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Abstract
Introduction
Cervical spinal stenosis is a common disease that results in considerable morbidity and disability. To avoid
long-term disability caused by irreversible spinal cord damage, quick diagnosis and treatment are required.
To our knowledge, until recently, there has been no report or study evaluating the cervical canal stenosis
and associated facet joint arthrosis as the major cause of neck pain, so the current study used computed
tomography (CT) scans to determine the prevalence of cervical canal stenosis and facet joint osteoarthrosis
in patients who presented with neck pain, including its relationship with age, sex, and cervical spinal levels
(C3-C7).

Methods
The current clinical descriptive cross-sectional study was conducted in the Department of Anatomy and
Radiodiagnosis at Santosh Medical College, Ghaziabad, for a period of 24 months among newly diagnosed
outpatient department (OPD) cases of neck pain (18 years or older) with suspected cervical canal stenosis
and facet joint arthrosis. Clinical history, patient-specific clinical examination, and relevant information
were obtained in a structured data collection schedule through interviews during OPD hours. All of the
participants underwent a CT scan of the cervical region. The independent factors (age, gender, height, and
weight) were used in a multiple linear regression analysis of neck pain grading, Torg ratio (TR), and right

and left facet joint degeneration, which were expressed as R-squared (R2) and adjusted R-squared (aR2).
Statistical tests were executed at a 5% level of significance; an association was considered significant if the
p-value was <0.05.

Results
A total of 83 subjects were enrolled in this study with equal representation from both sexes, i.e., males
(49.4%) and females (50.6%). The transverse vertebral canal (T-VC) diameter was narrowest at the level of C3
(25.00 ± 1.13) and gradually increased at the level of C6 (25.18 ± 1.14) in this study. The mean TR of cervical
vertebrae C3-C4 dropped gradually from C3 (0.78 ± 0.05) to C7 (0.76 ± 0.05) in this study. Severe left and
right facet joint degeneration were observed in 13.3% and 10.5% of study subjects, respectively. In almost
every subject, neck pain was a neurological symptom, so multiple linear regression analysis of neck pain
grading was carried out with the independent variables (age, gender, height, and weight) and it was found to

be not significant (R2 = 0.0617, aR2 = 0.0136, p = 0.2842).

Conclusion
The articulations of the posterior arch of the vertebrae are known as facet joints. They are a vital component
of the vertebral column's structural stability. The superior and inner articular facets of the vertebrae are
joined by these joints, which are encased in a fibrous capsule.
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Introduction
Cervical spinal stenosis is a common disease that results in considerable morbidity and disability [1]. To
avoid long-term disability caused by irreversible spinal cord damage, quick diagnosis and treatment are
required. Cervical vertebrae have smaller bodies than other vertebrae, and their purpose is to protect the
spinal cord, support the head, and enable movement of the head in flexion, extension, and rotation [2].

It is estimated that 24.4% of the population suffers from spinal cord compression, which affects the cervical
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cord in 10% of cases [3]. Tumors, infections, trauma, and degenerative changes such as intervertebral disc
herniation, osteophytes, and ossification of the posterior longitudinal ligaments can all cause the cervical
canal to narrow [4]. Pain is the most prevalent presenting symptom, followed by numbness, tingling,
weakness, gait instability, bowel and bladder dysfunction, spasticity and paresthesia, and, in rare cases,
irreversible paraplegia. These variables may cause increasing cord compression, culminating in spinal cord
ischemia, and histopathologic alterations in the cervical spinal cord [5,6].

The facet joints, also known as the zygapophyseal joints, are affected by osteoarthritis (OA) of the spine. In
humans, the only functional synovial joints between neighboring spinal levels are paired diarthrodial joints
(DJ) in the vertebral column's (VC) posterior section. When it comes to facet joint osteoarthritis (FJOA), it is
important to remember that it is closely linked to the separate but functionally similar illness known as
degenerative disc disease, which affects components in the anterior section of the spinal column. It is
believed that both FJOA and degenerative disc disease are widespread causes of back and neck pain, which in
effect get a significant influence on the healthcare systems and economy of developed nations [6].

FJOA is a clinicopathological phenomenon that is characterized by the dysfunction of synovial facet joints.
The process of failure, although commonly thought of as a disorder characterized by loss of articular
cartilages and hypertrophied bones, actually affects entire joints, along with soft tissue, periarticular
paraspinal muscle, subchondral cartilages, bones and ligament, the capsule, and the synovium. The facet
joint is part of a "motion segment" in the spine that also comprises the intervertebral discs, which
degenerate in tandem with the facet joints. As a result, FJOA is usually linked to degenerative disc
degeneration (DDD) [7].

