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Abstract 

Background: This study aimed to reveal the associations of osteoporotic vertebral compression refracture (OVCRF) 
incidence with sarcopenia and paravertebral muscles (PVM).

Methods: A total of 214 elderly patients who underwent percutaneous kyphoplasty in our hospital between January 
2017 and December 2019 were analyzed. Data on possible risk factors, including sex, age, weight, height, diabetes, 
treated vertebral levels (thoracolumbar junction [(T10–L2]), vacuum clefts, and body mass index (BMI), were collected. 
Preoperative bone mineral density (BMD) and appendicular muscle mass were evaluated using dual-energy X-ray 
absorptiometry. Nutritional status was evaluated using the Mini Nutritional Assessment. Magnetic resonance imaging 
was performed to evaluate the physiological cross-sectional area of the PVM.

Results: Overall, 74 (15 men and 59 women) and 60 (55 women and 14 men) patients developed OVCRF and sarco-
penia, respectively. Sarcopenia is related to advanced age, ower BMD and BMI values. Sarcopenia-related indicators 
(PVM fat rate, appendicular muscle mass index, grip strength) were significantly lower in the sarcopenia group. Univar-
iate analysis showed a correlation between OVCRF and BMD, BMI, diabetes, sarcopenia, and age. Multivariate analysis 
suggested that fatty infiltration of the PVM, BMD, sarcopenia, diabetes, BMI, and treated vertebral level remained as 
the independent predictors of OVCRF (p < 0.05).

Conclusions: The association between sarcopenia and PVM as independent risk factors for OVCRF was established in 
this study; therefore, sarcopenia should be greatly considered in OVCRF prevention.
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Background
With the increasing aging population, the incidence of 
osteoporotic vertebral compression fracture (OVCF) in 
the elderly is also rising, thereby leading to lower back 
pain and a bedridden status [1]. OVCF seriously affects 
the quality of life of patients because of its high morbid-
ity and mortality risk [2]. After evaluation, OVCF are 
usually treated conservatively with analgesics, appro-
priate bed rest, braces, and rehabilitation therapy [3]. 
However, this conservative treatment is only effective in 
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two-thirds of patients, and the remaining patients still 
have persistent pain, limited mobility, and even neu-
rological impairment after conservative treatment [4, 
5]. With the development of minimally invasive spine 
surgery techniques over the past two decades, percuta-
neous vertebroplasty (PVP) and percutaneous kyphop-
lasty (PKP) have been widely used to treat acute OVCF 
[6]. After surgery, most patients experience good pain 
relief and improve quality of life [7]; However, some 
patients experience pain again after initial surgery and 
standard anti-osteoporosis therapy, and A new fracture 
of the vertebral body will be found after the examina-
tion [8, 9]. Previous research has found there is a risk of 
adjacent segment fractures after PKP and PVP opera-
tions. Different literatures suggest that the incidences 
of postoperative refractures for both are as follows: 
PVP (8–52%), PKP (3–29%) [10, 11]. Previous studies 
have analyzed risk factors for refractures, including 
osteoporosis, gender, steroid use, and vacuum fissures 
[12].

Sarcopenia is a syndrome characterized by a decline 
in skeletal muscle mass and low muscle strength and 
physical performance due to aging [13]. According to 
the Asian Working Group for Sarcopenia (AWGS) cri-
teria, the estimated prevalence of sarcopenia among 
the general older population ranges from 4.1% to 11.5% 
[14]. It has been reported that sarcopenia poses a heavy 
economic burden on society [15]. The bones and mus-
cles are connected to each other by their adjacent sur-
faces as well as chemical and metabolic properties [16]. 
Previous studies have shown that sarcopenia is inde-
pendently associated with osteoporosis [17]. Osteo-
porosis and sarcopenia often occur concurrently and 
lead to an increased risk of fragility fractures in aging 
populations [18]. The paravertebral muscles (PVM) 
play an important role in maintaining the stability of 
the spine [19, 20]. Movement of the vertebrae requires 
the PVM to contract and work against the levers of an 
internal skeleton. Several studies have reported that a 
decrease in PVM is strongly associated with increased 
lower back pain [21, 22]. In sarcopenia, PVM atrophy 
(PMA) may decrease the stability of the spine activ-
ity and increase the vertebral body stress, thus leading 
to OVCF. Although several studies have investigated 
the relationship between sarcopenia and OVCF [23, 
24], few studies have considered the important role of 
sarcopenia in vertebral refracture after percutaneous 
procedures. The present study aimed to evaluate the 
relationship of sarcopenia and PVM with the occur-
rence of osteoporotic vertebral compression refracture 
(OVCRF) following PKP and to determine possible 
major risk factors associated with new compression 
fractures.

