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Abstract
Purpose
To describe spinopelvic adaptations in the standing and sitting positions in patients with adult spinal
deformity (ASD).

Methods
Ninety-five patients with ASD and 32 controls completed health-related quality of life (HRQOL)
questionnaires: short form 36 (SF36), Oswestry Disability Index (ODI), and visual analog scale (VAS) for
pain. They underwent biplanar radiography in both standing and sitting positions. Patients with ASD were
divided into ASD-front (frontal deformity Cobb > 20°, n = 24), ASD-sag (sagittal vertical axis (SVA) > 50 mm,
pelvic tilt (PT) > 25°, or pelvic incidence (PI)-lumbar lordosis (LL) > 10°, n = 40), and ASD-hyper thoracic
kyphosis (TK >60°, n = 31) groups. Flexibility was defined as the difference (Δ) in radiographic parameters
between the standing and sitting positions. The radiographic parameters were compared between the
groups. Correlations between HRQOL scores were evaluated.

Results
All participants increased their SVA from standing to sitting (ΔSVA<0), except for patients with ASD-sag,
who tended to decrease their SVA (78-62 mm) and maximize their pelvic retroversion (27-40° vs 10-34° in
controls, p<0.001). They also showed reduced thoracic and lumbar flexibility (ΔLL = 3.4 vs 37.1°; ΔTK = −1.7
vs 9.4° in controls, p<0.001). ASD-hyperTK showed a decreased PT while sitting (28.9 vs 34.4° in controls,
p<0.001); they tended to decrease their LL and TK but could not reach values for controls (ΔLL = 22.8 vs 37.1°
and ΔTK = 5.2 vs 9.4°, p<0.001). The ASD-front had normal standing and sitting postures. ΔSVA and ΔLL
were negatively correlated with the physical component scale (PCS of SF36) and ODI (r = −0.39 and r = −0.46,
respectively).

Conclusion
Patients with ASD present with different spinopelvic postures and adaptations from standing to sitting
positions, with those having sagittal malalignment most affected. In addition, changes in standing and
sitting postures were related to HRQOL outcomes. Therefore, surgeons should consider patient sitting
adaptations in surgical planning and spinal fusion. Future studies on ASD should evaluate whether physical
therapy or spinal surgery can improve sitting posture and QOL, especially for those with high SVA or PT.

Categories: Medical Physics, Radiology, Orthopedics
Keywords: adult scoliosis, gait analysis, quality-of-life, spine flexibility, sitting, standing, adult spinal deformity

Introduction
Adult spinal deformity (ASD) is a major socioeconomic problem in the aging population [1]. It is strongly
associated with functional disability and reduced health-related quality of life (HRQOL) [2,3]. According to
the International Spine Study Group (ISSG) [4,5], ASD is defined as the presence of at least one of the
following standing radiographic criteria: Cobb angle ≥ 20°; sagittal vertical axis (SVA) ≥ 50 mm; pelvic tilt
(PT) ≥ 25°, and thoracic kyphosis (TK) T1-T12 ≥ 60°. Traditionally, preoperative and postoperative spinal
alignments have been assessed using standing radiographs [6,7].

Patients with ASD spend more time sitting than healthy individuals [8]. Therefore, understanding spinal
alterations in this functional position is essential in daily clinical practice. It is well-known that the spine
shapes differ significantly between sitting and standing postures [9]. Recent studies have focused on the
importance of including ASD sitting radiographs in preoperative planning to better choose the upper
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instrumented vertebra and avoid mechanical complications [8,10]. Despite the importance of assessing the
sitting position in daily functionality and surgical treatment planning, to our knowledge, a thorough
analysis of the sitting posture in patients with ASD has yet to be conducted.

This study aimed to describe spinopelvic adaptations in standing and sitting positions in patients with ASD
who had different types of spinal deformities and to determine their relationship with HRQOL outcomes.

Materials And Methods
Participants
This study was cross-sectional and approved by the Institutional Review Board of our university (Saint
Joseph University, Beirut, Lebanon, CEHDF1259). Patients with ASD, more than 20 years of age and
presenting at least one of the following radiographic criteria were recruited: SVA >50 mm, PT >25°, pelvic
incidence (PI) mismatch to L1-S1 lumbar lordosis (LL) PI-LL >10°, T1-T12 TK >60°, and/or Cobb angle >20°
[4,5]. Individuals with a history of musculoskeletal surgery or neurological, rheumatic, infectious, neoplastic,
or other motion disorders were excluded from the study.

Asymptomatic individuals (control group) were recruited from the staff members of our institution. They did
not meet the above-mentioned radiographic criteria and had no pain or history of spinal or lower limb
surgery. All participants were informed of the procedures and signed a written consent form before
participation.

Patients with ASD were divided into three groups: ASD-front (patients with only frontal scoliosis at a Cobb
angle >20°), ASD-hyper thoracic kyphosis (TK) (patients with only thoracic hyperkyphosis TK >60°), and
ASD-sag (patients with sagittal deformities, PT >25° and/or SVA >50 mm and/or PI-LL mismatch >10°).

Data collection
Demographic data were collected, including age (years), sex (M/F), height (cm), and weight (kg). All
participants underwent biplanar low-dose whole-body radiographs in the freestanding position (EOS
Imaging®, Paris, France) [11,12]. Participants were asked to stand comfortably before moving their hands on
the cheeks while maintaining their head and trunk in the same position [13,14]. Participants adopted the
same hand position for sitting radiographic acquisitions on a height-adjustable backless stool, with hips and
knees flexed at 90° (Figure 1).

