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Abstract
Study design  Long-term cross-sectional study.
Objectives  To investigate the long-term effects of untreated Scheuermann’s kyphosis on quality of life, and its relationship 
to radiographic parameters of spinal deformity.
Summary of background data  Previous studies reported reduced self-image, increased pain and impaired physical status. 
Little is known of the long-term impact of sagittal plane deformity in untreated SK.
Methods  One hundred and thirteen consecutive untreated patients with SK were identified from a national service database 
prior to 2000, when surgery was not offered at this unit. 81 of these patients were available for evaluation; 66 (81%) consented 
to questionnaire and clinical evaluation, and 47 (58%) consented to additional radiological evaluation. Health-related quality 
of life (HRQoL) was compared to normative population values. Mean age was 45.1 years (31–65), and mean follow-up was 
27 years (16–36). 57 patients had thoracic kyphosis and 9 had thoracolumbar deformity.
Results  SRS-22 and SF-36 scores were lower, and ODI was greater in patients with untreated SK compared to normative 
population values. Kyphosis progressed from mean 66° at skeletal maturity to 78° (p < 0.001) after mean follow-up of 
27 years. Long-term progression of untreated SK was 0.45°/year (n = 47). Multilinear regression showed good correlation 
between increasing SVA and worse ODI scores (r = 0.59; p = 0.001). Increasing SVA also correlated with worse function, 
pain and mental health scores reported by SRS-22, and with worse physical function and bodily pain scores reported by 
SF-36. Increasing CL correlated with worse SF-36 physical function scores. Increasing cSVA and increasing TK correlated 
with worse SRS-22 self-image scores.
Conclusion  SRS-22 and SF-36 scores were lower, and ODI was greater in patients with untreated SK compared to norma-
tive data. Long-term progression of untreated SK was 0.45°/year (n = 47). Increasing SVA correlated with worse SF-36 
physical function, SRS-22 function, SRS-22 pain and higher ODI scores. Total kyphosis (TK) and cSVA were independent 
predictors of low SRS self-image.
Level of evidence  III.
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Introduction

Excessive kyphosis in youngsters was initially described 
by Hagelund [1]. Scheuermann described the radiographic 
features of juvenile kyphosis in 1920, comprising vertebral 
body wedging and endplate narrowing [2]. The cause of 
Scheuermann’s kyphosis remains unknown; there is likely 
a strong, but as yet uncharacterised, genetic predisposition to 
the disease [3]. Disorganised endochondral ossification has 
been demonstrated in patients with Scheuermann’s kyphosis, 
and mechanical factors are likely to contribute to the devel-
opment of the increased kyphosis [4, 5].
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Scheuermann’s kyphosis is diagnosed radiographically 
using Sorenson’s criteria [6]. The most accurate popula-
tion prevalence estimates from a prospective Dutch cohort 
study indicate the prevalence of Scheuermann’s kyphosis as 
4.0%; the prevalence amongst males was 4.5%, and females 
3.6% [7]. The prognosis for patients with untreated Scheu-
ermann’s kyphosis remains unclear. The purpose of this 
study was to establish the natural history for patients with 
untreated SK using HRQoL measures, and to investigate the 
relationship of these with radiographic sagittal parameters 
of spinal deformity.