Methods
Patients
This retrospective study included consecutive patients 
who underwent PKP at the Department of Orthopedic 
Surgery, Zhejiang Provincial People’s Hospital, between 
January 2017 and December 2019. A total of 346 patients 
were screened; those with (i) Chinese ethnicity, (ii) a 
record of preoperative plain radiography and magnetic 
resonance imaging (MRI), (iii) PKP treatment of first-
ever acute or subacute single-level vertebral compression 
fracture, (iv) The patient has no postoperative compli-
cations (anaphylactic shock, infiltration of bone cement 
into the spinal canal, or postoperative neurological defi-
cit), (v) The patient has no history of other trauma after 
surgery (vi) Regular visits to the hospital for regular 
imaging examinations receive standard anti-osteoporosis 
treatment within 1 year were included in the study.Those 
with (i) pathological fractures caused by malignancy, 
infection or other diseases (ii) fractures with neurological 
symptoms, (iii) multiple vertebral fractures, (iv) patients 
with serious diseases who cannot be regularly visited for 
follow-up, (v) patients with severe liver and kidney dis-
ease and (vi) patients using steroid drugs were excluded. 
After applying the inclusion and exclusion criteria, 132 
patients were excluded, and 214 patients were finally 
enrolled in the study (Fig. 1).

Follow‑up strategy
The patients we followed up came to the outpatient 
clinic every month for the first 3  months. All patients 
were prescribed anti-osteoporosis medications, includ-
ing bisphosphonates, calcium supplementation, and vita-
min D. Specifically, alendronate (70  mg/week), caltrate 
(600–1200  mg/day), and calcitriol (0.25–0.5  mg/day) 
were prescribed after enrollment. However, anti-osteo-
porosis medication was administered on a case-by-case 
basis. The patients were told to return to the hospital at 
any point when there was recurrent back pain. Whenever 
a vertebral refracture was suspected, the patient under-
went MRI to identify a new fracture (Fig.  2), and these 
patients were enrolled in the OVCRF group. The other 
groups were considered the control group.

Data collection
Baseline data of the elderly patients, including sex, age, 
weight, height, diabetes, and body mass index (BMI), 
were collected. Preoperative bone mineral density (BMD) 
was measured using dual-energy X-ray absorptiom-
etry (DEXA). Nutritional status was evaluated using the 
Mini Nutritional Assessment (MNA). The sum of the 
MNA score distinguishes between elderly patients with 
(i) adequate nutritional status (MNA > 24), (ii) a risk for 
malnutrition (MNA 17–23.5) and (iii) protein calorie 
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undernutrition (MNA < 17). We also collected informa-
tion on other high-risk factors, including treated ver-
tebral levels (thoracolumbar junction [T10–L2]) and 
vacuum clefts.

Evaluation of sarcopenia and PVM
According to the AWGS guidelines, three assessments 
are used to define sarcopenia: handgrip strength, physi-
cal performance, and appendicular muscle mass. Low 

handgrip strength was defined as ≤ 26  kg for men 
and ≤ 18  kg for women. Grip strength was measured 
three times on the dominant hand using an electronic 
hand dynamometer (GRIP-D5101, Takei, Niigata, 
Japan). The mean of these three measurements was 
used for the calculations. Physical performance was 
evaluated using the 6-m gait speed test, and low gait 
speed was defined as ≤ 0.8 m/s. An appendicular mus-
cle mass index (AMI) cut-off value of 7.0 kg/m2 in men 

Fig. 1 Trial profile

Fig. 2 MRI example of vertebral refracture. Magnetic resonance imaging showed an old L4 fracture and a recurrent fracture of the L1 vertebral 
body in an 84-year-old female
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and 5.4  kg/m2 in women was also used. The appen-
dicular muscle mass was evaluated by DEXA and con-
verted to an AMI, which was calculated by dividing the 
absolute appendicular muscle mass by height in meters 
squared (kg/m2).

MRI was performed to evaluate the physiological 
cross-sectional area (PCSA) of the PVM. The PCSA at 
the superior endplate of L3 was measured using a digi-
tal image processing software (Image J, National Insti-
tutes of Health, Bethesda, MD, USA). To determine 
the fatty infiltration of PVM, the region of interest was 
drawn around the target muscles on each side of the 
spine. Fats, bony structures, and other nearby soft tis-
sues were not included. The rate of PMA = (PCSA — 
muscles of interest area) / (PCSA) × 100% (Fig. 3).

Statistical analysis
Univariate analyses were conducted to evaluate the 
association between each risk factor and sarcopenia. 
In addition, univariate analysis was conducted to assess 
the relationships between the OVCRF and other vari-
ables. Descriptive statistics (for categorical risk factors, 
mean, and standard deviation for continuous risk fac-
tors) were also computed. All risk factors were entered 
into a multivariate logistic regression model, followed 
by a backward selection process based on the Akaike 
information criterion (AIC). The model with the lowest 
AIC value was chosen as the final model. Odds ratios 
(ORs) and 95% confidence intervals (CIs) were obtained 
for the risk factors in the final model. Statistical signifi-
cance was set at p < 0.05. Data were analyzed using R 
software (version 4.1.2,).

Results
Patient demographic information
Table 1 shows the basic demographic information of the 
patients. This study included 59 men and 144 women 
with an average age of 77.98 ± 3.92  years. According to 
the sarcopenia diagnostic criteria, 69/214 patients (55 
women and 14 men) had sarcopenia. Using a univari-
ate logistic random effects model to analyze all varia-
bles, we found that patients with sarcopenia were older 
and had lower BMD and BMI values. In addition, three 
sarcopenia-related indicators (PVM fat rate, AMI, and 
grip strength) were significantly lower in the sarcopenia 
group.

