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Abstract
Background

The complexity and diversity of spine pathology lead to the complexity and diversity of spinal surgery.
The emergence and application of three-dimensional printing (3DP) technology has brought good news
to surgeons and patients. However, the use of 3DP in spinal surgery remains controversial. Therefore, this
study was designed to investigate whether 3D printing technology is bene�cial for spinal surgery.

Methods

Three English online databases including EMBASE (via embase.com), Medline (via PubMed), and
Cochrane Central Register of Controlled Trials (CENTRAL) will be searched from inception until August 31,
2020. Document records retrieved according to the pre-de�ned search strategy will be managed by
EndNote X7. The MINORST (methodological index for non-randomized studies) item recommended for
non-randomized controlled interventional studies in surgery will be used to assess the quality of non-
randomized controlled studies. The “Risk of bias” (ROB) table will be used to assess the quality of
randomized controlled studies. The data extraction will be completed by two authors independently, one
of whom extracts and the other checks. If there is any missing data, original author will be contacted to
obtain the data required. Any inconsistencies were agreed upon by discussion with a third investigator. If
the collected data can be synthesized, Review Manager (RevMan5.3) will be used to estimate the overall
effect of 3DP for Spinal surgery. Otherwise, only the qualitative analysis will be carried out. According to
the results of clinical heterogeneity test, random effects model or �xed effects model will be used for data
synthesis. The sources of clinical heterogeneity will be explored by meta-regression and subgroup
analysis. If more than 10 studies are included, funnel plots will be used to assess the publication bias.
This review will be carried out in strict accordance with Cochrane Handbook for Systematic Reviews of
Interventions.

Conclusion

This study will can provide surgeons and patients with evidence-based evidence for the use of 3D printing
technology in spinal surgery.

Systematic review registration

PROSPERO/ID = CRD42020204053.

Background
Description of Condition

The causes of spine pathology are varied including tumors, fractures, scoliosis, degeneration, and
infections [1,2]. The purpose of spine surgery is to restore mechanical conduction and restore normal
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structure [1-4]. All spinal surgeries have different complex aspects that require a variety of complex
techniques to address. The operation method and detailed procedures of the operation are affected by
the adjacent inherent anatomical structure, disease characteristics and the technical level of the surgeon
[5]. Therefore, the above factors must be carefully considered in the preparation of preoperative planning.
And, spinal surgeons must be able to deal with these complex issues. A solid knowledge of anatomy is
the key to solving complex surgical problems, which involve a long and steep learning curve.
Visualization techniques such as computerized tomography (CT)-based, X-ray based and navigating
techniques are used to help analyze and make an operation plan. However, there are some drawbacks to
using these techniques, such as high radiation exposure to patients and operators, prolonged operation
time, and high cost [6,7].

Description of Intervention

Three-dimensional printing (3DP) technique, also known as additive manufacturing technique, was �rst
used in industry for printing new products, and then introduced into medicine [8]. It is based on the three-
dimensional (3D) digital model �le, slices the 3D data according to the set layer thickness to form a series
of two-dimensional (2D) contour layers. Under the control of the computer, the machine prints the
materials layer by layer according to the requirements of the two-dimensional contour layer and glues
them together to create three-dimensional objects [9]. Nowadays, 3DP technology has gained popularity
in many aspects of spinal surgery.

How can 3DP bene�t spinal surgery?

Although two-dimensional imaging has become the standard imaging method in spinal surgery, the spine
is a three-dimensional object with complex anatomical structures and relationships, which cannot be fully
understood in two-dimensional imaging[10]. Moreover, due to the poor accuracy and the lack of real-time
monitoring of two-dimensional imaging technology, surgeons usually use long-term and repeated
�uoroscopy to improve the accuracy and safety of the operation. While, the application of 3DP
technology not only enables surgeons to have a more comprehensive understanding of the complex
spinal anatomy and pathological changes, but also enables surgeons to experience the surgical process
virtually, formulate more appropriate preoperative plans to ensure the safety and e�cacy of
surgery[11,12]. In addition to the advantages reported above, the application of 3DP technology in spinal
surgery has the following advantages: 1) Facilitate communication between surgeons and patients or
guardian; 2) Shortening operation time; 3) Reduce radiation doses for doctors and patients; 4) Reduce
intraoperative blood loss[10].

In short, the emergence and development of 3DP technology enables the surgical treatment team to
improve preoperative planning, practice and explore various surgical methods, as well as custom surgical
tools and the design of patient-speci�c implants.