Patients and methods

One hundred and thirteen consecutive untreated patients 
with Scheuermann’s kyphosis were identified from the 
database of our national spine deformity service prior to 
2000, when surgical treatment for the condition was not 
offered at this unit. Patients were identified on the Com-
munity Health Index, which is a register of all patients in 
the National Health Service in Scotland. SK was defined as 
contiguous wedging of three vertebral bodies at the apex of 
the kyphosis with typical endplate irregularity. Eighty-one 
patients were available for evaluation; six patients had died, 
six patients did not have capacity to consent, and twenty 
were no longer resident in Scotland. Clinical health care 
records were available for all patients. All patients were sent 
a recruitment letter, information sheet and written consent 
form, to which they responded if they wished to participate. 
Patients were given the option to participate in a question-
naire study, as well as additional clinical and radiographic 
evaluation. Of the 81 participants, 66 (81%; 39 males, 27 
females) consented to clinical review only and 47 (58%) 
consented to additional radiological evaluation. Six patients 
received brace therapy until skeletal maturity. Three patients 
had undergone lower back surgery during follow-up; two-
patients underwent single-level lumbar discectomy for 
symptomatic disc herniation, and one patient underwent 
lumbar decompression for central canal stenosis. Values 
for initial radiographic measurements of participants were 
performed at skeletal maturity, at a mean age of 18.1 years 
(range: 15.1–34.4). The mean age of participants at follow-
up was 45.1 years (range: 31–65), resulting in a mean fol-
low-up of 27 years (range: 16–36). There were 57 patients 
(86%) who had thoracic SK, and 9 patients (14%) had thora-
columbar SK with an apex at T10 or lower. Ethical approval 
for this study was provided by NHS Lothian Research Ethics 
Committee (NHS Lothian REC No: 14/SS/1040).

Long‑term outcome assessment

Whole spine lateral radiographs were performed in a natu-
ral standing position, looking horizontally, hands resting on 
a vertical support [8]. Radiographic measurements were per-
formed prospectively at initial presentation and at long-term 
follow-up. Radiographs were measured with the aid of soft-
ware (Surgimap Version 2.2.9.9.8 for Windows, NY) for the 
following sagittal parameters: C2–C7 lordosis (CL), T1-slope, 
C2–C7 sagittal vertical axis (cSVA), T1 spinopelvic inclina-
tion (T1SI), pelvic incidence (PI), pelvic tilt (PT), sacral slope 
(SS), C7 SVA (SVA), T4–T12 kyphosis (T4–T12TK), total 
thoracic kyphosis (TK), L1-S1 lordosis (LL), total lumbar lor-
dosis (TLL) and T11-L1 kyphosis (TLK) [9, 10].

Health-reported quality of life measures (HRQoL) were 
compared to population-, age- and sex-matched normative 
values. The Medical Outcomes Study 36-item short-form 
health survey (SF-36) was used to provide an overview of the 
participants’ general health status, using normative data from 
the UK population for comparison [11, 12]. The Oswestry Dis-
ability Index (ODI; version 2.0) was used to assess pain level 
and impact of the disease on activities of daily living [13]. The 
disease-specific SRS-22 questionnaire was used to assess par-
ticipants’ self-image and appearance [14, 15]. For the SF-36 
questionnaire, each domain is transformed into a 0–100 scale; 
lower scores indicate greater disability, and higher scores 
indicate less disability. The ODI overall score increases with 
increasing disability; 0–20% represents minimal disability, and 
81–100% represents the most severe disability. The scores of 
each SRS-22 domain (function, pain, self-image and mental 
health) decrease with more severe symptoms. For the SRS-22 
questionnaire, severe symptoms are represented by a lower 
mean domain score, and minimal symptoms are represented 
by a higher mean domain score.

Statistical analysis

Correlation analysis of ODI, SF-36, SRS-22 scores and sagittal 
parameters were performed using Pearson correlation. Collin-
earity diagnostics, normality testing of datasets and multiple 
regression analysis were performed (SPSS v23.0). Comparison 
of means across multiple groups was performed by ANOVA 
with post hoc Tukey tests for comparison of means between 
subsequent individual groups. Statistical significance was 
accepted at p < 0.05, unless stated otherwise.
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Results

Health‑reported quality of life measures (HRQoLs)

HRQoLs were compared between untreated patients with 
SK and normative values for the population (Table 1). All 
subdomains of the SRS-22 and SF-36 were substantially 
lower, and ODI was substantially higher, in untreated SK 
patients compared to the normative population values. The 
body diagram of the SRS-22 questionnaire was analysed. 
Patients reported thoracic and shoulder pain in 66%, thora-
columbar in 49% and low back pain in 29%; leg pain was 
reported in 17%, and arm pain in 8%. No pain was reported 
by 18% of participants.

