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Aim of the work 

This is a prospective study aiming to evaluate the 

efficacy of Pedicle based osteotomy in the treatment of    

kyphotic deformities in the thoracic and lumbar vertebrae 

and to illustrate its advantages and disadvantages. 

Inclusion criteria:  

1. Age group: 6-60 years. 

2. Sex: both sexes. 

3. Sagittal imbalance <10 to 12 cm.  

4. Ankylosing spondylitis. 

5. Posttraumatic kyphosis. 

6. Congenital kyphosis. 

7.  Patients with postlaminectomy sagittal imbalance. 

Exclusion criteria:  

1. Psychiatric disease. 

2. Active infection. 

3. Osteoporosis. 

4. Poor family or social support. 
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Patients and methods 

 

Patients: 

A prospective study will be conducted in Ain Shams 

University Hospitals including twenty patients with 

kyphotic deformities. Patients will be managed by pedicle 

based osteotomy. 

 

Inclusion criteria:  

8. Age group: all age groups. 

9. Sex: both sexes. 

10. Sagittal imbalance <10 to 12 cm.  

11. Ankylosing spondylitis. 

12. Posttraumatic kyphosis. 

13. Congenital kyphosis. 

14.  Patients with postlaminectomy sagittal imbalance. 

Exclusion criteria:  

5. Psychiatric disease. 

6. Active infection. 

7. Osteoporosis. 

8. Poor family or social support. 

 


