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Abstract
Background: Abnormal intervertebral movements of spine have been reported to be associated with trauma and
pathological conditions. The importance of objective spinal motion imaging assessment in the frontal plane was
frequently underestimated. The clinical evaluation of the segmental motion contribution could be useful for
detecting the motion pattern of individual vertebrae. Therefore the purpose of this study was to investigate the
shift of segmental contribution ratio in patients with herniated disc during cervical lateral bending to provide
additional insights to cervical biomechanics.
Methods: A total of 92 subjects (46 healthy adult subjects and 46 disc-herniated patients) were enrolled in this
case–control study. The motion images during cervical lateral bending movements were digitized using a precise
image protocol to analyze the intervertebral motion and contribution.
Results: Our results showed that the intervertebral angulation during cervical lateral bending for the C2/3 to C6/7
segments were 7.66°±2.37°, 8.37°±2.11°, 8.91°±3.22°, 7.19°±2.29°, 6.31°±2.11°, respectively for the healthy subjects.
For the patients with herniated disc, the intervertebral angulation for the C2/3 to C6/7 segments were 6.87°±1.67°,
7.83°±1.79°, 7.73°±2.71°, 5.13°±2.05°, 4.80°±1.93°, respectively. There were significant angulation and translational
differences between healthy subjects and the patients with herniated disc in the C5/6 and C6/7 segments
(P=0.001-0.029). The segmental contributions of the individual vertebral segments were further analyzed. There
was a significant increase in segmental contribution ratio of C3/4 (P=0.048), while a significant decrease in
contribution ratio of C5/6 (P=0.037) was observed in the patients with herniated disc. Our results indicated that the
segmental contribution shifted toward the middle cervical spine in the patients with herniated disc.
Conclusions: The segmental contributions of cervical spine during lateral bending movement were first described
based on the validated radiographic protocol. The detection of the shift of segmental contribution ratio could be
helpful for the diagnosis the motion abnormality resulted from the disc or, facet pathologies, and arthritic changes
of cervical spine.
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Background
The cervical spine is to contain and protect the spinal
cord, support the skull, and enable diverse neck movement. Cervical disorders alter the neck’s normal active
range of motion that is a useful parameter to determine
the level of function and to establish a treatment plan,
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monitor the patient’s progress and the effectiveness of
therapeutic interventions [1-4]. The intervertebral disc
serves as a strong, flexible interface between adjacent
vertebral bodies, and is responsible for transmitting
loads in different directions while permitting movements
of spinal column [1,2]. A herniated disc sometimes leads
to the irritation of spinal nerves and can cause neck/
back pain and motion dysfunction [3]. Clinically, the
physical examination of the disc-herniated spine often
reveals a decrease in the spinal motion range in the
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affected area [3,4]. Without resorting to invasive techniques, the precise assessment of clinically relevant variables, such as intervertebral movements, is difficult to
obtain. Several studies were conducted to explore the sagittal plane intervertebral angles or spinal curvature by
plain radiographs [5-8]. Sohn and colleagues [9] investigated the relationships between disc degeneration and
vertebral morphologic changes in cervical spine. Their
findings indicated that the increased disc bulging was
correlated with the decreased segmental angles in the sagittal plane; however, the correlation to the frontal plane
motion was not addressed. Giuliano et al. [10] also proposed that the cervical disc herniation were associated
with the motion restriction and change of lordosis
curvature in sagittal plane. The abnormal or excessive motions between vertebrae in the both sagittal
and frontal planes are clinically important clues to
dysfunction or instability [7-11]. Harrison et al. [12]
had pointed that the spinal movement in the frontal
plane was largely neglected in the biomedical literatures.
Janik and relations [13] also reported that the evaluation
of segmental dysfunction desired the quantification of
the lateral bending movement in the antero-posterior
view of radiographs.
A few researches have indicated that the highly repetitive flexion and lateral bending motions resulted in
intervertebral disc herniation [14,15]. Costi et al. [2] further proposed that the maximum physiological range
producing the highest physiological shear strain were the
lateral bending and flexion, followed by lateral shear and
compression. Consequently, the lateral bending movement in the frontal plane of spinal motion segments
could possibly placed the disc at greater risk, in addition
to the flexion maneuver. The cervical motion measures
provide substantial information regarding the severity of
function and motion limitation. The lumbar disc herniation has sometimes been reported to lead to the musculoskeletal findings of acute tilt or impaired lateral
mobility to one side or the other. The level of disc herniation in lumbar spine was suggested to be determined by
lateral bending roentgenograms on the frontal plane [16].
Clinically, the spinal mobilization technique has been frequently applied in the lateral directions to restore the
normal intervertebral motion and to open the intervertebral foramen in the treatment of patients with spinal pain
[17-19]. The importance of an objective spinal motion
imaging assessment was emphasized in the sagittal and
frontal motion planes, though the lateral bending motion
of cervical spine was rarely investigated [20,21].
On the other hand, the movements of a normal cervical spine can be achieved only with the contribution
of each cervical functional segment. Abbott and colleagues [22] have introduced an approach to diagnosing
lumbar segmental mobility disorders by a normalized
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within-subjects contribution to total-motion model, which
was intended to identify segments contributing significantly more, or significantly less, to total lumbar motion.
The benefit of normalized within-subjects contribution to
total-motion approach was sensitive for defining lumbar
segmental mobility disorders. Miyazaki et al. [23] reported
that the changes in the sagittal alignment of the cervical
spine might affect the kinematics and the contribution of
each segment to the total angular mobility. Consequently,
it may cause changes in the segment subjected to maximum load for overall motion and accelerate its degeneration. The simulated restricted neck range of motion has
documented to affect the percentage contribution among
the spinal levels and demonstrated unusual motion patterns from those of the normal subjects [24]. Dvir and associates [25] further considered the segmental and total
cervical range of motion as a suitable parameter for the interpretation of cervical motion limitations in neck patients. Most patients with disc herniation may have a
certain degree of abnormal spinal flexibility; however, the
relationship between spinal kinematics and disc herniation
has not been fully investigated. The aim of this study was
to investigate the segmental contribution among the cervical spine levels between healthy subjects and patients
with herniated disc by a standard radiographic image
protocol. The information could be helpful for the diagnosis the motion abnormality resulted from the disc herniation of cervical spine.

