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Abstract
Background
While adolescent idiopathic scoliosis (AIS) produces well characterized deformation in spinal form, the effect on spinal function, namely mobility, is not well known. Better understanding of scoliotic spinal mobility could yield better treatment targets and diagnoses. The purpose of this study was to characterize the spinal mobility differences due to AIS. It was hypothesized that the AIS group would exhibit reduced mobility compared to the typical adolescent (TA) group.

Methods
Eleven adolescents with right thoracic AIS, apices T6-T10, and eleven age- and gender-matched TAs moved to their maximum bent position in sagittal and coronal plane bending tasks. A Trakstar (Ascension Technologies Burlington, VT) was used to collect position data. The study was approved by the local IRB. Using MATLAB (MathWorks, Natick, MA) normalized segmental angles were calculated for upper thoracic (UT) from T1-T3, mid thoracic (MT) from T3-T6, lower thoracic (LT) from T6-T10, thoracolumbar (TL) from T10-L1, upper lumbar (UL) from L1-L3, and thoracic from T1-L1 by subtracting the standing position from the maximum bent position and dividing by number of motion units in each segment. Mann Whitney tests (α = 0.05) were used to determine mobility differences.

Results
The findings indicated that the AIS group had comparatively increased mobility in the periapical regions of the spine. The AIS group had an increase of 1.2° in the mid thoracic region (p = 0.01) during flexion, an increase of 1.0° in the mid thoracic region (p = 0.01), 1.5° in the thoracolumbar region (p = 0.02), and 0.7° in thoracic region (p = 0.04) during left anterior-lateral flexion, an increase of 6.0° in the upper lumbar region (p = 0.02) during right anterior-lateral flexion, and an increase of 2.2° in the upper lumbar region during left lateral bending (p < 0.01).

Conclusions
Participants with AIS did not have reduced mobility in sagittal or coronal motion. Contrarily, the AIS group often had a greater mobility, especially in segments directly above and below the apex. This indicates the scoliotic spine is flexible and may compensate near the apex.
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Background
While adolescent idiopathic scoliosis (AIS) produces well characterized deformation in spinal form, the effect on spinal function, specifically mobility, is not well characterized. A better understanding on the effect of AIS on spinal mobility could yield better treatment targets and earlier diagnostic means. Therefore, it is important to identify and quantify the mobility disparities caused by AIS. While this area of research is important, very little has focused on the spinal mobility in typical adolescents (TA) and those with AIS [1–4]. Of these studies, none investigate mobility differences found in segments of the spine and instead rely on measures of thoracic and lumbar mobility as a whole to characterize mobility differences cause by AIS.
In this study, spinal mobility was measured during six sagittal and coronal plane bending activities in the thoracolumbar spine of adolescents with and without AIS. The purpose of this pilot study was to define the spinal mobility differences caused by AIS. It was hypothesized that the AIS group will exhibit reduced mobility in all modes of bending compared to the TA group.