FIGURE 1: Low-dose biplanar radiograph acquisitions: standing (a) and
sitting (b) positions. Authors’ own creations

Three-dimensional reconstructions of the spine and pelvis were performed by trained operators using the
SterEOS® software (version 1.6.5.8188, EOS Imaging®, Paris, France). The following spinopelvic parameters
were calculated in both the standing and sitting positions: pelvic tilt (PT, the angle created by a line running
from the sacral endplate midpoint to the center of the bifemoral heads and the vertical axis), pelvic
incidence (PI, the angle between a line perpendicular to the sacral plate at its midpoint and a line connecting
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the same point to the center of the bicoxofemoral axis), sacral slope (SS, the angle between the superior plate
of S1 and a horizontal line), L1-S1 lumbar lordosis (LL), PI-LL mismatch, T1-T12 TK, C2-C7 cervical lordosis
(CL), T1 slope (T1S), and cervical SVA (cSVA). In addition, the following postural parameters were collected:
SVA, the center of auditory meatus to hip axis (CAM-HA), thoracic pelvic angle (TPA), and the cervical pelvic
angle (CPA) (Figure 2).

FIGURE 2: Radiographic parameters: spinopelvic (a), cervical (b), and
postural (c). Authors’ own creations
T1-T12: TK, L1S1: LL, cSVA: cervical sagittal vertical axis, C2C7: cervical lordosis, T1s: T1 slope, SVA: sagittal
vertical axis, CAM-HA: center of the auditory meatus-hip axis, CPA: cervical pelvic angle, TPA: thoracic pelvic
angle.

Spinopelvic flexibility was defined as the difference (Δ) between the radiographic parameters calculated in
standing and sitting positions (Δ = standing − sitting).

All participants completed the following HRQOL questionnaires: short form 36 (SF36) with its physical (PCS)
and mental (MCS) components [15], Oswestry Disability Index (ODI) [16], Beck’s depression inventory (BDI)
[17], and a visual analog scale (VAS) for pain intensity.
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Statistical analysis
Demographic data, standing and sitting radiographic spinopelvic parameters, flexibility, and HRQOL scores
were compared between the four groups (ASD-sag, ASD-front, ASD-hyperTK, and controls) using the
Kruskal-Wallis test, followed by Conover Iman for multiple pairwise comparisons. Correlations between the
HRQOL scores and radiographic parameters were calculated using Pearson’s or Spearman’s coefficients.
When necessary, the significance level was set at 0.05 and adjusted by a Bonferroni correction to
accommodate for pairwise comparisons and multiple correlations. Statistical analyses were performed using
Xlstat® (Addinsoft, Paris, France; version 2020.4.1).

Results
Demographics and HRQOL scores
The ASD group included 95 participants, while 32 healthy adults formed the control group. Patients with
ASD were older (52±19 vs 35±15 years, p<0.0001), with similar weight (71±14 vs 70±13 kg, p = 0.82) and a
smaller height (161±10 vs 168±8 cm, p<0.001) than controls. The proportion of women with ASD was
significantly higher than that of men (76% vs 40%, p = 0.003). The ASD group was subdivided into 40 ASD-
sag, 24 ASD-front, and 31 ASD-hyperTKs.

The ASD-sag group exhibited the most significant changes (Table 1). Compared to controls, they had a
decreased SF36-PCS score (35.7±9.3 vs 50.2±8.1, p<0.001). Their ODI scores indicated severe disability,
whereas their BDI scores indicated mild depression. The VAS score indicated moderate pain. These
alterations were found to a lesser degree in ASD-hyperTK and were less pronounced in the ASD-front.

 ASD-front ASD-hyperTK ASD-sag Controls p

Controls Controls Controls ASD-front ASD-front ASD-hyperTK

vs vs vs vs vs vs

ASD-front ASD-hyperTK ASD-sag ASD-hyperTK ASD-sag ASD-sag

SF36-PCS 45.5 ± 9.6 39.6 ± 7.5 35.8 ± 8.7 50.4 ± 7.7 <0.001 NS * * NS * NS

SF36-

MCS
47.8 ± 6.8 49.7 ± 9.8 51.6 ± 8.8 53.6 ± 8.5 0.06 NS NS NS NS NS NS

ODI
20.7 ±

20.1
29 ± 18.2 39.6 ± 17.8 2.8 ± 4.9 <0.001 * * * NS * *

VAS 4 ± 2.4 6.1 ± 2.6 6.6 ± 2.4 1.2 ± 0.5 <0.001 * * * * * NS

BDI 9.2 ± 6.5 11.8 ± 8.4 12.7 ± 10.5 2.6 ± 3.7 <0.001 * * * NS NS NS

TABLE 1: Comparison of HRQOL scores between the four subgroups.
*: Significant difference. NS: not significant. SF36: short form 36, PCS: physical component summary, MCS: mental component summary, ODI: Oswestry
Disability Index, VAS: visual analog scale, BDI: Beck’s depression inventory, ASD: adult spinal deformity, hyperTK: hyper thoracic kyphosis, sag: sagittal.

Comparison of spinopelvic parameters in the standing position
The pelvic incidence was comparable between the four groups. The ASD-sag group had a higher pelvic
retroversion than the other groups (27.3±11.3° vs ASD-front: 11.4±7.6°, ASD-hyperTK: 13.2±6.6°, controls:
10.5±6°, p<0.001). The increased PT in the ASD-sag group was coupled with a reduced LL (34.9±23.4° vs
ASD-front: 56.8±9.1°, controls: 59.6±8.9°, p<0.001). The ASD-sag group tended to have a more pronounced
positive sagittal imbalance than the other groups with a higher SVA (78.2±62.8 mm vs ASD-front: −4.2±23.2
mm, ASD-hyperTK: −0.2±22.6 mm, controls: 1.8±18.1 mm, p<0.001, Tables 2, 3).

On the other hand, the ASD-hyperTK group presented accentuated thoracic and lumbar curvatures with a
higher TK compared to the other groups (72.4±10.9° vs ASD-sag: 42.6±22.6°, ASD-front: 37.1±13.3°,
controls: 39±8.4°, p<0.001) as well as a higher LL (69.4±9.7° vs ASD-front: 56.8±9.1°, controls: 59.6±8.9°,
p<0.001).

The ASD-front group had a more significant frontal Cobb compared to the other groups (38.2±14.7° vs ASD-
sag: 21.5±18.2°, ASD-hyperTK: 8.9±9.3°, controls: 7.3±6°, p<0.001).

