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Statisztika - gerincs®r¿l®s 

u Incidencia : 350/1 milli· lakos/®v (USA)         

                    Magyarorsz§gon kb. 280   

u Eln®zett s®r¿l®sek ar§nya kb. 3-30%! 

u Gyakran t§rsul  

u koponya  

u mellkas  

u medence  

u V®gtags®r¿l®sekhez 

u Arteri§s dissectio  ! (CAROTIS, AORTA ABD.) 

 

 



Statisztika - gerincs®r¿l®s 

u 20%-ban jelen van egy  m§sodik,  

k¿lºn§ll· gerincs®r¿l®s  

 

 



Statisztika - gerincs®r¿l®s 

u 20%-ban jelen van egy  m§sodik,  

k¿lºn§ll· gerincs®r¿l®s  

 

u felnŜttekn®l als· nyaki C.IV-VII, 

als· h§ti Th.X-L.I. (idŜsekn®l C.II) a 

leggyakoribb  

 

u gyerekkori (5%), felsŜ nyaki C.I.-

C.II., felsŜ h§ti, 40% SCIWORA! 

u J Trauma.  1989 May;29(5):654 -64. Spinal cord injury 

without radiographic abnormality in children -- the 
SCIWORA syndrome.  Pang D 1, Pollack IF. 

 

https://www.ncbi.nlm.nih.gov/pubmed/2724383
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pang D[Author]&cauthor=true&cauthor_uid=2724383
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pollack IF[Author]&cauthor=true&cauthor_uid=2724383


statisztika- gerincvelŜs®r¿l®s 

u Az ºsszes gerincs®r¿l®s 5-10%-a j§r gerincvelŜ 
s®r¿l®ssel (Mo . 2-5/100.000 lakos)  

u Alacsony incidencia - magas prevalencia  

u 55% nyaki szakaszon fordul elŜ 

u 50% kºzleked®si baleset kºvetkezm®nye 

u A gerincvelŜ s®r¿l®sek 50% komplett 
har§ntl®zi·! 

u GerincvelŜ s®r¿l®s eset®n 25-50%-ban t§rsul 
koponya s®r¿l®s 

u S¼lyos koponyas®r¿ltekn®l 5-10%-ban  t§rsul 
gerincvelŜ-s®r¿l®s 

 



Prehospitalis  ell§t§s 



Prehospitalis  ell§t§s ð  

legjobb esetbené 

u MegelŜz®s-  elsŜdleges preventio   

 

uBaleset elker¿l®se 

 

 

uS®r¿l®s csºkkent®se 
 



Prehospitalis  ell§t§sénil nocere ! 

u MegelŜz®s - m§sodlagos preventio  

u Gerincs®r¿ltk®nt kezelj¿k: 

u Koponya  

u Polytraumatiz§lt 

u Kºzleked®si baleset 

u Sport vagy szabadidŜs tev®kenys®g 

u Magasb·l esett 

u S¼lyos munkahelyi baleset 



Prehospitalis  ell§t§sénil nocere ! 

u   Minden  gerincs®r¿ltet  

 INSTABIL gerincs®r¿ltk®nt kezel¿nk! 

 

 

 

u Gerinc s®r¿l®s gyan¼ja eset®n a nyaki, 

h§ti gerincet instabilnak kell tekinteni 

am²g az ellenkezŜje be nem bizonyosodik! 

 

 



Prehospitalis  ell§t§s 

u Immobilisatio  (BACKBOARD, do  NOT remove  the  helmet  in the  field ! , 
Stiff Neck - nyaki gerinc stabilit§s§nak meg²t®l®se) 

u  Gyors neuro  status 

u Oxigenisatio  fenntart§sa (intubatio , O2) 

u l®g¼ti elz§r·d§s 

u Mm.Intercostales , diphr . paralyzed  

u Tudatzavar  

u C-spine !!! 

u Tensio fenntart§sa  

     (Dopamin, Volumené,MAST)  

 

 

 



Combined  medical  and surgical  treatment  after  acute  spinal  cord  

injury: results of a prospective  pilot study  to  assess the  merits of agressive  

medical  resuscitation  and blood  pressure manegement  

 

FERNANDO L. VALE M.D., JENNIFER BURNS M.D. , AMIE B.JACKSON M.D. AND MARK N. HADLEY M.D. 