Methods
A total of 92 subjects (46 healthy adult subjects and 46
disc-herniated patients) participated in this case–control
study. The healthy subjects have no neck symptoms
within recent 4 weeks and were excluded if she/he had
(1) history of cervical trauma or surgery, (2) bone pathology, (3) arthritic or other inflammatory disorders,
(4) pregnancy, and (5) restrictive muscle spasm. Forty-six
diagnosed C4/5 and/or C5/6 disc-herniated patients with
neck, shoulder blades or radiating arm symptoms (such
as: pain, sensory disorder, reflex abnormalities, and
motor weakness) within recent 3 months were recruited
from the Department of the Physical Medicine and Rehabilitation in a medical center to enroll in this study.
The patients were excluded if she/he had (1) history of
cervical surgery, such as disc replacement, bone fusion,
and discectomy, (2) significant potential for cord injury,
such as cord impingement from a large disk herniation,
(3) advanced cervical spondylosis, (4) severe spinal stenosis, (5) inflammatory arthritic disorders (ankylosing
spondylitis, rheumatoid arthritis), (6) severe spinal instability, and (7) pregnancy [6,10,18]. The age of the
participants ranged from 20 to 45 years and clinical
characteristics of the patients were documented. This
study was approved by the Ethical Committee in Human
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Research of the Taichung Veterans General Hospital,
TAIWAN. The experimental procedures and risks of the
radiation exposure were fully explained to each patient,
and a signed informed consent was obtained.
The videofluoroscopy system (Diagnost 97, Philips
Corporation, USA) was applied to evaluate the continuous segmental movement of the cervical spine at a rate
of 30 frames per second. The radiographic beam field of
the videofluoroscopy unit was collimated to obtain optimal sharpness of the image. The size of the imaging field
was also adjusted to view the whole lateral bending
movements of cervical spine. The subjects placed their
forearms on the armrests aside the examination table to
reduce excessive trunk movement. Before actual screening, the subjects practiced the right and left lateral bending movements of the cervical spine a few times with
correction to reduce the trunk and out-of-plane motions. Though the fluoroscopic image sequences could
provide an objective and precise quantification of intervertebral movement, the out-of-plane motion and errors
in reference point placement should be considered
[20,26]. To increase accuracy of intervertebral translation
measurement in 2-D representation of the videofluoroscopy system, it is important to align the projection direction of the radiographic beam perpendicular to the plane
of movement. Two portable laser alignment devices were
applied to assure the perpendicularity between the motion
plane of cervical movement and the projection direction
of the radiographic beam. A semicircular guide was also
positioned in the frontal plane by side of the subjects during cervical lateral bending motion. The whole motion
sequences of the global motion of the cervical lateral
bendings were captured real-time by a digital camcorder
(Handycam HDR-PJ30, Sony Inc., Japan) to guide the subjects to move in the correct frontal motion planes. The
subjects could visualize his/her neck motion by the display
of the widescreen LCD throughout the lateral bending
movements.
The subjects were instructed to move at a modest,
constant rate to avoid the motion blur or excessive radiation exposure. The lateral bending of cervical spine
from the neutral position to the right side, to the left
side and return to the neutral position in five seconds
with mouth open and closed conditions were performed
in order to have clear images of the upper and lower cervical vertebra bodies, respectively. The recorded video
images of the cervical motion were captured at 30
frames/second using the Avid image capture system
(Avid Corporation, USA) and then transformed into the
sequences of bitmap pictures. Three pictures in neutral
position and the end of right and left lateral bending
movements were selected for digitizing respectively.
During the image analysis procedure, the positions of the
22 bony landmarks were digitized utilizing SigmaScan 5.0
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(SPSS Inc., Chicago, IL, USA) on a high resolution monitor. The anatomical identifications of the bony landmarks
were based on the well-accepted radiographic method of
Frobin et al. [7,8,20,26]. They were two inferior corners
of the second vertebra (C2), and the anterior- posterior
corners of the superior and inferior endplates from the
third to seventh cervical vertebrae (C3-C7). The methods
for identifying vertebral landmarks were blinded between
examiners and totally two sets of 276 image pictures
(92 subjects × 3 images) were digitized by two spinal
research staffs. Three petitions of digitizing and their
mean values were used for subsequent analysis. The width
of next upper vertebral endplate was used to normalize
the measurement of intervertebral movements during cervical lateral bending. This method of skeletal landmarks
identification has been proved valid, accurate, and reliable
for detecting the vertebral movements [2,12,26].
A custom computer program was used to construct
the midplanes of vertebrae defined as a line running
through the midpoints between anterior two corners
and posterior two corners, bisectrix between two midplanes, and the perpendiculars from centers of the adjacent vertebrae in order to calculate the relative angulation
and translation of cervical spine [8,12] (Figure 1). The segmental angulation change was calculated by the bisectrix
between two midplanes. The width of adjacent upper vertebral endplate was adopted to normalize the measurement of intervertebral translation during lateral bending
movement. The segmental contribution of each level to
the total angular mobility of the cervical spine during
lateral bending was defined as percentage segmental mobility, which was calculated as follows [22,23,25]: (angular
variation of each segment in degrees)/(total angular motion
in degrees) × 100.
The reliabilities of the digitizing procedures within
raters at a 2-weeks interval and between raters were
assessed with the intraclass correlation coefficient (ICC)
and mean absolute difference (MAD) methods [8,9,26].
Comparisons among intervertebral movements were
performed with one-way analysis of variance (ANOVA)
with a probability level of P < 0.05 selected as the criterion for noting significant difference. For any statistically
significant findings obtained in the ANOVA, the Tukey’s
studentized range (HSD) test was performed to identify the differences among 5 vertebral levels in lateral
bending movements. For the comparison at the same
spinal level, a student t-test with a probability level of
P < 0.05 was selected as the criterion for noting significant difference of segmental contribution between
healthy subjects and patients with herniated disc. Analyses were performed using the Scientific Package for
Social Sciences (version 13; SPSS, Chicago, IL, USA).
We confirm that our research has adhered to the STROBE
guidelines.
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Figure 1 The identifications of bony landmarks and intervertebral angulation and translation during lateral bending movements.