Methods
Eleven adolescents with right thoracic AIS and eleven age- and gender-matched TA were included this study. Subjects who met the inclusion criteria were recruited at scoliosis clinic visits. Inclusion criteria included diagnosis of adolescent idiopathic scoliosis at age ten or later, primary Cobb angle of at least 15°, and no previous history of spinal surgery,. Subjects were excluded if they had any musculoskeletal diagnoses other than AIS. For this study, only scoliosis patients with Lenke type 1 curves (right thoracic curves) were included to mitigate the effect of curve location and type on the outcomes of the study. Eight subjects in each group were female. The average Cobb angle of the primary curve was 48° ± 12° for the scoliosis group. This study was approved by the Institutional Research Board at the University of Kansas-Lawrence and University of Kansas-Medical Center and written and informed consent and assent was obtained for all subjects.
A Trakstar system (Ascension Technologies, Burlington, VT) was used to collect position data at the manubrium, T1, T3, T6, T10, L1, L3, and S1. Participants were instructed the goal was to move to their maximal bent position at a self-selected speed for each of six full motion tasks. The tasks were flexion (F), extension (E), left lateral bending (LLB), right lateral bending (RLB), left 45° anterior-lateral flexion (L45), and right 45° anterior-lateral flexion (R45), as depicted previously [5]. Additional instructions were given to reduce out of plane motion. Tasks were demonstrated and participants were allowed to practice before data collection. Of the five trials for each task, the last trial was used for analysis to allow for the viscoelastic effect to stabilize during testing. Scoliosis curve information for each subject was collected at the time of motion data collection by an orthopedic surgeon (DB) with over 20 years of experience and managed using REDCap electronic data capture tools hosted at the University of Kansas-Lawrence [6].
With the position data, seven angles were calculated as previously described: upper thoracic angle (UT) from T1-T3, mid thoracic angle (MT) from T3-T6, lower thoracic angle (LT) from T6-T10, thoracolumbar angle (TL) from T10-L1, upper lumbar angle (UL) from L1-L3, and thoracic curvature angle from T1-L1 [5]. The normalized range of motion (nROM) was calculated by subtracting the standing position from the maximally bent position and dividing by the number of functional spinal units for each segmental region. All calculations were performed using customized MATLAB (MathWorks, Natick, MA) programs.
Statistical tests were used to determine the mobility differences between the AIS and TA group. A Mann–Whitney test was used to determine statistical differences in the ROM of the AIS and TA groups. Statistical analysis was not conducted when either group had less than five subjects. Although the use of statistical corrections remains controversial, none of the analyses are truly independent; therefore, a statistical correction was not used [7, 8]. All statistical procedures were performed with a significance level of α = 0.05.

Results
The AIS group had an average age of 15.1 ± 2.0 years, an average height of 1.58 ± 0.18 meters (m), and an average weight of 56.1 ± 15.1 kilograms (kg) while the TA group had an average age of 15.2 ± 2.2 years, an average height of 1.62 ± 0.12 m, and an average weight of 55.2 ± 10.8 kg. The control and scoliosis groups had statistically similar ages, heights, and weights (p > 0.05). Both groups demonstrated statistically symmetric mobility in symmetric motion tasks (p > 0.05). It was hypothesized that the TA group would experience greater mobility than the AIS group. The results from this study did not support the hypothesis. Instead it seems the AIS group frequently demonstrates greater mobility than the TA group in the thoracolumbar region. While data was collected for all 11 subjects from each group, some mobility results could not be calculated as sensors occasionally exceeded the collection volume in flexion and flexion-type tasks. The following statistical results were obtained from trials where all data was recorded within the collection volume.
While no significant differences were found during extension, consistent mobility patterns can be seen during the flexion and flexion-type tasks. During flexion (Fig. 1), the AIS group was more mobile in the mid thoracic region and trended towards increased mobility in the upper lumbar segmental region (p = 0.01, p = 0.07). In L45 (Fig. 2), the AIS group had greater mobility than the TA group in the mid thoracic, thoracolumbar, and thoracic segmental regions (p = 0.01, p = 0.02, p = 0.04). In R45 (Fig. 2), the AIS group had greater mobility than the TA group in upper lumbar segmental region (p = 0.02). One interesting result of note is that the TA group had greater mobility than the AIS group in the upper thoracic segmental region during R45 (p = 0.02). Power for sagittal plane analyses ranged from 2.6 to 36.2 for non-significant comparisons and from 53.6 to 98.7 for significant comparisons.[image: A13013_2016_103_Fig1_HTML.gif]
Fig. 1Comparison of functional spine unit normalized ROM of thoracic and thoracolumbar segments of the AIS group to the same segments in the TA group during sagittal plane tasks (flexion and extension). The asterisk denotes the significantly greater nROM in the AIS group compared to the TA group in mid thoracic and upper lumbar motion (p = 0.01 p = 0.07) during flexion