At some time in their lives, the majority of adults will have neck discomfort that radiates to their upper
limbs. Cervical spinal canal stenosis is a common cause of this issue. This disorder is characterized by a
narrowing of the cervical spinal canal within the VC, which includes the spinal cord and its surrounding
meninges, blood vessels, and spinal nerve roots [8]. This stenosis has long been associated with cervical
spondylotic myelopathy and cervical neuropraxia associated with trauma, degeneration, and inflammation
[9]. According to one study, 82% of persons aged 54 years and above show radiologic indications of cervical
spine degeneration [10].

All of the spinal compression force, which rises in magnitude from the axis vertebra to the lumbosacral joint,
is sustained by the vertebral bodies and intervertebral discs [11]. Narrowing of the sagittal diameter of the
cervical canal in the adult spine is a causative factor, measured radiologically by X-ray [12]. The
zygapophyseal or facet joints are the most important structures in determining the biomechanical properties
of the cervical spinal column [13]. The foramen of the vertebrae creates the spinal canal, which is a hollow
tunnel through which the spinal cord flows. The narrowing of the spinal canal, known as stenosis, has been
linked to neurological damage.

To our knowledge, until recently, there has been no report or study evaluating the cervical canal stenosis
and associated facet joint arthrosis as the major cause of neck pain, so the current study used computed
tomography (CT) scans to determine the prevalence of cervical canal stenosis and facet joint osteoarthrosis
in patients who presented with neck pain, including its relationship with age, sex, and cervical spinal levels
(C3-C7).

Materials And Methods
Study setting and design
After receiving ethical approval from Santosh Medical College Ethics Committee, Ghaziabad (IEC/IRB No.:
SMC/2019/2131(7)), the current clinical descriptive cross-sectional study was conducted for a period of 24
months (June 2019 to June 2021) in the Department of Anatomy and Radiodiagnosis at Santosh Medical
College (SMC), Ghaziabad and Mayo Institute of Medical Sciences (MIMS), Barabanki, Uttar Pradesh.

Study subjects and sample size
The newly diagnosed cases of neck pain (18 years or above) with suspected cervical canal stenosis and facet
joint arthrosis (paresthesia associated with movement of the neck, loss of sensibility corresponding to a
dermatome, muscular weakness, atrophy of muscles, and rigidity of neck) from the outpatient department
(OPD) of orthopedics and neurology of SMC and MIMS referred to the radiodiagnosis department of SMC
and MIMS for CT scan were included in the present study as subjects. The minimum sample size was
calculated as 72 considering the prevalence rate of the cervical canal stenosis as 4.9% and taking absolute
precision as 5% [13]. Prior to enrolling subjects in the study, written informed consent was obtained from
either the patient or relatives after a detailed explanation of the study's purpose, and a consecutive sampling
method was used to enroll the study subjects, resulting in a total of 83 patients being enrolled in the study
over the course of the study's defined duration. Patients with previous trauma (head or spine), surgery of the
head or spine, psychiatric disorder, drug abuse, tumor of the head and neck, pregnancy, neoplasia, or spinal
canal-associated congenital anomaly were excluded from the study.
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Data collection and CT scan
Clinical history, patient-specific clinical examination, and relevant information were obtained in a
structured data collection schedule through interviews during OPD hours. CT scans of the cervical region
were performed for all the enrolled subjects using Somatom Scope G-XL-91368, version CTVC30, CT scan
machine (Siemens, Munich, Germany; number of slices: 16), and CT scan images were interpreted by at least
one senior radiologist who had experience in reporting of CT scans. The cervical vertebra in consideration
was from C3 to C7. C1 and C2 were not included because of their different shapes compared with the other
cervical vertebra.

Anthropometric measurements
Seca digital weight machine (Hamburg, Germany) was used to weigh the subjects with 0.1 kg precision. The
subject's height was measured with a 0.1 cm measurement tape attached to the wall. The BMI was computed
by dividing the body in kilograms by height in meters squared.