Risk factors for OVCRF
Table  2 shows the risk factors for OVCRF. Univari-
ate analysis revealed a correlation between OVCRF and 
BMD, BMI, diabetes, sarcopenia, and age. Multivari-
ate analysis showed that fatty infiltration of the PVM 
(OR: 1.13; CI: 0.02–0.22; p = 0.015), bone density (OR: 
0.16; CI: -2.85–0.77; p = 0.001), sarcopenia (OR: 5.47; CI 
0.51–2.89; p = 0.005), diabetes (OR: 3.39; CI: 0.07–2.38; 
p = 0.038), BMI (OR: 0.55; CI: -0.87–0.32; p < 0.001), 
and treated vertebral level (OR: 0.34; CI: -2.06–0.08; 

Fig. 3 MRI performed to evaluate the physiological cross-sectional 
area of the PVM

Table 1 Basic patient data

Variable Sarcopenia (n = 69) Non‑
sarcopenia 
(n = 145)

p‑value

Sex

  Male 20% (14) 32% (46) 0.08

  Female 80% (55) 68% (99)

Age (years) 80.76 ± 4.02 76.64 ± 5.69  < 0.001

Height (m) 1.56 ± 0.05 1.57 ± 0.05 0.12

Weight (kg) 45.74 ± 3.56 50.17 ± 4.01  < 0.001

BMI (kg/m2) 18.76 ± 1.19 20.27 ± 1.15  < 0.001

MNA

  A 3% (2) 18% (26)  < 0.001

  B 32% (22) 45% (65)

  C 65% (45) 37% (54)

BMD (T-score) -3.01 ± 0.43 -2.2 ± 0.4  < 0.001

Diabetes

  Yes 41% (28) 12% (17)  < 0.001

  No 59% (41) 88% (128)

Vertebral refracture

  Yes 84% (58) 11% (16)  < 0.001

  No 16% (11) 89% (129)

AMI (kg/m2) 5.04 ± 0.68 6.78 ± 1.01  < 0.001

Handgrip strength (kg) 11.39 ± 1.12 12.67 ± 1.16  < 0.001

Rate of PMA (%) 56.30 ± 4.13 49.03 ± 4.32  < 0.001
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p = 0.034) remained as the independent predictors of 
OVCRF (Table 3, Fig. 4).

Discussion
OVCF is very common in the elderly population. In 
2006, it was estimated that there are 1.4 million new 
fractures worldwide every year, and this number annu-
ally increases [25]. PKP is a minimally invasive technique 

for the treatment of painful OVCF. However, OVCRF 
is a serious complication of PKP in patients with osteo-
porotic vertebral fractures. Patients with OVCRF often 
experience severe back pain, which is difficult to control; 
therefore, a second surgical treatment may be required, 
which consequently increases the incidence of surgical 
complications. Moreover, the occurrence of OVCRF may 
also lead to secondary spinal stenosis, intervertebral disc 
disease, and spinal deformity, which may cause severe 
disability and poor quality of life [26]. Our study showed 
that OVCRF occurred in 64 (29.9%) of the 214 enrolled 
patients, which is similar to that reported in previous 
studies [27, 28].

A previous study summarized the possible risk factors 
for OVCRF and reported that advanced age, female sex, 
and low estradiol (E2) concentrations might be associ-
ated with post-PKP vertebral refracture [29]. Accord-
ing to Baek et al., the most important factors for VCRF 
are the degree of osteoporosis and altered biomechanics 
due to spinopelvic imbalance in the fractured area of the 
spine [30]. Lin et  al. explained that significant anterior 
vertebral height restoration increases the risk of OVCRF 
[31]. Some studies have also focused on the impact of 
surgery-related factors such as bone cement leakage 
into the adjacent disc space [32]. Baroud et al. reported 
a pillar-like effect, wherein vertebral bodies augmented 
with bone cement become at least 12 times stiffer and 35 
times stronger than control levels, resulting in increased 
pressure on adjacent vertebral levels [33]. In our study, 
we identified age, BMI, nutritional status, BMD, diabe-
tes, and sarcopenia as significant risk factors for OVCRF. 
Multivariate analysis suggested that fatty infiltration of 
the PVM, BMD, sarcopenia, diabetes, BMI, and treated 
vertebral level remained as the independent predictors of 
OVCRF.

Rosenberg coined the term “sarcopenia” in 1989 to 
explain the decrease in muscle mass with age [34]. Muscle 
mass and muscle function begin to decline at the age of 
35 years, and muscle strength declines faster than muscle 
mass, which is closely related to the results of our study. 
With the deepening of research, scholars have found that 
there are close mechanical effects between the adjacent 
interfaces of bone and muscle, so bone and muscle are 
increasingly considered as interacting tissues. Growing 
evidence suggests that several similar pathological path-
ways play an important role in sarcopenia and osteopo-
rosis, including sensitivity to reduced anabolic hormone 
secretion, increased inflammatory cytokine activity, 
release of anabolic or catabolic molecules by the skeletal 
muscle or bone cells (i.e., myokines and osteokines), and 
reduced physical activity [35–37]. Osteoporosis increases 
the risk of fragility fracture in the elderly. However, pre-
vious studies have also shown that the prevalence of 