 

MAP > 85 mmHg  

Prospective  report  on  77 acute  SCI patients  who  received  

agressive  interventions  to  maintain  MAP 85 mmHg  for 7 days . 

Recovery  at  1 year  was  reportedly  enhanced  compared  with  

expected  aoutcomes  for this cohort . 

  
J Neurosurgery  87: 239-246, 1997 



GerincvelŜ s®r¿lt kezel®s®nek 

szempontjai, ell§t§s menete 

u Rºvidt§v¼ (ITO) ðperfusio  fenntart§sa, oxigenisatio , gy·gyszeres 
kezel®s (steroid ?, anticoagulatio ?) 

 

u Hossz¼t§v¼ (Rehabilit§ci·) 

 

u IdŜleges rºgz²t®s    

    Diagnosis  (rtg , CT,MRI) 

    Decompressio,repositio  (skeletalis h¼z§s, mŪt®ti repositio )     

    V®gleges rºgz²t®s ( MũT£T, CHENEAU korzett , MIAMI -J,        
 HALO) 

 

 



A Clinical Practice Guideline for the  

Management of Patients With Acute Spinal  

Cord Injury: Recommendations on the Use  

of Methylprednisolone  Sodium  Succinate  

 

Our recommendations were: 

 

u (1) ñWe suggest not offering a 24-hour infusion of high-dose MPSS to adult 

patients who present after 8 hours with acute SCIò;  

u (2) ñWe suggest a 24-hour infusion of high-dose MPSS be offered to adult 

patients within 8 hours of acute SCI as a treatment optionò; and  

u (3) ñWe suggest not offering a 48-hour infusion of high-dose MPSS to 

adultpatients with acute SCI.ò 

Global Spine Journal  

2017, Vol . 7(3S) 203S-211S 



Thromboprofilaxis  

éWe suggest commencing anticoagulant thromboprophylaxis  

within the first 72 hours after injury , if possible, in order to  

minimize the risk of venous thromboembolic complications  

during the period of acute hospitalization. (Grade: Weak 

Recommendation;  Low Evidence ) 



Diagnosztika  

u RTG  diagnosis  70-90%-ban, AP ®s lateralis , transoral  

u CT   csontos structur§k meg²t®l®se 

u MRI  l§gy k®pletek (discus, ligamentum , v®rz®s, myelon ) 

     Indik§ci·:   

u  ha a t¿netek alapj§n v§rt ®s a CT- n ®szlelt 

      s®r¿l®sek  nem korrel§lnak 

u T¿netek progredi§lnak (kiterjed®s vagy s¼lyoss§g) 

Epiduralis haematoma ? contusio ? 

 

A Clinical Practice Guideline for the  Management of Acute Spinal Cord Injury:  Introduction , Rationale , and Scope  

 

We suggest that MRI be performed in adult patients with acute  SCI prior to surgical intervention, when feasible, to facilitate  

improved clinical decision -making. (Grade: Weak Recommendation;  Very Low Evidence)  

We suggest that MRI should be performed in adult patients  in the acute period following SCI, before or after surgical intervention,  

to improve prediction of neurologic outcome . (Grade:  Weak Recommendation; Low Evidence)  

Global Spine Journal  
2017, Vol . 7(3S) 203S-211S 



Decompressio , repositio , stabilisatio  

 



Decompressio , repositio , stabilisatio  

 



MũT£T 
u C®l: k§rosodott funkci·k lehetŜs®g szerinti jav²t§sa, 

megmaradt funkci·k megŜrz®se, stabilit§s helyre§ll²t§sa, 

a korai rehabilit§cio lehetŜs®g®nek megteremt®se 

 

u Elemei:  decompressio , repositio , stabilisatio  

 

u IdŜz²t®s : AKUT, ha ny²lt s®r¿l®s, neur . Progressio 

                    Halasztott mŪt®t: har§ntlaesio eset®n az akut 

mŪt®t a betegen nem seg²t (c®l csak a korai mobilisatio  ®s 

rehab . felt®teleinek megteremt®se) 



