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Abstract

Background: Spinal metastases are the most common type of metastatic bone tumors. Various therapeutic approaches have been
used to treat spinal metastases, but traditional treatments are often limited and ineffective. Minimally invasive interventional tech-
nology has been successfully performed in the clinical setting.
Objectives: This study is designed to evaluate the curative effect of spinal metastases treated by percutaneous vertebroplasty (PVP)
and transcatheter arterial infusion/chemoembolization (TAI/TACE).
Patients andMethods: A prospective study was performed for 18 consecutive patients with spinal metastases justified by imaging
findings and pathology, including 12 men and 6 women, with the mean age of 64.56 ± 11.07 years (range, 50 - 90 years). All patients
first underwent PVP and then TAI/TACE. The degree of pain relief was assessed with visual analogue scale (VAS) and WHO standard.
The rating of the activity of daily life (ADL) was utilized to evaluate the quality of life. The activities of daily life (ADL) were evaluated
with modified Barthel index system. The size of tumor and further bone invasion were evaluated three months after surgery.
Results: We achieved a 100% success rate of all interventional operations. The effective rates of pain relief were respectively 94%,
94%, 89%, and 78% for one-day post-op, one-week post-op, one-month post-op, and three-months post-op. VAS for back pain was 7.7±
0.8, 5.3 ± 0.6, 3.4 ± 0.8, 2.0 ± 0.6, and 1.5 ± 0.6 for pre-operative, one-day post-op, one-week post-op, one-month post-op, and three-
months post-op, respectively. The improvement of VAS was respectively 2.3 ± 0.6, 4.3 ± 0.9, 1.4 ± 0.8, and 1.8 ± 0.7. Preoperative
and postoperative 3 months Barthel index was 45.3 ± 12.5 and 85.6 ± 14.2, respectively. There were significant difference in pain
relief and the ability of daily life between pre-operation and post-operation time points (P < 0.05). There were no severe clinical or
radiographic complications after interventions.
Conclusion: PVP combined with TAI/TACE is a safe and effective technique for treatment of spinal metastases. PVP is effective for
pain relief but has a limited antitumor effect, while TACE kills tumors more thoroughly compared to PVP. The combination of two
therapies can make up for the shortcomings of each other and obtain definite effect, which markedly improves the patients’ living
quality.
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1. Background

In recent years, with the improvement of survival in
most kinds of cancer, the incidence rate of bone metastases
also increases gradually. Bone is one of the most frequent
metastatic lesions of many tumors. The spine is the most
common location of skeletal metastases (1). Spinal metas-
tases may cause serious adverse complications featured by
intractable pain, disability, dramatic reduction in the qual-
ity of life, and pathological fractures (2). However, there are
still a large number of patients suffering from refractory
pain resulting from spinal metastases.

It is complex and challenging to treat spinal metas-
tases. Conventional therapy includes radiotherapy or
surgery, but both of them have inevitable disadvantages.
In recent years, with the development of scientific technol-
ogy, the interventional treatment of spinal metastases has

been applied extensively.

2. Objectives

The objective of this study was to access the efficacy
of combination of vertebroplasty and transcatheter arte-
rial infusion/ chemotherapy (TAI/TACE) as a means to treat
spinal metastases.

3. Patients andMethods

3.1. Patient Selection

Between July 2011 and July 2012, a prospective analy-
sis was performed on 18 consecutive patients with verte-
bral compression fractures because of metastatic tumors.
There were 12 men and 6 women, whose median age was
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64.56± 11.07 years (range, 50 - 90 years). These patients first
underwent percutaneous vertebroplasty (PVP) at 39 differ-
ent levels in our hospital, then transcatheter arterial in-
fusion/chemoembolization was performed one week later.
All the patients were diagnosed by biopsy results and un-
derwent contrast-enhanced MRI (CE-MRI) before the proce-
dure to determine the extent of spinal metastases and the
infringement of the spinal cord (Figure 1A and 1B). Primary
lesions are summarized in Table 1. The common origins of
the primary tumor were the lung and the liver in 33% of
cases each, followed by the kidney and prostate in 11%, re-
spectively. Twenty lesions were in the thoracic region, and
19 lesions were in the lumbar region. Fractures occurred
between T1 and L5. Fracture distribution is shown in Fig-
ure 2. The most commonly involved levels are between T11
and L1.

