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of PJK after ASD.

Methods

We identified a consecutive series of
ASD patients who required revision
surgery for PJK between 2013 and
2015. A matched cohort of ASD
patients that did not develop PJK was
identified based upon age, gender,
preoperative deformity type and
number of fusion levels. We compared
medical and surgical histories in the
matched cohorts, with particular
attention to the prevalence of
preoperative neurologic comorbidities
that might affect standing balance.
Preoperative, immediate postoperative
and follow-up radiographs were
reviewed to document specific
characteristics of mechanical failure
that resulted in PJK and required
revision surgery.

Results

Twenty-eight cases of PJK requiring
revision surgery were identified. The
prevalence of pre-operative
neurological comorbidities in PJK
patients were statistically significantly
higher than in non-PJK patients (75%
vs. 32%, p < 0.001). Neurological
comorbidities included prior stroke
(4), metabolic encephalopathy (2),
Parkinson’s disease (1), seizure
disorder (1), cervical and thoracic
myelopathy (7), diabetic neuropathy
(4) and other neuropathy (4). (Table
1) The mean preoperative sagittal
vertical axis in PJK patients was more
positive compared to non-PJK patients
(143mm vs. 65mm, p=0.009). There
were no significant differences in
immediate postoperative or follow-up
radiographic parameters between
cohorts (Table 2).

incidence of PJK.

Table 2

Radiographical Findings
Radiographical parameters

[ PIK (n=7) | NPIK (a=16) [ pvalue

1642122
152+130

228x134 0.298
206+193 0.053

Preoperative pelvic tilt (°) 287+71 | 249+103 0.385

Preoperative proximal junctional angle (°) 4834 81438 0.113
Preoperative sagittal vertical axis (mm)
Tmmediate postoperative parameters (%)

Immediate postoperative thoracic kyphosis (%)

1436497 | 640634 0.009

30.4+160 | 34.3£172 0.619

38176
304+85

42.3+14.1 0.473
25.8+89 0.257

Immediate postoperative lumbar lordosis ()
Immediate postoperative pelvic tilt (°)

13874
73.6+306

10751 0.253
541+411 0.276

oximal junctional angle (%)
gittal vertical axis (mm)

2202173 | 127106 0.095
-700=382 (-108 =373 0.002

s change (mm)§

Final follow-up parameters (°}
Final follow-up thoracic kyphosis (°)
Final follow-up lumbar lordosis (°)
Final follow-up pelvic tilt (%)

Final follow-up proximal junctional angle ()

349178 | 33.1+148 0.789

39.0£79 41.4+143 0.841

20771
1M1+£51

25781 0.268
10955 0.939

98.0+49.8
57.3%£10.1

61.3+52.9 0.071
54487 0.498

Final follow-up sagittal vertical axis (mm)

Pelvic incidence (°)
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