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Fracture care using percutaneously applied
titanium mesh cages (OsseoFix®) for
unstable osteoporotic thoracolumbar burst
fractures is able to reduce cement-
associated complications—results after
12 months
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Abstract

Background: Despite the known demographic shift with expected doubled rate of vertebral body fractures by the year
2050, a standardized treatment concept for traumatic and osteoporotic incomplete burst fracture of the truncal spine
does not exist. This study aims to determine whether minimally invasive fracture care for incomplete osteoporotic
thoracolumbar burst fractures using intravertebral expandable titanium mesh cages is a suitable procedure and may
provide improved safety in terms of cement-associated complications in comparison to kyphoplasty procedure.

Methods: In 2011/2012, 15 patients (10 women, 5 men; mean age 77) with 15 incomplete osteoporotic thoracolumbar
burst fractures (T10 to L4) were stabilized using intravertebral expandable titanium mesh cages (OsseoFix®) as part of a
prospective study. X-ray, MRI and bone density measurements (DXA) were performed preinterventionally. The clinical
and radiological results were evaluated preoperatively, postoperatively and after 12 months according to the visual
analogue scale (VAS), the Oswestry Disability Index (ODI), X-ray (Beck Index, Cobb angle) and CT analyses. Wilcoxon rank
sum test, sign test and Fischer’s exact test were used for statistical evaluation.

Results: A significant reduction in pain intensity (VAS) from preoperative 8.0 to 1.6 after 12 months and significant
improvement in activity level (ODI) from preoperative 79.0 to 30.5 % after 12 months were revealed. Radiologically,
the mean kyphotic angle according to Cobb showed significant improvements from preoperative 9.1° to 8.0° after
12 months. A vertebral body subsidence was revealed in only one case (6.7 %). No changes in the position of the
posterior wall were revealed. No cement leakage or perioperative complications were seen.

Conclusion: As a safe and effective procedure, the use of intravertebral expandable titanium mesh cages presents a
valuable alternative to usual intravertebral stabilization procedures for incomplete osteoporotic burst fractures and
bears the potential to reduce cement-associated complications.

Trial registration: German Clinical Trials Register (DKRS) DRKS00008833.
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Background
The demographic development of Western Europe and
North America towards an older society accounts for an
increase in the incidence of osteoporosis and people suf-
fering from osteoporotic vertebral body fractures [1–6].
Owing to this demographic shift, double the rate of ver-
tebral body fractures is expected by the year 2050 [3].
More than 320,000 vertebral body fractures of osteo-
porotic origin are newly diagnosed in Europe every
year, the majority of these involving fractures of AO
type A1 (AO classification [7]). To a lesser extent, frac-
tures involving the posterior wall of the vertebral body,
AO type A3 (incomplete burst fracture), can regularly
be found, which are infrequently accompanied by
neurological impairments [8–10].
A standardized treatment concept for traumatic and

osteoporotic incomplete burst fracture of the truncal spine
does not exist either internationally or nationally in
Germany [10, 11]. There is a wide spectrum of conservative
and operative therapeutic approaches [1, 10, 11]. Conserva-
tive treatment is only indicated without significant mis-
alignment, spinal stenosis or neurological deficit [10–13].
Operative stabilization is recommended if there is an
increase in kyphotic misalignment, dislocation of the verte-
bral body posterior wall fragment as well as immobilization
due to pain after conservative therapy has been exhausted
[1, 10, 14, 15]. The type of surgical approach to use is dis-
cussed with controversy: Minimally invasive intravertebral
stabilization procedures, for example kyphoplasty; dorsal
stabilization procedures (internal fixator), applicable with
cement-augmented pedicle screw fixation; and the combin-
ation of both procedures (hybrid treatment) may be used
[1, 11, 14, 15]. Particularly in older people, bone quality
and general state of health are considered in the choice of
therapy options, and minimally invasive treatment options
are included [14, 15]. Kyphoplasty is an established and
readily used minimally invasive procedure for intraverteb-
ral stabilization in this respect [11, 14–19]; however, verte-
bral body fractures involving the posterior wall are limited
to treatment with kyphoplasty [1, 20, 21] with possible
leakage of bone cement into the epidural space as a known
special complication of kyphoplasty [11, 18, 22, 23]. There-
fore, suitable treatment alternatives are sought. Since
2009, the expandable titanium mesh cage (OsseoFix®)
has been available as an alternative to kyphoplasty for
minimally invasive vertebral body stabilization in osteo-
porotic thoracolumbar vertebral body fractures [24].
The purpose of this study was the evaluation of incom-
plete osteoporotic thoracolumbar vertebral body burst
fractures after stabilization using intravertebral expand-
able titanium mesh cages. An analysis of our clinical
and radiological results has been undertaken following
a 12-month period in 15 patients with 15 incomplete
thoracolumbar burst fractures.