At the cervical level, CL was increased in ASD-hyperTK compared to controls and ASD-front (ASD-hyperTK:
20.7±14.5°, controls: 6±10.6°, ASD-front: 3.4±10.9°, p<0.001). T1s were higher in the ASD-hyperTK and
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ASD-sag groups than in the ASD-front and control groups (p<0.001). The cSVA differed only between the
ASD-sag and ASD-front.

 ASD-Front
ASD-

hyperTK
ASD-sag Controls p

Controls Controls Controls ASD-front
ASD-

front

ASD-

hyperTK

vs vs vs vs vs vs

ASD-

front

ASD-

hyperTK
ASD-sag

ASD-

hyperTK
ASD-sag ASD-sag

SVA (mm)

Standing −4.2 ± 23.2 −0.2 ± 22.6 78.2 ± 62.8 1.8 ± 18.1 <0.001 NS NS * NS * *

Sitting 37.6 ± 20.7 40.8 ± 33 62.2 ± 38.6 47.5 ± 26.2 0.03 NS NS NS NS * NS

Flexibility
−41.8 ±

26.5
−41 ± 29.8 16 ± 50.7

−45.8 ±

27.7
<0.001 NS NS * NS * *

CAM-HA

(mm)

Standing
−19.7 ±

25.9
−9.8 ± 26 48.5 ± 75.9

−11.3 ±

21.1
<0.001 NS NS * NS * *

Sitting
−16.1 ±

25.7
3.2 ± 29.8 7.5 ± 44.3 −5.6 ± 32.3 0.06 NS NS NS NS NS NS

Flexibility −3.6 ± 33.4 −13 ± 32.7 40.9 ± 69.6 −5.7 ± 31.7 <0.001 NS NS * NS * *

PI

Standing 49.2 ± 6.5 50.4 ± 11.3 53.4 ± 13.7 51.3 ± 9.2 0.37 NS NS NS NS NS NS

Sitting 51.9 ± 8.7 50.9 ± 12.6 56.4 ± 13 49.9 ± 11.7 0.162 NS NS NS NS NS NS

Flexibility −2.7 ± 4.3 −0.5 ± 5.1 −3 ± 11.5 1.4 ± 11.4 0.085 NS NS NS NS NS NS

SS

Standing 37.8 ± 6.7 37.1 ± 8.8 25.9 ± 13.8 40.8 ± 6.9 <0.001 NS NS * NS * *

Sitting 21.4 ± 8.7 22 ± 12.9 16.2 ± 16.9 15.3 ± 9.7 0.113 NS NS NS NS NS NS

Flexibility 16.3 ± 9.3 15.1 ± 11.1 9.7 ± 12.9 25.4 ± 10.8 <0.001 * * * NS NS NS

PT

Standing 11.4 ± 7.6 13.2 ± 6.6 27.3 ± 11.3 10.5 ± 6 <0.001 NS NS * NS * *

Sitting 30.4 ± 9.8 28.9 ± 13.2 40.2 ± 14.2 34.4 ± 11 0.002 NS NS NS NS * *

Flexibility −19 ± 9.7 −15.6 ± 11.1
−12.9 ±

12.5

−23.9 ±

11.5
0.001 NS * * NS NS NS

Frontal Cobb Standing 38.2 ± 14.7 8.9 ± 9.3 21.5 ± 18.2 7.3 ± 6 <0.001 * NS * * * *

L1S1 (LL)

Standing 56.8 ± 9.1 69.4 ± 9.7 34.9 ± 23.4 59.6 ± 8.9 <0.001 NS * * * * *

Sitting 31.5 ± 11.3 46.6 ± 19.1 31.5 ± 18.8 22.4 ± 12.6 <0.001 NS * NS * NS *

Flexibility 25.3 ± 12.2 22.8 ± 14.3 3.4 ± 18.7 37.1 ± 14.3 <0.001 * * * NS * *

T1T12 (TK)

Standing 41.9 ± 11.6 72.4 ± 10.9 45.8 ± 19.9 44.9 ± 8.2 <0.001 NS * NS * NS *

Sitting 36 ± 13.7 67.2 ± 11.9 47.4 ± 19 35.5 ± 8.5 <0.001 NS * * * * *

Flexibility 5.9 ± 5 5.2 ± 5.1 −1.7 ± 6.8 9.4 ± 5.3 <0.001 NS * * NS * *

TABLE 2: Comparison of the radiographic parameters between the four groups (part 1).
*: Significant difference, NS: not significant. SVA: sagittal vertical axis, CAM HA: center of auditory meatus-hip axis, PI: pelvic incidence, SS: sacral slope,
PT: pelvic tilt, LL: lumbar lordosis, TK: thoracic kyphosis, ASD: adult spinal deformity, hyperTK: hyper thoracic kyphosis, sag: sagittal.
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 ASD-front ASD-hyperTK ASD-sag Controls p

Controls Controls Controls ASD-front ASD-front ASD-hyperTK

vs vs vs vs vs vs

ASD-front ASD-hyperTK ASD-sag ASD-hyperTK ASD-sag ASD-sag

PI-LL

Standing −7.6 ± 10.3 −19 ± 7.6 18.5 ± 19.1 −8.2 ± 9 <0.001 NS * * * * *

Sitting 20.4 ± 11.9 4.2 ± 18.2 24.9 ± 18.6 27.5 ± 12.8 <0.001 NS * NS * NS *

Flexibility −28 ± 12.6 −23.3 ± 14.3 −6.4 ± 18.3 −35.8 ± 13.1 <0.001 NS * * NS * *