Why this review is important?
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Currently, a number of studies have shown that 3D printing technology can bene�t spinal surgery. In the
study of Wu and his colleagues [13], sixty-two patients with hemivertebra had undergone spinal surgery
either by the 3DP technique or the conventional intraoperative �uoroscopy technique. Accuracy of pedicle
screw placement was evaluated. The results showed that compared with the C-arm group, the 3D
assisted surgery group had higher accuracy and shorter operation time. A recent study that objective is to
compare the clinical effect of 3DP technology and X-ray assisted surgical placement of sacroiliac screws
showed that compared with traditional surgery, 3D printing technology has the advantages of shortening
the operation time and reducing the number of X-ray irradiations [7]. A retrospective study compared 3DP
template-assisted screw placement and the C-arm based navigation-assisted screw placement group of
C2 Pedicle or Pars Screw Placement shows that 3D printing assisted surgery and traditional surgery are
similar in terms of safety and clinical superiority, but the accuracy of surgical screw implantation with the
assistance of 3D printing is higher [14]. The similar result was also con�rmed in other studies [15,16].

Meanwhile, there are some different voices. In many studies, the time required to plan and create a 3D
model is seen as an obstacle. The 3DP process itself, including the creation of computer-aided design
(CAD) models on the software, usually takes 10 to 12 hours. This makes 3DP technology unsuitable for
emergency cases and hospitals with high output and high turnover [17]. The cost of purchasing 3D
printing equipment is considerable for any hospital, not to mention those hospitals with few cases of
complicated spinal surgery. These costs include the purchase of CAD software, cameras, purchase and
maintenance of 3D printers, and other auxiliary costs. Usually, the time cost and economic cost of
training professionals who can use CAD software are also factors that must be considered [18]. Due to
the diversity of printer manufacturers and material manufacturers, the quality of the biological materials
used to make 3D printing tools or implants is still questionable. Since 3D printed implants have only been
used in the past ten years or so, data on their long-term safety are missing, which is also a problem in the
application of 3DP technology [19].

Therefore, it is necessary to conduct a comprehensive and systematic evaluation of the pros and cons of
3DP technology in spinal surgery, in order to provide evidence-based basis for medical and health policy
makers, hospital administrators, clinicians, patients and their families.

Methods
Design and registration

The design and implementation of this protocol were conducted in strict accordance with Preferred
Reporting Items for Systematic Reviews and Meta-analyses Protocols (PRISMA-P) statement (checklist in
Additional �le 1) [20]. The protocol of this study was registered in the international prospective register of
systematic reviews (PROSPERO). The unique registration ID is CRD42020204053.

Selection criteria

Type of participants
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All patients undergoing spinal surgery will be included in this study. There is no limitation on age, gender,
nature of disease, focus of disease, etc.

Type of intervention

All clinical studies that used 3DP for preoperative planning and spinal surgery procedures will be included
in this study. The 3DP equipment, software and materials are not restricted. Control interventions in the
control group was traditional spinal surgery without 3DP including CT-based computer-assisted guide
system, X‐ray �uoroscopy, and other methods. For the studies that comparison of two experimental
interventions with no control intervention group will be excluded.

Type of Outcomes

The primary outcomes include the accuracy and precision, perioperative blood-loss volume, and X-ray
�uoroscopy times. Other outcomes such as complications, the operation time, Visual analogue scale
(VAS), Japanese Orthopedic Association (JOA), the Neck Disability Index (NDI), hospitalization length,
and patient expenditures were de�ned as secondary outcomes.

Type of studies

Randomized controlled trials (RCTs), case-control studies, and cohort studies concerning the use of 3D
printing in spinal surgery will be included in this review. The reviews, abstracts, case reports, case series,
editorials and opinion pieces, letters to the editor will be excluded in this review. This review will exclude
non-clinical research such as laboratory research, animal research, and cadaver research, etc. The studies
that 3D printing technology was not used for spine surgery planning or surgery procedures such as
education, surgical, and simulation purposes, etc. will be excluded. The studies that 3D printing
technology was used to develop patient-speci�c instrumentation (PSI) (e.g. cutting jigs etc.) also will be
excluded. Only the studies that published using English will be included.