Sagittal radiographic measurements

The mean initial TK of participants at skeletal maturity was 
66.0° (50–100) and had progressed over follow-up (mean 
27 years) to 78.2° (50–110; p = 0.00001). The mean initial 
TK for non-participants was 69.2° (48–90) and for deceased 
patients was 78° (55–110). There was no significant differ-
ence in the mean initial TK between participants, non-par-
ticipants and deceased patients (p = 0.232). The mean rate 
of progression of TK amongst participants was 0.45°/year 
(n = 47); TK increased in 38 patients (80.9%; mean follow-
up 30 years) and did not increase in nine patients (19.1%; 
mean follow-up 27 years) across the study period. The rate 
of TK progression did not depend upon age (p = 0.07), 

gender (p = 0.358) or severity of initial kyphosis (p = 0.05). 
The mean rate of progression of TLK amongst participants 
was 0.58°/year. There was no significant difference in the 
rate of progression between participants with TSK and par-
ticipants with TLSK (p = 0.8). There were no significant 
differences in ODI, SF-36, SRS-22 scores or subdomains 
between TSK and TLSK patients. TLK, LL and spinopelvic 
parameters did not correlate with any ODI, SF-36, SRS-22 
or any HRQoL subdomains. Figure 1 shows radiographs and 
HRQoL outcomes for a patient with progression of thoracic 
Scheuermann’s kyphosis.

Sagittal parameters at final follow-up for the whole cohort 
of patients available for radiographic evaluation are shown 
in Table 2. Comparison of radiographic deformity charac-
teristics between patients with TSK or TLSK is also shown 
in Table 2; the only significant difference between patients 
with TSK and TLSK was that patients with TLSK had sig-
nificantly greater thoracolumbar kyphosis.

Age correlated weakly with TK (r = 0.33, p < 0.05) 
and SVA (r = 0.36, p < 0.05). Correlation between sagit-
tal parameters was also performed. SVA correlated very 
strongly with T1-inclination (p = 0.0001; r = 0.813). There 
was a wide range in SVA values across the whole cohort 
(− 75 to 99, interquartile range: − 19.5 to 28). SVA corre-
lated weakly with TK (r = 0.292; p = 0.04), CL (r = 0.381; 
p = 0.01), cSVA (r = 0.331; p = 0.03) and LL (r = 0.321; 
p = 0.03). T1 slope showed strong correlation with TK 
(r = 0.601, p = 0.06–4). There was a very strong correlation 
between T4-T12 and total kyphosis (r = 0.910, p = 0.01–19). 
Thoracolumbar kyphosis correlated negatively with CL 

Table 1   Comparison of 
HRQOLS between untreated 
SK patients and population 
normative values; the domains 
and values of components 
of the SRS-22 questionnaire 
are displayed against values 
obtained from control 
individuals

SK Scheuermann kyphosis, SF short form, SRS Scoliosis Research society, ODI Oswestry Disability Index

Untreated SK patients [n = 66; 
mean (SEM)]

Population 
normative values 
(mean)

SRS22
Function 3.4 (0.1) 4.3
Pain 3.4 (0.2) 4.4
Self-image 2.8 (0.1) 4.2
Mental health 3.3 (0.1) 4.2

SF36
Physical functioning (PF) 68.8 (4.0) 89.6
Role limitations physical problem (RL) 65.0 (5.6) 85.2
Bodily pain (BP) 58.0 (3.8) 82.9
General health perception (GHP) 52.4 (3.4) 73.5
Energy/vitality (EV) 47.4 (3.0) 64.8
Social functioning (SF) 67.8 (3.8) 89.4
Emotional role limitation (ERL) 59.8 (5.5) 88.4
Mental health (MH) 61.5 (3.2) 76.5

ODI
Overall score 22.1 (2.8) 10.2
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(r = − 0.342, p = 0.02). Lumbar lordosis correlated moder-
ately with TK (r = 0.410, p = 0.03). Therefore, SVA, cSVA, 
CL and TK were used for subsequent stepwise multiple 
regression analysis to identify significant relationships 
between sagittal parameters and subdomains of HRQOL 
measures and questionnaires.