Statistical analysis
The data were collected and entered into a Microsoft Excel spreadsheet (Microsoft, Redmond, WA) and
analyzed using the Statistical Package for Social Sciences (SPSS) version 26 software (IBM Corp., Armonk,
NY). The demographics, clinical signs and symptoms, and CT scan radiological findings of patients were
used to analyze the results. Continuous variables were reported as mean and SD, whereas categorical
variables were presented as numbers and percentages (%). The Kolmogorov-Smirnov test was used to
determine whether the data were normal. The non-parametric test was employed if normality was refused.
The linear relationship of transverse vertebral canal (T-VC) diameter and Torg ratio (TR) among C3 to C7
vertebrae were analyzed using the correlation matrix analysis and an independent t-test was used to observe
the difference in the mean values of T-VC and TG among C3-C7 vertebrae. Multiple linear regression
analysis of neck pain grading, TR, and right and left facet joint degeneration was carried out with the

independent variables (age, gender, height, and weight) and represented R-squared (R2) and adjusted R-

squared (aR2). All tests were done at a 5% level of significance; an association was considered significant if
the p-value was <0.05.

Results
A total of 83 subjects were enrolled in this study with equal representation from both sexes, i.e., male (41/83,
49.4%) and female (42/83, 50.6%). The minimum age of study subjects was 40 years whereas the maximum
age was 74 years (Table 1). Nearly two-fifth of subjects (43.3%) belonged to the age group of 51-60 years and
only 3.6% of subjects were above 70 years of age. The BMI of the subjects ranged between 16 and 33 kg/m2.
As per BMI classification, one-fourth of subjects were overweight (26.4%) and 4.8% of subjects were obese.
In almost every subject, neck pain was a neurological symptom, so multiple linear regression analysis of
neck pain grading was carried out with the independent variables (age, gender, height, and weight) and it

was found to be not significant (R2 = 0.0617, aR2 = 0.0136, p = 0.2842).
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Variable Number (%)/mean ± SD

Gender

Male 41 (49.4)

Female 42 (50.6)

Age (years) 57.98 ± 7.63

Age groups (years)

40-50 14 (16.8)

51-60 36 (43.3)

61-70 30 (36.1)

>70 3 (3.6)

Height (cm) 167.18 ± 8.37

Weight (kg) 67.47 ± 9.71

Body mass index (BMI) (kg/m2) 24.20 ± 3.72

BMI classification

Healthy weight 43 (51.8)

Underweight 5 (6.0)

Overweight 22 (26.4)

Obese 4 (4.8)

Neurologic symptoms

Neck pain 82 (98.8)

Numbness 44 (53.0)

Tingling 21 (25.3)

Weakness 6 (7.2)

Gait instability 5 (6.0)

TABLE 1: Baseline characteristics of study subjects (N = 83).

The mean T-VC diameter for C3, C4, C5, C6, and C7 was 25.00 ± 1.13 mm, 25.10 ± 1.13 mm, 25.09 ± 1.13 mm,
25.18 ± 1.14 mm, and 24.39 ± 1.12 mm, respectively. The TR for C3, C4, C5, C6, and C7 was 0.78 ± 0.05, 0.76 ±
0.05, 0.75 ± 0.05, 0.76 ± 0.05, and 0.76 ± 0.05, respectively (Table 2).

Vertebrae Transverse vertebral canal diameter in mm (T-VC), mean ± SD (range) Torg ratio, mean ± SD (range)

C3 25.00 ± 1.13 (22.35-27.67) 0.78 ± 0.05 (0.66-0.91)

C4 25.10 ± 1.13 (22.47-27.79) 0.76 ± 0.05 (0.64-0.88)

C5 25.09 ± 1.13 (22.44-27.76) 0.75 ± 0.05 (0.64-0.87)

C6 25.18 ± 1.14 (22.53-27.85) 0.76 ± 0.05 (0.65-0.88)

C7 24.39 ± 1.12 (21.74-27.06) 0.76 ± 0.05 (0.64-0.88)

TABLE 2: Transverse vertebral canal diameter and Torg ratio of study subjects (N = 83).
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The linear relationship of T-VC diameter among C3-C7 vertebrae was analyzed and the correlation matrix
showed that the linear relationship was statistically significant between most of the vertebrae except
between vertebrae C3 and C4, C4 and C5, and C4 and C6 (Table 3). Similarly, the linear relationship of TRs
among C3-C7 vertebrae was analyzed and the correlation matrix showed that the linear relationship was
statistically significant between most of the vertebrae except between vertebrae C6 and C7, but multiple
linear regression analysis of TRs for C3-C7 vertebrae was carried out with the independent variables (age,

gender, height, and weight) and it was found to be not significant for any of the vertebrae (C3: R2 = 0.0602,

aR2 = 0.012, p = 0.2974; C4: R2 = 0.0683, aR2 = 0.0206, p = 0.2318; C5: R2 = 0.065, aR2 = 0.017, p = 0.2574; C6:

R2 = 0.0656, aR2 = 0.0177, p = 0.2526; and C7: R2 = 0.0614, aR2 = 0.0133, p = 0.2866).

