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Abstract
Study Design: Retrospective, Level I trauma center, Tertiary referral Cancer Center

Objective: To analyze a consecutive series of critically ill patients who underwent limited posterior surgery for vertebral os-
teomyelitis of metastatic disease.

Methods: From 2010-2017, 34 consecutive patients with osteomyelitis or metastatic tumor were treated with transpedicular
posterior decompression (TPD) and posterior instrumentation. A retrospective chart review was performed. Demographic in-
formation, surgical data (EBL, ASIA Impairment Score (AIS), length of surgery, level of TPD, levels instrumented, histology,
post-operative complications) were recorded.

Results: 24 male and 10 female patients with an average age of 66 years (46-83) and average of 2.5 major comorbidities (1-7)
were identified after approval was obtained from our institutional review board. 14 had osteomyelitis and 20 had metastatic
tumors. Mean operative time was 149.8 minutes (60-275), average EBL was 786.8 mL (200-2500). Hospital stay averaged
18.2 days (3-61). AIS was noted to improve or remained constant in all patients. The average number of levels instrumented
was 4.9 (2-8). Medical follow up of the patients averaged 437.2 days (13-2080) and radiographic follow up averaged 324.3
days (0-1360). Major medical complications occurred in 9 patients (26.5%) and procedure related complications occurred in
7 patients (20.6%).

Conclusions: TPD and PSF without anterior structural grafting demonstrates low operative times, EBL, and instrumentation
complications along with improved postop neurologic function. Other complications and patient morbidity remain high in this
critically ill subset of patients. This limited procedure should be considered as a treatment option for debilitated patients with
spinal disease and neurologic impairment.

. J

anterior reconstruction of the spinal column in the debilitated
patient population with medical comorbidities and uncertain life
expectancy. Patients with vertebral osteomyelitis or tumor are at
higher risk for complications following extensive surgeries due to
comorbidities [1-13].

Keywords: Infection; Partial Corpectomy; Posterior

Instrumentation; Transpedicular Approach; Tumor

Introduction

There has been much written about circumferential

reconstruction and stabilization of the spinal column for patients
with spinal lesions causing neurologic compression with a
recent trend towards less invasive procedures (16,17). There
is a lack of literature describing limited procedures without

Almost 70% of patients with cancer will develop metastasis
to the spinal column by the time of death making them a significant
population treated by the spine surgeon [2-13]. Treatment of
metastatic disease is palliative and not intended as a cure. Indications
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for surgical treatment include intractable pain, neurologic decline,
tumors not sensitive to radiation, and spinal instability or collapse
[1-14]. The life expectancy of these patients must be taken into
account when planning surgical intervention and goals should
include pain relief, neural decompression, and stabilization of the
spine to permit return to activity. Cancer patients are at a higher
risk of complications due to poor nutrition, blunted immune
response due to chemotherapy, radiation, and the disease process
itself [3-13]. Due to surgery’s effect on quality of life, the patient
should have a minimum of 3 to 6 months’ life expectancy [1].

Patients with vertebral osteomyelitis and epidural abscess
represent another population that may present with instability of the
spinal column and need for corpectomy to decompress the neural
elements. Although vertebral osteomyelitis due to tuberculosis
is on the decline worldwide, rates of pyogenic osteomyelitis
are increasing in the elderly population in developed countries
and these patients often have higher comorbidity rates due to
their advanced age [4]. Pyogenic osteomyelitis in the younger
population is increasingly associated with intravenous drug use.
The majority of these cases can be treated with a 6-12 week course
of organism specific antibiotics and auto fusion of the involved
levels is a common sequela [5]. Vertebral body collapse with
structural instability, epidural abscess with impending or active
neurologic decline, and failure of antibiotic treatment for at least
6 weeks are indications for surgery with the gold standard being
anterior column debridement with anterior column reconstruction
and support [6]. Mortality rates after a 360-degree reconstruction
for pyogenic osteomyelitis range from 8 to 14% in the literature
[5-6].