C2C7

Standing 3.4 ± 10.9 20.7 ± 14.5 13.1 ± 18 6 ± 10.6 <0.001 NS * NS * * NS

Sitting 9.1 ± 12.8 22.1 ± 18.3 16.4 ± 16.5 7.3 ± 13.5 <0.001 NS * * * NS NS

Flexibility −5.7 ± 12.4 −1.4 ± 15 −3.8 ± 16.7 −1.4 ± 8.5 0.721 NS NS NS NS NS NS

T1S

Standing 25.4 ± 9.9 38.2 ± 10.5 36.1 ± 11.6 27 ± 8.2 <0.001 NS * * * * NS

Sitting 27. 3 ± 12 42.1 ± 10.7 35.7 ± 12.8 28.2 ± 9.6 <0.001 NS * * * * NS

Flexibility −1.8 ± 6.7 −4 ± 7.4 −1.5 ± 17.1 −1.3 ± 5.9 0.111 NS NS NS NS NS NS

cSVA

Standing 2.1 ± 0.7 2.4 ± 1.5 3.1 ± 1.4 2.2 ± 0.9 <0.001 NS NS NS NS * NS

Sitting 2.1 ± 1.1 2.6 ± 1.5 3.3 ± 1.3 2.4 ± 1 <0.001 NS NS * NS * NS

Flexibility −0.1 ± 0.9 −0.2 ± 0.5 −0.3 ± 1.6 −0.1 ± 0.5 0.785 NS NS NS NS NS NS

CPA

Standing 9.9 ± 7.1 6.9 ± 7.6 26.7 ± 16 9.2 ± 6.2 <0.001 NS NS * NS * *

Sitting 28.1 ± 12 16 ± 16 35.6 ± 18.6 33 ± 13.4 <0.001 NS * NS NS NS *

Flexibility −18.2 ± 9.9 −9 ± 11.1 −9.4 ± 13.4 −23.8 ± 12.8 <0.001 NS * * * * NS

TPA

Standing 7.7 ± 6.5 6.6 ± 5.4 23.7 ± 14.8 7 ± 5.9 <0.001 NS NS * NS * *

Sitting 25.6 ± 10.6 15.2 ± 13.1 32.4 ± 16 30.2 ± 12.3 <0.001 NS * NS NS NS *

Flexibility −17.8 ± 9.7 −8.6 ± 11.1 −8.7 ± 12.2 −23.2 ± 12.4 <0.001 NS * * * * NS

TABLE 3: Comparison of the radiographic parameters between the four groups (part 2).
*: Significant difference, NS: not significant. PI: pelvic incidence, LL: lumbar lordosis, C2C7: C2C7 lordosis, T1S: T1 slope, cSVA: cervical sagittal cervical
axis, CPA: cervical pelvic angle, TPA: thoracic pelvic angle, ASD: adult spinal deformity, hyperTK: hyper thoracic kyphosis, sag: sagittal.

Comparison of spinopelvic parameters in the sitting position
In the sitting position, the ASD-sag group presented a higher pelvic retroversion compared to the three other
groups (40.2±14.2° vs controls: 34.4±11°, ASD-front: 30.4±9.8°, ASD-hyperTK: 28.9±13.2°, p = 0.02). SVA was
higher in ASD-sag compared to the ASD-front group (62.2±38.6 mm and 37.6±20.7 mm, p = 0.03, Tables 2, 3).

LL and TK differed significantly among the four groups, with the highest values in the ASD-hyperTK group
(46.6±19.1° and 67.2±11.9°, respectively).

At the cervical level, the ASD-hyperTK group had higher cervical lordosis (22.1±18.3°) and T1s (42.1±10.7°)
than the control group (7.3±13.5° and 28.2±9.6°, p<0.001). Patients with ASD-sag had a higher cSVA than
controls.

Comparison of Spinopelvic Flexibility

Overall, patients with ASD-sag presented less pelvic mobility with a reduced ΔPT than the control group
(−12.9±12.5° vs −23.9±11.5°, p<0.001; Tables 2, 3). Similarly, spinal curvatures showed fewer variations in the
ASD-sag group: ΔLL and ΔTK were significantly reduced compared to the other groups (3.4±18.7° and
−1.7±6.8°, respectively) vs controls (37.1±14.3° and 9.4±5.3°, respectively, p<0.001). In addition, patients
with ASD-sag had a backward movement of the trunk and head with positive ΔSVA, unlike the other groups
(16±50.7 mm vs controls: −45.8±27.7 mm, p<0.001). No significant differences were noted in the cervical
parameters.
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Patients with ASD-hyperTK presented lower flexibility in their pelvic retroversion (ΔPT: −15.6±11.1° vs
−23.9±11.5° in controls, p<0.001) and LL (ΔLL: 22.8±14.3° vs 37.1±14.3° in controls, p<0.001).

Correlation with quality of life (QOL) scores
Significant correlations were found between the different HRQOL scores, the radiographic parameters, and
the flexibility, with coefficients varying between 0.19 and 0.52 (Tables 4, 5).

 SF36-PCS VAS ODI BDI

SVA

Standing −0.45 0.34 0.52 0.17

Sitting −0.2 0.19 0.26 NS

Flexibility −0.39 0.27 0.43 0.21

CAM HA 

Standing −0.42 0.26 0.47 0.23

Sitting −0.3 0.23 0.23 NS

Flexibility −0.24 NS 0.34 0.22

PI Standing NS NS NS NS

PT

Standing −0.29 0.37 0.42 0.19

Sitting NS NS NS NS

Flexibility −0.22 0.28 0.21 0.21

PI-LL

Standing −0.23 0.23 0.35 NS

Sitting NS NS NS −0.33

Flexibility −0.32 0.38 0.43 0.29

L1S1 (LL)

Standing 0.23 −0.21 −0.31 NS

Sitting NS 0.22 NS 0.39

Flexibility 0.34 −0.4 −0.46 −0.29

T1T12 (TK)

Standing −0.24 0.21 0.19 0.35

Sitting −0.35 0.32 0.32 0.4

Flexibility 0.31 −0.32 −0.35 NS

TABLE 4: Correlations between radiographic parameters and HRQOL scores (part 1).
NS: not significant. SVA: sagittal vertical axis, CAM HA: center of auditory meatus-hip axis, PI: pelvic incidence, PT: pelvic tilt, LL: lumbar lordosis, TK:
thoracic kyphosis, SF36: short form 36, PCS: physical component summary, MCS: mental component summary, ODI: Oswestry Disability Index, VAS:
visual analog scale, BDI: Beck’s depression inventory.
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 SF36-PCS VAS ODI BDI