Table 1. Distribution of Primary Anatomical Origin of Tumors

No. of Patients (%)

Lung 6 (33.3)

Liver 6 (33.3)

Breast 1 (5.6)

Renal 2 (11.1)

Prostate 2 (11.1)

Gastrointestinal 1 (5.6)

3.2. Operative Technique

Percutaneous vertebroplasty (PVP) was performed un-
der fluoroscopic guidance (Angiostar; Siemens, Erlan-
gen, Germany), which allowed lateral and anteroposterior
views. The patients were placed in the prone position. All
procedures were performed under local anesthesia with
2% lidocaine. A 13-gauge needle (Cook, American) was used
generally with a transpedicular route for the thoracic and
lumbar levels. Bone cement (Smith & Nephew, Inc., Or-
thopaedic Division, USA was mixed with barium sulfate
for radiopaque and then injected under real-time fluoro-
scopic guidance until it reached the posterior vertebral
wall. If a leakage was detected, the injection was stopped.
After the procedure, standard lateral and anteroposterior
radiographs and CT images were obtained to evaluate the
distribution of bone cement and to detect eventual cement
leaks. Patients were allowed to stay in bed for 6 hours after
the procedure.

TAI/TACE: Three days after PVP, TAI/TACE was performed
through a femoral artery approach using a 5-Fr sheath after
administration of local anesthesia with 2% lidocaine. The
tumor-feeding arteries were defined by digital subtraction

angiography. Then, a coaxial microcatheter was selectively
inserted through the 5-Fr catheter into the tumor-feeding
artery. Super-selective angiography of the target tumor ar-
teries was then performed. Before chemoembolization of
vertebral metastases, anterior and posterior spinal arter-
ies, especially the Adamkiewicz artery were identified to
avoid spinal cord injury during TAI/TACE for the thoracic
and upper lumbar spine levels. Therapeutic agents were
cisplatin (60 mg) and pharmorubicin (50 mg) for selec-
tive chemotherapy, which were dissolved in 40 mL saline
and slowly infused into the target-feeding artery at a rate
of 4 mL/min. If the tumor staining was very significant, it
was then finally permanently embolized with polyvinyl al-
cohol (PVA) particles of proper sizes. Dexamethasone and
mannitol were applied for three days to relieve edema.

3.3. Assessment of Treatment

Visual analogue scale (VAS) was used to access the
change of the pain before PVP, of which scores range from
1 (no pain) to 10 (excruciating pain). The follow-up data
were collected at pre-operation, one-day post-operation, 1
week, 1 month and 3 months after operation. Pain relief
was assessed with WHO standard, which is classified into
no relief, mild relief, partial relief (PR), and complete re-
lief (CR). Of which, partial relief and complete relief are
considered to be effective, so the effective rates of pain re-
lief are defined as the percentage of the number of partial
and complete pain relief accounting for the total patients
(PR+CR/the total). The improvement of VAS, which is also
called VAS difference, is calculated by only subtracting the
VAS after PVP from the VAS before PVP.

The ratings of the activity of daily life (ADL) was utilized
to evaluate the quality of life. ADL are the fundamental ac-
tivities a person needs to live independently. They include
bathing, eating, moving bed or chair, personal care, dress-
ing, toileting, bladder management, bowel management,
moving up/down stairs, and walking horizontally for 50 m.
The Barthel index (BI) is used to assess actual performance
of activities of daily living (ADL).

CT scan was supposed to be taken at 3 months aiming
to observe the possibility of recurrence.