The gold standard of treatment for maximum restoration
of sagittal alignment and stability has been a debridement of
the anterior column with reconstruction using either static or
expandable cages or structural bone graft backed up with posterior
instrumentation [14]. This is a major surgical procedure in a
debilitated population which has an average surgical time of 4.5-6
hours and complication rates up to 29.6% [7-14]. Anterior column
debridement through a posterior-based transpedicular approach
combined with longer posterior instrumentation is a relatively
limited surgical procedure and may be a safer surgical treatment
option for debilitated patients.

Total Patients N=34
Males N=24
Females N=10
Average age (yrs) 66 (46-83)
Ayg Comorbidities 2.5(1-7)
Avg Length of Follow up (days) 437 (13-2080)
Mean Operative Time (min) 149.8 (60-275)
Average EBL (ml) 786.8 (200-2500)
Average Length of Stay (days) 18.2(3-61)
Patients admitted to physical rehabilitation N=15
Average physical rehabilitation admission

(days) 7.5

Table 1: Patient Information.

Methods

During the period 0f2010-2017, 34 consecutive adult patients
with thoracic or lumbar vertebral osteomyelitis or metastatic
tumor and epidural compression were treated by the senior author.
Each patient was treated surgically with transpedicular partial
corpectomy decompression and longer PSF without anterior
structural grafting (no anterior cages, autograft or allografts).
The surgery was performed from an open posterior approach
in all patients and involved initial pedicle screw placement at
appropriate levels above and below the lesion. Laminectomy at
the level of the lesion followed by bilateral transpedicular partial
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corpectomy was performed in the next step using surgical curettes.
The initial penetration of the affected vertebral body pedicles was
performed by using a small 3mm curette, followed by a 2mm
increase in curette size until the largest possible size that safely fit
into each pedicle approach hole was achieved. The vertebral body
partial corpectomy was performed from a bilateral approach using
the sequential curetting etechnique (Figure 3). Angled curettes
were then used to remove the portions of posterior vertebral body
wall that was involved with the lesion. Intraoperative fluoroscopic
imaging was used in the AP and lateral planes to assist with screw
placement, lesion and partial corpectomy location. The extent of
the partial corpectomy was determined intraoperatively by the
size of the lesion and the degree of neurologic compression. Near-
complete decompression of the neural canal was achieved in all
cases.

All patients had multiple medical comorbidities and
neurologic impairment which contributed to the surgical decision-
making process. A retrospective evaluation of prospectively
collected data was performed. ASIA Impairment score was
calculated for all patients both preoperatively and post operatively.
Operative times, blood loss, length of hospital stay, major and
minor complications were also recorded for all patients.

There were 24 male and 10 female patients with an average
age of 66 years (range 46-83). 14 of the patients had osteomyelitis
and 20 had metastatic tumor of the spinal column. MSSA was the
most common organism isolated from the osteomyelitis population
and breast and lung were the most commonly encountered
metastatic tumors. All patients with metastatic tumors has epidural
compression and some degree of vertebral collapse. Fourteen of
the 20 patients with metastatic tumors had postoperative radiation.
The patients had an average of 2.5 major comorbidities (range 1-7).
Length of follow up ranged from 13-2080 days with an average of
437 days.

Mean operative time was 149.8 minutes (range 60-275 min).
The case with the longest surgical time involved osteomyelitis with
laminectomy and decompression from T6-9 and posterior fusion
from T4-11. EBL for the procedures averaged 786.8 mL (range
200-2500 mL). The patient who experienced the largest blood loss
underwent T4-5 partial corpectomies for metastatic endometrial
adenocarcinoma. Hospital stay length prior discharge home or a
rehabilitation facility averaged 18.2 days (range 3-61 days). Fifteen
of the 34 patients were discharged to a rehab facility where they
spent an average of 7.5 days. ASIA impairment scores were noted
to improve or remained constant in all patients (Table 2). Medical
follow up of the patients averaged 437.2 days (range13-2080) and
mean radiographic follow averaged 324.3 days (range 0-1360). The
30-day hospital readmission rate was 8.8% (3/34). Two patients
were readmitted for wound issues and 1 was readmitted for a

clinical trial for their cancer. Five patients died postoperatively
from medical complications of their disease. Two patients died in
the 90-day post-operative period while three of these patients died
greater than 90 days from surgery. The average number of levels
instrumented in this study population was calculated to be 4.9 with
arange between 2 and 8 levels. The number of levels instrumented
correlated with the extensiveness of the debridement. Patients
with metastatic disease had an average of 5.3 levels instrumented
while patients with osteomyelitis had an average level of 4.3
levels instrumented. (Figures 1-4) show preoperative imaging
of osteomyelitis, transpedicular decompression technique, post-
operative CT scan, and final x-rays demonstrating the levels
instrumented without anterior support in a typical patient.