Results
A total of 92 subjects participated in this study and the
mean ages of the 46 healthy participants were 28.7 ±
5.4 years (21 females and 25 males). The body heights
and weights were 161.4 ± 4.9 cm and 54.9 ± 4.6 kgw for
the female subjects, and 171.7 ± 6.2 cm and 74.5 ± 6.6
kgw for the male ones. The mean ages of the 46 patients
with herniated disc were 31.5 ± 6.4 years (24 females and
22 males). Their body heights and weights were 160.2 ±
5.6 cm and 54.4 ± 6.2 kgw for the female subjects, and
174.1 ± 5.2 cm and 78.4 ± 7.2 kgw for the male ones.
Evaluation of errors and repeatability

The test-retest reliabilities of the digitizing procedures
within raters were examined at 2-weeks interval. The ICCs
for the calculated angular movements throughout the lateral bending averaged 0.824 and 0.974. The corresponding
MAD averaged 2.36° ± 0.84° within raters. The ICCs for
the calculated translation movements throughout the lateral bending ranged from 0.728 to 0.922 (mean = 0.836).
The corresponding MAD averaged 0.26 mm ± 0.14 mm
within raters.

Considering the inter-rater reliability, the ICC values of
angulation averaged 0.875 with a MAD of 2.52° ± 0.92°.
The ICC values for the calculated translation movements
ranged from 0.718 to 0.911 (mean = 0.819) and the MAD
averaged 0.30 mm ± 0.19 mm between raters. The
digitization of image process demonstrated the good
reliabilities within and between raters.
Intervertebral angulation and translation

The intervertebral angulation for the C2/3 to C6/7 segments were 7.66° ± 2.37°, 8.37° ± 2.11°, 8.91° ± 3.22°, 7.19° ±
2.29°, 6.31° ± 2.11°, respectively for the healthy subjects.
The Tukey HSD tests showed the significant difference between C3/4 and C6/7; C4/5 and C5/6; C4/5 and C6/7
levels (P < 0.05) (Figure 2). On the other hand, there were
46 patients with herniated disc enrolled in this study. The
intervertebral angulation for the C2/3 to C6/7 segments
were 6.87° ± 1.67°, 7.83° ± 1.79°, 7.73° ± 2.71°, 5.13° ± 2.05°,
4.80° ± 1.93°, respectively for the patients. The Tukey HSD
tests showed the significant differences between C2/3 and
C5/6, C6/7 levels; between C3/4 and C5/6, C6/7 levels; between C4/5 and C5/6, C6/7 levels (P < 0.05) (Figure 2).
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Figure 2 Intervertebral angulation for the C2/3 to C6/7 segments during lateral bending movement for the healthy subjects and the
patients with herniated disc.