3.4. Statistical Analysis

All statistical analyses were performed using SPSS 13.0
(SPSS Inc., Chicago, IL). Data were recorded as average± SD.
The normality of data was assessed by ANOVA homogeneity
test. The repeated measure ANOVA was used for quantita-
tive data. Multiple comparisons between the groups were
performed using least significant difference (LSD) method.
P < 0.05 was considered statistically significant.
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Figure 1. A and B, T1 and contrast-enhanced T1 weighted sagittal MR images show bone metastases on T7 and T12 vertebrae; C and D, Intraoperative images show percutaneous
vertebroplasty for T7 and T12 vertebrae; E and F, Intraoperative images show transarterial chemoembolization (TACE) for T7 and T12 metastases.

4. Results

We achieved a 100% success rate of all the interven-
tional operations (Figure 1C- F). There were no severe clin-
ical or radiographic complications after interventions.
There were no further bone invasion and soft tissue mass
increasing three months after operation. Although the
time interval of three months is short, it still can control
the growth of tumor by obstructing the blood supply of
the tumor and further bone invasion.

4.1. VAS Change and Pain Relief

The preoperative VAS was 7.7 ± 0.8, and it was reduced
to 5.3 ± 0.6 at postoperative first day, 3.4±0.8 at post-op
first week, 2.0 ± 0.6 at post-op first month, and 1.5 ± 0.6
at post-op third month. The improvement of VAS is respec-
tively 2.3 ± 0.6, 4.3 ± 0.6, 5.4 ± 0.7, and 6.0 ± 0.8 (Figure

3). The difference in the VAS was statistically significant be-
tween pre-op and 1 day post-op (P = 0.002), the difference
in the VAS was statistically significant between pre-op and
1 week post-op (P = 0.014). The difference in the VAS was
statistically significant between 1 day post-op and 1 week
post-op (P = 0.025), which suggests that pain has further
improved. The difference in the VAS was statistically sig-
nificant between 1 month post-op and 1 week post-op (P =
0.001), which suggests that pain improved after PVP com-
bined with TAI/TACE. The difference in the VAS was statis-
tically significant between 3 months post-op and 1w post-
op (P = 0.003), which suggests pain relief persisted within
3 months. The difference in the VAS become statistically
significant between 1m post-op and 3m post-op (P = 0.018),
which suggests that pain further improved after PVP com-
bined with TAI/TACE. All patients exhibited excellent im-
provement of pain as time went on, but the speed of de-
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Figure 2. Fracture distribution of the spine

scending is slightly slow from one month to three months
(Figure 3). The effective rates of pain relief 1 day, 1 week, 1
month and 3 months post-operation were 94% (17/18), 94%
(17/18), 89% (16/18), and 78%(14/18), respectively.
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Figure 3. Graph shows the pain course during the follow-up period

4.2. ADL Change the activities of daily life

The activities of daily life (ADL) were evaluated with
modified Barthel index system. Preoperative and postoper-
ative 3 months Barthel index was 45.3± 12.5 and 85.6± 14.2,
respectively. There was significant difference in the ability
of daily life (P < 0.05).

5. Discussion

Other than the lung and the liver, the skeletal system,
especially the spine, is the third most frequently involved

organ by metastases (3). With a worldwide increase of ma-
lignant tumor incidence and to a longer survival time of
patients with cancer, a rise in the incidence of bone metas-
tases is observed (4-7). The location of predilection is the
thoracic vertebrae (60% to 80%), followed by the lumbar
vertebrae (15% to 30%), and finally the cervical vertebrae
(less than 10%) (8). Spinal metastases are most often ob-
served in patients with cancer of the breast, lung, liver, and
prostate (8, 9).