Methods
Patients
As part of a prospective study, 15 symptomatic osteo-
porotic incomplete vertebral body burst fractures (AO
type A3) in 15 patients (10 women, 5 men; mean age
77 years, min. 55, max. 89) were stabilized operatively in
2011 and 2012. In all cases, the vertebral body stabilization
was carried out with solitary percutaneous implantation of
two cement-augmented expandable titanium mesh cages
(OsseoFix®, Alphatec Spine Inc., Carlsbad, CA, USA; Fig. 1).
The study was approved by the ethical committee at the

University Medicine Greifswald under the reference num-
ber BB 132/12 and is in accordance with the Declaration
of Helsinki. Informed consent was given by all patients.
Preoperatively, the mean duration of symptoms was

8.3 weeks (min. 3, max. 13). A conservative therapeutic
approach prior to the operation had not resulted in any
significant relief of symptoms.
A total of 11 lumbar vertebrae were stabilized (n = 5

L1, n = 3 L2, n = 1 L3, n = 2 L4) along with 4 thoracic
vertebrae (n = 1 T10, n = 1 T11, n = 2 T12). Titanium
mesh cage implantation was carried out bipedicular in
all cases. An additional stabilization of an adjacent verte-
bral body compression fracture was carried out in one
patient, analogously using the intravertebral expandable
titanium mesh cages (A3 L2 and A1 L3).
Inclusion criteria were a symptomatic recent lumbar

and/or thoracic osteoporotic incomplete burst fracture
(AO type A3) and exhaustive conservative therapy.

Fig. 1 Vertebral body stabilization using the cement-augmented
titanium mesh cages
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Exclusion criteria were symptoms of neurological deficits,
involvement of the posterior wall with relevant stenosis of
the spinal canal and a known allergy to the ingredients of
the OsseoFix® system and/or the bone cement.
Preoperatively, a clinical examination including and

evaluation of the medical history, assessment of the pain
intensity (visual pain analogue scale (VAS)) and the activ-
ity level (Oswestry Disability Index (ODI)) [25] were eval-
uated, and diagnostic X-rays of the region in standing
position in two planes, an MRI (T1w and T2w sequences
including fat suppressed sequences) and bone density
measurement (DXA) in the area of the lumbar spine (L1
to L4) and the proximal femur (Lunar Prodigy Advance,
General Electric) were carried out. None of the patients in
this study had contraindication to MRI; therefore, MRI
was performed in all cases. The preoperative MRI showed
a high-intensity signal on the STIR sequence as a sign of a
fresh vertebral fracture in all cases.
Clinical and radiological follow-up was carried out