Search methods

Online databases

Three English online databases will be searched from inception until August 31, 2020. They are EMBASE
(via embase.com), Medline (via PubMed), and Cochrane Central Register of Controlled Trials (CENTRAL)
in the Cochrane Library. The English terms were used individually or combined ‘‘three-dimensional printing
(3DP),’’ ‘‘additive manufacturing technique,’’ ‘‘rapid prototyping (RP),’’ ‘‘spine,’’ ‘‘spinal fusion,’’ ‘‘spinal
surgery’’.

Additional resources

Other literature materials will be obtained by searching the reference list of quali�ed studies.

Data management and processing
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Document collection and management

Document records retrieved according to the pre-de�ned search strategy will be imported into the
document manager, EndNote X7. Duplicate document records will be identi�ed and deleted based on
related information such as title, publication date, author, and periodical, etc. The titles and abstracts of
the remaining literature will be reviewed and studies that might meet the inclusion criteria will be
identi�ed by two independent authors. After two authors read the full text of the literature independently,
quali�ed literature will be included according to the inclusion criteria established in this study. The �nal
decision will be made via through group discussion with a third reviewer if there is uncertainty at this
stage. The process of study inclusion will be carried out and reported in accordance with the PRISMA
�ow diagram (Fig. 1).

Data extraction (selection and coding)

The data extraction process will be completed by two authors. A reviewer will use a tabular summary to
guide extraction and record the data and the other author will check it. The following information for each
report will be extracted: 1) General information such as country, region, author, title, journal, publication
date, etc., 2) Information about the research object such as the source of patients, the nature of the
disease, the severity of the disease, and the location of the disease, etc., 3) Information related to the
operation, such as the location of the operation, the method of the operation, the level of the surgeon, the
biological materials that may be used in the operation, etc., 4) Information related to outcome evaluation,
such as outcome evaluation indicators, outcome evaluation tools, outcome evaluation time, follow-up
information, etc., 5) Information related to study design, such as randomized controlled studies, case-
control studies, cohort studies, etc.

Conversion to the desired format of the data will be performed before data analysis, for example,
standard error will be converted into standard deviation. For the studies that are not pair-wise
comparisons of interventions, the data of two groups that best meet the inclusion criteria will be
extracted. The Cochrane review writing soft (RevMan5.3) will be used to manage and synthesize data.
The �nal decision will be made via through group discussion with a third reviewer if there is uncertainty at
this stage.

Risk of bias (quality) assessment

The MINORST (methodological index for non-randomized studies) item recommended for non-
randomized controlled interventional studies in surgery will be used to assess the quality of non-
randomized controlled studies. The “Risk of bias” (ROB) table will be used to assess the quality of
randomized controlled studies [21]. This stage will be completed independently by two authors. The �nal
decision will be made via through group discussion with a third reviewer if there is uncertainty at this
stage.

Handling of missing data
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When encountering missing data at any stage, we will do our best to obtain the required data, including
but not limited to contacting the original author via email. If data acquisition fails, only the available data
will be analyzed. The potential impact of missing data on the �nal composite result will be discussed in
the discussion section.

Identifying and addressing heterogeneity

The chi-squared test will be used to identify whether observed differences in results are compatible with
chance alone. The inconsistency across studies will be quanti�ed using I2 statistic to assess its impact
on the meta-analysis. When I2 value is less than 75%, which means that the included studies have good
homogeneity, the overall effect will be synthesized in a meta-analysis. Otherwise, a series of measures
will be performed to deal with heterogeneity such as check the data, perform subgroup analysis, carry out
meta-regression, perform a random-effects meta-analysis, change the effect measure and exclude the
studies, etc.

Detecting reporting biases

Funnel plots asymmetry will be used to distinguish the reporting biases only when there are at least 10
studies included in the meta-analysis for each outcome respectively, because when the number of studies
is too small, the test power is too low to identify true asymmetry32. Potential source of funnel plot
asymmetry will be mainly considered from the following aspects: differences in methodological,
intervention effects, language biases, location biases, delayed publication, etc. The different possible
reason for funnel plots asymmetry will be interpreted and discussed in part of discussion for this study.

Planning the analysis

An overall statistic will be performed using Cochrane Review Manager (Revman5.3) if quantitative
synthesis is appropriate. One preferred method for each outcome, the �xed-effect method or the random-
effect, will be performed based on whether there is heterogeneity between studies. Otherwise, only the
qualitative analysis will be performed.

Subgroup analysis

Subgroup analysis will be undertaken base on the results of heterogeneity test and the number of
included studies for each outcome. Subgroup analyses will be done for subsets of interventions (such as
different surgical approaches), subsets of patients (such as children, adolescent, adult, and elderly),
subsets of surgical sites (cervical spine, lumbar spine, thoracic spine).

