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Factors of prognosis in cervical spondylotic myelopathy:a review TANG Yong,JIA Zhi-wei,WU Jian-hong, WANG De-
li,and RUAN Di-ke. Department of Orthopaedics ,the Navy General Hospital of China People’s Liberation Army,Beijing
100048, China
ABSTRACT  Cervical spondylotic myelopathy (CSM) is a common cause of spinal cord dysfunction clinical disease. Surgery
is the main therapeutic tool for CSM. However, there are obvious differences in clinical functional recovery after operation. For
the past few years, the influence factors of prognosis in cervical spondylosis myelopathic has been widely concerned. Age ,nerve
function, course of desease ,imaging findings, surgical method and related factors became the investigative point for prognosis
of cervical spondylotic myelopathy. Present viewpoint showed that the older patient, preoperative worse nerve function,longer
the course of disease would result in worse outcomes. Imaging examination maybe can indicate the prognosis,but the correla-
tion is unclear. Selection of surgical method and approach should be based on the principles of sufficient decompression, stabi-
lize the alignment of the cervical spine, keeping backward extension of cervical spine, maintain effective decompression, pre-
venting complications. Therefore , the treatment of cervical spondylotic myelopathy should be on the basis of pathogenic condi-
tion and imaging examination at early stage and a suitable surgical procedure should be performed to obtain a better prognosis.
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