Global Spine J. 2017 Sep; 7(3 Suppl): 195Sï202S. Published online 2017 Sep 5.  
A Clinical Practice Guideline for the Management of Patients With Acute Spinal Cord 

Injury and Central Cord Syndrome: Recommendations on the Timing (Ò24 Hours 

Versus >24 Hours) of Decompressive Surgery 

  
  

  

  

 

 

 

Population Description: Patients with acute SCI. 

Key Question: Should we recommend early decompressive surgery (Ò24 

hours after injury) for adult patients with acute SCI regardless of neurological 

level of injury at hospital admission? 

Recommendation 2: We suggest that early surgery be offered as an option for 

adult acute SCI patients regardless of level. 

Quality of Evidence: Low 

Strength of Recommendation: Weak 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5684850/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5684850/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5684850/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5684850/


 
J Neurotrauma . 2015 Sep 15;32(18):1385-92. doi : 10.1089/neu.2014.3767. Epub  2015 

Apr  22. 

 

 
 

 

Neurological  Recovery  after  Traumatic  Cervical  Spinal  Cord  Injury  Is 

Superior  if Surgical  Decompression  and Instrumented  Fusion Are  

Performed  within  8 Hours versus 8 to 24 Hours after  Injury : A Single  

Center Experience . 

Jug  M1, Kejĥar N2, Vesel  M1, Al Mawed  S1, Dobravec  M1, Herman S 1, Bajroviļ FF3,4. 

 

https://www.ncbi.nlm.nih.gov/pubmed/25658291
https://www.ncbi.nlm.nih.gov/pubmed/25658291
https://www.ncbi.nlm.nih.gov/pubmed/25658291
https://www.ncbi.nlm.nih.gov/pubmed/25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Jug M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Jug M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Jug M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kej%C5%BEar N[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kej%C5%BEar N[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kej%C5%BEar N[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Vesel M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Vesel M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Vesel M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Al Mawed S[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Al Mawed S[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Al Mawed S[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Al Mawed S[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Al Mawed S[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dobravec M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dobravec M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dobravec M[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Herman S[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bajrovi%C4%87 FF[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bajrovi%C4%87 FF[Author]&cauthor=true&cauthor_uid=25658291
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bajrovi%C4%87 FF[Author]&cauthor=true&cauthor_uid=25658291


Feloszt§s - neurol·giai k§rosod§s 

s¼lyoss§ga szerint 
u Komplett laesio - a s®r¿l®s szintj®tŜl sz§m²tott h§rom szegmentumt·l 

caudalisabban  semmif®le motoros vagy sensoros funkci· nincs      

 

u Inkomplett  laesio  

u Central  cord  syndrome  (motoros deficit FV>AV )  

 

u Brown-Sequard  syndrome  (cord  hemisection . Azonos  oldalon: motoros 
kies®s, propriocepcio  ®s vibratio®rz®s kies®s. Ellenoldal : dissoci§lt ®rz®szavar- 
hŜ f§jdalom k®t segmentummal  lejjebb  

 

u Anterior  cord  syndrome  ( a. spin ant . ter¿lete  paraplegia + dissoci§lt 
®rz®szavar: hŜ ®s f§jdalom kiesett, k®tpont diszkrimin§ci·, iz¿leti helyzet®rz®s 
megtartott) A legrosszabb progn·zis 

 

u Posterior cord  syndrome  (ritka, nyak ®s FV enyh®bb paresise, ®rz®szavara) 



Spinalis shock  

ćltal§ban  k®t teljesen elt®rŜ ®rtelemben haszn§ljuk: 

 

u GerincvelŜs®r¿l®st kºvetŜ hypotensio  (SBP~ 80mmHg) 

u Vegetet²v idegrendszer sympathicus  t·nusveszt®s 

u CsºkkenŜ ®rt·nus 

u Bradycardia   

u CsºkkenŜ izomt·nus                       relat²v hypovolaemia  

u T§rsul· s®r¿l®sek miatti v®rz®s      val·di hypovolaemia  

 

u Minden neurol·giai functio  teljes idŜleges elveszt®se 

 



