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Abstract 

Background To evaluate the effects of correction in lumbar lordosis (LL) that have on full-body realignments 
in patients with degenerative lumbar scoliosis (DLS) who had undergone long sacroiliac fusion surgery.

Methods A multi-center retrospective study including 88 DLS patients underwent the surgical procedure of long 
sacroiliac fusion with instrumentations was performed. Comparisons of radiographic and quality-of-life (QoL) 
data among that at the pre-operation, the 3rd month and the final follow-up were performed. The correlations 
between the LL correction and the changes in other spinopelvic parameters were explored using Pearson-correla-
tion linear analysis and linear regression analysis. The correlation coefficient (r) and the adjusted r2 were calculated 
subsequently.

Results All radiographic and QoL data improved significantly (P < 0.001) after the surgical treatments. The LL correc-
tion correlated (P < 0.001) with the changes in the sacral slope (SS, r = 0.698), pelvic tilt (PT, r = -0.635), sagittal vertical 
axis (SVA, r = −0.591), T1 pelvic angle (TPA, r = −0.782), and the mismatch of pelvic incidence minus lumbar lordosis 
(PI–LL, r = −0.936), respectively. Moreover, LL increased by 1° for each of the following spinopelvic parameter changes 
(P < 0.001): 2.62° for SS (r2 = 0.488), −4.01° for PT (r2 = 0.404), −4.86° for TPA (r2 = 0.612), −2.08° for the PI–LL (r2 = 0.876) 
and -15.74 mm for SVA (r2 = 0.349). Changes in the thoracic kyphosis (r = 0.259) and pelvic femur angle (r = 0.12) were 
independent of the LL correction, respectively.

Conclusions LL correction correlated significantly to the changes in spinopelvic parameters; however, those inde-
pendent variables including the thoracic spine and hip variables probably be remodeled themselves to maintain 
the full-body balance in DLS patients underwent the correction surgery.
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Background
The prevalence of degenerative lumbar scoliosis (DLS) is 
very common, ranging from 32% to 68% [1–4]. Full-body 
imbalance often coexists with neurological dysfunction 
in those DLS patients [5]. It was reported that the loss 
of lumbar lordosis (LL) can be considered as the initiat-
ing event of sagittal imbalance, which would push the 
center of gravity forward in such patients [6]. The sagit-
tal malalignment is compensated for by the parts of axial 
skeleton in which thoracic kyphosis, pelvic tilt, and knee 
flexion increase, according to the grade of malalignment 
required to maintain a standing posture with a hori-
zontal gaze [7, 8]. As a result, an ideal correction in LL 
must be performed to restore full-body balance for those 
DLS patients [9]. Furthermore, previous studies have 
illustrated that the surgical procedure of thoracolumbar 
fusion with instrumentations can restore the spinopelvic 
alignments effectively in DLS [4, 10, 11]. However, the 
abnormal correction in LL may result in abnormal spin-
opelvic alignments, which would increase the incidence 
of mechanism complications, and deteriorate the QoL 
accordingly [12–17] because of the mismatch among the 
spine, pelvis and lower extremities [12, 18].

As a result, it is essential for spinal surgeons to rec-
ognize the associations of the LL correction with the 
changes in other spinopelvic parameters in evaluation 
and management of DLS patients, which have been sel-
domly reported in previous studies although. Therefore, 
we performed this current study to investigate the effects 
of LL correction that have on spinopelvic realignments in 
DLS patients who had undergone the surgical procedure 
of long sacroiliac fusion with instrumentations.

Methods
Patients data
This is a multi-center observational study. The Ethics 
committee of the Shandong University of Traditional 
Chinese Medicine, the affiliated hospital of Jining Medi-
cal University, and the first medical center of the Chinese 
PLA General Hospital approved this current research. 
We retrospectively reviewed the data of those DLS 
patients who had undergone surgical treatments in the 
three hospitals ranging from June 2019 to August 2020.

Inclusion and exclusion criteria
The inclusion criteria were as follows:

(i) Diagnosis of DLS; (ii), age ≥ 40  years; (iii), those 
underwent the surgical procedure of thoraco-lumbar 
fusion extending to the pelvis with instrumentations; and 
(iv), those with integrated data.

The exclusion criteria were as follows:
Patients (i) underwent spinal surgeries previously; 

(ii) suffered from other spinal disorders, such as tumor, 

tuberculosis or ankylosing spondylitis; (iii) had any dis-
orders in lower extremities, involving hip or knee disor-
ders; or (iv) had the differences ≥ 2 cm between the lower 
extremities.