C2C7

Standing −0.28 0.21 0.25 NS

Sitting −0.27 NS 0.21 NS

Flexibility NS NS NS NS

T1S

Standing −0.34 0.25 0.34 0.21

Sitting −0.33 0.24 0.32 0.19

Flexibility NS NS NS NS

cSVA

Standing NS NS 0.2 NS

Sitting −0.26 0.19 0.27 NS

Flexibility 0.21 NS NS NS

CPA

Standing −0.18 0.24 0.29 NS

Sitting NS NS NS NS

Flexibility −0.28 0.32 0.28 NS

TPA

Standing −0.22 0.28 0.34 NS

Sitting NS NS NS NS

Flexibility −0.3 0.35 0.31 NS

TABLE 5: Correlations between radiographic parameters and HRQOL scores (part 2).
NS: not significant. C2C7: C2C7 lordosis, T1S: T1 slope, cSVA: cervical sagittal cervical axis, CPA: cervical pelvic angle, TPA: thoracic pelvic angle, SF36:
short form 36, PCS: physical component summary, MCS: mental component summary, ODI: Oswestry Disability Index, VAS: visual analog scale, BDI:
Beck’s depression inventory.

The ODI score was positively correlated with the flexibility of the SVA (0.52). The physical component of the
SF36 (PCS) correlated negatively with the flexibility of the SVA (−0.45, Figure 3).

FIGURE 3: Examples of correlations between “flexibility” parameters
and HRQOL scores: correlation between SVA flexibility ΔSVA and SF36-
PCS (a); correlation between LL flexibility ΔLL and ODI (b). Authors’
own creations
HRQOL: health-related quality of life, ASD: adult spinal deformity, hyperTK: hyper thoracic kyphosis, SVA: sagittal
vertical axis, sag: sagittal, SF36: short form 36, PCS: physical component summary, LL: lumbar lordosis, ODI:
Oswestry Disability Index.

Discussion
This study evaluated spinopelvic adaptations in patients with ASD in standing and sitting postures. While
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clinical assessment in ASD is usually based on HRQOL scores and radiographic parameters evaluated in
standing posture, the sitting position is a functional posture frequently adapted, especially by patients [18-
20]. Our study showed that spinopelvic flexibility between standing and sitting differs according to the type
of spinal deformity in ASD. Patients with sagittal malalignment were the most affected, demonstrating little
flexibility with altered posture in the sitting position. These changes correlated with the participants’
HRQOL scores.

When standing, the ASD-sag group presented a classical sagittal imbalance [21-23]. A decrease in LL was
observed with increased PI-LL mismatch. This decrease results in an anterior sagittal imbalance, leading to
compensatory pelvic retroversion. Due to the inability of the compensation mechanisms to restore sagittal
balance, altered global balance parameters were observed with increased SVA, CAM-HA, and CPA, indicating
that the individuals in this group had their trunk and head shifted anteriorly. To maintain horizontal gaze,
the T1 tilt increases, increasing cervical lordosis and cSVA.

In contrast, subjects with isolated hyperkyphosis (ASD-hyperTK) could compensate for their sagittal
imbalance by increasing LL, leading to an SVA similar to controls without needing pelvic retroversion. This
was sufficient to maintain the overall balance parameters within the normal limits. However, maintaining a
horizontal gaze required increased cervical lordosis, similar to ASD-sag.

Patients with isolated scoliosis (ASD-front), not associated with a sagittal imbalance, showed no postural
alteration compared to the control group.

Control individuals performed pelvic retroversion in the sitting position with flattening thoracic and lumbar
curvatures. This positional hyperlordosis was more significant than the increase in pelvic retroversion (ΔLL =
37° vs ΔPT = −24°), resulting in a forward trunk shift and increased SVA, CAM-HA, and CPA compared to the
standing position. However, these postural changes did not affect the horizontal gaze and cervical spine
parameters.

In contrast, patients with sagittal imbalance (ASD-sag) showed limited pelvic flexibility toward retroversion
(decreased ΔPT), probably related to excessive PT already encountered in the standing position. This limited
pelvic flexibility might indicate that patients with sagittal imbalance have already used their retroversion
reserve while standing. However, these patients had a higher PT while sitting than the other groups (Figure
4). Flattening of the thoracic and lumbar curvatures was also less evident in patients with ASD-sag. This
limitation of spinal flexibility could be related to a degenerative effect [24,25], especially because the ASD-
sag group was the oldest in our population. Because the degree of flattening of the LL was insufficient
compared to the degree of the PT (ΔLL = 4° vs ΔPT = −12°), patients with ASD-sag projected their trunk and
head backward in the seated position, resulting in a decreased SVA and CAM-HA compared to the standing
position. The lack of curvature flattening also resulted in fewer variations in CPA and TPA. However, these
spinal alterations affected the maintenance of the horizontal gaze and required a significant increase in
cervical lordosis, T1 tilt, and cSVA compared to controls.

FIGURE 4: Sitting postural adaptations in the four groups: control, ASD-
front, ASD-hyperTK, and ASD-sag.
ASD: adult spinal deformity, hyperTK: hyper thoracic kyphosis, sag: sagittal.

Patients with isolated ASD-hyperTK could flatten their curvatures more than the ASD-sag group. However,
elevated TK and LL were maintained when sitting compared to the controls. The harmonious decrease in
thoracic and lumbar curvatures can explain the results obtained for the SVA and CAM-HA groups, which
were comparable to those of the controls. This group showed less pelvic retroversion (ΔPT) variation than
the control group. This result may be necessary to maintain the high LL required to compensate for their
fixed thoracic hyperkyphosis.

Patients with isolated frontal scoliosis (ASD-front) showed similar results to controls, except for a decrease
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in the flattening of the LL in the sitting position, which might be attributed to rigidity at this level [26].