3 days postoperatively and after 12 months (min. 12,
max. 15). The clinical evaluation included re-evaluation
of the VAS and the ODI. The radiological evaluation
was carried out by means of diagnostic X-ray of the
thoracolumbar region in the standing position in two
planes and postoperative CT scans. For quantitative
evaluation of the vertebral body deformity, the Beck
Index [26] (anterior vertebral height to posterior verte-
bral height), the vertebral kyphotic angle (α-angle) and
the regional kyphotic angle (γ-angle) [27] according to
Cobb were determined (Fig. 2a, b).
Definition of a kyphotic angle in case of underlying ky-

phosis is a positive sign and in case of underlying lordosis
a negative sign [28]. The radiological follow-up included
an evaluation regarding subsidence and changes to the
posterior wall of the stabilized vertebral body, cement ex-
udate, implant dislocation as well as occurrence of adja-
cent fractures. Whether a relationship exists between
changes in the sagittal spinal profile and the activity level
(ODI) was also determined.

The statistical evaluation was carried out with statis-
tical software SAS® Version 9.1 with the Wilcoxon rank
sum test for continuous variables (α- and γ-kyphotic an-
gles) and with the sign test for non-continuous variables
(ODI and VAS). The evaluation with regard to a correl-
ation between postoperative kyphotic angles according
to Cobb and ODI was carried out with Fischer’s exact
test. The results were determined in mean and standard
deviations (SD). A probability of p < 0.05 was stipulated
to reject the null hypothesis and to show a statistically
significant difference.

Technique/application
Vertebral body stabilization using the titanium mesh cages
in the previously described manner was carried out in all
cases [29]. At present, solitary use of the intravertebral ex-
pandable titanium mesh cages (OsseoFix®) using only
bone cement is authorized. The mesh cages consist of a
combination of titanium alloy (Ti-6Al-4V, ASTM F136)
with pure titanium (Ti-CP2, ASTM F67) and are specified
for use in the area of T1 to L5. Three cage sizes are avail-
able for selection, which have an original diameter (unex-
panded) of 4.5, 5.5 and 7.0 mm (Fig. 3).
In 12 vertebral bodies, titanium mesh cages of the ori-

ginal size (not expanded) of 4.5 mm (T10 to L4) were
used, and in three vertebral bodies, size 5.5 mm (L2 to L4)
was used; in all cases, bipedicular implantation of the same
size was carried out. An average of 0.64 mL of bone ce-
ment was applied per cage (SD ±0.11, min. 0.5, max. 0.9),
where more cement was applied to the larger implants.
The average operation duration per vertebral body was

54 min (SD ±8.4, min. 41, max. 81), and a fluoroscopy
duration of 1.32 min (SD ±0.30, min. 0.43, max. 2.97)
with a cumulative radiation dose of 17.9 mGy (SD ±2.4,
min. 9.4, max. 35.2) was necessary.
The operations were always carried out under intubation

anesthesia, and the patients received a perioperative single
shot of IV antibiotic (1.5 g cefuroxime or in the case of exist-
ing allergy 600 mg clindamycin). Intraoperatively, a uniplanar

Fig. 2 a, b Representation of the determination of the α-kyphotic angle and γ-kyphotic angle
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fluoroscopy system (Veradius, Philips, Netherlands) with a
dual monitor was used.
Postoperatively, mobilization was carried out from the

first postoperative day according to the patient’s pain
threshold under the supervision of a physiotherapist along
with implementation of physical therapy for strengthening
of the spinal stabilization musculature in the course of
further treatment. In all patients, postoperative thrombo-
embolism prophylaxis with a low molecular weight heparin
derivative was implemented. Pre-existing pain medication
was continued postoperatively and reduced over the course
of time.
In all cases, existing special osteoporosis medication was

to be continued (21 % of the patients) or an oral medica-
tion with a bisphosphonate was to be begun (79 %).