The clinical features of spinal metastases range from
asymptomatic lesions to radicular pain, pathologic frac-
tures, disability, and sensory deficits caused by radicu-
lar, spinal cord damage (10). Various therapies have been
used for treatment of spinal metastases, including bed
rest, pain killers, radiation therapy, chemotherapy, and/or
surgery (11-13). However, conservative measures, such as
bracing and pain medications always have limited pain
control (14). Pain relief from radiation therapy is not al-
ways complete and often delayed. Due to the limited life ex-
pectancy and the generally poor condition, surgery is not
a better option in these patients. There are many reports
about interventional treatment of spinal metastases in the
literature. Vertebroplasty or TACE are common means of
treatment. PVP has been widely used as a minimal inva-
sive treatment of metastases and has achieved satisfactory
therapeutic effects (15, 16). Currently, pain relief is the
mainly evaluation of the treatment efficacy of vertebro-
plasty on spinal metastases, which mostly result from tu-
mor necrosis, increased spine consolidation and destruc-
tion of sensory nerve endings. Polymethyl methacrylate
(PMMA) not only has antitumor effects but also acts as
an analgesic. Space-occupying effects from bone cement
block tumor cell growth. Heat and cytotoxic effects during
PMMA polymerization are the main factors that destroy
tumor feeding arteries and small nerve fibers and lead to
tumor necrosis (17). In our study, the mean VAS was re-
spectively 7.7 ± 0.8, 5.3 ± 0.6, 3.4 ± 0.8, 2.0 ± 0.6, and
1.5 ± 0.6 at pre-operative, 1-day, 1-week, 1-month, 3-months
post-operative time points, which showed a considerable
improvement in pain between the pre- and post-operative
time points (Figure 3). Our results are in accordance with
those previously published in the literature as regards to
the analgesic efficacy of PVP for this indication (18). The
analgesic effect also persisted after PVP throughout the 3-
month follow-up period. Cortet et al. reported that PVP
achieves an immediate and long time analgesic effect per-
sisting for at least 6 months (19). However, PVP also has a
limited antitumor effect due to limited and incomplete an-
titumor effect.

Feldman et al. first reported the use of selective arte-
rial embolization for treating bone tumors in 1975 (20). Ar-
terial embolization was initially performed preoperatively
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to reduce bleeding surgery. It has been then used as a treat-
ment for various kinds of tumors, which are invalid to con-
ventional treatments. By increasing the local concentra-
tion of chemotherapeutic agents, prolonging the action
time, and reduction of tumor blood supply, the growth of
the tumor was inhibited. By shrinking the size of the tu-
mor, which resulted in nerve root or spinal cord compres-
sion, pain relief is achieved (21). Some authors have demon-
strated that chemoembolization alone may significantly
alleviate pain resulting from bone metastases (21-25). The
pain relief begins several hours or days after embolization.
Pain relief may result from decreased pressure on the pe-
riosteum and tumor shrinkage (21).

Although vertebroplasty or transarterial chemoem-
bolization alone caused pain relief and antitumor effects,
each treatment has different emphasis and mechanism.
For pain relief, PVP depends on PMMA to increase spine
stability and heat effect to destruct sensory nerve ending.
As for transarterial embolization, pain relief may result
from tumor shrinkage and decreased pressure on the pe-
riosteum. If soft tissue mass is not evident, the effect may
not be significant. For antitumor effects, in terms of PVP,
space-occupying cement blocks tumor cell growth, as well
as cytotoxic and chemical effects of PMMA polymerization.
But it has a limited antitumor effect, the distribution of
PMMA is not uniform, where PMMA does not disseminate,
the remaining tumors will not be killed. While transarte-
rial chemoembolization can obstruct blood supply of the
tumor to make tumor ischemia and necrosis, and directly
transport chemotherapy drugs to inside the tumors to kill
tumor cells. In this way, transarterial chemoembolization
kills tumors more thoroughly compared to PVP. For pa-
tients with bone metastases, pain relief and improvement
of the quality of life is considerably not easy in such limited
life span. People always die of all kinds of complications,
so we seek to use the combination of PVP and TAI/TACE to
make people have a high quality of life in the limited life
span. To our knowledge, there are no reports about PVP
combined with transarterial chemoembolization in En-
glish literature so far. In China, there are few reports about
the combination of two therapies. He et al. think that TACE
plus PVP is an effective and safe procedure in the treatment
of severe painful vertebral and paravertebral metastatic tu-
mors (26). In this study, the improvement of VAS is respec-
tively 1.4 ± 0.8, 1.8 ± 0.7 at post-operative 1 month, and 3
months. The difference in the VAS was statistically signif-
icant between 1m post-op and 1w post-op, which suggests
that pain improved after PVP combined with TAI/TACE. The
difference in the VAS was statistically significant between 3
m post-op and 1w post-op, which suggests pain relief per-
sisted within 3 months. The difference in the VAS was sta-
tistically significant between 1m post-op and 3 m post-op,