Surgical techniques
Those orthopedic surgeries were operated by three sen-
ior professors serving at the three different medical 
institutions. All of the participants collected in this cur-
rent study were positioned prone after inducing general 
anesthesia. Then, somatosensory evoked potential and 
transcranial motor evoked potential were initiated. The 
surgical procedures of long sacroiliac fusion with instru-
mentations (titanium alloy screws and two-rod con-
structs) via posterior-only approach were performed. In 
addition, those surgical procedures of posterior lumbar 
inter-body fusion (PLIF) or transforaminal lumbar inter-
body fusion (TLIF) were performed on such spinal steno-
sis segments.

Radiographic evaluation
Long cassette standing radiographs were performed pre-
operatively, at the  3rd month postoperative visit, and at 
the final follow-up in a weight-bearing position, in which 
those individuals placed the upper extremities on a sup-
port, and maintained the shoulders flexion at 30° for-
ward and slight elbow flexion [19]. All of the radiographic 
measurements were performed by a dedicated team 
independent from the operating surgeons with the vali-
dated spine Software of Surgimap (version: 2.3.2.1; New 
York, NY) [20].

Spinopelvic parameters concerned in this study include 
the thoracic kyphosis (TK), lumbar lordosis (LL), sagit-
tal vertical axis (SVA), T1 pelvic angle (TPA), sacral slope 
(SS), pelvic tilt (PT), pelvic incidence (PI), sagittal acetab-
ular anteversion (SAA), and pelvic femur angle (PFA), for 
which the measurement methods are listed in Table  1, 
and the schematic drawings are shown in Fig. 1A–C. The 
mismatch of pelvic incidence minus lumbar lordosis (PI–
LL) was calculated subsequently.

Quality‑of‑life (QoL) evaluation
The questionnaires of QoL in this current study included 
the short form 36 (SF-36) and the Oswestry disability 
index (ODI), which were recorded and documented at 
the pre-operation, the 3rd month, and the final follow-up 
postoperatively.

Statistical analyses
Variables in this current study were recorded and 
expressed as mean ± standard deviation (SD). Com-
parisons of radiographic variables and QoL data among 
the pre-, post-operation, and the final follow-up were 
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performed using the ANOVA test. Those changes of spin-
opelvic variables perioperatively were calculated (mean, 
standard deviation, and range). The Pearson correlation 
coefficient was calculated via linear regression analysis. 
The slope of the line of the best fit was used to predict 
the effect of LL correction on other spinopelvic parame-
ters. All of those statistical analyses were performed with 
SPSS software (Mac version 26.0, IBM Corp.). Statistical 
difference was determined as P < 0.05.

Results
There were 88 DLS patients (male/female: 21/67) con-
cerned in this current study, including 22 cases from the 
affiliated hospital of Shandong University of Traditional 
Chinese Medicine, 10 cases from the affiliated hospital of 
Jining Medical University, and 56 cases from the Chinese 
PLA General Hospital. The mean age of all those subjects 

was 64.44 ± 8.37  years (ranging from 40 to 86  years) 
at the surgery. The average of follow-up duration was 
28.24 ± 8.28 months (ranging from 24 to 40 months).

There were significant improvements in the spin-
opelvic alignments (P < 0.001) and the QoL (P < 0.001) 
after surgical treatments (Table  2). Those periopera-
tive changes in all radiographic parameters are listed in 
Table 3. The LL correction perioperatively correlated sig-
nificantly (P < 0.001) with the changes in PT (r = −0.635), 
SS (r = 0.698), TPA (r = −0.782), SVA (r = −0.591) and 
PI–LL (r = −0.936), respectively. Moreover, linear-regres-
sion analyses revealed that 1° of increase in LL occurred 
with −4.01° in PT (r2 = 0.404), −4.86° in TPA (r2 = 0.612), 
2.08° in PI–LL (r2 = 0.876), 2.62° in SS (r2 = 0.488), and 
−15.74 mm in SVA (r2 = 0.349). The details are listed in 
Table  4, and shown in Fig.  2. Although the LL correc-
tion correlated weakly with the changes of TK (r = 0.259, 

Table 1 Radiographic parameters concerned in this current study

Kyphosis was recorded as positive (+), and lordosis as negative (–). Mismatch (PI–LL) were subsequently calculated by subtracting LL from PI. TK indicates thoracic 
kyphosis, LL Lumbar lordosis, SVA Sagittal vertical axis, TPA T1 pelvic angle, SS Sacral slope, PT Pelvic tilt, PI Pelvic incidence, SAA Sagittal acetabular anteversion, PFA 
Pelvic femur angle

