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Abstract
Background: High morbidity has been reported with iliac crest bone graft harvesting; however, donor bone is
typically necessary for posterior spinal fusion. Autograft bone combined with allograft may reduce the morbidity
associated with iliac crest bone harvesting and improve the fusion rate. Our aim in this study was to determine the
presence of complications, pseudarthrosis, non-union, and infection using combined in situ local autograft bone
and freeze-dried cancellous allograft bone in patients undergoing posterior spinal fusion for the treatment of
adolescent idiopathic scoliosis.
Methods: A combination of in situ local autograft bone and freeze-dried cancellous allograft blocks were used in
50 consecutive patients with adolescent idiopathic scoliosis treated by posterior fusion and Moss Miami pedicle
screw instrumentation. Results were assessed clinically and radiographically and quality of life and functional
outcome was evaluated by administration of a Chinese version of the SRS-22 survey.
Results: There were 41 female and 9 male patients included for analysis with an average age of 14.7 years (range,
12-17). All patients had a minimum follow-up of 18 months (range, 18 to 40 months). The average preoperative
Cobb angle was 49.8° (range, 40° to 86°). The average number of levels fused was 9.8 (range, 6-15). Patients had a
minimum postoperative follow-up of 18 months. At final follow-up, the average Cobb angle correction was 77.8%
(range, 43.4 to 92.5%). There was no obvious loss in the correction, and the average loss of correction was 1.1°
(range, 0° to 4°). There was no pseudarthrosis and no major complications.
Conclusions: In situ autograft bone combined with allograft bone may be a promising method enhances spinal
fusion in AIS treated with pedicle screw placement. By eliminating the need for iliac crest bone harvesting,
significant morbidity may be avoided.

Background
The iliac crest is considered the best source of autograft
bone for procedures treating bone nonunion, spinal
fusion, and specifically posterior spinal fusion in corrective surgery for adolescent idiopathic scoliosis (AIS).
However, studies have reported numerous complications
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associated with harvesting iliac crest bone including
bleeding, infection, gait disturbance, neurological injury,
fracture, and persistent donor site pain, with an incidence ranging from 24% to 29% [1-3]. The high morbidity of iliac crest bone graft harvesting has limited its
application. Allograft bone has the advantages of adequate supply and variety of type, and reports indicate
that allograft bone is a suitable alternative to autogenous
bone grafting for AIS corrective surgical procedures
[4,5].
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Our aim in this study was to determine the presence of
complications, pseudarthrosis, non-union, and infection
using combined in situ local autograft bone and freezedried cancellous allograft bone in patients undergoing
posterior spinal fusion for the treatment of AIS with segmental pedicle screws and dual rod instrumentation.

Methods
Subjects

In this retrospective study, the records of 50 consecutive
patients with AIS who underwent posterior spinal fusion
and MOSS® MIAMI pedicle screw instrumentation
(DePuy Spine, Raynham, MA, US) at our hospital from
November 2004 to June 2006 were reviewed. Criteria for
surgical correction of AIS included: 1) Conservative
treatment ineffective at controlling symptoms, 2) Patient
not satisfied with appearance, 3) Cobb angle >40°, 4)
Risser score ≥3°, and 5) No history of spinal surgery.
This retrospective review of medical records was
approved by the Institutional Review Board of our
hospital.
Surgical techniques

All operations were performed by the same surgeon
(ML). Anterior discectomy and release was performed in
patients with rigid major curves >75° with a correction
<50% in bending radiograms. A standard posterior midline surgical incision was made and the spine exposed
using a combination of blunt subperiosteal dissection
and electrocautery. After removal of all soft tissue, autograft bone was obtained from the spinous processes,
laminae, and transverse processes of all vertebrae which
did not support instrumentation. Pedicle screws were
inserted with the free hand pedicle screw placement
technique as described by Kim et al. [6]. Once the
screws were in place, intraosseous placement was confirmed via a C-arm image intensifier.
With concave rod insertion, curve correction was
achieved with rod rotation, in situ translational correction, compression and/or distraction, and direct apical
vertebral body derotation, which were used to provide
3-dimensional correction of the deformity. The lamina
corticalis of all laminae and articular processes in the
fusion range were raised by osteotomy.