Criteria Left facet joint degeneration, number (%) Right facet joint degeneration, number (%)

Joint space narrowing

Yes 42 (50.6) 40 (48.2)

No 41 (49.4) 43 (51.8)

Osteophytes

Yes 32 (38.5) 30 (36.1)

No 51 (61.5) 53 (63.9)

Irregularity of articular surface

Yes 41 (49.4) 38 (45.8)

No 42 (50.6) 45 (54.2)

Overall degree of facet joint degeneration

0 21 (25.3) 21 (25.3)

1 20 (24.0) 25 (30.1)

2 31 (37.3) 28 (33.7)

3 11 (13.3) 09 (10.5)

Severity

Mild 20 (24.0) 25 (30.1)

Moderate 31 (37.3) 28 (33.7)

Severe 11 (13.3) 09 (10.5)

TABLE 3: Characteristics of left and right facet joint degeneration among study subjects (N = 83).

In the present study, most of the clinically confirmed cases of cervical stenosis were noticed in vertebrae C4
(77.1%), C5 (78.3%), and C7 (73.5%) (Figure 1).
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FIGURE 1: Clinically confirmed cervical stenosis study subjects (N =
83).

The left facet joint evaluation showed the presence of joint space narrowing and the presence of
osteophytes, the appearance of irregularity over the articular surface and second degree of facet joint
degeneration, and moderate severity of left facet joint was observed among 50.6%, 38.5%, 49.4%, 37.3%, and
37.3% of study subjects, respectively (Figure 2). Similarly, the right facet joint evaluation showed the
presence of joint space narrowing and the presence of osteophytes (Figure 3), the appearance of irregularity
over the articular surface and second degree of facet joint degeneration, and moderate severity of right facet
joint was observed among 48.2%, 36.1%, 45.8%, 33.7%, and 33.7% of study subjects, respectively (Table 4).
Severe left and right facet joint degenerations were observed in 13.3% and 10.5% of study subjects,
respectively.
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FIGURE 2: Axial CT image of the cervical spine showing measurements
of right and left facet joints.
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FIGURE 3: Sagittal CT image of the cervical spine showing right facet
joints.
Grade 2: joint space reduction, osteophytes formation, and hypertrophy.
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Dependent variable Independent variables R2* aR2# P-value

Right facet joint

Age

0.0119 −0.0388 0.9178
Gender

Height

Weight

Left facet joint

Age

0.0085 −0.0424 0.9548
Gender

Height

Weight

TABLE 4: Multiple linear regression analysis of facet joint degeneration with independent
variables among study subjects (N = 83).

* R-squared = R2; # adjusted R-squared = aR2.

The multiple linear regression analysis of the degree of right facet joint degeneration was carried out with

the independent variables (age, gender, height, and weight) and it was found to be not significant (R2 =

0.0119, aR2 = −0.0388, p = 0.9178). Similarly, the multiple linear regression analysis of the degree of left
facet joint degeneration was carried out with the independent variables (age, gender, height, and weight)

and it was found to be not significant (R2 = 0.0085, aR2 = −0.0424, p = 0.9548).

Discussion
A total of 83 patients were enrolled in our study with an average age of 57.98 ± 7.63 years. This last variable
is frequently linked to the degree of intensive work performed prior to the age of 20. Previous cross-sectional
research has shown that even in asymptomatic healthy people, age-related alterations in the cervical spine
are common. According to Freedman et al., patients who met the diagnostic criteria for myelopathy or
myeloradiculopathy were enrolled in the "myelopathic" group with an average age of 64.4 ± 13.4 years [14].

In our study, 49.4% of males and 50.6% of females were enrolled. Kalichman et al. showed a high prevalence
of FJOA in a community-based population (59.6% of males and 6.7% of females), which increased with age
and reached 89.2% in individuals over 60 years old. Risk factors for FJOA include age, sex, spinal level, facet
orientation (sagittal), and associated background of intervertebral disc degeneration. The correlation
between degenerative changes in the FJOA and clinical back problems, on the other hand, is uncertain and a
subject of considerable research [15].

Moreover, the T-VC was narrowest at the level of C3 (25.00 ± 1.13) and gradually increased at the level of C6
(25.18 ± 1.14) in this study. Zhang et al. included geometric parameters of normal cervical spinal canal
including the sagittal and transverse diameter as well as the TR. Finally, they concluded that cervical spinal
canal narrowing is associated with the extension of the cervical spine, gender, as well as ethnicity, and can
lead to spinal cord injuries and neurological symptoms including neck pain, headache, weakness, and
paresthesia [16-18].

