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Introduction Discussion
Degenerative cervical myelopathy (DCM) is a major

This study is the first to demonstrate that the degree of cervical
cause of disability in the adult population. This muscle fatty infiltration and asymmetry in patients with DCM is
condition is characterized by a narrowing of the associated with the degree of spinal cord compression and canal
cervical spinal canal, leading to pain and neurological compromise at the maximum level of compression.
impairments (1). The paraspinal muscles are innervated by the dorsal branches

Deep extensor neck muscles of the cervical spine of the adjacent spinal nerves. Therefore, the structure of the
play an important role in maintaining normal cervical paraspinal muscles may be affected by spinal cord compression or
curvature, stability, and activity (2,3). nerve root damage (12) which could explain the phenomenon of

Recent studies have reported that the deep more obvious fat infiltration and atrophy of the paraspinal muscles
extensor neck muscles, especially the cervical

at the spinal cord compression segment.
multifidus (MF) and semispinalis cervicis (Scer), are

often impaired in patients with cervical disorders
(4,5), and atrophied in patients with whiplash-type
injury or chronic neck pain (5,6).

Figure 1. (A) Measurements required for MCC and MSCC calculation. Di, Da, and Db measure the diameter of the spinal canal at the site of

: compression and at the normal site above and below, respectively; di, da, and db indicate the diameter of the spinal cord at the site of compression Greater MCC is associated with increased fattv infiltration and

However, few studies have_ evalu?ted the deep and at the normal site above and below respectively. (B) Measurements of the Total CSA of the MF+SCer muscles and extensor muscles group on reater asvmmetrv of the deep extensor c er\}/,i cal muscles in
extensor neck muscles of patients with DCM (7,8). axial T2-weighted image at the C5-C6 level. (C) The image shows the application of a signal threshold filter (Image]) to highlight the fat-free sle: Y y o P ,

Therefore, the presence and extent of morphologic muscle area and obtain the FCSA muscle measurements. patients with DCM. Our findings also suggest that MCC is a better

muscle changes in patients with DCM warrants indicator of cervical muscle morphological changes than MSCC.

further attention. Whether such markers of.muscle de.genelzratlon ca.n be m9d1fled
Results with pre- or post-operation rehabilitation exercise to impact

. atient heath related quality-of-life scores and neck function
Obi -  The average MSCC and MCC was 42.84%(SD=17.7) and 45.38% (SD=14.96), respectively. b _ | UAHLY=O _ _
]ECthES - . . . warrant further investigations. Given the importance that patients
* (Greater MF+Scer fatty infiltration (e.g., lower FCSA/CSA) was associated with greater MCC (P= 0.032) and MSCC h DCM ol K pain. thi I has fant t lational
. . . . . . . . wi ace on neck pain, this work has important translationa
This study aimed to examine the relationship (p=0.049) at the same level. Greater asymmetry in MF+SCer CSA was also associated with greater MCC (p=0.006). i b pell, b
. .. . . . . significance.
between morphological changes of the deep extensor * Similarly, greater asymmetry in FCSA and FCSA/CSA of the entire extensor muscle group was associated with
neck muscles in patients with degenerative cervical greater MCC (p=0.011, p=0.013).
myelopathy (DCM) and the level of maximum spinal  There was no significant association between muscle measurements obtained at the level below the level of References
compression and canal compromise. maximum compression, MCC and MSCC.
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for age, BMI and sex. Separate models were used for BMI : Body mass index,
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