TK The Cobb angle between the upper endplate of T4 and the lower endplate of T12

LL The Cobb angle between the upper endplate of L1 and S1

SVA the horizontal distance between the C7 plumb line and the posterosuperior corner of S1

TPA The angle between the line from the axis of the femoral head to the centroid of T1 and the line from the axis of femoral head to the midpoint 
of the S1 endplate

SS The angle between the sacral endplate and the horizontal line

PT the angle between the line from the middle of the sacral plate to the middle of the hip axis and the vertical line

PI The angle between the line perpendicular to the midpoint of the sacral plate and the line connecting this to the midpoint of the hip axis

SAA The angle between the tangent line across the front and rear edge of the acetabulum and the horizontal line

PFA The angle between the line from the middle of the sacral plate to the middle of the hip axis and the parallel line of the longitudinal axis 
of the femur

Fig. 1 Schematic drawing of spinopelvic and hip parameters
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P = 0.01) and SAA (r = −0.359, P < 0.001), and even inde-
pendently with the reduction in PFA (r = 0.12; P = 0.299), 
the TK, SAA and PFA in all subjects improved signifi-
cantly after surgery (Tables 2 and 4).

Of 88 subjects, 76 individuals (86.4%) had severe 
sagittal decompensation at the pre-operation, suffer-
ing from PT > 25°, SVA > 50  mm or PI–LL > 20° [21, 22]. 
Postoperatively, there were still 11 cases (12.5%) with 
PI–LL > 20° and 8 cases (9.1%) with PI–LL < 10°. Patients 
showing proximal junctional kyphosis (PJK) [23] equal 
to 21 (23.9%) at the final follow-up. Of those, ten cases 

(11.4%) with PI–LL > 20° or PI–LL < 10° at the  3rd month 
postoperatively developed symptomatic PJK (two cases) 
or proximal junctional failure (PJF) (eight cases) during 
follow-up.

Three representative DLS patients underwent orthope-
dic surgery are shown in Fig. 3, 4 and 5.

Discussion
It is well-known that loss of lumbar lordosis (LL) probably 
be the initiating pathology in degenerative lumbar scolio-
sis (DLS) [2]. The full-body alignment affecting quality of 
life in DLS patients would be deteriorating subsequently. 
In our current study, 76 patients (86.4%) suffered from 
significant full-spinal imbalance at the pre-operation, 
having PT > 25°, SVA > 50  mm, or PI–LL > 20° [21, 22]. 
The spinopelvic alignments in all subjects improved sig-
nificantly after thoracolumbar fusion surgery. Moreover, 
linear-regression analyses showed that the LL correction 

Table 2 Comparisons of all of the radiographic parameters and 
HRQOL data before and after surgery

The values were given as the mean and the standard deviation. 

TK indicates thoracic kyphosis, SS Sacral slope, PT Pelvic tilt, TPA T1 pelvic 
angle, SVA Sagittal vertical axis, PI–LL Mismatch pelvic incidence minus lumbar 
lordosis, SAA Sagittal acetabular anteversion, PFA Pelvic femur angle, HRQOL 
Health-related questionnaires of life, ODI Oswestry disability index, PCS Physical 
component score of SF-36, MCS Mental component score of SF-36

Variables Pre‑operation Post‑operation Final follow‑up P

TK 16.33 ± 12.42 21.61 ± 9.77 28.78 ± 11.46  < 0.001

LL 23.18 ± 18.36 38.60 ± 12.47 40.21 ± 11.70  < 0.001

SS 23.47 ± 12.03 30.04 ± 10.48 28.86 ± 11.82  < 0.001

PT 23.31 ± 11.07 16.83 ± 9.20 19.32 ± 10.21  < 0.001

PI 46.91 ± 11.47 46.98 ± 11.72 47.07 ± 11.20 0.901

SAA 44.42 ± 8.20 38.45 ± 7.57 35.56 ± 8.27  < 0.001

PFA 198.58 ± 10.67 190.99 ± 9.79 194.12 ± 12.01  < 0.001

PI–LL 23.72 ± 18.12 8.38 ± 12.57 9.21 ± 13.72  < 0.001

SVA 44.73 ± 49.94 11.16 ± 33.13 22.63 ± 40.17  < 0.001

TPA 21.69 ± 11.92 14.39 ± 9.03 16.21 ± 10.39  < 0.001

ODI 47.80 ± 15.67 21.10 ± 13.20 30.76 ± 14.88  < 0.001

PCS 29.9 ± 8.27 42.80 ± 9.81 36.23 ± 8.88  < 0.001

MCS 50.10 ± 9.93 54.88 ± 10.02 48.21 ± 8.95  < 0.001

Table 3 Perioperative changes in spinopelvic parameters

a The values were given as the mean and the standard deviation, with the range 
in parentheses