Results
Clinical evaluation
Fifteen patients (15 treated vertebral body fractures)
were evaluated preoperatively, postoperatively and after
a follow-up period of 12 months.
There was a significant improvement (p < 0.001) in the

mean VAS and the ODI after 12 months. The mean pre-
operative VAS was 8.0 points (SD ±1.9, min. 6, max. 10),
postoperative 2.7 points (SD ±1.4, min. 0, max. 5) and
after 12 months 1.6 points (SD ±0.90, min. 0, max. 3). The
mean preoperative ODI accounted for 79.0 % (SD ±3.5,
min. 62, max. 76), the postoperative ODI for 31.6 %
(SD ±3.9, min. 28, max. 48) and after 12 months 30.5 %
(SD ±3.2, min. 28, max. 42) were evaluated (Table 1).

Radiological evaluation
The mean Beck Index changed from preoperative 0.71
(SD ±0.11, min. 0.42, max. 0.88) to postoperative 0.74
(SD ±0.12, min. 0.5, max. 0.98). During the follow-up
period, the mean Beck Index of 0.74 (SD ±0.13, min. 0.5,
max. 0.98) was constant. The changes in the mean verte-
bral kyphotic angle (α-angle) and the mean kyphotic angle
according to Cobb (γ-angle) are summarized in Table 2.
No changes in the position of the posterior wall and

no cement leakage were seen.
The preoperative bone density measurement (DXA)

revealed a mean BMD of 0.7654 g/cm2 (SD ±0.08, min.
0.91, max. 0.52), a mean T-score of −3.6 (SD ±0.68, min.
−2.0, max. −5.4) and a mean Z-score of −1.8 (SD ±0.68,
min. −0.9, max. −3.9). Figure 4 shows radiological pro-
gress diagnostics.

General complications
No perioperative complications and no further postopera-
tive complications (up to 3 months after intervention) in
terms of bleeding, wound healing impairment, infection,
phlebothrombosis and pulmonary embolism occurred.

Special complications
No neurological complications arose. In one case (6.7 %),
a slight subsidence of vertebral height was revealed during
the follow-up period. For this specific patient, the Beck
Index changed from 1.0 postoperative to 0.96 after
12 months and the kyphotic angle according to Cobb
from 11.0° to 13.0°. The VAS score (2.0) remained un-
changed during the course.

Fig. 3 Titanium mesh cages (OsseoFix®) with technical specifications [picture copyright: Alphatec Spine Inc., Carlsbad, CA, USA]

Table 1 Changes in ODI and VAS preoperatively, 3 days postoperative and at 12 months follow-up

Clinical
evaluation

Average value Average value Average value p value

Preop. 3 days postop. After 12 months Preop.-12 months

VAS 8.0 2.7 1.6 <0.001

ODI 79.0 % 31.6 % 30.5 % <0.001
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Discussion
Due to the demographic change in Western Europe and
North America with an increasing incidence of vertebral
body fractures of osteoporotic origin, the number of incom-
plete burst fractures with involvement of the posterior wall,
AO type A3, is also on a rise [1–6, 8–10]. After conserva-
tive therapy has been exhausted, the question of operative
treatment remains as to which procedure to choose, taking
into account the invasiveness and the clinical results, where
minimally invasive treatment options continue to come to
the forefront [14, 15]. Frequently used dorsal stabilization
procedures with internal fixators are associated with a
certain rate of implant failure with consequently pro-
gressive kyphotic malalignment [1, 21, 30, 31]; besides,

augmented pedicel screws show elevated rates of cement
leakages [1, 32]. Kyphoplasty, as a well-established minim-
ally invasive procedure for intravertebral stabilization, is
also used in the stabilization of incomplete burst fractures
with good clinical results [11, 14–19]; however, leakage
of bone cement into the epidural space is known as a
special complication of kyphoplasty [11, 18, 22, 23].
Thus, involvement of the posterior wall is a limiting
factor for the treatment of incomplete burst fractures
using kyphoplasty [1, 20, 21].
With the expandable titanium mesh cages, an interest-

ing alternative has existed since 2009 for percutaneous
minimally invasive intravertebral stabilization of incom-
plete thoracolumbar burst fractures (AO type A3) [24].