[image: A13013_2016_103_Fig2_HTML.gif]
Fig. 2Comparison of functional spine unit normalized ROM of thoracic and thoracolumbar segments of the AIS group to the same segments in the TA group during left and right 45° anterior-lateral flexion. The asterisk denotes the significantly greater nROM in the AIS group in mid thoracic (p = 0.01), thoracolumbar (p = 0.02), and thoracic (p = 0.04) motion during L45 and significantly greater nROM in the TA group in upper thoracic motion during R45 (p = 0.02)




Mobility in the lateral bending tasks follows slightly different patterns (Fig. 3). The only instance where the TA group had greater mobility than the AIS group was in the upper thoracic region during left lateral bending (p = 0.02). However, in the same bending task, the upper lumbar mobility was greater for the AIS group (p < 0.01). In RLB, there were no significant mobility differences between the two groups. As all of the AIS participants have right thoracic curves, the asymmetric mobility results are to be expected. Power for coronal plane analyses ranged from 5.1 to 30.4 for non-significant comparisons. Power of significant comparisons was 72.2 for UT and 98.9 for UL during LLB.[image: A13013_2016_103_Fig3_HTML.gif]
Fig. 3Comparison of functional spine unit normalized ROM of thoracic and thoracolumbar segments of the AIS group to the same segments in the TA group during coronal plane tasks (left and right lateral bending). The asterisk denotes the significantly greater nROM in the AIS group compared to the TA group in upper lumbar motion (p < 0.01) and significantly lower nROM in upper thoracic motion (p = 0.02) during left lateral bending





Discussion
The goal of this research was to characterize the spinal mobility differences caused by AIS, as this has not been done before with segmental detail. It was hypothesized that the AIS group would exhibit reduced mobility in all modes of bending compared to the TA group, but this was not supported. In almost all cases, the mobility of the AIS group was statistically equivalent or significantly greater than the mobility of the TA group.
Mobility values of the current study are compared to literature values for scoliotic adolescents and typical adolescents in Table 1. The mobility values for extension were similar across studies but those presented for flexion and lateral bending were smaller than those presented in the other studies for both TA and AIS populations. Mellin and Poussa [9] use an inclinometer method that has been shown to have a 15° range of motion difference and no correlation with values calculated by the electrogoniometer method, as was used in this study. While these studies shown in Table 1 represent the best comparisons available within the current literature, these studies did not collect data, constrain motion, or select participants with the same methodologies as the current study. Because of the differences in methodologies, differences in mobility outcomes were to be expected.Table 1Thoracic mobility in control and scoliosis subjects


	Group
	Author
	Flexion
	Extension
	Left Bending
	Right Bending

	Control
	Galvis et al.
	23.2 (11.8)
	14.1 (10.1)
	15.9 (8.2)
	21.9 (12.2)

	Poussa et al.
	62.0 (9.1)
	−3.3 (14.1)
	34.1 (7.3)
	32.2 (7.0)

	Mellin and Poussa
	62.2–70.3
	−4.0–13.0
	65.8–82.6

	Mellin et al.
	62.0–69.2
	−3.3–-2.6
	34.1–37.2
	32.2–35.5

	Scoliosis
	Galvis et al.
	18.1 (6.0)
	11.4 (9.4)
	13.1 (5.4)
	16.8 (5.4)

	Poussa et al. (G1)
	58.6 (8.7)
	18.2 (14.5)
	35.2 (7.9)
	33.6 (9.8)

	Poussa et al. (G2)
	59.9 (11.1)
	15.9 (15.3)
	34.2 (7.5)
	32.6 (8.4)

	Poussa et al. (G3)
	50.9 (12.6)
	16.5 (19.1)
	37.5 (7.8)
	25.4 (12.5

	Rahmatalla et al.
	28.8
	12.1
	30.2
	28.4


Values presented are mean range of motion values with standard deviation values presented in parentheses where available. The number of subjects varied by bending mode in Galvis et al.: Flexion (n = 5), extension (n = 10), and left and right lateral bending (n = 11). The groups presented for Poussa et al. represented divisions by Cobb angle, with Group 1 having <25° Cobb angles, Group 2 having 25–35° Cobb angle, and Group 3 having Cobb angles >35°