Multilinear regression showed good correlation between 
increasing SVA and worse ODI scores indicating increas-
ing SVA correlated with increasing disability (r = 0.59; 
p = 0.001). It is important to understand that more severe 
symptoms and greater disability are reflected by low SRS-22 
scores, low SF-36 scores and high ODI scores. Increasing 

Fig. 1   Example of a patient with progression of thoracic Scheuer-
mann’s kyphosis: a lateral standing radiograph of male patient aged 
31  years with thoracic kyphosis (T4–T12) measuring 82-degrees; b 
lateral standing radiograph of same male patient at 10-year follow-up 

(aged 41  years), with thoracic kyphosis measuring 91-degrees. The 
outcomes of HRQoLs reported by this patient at follow-up (aged 
41 years) are shown (c)

Table 2   Sagittal radiographic parameters at final follow-up for the 
whole cohort of SK patients, patients with thoracic SK (TSK) and 
patients with thoracolumbar SK (TLSK); radiographic measures for 

the reported parameters are shown as mean (range) for the patients 
available for radiographic evaluation (n = 47)

*There were no significant differences between sagittal parameters between patients with thoracic SK compared with thoracolumbar SK, except 
for thoracolumbar kyphosis (p = 0.0003)

Sagittal parameter Whole cohort (SK, n = 47) Thoracic SK (TSK, n = 42) Thoracolumbar 
SK (TLSK; n = 5)

Cervical lordosis (C2–C7; CL,o) 23.1 (− 13 to 51) 24 (2–51) 15.8 (− 13 to 40)
Sagittal vertical axis (SVA; mm) 4.8 (− 75 to 99) 8 (− 44 to 99) −19.8 (− 75 to 53)
Cervical SVA (cSVA; mm) 34.1 (11–75) 35 (11–75) 26.8 (21–37)
T1-slope (o) 38.4 (8–65) 39.4 (20–65) 30.2 (8–43)
Thoracic kyphosis (total kyphosis; K,o) 78.2 (50–110) 78.5 (53–110) 75.6 (50–90)
Thoracic kyphosis (T4–T12; TK,o) 71.4 (50–110) 71.8 (53–110) 67.6 (50–93)
Thoracolumbar kyphosis (T11-L1; TLK,o) 12.9 (− 10 to 43) 10.9* (− 10 to 34) 30.2* (23–43)
Lumbar lordosis (L1-S1; LL,o) 69.6 (43–96) 68.1 (43–92) 82 (65–96)
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SVA also correlated with worse function (r = − 0.52; 
p = 0.004), pain (r = − 0.56; p = 0.01) and mental health 
scores (r = − 0.47; p = 0.03) reported using the SRS-22. 
Increasing SVA also correlated with worse physical function 
(r = − 0.54; p = 0.003) and bodily pain scores (r = − 0.53; 
p = 0.002) reported using SF-36. Increasing CL also corre-
lated with worse SF-36 physical function scores (r = − 0.48; 
p = 0.03). Increasing cSVA (r = − 0.44; p = 0.03) and 
increasing TK (r = − 0.55; p = 0.02) correlated with worse 
SRS-22 self-image scores (Table 3).

Discussion

There is limited evidence detailing the long-term patient-
reported outcomes and prognosis of untreated patients with 
SK. Our study reported HRQoLs at long-term follow-up in a 
large cohort of untreated patients with severe SK. This study 
also assessed progression of deformity in these patients, 
reporting sagittal radiographic parameters and their corre-
lation with validated HRQoLs.

Four previous studies have reported the natural history of 
untreated SK [16–19]. Murray et al identified a mean kypho-
sis of 71° in 67 patients over 32 years’ follow-up [16]. Ris-
tolainen reported patient outcomes in 80 SK patients (mean 
initial TK of 45°) over 37 years’ follow-up [17]. Damborg 
reported the general health status of 943 patients with SK 
identified from the Danish Twin Registry [18]. Ristolainen 
also reported radiographic progression of thoracic kyphosis 
in 19 patients over 46 years’ follow-up [19]. To our knowl-
edge, our study is the first to report both disease-specific 
HRQoLs and radiographic disease progression in a cohort 
of patients with severe untreated SK.