For the comparisons between healthy subjects and the
patients with herniated disc, the intervertebral angulation of the individual segments during lateral bending
significantly decreased in the C5/6 and C6/7 segments
(P = 0.001) for the patient group. The segmental contribution ratio of the individual vertebral segments during lateral bending movement for the healthy subjects and the
patients with herniated disc were separately presented in
Figure 3. There was a significant increase in the segmental
contribution of C3/4 (P = 0.048), while a significant decrease in the segmental contribution of C5/6 (P = 0.037)

was observed in the patients with herniated disc (Figure 3).
The segmental contribution ratio of the patients with herniated disc during lateral bending movement seemed to
shift toward the middle cervical spine when comparing
with those of healthy subjects. For the comparisons between healthy subjects and the patients with herniated disc,
the intervertebral translations of the individual vertebral
segments during the right and left lateral bending were
summarized (Table 1). There were significant differences
between healthy subjects and the patients with herniated
disc in the C5/6 and C6/7 segments (P = 0.001-0.029).
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Figure 3 The comparison of segmental contribution ratio during the lateral bending movement between healthy subjects and the
patients with herniated disc.

Discussion
This study characterized the angular and translational
movement between healthy subjects and patients with
herniated disc during cervical lateral bending in vivo application. There was a significant increase in segmental
contribution ratio of C3/4, while a significant decrease
in contribution ratio of C5/6 was observed in the patients

with herniated disc. Our results indicated that the segmental contribution shifted toward the middle cervical spine in
the patients with herniated disc.
In general, our mean values and standard deviations of
each intervertebral angulation and the trend of motion
contribution among segments were similar to the findings of previously published studies [21,27,28]. Ishii et al.

Table 1 The intervertebral translation of the individual vertebral segments during the right and left lateral bending
for the healthy subjects and the patients with herniated disc

Right lateral bending

Left lateral bending

*

Healthy

Patient

95% Confidence interval

95% Confidence interval

Lower

Upper

Lower

Upper

Mean

SD

Bound

Bound

Mean

SD

Bound

Bound

Significance
(2-tailed)

