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Abstract
To better understand the biomechanical mechanisms underlying the association between
hyperkyphosis of the thoracic spine and risk of vertebral fracture and other degenerative spinal
pathology, we used a previously validated musculoskeletal model of the spine to determine how
thoracic kyphosis angle and spinal posture affect vertebral compressive loading. We simulated an
age-related increase in thoracic kyphosis (T1-T12 Cobb angle 50° to 75°) during two different
activities (relaxed standing and standing with 5 kg weights in the hands) and three different
posture conditions: 1) an increase in thoracic kyphosis with no postural adjustment
(uncompensated posture), 2) an increase in thoracic kyphosis with a concomitant increase in
pelvic tilt that maintains a stable center of mass and horizontal eye gaze (compensated posture),
and 3) an increase in thoracic kyphosis with a concomitant increase in lumbar lordosis that also
maintains a stable center of mass and horizontal eye gaze (congruent posture). For all posture
conditions, compressive loading increased with increasing thoracic kyphosis, with loading
increasing more in the thoracolumbar and lumbar regions than in the mid-thoracic region. Loading
increased the most for the uncompensated posture, followed by the compensated posture, with the
congruent posture almost completely mitigating any increases in loading with increased thoracic
kyphosis. These findings indicate that thoracic kyphosis and spinal posture both influence
vertebral loading during daily activities, implying that thoracic kyphosis measurements alone are
not sufficient to characterize the impact of spinal curvature on vertebral loading.
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Introduction
Thoracic kyphosis refers to forward curvature of the thoracic spine in the sagittal plane.
Exaggerated thoracic kyphosis, or hyperkyphosis, is common in the elderly, and this age-
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related increase in thoracic kyphosis has been attributed to the presence of vertebral
fractures (1–3), intervertebral disc degeneration (2, 3), loss of spinal muscle strength (4, 5)
and degeneration of the intervertebral ligaments (6). In addition to being caused by vertebral
fractures, hyperkyphosis is also a strong risk factor for incurring new vertebral fractures,
independent of bone mineral density (7, 8). This increased risk of vertebral fractures may be
due to an anterior shift in body mass that effectively increases the moment arm between the
spine and the superincumbent body mass that it supports (9, 10). This increased moment arm
would lead to higher spinal moments and trunk muscle forces that would increase spinal
compressive loading and vertebral fracture risk. However, the precise relationship between
thoracic kyphosis angle and spinal compressive loading has not been systematically
explored. Specifically, it is not known how much a given increase in thoracic kyphosis angle
increases vertebral compressive loading, and whether this increase is large enough to
contribute to the increased fracture risk associated with hyperkyphosis.

In addition to thoracic kyphosis, other postural and morphological parameters can influence
the distribution of body mass and therefore the biomechanical environment of the spine. For
instance, in response to an age-related increase in thoracic kyphosis a person can make
various postural adjustments to maintain a stable center of mass and horizontal eye gaze
(11–15). These postural adjustments include posterior tilting or translation of the pelvis, hip
extension, knee flexion, and dorsiflexion of the ankles, all of which act to counter the
anterior shift in body mass associated with increased thoracic kyphosis (11, 12). The
postural adjustment strategy that an individual employs, and the degree to which they are
able to adjust, will affect the biomechanical environment of the spine, but how these
different parameters interact with thoracic kyphosis angle to affect spinal compressive
loading is poorly understood.

Another factor that interacts with the thoracic kyphosis angle to influence vertebral
compressive loading is whether one’s posture is “congruent” (16), meaning that the thoracic
curvature is proportional to and balances the lumbar lordosis. Congruency is necessary for
maintenance of an upright posture, and the degree to which someone’s posture is congruent
will influence body mass distribution and the biomechanical environment of the spine. An
age-related increase in thoracic kyphosis, without a concomitant change in lumbar lordosis,
leads to an “uncompensated incongruent posture” (16), where the thoracic and lumbar
regions no longer have complementary amounts of curvature and upright posture is therefore
diminished. However, as discussed above, it is possible to make a postural adjustment, such
as tilting the pelvis back, to stabilize the body’s center of mass. When this occurs, the
individual will have a “compensated incongruent posture” (16) since some adjustment was
made to correct balance and redistribute body mass, but the thoracic and lumbar curves are
still not balanced.