Table 2 Univariate analysis of factors associated with OVCRF

Variable OVCRF (n = 74) Non‑OVCRF 
(n = 140)

p‑value

Sex

  Male 20% (15) 32% (45) 0.066

  Female 80% (59) 68% (95)

Age (years) 80.97 ± 4.51 76.39 ± 5.4  < 0.001

Height (m) 1.56 ± 0.04 1.57 ± 0.05 0.1

Weight (kg) 46.45 ± 3.54 49.95 ± 4.31  < 0.001

BMI (kg/m2) 19.05 ± 1.25 20.17 ± 1.25  < 0.001

MNA

  A 4% (3) 18% (25)  < 0.001

  B 28% (21) 47% (66)

  C 68% (50) 35% (49)

BMD (T-score) -2.99 ± 0.45 -2.18 ± 0.44  < 0.001

Diabetes

  Yes 42% (31) 10% (14)  < 0.001

  No 58% (43) 90% (126)

Sarcopenia

  Yes 78% (58) 8% (11)  < 0.001

  No 22% (16) 92% (129)

Treated vertebral level

  TL junction 55% (41) 61% (86) 0.394

  Non-TL junction 45% (33) 39% (54)

AMI (kg/m2) 5.25 ± 0.88 6.73 ± 1.07  < 0.001

Handgrip strength 
(kg)

11.68 ± 1.25 12.57 ± 1.21  < 0.001

Rate of PMA (%) 56.05 ± 4.36 48.9 ± 4.21  < 0.001

Table 3 Multivariate analysis of factors associated with OVCRF

Log odds OR 95% CI p‑value

BMI -0.59 0.55 -0.87 -0.32  < 0.001

Diabetes 1.22 3.39 0.07 2.38 0.038

Sarcopenia 1.7 5.47 0.51 2.89 0.005

Rate of PMA 0.12 1.13 0.02 0.22 0.015

BMD -1.81 0.16 -2.85 -0.77 0.001

Treated Vertebral level -1.07 0.34 -2.06 -0.08 0.034

MNA = 2 -0.6 0.55 -2.23 1.04 0.473

MNA = 3 -0.29 0.75 -1.89 1.31 0.72
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sarcopenia is higher in patients with fractures than in 
controls [38]. In 2009, Binkley and Buehring coined the 
terms sarco-osteopenia and sarco-osteoporosis to empha-
size the weak bones and muscles that may contribute to 
falls and fractures among elderly adults [39]. Therefore, 
we propose that sarcopenia/PVM may also be risk factors 
for vertebral fracture recurrence. Therefore, considering 
the interference of BMD, we used multivariable analysis 
to process the data. After adjusting for these factors, sar-
copenia remained a risk factor for OVCRF.

The PVM play an important role in the body’s trunk 
muscles; they maintain the stability of the spine and help 
with the movement of the vertebrae. Without muscular 
support, the spine has a compression threshold of only 
2 kg before buckling [40]. Previous studies have pointed 
out that PVM are involved in the pathological process 
of spinal-related diseases, such as lower back pain and 
degenerative adult spinal deformity [41, 42]. Sarcopenia 
is an age-related disease that affects the skeletal muscles 
of the whole body. As the disease progresses, it is often 
accompanied by the deterioration of muscle quantity and 
quality throughout the body, leading to impaired balance 
and a high risk of fall-related injuries. Sarcopenia also 
leads to atrophy and degeneration of the lower back mus-
cles, which decreases the stability of the lower back and 
increases the pressure of the vertebral body. PMA often 
manifests as fat infiltration. A previous study showed that 
a reduction in PVM mass (increased fat infiltration) is 
associated with postmenopausal osteoporotic vertebral 
fractures [43]. In our study, the mean (SD) atrophy rate in 
the OVCRF and non-OVCRF groups was 56.05% (± 4.36) 
and 48.9% (± 4.21), respectively (p < 0.001).

The multivariable analysis also showed that the atro-
phy rate was related to the OVCRF. After OVCF, a brace 
is often used to protect and maintain the stability of the 
spine. The lower back muscles play a role to some extent 
by protecting the spine from excessive flexion and reduc-
ing the load on the vertebral body. Patients with PMA 
lack protection of the PVM, which may result in OVCRF.

Clinically, we may need to pay more attention to the 
important role of muscles involved in OVCRF. Several 
studies have confirmed that even after timely surgery 
for OVCF, the lack of reasonable rehabilitation exer-
cises, being bedridden for long periods, and using braces 
for a long duration can cause PMA [44], which is more 
serious in patients with sarcopenia and OVCF. There-
fore, the atrophy process of the PVM should be pre-
vented as much as possible. Katzman et  al. also found 
that regular exercise significantly increased bone density 
and improved the blood supply and microcirculation 
of the spine vertebral body, thus increasing its strength 
[45]. Functional muscle exercises under the guidance of 
rehabilitation physicians can considerably reduce the 
incidence of OVCRF by inhibiting bone absorption and 
promoting bone formation.

Conclusions
OVCRF has several risk factors. Sarcopenia is closely 
associated with osteoporosis. This study suggests that 
sarcopenia and PVM are independent risk factors 
for OVCRF. Therefore, to reduce the risk of OVCRF, 
strengthening the PVM after OVCF will reduce the risk 
of sarcopenia. This can be achieved through (i) discon-
tinuation of spinal support use as soon as pain subsides, 

Fig. 4 Multivariate analysis of factors associated with OVCRF
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(ii) systematic functional muscle exercise to promote 
muscle contraction and balanced spine stress distribu-
tion, and (iii) adequate intake of nutrients, including 
protein or amino acid nutritional supplements, and 
active vitamin D.