Spinopelvic parameters Perioperative  changesa

Lumbar lordosis (°) 15.42 ± 13.52 (−13.30 to + 49.40)

Thoracic kyphosis (°) 5.27 ± 9.09 (−18.20 to + 27.00)

T1 pelvic angle (°) −7.30 ± 7.32 (−33.60 to + 5.70)

Sagittal vertical axis (mm) −33.57 ± 47.96 (−156.30 to + 80.10)

Pelvic incidence minus lumbar 
lordosis (°)

−15.34 ± 12.52 (−54.50 to + 13.50)

Sacral slope (°) 6.57 ± 8.47 (−19.80 to + 32.70)

Pelvic tilt (°) −6.48 ± 7.40 (−30.80 to + 12.20)

Sagittal acetabular anteversion (°) −6.25 ± 7.32 (−27.00 to + 19.20)

Pelvic femur angle (°) −7.59 ± 6.66 (−25.5 to + 7.30)

Table 4 Correlations between changes perioperatively in ll and spinopelvic parameters

TK indicates thoracic kyphosis; SS Sacral slope, PT Pelvic tilt, TPA, T1 pelvic angle, SVA Sagittal vertical axis, PI–LL Mismatch of pelvic incidence minus lumbar lordosis, 
SAA Sagittal acetabular anteversion, PFA Pelvic femur angle
a Linear regression analysis showed significant correlation changes in all spinopelvic parameters and lumbar lordosis; N/A = not applicable; b The coefficient refers to 
the 1° increase in lumbar lordosis that would result in changes in each parameter.

Correction in lumbar 
lordosis

Changes in spinopelvic parameters

TK SS PT TPA SVA PI–LL SAA PFA

Bivariable  correlationa

 r 0.259 0.698 −0.635 −0.782 −0.591 0.936 −0.359 0.120

 P value 0.01  < 0.001  < 0.001  < 0.001  < 0.001  < 0.001  < 0.001 0.299

Linear  regressiona

  r2 N/A 0.488 0.404 0.612 0.349 0.876 N/A N/A

 P value N/A  < 0.001  < 0.001  < 0.001  < 0.001  < 0.001 N/A N/A

  Coefficientb N/A 0.42 −0.342 −0.432 −1.755 0.911 N/A N/A

Standard error N/A 0.065 0.063 0.052 0.361 0.056 N/A N/A

 P value N/A  < 0.001  < 0.001  < 0.001  < 0.001  < 0.001 N/A N/A
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correlated significantly to the changes in SVA and TPA, 
respectively. An increase of 1° in LL may correlate to a 
reduction of 4.86° for TPA (r2 = 0.612) and a reduction of 
15.74  mm for SVA (r2 = 0.349), respectively. As a result, 
the restoration of LL is essential for spinopelvic realign-
ments in DLS patients. Radiographic parameters involv-
ing PI–LL, SVA, and TPA have been demonstrated to be 
significantly associated with QoL in patients with adult 
spinal deformity [24–28]. Moreover, a surgical target of 
10–20° and less than 50  mm for TPA [28, 29] and SVA 
[22] was suggested, respectively. Then, the results in our 
current study could provide the orthopedic algorithms 
for spinal surgeons in management of DLS.

PI–LL, representing the match between pelvis and 
lumbar spine, was proposed to be a surgical target of 
10–20° for adult scoliosis in recent studies [30, 31]. In our 
current study, there were still 11 cases (12.5%) with PI–
LL > 20° and 8 cases (9.1%) with PI–LL < 10° after surgery. 
Although there were only four patients with the abnormal 
PI–LL according to the criteria proposed by Lafage et al. 
[32], all patients developing PJK during follow-up had 
the PI–LL > 20° or < 10°. We speculate that such patients 
may have overcorrection (PI–LL < 10°) or under-correc-
tion (PI–LL > 20°) in LL, respectively. The proximal junc-
tional stress may increase significantly, which will result 
in proximal junctional diseases happening subsequently 