The mean TR of cervical vertebrae C3 and C4 dropped gradually from C3 (0.78 ± 0.05) to C7 (0.76 ± 0.05) in
this study. At the level of C4-C7, the mean TR remained constant. The origin of these declines is the severe
pressing of the root of major nerves, which can be inside of the spinal canal, across the major zone of exits,
or can be the VC’s outer part, resulting in pain of radicular origin. Similar compression of nerves can be
caused by hypertrophied facets, focal osteophytes, facets rostrocaudal subluxations, and expanded capsules
of effused facet joints [19]. Inflammation arising from facet structures can also migrate across the area of the
myofascial, affecting numerous surrounding roots of nerves, or maybe even a swelled capsule of joints can
put pressure on the surrounding root of nerves [20].

In this study, males had a large average distance between the spinal canal and the transverse foramen as
compared to females. The right side had a longer mean distance between the spinal canal and the transverse
foramen than the left side. This is consistent with our findings, which show that the left transverse foramen
is larger than the right. The minimum level of distance between the spinal canal and the transverse foramen
(dSC-TF) observed in male individuals was C5, whereas it was C4 in females. It usually causes mechanical
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neck pain, although it can also cause asymptomatic neck pain [21]. Previous works have shown that spinal
pain is significantly generated by the facet joint, and certain therapies can bring relief to individuals
presenting with pain and swelling of the facet joint. Worsening of symptoms is realized on extension while
flexion is shown to bring relief and as such no discomfort radiating below the level of knees. Pain and
deterioration have a weak association. Mechanical stress is increased at sagittal aspects that are more
horizontal, generally C4-C5. Inflammation of the facet joint and associated soft tissues is becoming
increasingly important in imaging investigations. Such inflammation is thought to be the source of pain
that is confined locally (non-radiating). Excessive growth of bones, on the other hand, can lead to neuro-
foraminal constriction and cause pain, which is radiating in nature [22].

In this study, the prevalence of spinal canal degeneration among patients with neck pain was noticed and
demographic details were recorded. Of note, there was a high prevalence of joint space narrowing (50.6%),
osteophytes (38.5%), irregularity of articular surface (49.4%), and second degree of facet joint degeneration
(37.3%) in our study. Prabavathy et al. concluded the height of the pedicle, superior, and inferior articular
processes decreased toward the lower cervical level. These results emphasize the importance of preoperative
CT and conventional radiography of each patient in planning a surgical procedure and selecting the
appropriate size of the instrument, thus avoiding possible postoperative complications related to the
implant [23].

In our study, the frequency of neurologic symptoms was as follows: pain (98.8%), numbness (53.0%),
tingling (25.3%), weakness (7.2%), and gait instability (6%). Despite the fact that physicians consult
radiologists to assess the severity of FJOA, previous studies have found no association of low back pain
symptoms with radiologically diagnosed cervical spinal canal degeneration [24]. So, it is a topic of research
that needs more studies to provide facts on such association. FJOA is closely associated with DDD, and
though discrete, but by function, it is a related disorder that affects components in the anterior spinal
column.

Articular joint space narrows because of erosion along with sclerosis of the subchondral segment,
hypertrophied bones and ligamentum flavum, and foramina invasion, which can lead to pain. Intraarticular
gas, joint effusion, and spondylolisthesis are all secondary symptoms. Synovial cysts can form in the spinal
canal or neuroforamen, extending posteriorly to the facet joint but also anterior. Joint traction during
subluxation may cause gas to build up inside the joints (vacuum). These changes that are caused by
osteoarthritis can be shown. There is a loss of disc height when the discs in your spine break down. This is
called "rostrocaudal subluxation," and it puts your facet joints out of place [25]. When this happens, the facet
joints are forced to bear a higher-than-normal share of the weight. Relaxed joints can lead to instability and
subsequent arthrosis of facets [26]. In addition, disc herniation can alter the physiology of vertebral motion.
Normally, the line for extension and flexion runs through disc space; however, a herniated disc can induce
the line of articulation to run through these facet joints [27]. Flexions or extensions can be coupled to the
swaying of posterior joints in this scenario, resulting in potential serious damages, such as fracture of the
articular facet [28].