Table 2 Changes in sagittal spine alignment—preoperative, 3 days postoperative and after 12 months follow-up

Sagittal spine alignment Average value Average value Average value p value

Preop. 3 days postop. After 12 months Preop.–
12 months

Vertebral kyphotic angle (α-angle) 10.2° 9.5° 9.6° <0.05

(SD ±4.2, min. 3.9, max. 21.9) (SD ±3.9, min. 3.7, max. 20.2) (SD ±4.1, min. 3.6, max. 20.1)

Kyphotic angle according to Cobb
(γ-angle)

9.1° 8.0° 8.0° <0.05

(SD ±11.3, min. −20.0, max. 28.0) (SD ±11.6, min. −24.0, max. 32.2) (SD ±11.6, min. −24.0, max. 32.0)

Fig. 4 a–g Clinical case with X-ray imaging and MRI. Legend: Preoperative (a–c), postoperative (d, e) and X-ray imaging as well as MRI after
12 months (f, g) of an osteoporotic incomplete L2 burst fracture and L3 compression fracture without involvement of the posterior wall and
stabilization using two cement-augmented titanium mesh cages (preoperative VAS 10.0, ODI 70.0 %; 12 months postoperative VAS 2.0,
ODI 34.0 %)
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A discussion of the results follows in regard to kypho-
plasty as the current gold standard for minimally inva-
sive intravertebral stabilization.
The results of this study using intravertebral expandable

titanium mesh cages in a stand-alone technique reveal
comparable clinical results in the first postoperative year
when compared to kyphoplasty [17–19, 33]. We did not
reveal any cement leakage (kyphoplasty 11 to 47 %, titan-
ium mesh cage 0 %) and little subsidence rates (kypho-
plasty 8 to 30 %, titanium mesh cage 7 %) [11, 17–19]. A
significant improvement in the pain intensity (VAS) and
the activity level (ODI) after 12 months was revealed for
this study. In one case, we saw a slight vertebral endplate
subsidence during follow-up (L2). Data with regard to a
secondary loss of height are described in the literature for
kyphoplasty with 0 to 50 % [17, 34, 35] (follow-up period
6 to 27 months). The rate of a secondary subsidence of
7 % in the context of vertebral body stabilization with the
titanium mesh cage in the stand-alone technique is slight
and, however, is adding to the fact that vertebral body re-
duction with the titanium mesh cage is slightly decreased
when compared to kyphoplasty. The amount of vertebral
height reduction, however, leads to no significant im-
provement in clinical condition [20], whereas a correl-
ation between an increased risk of adjacent fractures
and the degree of vertebral body reduction is to be
accounted for [21, 22].
The mean kyphotic angle according to Cobb improved

significantly from preoperative 9° to 8° after 12 months
(p < 0.05). For kyphoplasty, distinctly better values are
given with a mean improvement of the kyphotic angle
according to Cobb from 4° to 8° [11, 33, 36, 37]. We did
not find a correlation between the amount of improvement
of the kyphotic angle according to Cobb and the clinical
outcome (ODI) (p = 1.0). With the OsseoFix® system, only
small amounts of bone cement are needed to fill the cavity
of the spread titanium mesh cage (per titanium mesh an
average of 0.65 mL). Cement leakage was not seen in the
context of titanium mesh cage stabilization (cement leakage
0 %) which is likely associated with the reduced cement
amounts needed. In the context of stabilization of osteopor-
otic incomplete vertebral body fractures with balloon
kyphoplasty, cement leakage rates are given from 11 to
47 % (1 % symptomatic) [11, 17, 18, 38, 39], whereby this is
noteworthy considering the proven correlation between
intradisc cement leakage rates and the elevated emergence
of adjacent fractures [40, 41]. From this perspective, use of
the cement-augmented expandable titanium mesh cages in
osteoporotic incomplete burst fractures appears to be an
improved and valuable treatment option.