C2/3

1.24

0.39

1.12

1.36

1.25

0.48

1.10

1.40

0.914

C3/4

1.58

0.46

1.44

1.73

1.66

0.55

1.48

1.83

0.516

C4/5

1.96

0.63

1.76

2.15

1.80

0.61

1.61

1.99

0.237

C5/6

1.76

0.53

1.59

1.92

1.07

0.38

0.96

1.19

0.001*

C6/7

0.89

0.79

0.64

1.13

0.57

0.49

0.41

0.72

0.029*

C2/3

1.20

0.44

1.07

1.34

1.17

0.40

1.05

1.29

0.689

C3/4

1.61

0.47

1.46

1.76

1.58

0.55

1.41

1.76

0.628

C4/5

1.90

0.64

1.70

2.10

1.87

0.65

1.67

2.07

0.763

C5/6

1.66

0.60

1.47

1.85

1.21

0.42

1.08

1.34

0.001*

C6/7

1.01

0.73

0.78

1.24

0.73

0.44

0.59

0.87

0.028*

P < 0.05 compared between healthy subjects and patients with herniated disc.
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[28] and Panjabi et al. [29] reported that the mean lateral
bending at each level of the cervical spine to one side
ranged 3.3° to 5.7° and 2.7° to 4.8°, respectively. In the
present study, the subjects performed the right and left
lateral bending movements, and the total range of lateral
bending were documented as the outcome measurements (Figure 2). Their lateral bending ranges were
about the half amount of the angulation findings in our
healthy subjects. Panjabi and associates [29] investigated
the mechanical properties of multilevel human cervical
spines by applying rotational moments to specimens.
The load–displacement curves revealed the ranges of
motion measured from lateral bending were 5.4° - 9.6°.
Their total angulations of C5/6 and C6/7 levels were further found to be significantly smaller than other cervical
segments (C2/3-C4/5). The similar scenario of motion
contribution among segments was also observed in the
present study.
Spinal motion generally decreased if a disc herniation
has occurred. Most patients with disc herniation may
have a certain degree of abnormal spinal flexibility; however, the relationship between kinematics and herniation
has not been investigated fully. The cervical range of
motion device had been applied for measuring lateral
flexion in patients with neck pain [30]. Though the lateral flexion ranges in patients with neck pain were reported to be lesser than those in the normal adults, the
precise assessment of clinically relevant variables, such
as intervertebral movements, is difficult to obtain. Disc
degeneration or herniation is usually believed to induce
structural changes within the disc that ultimately result
in decreased disc height. Though the radiographic evaluation was feasible for the assessment of disc degeneration, the motion profiles of the spine with herniated
disc were not addressed [31]. The patients with herniated disc significantly decreased the angulation ranges
on C5/6 and C6/7 motion segments when compared to
those of healthy subjects in the present study. The disc
heights had proposed to have a proportionally linear relationship with the sagittal plane angle. The loss of disc
height was regarded as one sign of clinical vertebral degeneration and the restoration of disc height was documented to have a positive effect on spinal range of
motion [7,32]. Weitz [16] had described that the lumbar
disc herniation could lead to the musculoskeletal findings of acute tilt or impaired lateral mobility to one side
or the other. These findings of reduced motion on the
lower cervical spine may reflect a protective mechanism
to splint the affected disc space in the position where
the disc prolapsed exerting the least possible pressure on
the affected nerve root. Daffner and colleagues [33] investigated the mechanical properties of multilevel human
cervical spines by applying pure rotational moments to
each specimen. They further reported that cervical disc
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herniation resulted in a decrease in angular motion of
2.8% - 5.2% per mm herniation at levels adjacent to the
herniation. The scenario of reduced spinal mobility of
C5/6 and C6/7 levels in patients with herniated disc
needed more careful interpretation. With the older age of
the herniated disc group in the present study, there may
be a decrease in range of motion [34]. Moreover, the
lower segment in cervical spine the segmental angular
motion decreased. The role of the uncovertebral joints
may play an important role in the regulation of primary
lateral bending movement and the lateral degenerative
processes may influence both primary and coupled
movements [35]. This is further evident by comparing
percentage angular motion for the two groups and C6/7
level is not statistically different.
Although the total ranges of motion in cervical spine
were usually studied to provide the global function of
the neck, it did not reveal what actually happened at the
segmental levels. Abbott et al. [22] have introduced a
segmental contribution approach to evaluate lumbar
segmental instability, which intended to identify segments contributing significantly more, or significantly
less, to total lumbar motion, compared to other segments within the same individual. They provided the reference intervals for the sagittal rotation and translation
for estimating prevalence of lumbar segmental instability
population. A recent study has quantitatively measured
the percentage contribution of segmental angular motion during different motion ranges of cervical flexionextension for healthy subjects [36]. Their findings indicated that the cervical flexion movement initially relied
more on the middle cervical spines and later on the
lower ones; whereas a different motion pattern trend
from lower to middle segments was observed during
cervical extension. The evidence regarding the segmental
contribution ratio during cervical lateral bending was
first investigated for the comparison between healthy
subjects and patients with herniated disc in the present
study. The cervical lateral bending movement relied
more on the C3/4, C4/5, and C5/6 levels in our healthy
subjects. Miyazaki and associates [23] examined the
degenerated changes in the cervical disc and its relationship to the extent of cervical spine mobility. Their percentage contribution ratio of angular motion were also
reported to be greater in C4/5 and C5/6 motion segments in the subjects with grade I disc degeneration,
which grade definition still had normal intervertebral disc
height with clear distinction of nucleus and annulus.
There was a significant increase in the percentage contribution ratio of C3/4, whereas a significant decrease in
the percentage contribution ratio of C5/6 was observed
in the patients with herniated disc (Figure 3). Interestingly, the segmental contribution ratio statistically
shifted from C5/6 to C3/4 level in our patients with disc
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herniation. This finding might imply that lower cervical
painful symptoms possibly lead to the condition that a
trend of motion pattern shift from the lower to middle
cervical segments (C3/4 and C4/5) in the disc-herniated
patients. The reduced segmental contribution on the
lower cervical spine of disc-herniated patients may reflect a protective mechanism to perform a neck movement that the prolapsed disc exerting the least possible
pressure on the affected mobile segment [16]. The loss
of normal disc height or lordotic alignment resulted
from disc herniation or degeneration was documented
to induce pathologic changes in the spinal kinematics
and may accelerate degeneration of the functional motion unit of spine [23]. Daffner and colleagues [33] have
performed the measurements of disc herniation for stability evaluation, which included static intervertebral angular displacements and translations in flexion, neutral,
and extension as well as the intervertebral disc height.
However, in an attempt to stabilize joint or ligament laxity, slight increases in angular motion occurred in other
nonadjacent segments, although the total increased motion from these nonadjacent segments was not as great
as the decreased motion associated with herniated segments. Miyazaki et al. [23] also reported the similar fashion that the angular range of motion decreased at all
levels, the percent contribution ratios to total angular
range of the C2/3 and C3/4 levels tended to increase in
the disc degeneration condition. In contrast, the percent
contribution ratios to total angular range of the C4/5,
C5/6 and C6/7 levels tended to decrease. Though the
disc herniation and degeneration might have some different clinical characteristics of disc property changes,
there is a close cause-and-effect relationship between
each other. Degenerative changes in the cervical spine
are an inevitable response to the aging process. With degeneration, the disc can sometimes herniated through
the surrounding outer annulus fibrosus and irritate adjacent nervous tissue. On the other hand, a sudden injury
leading to a herniated disc (such as a fall) may also begin
the degeneration process [9,14,15,33]. The segmental
contribution ratio between cervical segments might be
useful in elucidating the relationship between disc herniation within the cervical spine and their impact on the
angular motion, despite the individual variations among
subjects.
There was little information about the vertebral shear
or translation results in the frontal plane form the earlier
researches. The intact cervical segment permitted a
maximum of 3.5 mm translation before the removal of
surrounding ligaments and facet joints. The translation
movement between vertebrae greater than 3.5 mm or
20% of the vertebral width was suggested to be an indicator of spinal instability or pathologies [8,11,22]. The
average measured translation to the right and left lateral
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bending in the present study ranging from 0.57 mm to
1.96 mm appeared to be within the reasonable range of
translation in the cervical spine, however, the measurement of the intervertebral translation based on the single
observation of a range of motion must be interpreted
carefully. After adjusted for the normalized width of individual vertebrae, our results of translation percentages
relative to the next adjacent vertebrae were 2.7% to
9.4%. For the comparisons between healthy subjects and
the patients with herniated disc, the patient group significantly decreased the translation motion in the C5/6
and C6/7 segments compared to the healthy subjects.
Daffner et al. [33] controlled the degree of disc degeneration, age, and gender, to measure the effect of disc herniation. They reported an average of 7.2% decrease in
translation motion per mm of disc herniation at the
levels above disc herniation but the levels below the disc
herniation did not experience any significant change in
motion. However, the translation movement adjacent to
a lower cervical spine disc herniation significantly decreased 12.7% - 25.6% as disc degeneration progressed.
Their research findings may help to support the results
of the decreased translation motion on the lower cervical spine in the present study. Hussain and associates
[37] had developed a poroelastic, three-dimensional finite element model of a normal C5/6 segment. A decrease in segmental flexibility was also reported to be
associated with disc degeneration and the biomechanical
effect of degenerative disc changes on the disc pressure
was higher in lateral bending condition.
The measurement of the kinematics in the frontal
plane in this study has some limitations. The voluntary
lateral bending has been reported to be accompanied by
limited flexion-extension or axial rotation [30,38]. It has
been identified that two-dimensional analysis of coupling
motions may not fully report the accurate axial rotation
movement [38,39]. Yoganandan et al. [34] investigated
the range of motion of axial component from lateral
flexion tests in cervical cadaveric spine. Their results indicated that while the greatest axial ranges of motion occurring from C3 to C5 levels showed cranial and caudal
decreases. In contrast, Ishii et al. [28] proposed that
coupled axial rotation to lateral bending movement was
observed as 0.8-1.8 degrees in the sub-axial cervical
levels. The coupled flexion-extension motion was small
at all vertebral levels (<1.1°). Though their study suggested that the clinical utility of coupling may be limited
during diagnosis, the small coupling motions may not be
ignored for clinical clinicians. The quantitative analysis
of the segmental contribution may be employed to diagnose movement abnormalities like hypomobility or hypermobility and to monitor the treatment effect on the
cervical spines; however, our study focused on two groups
of similar age in healthy subjects and patients with disc
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herniation. Future researches expand the subject and patient groups across different spinal problems and ages may
reveal more complicated or even compensatory movements for the spinal impairment.