Fig. 2 Scatterplots reveal the significant relationships between the correction in lumbar lordosis and the changes in other radiographic parameters. 
d-indicates the perioperative changes; LL lumbar lordosis, TK thoracic kyphosis, SS sacral slope, PT pelvic tilt, PI–LL the mismatch of pelvic incidence 
minus lumbar lordosis, PFA pelvic femur angle, SAA sagittal acetabular anteversion, SVA sagittal vertical axis, TPA T1 pelvic angle
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during follow-up. The patient shown in Fig.  4 had sig-
nificant restoration in the spinopelvic alignments after 
a overcorrection in the LL, with the PI–LL = −0.5° post-
operatively; however, the patient suffered from PJF at the 
18th month after surgery. Conversely, the case shown in 
Fig.  5 with the PI–LL = 24.8° postoperatively probably 
has under-correction in the LL, and the PJK developed 
at the 4th month after surgery. Linear regression analysis 
showed that an increase of 1° in LL may correlate with 
an increase of 2.08° in PI–LL (r2 = 0.876), which may help 
spinal surgeons to reduce the incidence of PJK/PJF in 
management of DLS.

The pelvis probably plays an essential role in keeping 
sagittal balance both in standing and sitting positions, 
which were demonstrated in previous studies [33, 34]. 
PT was recognized as a reservoir to compensate the full-
spinal balance, which correlated significantly with QoL 
in DLS patients [8, 21, 22, 24], and should be no more 
than 20° [22, 35]. In this current study, we observed pel-
vic rotation backward significantly in almost all patients 
at the pre-operation, and those pelvic parameters 
improved significantly after orthopedic surgery. The LL 
correction correlated significantly with the changes in PT 
(r = −0.635) and SS (r = 0.698), respectively. In addition, 

linear regression analyses illustrated that 1° of LL correc-
tion occurred with the changes of 4.01° in PT (r2 = 0.404) 
and 2.62° in SS (r2 = 0.488), which may help spinal sur-
geons to predict the PT postoperatively in DLS.

Hip joints extension is another important compensa-
tory mechanism in DLS patients with full-spinal imbal-
ance on sagittal plane. However, the abnormal acetabular 
anteversion postoperatively may increase the incidence 
of mechanism complications in adult patients underwent 
long-fusion surgery [12]. Therefore, it is important for hip 
and spine surgeons to clarify the relationships between 
LL correction and changes in hip variables in evaluation 
and management of patients suffering from hip–spine 
syndrome. Masquefa et al. [36] illustrated the significant 
relationships between LL correction and changes in ace-
tabular anteversion (r = 0.34) in DLS patients underwent 
the surgical procedure of long-fusion with pedicle sub-
traction osteotomies. In our current study, hip variables 
including SAA and PFA had significant improvements 
after surgery; however, the LL correction correlated 
mildly to the changes in SAA (r = −0.359). As a result, 
those relationships between the LL correction and the 
changes in hip variables and PT in our current study 
would bridge the gap between hip and spine surgeons 

Fig. 3 A 68-year-old male DLS patient underwent lumbar fusion surgery (L1–S1). Radiographs show the changes in spinopelvic parameters, 
preoperative TK, LL, PT, SS, PI, PFA, SAA, SVA and TPA were 6.6°, −15.8°, 26.6°, 25.4°, 52.0°, 200.0°, 36.0°, 2.6 mm and 17.7°, respectively (A). 
Postoperatively, those variables were 14.7° for TK, −41.1° for LL, 18.8° for PT, 34.1° for SS, 52.9° for PI, 185.4° for PFA, 35.9° for SAA, −27.3 mm for SVA, 
and 8.7° for TPA (B). At the final follow-up, those variables were 15.8° for TK, −41.2° for LL, 18.9° for PT, 38.9° for SS, 57.8° for PI, 189.6° for PFA, 36.2° 
for SAA, 17.8 mm for SVA, and 14.6° for TPA (C). The PI–LL was 36.2°, 11.8° and 16.6° at the pre-, post-operation and the final follow-up, respectively
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in the management of DLS patients coexisting with hip 
disorders.