Abbreviations
AIC: Akaike information criterion; AMI: Appendicular muscle mass index; 
AWGS: Asian Working Group for Sarcopenia; BMD: Bone mineral density; BMI: 
Body mass index; CI: Confidence interval; DEXA: Dual-energy X-ray absorpti-
ometry; MNA: Mini Nutritional Assessment; MRI: Magnetic resonance imaging; 
OR: Odds ratio; OVCF: Osteoporotic vertebral compression fracture; OVCRF: 
Osteoporotic vertebral compression refracture; PCSA: Physiological cross-
sectional area; PKP: Percutaneous kyphoplasty; PMA: Paravertebral muscle 
atrophy; PVM: Paravertebral muscles; PVP: Percutaneous vertebroplasty.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12891- 022- 05832-6.

Additional file 1. 

Additional file 2. 

Acknowledgements
We would like to thank Qifeng Ying for his assistance and guidance in this 
research.

Authors’ contributions
Tingxiao Zhao and Zhanqiu Dai contributed significantly to analysis and 
manuscript preparation; Qi Chen and Chenyang Lei performed the data analy-
ses and wrote the manuscript; Chen Xia, Jun Zhang, Yongming Jin helped 
perform the analysis with constructive discussions. The author(s) read and 
approved the final manuscript.

Funding
This work was supported by Health Science and Technology Plan Project of 
Zhejiang Province, 2021KY506.

Availability of data and materials
All data generated or analysed during this study are included in this published 
article [and its supplementary information files].

Declarations

Ethics approval and consent to participate
This study protocol was reviewed and approved by the Ethics Committee of 
the Zhejiang Provincial People’s Hospital. All procedures performed in studies 
involving human participants were in accordance with the ethical standards 
of the institutional and/or national research committee and with the 1964 Hel-
sinki Declaration and its later amendments or comparable ethical standards. 
Informed consent was obtained from all individual participants included in 
the study.

Consent for publication
Not applicable.

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

Author details
1 Department of Orthopedic Surgery, Zhejiang Provincial People’s Hospital, 
People’s Hospital of Hangzhou Medical College, Hangzhou 310014, Zhejiang, 
People’s Republic of China. 2 Tongde Hospital of Zhejiang Province, Hangzhou, 

China. 3 Spine Lab, Department of Orthopedic Surgery, The First Affifiliated 
Hospital, Medical College of Zhejiang University, Hangzhou, China. 

Received: 5 May 2022   Accepted: 9 September 2022

References
 1. Goldstein CL, Chutkan NB, Choma TJ, Orr RD. Management of the elderly 

with vertebral compression fractures. Neurosurgery. 2015;77(Suppl 
4):S33-45. https:// doi. org/ 10. 1227/ NEU. 00000 00000 000947.

 2. Buchbinder R, Golmohammadi K, Johnston RV, Owen RJ, Homik J, Jones 
A, et al. Percutaneous vertebroplasty for osteoporotic vertebral compres-
sion fracture. Cochrane Database Syst Rev. 2018;4:CD006349.

 3. Hoyt D, Urits I, Orhurhu V, Orhurhu MS, Callan J, Powell J, et al. Cur-
rent concepts in the management of vertebral compression frac-
tures. Curr Pain Headache Rep. 2020;24:16. https:// doi. org/ 10. 1007/ 
s11916- 020- 00849-9.

 4. Garg B, Dixit V, Batra S, Malhotra R, Sharan A. Non-surgical management 
of acute osteoporotic vertebral compression fracture: a review. J Clin 
Orthop Trauma. 2017;8:131–8. https:// doi. org/ 10. 1016/j. jcot. 2017. 02. 001.

 5. Barrett TJ, Distel E, Murphy AJ, Hu J, Garshick MS, Ogando Y, et al. 
Apolipoprotein AI promotes atherosclerosis regression in diabetic mice 
by suppressing myelopoiesis and plaque inflammation. Circulation. 
2019;140:1170–84. https:// doi. org/ 10. 1161/ CIRCU LATIO NAHA. 119. 
039476.

 6. Aparisi F. Vertebroplasty and kyphoplasty in vertebral osteoporotic 
fractures. Semin Musculoskelet Radiol. 2016;20:382–91. https:// doi. org/ 
10. 1055/s- 0036- 15924 31.

 7. Jang JS, Kim DY, Lee SH. Efficacy of percutaneous vertebroplasty in the 
treatment of intravertebral pseudarthrosis associated with nonin-
fected avascular necrosis of the vertebral body. Spine (Phila Pa 1976). 
2003;28:1588–92.

 8. Yi X, Lu H, Tian F, Wang Y, Li C, Liu H, et al. Recompression in new levels 
after percutaneous vertebroplasty and kyphoplasty compared with con-
servative treatment. Arch Orthop Trauma Surg. 2014;134:21–30. https:// 
doi. org/ 10. 1007/ s00402- 013- 1886-3.