Pre Op Deficits (ASIA) Post op deficst (ASIA)

Mo rogmbdoomooogMdl Do Mod oMo dEMoomHG
T T o T R o B O I B T B R B e e B e B e S 5

Table 2: Patient Asia Scores (N=34).
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Figure 1: MRI image showing T4-5 osteomyelitis and epidural abscess in ~ Figure 3: Postop CT demonstrating transpedicular partial corpectomy
85 you male with ASIA B deficits. decompression and longer instrumentmented PSF.

Figure 4: F/U CT scout images showing PSF construct with maintained

alignment.

Major medical complications occurred in 9 of the 34
patients (26.5%) and there was postoperative procedure related
major complications in 7 of 34 patients (20.6%). Five of 34

Figure 2: Intra Op image showing bilateral transpedicular corpectomy
technique.
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patients (14.7%) required a return to the OR for procedure-related
complication. Three patients had infection requiring wound I&D and
2 patients required revision of loosened posterior instrumentation.
Both of the patients developed back pain in the region of their
inferior screws which had halo effects from loosening on follow-up
radiographs. There were no cases of catastrophic instrumentation
failure including breakage of any of the implants. The two patients
with loose hardware were from the osteomyelitis cohort. Two of
the three patients requiring wound 1&D were tumor patients and
the third was an osteomyelitis patient.

Discussion

Vertebral body collapse due to tumor or infection with
neurologic compromise in the debilitated patient population is a
condition which is commonly encountered by the spine surgeon
who regularly performs spine trauma call duty. In addition to
vertebral body collapse, all of the patients in our study had
epidural compression and intractable back pain as the indication
for surgery. The gold standard surgical treatment option in a
healthy patient is a thorough debridement of the anterior column
with additional anterior column structural support combined with
posterior stabilization. This approach provides decompression and
thorough stability with reconstruction of the anterior column. We
propose that a more limited surgery may be beneficial to patients
with multiple medical comorbidities in order to decrease blood loss
and surgical time. Prior studies have shown that instrumentation of
the acutely infected spine after debridement is a safe practice, and
these patients often go on to fusion of the infected levels [8].

Quite often the patients who sustain a vertebral body collapse
due to infection or tumor are debilitated before the surgery. Cancer
patients with metastatic disease are often malnourished which has
been shown to carry an increased risk of wound healing problems
[3]. Although there has been an increase in pyogenic vertebral
osteomyelitis with the increase in IV drug use, the majority of
patients with this condition continue to be the elderly with increased
numbers of comorbidities such as diabetes mellitus, renal disease,
and urinary tract infections. Both patients with metastatic cancer
and multiple medical comorbidities have a decreased reserve to
undergo the extensive anterior column debridement, reconstruction,
and posterior reinforcement.

We have reported a series of debilitated patients with vertebral
osteomyelitis and tumor causing anterior column failure with a
posterior based transpedicular decompression extended posterior
instrumentation without anterior column reconstruction. This
approach has led to decreased average surgical times, 2.5 hours’
average for the proposed technique versus 4.5-6 hours’ average
which has been reported in the literature for the technique with
anterior column reconstruction [7-15]. The average blood loss for
this technique was 786.8mL which is reasonable when compared

to averages of 1965 mL for similar conditions where mesh cage
reconstruction was used [10-15].

There has been evidence that although infections have a
predilection for the anterior column, posterior decompression
and abscess evacuation without anterior column debridement,
combined with instrumentation have good results when combined
with antibiotic therapy and a posterior only approach leads to
earlier mobilization [8,9]. In our patient series anterior column
debridement was necessary as there was collapse causing neural
element compression. Spontaneous fusion often occurs after
vertebral osteomyelitis and discitis. The metastatic tumor group of
patients have a limited life expectancy, and we have demonstrated
that the longer instrumentation did not significantly fail before the
patient’s demise due to their cancer burden. Our procedure provided
needed neurologic decompression and stability with decreased
surgical times and blood loss for these debilitated patients.

