helConelCunsiculum

Congenital kyphosis

Objectives
1.  Describe the embryology and formation of congenitd kyphods

2.  Desribe the naturd higtory of congenita kyphoss, with emphasis on the differences from
congenital scolioss

3. Discussdifferencesin trestment that would be indicated depending on etiology (defect of
segmentation or formation) and age of patient

Discussion points
1.  Whatisthereason for the increased risk of pargplegiawith congenital kyphosis?
2. What is ssgmentd spind dysgeness?
3. What istherole of posterior fuson for congenitd kyphoss? Isit different than for
congenitd scolioss?

Discussion

Congenitd kyphosisisless common than congenita scolioss, and the natura hitory isless
favorable. The embryology is the same as that for congenital scolios's (discussed in more depth
under that topic) but the failure of formation (more frequent) or segmentation isin the anterior
vertebral body. Anterolateral vertebra body deficits can cause kyphoscoliosis. |f congenital
kyphosisis dlowed to progress untreated, paraplegia typicaly follows during the adolescent
growth spurt. Treatment, therefore, is directed toward identification in the young child and
prevention of progression. In children < age 3-5 with an unsegmented posterior hemivertebra,
posterior fuson often, but not dways results in an improvement of the kyphoss. If afalure of
Segmentation is present, posterior fusion can arrest progression, but will not result in improvement.
In older children, more demanding anterior correction and posterior instrumentation are necessary.
In the untreated spine, the cord becomes compressed over the kyphotic deformity, with vascular
embarassment of the cord. Decompression and stabilization have a better chance of successif the
paraplegiais of recent onset and incomplete.

Thereisno role for bracing in the treetment of congenitad kyphoss. An ominous subset of
congenital kyphosisis ssgmentd spind dysgenesis, which is accompanied by narrowing of the
cand and has such a poor prognogis that surgica intervention isindicated as soon as the diagnoss
ismade.
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