Various adaptations of the seated position are presented in Figure 5. In summary, control individuals and
patients with isolated scoliosis performed retroversion of the pelvis when seated. Given the flexibility of the
spine, we noticed flattening of the curvatures, which was more pronounced in the lumbar region, tilting the
trunk forward (increasing the SVA and CAM-HA). Similarly, subjects with isolated hyperkyphosis had a more
flexible spine than those with ASD-sag, allowing them to achieve harmonious flattening, leading to the same
result; they showed minor back flattening due to their fixed hyperkyphosis. In contrast, individuals with
sagittal imbalance (ASD-sag) usually present with a rigid spine and cannot flatten their curves. They ended
up with a backward trunk tilt (a decreased SVA) due to high pelvic retroversion.

FIGURE 5: Schematic of seated position adaptations in the four groups:
controls, ASD-front, ASD-hyperTK, and ASD-sag.
ASD: adult spinal deformity, SVA: sagittal vertical axis, hyperTK: hyper thoracic kyphosis, sag: sagittal, LL: lumbar
lordosis, PT: pelvic tilt.

Patients with spinal deformity have altered HRQOL scores [1,27,28]. We noticed that the ability to modify
spinopelvic parameters when moving to a sitting position was correlated with better functionality scores
(PCS and ODI) and less pain (VAS). Mental health scores (MCS and BDI) were less correlated with spinopelvic
variations. This lessened correlation might reflect the lack of specificity of these scores, which are easily
modified by other intrinsic and extrinsic factors [29].

The analysis of sitting radiographs in patients with ASD is not descriptive. The behavior of spinal curvatures
in the sitting position is becoming essential for preoperative ASD planning [8,10,30]. Janjua et al. [10] found
that relaxation of the unfused thoracic spine in the sitting position predicts a postoperative increase in
kyphosis of the unfused thoracic segments. Yoshida et al. [8] highlighted the usefulness of preoperative
sitting spinal alignment in patients with ASD. They found that the risk of mechanical complications, such as
proximal junctional kyphosis, could be predicted using the distance from the planned upper instrumented
vertebra to the C2 plumbline in preoperative sitting radiographs. Our study is the first to show how patients
with ASD and different types of spinal deformities adapt their spinopelvic and postural alignment between
the standing and sitting positions. These findings are essential for better understanding these
biomechanical adaptations while planning surgery.

The major limitation of this study was the difference in demographic characteristics. To overcome this
limitation, between-group comparisons were conducted while controlling for sex, age, and height using an
analysis of covariance (ANCOVA) model. The same results were obtained for all comparisons.

Conclusions
This study showed that patients with ASD exhibit alterations in spinopelvic adaptations between standing
and sitting postures. Although all groups achieved pelvic retroversion while sitting, subjects with sagittal
imbalance could not flatten their backs due to reduced lumbar and thoracic spine flexibility. Furthermore, a
lack of flexibility seems to affect the comfort and physical abilities of patients with ASD. Our study is the
first to describe spinopelvic and postural adaptations between standing and sitting positions in patients
with ASD and different spinal deformities compared with controls. These findings should be considered in
surgical planning and spinal fusion. Future studies on ASD should evaluate whether physical therapy or
spinal surgery can improve sitting posture and QOL, especially for those with high SVA or PT.

2022 El Rachkidi et al. Cureus 14(8): e28113. DOI 10.7759/cureus.28113 10 of 12

https://assets.cureus.com/uploads/figure/file/417812/lightbox_f3f904a00b9111ed8a6e4532169280fc-Picture5.png


Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. University of Saint
Joseph issued approval CEHDF1259. Animal subjects: All authors have confirmed that this study did not
involve animal subjects or tissue. Conflicts of interest: In compliance with the ICMJE uniform disclosure
form, all authors declare the following: Payment/services info: This research was funded by the University
of Saint-Joseph (grant FM361), EUROSPINE (TFR2020#22), and CNRS-L. The funding sources did not
intervene in the study design, the collection, analysis, and interpretation of data, the report's writing, or the
decision to submit the article for publication. Financial relationships: All authors have declared that they
have no financial relationships at present or within the previous three years with any organizations that
might have an interest in the submitted work. Other relationships: All authors have declared that there are
no other relationships or activities that could appear to have influenced the submitted work.

References
1. Pellisé F, Vila-Casademunt A, Ferrer M, et al.: Impact on health related quality of life of adult spinal

deformity (ASD) compared with other chronic conditions. Eur Spine J. 2015, 24:3-11. 10.1007/s00586-014-
3542-1

2. Schwab FJ, Blondel B, Bess S, et al.: Radiographical spinopelvic parameters and disability in the setting of
adult spinal deformity: a prospective multicenter analysis. Spine. 2013, 38:803-12.
10.1097/BRS.0b013e318292b7b9

3. Saliby RM, Kawkabani G, Mekhael M, et al.: 3D gait analysis along with classic radiographic assessment in
adult spinal deformity can explain 90% of quality of life outcomes. Gait Posture. 2020, 81:317-8.
10.1016/j.gaitpost.2020.08.055

4. Kim HJ, Iyer S, Zebala LP, et al.: Perioperative neurologic complications in adult spinal deformity surgery:
incidence and risk factors in 564 patients. Spine. 2017, 42:420-7. 10.1097/BRS.0000000000001774

5. Schwab F, Ungar B, Blondel B, et al.: Scoliosis Research Society-Schwab adult spinal deformity
classification: a validation study. Spine. 2012, 37:1077-82. 10.1097/BRS.0b013e31823e15e2

6. Lafage V, Schwab F, Vira S, Patel A, Ungar B, Farcy JP: Spino-pelvic parameters after surgery can be
predicted: a preliminary formula and validation of standing alignment. Spine. 2011, 36:1037-45.
10.1097/BRS.0b013e3181eb9469

7. Schwab F, Patel A, Ungar B, Farcy JP, Lafage V: Adult spinal deformity-postoperative standing imbalance:
how much can you tolerate? An overview of key parameters in assessing alignment and planning corrective
surgery. Spine. 2010, 35:2224-31. 10.1097/BRS.0b013e3181ee6bd4