The quality of life in patients with untreated severe SK 
is incompletely understood. The most comprehensive study 

reporting the long-term prognosis of untreated SK was that 
performed by Murray, which compared SK patients’ ques-
tionnaire results with matched controls [16]. Patients with 
SK worked in lighter jobs than did control individuals, had 
more severe back pain, but had little preoccupation about 
their appearance, did not appear to be disabled by their 
symptoms, and had no significant limitation in activities of 
daily living. Damborg reported the general health status of 
patients of the Danish Twin Registry with self-reported SK. 
In this questionnaire study patients reported slight, but statis-
tically inferior, differences in the physical component score 
of the SF-12 questionnaire [18]. Ristolainen reported that 
SK patients had a 2.5-fold increased risk of constant pain, 
an increased risk of back-pain related disability and sciatic 
pain after mean follow-up of 37 years, compared to control 
individuals. SK patients also reported statistically significant 
lower quality of life and lower general health status than 
control individuals. In comparison with other musculoskel-
etal conditions, we identified that patients with untreated 
severe SK reported SF-36 bodily pain and physical function 
scores similar to osteoarthritis of the hip and knee [20].

The prevalence of severe thoracic back pain has been 
reported in 50% of adult SK patients [21]. Sorenson reported 
thoracic pain in 50% of adolescent patients and 25% of adult 
patients [6]. Patients with SK complain of back pain and 
pain of greater intensity more frequently than control indi-
viduals [16, 17]. We identified that SK patients most fre-
quently reported thoracic and shoulder pain, followed by 
thoracolumbar and lower back pain.

There is no longitudinal study describing changes in 
thoracic kyphosis with age in a normal population. Cross-
sectional studies have estimated thoracic kyphosis to pro-
gress by 3.6° in males, and 5.9° in females from the third 
to fifth decades of life in North Americans (26.3°–29.8°, 
and 26.8°–32.7°, respectively [22]), and by 1° in males and 

Table 3   Regression analysis between HRQOLs and sagittal radiographic measurements; individual domains of HRQoLs are shown in the col-
umn sub-headings

The Pearson correlation factor (r) for each sagittal parameter with each HRQoL sub-domain is shown. The significance (p value) is shown for 
correlation of each sagittal parameter with HRQOLs. For correlations with significant p values (p < 0.05; shown in bold), the value of the associ-
ated Pearson correlation factor (r) is also shown. Pearson correlation factors are not shown for non-significant correlations

Sagittal 
param-
eter

HRQoL domain

SRS: function SRS: pain SRS: Self-
image

SRS: mental 
health

ODI SF-36: physi-
cal function

SF-36: bodily 
pain

SF-36: mental 
health

SVA (r = − 0.52; 
p = 0.004)

(r = − 0.56; 
p = 0.01)

(p = 0.96) (r = − 0.47; 
p = 0.03)

(r = 0.59; 
p = 0.001)

(r =   −0.54; 
p = 0.003)

(r = − 0.53; 
p = 0.002)

(p = 0.31)

cSVA (p = 0.72) (p = 0.92) (r = − 0.44; 
p = 0.03)

(p = 0.08) (p = 0.7) (p = 0.91) (p = 0.40) (p = 0.17)

CL (p = 0.42) (p = 0.05) (p = 0.06) (p = 0.36) (p = 0.2) (r = − 0.48; 
p = 0.03)

(p = 0.12) (p = 0.68)

TK (p = 0.92) (p = 0.44) (r = − 0.55; 
p = 0.02)

(p = 0.9) (p = 0.78) (p = 0.68) (p = 0.26) (p = 0.78)
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2° in females from the third to fifth decades of life in Japa-
nese (34.9°–35.9°, and 33.9°–35.9°, respectively [23]). Over 
27 years’ follow-up in our study, we observed progression 
of TK in 86.4% of untreated SK patients. The mean rate of 
TK progression was 0.45°/year in the whole cohort. There 
was no difference in progression of TK between genders. 
The mean rate of TK progression in our cohort was higher, 
but similar, to that reported by Ristolainen (0.30°/year); their 
cohort included patients with a lower baseline TK of 46°. It 
is unknown whether or not patients with larger TK have a 
greater rate of progression.