Conclusion
To summarize, the intervertebral translations of cervical
spine during right and left lateral bending were described based on the validated radiographic protocol.
With the advantages of visualization of vertebral segments, the reliable image technique is considered feasible in clinical and research applications. The segmental
contribution ratio statistically shifted from C5/6 to C3/4
level in our patients with disc herniation. This finding
might imply that lower cervical painful symptoms possibly lead to the condition that a trend of motion pattern
shift from lower to middle cervical segments (C3/4 and
C4/5) in the disc-herniated patients. The detection of
the shift of segmental contribution ratio could be helpful
for the diagnosis the motion abnormality resulted from
the disc or, facet pathologies, and arthritic changes of
cervical spine.

Page 9 of 10

4.

5.
6.

7.

8.

9.

10.

11.
12.

Competing interests
The authors declare that they have no competing interests.
13.
Authors’ contributions
HCHL coordinated the study, recruited clinicians and participants, provided
radiological consultation, carried out data analysis and prepared the
manuscript. HYC contributed to data analysis and manuscript preparation.
LCK assisted with measurement technology & data analysis, and manuscript
preparation. JYY advised on statistical analysis of data. WCL provided
statistical support. SKW conceived and designed the study, recruited
participants, carried out data analysis and prepared the manuscript. All
authors read and approved the final manuscript.
Acknowledgements
Many thanks to Dr. Sen-Wei Tsai and physiotherapist Yan-Wen Chen who
recruited patients and for their support. We thank Jean Cheng who provided
medical writing services.
Author details
1
Department of Physical Therapy, HungKuang University, No. 1018, Sec. 6,
Taiwan Boulevard, Taichung, Shalu District 43302, Taiwan. 2Department of
Radiology, Taichung Veterans General Hospital, Taichung, Taiwan. 3School of
Radiological Technology, Central Taiwan University of Science and
Technology, Taichung, Taiwan. 4Department of Occupational Therapy,
National Cheng Kung University, Tainan, Taiwan. 5Department of Physical
Therapy, I-Shou University, Kaohsiung, Taiwan.
Received: 16 January 2014 Accepted: 1 August 2014
Published: 12 August 2014

14.
15.

16.
17.

18.

19.

20.

21.
22.