Near the primary curve apex in the AIS group, it was expected the spine would be more rigid than a typical spine. While there was no significant difference between the mobility of the groups, the average range of motion was lower in the scoliosis group compared to the control. One study found the four periapical spinal units experience “structural tethering” where the spinal units demonstrate decreased range of motion [10]. This same effect could be causing the non-significantly lower mobility in the AIS group since the apical effects could have been dampened by the inclusion of “non-tethered” individual motion levels in the lower thoracic region. While structural tethering at the apex was not definitively demonstrated in this study, it has been shown in similar studies and could be the underlying cause of the mobility assessed here but further research is needed.
Results indicate the AIS group had increased nROM in the periapical regions of the spine, particularly in flexion and flexion-type tasks. Many possibilities exist to explain this phenomenon. The segments could be more mobile due to a compensation for reduced mobility near the apex, hypokyphosis in the thoracic spine (though degree of kyphosis was unknown) which would allow for improved rotation about the spinal column, or hyperlaxity of the spine in scoliosis patients which could contribute to deformity progression. The AIS group had greater mobility in the MT region during flexion, in MT, TL, and thoracic during left anterior-lateral flexion, and in UL during right anterior-lateral flexion. The AIS group had significantly higher UL in left lateral bending. In some bending modes, significant mobility differences were seen between the lower thoracic (apical) region and the periapical regions (p < 0.05). Without controlling for thoracic kyphosis and with some studies indicating those with scoliosis are no more flexible than their non-pathologic counterparts, compensatory motion may be the mechanism causing the increased mobility. While these results indicate greater mobility above and below the theoretically tethered apical region, this contradicts related findings which indicate mobility above and below long fusions is significantly reduced [11–13]. Since previous research does not agree with the current findings, further study is needed to confirm the increased mobility and its cause.
Other research has shown that thoracic mobility in an AIS population is rarely different compared to controls [1–4]. In this pilot study, there was no statistical difference between the two groups for overall thoracic flexion but there were significant differences in smaller segments of the spine. This showed evaluating thoracic and thoracolumbar mobility to the segmental level is necessary to fully characterize thoracic mobility in an AIS population, as full segmental analyses alone can miss significant mobility differences.
Although there were innovative aspects of this work, there were several limitations to consider as well. Existing three dimensional images were not available; therefore, a three dimensional description of the deformity, including degree of kyphosis and axial rotation, was unknown. Though the current study was designed to be the first to investigate axial rotation in the thoracic spine in an AIS population, the Euler method produced significant data variations when applied to axial rotation. Therefore, spinal motion was not compared in the three primary modes of bending, which would have yielded a three dimensional characterization of adolescent spinal motion. Despite research indicating brace wear can affect curve flexibility, the group was not sub-divided to accommodate for this effect, which is a limitation of the study [14]. This study design did not control for age, Risser grade, or curve severity, which have the potential to effect mobility outcomes in this population and therefore is a limitation. Motion effect from effort, diurnal, sensor placement, soft tissue, and selection variability can obfuscate the true motion and true differences between groups. Trials were the sensors exceeded the collection volume were excluded, which may have eliminated some trials from taller and more flexible participants. With such a small sample size and low power, it was difficult to discern significant differences between groups. Future research should be designed to mitigate against these limitations.
This pilot study was designed to characterize the spinal mobility differences caused by AIS. As gender was not found to have a significant effect on curve flexibility, a mixed gender population was used [15]. Although no gender differences were noted in curve flexibility, subjects were age and gender matched across groups to eliminate any possible cofounding effects. Because curve location and direction affects flexibility, only right thoracic curves with apices between T6-T10 were chosen [2, 16–19]. The age range was limited to isolate the pubertal phase in adolescent subjects to investigate motion differences prior to skeletal maturity. Of the five trials collected for each task, the last trial was used to allow for the viscoelastic effect to stabilize during testing and fatigue effect was not expected as the trials had a high level of repeatability (r > 0.9) for all measures in all tasks.
Very little research has focused on comparing spinal function, as measured by spinal mobility, in adolescents both with and without AIS. Of these studies, only one presented range of thoracic mobility and none provided information about near apex mobility [2]. While scoliosis affects large portions of the spine, the deformity varies throughout its length and greatly affects thoracic and lumbar biomechanics. This pilot study was the first to examine spinal function in segmental regions of the thoracic and thoracolumbar spine in adolescents with and without AIS. This investigation shed light on mobility differences caused by the deformity and opened the door for further exploration in this area.
Future work could expand on the research in this study. Three dimensional characterization of the posture and motion would be beneficial. Future studies should control for skeletal maturity and curve severity. As shown by the low power in this study, a larger number of participants would be needed to discern significant mobility differences. This would allow for investigation into segmental mobility differences between scoliosis and control groups with the ability to discern significant differences and isolate the causes of these mobility differences.