Our cohort demonstrated an increase in SVA and TK 
with age. A cross-sectional study in the Japanese normal 
population reported an increase in these parameters with a 
comparable mean SVA at a mean age of 45 years (2.8 mm vs 
4.8 mm) [23]. In our cohort, SVA correlated most strongly 
with CL, followed by reduced lumbar lordosis, increasing 
cSVA and increasing TK. We identified that an increased TK 
was associated with an increased CL, while patients with a 
large TLK had less CL. This is similar to previous studies 
that also described increased TK leading to an anteriorly 
projected cervical spine, whereas TLK was associated with a 
vertically oriented cervical spine [24]. Increased TK is asso-
ciated with increased cSVA and CL, which may contribute 
to increased pain [25].

A significant correlation has been reported between 
increasing kyphotic curve magnitude and lower scores, indi-
cating more severe symptoms, for each SRS-24 sub-domain 
[26]. Interestingly, deteriorating self-image had the strong-
est correlation with increasing kyphosis. In Murray’s study, 
patients demonstrated an increasing concern for self-appear-
ance as the magnitude of the kyphosis increased, though the 
concern lessened with age [16]. In our cohort, we observed 
a moderate correlation between increasing TK and worse 
SRS-22 self-image scores (r = − 0.55, Table 3). The mean 
SRS self-image value in our untreated severe SK patient 
cohort was similar to that reported in pre-operative adoles-
cent SK patients [26]. Patients with SK often have forward 
protrusion of the head (described as a gooseneck deformity); 
that cSVA was an independent predictor of worse SRS-22 
self-image scores in our study indicates that patients with 
SK are aware of this forward head protrusion, which nega-
tively affects their self-image (Table 3).

Unoperated adult patients with spinal deformity and posi-
tive sagittal balance (SVA) have significant compromise in 
reported health and quality of life, as measured by SF-12, 
pain, function and self-image and SRS-22 domains [27]. 
Consistent with previous reports, our cohort of untreated 
SK patients demonstrated a significant correlation between 
increasing SVA and increased pain and disability, as dem-
onstrated by worse ODI, SRS-22 pain, SRS-22 function and 
SF36 physical function scores.

Our study has strengths and limitations. It is a longitudi-
nal cohort study of untreated patients with severe SK with 
a high rate of long-term participation, and radiographic fol-
low-up. We utilised validated and disease-specific question-
naires to determine the health status of a cohort of patients 
with severe SK that remained untreated before surgical 
treatment was recommended by our service. Although all 
patients in this cohort were managed non-operatively, our 
study is at risk of selection bias as it is possible that patients 
with symptoms may be more eager to attend for clinical 
review and radiographic evaluation. We acknowledge that 
analysis of HRQoLs used normative population values for 
comparison and not age- and sex-matched controls, which 
would have been ideal, but are not available.

Clinical correlation of radiographic parameters is dif-
ficult. We reported radiographic sagittal parameters in 
untreated patients with SK. We reported regional sagittal 
parameters and SVA as a global sagittal parameter. Further 
global sagittal parameters such as T1 pelvic angle (T1PA) 
and global sagittal angle (GSA) may be helpful to assess 
global sagittal profile, though these were not measured in 
this study [28]. Larger numbers of patients completing clini-
cal, questionnaire and radiographic evaluation would have 
been desirable. Due to the low proportion of patients with 
TLSK, our results should be interpreted with caution in this 
subgroup of patients with SK.

Conclusion

Our study assessed HRQoL measures and their relation-
ship to progression of deformity in a longitudinal cohort of 
untreated patients with Scheuermann’s kyphosis. The extent 
of disability was greater in patients with untreated SK, com-
pared to the normal population, as indicated by results in our 
cohort of untreated SK patients who reported lower SRS-22 
and SF-36 scores, and greater ODI scores compared to nor-
mative population values. The long-term rate of progression 
of untreated SK was 0.45°/year. Increasing SVA correlated 
with a decreasing SF-36 physical function, SRS-22 func-
tion, SRS-22 pain and higher ODI scores. Total kyphosis 
(TK) and cSVA were independent predictors of low SRS-22 
self-image.

Key points

•	 Subjective quality of life measures are worse in patients 
with untreated Scheuermann’s kyphosis compared to the 
normative population values.