The prevalence of spinal stenosis was shown to be significantly different across groups of patients with and
without neck pain. Neck pain and its consequences are a huge burden on the society, healthcare systems,
and the economy of developed countries. There is little information available on the pathophysiology of
neck pain, which is surprising given the high incidence of the complaints. Many practitioners commonly
obtain radiography to establish a diagnosis as well as to provide confidence in clinical practice. Others say
that radiography should only be used in subjects requiring invasive therapy and those who have evidence of
potentially serious disorders because it can convey incorrect facts, cause undue stress, and lead to
inaccurate treatment. Previous studies have revealed a higher proportion of asymptomatic subjects with
spinal degeneration features, but there is no evidence to suggest a statistically significant association
between such changes and the onset of neck pain in these patients [29,30].

Conclusions
The articulations of the posterior arch of the vertebrae are known as facet joints. They are a vital component
of the VC's structural stability. The superior and inner articular facets of the vertebrae are joined by these
joints, which are encased in a fibrous capsule. The capsule of facet joints, spinous ligaments (inter and
supra), and ligamentum flavum form the posterior ligamentous complex that holds vertebrae and facet joints
in line. Neck pain is very common and has a huge impact on people's lives and employment. Imaging is used
a lot to look at people who have specific back pain, even if they also have irradiating pain. The relationship
between imaging-based anatomic anomalies, clinical history, and outcomes is still controversial. In certain
circumstances, imaging investigations are unable to pinpoint the exact cause of neck pain. Neck pain is
complex to diagnose and treat due to the sheer number as well as the diversity of probable pain triggers in
the spinal lumbar region. Most of the studies on low back pain focused just on intervertebral discs;
nevertheless, it has become abundantly clear that the facet joint (zygapophysial joint) plays a crucial
influence. Spinal pain induced due to facets remains harder to diagnose. The facet joint may be the source of
discomfort based on the patient's history and physical examination, but this cannot be confirmed.
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authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Datta S, Lee M, Falco FJ, Bryce DA, Hayek SM: Systematic assessment of diagnostic accuracy and therapeutic

utility of lumbar facet joint interventions. Pain Physician. 2009, 12:437-60.
2. Geurts JW, van Wijk RM, Stolker RJ, Groen GJ: Efficacy of radiofrequency procedures for the treatment of

spinal pain: a systematic review of randomized clinical trials. Reg Anesth Pain Med. 2001, 26:394-400.
10.1053/rapm.2001.23673

3. Manchikanti L, Singh V, Vilims BD, Hansen HC, Schultz DM, Kloth DS: Medial branch neurotomy in
management of chronic spinal pain: systematic review of the evidence. Pain Physician. 2002, 5:405-18.

4. Delitto A, George SZ, Van Dillen L, et al.: Low back pain. J Orthop Sports Phys Ther. 2012, 42:A1-57.
10.2519/jospt.2012.42.4.A1

5. Cecchi F, Molino-Lova R, Chiti M, Pasquini G, Paperini A, Conti AA, Macchi C: Spinal manipulation
compared with back school and with individually delivered physiotherapy for the treatment of chronic low
back pain: a randomized trial with one-year follow-up. Clin Rehabil. 2010, 24:26-36.
10.1177/0269215509342328

6. Scharrer M, Ebenbichler G, Pieber K, et al.: A systematic review on the effectiveness of medical training
therapy for subacute and chronic low back pain. Eur J Phys Rehabil Med. 2012, 48:361-70.

7. Pettman E: A history of manipulative therapy . J Man Manip Ther. 2007, 15:165-74.
10.1179/106698107790819873

8. Bronfort G, Haas M, Evans RL, Bouter LM: Efficacy of spinal manipulation and mobilization for low back
pain and neck pain: a systematic review and best evidence synthesis. Spine J. 2004, 4:335-56.
10.1016/j.spinee.2003.06.002

9. Maigne JY, Vautravers P: Mechanism of action of spinal manipulative therapy . Joint Bone Spine. 2003,
70:336-41. 10.1016/s1297-319x(03)00074-5

10. Folk B: Traumatic thumb injury management using mobilization with movement . Man Ther. 2001, 6:178-82.
10.1054/math.2001.0414

11. Horton SJ: Acute locked thoracic spine: treatment with a modified SNAG . Man Ther. 2002, 7:103-7.
10.1054/math.2002.0456

12. Exelby L: The Mulligan concept: its application in the management of spinal conditions . Man Ther. 2002,
7:64-70. 10.1054/math.2001.0435

13. Lee MJ, Cassinelli EH, Riew KD: Prevalence of cervical spine stenosis. Anatomic study in cadavers . J Bone
Joint Surg Am. 2007, 89:376-80. 10.2106/JBJS.F.00437