References
1. Perie D, Curnier D: Effect of pathology type and severity on the
distribution of MRI signal intensities within the degenerated
nucleus pulposus: application to idiopathic scoliosis and
spondylolisthesis. BMC Musculoskelet Disord 2010, 11:189.
2. Costi JJ, Stokes IA, Gardner-Morse M, Laible JP, Scoffone HM, Iatridis JC:
Direct measurement of intervertebral disc maximum shear strain in six
degrees of freedom: motions that place disc tissue at risk of injury.
J Biomech 2007, 40(11):2457–2466.
3. Kuijper B, Tans JT, van der Kallen BF, Nollet F, Lycklama A, Nijeholt GJ,
de Visser M: Root compression on MRI compared with clinical findings in

23.

24.

patients with recent onset cervical radiculopathy. J Neurol Neurosurg
Psychiatry 2011, 82(5):561–563.
Roijezon U, Djupsjobacka M, Bjorklund M, Häger-Ross C, Grip H,
Liebermann DG: Kinematics of fast cervical rotations in persons
with chronic neck pain: a cross-sectional and reliability study.
BMC Musculoskelet Disord 2010, 11:222.
Boyle JJW, Milne N, Singer KP: Influence of age on cervicothoracic spinal
curvature: an ex vivo radiographic survey. Clin Biomech 2002, 17:361–367.
Dvorak J, Froehlich D, Penning L, Baumgartner H, Panjabi MM: Functional
radiographic diagnosis of the cervical spine: flexion/extension. Spine
1998, 13:748–755.
Frobin W, Leivseth G, Biggemann M, Brinckmann P: Sagittal plane
segmental motion of the cervical spine: a new precision measurement
protocol and normal motion data of healthy adults. Clin Biomech 2002,
17:21–31.
Kristjansson E, Jonsson H Jr: Is the sagittal configuration of the cervical
spine changed in women with chronic whiplash syndrome? A
comparative computer-assisted radiographic assessment. J Manipulative
Physiol Ther 2002, 25:550–555.
Sohn HM, You JW, Lee JY: The relationship between disc degeneration
and morphologic changes in the intervertebral foramen of the cervical
spine: a cadaveric MRI and CT study. J Korean Med Sci 2004, 19(1):101–106.
Giuliano V, Giuliano C, Pinto F, Scaglione M: The use of flexion and
extension MR in the evaluation of cervical spine trauma: initial
experience in 100 trauma patients compared with 100 normal subjects.
Emerg Radiol 2002, 9(5):249–253.
Roche CJ, Eyes BE, Whitehouse GH: The rheumatoid cervical spine: signs
of instability on plain cervical radiographs. Clin Radiol 2002, 57:241–249.
Harrison DE, Cailliet R, Betz J, Haas JW, Harrison DD, Janik TJ, Holland B:
Conservative methods for reducing lateral translation postures of the
head: A nonrandomized clinical control trial. J Rehabil Res Dev 2004,
41:631–640.
Janik T, Harrison DE, Harrison DD, Holland B, Coleman RR, Payne MR:
Reliability of lateral bending and axial rotation with validity of a new
method to determine axial rotation on anteroposterior cervical
radiographs. J Manipulative Physiol Ther 2001, 24:445–448.
Adams MA, Freeman BJ, Morrison HP, Nelson IW, Dolan P: Mechanical
initiation of intervertebral disc degeneration. Spine 2000, 25(13):1625–1636.
Aultman CD, Scannell J, McGill SM: The direction of progressive herniation
in porcine spine motion segments is influenced by the orientation of
the bending axis. Clin Biomech 2005, 20(2):126–129.
Weitz EM: The lateral bending sign. Spine 1981, 6(4):388–397.
Vicenzino B, Neal R, Collins D, Wright A: The displacement, velocity and
frequency profile of the frontal plane motion produced by the cervical
lateral glide treatment technique. Clin Biomech 1999, 14:515–521.
Langevin P, Roy JS, Desmeules F: Cervical radiculopathy: study protocol of
a randomised clinical trial evaluating the effect of mobilisations and
exercises targeting the opening of intervertebral foramen. BMC
Musculoskelet Disord 2012, 13:10.
Martinez-Segura R, Fernandez-de-las-Penas C, Ruiz-Saez M, Lopez-Jimenez C,
Rodriguez-Blanco C: Immediate effects on neck pain and active range of
motion after a single cervical high-velocity low-amplitude manipulation
in subjects presenting with mechanical neck pain: a randomized
controlled trial. J Manipulative Physiol Ther 2006, 29:511–517.
Breen AC, Muggleton JM, Mellor FE: An objective spinal motion imaging
assessment (OSMIA): reliability, accuracy and exposure data. BMC
Musculoskelet Disord 2006, 7:1–10.
Pedrocchi A, Ferrigno G: Model of head-neck joint fast movements in the
frontal plane. Biol Cybern 2004, 90:377–389.
Abbott JH, Fritz JM, McCane B, Shultz B, Herbison P, Lyons B, Stefanko G,
Walsh RM: Lumbar segmental mobility disorders: comparison of two
methods of defining abnormal displacement kinematics in a cohort of
patients with non-specific mechanical low back pain. BMC Musculoskelet
Disord 2006, 7:45.
Miyazaki M, Hymanson HJ, Morishita Y, He W, Zhang H, Wu G, Kong MH,
Tsumura H, Wang JC: Kinematic analysis of the relationship between
sagittal alignment and disc degeneration in the cervical spine. Spine
2008, 33(23):E870–E876.
Puglisi F, Ridi R, Cecchi F, Bonelli A, Ferrari R: Segmental vertebral motion
in the assessment of neck range of motion in whiplash patients. Int J
Legal Med 2004, 118:235–239.