Conclusions
The stabilization of symptomatic osteoporotic incomplete
burst fractures with the cement-augmented expandable

titanium mesh cages shows favourable clinical results
within the first postoperative year. The technique shows
comparable clinical results to kyphoplasty with reduced
complication rates in terms of cement leakage and sec-
ondary vertebral subsidence. Despite the slightly reduced
vertebral body reduction capabilities with use of the ex-
pandable titanium mesh cages, no negative influence to
the clinical outcome was revealed, thereby affirming the
experience previously established with kyphoplasty.
As a safe and effective procedure, the use of the expand-

able titanium mesh cages presents a valuable treatment al-
ternative to the currently used intravertebral stabilization
procedures for incomplete vertebral body fractures.

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

Authors’ contributions
SAE coordinated the study, carried out the data collection, data analysis, statistics,
data interpretation and drafted the manuscript. AE contributed to the data
interpretation and manuscript drafting as well as translation. ME participated in
the X-ray data evaluation and interpretation. HRM contributed to the study
coordination and study design. RK contributed to the study design and to the
manuscript revision. All authors read and approved the final manuscript.

Acknowledgements
No persons other than the authors contributed towards the study, neither
was any funding received.

Author details
1Department of Orthopaedics and Orthopaedic Surgery, University Medicine
Greifswald, Ferdinand-Sauerbruch Straße, 17475 Greifswald, Germany.
2Department of Trauma, Hand and Reconstructive Surgery, University of
Rostock, Medical Center, Schillingallee 35, 18057 Rostock, Germany.
3Department of Diagnostic Radiology and Neuroradiologie, University
Medicine Greifswald, Ferdinand-Sauerbruch Straße, 17475 Greifswald,
Germany. 4Department of Orthopaedics, Trauma and Reconstructive Surgery,
Charité University Medicine Berlin, Campus Benjamin Franklin,
Hindenburgdamm 30, 12203 Berlin, Germany.

Received: 16 July 2015 Accepted: 8 November 2015

References
1. Krappinger D, Kastenberger TJ, Schmid R. Augmented posterior

instrumentation for the treatment of osteoporotic vertebral body fractures.
Oper Orthop Traumatol. 2012;24:4–12.

2. United Nations. World Population Prospects. The 2004 Revision Highlights.
New York: United Nations; 2005. p. 43–63.

3. Stein KV, Dorner T, Lawrence K, Kunze M, Rieder A. [Economic concepts for
measuring the costs of illness of osteoporosis: an international comparison.].
Wien Med Wochenschr. 2009;159:253–61.

4. Wiener JM, Tilly J. Population ageing in the United States of America:
implications for public programmes. Int J Epidemiol. 2002;31:776–81.

5. Seibel MJ. Evaluation of osteoporotic fracture risk. Dtsch Arztebl. 2001;98:1681–9.
6. Bruges Armas J, Cannata JB, Cooper C, Dequeker J, Eastell R, Felsch B, et al.

Incidence of vertebral fracture in Europe: results from the European
Prospective Osteoporosis Study (EPOS). J Bone Miner Res. 2002;17:716–24.

7. Vaccaro AR, Oner C, Kepler CK, Dvorak M, Schnake K, Bellabarba C, et al.
Trauma Knowledge Forum. AOSpine thoracolumbar spine injury
classification system: fracture description, neurological status, and key
modifiers. Spine. 2013;38:2028–37.

8. Watts NB, Harris ST, Genant HK. Treatment of painful osteoporotic vertebral
fractures with percutaneous vertebroplasty or kyphoplasty. Osteoporosis Int.
2001;12:429–37.

Ender et al. Journal of Orthopaedic Surgery and Research  (2015) 10:175 Page 6 of 7



9. Masala S, Lunardi P, Fiori R, Liccardo G, Massari F, Ursone A, et al.
Vertebroplasty and kyphoplasty in the treatment of malignant vertebral
fractures. J Chemother. 2004;16 Suppl 5:30–3.