14. Freedman BA, Hoffler CE 2nd, Cameron BM, et al.: A comparison of computed tomography measures for
diagnosing cervical spinal stenosis associated with myelopathy: a case-control study. Asian Spine J. 2015,
9:22-9. 10.4184/asj.2015.9.1.22

15. Kalichman L, Li L, Kim DH, et al.: Facet joint osteoarthritis and low back pain in the community-based
population. Spine (Phila Pa 1976). 2008, 33:2560-5. 10.1097/BRS.0b013e318184ef95

16. Zhang L, Chen HB, Wang Y, Zhang LY, Liu JC, Wang ZG: Cervical spinal canal narrowing and cervical
neurological injuries. Chin J Traumatol. 2012, 15:36-41.

17. Kim SL, Lee BH: Effect of Mulligan's mobilization with movement technique on gait function in stroke
patients. J Phys Ther Sci. 2016, 28:2326-9. 10.1589/jpts.28.2326

18. Koes BW, van Tulder M, Lin CW, Macedo LG, McAuley J, Maher C: An updated overview of clinical
guidelines for the management of non-specific low back pain in primary care. Eur Spine J. 2010, 19:2075-94.
10.1007/s00586-010-1502-y

19. Rivero-Arias O, Gray A, Frost H, Lamb SE, Stewart-Brown S: Cost-utility analysis of physiotherapy
treatment compared with physiotherapy advice in low back pain. Spine (Phila Pa 1976). 2006, 31:1381-7.
10.1097/01.brs.0000218486.13659.d5

20. Boswell MV, Shah RV, Everett CR, et al.: Interventional techniques in the management of chronic spinal
pain: evidence-based practice guidelines. Pain Physician. 2005, 8:1-47.

21. Liddle SD, David Baxter G, Gracey JH: Physiotherapists' use of advice and exercise for the management of
chronic low back pain: a national survey. Man Ther. 2009, 14:189-96. 10.1016/j.math.2008.01.012

22. Assendelft WJ, Morton SC, Yu EI, Suttorp MJ, Shekelle PG: Spinal manipulative therapy for low back pain .
Cochrane Database Syst Rev. 2004, 2004:CD000447. 10.1002/14651858.CD000447.pub2

23. Prabavathy G, Chandra Philip X, Arthi G, Sadeesh T: Morphometric study of cervical vertebrae C3-C7 in
South Indian population - a clinico-anatomical approach. Ital J Anat Embryol. 2017, 122:49-7.

24. Bogduk N: Diagnosing lumbar zygapophysial joint pain . Pain Med. 2005, 6:139-42. 10.1111/j.1526-
4637.2005.05023.x

25. Boutron I, Moher D, Altman DG, Schulz KF, Ravaud P: Extending the CONSORT statement to randomized
trials of nonpharmacologic treatment: explanation and elaboration. Ann Intern Med. 2008, 148:295-309.
10.7326/0003-4819-148-4-200802190-00008

2022 Jee et al. Cureus 14(5): e25466. DOI 10.7759/cureus.25466 11 of 12

https://www.painphysicianjournal.com/linkout?issn=1533-3159&vol=12&page=437
https://dx.doi.org/10.1053/rapm.2001.23673
https://dx.doi.org/10.1053/rapm.2001.23673
https://www.painphysicianjournal.com/linkout?issn=1533-3159&vol=5&page=405
https://dx.doi.org/10.2519/jospt.2012.42.4.A1
https://dx.doi.org/10.2519/jospt.2012.42.4.A1
https://dx.doi.org/10.1177/0269215509342328
https://dx.doi.org/10.1177/0269215509342328
https://www.minervamedica.it/en/journals/europa-medicophysica/article.php?cod=R33Y2012N03A0361
https://dx.doi.org/10.1179/106698107790819873
https://dx.doi.org/10.1179/106698107790819873
https://dx.doi.org/10.1016/j.spinee.2003.06.002
https://dx.doi.org/10.1016/j.spinee.2003.06.002
https://dx.doi.org/10.1016/s1297-319x(03)00074-5
https://dx.doi.org/10.1016/s1297-319x(03)00074-5
https://dx.doi.org/10.1054/math.2001.0414
https://dx.doi.org/10.1054/math.2001.0414
https://dx.doi.org/10.1054/math.2002.0456
https://dx.doi.org/10.1054/math.2002.0456
https://dx.doi.org/10.1054/math.2001.0435
https://dx.doi.org/10.1054/math.2001.0435
https://dx.doi.org/10.2106/JBJS.F.00437
https://dx.doi.org/10.2106/JBJS.F.00437
https://dx.doi.org/10.4184/asj.2015.9.1.22
https://dx.doi.org/10.4184/asj.2015.9.1.22
https://dx.doi.org/10.1097/BRS.0b013e318184ef95
https://dx.doi.org/10.1097/BRS.0b013e318184ef95
https://pubmed.ncbi.nlm.nih.gov/22300918/
https://dx.doi.org/10.1589/jpts.28.2326
https://dx.doi.org/10.1589/jpts.28.2326
https://dx.doi.org/10.1007/s00586-010-1502-y
https://dx.doi.org/10.1007/s00586-010-1502-y
https://dx.doi.org/10.1097/01.brs.0000218486.13659.d5
https://dx.doi.org/10.1097/01.brs.0000218486.13659.d5
https://www.painphysicianjournal.com/linkout?issn=1533-3159&vol=8&page=1
https://dx.doi.org/10.1016/j.math.2008.01.012
https://dx.doi.org/10.1016/j.math.2008.01.012
https://dx.doi.org/10.1002/14651858.CD000447.pub2
https://dx.doi.org/10.1002/14651858.CD000447.pub2
https://oajournals.fupress.net/index.php/ijae/article/view/1587
https://dx.doi.org/10.1111/j.1526-4637.2005.05023.x
https://dx.doi.org/10.1111/j.1526-4637.2005.05023.x
https://dx.doi.org/10.7326/0003-4819-148-4-200802190-00008
https://dx.doi.org/10.7326/0003-4819-148-4-200802190-00008