•	 Long-term progression of untreated Scheuermann’s 
kyphosis is 0.45°/year.
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•	 Total kyphosis and cSVA were independent predictors of 
low reported self-image.

•	 SVA correlated with increased disability and severity of 
symptoms, as reported by health-related quality of life 
(HRQoL) measures.

Acknowledgements  The authors would like to acknowledge the help of 
Richard A Parker (Senior Statistician, Edinburgh Clinical Trials Unit, 
University of Edinburgh) in the statistical analysis of results.

Author contributions  EG: study design, data acquisition, data analysis 
and interpretation, drafting manuscript and final approval of manu-
script. SR: data analysis and interpretation, drafting manuscript and 
final approval of manuscript. AD: data analysis and interpretation, 
drafting manuscript and final approval of manuscript. JF: data acqui-
sition, data analysis and interpretation, drafting manuscript and final 
approval of manuscript.

Funding  This research did not receive any specific grant from funding 
agencies in the public, commercial or not-for-profit sectors.

Declarations 

Conflict of interest  The authors declare that they have no conflicts of 
interest.

Ethical approval  Ethical approval for the study was provided by NHS 
Lothian Research and Ethics Committee.

References

	 1.	 Schlenzka DAV (2008) Juvenile kyphosis (Scheuermann’s disease). 
Springer, Berlin

	 2.	 Scheuermann H (1920) Kyphosis dorsalis juvenelis. Ugeskr Laeger 
82:385–393

	 3.	 Damborg F, Engell V, Andersen M, Kyvik KO, Thomsen K (2006) 
Prevalence, concordance, and heritability of Scheuermann kyphosis 
based on a study of twins. J Bone Jt Surg Am 88(10):2133–2136

	 4.	 Scoles PV, Latimer BM, DigIovanni BF, Vargo E, Bauza S, Jellema 
LM (1991) Vertebral alterations in Scheuermann’s kyphosis. Spine 
16(5):509–515

	 5.	 Stokes IA, Spence H, Aronsson DD, Kilmer N (1996) Mechanical 
modulation of vertebral body growth. Implications scoliosis progres-
sion. Spine 21(10):1162–1167

	 6.	 Sorensen KH (1964) Scheuermann’s juvenile kyphosis: clinical 
appearances, radiography, aetiology, and prognosis. Munksgaard, 
Copenhagen

	 7.	 Makurthou AA, Oei L, El Saddy S, Breda SJ, Castano-Betan-
court MC, Hofman A et al (2013) Scheuermann disease: evalu-
ation of radiological criteria and population prevalence. Spine 
38(19):1690–1694

	 8.	 Vialle R, Levassor N, Rillardon L, Templier A, Skalli W, Guigui 
P (2005) Radiographic analysis of the sagittal alignment and bal-
ance of the spine in asymptomatic subjects. J Bone Jt Surg Am 
87(2):260–267

	 9.	 Lafage V, Schwab F, Patel A, Hawkinson N, Farcy JP (2009) Pelvic 
tilt and truncal inclination: two key radiographic parameters in the 
setting of adults with spinal deformity. Spine 34(17):E599-606

	10.	 Ames CP, Blondel B, Scheer JK, Schwab FJ, Le Huec JC, Massicotte 
EM et al (2013) Cervical radiographical alignment: comprehensive 

assessment techniques and potential importance in cervical myelop-
athy. Spine 38(22 Suppl 1):S149–S160

	11.	 Ware JE Jr, Sherbourne CD (1992) The MOS 36-item short-form 
health survey (SF-36). I. Conceptual framework and item selection. 
Med Care 30(6):473–483

	12.	 Bowling A, Bond M, Jenkinson C, Lamping DL (1999) Short Form 
36 (SF-36) health survey questionnaire: which normative data 
should be used? Comparisons between the norms provided by the 
Omnibus Survey in Britain, the Health Survey for England and the 
Oxford Healthy Life Survey. J Public Health Med 21(3):255–270

	13.	 Fairbank JC, Couper J, Davies JB, O’Brien JP (1980) The Oswestry 
low back pain disability questionnaire. Physiotherapy 66(8):271–273