Our overall objective is to understand the contribution of spine biomechanics to spine-
related pathologies, including vertebral fractures. The goals of this study were to
systematically investigate the effect of thoracic kyphosis angle and whole-body posture on
vertebral compressive loading. We used a musculoskeletal model of the spine to examine
how vertebral loading at the mid-thoracic and thoraco-lumbar regions changes with a
simulated increase in thoracic kyphosis during three postural conditions: 1) an increase in
thoracic kyphosis with no postural adjustment (uncompensated posture), 2) an increase in
thoracic kyphosis with a concomitant increase in pelvic tilt that maintains a stable center of
mass and horizontal eye gaze (compensated posture), and 3) an increase in thoracic kyphosis
with a concomitant increase in lumbar lordosis that also maintains a stable center of mass
and horizontal eye gaze (congruent posture). (Figure 1). We hypothesized that spinal loading
would be minimally affected by changes in thoracic kyphosis for a congruent posture and
most affected for an uncompensated posture.
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Materials and Methods
Musculoskeletal Spine Model

We used a static musculoskeletal model of the spine (17) to estimate compressive force on
the T6 through L5 vertebral bodies of a representative 65 year old woman during a
simulated increase in thoracic kyphosis. Our spine model has been previously validated
against in vivo measurements of trunk muscle myoelectric activity and intervertebral disc
pressures in the thoracic and lumbar spine during a variety of activities, including relaxed
standing, trunk lateral bending, trunk flexion/extension, and standing with a 10kg load and
elbows flexed 90° (17). For the purposes of the current study, vertebral compressive force
was estimated for three different posture conditions (described later) and for two different
activities: 1) relaxed standing with arms hanging down and 2) standing with elbows flexed
90° and 5 kg weights in each hand (Figure 2).

Our musculoskeletal model operates on principles similar to those used in previously
published biomechanical models of the lumbar spine (18–20), except that it also estimates
vertebral loading in the thoracic spine by taking into account the mechanical contribution of
the ribs and sternum (17). In brief, the body was modeled as a series of linked-segments, and
for this study the weight, length, and center of mass position for each segment was estimated
for a 65 year old woman (height = 1.61 m, weight = 70.31 kg) using published
anthropometric data (21–25). The center of mass of each thoracic and lumbar trunk segment
(T1 through L5) was positioned anterior to the vertebral body centroid using data from
Pearsall and colleagues (23). Muscles present in the model included pectoralis major, rectus
abdominus, serratus anterior, trapezius, latissimus dorsi, external oblique, internal oblique,
sacrospinalis, transversospinalis, psoas major, and quadratus laborum. Trunk muscle cross-
sectional areas and moment arm lengths in the medial-lateral and anterior-posterior
directions were estimated using regression equations relating these properties to age, sex,
height, and weight (26). The forces and moments applied to each vertebral body due to the
weight and position of superincumbent body mass, as well as the weights being held in the
hands, were calculated for each activity. Muscle forces required to balance the moments and
maintain static equilibrium were determined using a static optimization algorithm that
minimized the sum of cubed muscle intensities (17). The maximum allowable muscle stress
was limited to 1 MPa (27) to keep solutions within a physiologically acceptable range.
Compressive force on the vertebral body was the sum of the superincumbent weight and
muscle loading acting in the axial direction of the vertebral body.

Baseline Spinal Curvature and Pelvic Orientation
The baseline spinal curvature and pelvic orientation for the model were created using
average values from the literature (Figure 2) (28, 29) as follows: T1-T12 Cobb angle = 50°,
L1-L5 Cobb angle = 43°, pelvic incidence = 54°, pelvic tilt = 10°, sacral slope = 44°, and
L5-S1 intersegmental angulation = 21°.