which suggests that pain further improved after PVP com-
bined with TAI/TACE. The results demonstrated that the
combination of PVP and TACE has a definite analgesic ef-
fect in treating spinal metastasis. At the same time, pre-
operative and postoperative 3 months Barthel index was
45.3± 12.5 and 85.6± 14.2, respectively, indicating that the
ability of daily life for patients improved to a great extent.
There were no further bone invasion and soft tissue mass
increasing on 3months post-operative CT scan, which sug-
gests that the tumor had no recurrence.

Our study had some limitations. First of all, the small
sample size made the data inconvincible. Second, the rapid
progression of disease and the relatively short time follow-
up could mask both benefits and risks of this treatment. In
fact, intraarterial chemotherapy could have little effect in
the quality of life and pain relief in short term. Third, the
limitation relates to the limited number of CT scan and MR
images, available to us. Ideally, it would be better to have
both types of images available for every patient to better
judge the degree of bone destruction. In addition, we did
not have a control group for example PVP only or TAI/TACE
only to compare the results. A control group with a larger
sample size may be more meaningful. However, our study
can serve as a scaffold for the design of future researches.

In conclusion, PVP combined with TAI/TACE is a safe
and effective technique for treatment of spinal metastases.
PVP is effective for pain relief but has a limited antitumor
effect, while TACE kills tumors more thoroughly compared
to PVP. The combination of two therapies can make up for
the shortcomings of each other and obtain definite effect,
which markedly improves the living quality of patients.

Acknowledgments

Li-Na Shi developed the original idea and the protocol,
abstracted and analyzed data, and is guarantor. Qing-Hua
Tian wrote the manuscript. Chun-Gen Wu, Jue-Wang, Jian-
Bo Wang and Ying-Sheng Cheng contributed to the devel-
opment of the protocol.

Footnotes

Financial Disclosure: We have no financial interests re-
lated to the material in the manuscript.

Funding/Support: This study was sponsored by grant
17YF1414600 from Shanghai Sailing program, grant 1455
from the Shanghai Jiao Tong University Affiliated Sixth Peo-
ple’s Hospital and 2016014 from the Shanghai Jiao Tong
University Affiliated Sixth People’s Hospital East Campus,
China.

Iran J Radiol. 2017; 14(3):e13786. 5

http://iranjradiol.com


Tian QH et al.

References

1. Heary RF, Bono CM. Metastatic spinal tumors. Neurosurg Focus.
2001;11(6):e1. doi: 10.3171/foc.2001.11.6.2. [PubMed: 16463992].

2. Smith HS. Painful osseous metastases. Pain Physician. 2011;14(4):E373–
403. [PubMed: 21785487].

3. Bartels RH, van der Linden YM, van der Graaf WT. Spinal extradu-
ral metastasis: review of current treatment options. CA Cancer J Clin.
2008;58(4):245–59. doi: 10.3322/CA.2007.0016. [PubMed: 18354080].

4. Witham TF, Khavkin YA, Gallia GL, Wolinsky JP, Gokaslan ZL. Surgery
insight: current management of epidural spinal cord compression
from metastatic spine disease. Nat Clin Pract Neurol. 2006;2(2):87–94.
doi: 10.1038/ncpneuro0116. [PubMed: 16932530] quiz 116.

5. Manabe J, Kawaguchi N, Matsumoto S, Tanizawa T. Surgical treat-
ment of bone metastasis: indications and outcomes. Int J Clin
Oncol. 2005;10(2):103–11. doi: 10.1007/s10147-005-0478-9. [PubMed:
15864695].

