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Risk factors of new vertebral fractures after percutaneous kyphoplasty
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[ Abstract|Objective . To investigate the risk factors of new fracture after percutaneous kyphoplasty (PKP) in the treatment of osteo—
porosis vertebral compression fracture(OVCF). Methods ; Clinical data of 86 patients with OVCF who were treated with PKP from July
2011 to July 2013 in our department were retrospectively analyzed. The following characteristics were compared in patients with new
VCFs(group A) after PKP versus patients without new VCFs(group B):patient age,sex,bone mineral density, number of preexisting
VCFs, grade of VCFs,volume of injected cement,and cement leakage in intervertebral disc spaces. T test,analysis of variance,and lo~
gistic regression analysis were used for statistical analysis. Results : Twenty—one(24.4%) of 86 patients had new VCFs during 1 year
of follow—up after PKP. Fifteen cases of new VCFs occurred within 3 months of PKP;sixteen cases of new VCFs appeared in levels
adjacent to treated levels, while the other five cases not. BMD of group A(-3.43 +0.42) was lower than that of group B(-2.91 + 0.20)
(P=0.000). The incidence of cement leakage to intervertebral disc of group A was higher than that of group B(P=0.031). Incidence
of multi-level vertebral fractures was higher in group A than in group B(P=0.000). There was no difference in patient’s age (P=
0.453) , gender(P=0.841) ,bone cement injection(P=0.081), degree of vertebral body compression between two groups(P=0.717). Lo-
gistic regression analysis results indicated lower bone mineral density (OR=36 277.255,95%CI=60.057 to 21 913 095.13,P=0.001),
more than two preexisting VCFs(OR=13.275,95%CI=1.746 to 100.938,P=0.012) ,and cement leakage to adjacent intervertebral disc
(OR=26.785,95%CI=1.355 to 529.551,P=0.031). Conclusion : Lower bone mineral density,more than two preexisting VCFs and

cement leakage to adjacent intervertebral disc are the risk factors for the development of new VCF.
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2 R MRS BB A (percutaneous kyphoplasty,
PKP) R — &2 TA BRI EA | T 8RR
% BB R H A R 48 B 37 (osteoporosis vertebral
compression fracture, OVCF) 2 A& 12, 19874,
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129 5 OVCF BE , PASRME . X i B 48 547, MRLE
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B 56,2 NME 13 B 3B R | 7 4], T11~L2 3
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WS RBREFR,7 BB E RIS BINERER, F
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TRERIRKBET 89 (2.0 £0.6),B 4H9(8.3 £ 0.6) FREBIRK
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Tab.1 Condition of new fractures(n )

PKPRJG AT SPHEEDT
B ] FRER 37 9584 AR B
A 15 21 15 13(18)
6N A 4 6 4 2(4)
124 A 2 3 2 1(1)

22 2#Z EAANBARER

A # BMD(-3.43 + 0.42)fi& F B 41 (-2.91 £ 0.20) (P=
0.000) , A 28 6 BARF B AR &, B 4 3 FIAR PR EMHE
&, A AR B EKEHEREREZAERKT B H(P=0.031),
A HEHEBITRAER (22 1) KTF B4 (P=0.000), HKE
FARE & B IR T BB (T11~12) ;2 HAH
HISE R (P=0.453) M5 (P=0.841) (B 7K B EA R (P=0.081) ,
B ERRET LR (P=0.717), Rk 2, St ERFFER
AT logistic BFSHTE R . BEEMR, RBIFE2 K
2 BB R PEK IR R MR AR PKP REHT
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Tab.2 Comparison of indexes of two groups

WEESEHR AZ (n=21) B#(n=65) %itRE{E P&
W () 71.00 +7.87 73.40+8.84 1=0.569 0.453
HHI(Bi&) 9/12 28/37 x=0.041 0.841
BMD -343:£042 -291+£020 t=15468 0.000
ARATEHEE R H=55.502 0.000
14 7 60
24 9 3
=31 5
BEiTREEREE H=33.193 0.717
B (15%~25%) 7 28
e 5 (26%~40%) 8 20
BHF (>40%) 6 17
FAKRBEAR(mL) 3306 31:11  =3.123 0.081
Bk TR &R 6 3 X¥=9.721 0.031
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*3 PKP REHZBHXMERE logistics EIFER

Tab.3 Logistics results of risk factors of new vertebral fractures after percutaneous kyphoplasty

G B SE Wald x* df Py OR{H . ]

TR R
B (mg/em®) -10.499  3.267 10.326 1 0.001 0.000 0.000 0.017
B HTHEA R 258  1.035 6.242 1 0.012 13.275 1.746 100.938
A T K TR HENR 8% 3288  1.523 4.663 1 0.031 26.785 1.355 529.551
ot 22446 6324 6.324 1 0.012 0.000

T :B N R R B S.E HVRER , Wald * IR RS R

£ 4 logistic BIARERE R

Tab.4 Logistic regression assignment
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D. RJi MRI

B 1 OVCF{T PKPAFFEZ4EHEIN
Fig.1 New vertebral fractures after PKP treated by OVCF
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