 9. Staples MP, Howe BM, Ringler MD, Mitchell P, Wriedt CH, Wark JD, et al. 
New vertebral fractures after vertebroplasty: 2-year results from a ran-
domised controlled trial. Arch Osteoporos. 2015;10:229. https:// doi. org/ 
10. 1007/ s11657- 015- 0229-0.

 10. Cao J, Kong L, Meng F, Zhang Y, Shen Y. Risk factors for new vertebral 
compression fractures after vertebroplasty: a meta-analysis. ANZ J Surg. 
2016;86:549–54. https:// doi. org/ 10. 1111/ ans. 13428.

 11. Kim SH, Kang HS, Choi JA, Ahn JM. Risk factors of new compression 
fractures in adjacent vertebrae after percutaneous vertebroplasty. Acta 
Radiol. 2004;45:440–5. https:// doi. org/ 10. 1080/ 02841 85041 00056 15.

 12. Zhang Z, Fan J, Ding Q, Wu M, Yin G. Risk factors for new osteoporotic 
vertebral compression fractures after vertebroplasty: a systematic review 
and meta-analysis. J Spinal Disord Tech. 2013;26:E150–7. https:// doi. org/ 
10. 1097/ BSD. 0b013 e3182 7412a5.

 13. Tournadre A, Vial G, Capel F, Soubrier M, Boirie Y. Sarcopenia. Joint Bone 
Spine. 2019;86:309–14. https:// doi. org/ 10. 1016/j. jbspin. 2018. 08. 001.

 14. Chen LK, Liu LK, Woo J, Assantachai P, Auyeung TW, Bahyah KS, et al. 
Sarcopenia in Asia: consensus report of the Asian Working Group for Sar-
copenia. J Am Med Dir Assoc. 2014;15:95–101. https:// doi. org/ 10. 1016/j. 
jamda. 2013. 11. 025.

 15. Dodds RM, Roberts HC, Cooper C, Sayer AA. The epidemiology of sar-
copenia. J Clin Densitom. 2015;18:461–6. https:// doi. org/ 10. 1016/j. jocd. 
2015. 04. 012.

 16. Reginster JY, Beaudart C, Buckinx F, Bruyère O. Osteoporosis and sarcope-
nia: two diseases or one? Curr Opin Clin Nutr Metab Care. 2016;19:31–6. 
https:// doi. org/ 10. 1097/ MCO. 00000 00000 000230.

 17. Edwards MH, Dennison EM, Aihie Sayer A, Fielding R, Cooper C. Osteopo-
rosis and sarcopenia in older age. Bone. 2015;80:126–30. https:// doi. org/ 
10. 1016/j. bone. 2015. 04. 016.

 18. Greco EA, Pietschmann P, Migliaccio S. Osteoporosis and sarcopenia 
increase frailty syndrome in the elderly. Front Endocrinol (Lausanne). 
2019;10:255. https:// doi. org/ 10. 3389/ fendo. 2019. 00255.

https://doi.org/10.1186/s12891-022-05832-6
https://doi.org/10.1186/s12891-022-05832-6
https://doi.org/10.1227/NEU.0000000000000947
https://doi.org/10.1007/s11916-020-00849-9
https://doi.org/10.1007/s11916-020-00849-9
https://doi.org/10.1016/j.jcot.2017.02.001
https://doi.org/10.1161/CIRCULATIONAHA.119.039476
https://doi.org/10.1161/CIRCULATIONAHA.119.039476
https://doi.org/10.1055/s-0036-1592431
https://doi.org/10.1055/s-0036-1592431
https://doi.org/10.1007/s00402-013-1886-3
https://doi.org/10.1007/s00402-013-1886-3
https://doi.org/10.1007/s11657-015-0229-0
https://doi.org/10.1007/s11657-015-0229-0
https://doi.org/10.1111/ans.13428
https://doi.org/10.1080/02841850410005615
https://doi.org/10.1097/BSD.0b013e31827412a5
https://doi.org/10.1097/BSD.0b013e31827412a5
https://doi.org/10.1016/j.jbspin.2018.08.001
https://doi.org/10.1016/j.jamda.2013.11.025
https://doi.org/10.1016/j.jamda.2013.11.025
https://doi.org/10.1016/j.jocd.2015.04.012
https://doi.org/10.1016/j.jocd.2015.04.012
https://doi.org/10.1097/MCO.0000000000000230
https://doi.org/10.1016/j.bone.2015.04.016
https://doi.org/10.1016/j.bone.2015.04.016
https://doi.org/10.3389/fendo.2019.00255


Page 8 of 8Chen et al. BMC Musculoskeletal Disorders          (2022) 23:879 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 19. Hebert JJ, Kjaer P, Fritz JM, Walker BF. The relationship of lumbar multifidus 
muscle morphology to previous, current, and future low back pain: a 
9-year population-based prospective cohort study. Spine (Phila Pa 1976). 
2014;39:1417–25. https:// doi. org/ 10. 1097/ BRS. 00000 00000 000424.

 20. Yagi M, Hosogane N, Watanabe K, Asazuma T, Matsumoto M, Keio Spine 
Research Group. The paravertebral muscle and psoas for the mainte-
nance of global spinal alignment in patient with degenerative lumbar 
scoliosis. Spine J. 2016;16:451–8, doi:https:// doi. org/ 10. 1016/j. spinee. 
2015. 07. 001.