6. Jemal A, Siegel R, Ward E, Murray T, Xu J, Thun MJ. Cancer statistics,
2007. CA Cancer J Clin. 2007;57(1):43–66. [PubMed: 17237035].

7. Loblaw DA, Perry J, Chambers A, Laperriere NJ. Systematic review of
the diagnosis and management of malignant extradural spinal cord
compression: the Cancer Care Ontario Practice Guidelines Initiative’s
Neuro-Oncology Disease Site Group. J Clin Oncol. 2005;23(9):2028–37.
doi: 10.1200/JCO.2005.00.067. [PubMed: 15774794].

8. Agarawal JP, Swangsilpa T, van der Linden Y, Rades D, Jeremic B,
Hoskin PJ. The role of external beam radiotherapy in the manage-
ment of bone metastases. Clin Oncol (R Coll Radiol). 2006;18(10):747–
60. [PubMed: 17168210].

9. Coleman RE. Clinical features of metastatic bone disease and risk of
skeletal morbidity. Clin Cancer Res. 2006;12(20 Pt 2):6243s–9s. doi:
10.1158/1078-0432.CCR-06-0931. [PubMed: 17062708].

10. Laredo JD, el Quessar A, Bossard P, Vuillemin-Bodaghi V. Vertebral
tumors and pseudotumors. Radiol Clin North Am. 2001;39(1):137–63.
[PubMed: 11221504] vi.

11. Hosono N, Yonenobu K, Fuji T, Ebara S, Yamashita K, Ono K. Or-
thopaedic management of spinal metastases. Clin Orthop Relat Res.
1995(312):148–59. [PubMed: 7634599].

12. Eble MJ, Eckert W, Wannenmacher M. [Value of local radiotherapy in
treatment of osseous metastases, pathological fractures and spinal
cord compression]. Radiologe. 1995;35(1):47–54. [PubMed: 7534426].

13. Fournier G, Mangin P. [Treatment of metastatic cancer of the
prostate]. Presse Med. 1995;24(32):1465–70. [PubMed: 8545343].

14. Shimony JS, Gilula LA, Zeller AJ, Brown DB. Percutaneous vertebro-
plasty for malignant compression fractures with epidural involve-

ment. Radiology. 2004;232(3):846–53. doi: 10.1148/radiol.2323030353.
[PubMed: 15273339].

15. Yang ZZ, Xu JB, Yuan T, Qian BS, Zhang JY, Li WZ, et al. Treating
metastatic vertebral tumor with percutaneous vertebroplasty: a re-
port of 28 cases. Chinese J Cancer. 2005;24(2):194–8.

16. Sun G, Cong Y, Xie Z, Jin P, Li F, Yi Y, et al. Percutaneous vertebroplasty
using instruments and drugs made in China for vertebral metastases.
Chin Med J (Engl). 2003;116(8):1207–12. [PubMed: 12935413].

17. Yang HL, Sun ZY, Wu GZ, Chen KW, Gu Y, Qian ZL. Do vertebro-
plasty and kyphoplasty have an antitumoral effect? Med Hypotheses.
2011;76(1):145–6. doi: 10.1016/j.mehy.2010.09.018. [PubMed: 20961693].

18. Farrokhi M, Nouraei H, Kiani A. The Efficacy of Percutaneous Ver-
tebroplasty in Pain Relief in Patients with Pathological Vertebral
Fractures due to Metastatic Spinal Tumors. Iran Red Crescent Med J.
2012;14(9):523–30. [PubMed: 23115714].

19. Cortet B, Cotten A, Boutry N, Dewatre F, Flipo RM, Duquesnoy B, et al.
Percutaneous vertebroplasty in patients with osteolytic metastases
or multiple myeloma. Rev Rhum Engl Ed. 1997;64(3):177–83. [PubMed:
9090767].