10. Scholz M, Schleicher P, Schnake KJ, Hoffmann R, Kandziora F. [Incomplete
burst fracture. Outcome and philosophies]. Trauma Berufskrankh. 2012;14:
64–70.

11. Krüger A, Zettl R, Ziring E, Mann D, Schnabel M, Ruchholtz S. Kyphoplasty
for the treatment of incomplete osteoporotic burst fractures. Eur Spine J.
2010;19:893–900.

12. Haas NP, Schnake KJ, Kandziora F. [Reduction of fresh vertebral compression
fractures under local anesthesia.]. Chirurg. 2004;75:631–6.

13. Leibl T, Funke M, Dresing K, Grabbe E. [Instability of spinal fractures-
therapeutic relevance of different classifications.]. Rofo. 1999;2:174–80.

14. Gonschorek O, Lorenz M, Bühren V. [Vertebral fractures in the elderly,
minimal invasive treatment concepts.]. Orthopädische und
Unfallchirurgische Praxis. 2013;2:253–8.

15. Josten C, Schmidt C, Spiegel U. [Osteoporotic vertebral body fractures oft
he thoracolumbar spine. Diagnostics and therapeutic strategies.]. Chirurg.
2012;83:866–74.

16. Kasperk C, Grafe IA, Schmitt S, Nöldge G, Weiss C, Da Fonseca K, et al.
Three-year outcomes after kyphoplasty in patients with osteoporosis with
painful vertebral fractures. J Vasc Interv Radiol. 2010;21:701–9.

17. Gan M, Yang H, Zhou F, Zou J, Wang G, Mei X, et al. Kyphoplasty for the
treatment of painful osteoporotic thoracolumbar burst fractures.
Orthopedics. 2010;33:88–92.

18. Hartmann F, Gercek E, Leiner L, Rommens PM. Kyphoplasty as an alternative
treatment of traumatic thoracolumbar burst fractures Magerl type A3. Injury.
2012;43:409–15.

19. Maestretti G, Cremer C, Otten P, Jakob P. Prospective study of standalone
balloon kyphoplasty with calcium phosphate cement augmentation in
traumatic fractures. Eur Spine J. 2007;16:601–10.

20. Wilhelm K, Stoffel M, Ringel F, Rao G, Rösseler L, Urbach H, et al. Preliminary
experience with balloon kyphoplasty for the treatment of painful
osteoporotic compression fractures. Rofo. 2003;175:1690–6.

21. Zaryanov AV, Park DK, Khalil JG, Baker KC, Fischgrund JS. Cement
augmentation in vertebral burst fractures. Neurosurg Focus. 2014;37:1–6.

22. McGirt MJ, Parker SL, Wolinsky JP, Witham TF, Bydon A, Gokaslan ZL.
Vertebroplasty and kyphoplasty for the treatment of vertebral compression
fractures: an evidenced-based review of the literature. Spine J. 2009;9:501–8.

23. Vallejo R, Benyamin RM. Vertebral augmentation techniques for the
treatment of vertebral compression fractures: a review. Tech Reg Anesth
Pain Manag. 2010;14:133–41.

24. Upasani VV, Robertson C, Lee D, Tomlinson T, Mahar AT. Biomechanical
comparison of kyphoplasty versus a titanium mesh implant with cement for
stabilization of vertebral compression fractures. Spine. 2010;19:1783–8.

25. Gaul C, Mette E, Schmidt T, Grond S. [Practicability of a German version of
the “Oswestry Low Back Pain Disability Questionnaire”. A questionnaire to
assess disability caused by back pain]. Schmerz. 2008;22:51–8.

26. Beck E. Radiographic measuring methods in vertebral fractures. Hefte
Unfallheilk. 1971;108:36–7.

27. Cobb JR. Outline for the study of scoliosis. Am Acad Orthoped Surg.
1948;5:261.

28. Phillips FM, Ho E, Campbell-Hupp M, McNally T, Todd Wetzel F, Gupta P.
Early radiographic and clinic results of balloon kyphoplasty for the
treatment of osteoporotic vertebral compression fractures. Spine. 2003;19:
2260–7.