Thoracic Kyphosis Sensitivity Analysis
To determine the effect of increasing thoracic kyphosis on spinal compressive loading, we
started with our baseline spinal model, which represents a congruent posture, and increased
the T1-T12 Cobb angle from 50° to 75° in 1° increments (Figure 3) to simulate an age-
related increase in thoracic kyphosis (30). Adjustments to the T1-T12 Cobb angle were
evenly added to the different vertebral levels to achieve the desired Cobb angle. For
example, to achieve a 75° T1-T12 Cobb angle, the baseline thoracic curvature of 50° was
increased 25° by adding 25/11 ≈ 2.27° to each of the 11 intersegmental angles between T1
and T12. For each T1-T12 Cobb angle, we estimated vertebral compressive loading for the
two different activities and three different postural conditions: 1) uncompensated posture, 2)
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compensated posture and 3) congruent posture. For the uncompensated posture condition,
the T1-T12 Cobb angle was varied from 50° to 75° while all other spino-pelvic parameters
remained fixed at their baseline values. For the compensated posture condition, pelvic tilt
was varied (10° to 15.31° in 0.23° increments) concomitantly with the T1-T12 Cobb angle
(50° to 75° in 1° increments) to maintain the sagittal alignment of the head and neck directly
above the hip joint. For the congruent posture condition, the L1-L5 Cobb angle was varied
(43° to 52.10° in 0.36° increments) concomitantly with the T1-T12 Cobb angle (50° to 75°
in 1° increments) to maintain the sagittal alignment of the head and neck directly above the
hip joint.

Compressive force on the T6 through L5 vertebral bodies was calculated for each T1-T12
Cobb angle during the three posture and two activity conditions. Detailed force versus Cobb
angle results are presented for T8 and T12, the most common sites for osteoporotic vertebral
fracture (31, 32). Least-squares linear regressions were fitted to the load versus Cobb angle
data for each of the vertebral bodies between T6 and L5 in order to determine the increase in
vertebral compressive force for every 1° increase in Cobb angle.

We also explored how subject height and weight might interact with posture, thoracic
kyphosis, and activity to influence spinal loading at T12. We varied the height and weight of
our subject using values ranging between the 5th and 95th percentiles for US women above
age 20 (33) (Figure 6). While varying height, weight was held fixed at the 50th percentile
value for women (71 kg) and when varying weight, height was held constant at the 50th

percentile value for women (1.62 m).

Results
Vertebral compressive force was higher at T12 than T8 and higher for standing with weight
in the hands than standing with no weight (Figure 4). At the baseline condition (thoracic
kyphosis = 50°) the spino-pelvic parameters for the three different posture conditions
(uncompensated, compensated, and congruent) were the same, meaning that the shape of the
spine and the orientation of the pelvis were identical for all three postures, as were vertebral
compressive forces. For this baseline condition the compressive force at T8 was 297 N for
standing and 921 N for standing with elbows flexed and weight in the hands, whereas the
compressive force at T12 was 422 N for standing and 1471 N for standing with elbows
flexed and weight in the hands. At T8, compressive loading increased with increasing
thoracic kyphosis for each of the three postures, with the increase in loading being greatest
for the uncompensated posture, followed by the compensated posture, and finally the
congruent posture (Figure 4). A similar trend was observed at T12 except that the
differences in loading between the different postures at a given thoracic kyphosis angle were
greater than those observed for T8.

The uncompensated and compensated postures in general caused greater increases in loading
in the lumbar and thoracolumbar regions than in the thoracic spine. The congruent posture
appeared to mitigate kyphosis-related increases in loading at all vertebral levels, and even
caused loading to decrease with increasing Cobb angle in the lumbar spine (Figure 5).

