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The Saggital Alignment in Degenerative and Isthmic Spondylothesis Patients :
A Clinical Survey
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Obijective : Spondylothesis is a disease which sagittal facet of vertebral body's invariable alignment is being broken and vertebral body being pushed
forward. Main pattern of spondylothesis is isthmic spondylothesis by isthmus defect or fracture, degenerative spondylothesis occurred by desiccated
change of intervertebral disc or vertebral condyle joint's ligament.

The purpose of this study is to assess the difference of the Pelvic angles, Lumbosacral angles, Pelvic tilt, and Lumbar lordotic angles of the
spondylothesis patients.

Methods : We analyzed the lateral view of lumbar spine of 49 isthmic spondylothesis patients, 45 degenerative spondylothesis patients and 26 patients
who haven't been diagnosed as vertebra disease. We investigated each patient' s pelvic angle, lumbosacral angle, pelvic tilt and lumbar lordotic angle.

Results and Conclusion : 1. Pelvic incidence, in cases of degenerate spondylothesis patients, is higher than spondylothesis patients but shows less
significance. On the contrary significance is higher than the group haven't been diagnosed as vertebra disease.

2. Lumbosacral incidence, in cases of isthmic spondylothesis patients, shows higher significance than degenerative spondylothesis patients and the
group haven't been diagnosed as vertebra disease.

3 Pelvic tilt, in cases of degenerative spondylothesis patients, shows higher significance than isthmic spondylothesis patients and the group haven't been
diagnosed as vertebra disease.

4. Lumbar lordotic angle, in cases of isthmic spondylothesis patients, shows higher significance than degenerative spondylothesis patients and the group
haven't been diagnosed as vertebra disease.

5. Degenerative spondylothesis patient shows specific impression, a forwardly moved

high femoral axial and as a result of large lumbrosacral angle and lumbar lordotic angle shows specific impression, an increased weight pressure on
sacrum.

Key Words : Spondylothesis ,Pelvic incidence, Lumbar lordotic angle
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20079 129 194-E 20083 59 3097k4] A4t
Wl 25 % 7t5 s FAE Y S 5 9
% x-ray(L-SPINE FLEXION AND EXTENSION
/ L-SPINE AP LATERAL) ¥ L-SPINE
MRI(Magnetic Resonance Imaging) 22 A&

Z 3} Lumbar spondylosis®} Lumbar spondylolisthesis

S A ARk 8z 499 2 QF x-ray
Lumbar spondylosis 2@+ Wx] ¢33 Lumbar

spondylolisthesis ¢} Lumbar Facet joint arthrosis

Ak 02 2 4592 S 2+ ISPL (Isthmic

spondylolithesis), DSPL (degenerative spondylo-

listhesis) 1&°2 EFeIth Hxelz 2%

MRI, x-ray A} spondylothesis, HIVDE9] 8523}

S ] ek 32} 2615 ND(Non disease) 1
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Table T.Exclusion Criteria of Patients on This
Study

Criteria

Previous lumbar surgery

Vertebral fracture

Unsuitable for radiograph or MRI

Cauda equina syndrom

Spinal tumors including metastasis
Inflammatory spinal diseaseLower leg disease
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2z 232 L-SPINE LATERAL x-ray 9G4S
Soho] AAFAT LY GRGIAGAEN 2T
(Infinittjit-9] Starpacs, ©]8} PACS)ZZ 1S AL
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1) PI (Pelvic Incidence) : 1L
A e A ole A AFFAES HdsA 1

& Mo] o]F= 7+ (PT + LSA) (Fig. 1.)
2) PT (Pelvic Tilt) : Z#d & Ay= 43
M3p I3 F3 ANAFA A9 FAS gle A

(Fig. 2.)
3) LSA (Lumbosacral angle) : HF A4S o
A 1 A F3Mol thies 7 (Fig. 3
4) LLA (Lumbar Lordotic angle) : Xﬂ
AT FA| el M 12 MellA 7zt
)

HE e 20 wAde R 2 (Fig. 3.

AJ:L

3. SAIA2

ALAF}E SPSS 12.0KO for windowsE ©]£3}
of EAXE 3tk 4Yuix] ANOVA, Post Hoc
Al8sle] DSPL, ISPL, ND1& 9 @
7Yl W RFAAE P, 379 %
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7}7}e

F

2 o

Fig. 1. Pelvic Incidence

Fig. 2. Pelvic Tilt
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Fig. 3. Lumbosacral Angle

m A 1) Pelvic Incidence
AREEE WA AFVIL 16234 olglon, ¢ Pelvic incidence 42 2 pers B
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e HFAPANT FAAY &%%"%:}3 56.47*%] 51.61- ﬁfﬂdx}t— 9.1701 4= ND:LA ﬁ%ﬂ 467
Gom WAS 119(244), 9L 4T (756%)0]q)  ETAAE 625090tk £ o] AlEitels Fod
o Aol HFARe 37424 gon, v Aol e ASE YERATHF=8074, P=0001).
3 o]2lt}. (Table IL) F7h2 AFFEAS 8 43 DSPL#3# ISPLZ#9)

Pelvic incidence #Fo](p=0099) ¥ ISPL+3 ND

79 Zol(p=0.060)= ¢l gidek Lt

ol

)
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Table [I. Patient's Anthropomorphic Characteristics

ALL DSPL ISPL ND

n 120 45 49 26
Age 46.23 56.47 44.10 37.42
Sex(M/F) 46/74 11/34 22/27 13/13
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3) Pelvic Tilt
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AR 532019107, ND7| Ht-& 1363,
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4)Lumbar Lordotic Angle

Lumbar Lordotic Angle®] #4743 DSPL-9
A 4579, EFBAE 906019921, ISPL79
H#E 5154, BEFHAE 1156, ND79 Ha2
4491, RFAAE 57101902, o] Al :Lﬂoﬂ% T°r
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Table III. Comparison of Pelvic Incidence, Lumbosacral Angle, Pelvic Tilt and Lumbar Lordotic Angle in

Three Groups.
DSP LISPL ND F P
Pelvic Incidence 55.34+9.40 51.61+£9.17 46.75+6.25 8.074' 0.001*
Lumbosacral Angle 32.72+7.00 37.54+8.77 33.12+2.87 6.171 0.003
Pelvic Tilt 22.63+8.58 14.06+5.32 13.63+6.00 22.798 0.000
Lumbar Lordotic Angle  45.79+9.06 51.54+11.56 44.91+5.71 5.837 0.004

For each parameter mean and SD(+
*p<0.05

) are mentioned

t F=The mean square between groups divided by the mean square within groups
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