It was reported that structural changing of LL may 
affect the shape of thoracic kyphosis and the orientation 
of the pelvis [37]. In our current study, all of those partic-
ipants had significant changes in thoracic kyphosis (TK) 
and pelvic femur angle (PFA) after thoracolumbar fusion 
surgery. Interestingly, the changes in TK (r = 0.259) and 
PFA (r = 0.12) were independent of the LL correction. 
Furthermore, the mean value of TK, TPA and SVA was 
increasing during the follow-up. The serious degenera-
tion in paraspinal muscles may be the causative factor in 
such DLS patients, which has been proven to be associ-
ated with a various of lumbar disorders and diseases [38, 
39]. Moreover, the erector spinae degenerated diffusely 
and correlated with sagittal imbalance [39]. As a result, 
we propose that the TK probably to be remodeled them-
selves due to the seriously degenerative paraspinal mus-
cles, which can keep the upright posture effectively in 
those DLS patients underwent long-fusion surgery. How-
ever, it is regrettable that those variables of paraspinal 
muscle were not collected initially in our current study.

Limitations in our current study should be men-
tioned. First, we, respectively, reviewed the DLS 

patients treated in three medical centers; however, 
the sample size was still limited because of the strict 
inclusion criteria. Second, although pelvic fusion in all 
patients can decrease the errors in results of hip param-
eters resulted by the dynamic lumbosacral joints, those 
measurements of hip variables were performed on radi-
ographs of patients with spinal deformity rather than 
standard pelvic radiographs. Third, according to those 
results reported in previous studies, the thoracic spine 
and hip variables changes significantly after surgery 
may be due to the degeneration in paraspinal muscles; 
however, we did not collect those variables of paraspi-
nal muscles initially. Finally, the retrospective design 
may undermine the confidence level of this current 
study. However, the results in our current study illus-
trated the significant relationships between the perio-
perative correction in lumbar lordosis and the changes 
in other spinopelvic parameters, even with those limi-
tations mentioned above.

Conclusions
The spine–pelvic–hip alignments will improve sig-
nificantly in patients with degenerative lumbar scolio-
sis who had undergone the surgical procedure of long 

Fig. 4 A 58-year-old female DLS patient underwent thoracolumbar fusion surgery (T10–S2). Radiographs show the changes in spinopelvic 
parameters, preoperative TK, LL, PT, SS, PI, PFA, SAA, SVA and TPA were 16.9°, −16.9°, 27.5°, 4.2°, 31.7°, 197.2°, 51.0°, −4.3 mm and 19°, respectively 
(A). Postoperatively, those variables were 37.6° for TK, -35.8° for LL, 20° for PT, 15.3° for SS, 35.3° for PI, 193.7° for PFA, 49.2° for SAA, −21.5 mm for SVA, 
and 14° for TPA (B). The PI–LL postoperatively was -0.5° at the post-operation. The patient has a significant upright posture after the surgery (B); 
however, PJF developed at the  18th month during follow-up (C) 
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sacroiliac fusion with instrumentations. The signifi-
cant relationships between the LL correction and the 
changes in spinopelvic parameters would provide the 
surgical algorithms for spinal surgeons in manage-
ment of DLS. The thoracic spine and lower extremities 
being independently with the LL correction probably 
be remodeled themselves to keep the full-body balance 
after correction surgery.
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Fig. 5 A 68-year-old female DLS patient underwent thoracolumbar fusion (T10–S2) surgery. Radiographs show the changes in spinopelvic 
parameters, preoperative TK, LL, PT, SS, PI, PFA, SAA, SVA and TPA were 11.3°, −7.3°, 27.3°, 20.9°, 48.2°, 206.4°, 52.0°, 90.7 mm and 29°, respectively (A). 
Postoperatively, those variables were 20.3° for TK, −25.1° for LL, 24.7° for PT, 21.8° for SS, 49.5° for PI, 193.8° for PFA, 50.3° for SAA, 15.3 mm for SVA, 
and 26.2° for TPA (B). The PI–LL was 24.8° at the post-operation. However, the patient had intermittent back pain after surgery, and PJK developed 
at the  4th month during follow-up (C) 



Page 9 of 9Zhang et al. European Journal of Medical Research          (2023) 28:403  

Received: 1 October 2022   Accepted: 2 September 2023

References
 1. Schwab F, Dubey A, Gamez L, et al. Adult scoliosis: prevalence, SF-36, and 

nutritional parameters in an elderly volunteer population. Spine (Phila Pa 
1976). 2005;30:1082–5.

 2. Ailon T, Smith JS, Shaffrey CI, et al. Degenerative spinal deformity. Neuro-
surgery. 2015;77(Suppl 4):S75-91.

 3. Smith JS, Shaffrey CI, Bess S, et al. Recent and emerging advances in 
spinal deformity. Neurosurgery. 2017;80:S70–85.