Allograft bone was purchased from Beijing Xinkangcheng Medicine Development Center (Beijing, P.R.
China). Just prior to beginning the procedure of bone
planting, allograft bones were soaked with 0.9% physiological saline for several minutes. Local autograft bone
was cut into match-like sticks, combined with allograft
bone, and carefully packed onto the prepared surfaces.
The purpose of the allograft bone was to be a scaffold
for bone growth. The amount of allograft was determined by the length of the fusion segment such that the
allograft combined with autograft completely covered
the bone bed. A drainage tube was placed and the
wound sutured in layers. Patients were encouraged to
stand up and walk by the fourth or fifth postoperative
day. No external brace was used after surgery.
Assessment of outcome

Erect anteroposterior and lateral radiographs of the
whole spinal column were taken preoperatively, at 3, 6,
and 12 months postoperatively, and at every 6-12
month follow-up visit thereafter. Possible pseudarthrosis
was determined by 1) persistent midline moderate-tosevere back pain, 2) a defect in the fusion mass or an
unfused facet visible on radiograph, and 3) curve progression >10° from the initial erect postoperative radiograph [7]. Quality of life and functional outcome was
evaluated by administration of a Chinese version of the
SRS-22 survey [8] at the last follow-up visit.

Results
There were 41 female and 9 male patients with an average age of 14.7 years (range, 12-17) included in the analysis. The numbers of patients with Lenke type 1, 2, 3,
5, and 6 curves were 20, 3, 9, 14, and 4, respectively.
The average preoperative Cobb angle was 49.8° (range,
40° to 86°). The average number of levels fused was 9.8
(range, 6-15). The average Cobb angle correction was
77.8% (range, 43.4% to 92.5%). The results of postoperative and follow-up Cobb angle are presented in Table 1.
All patients had a minimum follow-up of 18 months
(range, 18 to 40 months). At the last follow-up, fusion
was found to be complete in all patients, and no cracks
were noted. No Cobb angle change >10° between an
immediate postoperative radiograph and the last follow-

Table 1 Pre- and postoperative radiographic measurements of the 50 patients
Proximal Curvea n = 37

Distal Curveb n = 31

Fusion levels N = 50

Postoperative correction rate (%)

71.7 ± 15.7

78.9 ± 11.5

N/A

Cobb angle at last follow-up (°)

15.1 ± 10.8

11.5 ± 7.8

N/A

Correction rate at last follow-up (%)

70.0 ± 16.4

77.0 ± 12.2

N/A

Data presented as mean ± standard deviation (SD).
N/A, not available.
a
Including thoracic curve and proximal thoracic curve.
b
Including distal thoracic, thoracic/lumbar, and lumbar curve.
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up erect radiograph was found. There was no obvious
loss in the correction, and the average loss of correction
was 1.1° (range, 0° to 4°). No pull-out of pedicle screws
or broken rods was discovered during the follow-up
period. No revision surgeries were required and no
pseudarthrosis was found during the follow-up period.
No neurologic, cardiac, pulmonary, or infectious complications occurred. There were no cases of infection or
other adverse consequences due to excessive exudate.
Radiographs of a representative case are presented in
the Figure 1. The results of the SRS-22 scores at the last
follow-up are presented in Table 2. No patients had
complaints of back pain and all returned to normal
school study a month after surgery, and had more confidence in daily life.