Conclusion
Participants with AIS did not have reduced range of motion in sagittal or coronal motion. On the contrary, the AIS group often had a greater range of motion, especially in segments directly above and below the apex. This indicates the scoliotic spine is flexible and may compensate for any “structural tethering” seen near the apex of curvature. Further work should be pursued to explore the causes of the mobility effect near the apex.

Acknowledgements
The authors would like to acknowledge the National Science Foundation Graduate Research Fellowship, the Self Graduate Fellowship, and the University of Kansas for financial support of this research. The authors would also like to acknowledge Eileen Cadel, Max Eboch, and Matthew Dickinson for assistance in data processing.
Authors’ contribution
SG participated in study design, carried out motion data collection, performed data analysis, and drafted the manuscript. DB participated in study design, led subject recruitment, collected and measured scoliosis curve information, and edited the manuscript. BB participated in motion data collection, led medical record data collection and management, and edited the manuscript. JA participated in study design and edited the manuscript. RS participated in study design and edited the manuscript. NP participated in study design and edited the manuscript. SW participated in study design, assisted with data analysis, and edited the manuscript. EF participated in study design, assisted with data analysis, and edited the manuscript. All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Smidt GL, et al. Spine configuration and range of motion in normals and scoliotics. Clin Biomech Bristol Avon. 1994;9:303–9.CrossRef

2.
Poussa M, Härkönen H, Mellin G. Spinal mobility in adolescent girls with idiopathic scoliosis and in structurally normal controls. Spine. 1989;14:217–9.CrossRefPubMed

3.
Mattson G, Haderspeck-Grib K, Schultz A, Nachemson A. Joint flexibilities in structurally normal girls and girls with idiopathic scoliosis. J Orthop Res. 1983;1:57–62.CrossRefPubMed

4.
Viola S, Andrássy I. Spinal mobility and posture: changes during growth with postural defects, structural scoliosis and spinal osteochondrosis. Eur Spine J. 1995;4:29–33.CrossRefPubMed

5.
Galvis SN. PhD Dissertation: The Age and Gender Effect on Normative Spinal Mobility and Symmetry in Adolescents. University of Kansas, 2016.

6.
Harris PA, et al. Research electronic data capture (REDCap)—A metadata-driven methodology and workflow process for providing translational research informatics support. J Biomed Inform. 2009;42:377–81.CrossRefPubMed

7.
Rice WR. Analyzing Tables of Statistical Tests. Evolution. 1989;43:223.CrossRef

8.
Holm S. A Simple Sequentially Rejective Multiple Test Procedure. Scand J Stat. 1979;6:65–70.

9.
Hresko MT, Mesiha M, Richards K, Zurakowski D. A Comparison of Methods for Measuring Spinal Motion in Female Patients With Adolescent Idiopathic Scoliosis. J Pediatr Orthop. 2006;26:758–63.CrossRefPubMed