For a given posture and thoracic kyphosis angle, the magnitude of vertebral compressive
loading was higher when subject height or weight was increased, which was expected (data
not shown). Varying subject height had minimal to no effect on the load versus Cobb angle
trends already observed at T12 (Figure 6). That is, subject height did not affect the change in
compressive force per 1° increase in kyphosis. Increasing subject body weight caused larger
kyphosis-related increases in loading for the uncompensated and compensated posture
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conditions (Figure 6). Interestingly, the congruent posture condition prevented this
interaction of subject weight and thoracic kyphosis angle.

Again, all three postures showed an increase in spinal compressive loading with increasing
thoracic kyphosis, but the increase was greatest for the uncompensated posture, followed by
the compensated posture, and finally the congruent posture.

Discussion
We used a musculoskeletal model of the spine to investigate the effect of increasing thoracic
kyphosis on vertebral compressive loading under three different postural conditions
(uncompensated, compensated, and congruent) and two different activities (relaxed standing
and standing with weight in the hands). We found that an uncompensated increase in
thoracic kyphosis resulted in the largest increases in spinal loading, whereas maintenance of
a congruent posture minimized the increases in loading. Use of a postural compensation
technique also reduced kyphosis-related increases in loading, but not to the same extent as
the congruent posture. The differences in loading between the three posture conditions were
greater in the thoracolumbar and lumbar regions than in the thoracic region. Varying subject
height did not affect kyphosis-related increases in loading. However, increasing subject
weight resulted in larger kyphosis-related increases in loading for the uncompensated and
compensated postures, but did not have an effect for the congruent posture.

Vertebral fractures are most common at the mid-thoracic and thoracolumbar regions (31,
32), and therefore these are the most relevant spinal locations in terms of understanding how
excessive thoracic kyphosis might increase vertebral fracture risk. Higher loads at T12
compared to T8 were expected considering that T12 is located inferior to T8 and therefore
carries a higher percentage of the body’s weight. In addition, load sharing with the ribs and
sternum likely reduced the compressive force exerted on T8 (17). In general, we found that
the thoracolumbar and lumbar regions of the spine experienced greater kyphosis-related
increases in loading then the thoracic region, which is most likely due to the fact that for a
given increase in thoracic curvature, lower sections of the spine see a proportionally greater
amount of body mass shifted anteriorly. Additionally, the ribs and sternum in the thoracic
region likely share a proportion of the increased load. Together, these two effects might
explain the marked increase in loading that occurs between the lower-thoracic and
thoracolumbar regions (Figure 5).

As body weight increased, the kyphosis-related increase in loading was greater for both the
uncompensated and compensated postures, presumably because a greater amount of body
mass was being shifted anteriorly, whereas in the congruent posture this additional body
mass was more efficiently distributed around the trunk such that increasing thoracic
kyphosis did not significantly change the moment arm between the body mass and the T12
vertebral body.

The results of our simulations are largely consistent with prior biomechanical modeling
studies (10, 34, 35). Briggs and colleagues found that during upright standing osteoporotic
individuals with a vertebral fracture had higher estimated vertebral compressive loading
between T7 and L5 than individuals with no vertebral fracture, and that these differences in
loading were due to subtle differences in spinal curvature (34). Furthermore, during relaxed
standing, estimated vertebral compressive forces between T7 and L5 are reported to be up to
14% greater in elderly subjects with high versus low thoracic kyphosis, and an increased
thoracic kyphosis angle increased loading more so at T12 than at T8 (10).

In our study, increasing thoracic kyphosis increased spinal compressive loading more in the
uncompensated condition than in the compensated or congruent conditions because it shifted
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a greater amount of body mass forward. This generated higher flexion moments which
required larger muscle forces to equilibrate, elevating compressive loads on the vertebral
bodies. The congruent and compensated posture conditions countered the anterior shift in
body mass associated with an increasing thoracic kyphosis, with the congruent posture
condition being more effective. The clinical implication is that some older individuals who
have very high thoracic kyphosis may not have increased vertebral loading and be at an
elevated risk for fracture because they have congruent posture. In comparison, those who
have an age-related increase in thoracic kyphosis and do not have a congruent spinal
configuration may have a greater risk for fracture than someone with the same thoracic
kyphosis angle but who maintains a congruent posture.