Discussion
Iliac crest bone graft (ICBG) is effective in the augmentation of bone healing in spinal fusion procedures; however, a high complication rate harvesting iliac crest bone
and small available quantities restrict the use of ICBG.
In situ local autograft bone harvesting avoids the morbidity of ICBG, and also has been shown to have
osteoinductive activity. Violas et al. [9] reported the
results of 25 AIS cases treated by Cotrel-Dubousset
instrumentation using only local autograft bone. With a
mean follow-up of 6 years, all patients did well and no
loss of correction or pseudarthrosis was noted. Blanco
et al. [4] reported the results of 25 AIS patients who
underwent posterior spine fusion with freeze-dried allograft bone and Cotrel-Dubousset instrumentation. With
the minimum follow up of 3 years, no loss of correction
or pseudarthrosis was identified. Studies have also
shown allograft bone to be as effective as autograft bone
in posterior spinal fusion [5,10]. In our study, we found
the combination of autograft and allograft bone provided good results in the treatment of AIS, i.e., no failure of fusion were seen on radiographs, percent
correction was well maintained, and no patients complained of back pain.
Allograft bone is available in a number of shapes,
sizes, and types, including fresh, fresh-frozen, or freezedried cancellous or cortical bone [11]. In situ local autograft bone with allograft not only maintains the advantages of autograft, but also increases the supply of graft
bone. Other potential benefits include decreased operative time, blood loss, and donor site morbidity as well as
cosmetic advantages.
While the availability of allograft bone compensates
for the lack of autologous bone, there is concern regarding the risk of bacterial contamination and viral transmission. Asselmeier et al. [12] reviewed more than
1,000,000 freeze-dried allograft transplantations performed since 1951 and found no documented cases of

Figure 1 Patient is a 13-year-old girl with Lenke 1AN
adolescent idiopathic scoliosis. A, B: Preoperatively, a right
thoracic curve of 60° from T4 to T11 is noted. C, D: Two weeks
postoperatively, the thoracic curve is corrected to 21° and thoracic
kyphosis is well maintained. E, F: At 2 years postoperatively, there is
no correction loss in the frontal and lateral planes, all treated levels
are well-fused, and no cracks are noted.
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Table 2 SRS-22 scores at last follow-up
Domain

Average Score

Range

Pain

4.32

3.8-5

Mental health

4.37

3.8-5

Function/activity

4.56

4.0-5

Self-image/appearance

4.48

3.8-5

Satisfaction of management

3.80

2.5-5

HIV or other viral transmission. Studies have indicated
the risk of disease transmission is greater with fresh and
fresh-frozen allograft bone than with freeze-dried bone
[11,13]. It is because of this data that we choose to use
freeze-dried bone in our patients. Though the follow-up
period is relatively short, we have not found any evidence of infection caused by the allograft bone in our
patients.
In 1995, Suk et al. [14] first reported the use of all
pedicle screws in the treatment of AIS. They found significantly better coronal, sagittal, and hypokyphosis correction for all-screw constructs versus all-hook
instrumentation. Similar results were reported by other
authors [15]. Lowenstein et al. [16] also compared the
result between all-screw and hybrid thoracic hook lumbar screw constructs in treatment of 34 patients with
AIS. A trend was observed toward better correction of
the main thoracic curve in the all-screw group and the
all-screw group demonstrated a significant decrease in
kyphosis. Compared to hooks, pedicle screws offer 3column purchase and a longer moment arm. Instrumentation of each vertebral level with pedicle screws on the
correcting side allows a more rigid fixation and reduces
the stress on any one particular screw during manipulation. This method also allows control of each instrumented segment, including the apex of the curve, which
allows selective intersegmental compression, distraction,
translation, and rotation [17].
While segmental pedicle screw fixation can achieve
good stability, failure can occur if adequate inner fixation does not occur. The application of allograft bone
can contribute to good integration and fusion of the
fixed segments; however, few studies have examined the
use of allograft bone in posterior spinal fusion when
pedicle screws are used. Betz et al. [18] compared the
results of allograft versus no bone graft with a posterior
hook system for the treatment of idiopathic scoliosis in
patients with an average age of 14.5 years and an average preoperative curve of 52.6°. At 2-year follow-up,
there was no difference between the groups with regards
to pseudoarthosis rate and loss of correction. The overall average correction was 63% and overall pseudoarthosis rate was 1.3%, results comparable to that of the
current study.