8. Yoshida G, Ushirozako H, Hasegawa T, et al.: Preoperative and postoperative sitting radiographs for adult
spinal deformity surgery: upper instrumented vertebra selection using sitting C2 plumb line distance to
prevent proximal junctional kyphosis. Spine. 2020, 45:950-8. 10.1097/BRS.0000000000003452

9. Endo K, Suzuki H, Nishimura H, Tanaka H, Shishido T, Yamamoto K: Sagittal lumbar and pelvic alignment
in the standing and sitting positions. J Orthop Sci. 2012, 17:682-6. 10.1007/s00776-012-0281-1

10. Janjua MB, Tishelman JC, Vasquez-Montes D, Vaynrub M, Errico TJ, Buckland AJ, Protopsaltis T: The value
of sitting radiographs: analysis of spine flexibility and its utility in preoperative planning for adult spinal
deformity surgery. J Neurosurg Spine. 2018, 29:414-21. 10.3171/2018.2.SPINE17749

11. Melhem E, Assi A, El Rachkidi R, Ghanem I: EOS(®) biplanar x-ray imaging: concept, developments,
benefits, and limitations. J Child Orthop. 2016, 10:1-14. 10.1007/s11832-016-0713-0

12. Chaibi Y, Cresson T, Aubert B, et al.: Fast 3D reconstruction of the lower limb using a parametric model and
statistical inferences and clinical measurements calculation from biplanar x-rays. Comput Methods Biomech
Biomed Eng. 2012, 15:457-66. 10.1080/10255842.2010.540758

13. Morvan G, Mathieu P, Vuillemin V, Guerini H, Bossard P, Zeitoun F, Wybier M: Standardized way for imaging
of the sagittal spinal balance. Eur Spine J. 2011, 20:602-8. 10.1007/s00586-011-1927-y

14. Faro FD, Marks MC, Pawelek J, Newton PO: Evaluation of a functional position for lateral radiograph
acquisition in adolescent idiopathic scoliosis. Spine. 2004, 29:2284-9. 10.1097/01.brs.0000142224.46796.a7

15. El Osta N, Kanso F, Saad R, Khabbaz LR, Fakhouri J, El Osta L: Validation of the Arabic version of the SF-36,
generic questionnaire of quality of life related to health among the elderly in Lebanon. East Mediterr Health
J. 2019, 25:706-14. 10.26719/emhj.19.041

16. Yates M, Shastri-Hurst N: The oswestry disability index. Occup Med. 2017, 67:241-2.
10.1093/occmed/kqw051

17. Farhood LF, Dimassi H: Validation of an Arabic version of the GHQ-28 against the beck depression
inventory for screening for depression in war-exposed civilians. Psychol Rep. 2015, 116:470-84.
10.2466/08.PR0.116k23w9

18. Hirvensalo M, Rantanen T, Heikkinen E: Mobility difficulties and physical activity as predictors of mortality
and loss of independence in the community-living older population. J Am Geriatr Soc. 2000, 48:493-8.
10.1111/j.1532-5415.2000.tb04994.x

19. Puthoff ML, Nielsen DH: Relationships among impairments in lower-extremity strength and power,
functional limitations, and disability in older adults. Phys Ther. 2007, 87:1334-47. 10.2522/ptj.20060176

20. Yamada T, Demura S: Relationships between ground reaction force parameters during a sit-to-stand
movement and physical activity and falling risk of the elderly and a comparison of the movement
characteristics between the young and the elderly. Arch Gerontol Geriatr. 2009, 48:73-7.
10.1016/j.archger.2007.10.006

21. Fujimori T, Le H, Schairer W, Inoue S, Iwasaki M, Oda T, Hu SS: The relationship between cervical
degeneration and global spinal alignment in patients with adult spinal deformity. Clin Spine Surg. 2017,
30:423-9. 10.1097/BSD.0000000000000327

22. Le Huec JC, Thompson W, Mohsinaly Y, Barrey C, Faundez A: Sagittal balance of the spine . Eur Spine J.

2022 El Rachkidi et al. Cureus 14(8): e28113. DOI 10.7759/cureus.28113 11 of 12

https://dx.doi.org/10.1007/s00586-014-3542-1
https://dx.doi.org/10.1007/s00586-014-3542-1
https://dx.doi.org/10.1097/BRS.0b013e318292b7b9
https://dx.doi.org/10.1097/BRS.0b013e318292b7b9
https://dx.doi.org/10.1016/j.gaitpost.2020.08.055
https://dx.doi.org/10.1016/j.gaitpost.2020.08.055
https://dx.doi.org/10.1097/BRS.0000000000001774
https://dx.doi.org/10.1097/BRS.0000000000001774
https://dx.doi.org/10.1097/BRS.0b013e31823e15e2
https://dx.doi.org/10.1097/BRS.0b013e31823e15e2
https://dx.doi.org/10.1097/BRS.0b013e3181eb9469
https://dx.doi.org/10.1097/BRS.0b013e3181eb9469
https://dx.doi.org/10.1097/BRS.0b013e3181ee6bd4
https://dx.doi.org/10.1097/BRS.0b013e3181ee6bd4
https://dx.doi.org/10.1097/BRS.0000000000003452
https://dx.doi.org/10.1097/BRS.0000000000003452
https://dx.doi.org/10.1007/s00776-012-0281-1
https://dx.doi.org/10.1007/s00776-012-0281-1
https://dx.doi.org/10.3171/2018.2.SPINE17749
https://dx.doi.org/10.3171/2018.2.SPINE17749
https://dx.doi.org/10.1007/s11832-016-0713-0
https://dx.doi.org/10.1007/s11832-016-0713-0
https://dx.doi.org/10.1080/10255842.2010.540758
https://dx.doi.org/10.1080/10255842.2010.540758
https://dx.doi.org/10.1007/s00586-011-1927-y
https://dx.doi.org/10.1007/s00586-011-1927-y
https://dx.doi.org/10.1097/01.brs.0000142224.46796.a7
https://dx.doi.org/10.1097/01.brs.0000142224.46796.a7
https://dx.doi.org/10.26719/emhj.19.041
https://dx.doi.org/10.26719/emhj.19.041
https://dx.doi.org/10.1093/occmed/kqw051
https://dx.doi.org/10.1093/occmed/kqw051
https://dx.doi.org/10.2466/08.PR0.116k23w9
https://dx.doi.org/10.2466/08.PR0.116k23w9
https://dx.doi.org/10.1111/j.1532-5415.2000.tb04994.x
https://dx.doi.org/10.1111/j.1532-5415.2000.tb04994.x
https://dx.doi.org/10.2522/ptj.20060176
https://dx.doi.org/10.2522/ptj.20060176
https://dx.doi.org/10.1016/j.archger.2007.10.006
https://dx.doi.org/10.1016/j.archger.2007.10.006
https://dx.doi.org/10.1097/BSD.0000000000000327
https://dx.doi.org/10.1097/BSD.0000000000000327
https://dx.doi.org/10.1007/s00586-019-06083-1