Postoperative complication rates were similar in type and
frequency to other techniques used to treat compressive spinal
lesions. Previous studies have reported major complications rates
of approaching 30% [7]. Our patients had an average of 2.5 major
medical comorbidities, and were neurologically impaired due to
epidural compression. Medical complications occurred in 26.5%
of the patients and procedure related complications in 20%, which
may be lower than the average of 30% in previous studies but
statistical analysis was not performed. In the 90-day post-operative
period, acute kidney injury in 4 patients was the most common
medical complication, while wound dehiscence in 7 patients was
the most common procedural related complication. Five patients, or
14.7% required a return to the operating room. The most common
cause for return to the operating room was a superficial wound
infection requiring 1&D, 3 of the 5. The other 2 patients underwent
revision of the instrumentation for loosening which was greater
than 90 days from the index procedure. There were no catastrophic
hardware failures. In the 90-day post-operative period 2 patients
died, 3 more patients in the series dies between 90-days and
last medical follow up. All 5 patients died secondary to medical
complications from their underlying disease. There were no acute
postoperative deaths in the immediate perioperative period.

All patients had an improved or stable ASIA Impairment
Scale (AIS) Grade postoperatively. Nineteen patients presented
with an ASIA Grade of E and all nineteen of these patients remained
at ASIA Grade E showing no decline in neurologic function. Ten
patients presented with AIS Grade of D pre-operatively. Following
surgery, four of these patients improved to AIS Grade E and the
remaining six were stable at AIS Grade D. Four patients presented
as AIS Grade C, two remained at Grade C while two improved to
a Grade D. One patient presented as AIS Grade A and remained an
AIS Grade A post-operatively. No patients experienced neurologic
decline, all improved or remained stable See (Table 2) for details.
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Our study demonstrates that posterior based transpedicular
decompression of the anterior column and extended posterior
instrumentation without anterior column support is an effective
treatment option in ill patients. This technique results in relatively
short surgical times and less blood loss in a patient population
with limited physiologic reserves. Minimally invasive surgery for
decompression and stabilization may also be an appropriate option
for these patients. However, MIS surgeons should be well-trained
in order to perform expeditious decompression and instrumentation
to reduce operative times. The operative time for our procedure
averaged 149.8 minutes (range 60-275 min) and is relatively low.

Two smaller studies involving partial corpectomy without
anterior column reconstruction have been previously reported in
the literature in patients with metastatic thoracic tumors. Both
studies have small numbers of patients and short-term follow-
up. Chen et al. published a study which examined 23 consecutive
patients with symptomatic spinal cord compression from metastatic
disease in the thoracic spine. These patients had a mean survival
of 11.3 months with no hardware failure and improved Frankel
grade in 83 % [16]. Chang et al. discussed a similar technique in 29
patients with metastatic disease to the thoracic and thoracolumbar
spine which showed no evidence of early hardware failure and a
median survival time of 7 months with improvement in Frankel
grade in 75. % [17]. Both studies also suggest that transpedicular
decompression without anterior support is a valid option for
debilitated patients with metastatic tumors and short life expectancy.
Our study is the largest series reported to date and expands the
procedure indications to include debilitated patients with thoracic
or lumbar vertebral osteomyelitis and epidural abscess. We have
also demonstrated continued durability of the posterior implants
with longer follow-up time.

Limitations of the study include the retrospective chart
review design and lack of a control group. There is also limited
radiographic follow up. There are 34 patients in this case series,
a larger patient population would of course provide stronger
evidence supporting the utility of limited surgery in critically ill
patients.

Conclusion

Transpedicular partial corpectomy decompression and
longer PSF without anterior structural grafting demonstrates low
operative times, EBL, and instrumentation complications along
with improved postop neurologic function. Other complications
and patient morbidity remain high in this critically ill subset of
patients. This limited procedure should be considered as a treatment
option for debilitated patients with spinal disease and neurologic
impairment.

References

1.

10.

1.

12.

13.

14.

15.