Sensitivity analysis

Sensitivity analysis will be done to identify whether the overall results and conclusion are affected by the
different decisions that could be made during the review process. It will be undertaken completed in two
steps: �rst, including all included studies in the meta-analysis, and second, deleting the poor quality
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studies (such as small size, low methodological design, ultra-wide con�dence interval, etc.) to identify the
in�uence of special studies on the overall results and the conclusions.

Grading the quality of evidence

The Grading of Recommendations Assessment, Development and Evaluation (GRADE) system will be
used to evaluate the quality of evidence for outcomes which rate the quality as very low, low, moderate, or
high levels.

Discussion
The diversity of pathological changes in the spine leads to the complexity of spinal surgery. The method
of spinal surgery is affected by many factors, among which the anatomical structure of adjacent tissues
is the most critical factor. Although 2D visualization techniques such as CT scan and X-ray scan have
been used to help surgeons better understand the anatomical knowledge involved in spinal surgery and
formulate appropriate surgical plans, the application of these technologies has many drawbacks, such as
excessive radiation exposure dose for patients and doctors, longer operation time. The application of 3D
printing technology in spinal surgery has brought good news to doctors and patients. It can not only help
doctors make more suitable surgical plans and virtual preoperative exercises, but also improve the
accuracy of the operation, shorten the operation time, reduce the amount of intraoperative blood loss, and
reduce the intraoperative radiation exposure dose. However, there are still some controversies about the
application of 3DP technology in spinal surgery, such as its high cost, personnel training cost, material
diversity and safety. Therefore, it is very necessary to conduct a comprehensive and systematic
assessment of the pros and cons of 3DP technology in spinal surgery.

This study can comprehensively and systematically evaluate the advantages and disadvantages of 3DP
technology in spinal surgery. The results of this study can provide evidence-based evidence for medical
and health policy makers, hospital administrators, surgeons, patients and their families, with a view to
providing help in considering the application of 3DP technology in spinal surgery.

Strict program design and implementation ensure the reliability of the research results. However, there are
some issues that we have to pay attention to. First of all, although we will identify and analyze clinical
heterogeneity, even if the included subjects have the same pathological changes of the spine, the
complexity and location of the disease will still bring about clinical heterogeneity that cannot be dealt
with. Secondly, different surgical methods can also lead to clinical heterogeneity between studies.
Furthermore, the level of diagnosis and treatment of surgeons and their medical institutions is also one of
the sources of clinical heterogeneity. Finally, different 3DP equipment and materials may cause instability
in research results.

Abbreviations
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3DP, three-dimensional printing; CT, computerized tomography; 2D, two-dimensional; CAD, computer-aided
design; VAS, Visual analogue scale; JOA, Japanese Orthopedic Association; NDI, the Neck Disability Index;
RCTs, randomized controlled trials; ROB, Risk of bias.

Declarations
Ethics approval and consent to participate: Not applicable.

Consent for publication: Not applicable.

Availability of data and materials: Not applicable.

Competing interests: All authors declare that they have no con�ict of interest.

Funding: This study was supported by Kunming Health science and technology personnel training project
(NO. 2020-SW-0092) and Health Research Project of Kunming Municipal Health Commission (NO. 2020-
10-01-111). The funders had no role in study design, data collection and analysis, decision to publish, or
preparation of the manuscript.

Authors’ contributions: J.L.L. and L.Y.L. conceived and designed the study; G.L.X. and T.W. wrote the draft
manuscript; B.J. and C.Y.Y. developed the search strategy; X.P. X., H.M. S., and J. L., made the manuscript
preparation; D.G. L. and Y. S. performed preliminary literature search. All authors contributed to draft the
manuscript and have read and approved the �nal manuscript.

Acknowledgements: This study was supported by Kunming Health science and technology personnel
training project (NO. 2020-SW-0092) and Health Research Project of Kunming Municipal Health
Commission (NO. 2020-10-01-111).

References
1. Karadimas SK, Erwin WM, Ely CG, Dettori JR, Fehlings MG. Pathophysiology and natural history of

cervical spondylotic myelopathy. Spine (Phila Pa 1976). 2013;38(22 Suppl 1):S21-36.

2. Tetreault L, Goldstein CL, Arnold P, et al. Degenerative Cervical Myelopathy: A Spectrum of Related
Disorders Affecting the Aging Spine. Neurosurgery. 2015;77 Suppl 4:S51-67.