29. Ender SA, Gradl G, Ender M, Langner S, Merk HR, Kayser R. OsseoFix® system
for percutaneous stabilization of osteoporotic and tumorous vertebral
compression fractures—clinical and radiological results after 12 months.
Rofo. 2014;186:380–7.

30. Kim HS, Park SK, Joy H, Ryu JK, Kim SW, Ju CI. Bone cement augmentation
of short segment fixation for unstable burst fracture in severe osteoporosis.
J Korean Neurosurg Soc. 2008;44:8–14.

31. Kim HS, Park SK, Joy H, Ryu JK, Kim SW, Ju CI. Pedicle screw instrumentation
plus augmentation vertebroplasty using calcium sulfate for thoracolumbar
burst fractures without neurologic deficits. Orthop Surg. 2011;3:1–6.

32. Hu MH, Wu HT, Chang MC, Yu WK, Wang ST, Liu CL.
Polymethylmethacrylate augmentation of the pedicle screws: the cement
distribution in the vertebral body. Eur Spine J. 2011;20:1281–8.

33. Stoffel M, Wolf I, Ringel F, Stüer C, Urbach H, Meyer B. Treatment of painful
osteoporotic compression and burst fractures using kyphoplasty: a
prospective observational design. J Neurosurg Spine. 2007;6:313–9.

34. Zhao YL, Yang HL, Konrad J, Liu J, Moral M, Xu YZ, et al. Kyphoplasty does
not maintain all restored height postoperatively: a prospective, comparative
study. Orthopedics. 2010;33:8.

35. Hierl F. “Kyphoplastie: Retrospektive Untersuchung an 67 osteoporotischen
Wirbelkörperfrakturen.” http://edoc.ub.uni-muenchen.de/7056/1/Hierl_Franz.pdf.
Accesses 15 June 2015.

36. Pflugmacher R, Kandziora F, Schröder R, Schleicher P, Scholz M, Schnake K,
et al. Vertebroplasty and kyphoplasty in osteoporotic fractures of vertebral
bodies—a prospective 1-year follow-up analysis. Rofo. 2005;177:1670–6.

37. Robinson Y, Tschöke SK, Stahel PF, Kayser R, Heyde CE. Complications and
safety aspects of kyphoplasty for osteoporotic vertebral fractures: a
prospective follow-up study in 102 consecutive patients. Patient Saf Surg.
2008;15:2.

38. Fuentes S, Blondel B, Metellus P, Gaudart J, Adetchessi T, Dufour H.
Percutaneous kyphoplasty and pedicle screw fixation for the management
of thoraco-lumbar burst fractures. Eur Spine J. 2010;19:1281–7.

39. Blondel B, Fuentes S, Metellus P, Adetchessi T, Pech-Gourg G, Dufour H.
Severe thoracolumbar osteoporotic burst fractures: treatment combining
open kyphoplasty and short-segment fixation. Orthop Traumatol Surg Res.
2009;95:359–64.

40. Lin JT, Lane JM. The osteoporotic spine. Eura Medicophys. 2004;40:233–7.
41. Chen WJ, Kao YH, Yang SC, Yu SW, Tu YK, Chung KC. Impact of cement

leakage into disks on the development of adjacent vertebral compression
fractures. J Spinal Disord Tech. 2010;23:35–9.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Ender et al. Journal of Orthopaedic Surgery and Research  (2015) 10:175 Page 7 of 7

http://edoc.ub.uni-muenchen.de/7056/1/Hierl_Franz.pdf

	Abstract
	Background
	Methods
	Results
	Conclusion
	Trial registration

	Background
	Methods
	Patients
	Technique/application

	Results
	Clinical evaluation
	Radiological evaluation
	General complications
	Special complications

	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References