Lan et al. BMC Musculoskeletal Disorders 2014, 15:273
http://www.biomedcentral.com/1471-2474/15/273

Page 10 of 10

25. Dvir Z, Gal-Eshel N, Shamir B, Prushansky T, Pevzner E, Peretz C: Cervical
motion in patients with chronic disorders of the cervical spine: a
reproducibility study. Spine 2006, 31(13):E394–E399.
26. Wu SK, Kuo LC, Lan HC, Tsai SW, Chen CL, Su FC: The quantitative
measurements of the intervertebral angulation and translation during
cervical flexion and extension. Eur Spine J 2007, 16(9):1435–1444.
27. Mimura M, Moriya H, Watanabe T, Takahashi K, Yamagata M, Tamaki T:
Three-dimensional motion analysis of the cervical spine with special
reference to the axial rotation. Spine 1989, 14:1135–1139.
28. Ishii T, Mukai Y, Hosono N, Sakaura H, Fujii R, Nakajima Y, Tamura S, Iwasaki M,
Yoshikawa H, Sugamoto K: Kinematics of the cervical spine in lateral bending:
in vivo three-dimensional analysis. Spine 2006, 31(2):155–160.
29. Panjabi MM, Crisco JJ, Vasavada A, Oda T, Cholewicki J, Nibu K, Shin E:
Mechanical properties of the human cervical spine as shown by threedimensional load–displacement curves. Spine 2001, 26(24):2692–2700.
30. Tousignant M, Boucher N, Bourbonnais J, Gravelle T, Quesnel M, Brosseau L:
Intratester and intertester reliability of the Cybex electronic digital
inclinometer (EDI-320) for measurement of active neck flexion and
extension in healthy subjects. Man Ther 2001, 6(4):235–241.
31. Benneker LM, Heini PF, Anderson SE, Alini M, Ito K: Correlation of radiographic
and cervical segmental motion adjacent to disc herniation and MRI
parameters to morphological and biochemical assessment of intervertebral
disc degeneration. Eur Spine J 2005, 14:27–35.
32. Muhle C, Bischoff L, Weinert D, Lindner V, Falliner A, Maier C, Ahn JM,
Heller M, Resnick D: Exacerbated pain in cervical radiculopathy at axial
rotation, flexion, extension, and coupled motions of the cervical
spine: evaluation by kinematic magnetic resonance imaging. Invest
Radiol 1998, 33(5):279–288.
33. Daffner SD, Xin J, Taghavi CE, Hymanson HJ, Mudiyam C, Hongyu W,
Wang JC: Cervical segmental motion at levels adjacent to disc
herniation as determined with kinetic magnetic resonance imaging.
Spine 2009, 34(22):2389–2394.
34. Yoganandan N, Pintar FA, Stemper BD, Wolfla CE, Shender BS, Paskoff G:
Level-dependent coronal and axial moment-rotation corridors of
degeneration-free cervical spines in lateralflexion. J Bone Joint Surg Am
2007, 89(5):1066–1074.
35. Malmström EM, Karlberg M, Fransson PA, Melander A, Magnusson M:
Primary and coupled cervical movements: the effect of age, gender, and
body mass index. A 3-dimensional movement analysis of a population
without symptoms of neck disorders. Spine 2006, 31(2):E44–E50.
36. Wu SK, Kuo LC, Lan HC, Tsai SW, Su FC: Segmental percentage
contributions of cervical spine during different motion ranges of flexion
and extension. J Spinal Disord Tech 2010, 23(4):278–284.
37. Hussain M, Natarajan RN, An HS, Andersson GB: Reduction in segmental
flexibility because of disc degeneration is accompanied by higher
changes in facet loads than changes in disc pressure: a poroelastic
C5-C6 finite element investigation. Spine J 2010, 10(12):1069–1077.
38. Bogduk N, Mercer M: Biomechanics of the cervical spine I: normal
kinematics. Clin Biomech 2000, 15:633–648.
39. Cook C, Hegedus E, Showalter C, Sizer PS Jr: Coupling behavior of the
cervical spine: a systematic review of the literature. J Manipulative Physiol
Ther 2006, 29(7):570–575.
doi:10.1186/1471-2474-15-273
Cite this article as: Lan et al.: The shift of segmental contribution ratio
in patients with herniated disc during cervical lateral bending. BMC
Musculoskeletal Disorders 2014 15:273.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