Lower pseudarthrosis rates have been reported since
the development of segmental fixation [9]. Lenke et al.
[19] reported on 76 AIS patients who underwent posterior spine fusion with Cotrel-Dubousset instrumentation.
With an average of 6 years follow-up, no pseudarthrosis
was identified. Because a stronger correction force is
provided by more rigid fixation, this technique provides
better fusion. In contrast to hooks, pedicle screws offer
more rigid correction. In short, screws provide a more
stable environment, which is good for fusion.
Of note, is that none of the patients had significant
complaints of back pain. Adult patients with scoliosis
often complain of back pain during follow-up. We
believe this may be because adolescents are more concerned with the correction of their body shape and
appearance and are thus more tolerant of pain.
There are limitations to the study that must be considered. First, the average follow-up of 18 months is
relatively short and the number of patients is small.
Thought the results are very encouraging, follow-up of
3-5 years with a larger cohort is required to adequately
evaluate outcome. Second, most of the patients did not
have severe scoliosis, i.e., the average Cobb angle was
49.8°. The results may not be reproducible with more
severe disease. Also, all procedures were performed by
the same surgeon. Though variation in outcome was
minimized by this, different surgeons might have varied
outcomes.

Conclusions
In summary, this retrospective case-series indicates that
in situ autograft bone combined with allograft bone may
be a promising method to enhance spinal fusion in AIS
treated with pedicle screw placement. By eliminating the
need for iliac crest bone harvesting, significant morbidity
may be avoided. Further prospective, randomized, case
controlled studies using systematic inclusion criteria and
follow-up are needed to determine the usefulness of the
procedure.
Acknowledgements
No benefits in any form have been received or will be received from a
commercial party related directly or indirectly to the subject of this article.
Author details
1
Department of Orthopedics, Changhai Hospital, Second Military Medical
University, No. 168 Shanghai Road, Shanghai, PRC. 200433. 2Department of
Orthopedics, Yijishan Hospital, Wannan Medical College, No. 92 Zheshan
West Road, Wuhu, Anhui province, PRC. 241001.
Authors’ contributions
All authors read and approved the final manuscript. ML designed the study.
XMY carried out all statistical analysis and drafted the manuscript. JJW and
XTF did the work of data collection. JQN and DJW took charge of follow-up
data management. SXG made the English grammar correction in manuscript
editing.

Yang et al. BMC Musculoskeletal Disorders 2010, 11:159
http://www.biomedcentral.com/1471-2474/11/159