 4. Diebo BG, Shah NV, Boachie-Adjei O, et al. Adult spinal deformity. The 
Lancet. 2019;394:160–72.

 5. Le Huec JC, Charosky S, Barrey C, et al. Sagittal imbalance cascade for 
simple degenerative spine and consequences: algorithm of decision 
for appropriate treatment. Eur Spine J. 2011;20(Suppl 5):699–703.

 6. Yagi M, Kaneko S, Yato Y, et al. Standing balance and compensatory 
mechanisms in patients with adult spinal deformity. Spine (Phila Pa 
1976). 2017;42:E584–91.

 7. Hasegawa K, Okamoto M, Hatsushikano S, et al. Compensation for 
standing posture by whole-body sagittal alignment in relation to 
health-related quality of life. Bone Joint J. 2020;102-B:1359–67.

 8. Ferrero E, Liabaud B, Challier V, et al. Role of pelvic translation and 
lower-extremity compensation to maintain gravity line position in 
spinal deformity. J Neurosurg Spine. 2016;24:436–46.

 9. Iwai C, Pizones J, Boissiere L, et al. Static and dynamic sagittal lumbar 
apex: a new concept for the assessment of lumbar lordosis distribution 
in spinal deformity. Eur Spine J. 2021;30:1155–63.

 10. Enercan M, Ozturk C, Kahraman S, et al. Osteotomies/spinal column 
resections in adult deformity. Eur Spine J. 2013;22(Suppl 2):S254-264.

 11. Silva FE, Lenke LG. Adult degenerative scoliosis: evaluation and man-
agement. Neurosurg Focus. 2010;28:E1.

 12. Zhang ZF, Qi DB, Wang TH, et al. Correlation of acetabular anteversion 
and thoracic kyphosis postoperatively with proximal junctional failure 
in adult spinal deformity fused to pelvis. Orthop Surg. 2021. https:// doi. 
org/ 10. 1111/ os. 13159.

 13. Zhang ZF, Qi DB, Wang TH, et al. Spine-pelvis-hip alignments in 
degenerative spinal deformity patients and associated procedure of 
one-stage long-fusion with multiple-level plif or apical-vertebra three 
column osteotomy-a clinical and radiographic analysis study. Orthop 
Surg. 2021;13:2008–17.

 14. Yagi M, Michikawa T, Hosogane N, et al. Risk, recovery, and clinical impact 
of neurological complications in adult spinal deformity surgery. Spine 
(Phila Pa 1976). 2019;44:1364–70.

 15. Kim JS, Phan K, Cheung ZB, et al. Surgical, radiographic, and patient-
related risk factors for proximal junctional kyphosis: a meta-analysis. 
Global Spine J. 2019;9:32–40.

 16. Sabou S, Carrasco R, Verma R, et al. The clinical and radiological outcomes 
of multilevel posterior lumbar interbody fusion in the treatment of 
degenerative scoliosis: a consecutive case series with minimum 2 years 
follow up. J Spine Surg. 2019;5:520–8.

 17. Matsumura A, Namikawa T, Kato M, et al. Posterior corrective surgery with 
a multilevel transforaminal lumbar interbody fusion and a rod rotation 
maneuver for patients with degenerative lumbar kyphoscoliosis. J Neuro-
surg Spine. 2017;26:150–7.

 18. Shetty AP, Suresh S, Aiyer SN, et al. Radiological factors affecting post-
operative global coronal balance in Lenke 5 C scoliosis. J Spine Surg. 
2017;3:541–7.

 19. Marks M, Stanford C, Newton P. Which lateral radiographic positioning 
technique provides the most reliable and functional representation of a 
patient’s sagittal balance? Spine (Phila Pa 1976). 2009;34:949–54.

 20. Lafage R, Ferrero E, Henry JK, et al. Validation of a new computer-assisted 
tool to measure spino-pelvic parameters. Spine J. 2015;15:2493–502.

 21. Lafage V, Schwab F, Patel A, et al. Pelvic tilt and truncal inclination: two 
key radiographic parameters in the setting of adults with spinal deform-
ity. Spine (Phila Pa 1976). 2009;34:599–606.

 22. Schwab F, Ungar B, Blondel B, et al. Scoliosis research society-schwab 
adult spinal deformity classification: a validation study. Spine (Phila Pa 
1976). 2012;37:1077–82.