Spinalis shock  

u A s®r¿l®s pillanat§ban l®trejºhet 

 

u Rossz prognosztikai faktor  

 

u Flaccid  plegia , areflexia , atonia  

 

u Tartama: n®h§ny perc - n®h§ny h®t 

 

u 99 %-ban 24 ·ra alatt lezajlik 

 

u Spinalis reflexek visszat®rte jelzi az §llapot v®g®t (pl. bulbocavernosus  
reflex)  



ASIA/IMOP ®s AIS 

 

u ćllapotfelv®teli adatlap 

u Klinikai ®s tudom§nyos ig®nyŪ feldolgoz§sra alkalmas pontrendszer 

u American Spinal Injury Association: International standards for 

neurological classification of spinal cord injury, revised 2000. 6th ed 

American Spinal Injury Association, Chicago, IL, 2000.  

 

u youtube : https://www.youtube.com/watch?v=hO9hADODTw8  

 









Feloszt§s- morfol·giai 

u FelsŜ nyaki gerincszakasz-  Anderson -DõAlonzo, Effendi , Veres 

u Als· nyaki gerincs®r¿l®sek-  McAfee  , Cooper  

u Th-L gerinc oszt§lyz§sa- Denis-f®le ăh§rmas oszlopó elm®let, 1983 

 

u TLICS  

 

u AO classification   

(Magerl , Harms, Gertzbein , Aebi  ®s Nazarian , 1992) 



DENIS-f®le ăh§rmas oszlopó koncepci· 



DENIS-f®le ăh§rmas oszlopó koncepci· 

I. Compressios          

csak az el¿lsŜ 

oszlop 

 

II. Burst                      

I-II-III oszlop 

 

III. Seat-belt  tipus     

Chance  ®s 

discoligamenter  

s®r¿l®sek 

 

IV. Dislocalt  tºr®sek 

 

 



Stabil -instabil  

¥nmag§ban k®rd®ses a jelent®se, mire vonatkoztatjuk?   

u direkt csontos stabilit§s? 

u neurol·giai stabilit§s? 

u hossz¼t§v¼ (ligamentosus )stabilit§s? 

 

 Mennyire korrell§l a seb®szi beavatkoz§s ig®ny®vel? 

 

 TLICS (Posterior  Ligamentous  Complex  fogalma, seb®szi               
 beavatkoz§s sz¿ks®g®t meghat§roz· score  rendszer)  

 

 





 

 

 

u MAGERL classificatio  rendszerezett §ttekint®se 

 

u a tºr®s morphologia  ®s a therapi§s dºnt®shoz§st ®rintŜ klinikai 

t®nyezŜk figyelembev®tel®vel l®trehozott rendszeren alapul· 

konszenzus 

 

u valid§lt rendszer  



u Upper  Cervical  Classification  System 

 

u Subaxial  Classification  System 

 

u Thoracolumbar  Classification  System 

 

u Sacral  Classification  system 

 



u Upper  Cervical  Classification  System 

 

u Subaxial  Classification  System 

 

u Thoracolumbar  Classification  System 

 

u Sacral  Classification  system 

 

A  compressio  

 

B   distractio  

 

C  rotatio , 

translatio , 

separatio  



u Upper  Cervical  Classification  System 

 

u Subaxial  Classification  System 

 

u Thoracolumbar  Classification  System 

 

u Sacral  Classification  system 

 



! 



M2  Injury with  

significant  potential  

for  intsability  



M1 Injury at  High 

Risk of Non -Union 

with  cons. Tx 

Instabil!  