10.
Hasler C-C, Hefti F, Büchler P. Coronal plane segmental flexibility in thoracic adolescent idiopathic scoliosis assessed by fulcrum-bending radiographs. Eur Spine J. 2010;19:732–8.CrossRefPubMedPubMedCentral

11.
Engsberg JR, Lenke LG, Uhrich ML, Ross SA, Bridwell KH. Prospective comparison of gait and trunk range of motion in adolescents with idiopathic thoracic scoliosis undergoing anterior or posterior spinal fusion. Spine. 2003;28:1993–2000.CrossRefPubMed

12.
Engsberg JR, et al. Prospective evaluation of trunk range of motion in adolescents with idiopathic scoliosis undergoing spinal fusion surgery. Spine. 2002;27:1346–54.CrossRefPubMed

13.
Lenke LG, et al. Prospective dynamic functional evaluation of gait and spinal balance following spinal fusion in adolescent idiopathic scoliosis. Spine. 2001;26:E330–7.CrossRefPubMed

14.
Sun X, et al. Does brace treatment impact upon the flexibility and the correctability of idiopathic scoliosis in adolescents? Eur Spine J. 2013;22:268–73.CrossRefPubMed

15.
Ameri E, Behtash H, Mobini B, Daraie A. Predictors of curve flexibility in adolescent idiopathic scoliosis: a retrospective study of 100 patients. Acta Med Iran. 2015;53:182–5.PubMed

16.
Kirk KL, Kuklo TR, Polly DW. Traction versus side-bending radiographs: is the proximal thoracic curve the stiffer curve in double thoracic curves? Am J Orthop Belle Mead NJ. 2003;32:284–8.PubMed

17.
Liu RW, et al. Comparison of supine bending, push-prone, and traction under general anesthesia radiographs in predicting curve flexibility and postoperative correction in adolescent idiopathic scoliosis. Spine. 2010;35:416–22.CrossRefPubMed

18.
Chen Z-Q, et al. Factors affecting curve flexibility in skeletally immature and mature idiopathic scoliosis. J Orthop Sci. 2011;16:133–8.CrossRefPubMed

19.
Na K-H, Ha K-Y, Harms J, Choi N-Y. The efficacy of proximal lumbar curve flexibility in patients with main thoracic adolescent idiopathic scoliosis treated by selective thoracic fusion surgery. Asian Spine J. 2010;4:32–8.CrossRefPubMedPubMedCentral




OEBPS/sidebar.gif





OEBPS/A13013_2016_103_Fig1_HTML.gif
uIA

- m AIS
ur =
@1T3)2
-
MT -
(3163
e UTL= Upper Thoracolumbar
LT o LTL = Lower Thoracolumbr
(T6-T10y4 “Thor = Thoracie
i ——
UTL —me—-
(T10-L1)3
—_
LTL N
(3855
e
Thor -
(D5 s 0 s 0 s 100 15 20
Normalized Range of Motion (°) p
Exiension Flexion

(@=10) p






OEBPS/cc-by.png
() _®





OEBPS/A13013_2016_103_Fig3_HTML.gif
- uTA

ut i | AIS
T2
—m—-—
Mr N UT- UpperThoncic
@>To3
I
(6-TI0)4
utL
oLy
o
e
Thor
Lz
B 10 s o s 10 15 2
Normalized Range of Motion (*
Left Bending Right Bending 8

0) (=11)





OEBPS/contact.gif





OEBPS/A13013_2016_103_Fig2_HTML.gif
ur
L)

MT
(31603

LT
(T6-T1oy4

T
(TI0-L1Y3

1
)2

LT
(L3

Ther
(r1-LIy2

Ak
-—
+ -
LT = Lovwer Thoracic
~EEE— UTL~ Upper Thoracolumbar
LTL - Lower Thoracolumbar
il Thor = Thoracie
———
+
—
I N *
-
* -
10 s o s 10 15 20

Nommalized Range of Motion (°) m
Left 45°Flexion Right 45°Flexion

=

(0=6)

uTA
W AIS