 21. Sun D, Liu P, Cheng J, Ma Z, Liu J, Qin T. Correlation between interver-
tebral disc degeneration, paraspinal muscle atrophy, and lumbar facet 
joints degeneration in patients with lumbar disc herniation. BMC Muscu-
loskelet Disord. 2017;18:167. https:// doi. org/ 10. 1186/ s12891- 017- 1522-4.

 22. Faur C, Patrascu JM, Haragus H, Anglitoiu B. Correlation between 
multifidus fatty atrophy and lumbar disc degeneration in low back 
pain. BMC Musculoskelet Disord. 2019;20:414. https:// doi. org/ 10. 1186/ 
s12891- 019- 2786-7.

 23. Wang WF, Lin CW, Xie CN, Liu HT, Zhu MY, Huang KL, et al. The associa-
tion between sarcopenia and osteoporotic vertebral compression 
refractures. Osteoporos Int. 2019;30:2459–67. https:// doi. org/ 10. 1007/ 
s00198- 019- 05144-x.

 24. Eguchi Y, Toyoguchi T, Orita S, Shimazu K, Inage K, Fujimoto K, et al. 
Reduced leg muscle mass and lower grip strength in women are associ-
ated with osteoporotic vertebral compression fractures. Arch Osteoporos. 
2019;14:112. https:// doi. org/ 10. 1007/ s11657- 019- 0668-0.

 25. Johnell O, Kanis JA. An estimate of the worldwide prevalence and disabil-
ity associated with osteoporotic fractures. Osteoporos Int. 2006;17:1726–
33. https:// doi. org/ 10. 1007/ s00198- 006- 0172-4.

 26. Yuan HA, Brown CW, Phillips FM. Osteoporotic spinal deformity: a biome-
chanical rationale for the clinical consequences and treatment of verte-
bral body compression fractures. J Spinal Disord Tech. 2004;17:236–42. 
https:// doi. org/ 10. 1097/ 00024 720- 20040 6000- 00012.

 27. Chen Z, Chen Z, Wu Y, Wu Y, Ning S, Ning S, et al. Risk factors of second-
ary vertebral compression fracture After percutaneous vertebroplasty 
or Kyphoplasty: A retrospective study of 650 patients. Med Sci Monit. 
2019;25:9255–61. https:// doi. org/ 10. 12659/ MSM. 915312.

 28. Li X, Lou X, Lin X, Du J. Refracture of osteoporotic vertebral body concur-
rent with cement fragmentation at the previously treated vertebral level 
after balloon kyphoplasty: a case report. Osteoporos Int. 2014;25:1647–
50. https:// doi. org/ 10. 1007/ s00198- 014- 2626-4.

 29. Feng L, Feng C, Chen J, Wu Y, Shen JM. The risk factors of vertebral 
refracture after kyphoplasty in patients with osteoporotic vertebral 
compression fractures: a study protocol for a prospective cohort study. 
BMC Musculoskelet Disord. 2018;19:195. https:// doi. org/ 10. 1186/ 
s12891- 018- 2123-6.

 30. Baek SW, Kim C, Chang H. The relationship between the spinopelvic 
balance and the incidence of adjacent vertebral fractures following 
percutaneous vertebroplasty. Osteoporos Int. 2015;26:1507–13. https:// 
doi. org/ 10. 1007/ s00198- 014- 3021-x.

 31. Lin WC, Lee YC, Lee CH, Kuo YL, Cheng YF, Lui CC, et al. Refractures in 
cemented vertebrae after percutaneous vertebroplasty: a retrospec-
tive analysis. Eur Spine J. 2008;17:592–9. https:// doi. org/ 10. 1007/ 
s00586- 007- 0564-y.

 32. Yu WB, Jiang XB, Liang D, Xu WX, Ye LQ, Wang J. Risk factors and score for 
recollapse of the augmented vertebrae after percutaneous vertebro-
plasty in osteoporotic vertebral compression fractures. Osteoporos Int. 
2019;30:423–30. https:// doi. org/ 10. 1007/ s00198- 018- 4754-8.

 33. Baroud G, Vant C, Wilcox R. Long-term effects of vertebroplasty: adjacent 
vertebral fractures. J Long Term Eff Med Implants. 2006;16:265–80. 
https:// doi. org/ 10. 1615/ jlong terme ffmed impla nts. v16. i4. 10.

 34. Epidemiologic and methodologic problems in determining nutritional 
status of older persons. Proceedings of the a conference. Albuquerque, 
New Mexico, October 19–21, 1988. Am J Clin Nutr. 1989;50:1121–235.

 35. Drey M, Sieber CC, Bertsch T, Bauer JM, Schmidmaier R, FiAT interven-
tion group. Osteosarcopenia is more than sarcopenia and osteopenia 
alone. Aging Clin Exp Res. 2016;28:895–9, doi:https:// doi. org/ 10. 1007/ 
s40520- 015- 0494-1.

 36. Kirk B, Zanker J, Duque G. Osteosarcopenia: epidemiology, diagnosis, 
and treatment-facts and numbers. J Cachexia Sarcopenia Muscle. 
2020;11:609–18. https:// doi. org/ 10. 1002/ jcsm. 12567.