I.e. Type II Odontoid  fr 

I.e.  Mydsubstance  injury, Displaced  C1 
unilat  lat.mass , Displ >6.9mm of lat masses 



H§ts· atlantoaxialis  transzartikularis  

csavaros rºgz²t®s (Magerl - Sonntag ) 

 

Harms- Goel  CI-CII fusio 

 

El¿lsŜ dens  csavaroz§s 

 

Occipito -cervicalis  desis 

 





65® ffi,  

intox  cum alc ,  

arccal elŜre esett 

AV pleg , FV paresis  

(éBal FV ) 

CT 





ACF CVI -CVII, javul· klinikum , emissiokor j§r·kerettel kºzlekedik, 

hat hetes kontroll seg®deszkºz n®lk¿l, panaszmentes  





Thoracolumbalis  gerincs®r¿l®sek 

MŪt®ti megold§sok 



Thoracolumbalis  gerincs®r¿l®sek 

MŪt®ti megold§sok 



Thoracolumbalis  gerincs®r¿l®sek 

Kombin§lt mŪt®ti megold§sok 



Osteoporosis  

Csonttºmeg ®s csontsŪrŪs®g 

u ®letkor - csonttºmeg ®s §sv§nyianyag (BMD) tartalom csºkken            

(Bone  Mineral  Density )  

u BMD cs¼cs 25-30 kºzºtt 

u Az elsŜ postmenopausalis  decad  sor§n 2-3% hanyatl§s,         

corticalis  csont§llom§ny 10%,  trabecularis  §llom§ny 30% 

u BMD- csont erŜss®ge- tºr®srizik· predictor  

u WHO defin²ci·: BMD T-score  < -2.5 



Osteoporosis  

epidemiologia  ®s probl®m§k 

u Poroticus  csigolyacompressiok  a leggyakoribb insuffientia  tºr®sek 

 

u A betegek kb. 35% -a t¿netei s¼lyoss§ga miatt hospitalisatiora  ker¿l 

 

u Ezek kb. fele §pol§si oszt§lyos elhelyez®st ig®nyel 

 

u 1.5x mortalit§si r§ta 2®vre sz§molva 

 

u Gyakori komorbidit§sok 



OP  Th-L tºr®sek 

anamnesis  ®s fizikalis vizsg§lat 

u ¥sszahasonl²t§s! 

 

u FŜk®nt h§tul jelentkezŜ f§jdalom, melyet az ®rintett csigolya 

proc.spin .  nyom§sa provok§l 

 

u ElŜre is sug§rozhat, fŜk®nt gyºki irritatio  eset®n 

 

u Mechanikai jellegŪ(§ll§s, hajl§s fokozza ) 

 

u Neurol·giai jelek ®s t¿netek ritk§n 



Differential  diagnosis - tumor  

anamnesis é 

u Th. V. feletti tºr®s 

u Atipusos  radiol·giai lelet (blastic -lytic  jelleg, kortikalis ®rintetts®g, 

pediculus  destructio - winking  owl  sign ) 

u L§gyr®sz massa  a laesio  kºr¿l 

u Tºbbszºrºs, nem szomsz®dos csogoly§k 

u Myeloma  multiplex/ plasmocytoma  

 nem felt®tlen¿l jelenik meg 



K®palkot· 

rºntgenvizsg§lat 

u Def :  20%-ot meghalad· (vagy >4mm)  

     magass§gveszt®s 

 

u ćgy®ki szakasz - gyakran bikonk§v  

 

u H§ti szakasz - gyakori ®kcsigolya 



K®palkot· 

MRI 

u Poroticus  comp .  klinikai gyan¼jakor hasznos, 

     de nem definitiv  

 

u Elk¿lºn²t®s     

 

  nem gy·gyult(®s vsz.f§jdalmas),  oedemas  tºr®s  

  

   

 gy·gyult (®s v®lhetŜen f§jdalmatlan) chr . Compressio  

Fat Supressed  Short  Tau Inverion  Recovery  

 

 



K®palkot· 

CT scan  
u Tºr®svonal ®less®ge:  acut  -chr . 

u Stress fractura ? (tºr®svonal) 

u Kiv§l· a seb®szi tervez®shez ®s kontrollhot   

     (cement augment . csavar ins.) 