3. Mobbs RJ, Loganathan A, Yeung V, Rao PJ. Indications for anterior lumbar interbody fusion.
Orthopaedic surgery. 2013;5(3):153-163.

4. Kadanka Z, Bednarik J, Vohanka S, Vlach O. Spondylotic cervical myelopathy: A clinical update.
Scripta Medica Facultatis Medicae Universitatis Brunensis Masarykianae. 1996;69(5):157-173.

5. Lador R, Regev G, Salame K, Khashan M, Lidar Z. Use of 3-Dimensional Printing Technology in
Complex Spine Surgeries. World neurosurgery. 2020;133:e327-e341.

�. Yang M, Zhang N, Shi H, et al. Three-Dimensional Printed Model-Assisted Screw Installation in
Treating Posterior Atlantoaxial Internal Fixation. Sci Rep. 2018;8(1):11026.



Page 10/12

7. Zhou W, Xia T, Liu Y, et al. Comparative study of sacroiliac screw placement guided by 3D-printed
template technology and X-ray �uoroscopy. Arch Orthop Trauma Surg. 2020;140(1):11-17.

�. Wu AM, Lin JL, Kwan KYH, Wang XY, Zhao J. 3D-printing techniques in spine surgery: the future
prospects and current challenges. Expert Rev Med Devices. 2018;15(6):399-401.

9. Chia HN, Wu BM. Recent advances in 3D printing of biomaterials. Journal of biological engineering.
2015;9:4.

10. Cho W, Job AV, Chen J, Baek JH. A Review of Current Clinical Applications of Three-Dimensional
Printing in Spine Surgery. Asian Spine J. 2018;12(1):171-177.

11. Xiao JR, Huang WD, Yang XH, et al. En Bloc Resection of Primary Malignant Bone Tumor in the
Cervical Spine Based on 3-Dimensional Printing Technology. Orthopaedic surgery. 2016;8(2):171-
178.

12. Goel A, Jankharia B, Shah A, Sathe P. Three-dimensional models: an emerging investigational
revolution for craniovertebral junction surgery. J Neurosurg Spine. 2016;25(6):740-744.

13. Wu ZX, Huang LY, Sang HX, et al. Accuracy and safety assessment of pedicle screw placement using
the rapid prototyping technique in severe congenital scoliosis. Journal of spinal disorders &
techniques. 2011;24(7):444-450.

14. Tian Y, Zhang J, Liu T, et al. A Comparative Study of C2 Pedicle or Pars Screw Placement with
Assistance from a 3-Dimensional (3D)-Printed Navigation Template versus C-Arm Based Navigation.
Medical science monitor : international medical journal of experimental and clinical research.
2019;25:9981-9990.

15. Galvez M, Asahi T, Baar A, et al. Use of Three-dimensional Printing in Orthopaedic Surgical Planning.
Journal of the American Academy of Orthopaedic Surgeons. Global research & reviews.
2018;2(5):e071.

1�. Chen XL, Xie YF, Li JX, et al. Design and basic research on accuracy of a novel individualized three-
dimensional printed navigation template in atlantoaxial pedicle screw placement. PLoS One.
2019;14(4):e0214460.

17. Martelli N, Serrano C, van den Brink H, et al. Advantages and disadvantages of 3-dimensional
printing in surgery: A systematic review. Surgery. 2016;159(6):1485-1500.

1�. Murray DJ, Edwards G, Mainprize JG, Antonyshyn O. Optimizing craniofacial osteotomies:
applications of haptic and rapid prototyping technology. Journal of oral and maxillofacial surgery :
o�cial journal of the American Association of Oral and Maxillofacial Surgeons. 2008;66(8):1766-
1772.

19. Garg B, Mehta N. Current status of 3D printing in spine surgery. Journal of Clinical Orthopaedics and
Trauma. 2018;9(3):218-225.

20. Shamseer L, Moher D, Clarke M, et al. Preferred reporting items for systematic review and meta-
analysis protocols (PRISMA-P) 2015: elaboration and explanation. Bmj. 2015;350:g7647-7672.

21. Higgins J, Green S. Cochrane Handbook for Systematic Reviews of Interventions Version 5.1.0. 2011;
https://www.cochrane.org/search/manuals/handbook?manual=Handbook. Accessed Sep 4, 2018.

https://www.cochrane.org/search/manuals/handbook?manual=Handbook


Page 11/12

Figures

Figure 1

Flow diagram of the study selection process
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