In support of this concept, Keller and colleagues (36) applied a biomechanical model to a
large group of young asymptomatic subjects to investigate how various spinal morphology
parameters influence loading of the intervertebral disc. Whereas they found a positive
correlation between compressive forces on thoracic vertebrae and forward sagittal balance
(anterior shift in the center of mass position), they found no association between thoracic
compressive forces and any sagittal spinal angles, despite a high variation in thoracic
kyphosis angle among the subjects (T1-T12 Cobb angle ranged between 16.3° and 71.5°).
The lack of association between thoracic kyphosis angle and thoracic spine compressive
forces supports the notion that other postural parameters play a significant role in
determining body mass distribution and therefore the spine’s biomechanical environment.
These results are consistent with the current study’s findings that postural congruency and
the use of a compensation technique can act to mitigate any increases in compressive
loading associated with an elevated thoracic kyphosis angle. The asymptomatic subjects in
the Keller study (mean age = 26.7 years) may have exhibited highly congruent postures
because of their young age and the notion that congruency is indicative of a healthy spine
(16). Taken together, these observations suggest that thoracic kyphosis measurements alone
are not sufficient to characterize the impact of spinal curvature on vertebral loading, and that
whole body postural alignment likely needs to be taken into consideration.

Despite age-related increases in the thoracic kyphosis angle, people are generally able to
maintain their center of mass in a narrow range by employing various postural compensation
strategies (11–15). For instance, Schwab and colleagues (12) found that thoracic kyphosis
increased with advancing age but that center of mass was maintained at a constant distance
from the heel due to posterior translation of the pelvis and an increase in pelvic tilt.
Similarly, patients with a variety of degenerative spinal pathologies, including vertebral
fracture, spondylolisthesis, lumbar spinal canal stenosis, disc pathology, sciatica,
degenerative lumbar scoliosis, and spondylodiscitis, maintain their center of mass in a tight
range similar to that of healthy controls (13). Therefore, it seems unlikely that a fully
uncompensated increase in thoracic kyphosis, like that modeled in the current study, would
actually occur. Rather, it seems that individuals will always attempt some form of
compensation, with the degree and effectiveness of that compensation depending on the
severity of the thoracic kyphosis deformity and characteristics of the individual. For
instance, individuals with a larger pelvic incidence appear better able to compensate for
thoracic kyphosis deformities and sagittal imbalance because they can tilt their pelvis back
more than individuals with a smaller pelvic incidence (11). Understanding the factors that
affect one’s ability to make postural adjustments is an area that needs further investigation.

The current study examined the effect of spinal curvature and posture on the net
compressive load carried by each vertebral body, but did not look at how these factors might
affect the spatial distribution of loading on the vertebral body. This was beyond the
capability of the current musculoskeletal model, but is an important topic for future
investigations. For instance, a majority of vertebral fractures are classified as anterior wedge
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compression fractures, meaning that the anterior portion of the vertebral body has been
reduced in height significantly compared to the posterior and middle sections. It is important
to understand what role posture and spinal curvature might play in changing the patterns of
stresses and strains within the vertebral body. For instance, compared to flexed postures,
upright and extended postures result in increased load transfer through the facet joints (37,
38). Further, the presence of intervertebral disc degeneration dramatically increases load
transfer through the facets and stress-shields the anterior vertebral body (39, 40). This may
cause a reduction in BMD in the anterior vertebral body, predisposing to anterior wedge
fractures during forward flexion (39, 40). It is essential for future studies to investigate how
thoracic kyphosis angle and overall sagittal alignment might interact with factors such as
intervertebral disc degeneration to affect the distribution of loading throughout the spinal
column. For instance, although a particular posture may reduce the total load on the
vertebral body, it might concentrate load in some regions and stress-shield others,
predisposing to injury despite the fact that the total load has been decreased.

