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Objective : 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 10 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.
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Table I.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 diseasel.ower leg disease
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Pelvic Incidence
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3) LSA (Lumbosacral angle) : 33 AL 9
gopA 12 A3 #PMo] e 2 (Fig. 3)

4) LLLA (Lumbar Lordotic angle) : #1839}
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Fig. 2. Pelvic Tilt
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Fig. 3. Lumbosacral Angle

m 2 3 1) Pelvic Incidence
AYEFE= A HFAHL 46234 o|gon, ¢ Pelvic incidenceS ¥438 A3 DSPL#9] Hagd
e 467(383%), A4S 147 (617%) 2 Uk, 934, EFUAT 940 ©IAL ISPLZe Hdd
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dom AL 111(244), JAL U (756%)01% ETIHAE 62501tk £ o] MEZE Fo#
o 2PNl HAAHe 37424 gom, yae  Aol7t Ye A2z Wehdth(F=8074, P=0001).
13%(50%), 9§ 13%8(50%) oAtk (Table 1)  F7H2 AMFEAS & F3 DSPLZ 3 ISPLE3H]

Pelvic incidence #}o](p=0.099) % ISPLZ# ND
9 Ael(p=0.060)= 4ol Ak T

Table ]I . Patient's Anthropomorphic Characteristics

ALL DSPL ISPL ND

n 120 45 49 26
Age 46.23 56.47 4410 37.42
Sex(M/F) 46/74 11/34 227127 13/13
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Table I. 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 22.631+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 4491571 5.837 0.004

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

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