Competing interests
The authors declare that they have no competing interests.
Received: 11 September 2009 Accepted: 14 July 2010
Published: 14 July 2010
References
1. Kager AN, Marks M, Bastrom T, Newton PO: Morbidity of iliac crest bone
graft harvesting in adolescent deformity surgery. J Pediatr Orthop 2006,
26:132-134.
2. Skaggs DL, Samuelson MA, Hale JM, Kay RM, Tolo VT: Complications of
posterior iliac crest bone grafting in spine surgery in children. Spine
2000, 25:2400-2402.
3. Silber JS, Anderson DG, Daffner SD, Brislin BT, Leland JM, Hilibrand AS,
Vaccaro AR, Albert TJ: Donor site morbidity after anterior iliac crest bone
harvest for single-level anterior cervical discectomy and fusion. Spine
2003, 28:134-139.
4. Blanco JS, Sears CJ: Allograft bone use during instrumentation and fusion
in the treatment of adolescent idiopathic scoliosis. Spine 1997,
22:1338-1342.
5. Knapp DR Jr, Jones ET, Blanco JS, Flynn JC, Price CT: Allograft bone in
spinal fusion for adolescent idiopathic scoliosis. J Spinal Disord Tech 2005,
18:S73-S76.
6. Kim YJ, Lenke LG, Cho SK, Bridwell KH, Sides B, Blanke K: Free hand pedicle
screw placement in the thoracic spine: Is it safe? Spine 2004, 29:333-342.
7. Betz RR, Petrizzo AM, Kerner PJ, Falatyn SP, Clements DH, Huss GK: Allograft
versus no graft with a posterior multisegmented hook system for the
treatment of idiopathic scoliosis. Spine 2006, 3:121-127.
8. Cheung KM, Senkoylu A, Alanay A, Genc Y, Lau S, Luk KD: Reliability and
concurrent validity of the adapted Chinese version of Scoliosis Research
Society-22 (SRS-22) questionnaire. Spine (Phila Pa 1976) 2007,
32:1141-1145.
9. Violas P, Chapuis M, Bracq H: Local autograft bone in the surgical
management of adolescent idiopathic scoliosis. Spine 2004, 29:189-192.
10. Grogan DP, Kalen V, Ross TI, Guidera KJ, Pugh LI: Use of allograft bone for
posterior spinal fusion in idiopathic scoliosis. Clin Orthop 1999,
369:273-278.
11. Stevenson S: Biology of bone grafts. Orthop Clin North Am 1999,
30:543-552.
12. Asselmerier MA, Caspari RB, Bottenfield S: A review of allograft processing
of the human immuno-deficiency virus. Am J Sports Med 1993,
21:170-175.
13. Boyce T, Edwards J, Scarborough N: Allograft bone: the influence of
processing on safety and performance. Ortho Clin North Am 1999,
30:571-581.
14. Suk SI, Lee CK, Kim WJ, Chung YJ, Park YB: Segmental pedicle screw
fixation in the treatment of thoracic idiopathic scoliosis. Spine 1995,
20:1399-1405.
15. Kim YJ, Lenke LG, Cho SK, Bridwell KH, Sides B, Blanke K: Comparative
analysis of pedicle screw versus hook instrumentation in posterior spinal
fusion of adolescent idiopathic scoliosis. Spine 2004, 29:2040-2048.
16. Lowenstein JE, Matsumoto H, Vitale MG, Weidenbaum M, Gomez JA,
Lee FY, Hyman JE, Roye DP Jr: Coronal and sagittal plane correction in
adolescent idiopathic scoliosis: a comparison between all pedicle screw
versus hybrid thoracic hook lumbar screw constructs. Spine 2007,
32:448-452.
17. Dobbs MB, Lenke LG, Kim YJ, Kamath G, Peelle MW, Bridwell KH: Selective
posterior thoracic fusions for adolescent idiopathic scoliosis. Spine 2006,
31:2400-2404.
18. Betz RR, Petrizzo AM, Kerner PJ, Falatyn SP, Clements DH, Huss GK: Allograft
versus no graft with a posterior multisegmented hook system for the
treatment of idiopathic scoliosis. Spine (Phila Pa 1976) 2006, 31:121-127.
19. Lenke LG, Bridwell KH, Blanke K, Baldus C, Weston J: Radiographic results
of arthrodesis with Cotrel-Dubousset instrumentation for the treatment
of adolescent idiopathic scoliosis: a five to ten year follow-up study. J
Bone Joint Surg Am 1998, 80:807-814.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2474/11/159/prepub

Page 5 of 5

doi:10.1186/1471-2474-11-159
Cite this article as: Yang et al.: Clinical and radiographic outcomes of
the treatment of adolescent idiopathic scoliosis with segmental pedicle
screws and combined local autograft and allograft bone for spinal
fusion: a retrospective case series. BMC Musculoskeletal Disorders 2010
11:159.

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