 



Konzervat²v kezel®s 
ćtfog· ®s agressz²v kezel®s lenne indokolt! 

u Pharmacotherapia - 50% incidenciacsºkken®s ®s m®g jelentŜsebb a 

tºbbszºrºs fracur§k tekintet®ben 

u Activit§s fokoz§sa, f§jdalomcsillap²t·k, fŪzŜk 

u Antiresorptive  therapia  (hormonp·tl§s, calcitonin , raloxifen , 

denosumab , ®s a bisphosphon§tok) 

u Anabolikus therapia  (teriparatide ) 

u Fizikotherapia   



Seb®szi kezel®s 
Indik§ci·k- f§jdalom, deformit§s, neur.deficit  

u A betegek 2/3 -§nak spont§n javulnak a panaszai 

u A napi tev®kenys®get korl§toz· vagy §gyhozkºtºtts®get okoz· 

f§jdalom 

u 4-6 h®t hat§stalan konz. Th, 

u Nyitott gerincmŪt®tet ig®nylŜ, neur. T¿netekkel j§r· compressiok  

viszonylag ritk§k 

 



Seb®szi kezel®s 

seb®szi szempontok 

u C®l: deformitas  megsz¿ntet®se, fragmentek  stabiliz§l§sa 

u A korcsoport kev®ss® ide§lis b§rmif®le seb®szi beavatkoz§sra, ²gy a 

lehetŜ legminimalisabban  invaz²vnak kell lennie, a lehetŜ legkisebb 

potenci§lis kock§zati r§t§val 

u Seb®szi komplik§ci·k ar§ny§t egyes statisztik§k 80%-ra teszik! 

u Instrument§ci·: tºbb pontos rºgz²t®s, nagyobb csavarok, cement 
augment§cio, kamp·k, dr·tok stbé 

 



Seb®szi kezel®s 

Vertebroplasty     vs.      Kyphoplasty  



COCHRANE SYST REV 
Cochrane  database  syst rev,2018 Percutaneous  vertebroplasty  for  osteoporotic  vertebral  

compression  fracutre . 

 

u AUTHORS' CONCLUSIONS: 

u Based upon high - to moderate -quality evidence, our updated review does not 
support a role for vertebroplasty for treating acute or subacute osteoporotic 
vertebral fractures in routine practice . We found no demonstrable clinically 
important benefits compared with placebo (sham procedure) and subgroup 
analyses indicated that the results did not differ according to duration of pain Ò 
6 weeks versus > 6 weeks.Sensitivity  analyses confirmed that open trials 
comparing vertebroplasty with usual care are likely to have overestimated any 
benefit of vertebroplasty. Correcting for these biases would likely drive any 
benefits observed with vertebroplasty towards the null, in keeping with findings 
from the placebo -controlled trials.Numerous  serious adverse events have been 
observed following vertebroplasty. However due to the small number of events, 
we cannot be certain about whether or not vertebroplasty results in a clinically 
important increased risk of new symptomatic vertebral fractures and/or other 
serious adverse events. Patients should be informed about both the high - to 
moderate -quality evidence that shows no important benefit of vertebroplasty 
and its potential for harm.  

 



Osteoporos  Int. 2019 Feb;30(2):287 -298. doi : 10.1007/s00198-018-4804-2. Epub  2019 Jan 12.  

Which  is the  best  treatment  of osteoporotic  vertebral  compression  

fractures : balloon  kyphoplasty , percutaneous  vertebroplasty , or non -

surgical  treatment ? A Bayesian  network  meta -analysis . 

 
Zhu RS1, Kan SL1, Ning  GZ2, Chen LX3, Cao  ZG1, Jiang  ZH1, Zhang  XL4, Hu W5. 

u CONCLUSION: 

 PVP was the most effective  method for improving pain, functional 
status, and quality of life (based on EQ -5D). BK emerged as the best 

intervention for decreasing the risk of subsequent vertebral fractures 

and re -fractures at the treated level. NST could be ranked first in 

reducing adjacent vertebral fractures. The future directions of OVCFs 

treatment will depend on the outcomes of additional and larger 

randomized trials in comparing BK with PVP.  