 23. Kim HJ, Iyer S. Proximal junctional kyphosis. J Am Acad Orthop Surg. 
2016;24:318–26.

 24. Takemoto M, Boissiere L, Vital JM, et al. Are sagittal spinopelvic radio-
graphic parameters significantly associated with quality of life of adult 
spinal deformity patients? multivariate linear regression analyses for 
pre-operative and short-term post-operative health-related quality of life. 
Eur Spine J. 2017;26:2176–86.

 25. Glassman SD, Bridwell K, Dimar JR, et al. The impact of positive sagittal 
balance in adult spinal deformity. Spine (Phila Pa 1976). 2005;30:2024–9.

 26. Protopsaltis T, Schwab F, Bronsard N, et al. TheT1 pelvic angle, a novel 
radiographic measure of global sagittal deformity, accounts for both 
spinal inclination and pelvic tilt and correlates with health-related quality 
of life. J Bone Joint Surg Am. 2014;96:1631–40.

 27. Qiao J, Zhu F, Xu L, et al. T1 pelvic angle: a new predictor for postopera-
tive sagittal balance and clinical outcomes in adult scoliosis. Spine (Phila 
Pa 1976). 2014;39:2103–7.

 28. Banno T, Hasegawa T, Yamato Y, et al. T1 pelvic angle is a useful parameter 
for postoperative evaluation in adult spinal deformity patients. Spine 
(Phila Pa 1976). 2016;41:1641–8.

 29. Ryan DJ, Protopsaltis TS, Ames CP, et al. T1 pelvic angle (TPA) effectively 
evaluates sagittal deformity and assesses radiographical surgical out-
comes longitudinally. Spine (Phila Pa 1976). 2014;39:1203–10.

 30. Merrill RK, Kim JS, Leven DM, et al. Beyond pelvic incidence-lumbar lor-
dosis mismatch: the importance of assessing the entire spine to achieve 
global sagittal alignment. Global Spine J. 2017;7:536–42.

 31. Passias PG, Jalai CM, Diebo BG, et al. Full-body radiographic analysis of 
postoperative deviations from age-adjusted alignment goals in adult 
spinal deformity correction and related compensatory recruitment. Int J 
Spine Surg. 2019;13:205–14.

 32. Lafage R, Schwab F, Glassman S, et al. Age-adjusted alignment goals have 
the potential to reduce PJK. Spine (Phila Pa 1976). 2017;42:1275–82.

 33. Vialle R, Levassor N, Rillardon L, et al. Radiographic analysis of the sagittal 
alignment and balance of the spine in asymptomatic subjects. J Bone 
Joint Surg Am. 2005;87:260–7.

 34. Zhu Z, Xu L, Zhu F, et al. Sagittal alignment of spine and pelvis in asymp-
tomatic adults: norms in Chinese populations. Spine (Phila Pa 1976). 
2014;39:1–6.

 35. Schwab F, Patel A, Ungar B, et al. Adult spinal deformity-postoperative 
standing imbalance: how much can you tolerate? an overview of key 
parameters in assessing alignment and planning corrective surgery. 
Spine (Phila Pa 1976). 2010;35:2224–31.

 36. Masquefa T, Verdier N, Gille O, et al. Change in acetabular version after 
lumbar pedicle subtraction osteotomy to correct post-operative flat 
back: EOS(R) measurements of 38 acetabula. Orthop Traumatol Surg Res. 
2015;101:655–9.

 37. Roussouly P, Pinheiro-Franco JL. Sagittal parameters of the spine: biome-
chanical approach. Eur Spine J. 2011;20(Suppl 5):578–85.

 38. Ranger TA, Cicuttini FM, Jensen TS, et al. Paraspinal muscle cross-
sectional area predicts low back disability but not pain intensity. Spine J. 
2019;19:862–8.

 39. Ding JZ, Kong C, Li XY, et al. Different degeneration patterns of paraspinal 
muscles in degenerative lumbar diseases: a MRI analysis of 154 patients. 
Eur Spine J. 2022;31:764–73.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1111/os.13159
https://doi.org/10.1111/os.13159

	How does the correction in lumbar lordosis affect the spinopelvic realignments in degenerative lumbar scoliosis underwent scoliosis surgery?
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Patients data
	Inclusion and exclusion criteria
	Surgical techniques
	Radiographic evaluation
	Quality-of-life (QoL) evaluation
	Statistical analyses

	Results
	Discussion
	Conclusions
	Acknowledgments
	References


