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Risk Factorsin Progression of Defor mity
in Compression Fracture of Thoracolumbar Junction

Young-Do Koh, MD, and Jong-Oh Kim, MD.

Department of Orthopedic Surgery, College of Medicine, Ewha Woman' University

Compression fracture of thoracolumbar junction is considered to be stable, and usually treated
by conservative methods, such as bed rest followed by bracing. However, we can often see the
progression of deformity during follow-up.

Authors had treated 62 cases with compression fractures of thoracolumbar junction
conservatively at Ewha Woman’ University Mokdong Hospital from September, 1993 to
December, 1997, and analyzed risk factors of progression in anterior vertebral height (AVH)
collapse and kyphotic angle after the minimum 1 year follow-up.

The results were as follows; The anterior vertebral height significantly more decreased in the
group with age over 60, but increase of kyphotic angle was not related with age factor. In
female, decrease of AVH and increase of kyphotic angle were more than in male. AVH
significantly more decreased in L1 than in T12 or L2, but increase of kyphotic angle was not
related with fracture level. Decrease of AVH and increase of kyphotic angle were not related
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with fracture type. Osteoporosis seems to be the most important single risk factor in progression
of compression and more strict wearing of well-fitting brace is necessary to protect the
progression in case of severe osteoporosis.
Key Words: Thoracolumbar junction, Compression fracture, Compression, Kyphotic angle
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Table 1. Age vs progression of deformity
Age(yrs) No. AVH (%) Kyphotic Angle(%)
<60 31 0( 0%) 2.9°(30.3%)
> 60 31 - 0.2 (25.0%) 3.1°(28.2%)
difference between initial and final follow-up
anterior vertebral height
Table 2. Sex vs progression of deformity
Sex No. Average Age AVH(%) Kyphotic Angle(%)
Male 11 44.8 0( 0%) 1.2°( 8.1%)
Femae 51 59.0 - 0.1 (12.5%) 3.4°(36.6%)
Table 3. Fracture levels vs progression of deformity
Level No. Average Age AVH(%) Kyphotic Angle(%)
T12 20 58.1 -0.2 (25.0%) 4.7°(29.6%)
L1 18 55.4 0( 0%) 3.1°(28.6%)
L2 22 57.6 - 0.1 (12.5%) 1.5°(27.9%)
12 2 2.9°(29.1%) ,
(p<005). 12 11.1°
15.9° 144°  3.3°(295%) ,
206° 4.7°(29.6%) , 1 (p>0.05) (Table4).
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Table 4. Fracture types vs progression of deformity

Type No. Average Age AVH(%) Kyphotic Angle(%)

Superior 49 575 - 0.1 (12.5%) 2.9°(29.1%)
Both 13 52.1 - 0.1 (12.5%) 3.3°(29.5%)

superior end plate involvement
both end plate involvement

Table 5. Injury mechanisms vs progression of deformity

Mechanism No. Average Age AVH(%) Kyphotic Angle(%)

Slipdown 38 62.5 -0.1(12.5%) 3.8°(37.8%)
Fall down 14 48.0 0( 0%) 2.9°(24.7%)
TIA 7 433 - 0.1 (12.5%) - 2.8°(29.7%)

traffic accident
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