 

[24] Guan L, Wang WL, Hai Y, Liu YZ, Chen XL and 
Chen L. Clinical outcome of mid-term follow-up 
of anterior cervical non-fusion surgery versus 
anterior cervical discectomy and fusion for cer-
vical spondylosis. Zhonghua Yi Xue Za Zhi 
2016; 96: 1991-1996. 

[25] Jia J, Liu HJ, Shang GW, Wu ZB, Wang JK, Zhou 
QF and Pi GF. A comparative study on the treat-
ment of cervical spondylosis with the surgery 
of dynamic cervical implant implantation and 
anterior decompression fusion with cage. Chin 
J Exp Surg 2015; 32: 2878-2880. 

[26] Li Z, Yu S, Zhao Y, Hou S, Fu Q, Li F, Hou T and 
Zhong H. Clinical and radiologic comparison of 
dynamic cervical implant arthroplasty versus 
anterior cervical discectomy and fusion for the 
treatment of cervical degenerative disc dis-
ease. J Clin Neurosci 2014; 21: 942-948.

[27] Richter H, Seule M, Hildebrandt G and Fournier 
JY. Dynamic cervical implant versus anterior 
cervical diskectomy and fusion: a prospective 
study of clinical and radiologic outcome. J 
Neurol Surg A Cent Eur Neurosurg 2016; 77: 
300-307.

[28] Zhu R, Yang H, Wang Z, Wang G, Shen M and 
Yuan Q. Comparisons of three anterior cervical 
surgeries in treating cervical spondylotic my-
elopathy. BMC Musculoskelet Disord 2014; 
15: 233.

[29] Shichang L, Yueming S, Limin L, Lei W, Zhongjie 
Z, Chunguang Z and Xi Y. Clinical and radiolog-
ic comparison of dynamic cervical implant ar-
throplasty and cervical total disc replacement 
for single-level cervical degenerative disc dis-
ease. J Clin Neurosci 2016; 27: 102-109.

[30] Thorell W, Cooper J, Hellbusch L and Leibrock 
L. The long-term clinical outcome of patients 
undergoing anterior cervical discectomy with 
and without intervertebral bone graft place-
ment. Neurosurgery 1998; 43: 268-273; dis-
cussion 273-264.

[31] Yue WM, Brodner W and Highland TR. Long-
term results after anterior cervical discectomy 
and fusion with allograft and plating: a 5- to 
11-year radiologic and clinical follow-up study. 
Spine (Phila Pa 1976) 2005; 30: 2138-2144.