	14.	 Baldus C, Bridwell KH, Harrast J, Edwards C 2nd, Glassman S, 
Horton W et al (2008) Age-gender matched comparison of SRS 
instrument scores between adult deformity and normal adults: are 
all SRS domains disease specific? Spine 33(20):2214–2218

	15.	 Bridwell KH, Berven S, Glassman S, Hamill C, Horton WC 3rd, 
Lenke LG et al (2007) Is the SRS-22 instrument responsive to 
change in adult scoliosis patients having primary spinal deformity 
surgery? Spine 32(20):2220–2225

	16.	 Murray PM, Weinstein SL, Spratt KF (1993) The natural history and 
long-term follow-up of Scheuermann kyphosis. J Bone Jt Surg Am 
75(2):236–248

	17.	 Ristolainen L, Kettunen JA, Heliovaara M, Kujala UM, Heinonen 
A, Schlenzka D (2012) Untreated Scheuermann’s disease: a 37-year 
follow-up study. Eur Spine J 21(5):819–824

	18.	 Damborg F, Engell V, Andersen MO, Kyvik KO, Thomsen K (2014) 
There are only minor changes in quality of life in patients with 
Scheuermann’s disease. Dan Med J 61(3):A4790

	19.	 Ristolainen L, Kettunen JA, Kujala UM, Heinonen A, Schlen-
zka D (2017) Progression of untreated mild thoracic Scheuer-
mann’s kyphosis—radiographic and functional assessment after 
mean follow-up of 46 years. J Orthop Sci Off J Jpn Orthop Assoc 
22(4):652–657

	20.	 Picavet HS, Hoeymans N (2004) Health related quality of life in 
multiple musculoskeletal diseases: SF-36 and EQ-5D in the DMC3 
study. Ann Rheum Dis 63(6):723–729

	21.	 Bradford DS (1977) Juvenile kyphosis. Clin Orthop Relat Res 
128:45–55

	22.	 Fon GT, Pitt MJ, Thies AC Jr (1980) Thoracic kyphosis: range in 
normal subjects. AJR Am J Roentgenol 134(5):979–983

	23.	 Yukawa Y, Kato F, Suda K, Yamagata M, Ueta T, Yoshida M (2018) 
Normative data for parameters of sagittal spinal alignment in healthy 
subjects: an analysis of gender specific differences and changes with 
aging in 626 asymptomatic individuals. Eur Spine J 27(2):426–432

	24.	 Nasto LA, Shalabi ST, Perez-Romera AB, Muquit S, Ghasemi AR, 
Mehdian H (2017) Analysis of cervical sagittal alignment change 
following correction of thoracic and thoracolumbar Scheuermann’s 
kyphosis. Eur Spine J 26(8):2187–2197

	25.	 Tang R, Ye I, Cheung Z, Kim J, Cho S (2019) Age-related changes 
in cervical sagittal alignment. Spine 44(19):E1144–E1150

	26.	 Petcharaporn M, Pawelek J, Bastrom T, Lonner B, Newton PO 
(2007) The relationship between thoracic hyperkyphosis and 
the Scoliosis Research Society outcomes instrument. Spine 
32(20):2226–2231

	27.	 Glassman SD, Berven S, Bridwell K, Horton W, Dimar JR (2005) 
Correlation of radiographic parameters and clinical symptoms in 
adult scoliosis. Spine 30(6):682–688

	28.	 Bederman SS, Farhan S, Hu X, Lieberman IH, Belanger TA, Musa 
A et al (2019) Sagittal spinal and pelvic parameters in patients 
with Scheuermann’s disease: a preliminary study. Int J Spine Surg 
13(6):536–543


	Long-term follow-up of untreated Scheuermann’s kyphosis
	Abstract
	Study design 
	Objectives 
	Summary of background data 
	Methods 
	Results 
	Conclusion 
	Level of evidence 

	Introduction
	Patients and methods
	Long-term outcome assessment
	Statistical analysis

	Results
	Health-reported quality of life measures (HRQoLs)
	Sagittal radiographic measurements

	Discussion
	Conclusion
	Key points
	Acknowledgements 
	References