Wise JJ, Fischgrund JS, Herkowitz HN, Montgomery D, Kurz LT (1999)
Complication, Survival Rates, and Risk Factors of Surgery for Meta-
static Disease of the Spine. Spine 24: 1943-1951.

Harrington KD (1993) Metastatic Tumors of the Spine: Diagnosis and
Treatment. Journal of the American Academy of Orthopaedic Sur-
geons 1: 76-86.

Tatsui H, Onomura T, Morishita S, Oketa M, Inoue T (1996) Survival
Rates of Patients with Metastatic Spinal Cancer After Scintigraphic De-
tection of Abnormal Radioactive Accumulation. Spine,21 :2143-2148.

Courjon J, Lemaignen A, Ghout |, Therby A, Belmatoug N, et al. (2017)
Pyogenic vertebral osteomyelitis of the elderly: Characteristics and
outcomes. Plos One 12: e0188470.

Zimmerli W (2010) Clinical practice. Vertebral osteomyelitis. N Engl J
Med 362: 1022-1029.

Eismont FJ, Bohiman HH, Soni PL, Goldberg VM, Freehafer AA (1983)
Pyogenic and fungal vertebral osteomyelitis with paralysis. J Bone
Joint Surg Am 65:19-29.

Fehlings MG, Nater A, Tetreault L, Kopjar B, Arnold P, et al. (2016) Sur-
vival and Clinical Outcomes in Surgically Treated Patients With Meta-
static Epidural Spinal Cord Compression: Results of the Prospective
Multicenter AOSpine Study. J Clin Oncol 34: 268-276.

Hee HT, Majd ME, Holt RT, Pienkowski D (2002) Better treatment of
vertebral osteomyelitis using posterior stabilization and titanium mesh
cages. J Spinal Disord Tech 15:149-156.

Hadjipavlou AG, Mader JT, Necessary JT, Muffoletto AJ (2000) He-
matogenous pyogenic spinal infections and their surgical manage-
ment. Spine (Phila Pa 1976) 25:1668-1679.

Liljenqvist U, Lerner T, Bullmann V, Hackenberg L, Halm H, et al.
(2003) Titanium cages in the surgical treatment of severe vertebral
osteomyelitis. European Spine Journal 12: 606-612.

Mesfin A, El Dafrawy MH, Jain A, Hassanzadeh H, Kebaish K (2015)
Total en-bloc spondylectomy for primary and metastatic spine tumors.
Orthopedics 38: €995-e1000.

McPhee IB, Wiliams RP, Swanson IB (1998) Factors influencing
wound healing after surgery for metastatic disease of the spine. Spine
23: 726-733.

Mesfin A, Sciubba D, Dea N, Nater A, Bird J, et al. (2016) Chang-
ing the adverse event profile in metastatic spine surgery: An evidence
based approach to target wound complications and instrumentation
failure. Spine 20: S262-S270.

Wang JC, Boland P, Mitra N, Yamada Y, Lis E, et al. (2004) Single-
stage posterolateral transpedicular approach for resection of epidural
metastatic spine tumors involving the vertebral body with circumfer-
ential reconstruction: results in 140 patients. Invited submission from
the Joint Section Meeting on Disorders of the Spine and Peripheral
Nerves, March 2004. J Neurosurg Spine 1: 287-298.

Lau D, Chou D (2015) Posterior thoracic corpectomy with cage recon-
struction for metastatic spinal tumors: comparing the mini-open ap-
proach to the open approach. J Neurosurg Spine 23: 217-227.