 37. Clynes MA, Gregson CL, Bruyère O, Cooper C, Dennison EM. Osteosarco-
penia: where osteoporosis and sarcopenia collide. Rheumatol (Oxf Engl). 
2021;60:529–37. https:// doi. org/ 10. 1093/ rheum atolo gy/ keaa7 55.

 38. Yeung SSY, Reijnierse EM, Pham VK, Trappenburg MC, Lim WK, Meskers 
CGM, et al. Sarcopenia and its association with falls and fractures in older 
adults: A systematic review and meta-analysis. J Cachexia Sarcopenia 
Muscle. 2019;10:485–500. https:// doi. org/ 10. 1002/ jcsm. 12411.

 39. Binkley N, Buehring B. Beyond FRAX: it’s time to consider “sarco-osteope-
nia.” J Clin Densitom. 2009;12:413–6. https:// doi. org/ 10. 1016/j. jocd. 2009. 
06. 004.

 40. Nachemson A. The load on lumbar disks in different positions of the 
body. Clin Orthop Relat Res. 1966;45:107–22.

 41. Wang W, Sun Z, Li W, Chen Z. The effect of paraspinal muscle on 
functional status and recovery in patients with lumbar spinal ste-
nosis. J Orthop Surg Res. 2020;15:235. https:// doi. org/ 10. 1186/ 
s13018- 020- 01751-1.

 42. Hiyama A, Katoh H, Sakai D, Tanaka M, Sato M, Watanabe M. The cor-
relation analysis between sagittal alignment and cross-sectional area of 
paraspinal muscle in patients with lumbar spinal stenosis and degenera-
tive spondylolisthesis. BMC Musculoskelet Disord. 2019;20:352. https:// 
doi. org/ 10. 1186/ s12891- 019- 2733-7.

 43. Huang CWC, Tseng IJ, Yang SW, Lin YK, Chan WP. Lumbar muscle volume 
in postmenopausal women with osteoporotic compression fractures: 
quantitative measurement using MRI. Eur Radiol. 2019;29:4999–5006. 
https:// doi. org/ 10. 1007/ s00330- 019- 06034-w.

 44. Takahashi S, Hoshino M, Takayama K, Sasaoka R, Tsujio T, Yasuda H, et al. 
The natural course of the paravertebral muscles after the onset of osteo-
porotic vertebral fracture. Osteoporos Int. 2020;31:1089–95. https:// doi. 
org/ 10. 1007/ s00198- 020- 05338-8.

 45. Katzman WB, Huang MH, Lane NE, Ensrud KE, Kado DM. Kyphosis and 
decline in physical function over 15 years in older community-dwelling 
women: the Study of Osteoporotic Fractures. J Gerontol A Biol Sci Med 
Sci. 2013;68:976–83. https:// doi. org/ 10. 1093/ gerona/ glt009.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1097/BRS.0000000000000424
https://doi.org/10.1016/j.spinee.2015.07.001
https://doi.org/10.1016/j.spinee.2015.07.001
https://doi.org/10.1186/s12891-017-1522-4
https://doi.org/10.1186/s12891-019-2786-7
https://doi.org/10.1186/s12891-019-2786-7
https://doi.org/10.1007/s00198-019-05144-x
https://doi.org/10.1007/s00198-019-05144-x
https://doi.org/10.1007/s11657-019-0668-0
https://doi.org/10.1007/s00198-006-0172-4
https://doi.org/10.1097/00024720-200406000-00012
https://doi.org/10.12659/MSM.915312
https://doi.org/10.1007/s00198-014-2626-4
https://doi.org/10.1186/s12891-018-2123-6
https://doi.org/10.1186/s12891-018-2123-6
https://doi.org/10.1007/s00198-014-3021-x
https://doi.org/10.1007/s00198-014-3021-x
https://doi.org/10.1007/s00586-007-0564-y
https://doi.org/10.1007/s00586-007-0564-y
https://doi.org/10.1007/s00198-018-4754-8
https://doi.org/10.1615/jlongtermeffmedimplants.v16.i4.10
https://doi.org/10.1007/s40520-015-0494-1
https://doi.org/10.1007/s40520-015-0494-1
https://doi.org/10.1002/jcsm.12567
https://doi.org/10.1093/rheumatology/keaa755
https://doi.org/10.1002/jcsm.12411
https://doi.org/10.1016/j.jocd.2009.06.004
https://doi.org/10.1016/j.jocd.2009.06.004
https://doi.org/10.1186/s13018-020-01751-1
https://doi.org/10.1186/s13018-020-01751-1
https://doi.org/10.1186/s12891-019-2733-7
https://doi.org/10.1186/s12891-019-2733-7
https://doi.org/10.1007/s00330-019-06034-w
https://doi.org/10.1007/s00198-020-05338-8
https://doi.org/10.1007/s00198-020-05338-8
https://doi.org/10.1093/gerona/glt009

	Relationship between sarcopeniaparavertebral muscles and the incidence of vertebral refractures following percutaneous kyphoplasty: a retrospective study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Patients
	Follow-up strategy
	Data collection
	Evaluation of sarcopenia and PVM
	Statistical analysis

	Results
	Patient demographic information
	Risk factors for OVCRF

	Discussion
	Conclusions
	Acknowledgements
	References