2019, 28:1889-905. 10.1007/s00586-019-06083-1
23. Lazennec JY, Riwan A, Gravez F, et al.: Hip spine relationships: Application to total hip arthroplasty . HIP

Int. 2007, 17:91-104. 10.5301/hip.2008.1228
24. Barrey C, Jund J, Noseda O, Roussouly P: Sagittal balance of the pelvis-spine complex and lumbar

degenerative diseases. A comparative study about 85 cases. Eur Spine J. 2007, 16:1459-67. 10.1007/s00586-
006-0294-6

25. Battié MC, Videman T, Parent E: Lumbar disc degeneration: epidemiology and genetic influences . Spine.
2004, 29:2679-90. 10.1097/01.brs.0000146457.83240.eb

26. Zhu F, Bao H, Yan P, et al.: Do the disc degeneration and osteophyte contribute to the curve rigidity of
degenerative scoliosis?. BMC Musculoskeletal Disord. 2017, 18:128. 10.1186/s12891-017-1471-y

27. Diebo BG, Cherkalin D, Jalai CM, et al.: Comparing psychological burden of orthopaedic diseases against
medical conditions: investigation on hospital course of hip, knee, and spine surgery patients. J Orthop. 2018,
15:297-301. 10.1016/j.jor.2018.02.010

28. Diebo BG, Lavian JD, Murray DP, et al.: The impact of comorbid mental health disorders on complications
following adult spinal deformity surgery with minimum 2-year surveillance. Spine. 2018, 43:1176-83.
10.1097/BRS.0000000000002583

29. Laucis NC, Hays RD, Bhattacharyya T: Scoring the SF-36 in orthopaedics: a brief guide . J Bone Joint Surg
Am. 2015, 97:1628-34. 10.2106/JBJS.O.00030

30. Hey HW, Teo AQ, Tan KA, Ng LW, Lau LL, Liu KG, Wong HK: How the spine differs in standing and in
sitting-important considerations for correction of spinal deformity. Spine J. 2017, 17:799-806.
10.1016/j.spinee.2016.03.056

2022 El Rachkidi et al. Cureus 14(8): e28113. DOI 10.7759/cureus.28113 12 of 12

https://dx.doi.org/10.1007/s00586-019-06083-1
https://dx.doi.org/10.5301/hip.2008.1228
https://dx.doi.org/10.5301/hip.2008.1228
https://dx.doi.org/10.1007/s00586-006-0294-6
https://dx.doi.org/10.1007/s00586-006-0294-6
https://dx.doi.org/10.1097/01.brs.0000146457.83240.eb
https://dx.doi.org/10.1097/01.brs.0000146457.83240.eb
https://dx.doi.org/10.1186/s12891-017-1471-y
https://dx.doi.org/10.1186/s12891-017-1471-y
https://dx.doi.org/10.1016/j.jor.2018.02.010
https://dx.doi.org/10.1016/j.jor.2018.02.010
https://dx.doi.org/10.1097/BRS.0000000000002583
https://dx.doi.org/10.1097/BRS.0000000000002583
https://dx.doi.org/10.2106/JBJS.O.00030
https://dx.doi.org/10.2106/JBJS.O.00030
https://dx.doi.org/10.1016/j.spinee.2016.03.056
https://dx.doi.org/10.1016/j.spinee.2016.03.056

	Spinopelvic Adaptations in Standing and Sitting Positions in Patients With Adult Spinal Deformity
	Abstract
	Purpose
	Methods
	Results
	Conclusion

	Introduction
	Materials And Methods
	Participants
	Data collection
	FIGURE 1: Low-dose biplanar radiograph acquisitions: standing (a) and sitting (b) positions. Authors’ own creations
	FIGURE 2: Radiographic parameters: spinopelvic (a), cervical (b), and postural (c). Authors’ own creations

	Statistical analysis

	Results
	Demographics and HRQOL scores
	TABLE 1: Comparison of HRQOL scores between the four subgroups.

	Comparison of spinopelvic parameters in the standing position
	TABLE 2: Comparison of the radiographic parameters between the four groups (part 1).
	TABLE 3: Comparison of the radiographic parameters between the four groups (part 2).

	Comparison of spinopelvic parameters in the sitting position
	Correlation with quality of life (QOL) scores
	TABLE 4: Correlations between radiographic parameters and HRQOL scores (part 1).
	TABLE 5: Correlations between radiographic parameters and HRQOL scores (part 2).
	FIGURE 3: Examples of correlations between “flexibility” parameters and HRQOL scores: correlation between SVA flexibility ΔSVA and SF36-PCS (a); correlation between LL flexibility ΔLL and ODI (b). Authors’ own creations


	Discussion
	FIGURE 4: Sitting postural adaptations in the four groups: control, ASD-front, ASD-hyperTK, and ASD-sag.
	FIGURE 5: Schematic of seated position adaptations in the four groups: controls, ASD-front, ASD-hyperTK, and ASD-sag.

	Conclusions
	Additional Information
	Disclosures

	References