A limitation of this study was that it only investigated one possible compensation strategy,
namely coordinated changes in spinal curvature, whereas there are many other compensation
strategies, and combinations of strategies, that an individual could employ to counter an
anterior shift in body mass (11). Further research is required to understand how effective
these various strategies are at restoring postural stability and mitigating increases in spinal
loading. Another limitation was that our baseline spinal geometry for the model was derived
from average values found in the literature, and we increased the thoracic kyphosis angle by
uniformly adding to this curvature. However, spinal geometry is highly variable and two
individuals with the same thoracic kyphosis angle can have spines that are shaped very
differently (41, 42). Future studies should investigate the role of posture and thoracic
kyphosis angle on spinal loading within the context of population variability. Finally,
loading was only examined in two sagittally symmetric, static activities. Future studies
should examine how thoracic kyphosis affects spinal compressive loading for a variety of
static and dynamic activities, including those that are not sagittally symmetric.

In conclusion, there is evidence linking hyperkyphosis of the thoracic spine to vertebral
fractures and other spinal degenerative diseases. It is thought that excessively stooped
posture increases the forces applied to various spinal tissues to a level capable of causing
pathology and degeneration. However, we suggest that the current theory ascribing
increased spinal loading to greater amounts of thoracic kyphosis is overly simplistic as it
does not take into account other postural adjustments that accompany age-related increases
in thoracic kyphosis, and which act to modulate any increases in loading. Our results
indicate that in addition to measuring thoracic kyphosis angle, it is also necessary to evaluate
overall posture and spino-pelvic alignment when assessing one’s risk for degenerative spinal
pathology due to altered spine biomechanics, such as vertebral fractures. Further, when
treating spinal deformities, clinicians should strive to restore congruent posture because of
its positive effects on spinal loading, balance, and eye gaze.
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Figure 1.
Illustration demonstrating the sagittal spinal profiles associated with an uncompensated
posture, a compensated posture (in this case tilting the pelvis posteriorly), and a congruent
posture.
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Figure 2.
a) Sagittal view of the baseline spinal curvature and pelvic orientation used in the
biomechanical model, showing the degree of thoracic kyphosis (TK), lumbar lordosis (LL),
pelvic incidence (PI), and pelvic tilt (PT); b) cartoon of the first activity modeled: standing
upright with the arms hanging straight down at the sides; c) cartoon of the second activity
modeled: standing upright with the elbows flexed 90° and 5 kg weights in each hand. Both
activities were modeled in 3D and were sagittally symmetric.
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Figure 3.
Schematic representation of the range of spinal curvatures modeled in this study, starting
with a) uncompensated posture, b) compensated posture, and c) congruent posture. The T1-
T12 Cobb angle was varied from 50° to 75° in 1° increments, but for clarity the images
above show only the 5° increments with the extreme spinal curves labeled.
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Figure 4.
Compressive force (Newtons) on T8 and T12 as a function of T1-T12 Cobb angle (degrees)
for the two activities, as well as the three different postures.
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Figure 5.
Increase in compressive loading for every 1° increase in the T1-T12 Cobb angle. These
values are the slopes of least-squares linear regressions fitted to the load versus Cobb angle
data for each vertebral body.

Bruno et al. Page 15

J Bone Miner Res. Author manuscript; available in PMC 2013 October 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Figure 6.
Increase in T12 compressive loading for every 1° increase in the T1-T12 Cobb angle. These
values are the slopes of least-squares linear regressions fitted to the load versus Cobb angle
data at T12 for each height/weight combination. Note that when the subject’s height was
varied, subject weight was held constant at 71 kg (the 50th percentile value for females) and
when the subject’s weight was varied, subject height was held constant at 1.62 m (the 50th

percentile value for females).
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