Volume 01; Issue 01


https://www.ncbi.nlm.nih.gov/pubmed/10515021
https://www.ncbi.nlm.nih.gov/pubmed/10515021
https://www.ncbi.nlm.nih.gov/pubmed/10515021
https://journals.lww.com/jaaos/Abstract/1993/11000/Metastatic_Tumors_of_the_Spine__Diagnosis_and.2.aspx
https://journals.lww.com/jaaos/Abstract/1993/11000/Metastatic_Tumors_of_the_Spine__Diagnosis_and.2.aspx
https://journals.lww.com/jaaos/Abstract/1993/11000/Metastatic_Tumors_of_the_Spine__Diagnosis_and.2.aspx
https://www.ncbi.nlm.nih.gov/pubmed/8893440
https://www.ncbi.nlm.nih.gov/pubmed/8893440
https://www.ncbi.nlm.nih.gov/pubmed/8893440
https://www.ncbi.nlm.nih.gov/pubmed/29206837
https://www.ncbi.nlm.nih.gov/pubmed/29206837
https://www.ncbi.nlm.nih.gov/pubmed/29206837
https://www.ncbi.nlm.nih.gov/pubmed/20237348
https://www.ncbi.nlm.nih.gov/pubmed/20237348
https://www.ncbi.nlm.nih.gov/pubmed/6849675
https://www.ncbi.nlm.nih.gov/pubmed/6849675
https://www.ncbi.nlm.nih.gov/pubmed/6849675
https://www.ncbi.nlm.nih.gov/pubmed/26598751
https://www.ncbi.nlm.nih.gov/pubmed/26598751
https://www.ncbi.nlm.nih.gov/pubmed/26598751
https://www.ncbi.nlm.nih.gov/pubmed/26598751
https://www.ncbi.nlm.nih.gov/pubmed/11927825
https://www.ncbi.nlm.nih.gov/pubmed/11927825
https://www.ncbi.nlm.nih.gov/pubmed/11927825
https://www.ncbi.nlm.nih.gov/pubmed/10870142
https://www.ncbi.nlm.nih.gov/pubmed/10870142
https://www.ncbi.nlm.nih.gov/pubmed/10870142
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3467979/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3467979/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3467979/
https://www.ncbi.nlm.nih.gov/pubmed/26558680
https://www.ncbi.nlm.nih.gov/pubmed/26558680
https://www.ncbi.nlm.nih.gov/pubmed/26558680
https://www.ncbi.nlm.nih.gov/pubmed/9549795
https://www.ncbi.nlm.nih.gov/pubmed/9549795
https://www.ncbi.nlm.nih.gov/pubmed/9549795
https://www.ncbi.nlm.nih.gov/pubmed/27509194
https://www.ncbi.nlm.nih.gov/pubmed/27509194
https://www.ncbi.nlm.nih.gov/pubmed/27509194
https://www.ncbi.nlm.nih.gov/pubmed/27509194
https://www.ncbi.nlm.nih.gov/pubmed/15478367
https://www.ncbi.nlm.nih.gov/pubmed/15478367
https://www.ncbi.nlm.nih.gov/pubmed/15478367
https://www.ncbi.nlm.nih.gov/pubmed/15478367
https://www.ncbi.nlm.nih.gov/pubmed/15478367
https://www.ncbi.nlm.nih.gov/pubmed/15478367
https://www.ncbi.nlm.nih.gov/pubmed/25932599
https://www.ncbi.nlm.nih.gov/pubmed/25932599
https://www.ncbi.nlm.nih.gov/pubmed/25932599

Citation: Emanski E, Baldwin A, Mesfin A, Molinari R (2019) Transpedicular Partial Corpectomy and PSF without Anterior Structural Grafting in Debilitated Patients
with Vertebral Osteomyelitis or Metastatic Spinal Lesions. Adv Spine Neurosurg 1: 102. DOI: 10.29011/ASN -102.100002

16. Chen YJ, Hsu HC, Chen KH, Li TC, Lee TS (2007). Transpedicular 17. Chang CC, Chen YJ, Lo DF, Chen HT, Hsu HC et al. (2015). Pallia-

Partial Corpectomy Without Anterior Vertebral Reconstruction in Tho- tive transpedicular partial corpectomy without anterior vertebral recon-
racic Spinal Metastases. Spine 32: E623-E626. struction in lower thoracic and thoracolumbar junction spinal metasta-

ses. Journal of Orthopaedic Surgery and Research,10: 113.

7 Volume 01; Issue 01


https://www.ncbi.nlm.nih.gov/pubmed/18090069
https://www.ncbi.nlm.nih.gov/pubmed/18090069
https://www.ncbi.nlm.nih.gov/pubmed/18090069
https://www.ncbi.nlm.nih.gov/pubmed/26183322
https://www.ncbi.nlm.nih.gov/pubmed/26183322
https://www.ncbi.nlm.nih.gov/pubmed/26183322
https://www.ncbi.nlm.nih.gov/pubmed/26183322