26. Hidalgo B: Evidence based orthopaedic manual therapy for patients with nonspecific low back pain: an
integrative approach. J Back Musculoskelet Rehabil. 2016, 29:231-9. 10.3233/BMR-150619

27. Tanno I, Murakami G, Oguma H, Sato S, Lee UY, Han SH, Yamashita T: Morphometry of the lumbar
zygapophyseal facet capsule and cartilage with special reference to degenerative osteoarthritic changes: an
anatomical study using fresh cadavers of elderly Japanese and Korean subjects. J Orthop Sci. 2004, 9:468-77.
10.1007/s00776-004-0807-2

28. Boszczyk BM, Boszczyk AA, Korge A, et al.: Immunohistochemical analysis of the extracellular matrix in the
posterior capsule of the zygapophysial joints in patients with degenerative L4-5 motion segment instability.
J Neurosurg. 2003, 99:27-33. 10.3171/spi.2003.99.1.0027

29. Song KJ, Lee KB: Bilateral facet dislocation on L4-L5 without neurologic deficit . J Spinal Disord Tech. 2005,
18:462-4.

30. Nelemans PJ, deBie RA, deVet HC, Sturmans F: Injection therapy for subacute and chronic benign low back
pain. Spine (Phila Pa 1976). 2001, 26:501-15. 10.1097/00007632-200103010-00014

2022 Jee et al. Cureus 14(5): e25466. DOI 10.7759/cureus.25466 12 of 12

https://dx.doi.org/10.3233/BMR-150619
https://dx.doi.org/10.3233/BMR-150619
https://dx.doi.org/10.1007/s00776-004-0807-2
https://dx.doi.org/10.1007/s00776-004-0807-2
https://dx.doi.org/10.3171/spi.2003.99.1.0027
https://dx.doi.org/10.3171/spi.2003.99.1.0027
https://pubmed.ncbi.nlm.nih.gov/16189462/
https://dx.doi.org/10.1097/00007632-200103010-00014
https://dx.doi.org/10.1097/00007632-200103010-00014

	Morphometric Analysis of the Cervical Canal Using Computed Tomography Scan Among Patients With Neck Pain in North India
	Abstract
	Introduction
	Methods
	Results
	Conclusion

	Introduction
	Materials And Methods
	Study setting and design
	Study subjects and sample size
	Data collection and CT scan
	Anthropometric measurements
	Statistical analysis

	Results
	TABLE 1: Baseline characteristics of study subjects (N = 83).
	TABLE 2: Transverse vertebral canal diameter and Torg ratio of study subjects (N = 83).
	TABLE 3: Characteristics of left and right facet joint degeneration among study subjects (N = 83).
	FIGURE 1: Clinically confirmed cervical stenosis study subjects (N = 83).
	FIGURE 2: Axial CT image of the cervical spine showing measurements of right and left facet joints.
	FIGURE 3: Sagittal CT image of the cervical spine showing right facet joints.
	TABLE 4: Multiple linear regression analysis of facet joint degeneration with independent variables among study subjects (N = 83).

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