20. Feldman F, Casarella WJ, Dick HM, Hollander BA. Selective intra-
arterial embolization of bone tumors. A useful adjunct in the man-
agement of selected lesions. Am J Roentgenol Radium Ther Nucl Med.
1975;123(1):130–9. [PubMed: 1119647].

21. Chuang VP, Wallace S, Swanson D, Zornoza J, Handel SF, Schwarten DA,
et al. Arterial occlusion in the management of pain from metastatic
renal carcinoma. Radiology. 1979;133(3 Pt 1):611–4. doi: 10.1148/133.3.611.
[PubMed: 92038].

22. O’Reilly GV, Kleefield J, Klein LA, Blume HW, Dubuisson D, Cosgrove
GR. Embolization of solitary spinal metastases from renal cell carci-
noma: alternative therapy for spinal cord or nerve root compression.
Surg Neurol. 1989;31(4):268–71. [PubMed: 2928919].

23. Breslau J, Eskridge JM. Preoperative embolization of spinal tumors. J
Vasc Interv Radiol. 1995;6(6):871–5. [PubMed: 8850662].

24. Soo CS, Wallace S, Chuang VP, Carrasco CH, Phillies G. Lumbar artery
embolization in cancer patients. Radiology. 1982;145(3):655–9. doi:
10.1148/radiology.145.3.6183709. [PubMed: 6183709].

25. Kuether TA, Nesbit GM, Barnwell SL. Embolization as treatment for
spinal cord compression from renal cell carcinoma: case report. Neu-
rosurgery. 1996;39(6):1260–2. [PubMed: 8938786] discussion 1262-3.

26. He SC, Teng GJ, Fang W, Deng G, Guo JH, Zhu GY, et al. [Combina-
tion treatment of vertebral and paravertebral metastatic tumors by
transarterial chemoembolization and percutaneous vertebroplasty].
Zhonghua Yi Xue Za Zhi. 2011;91(3):175–9. [PubMed: 21418898].

6 Iran J Radiol. 2017; 14(3):e13786.

http://dx.doi.org/10.3171/foc.2001.11.6.2
http://www.ncbi.nlm.nih.gov/pubmed/16463992
http://www.ncbi.nlm.nih.gov/pubmed/21785487
http://dx.doi.org/10.3322/CA.2007.0016
http://www.ncbi.nlm.nih.gov/pubmed/18354080
http://dx.doi.org/10.1038/ncpneuro0116
http://www.ncbi.nlm.nih.gov/pubmed/16932530
http://dx.doi.org/10.1007/s10147-005-0478-9
http://www.ncbi.nlm.nih.gov/pubmed/15864695
http://www.ncbi.nlm.nih.gov/pubmed/17237035
http://dx.doi.org/10.1200/JCO.2005.00.067
http://www.ncbi.nlm.nih.gov/pubmed/15774794
http://www.ncbi.nlm.nih.gov/pubmed/17168210
http://dx.doi.org/10.1158/1078-0432.CCR-06-0931
http://www.ncbi.nlm.nih.gov/pubmed/17062708
http://www.ncbi.nlm.nih.gov/pubmed/11221504
http://www.ncbi.nlm.nih.gov/pubmed/7634599
http://www.ncbi.nlm.nih.gov/pubmed/7534426
http://www.ncbi.nlm.nih.gov/pubmed/8545343
http://dx.doi.org/10.1148/radiol.2323030353
http://www.ncbi.nlm.nih.gov/pubmed/15273339
http://www.ncbi.nlm.nih.gov/pubmed/12935413
http://dx.doi.org/10.1016/j.mehy.2010.09.018
http://www.ncbi.nlm.nih.gov/pubmed/20961693
http://www.ncbi.nlm.nih.gov/pubmed/23115714
http://www.ncbi.nlm.nih.gov/pubmed/9090767
http://www.ncbi.nlm.nih.gov/pubmed/1119647
http://dx.doi.org/10.1148/133.3.611
http://www.ncbi.nlm.nih.gov/pubmed/92038
http://www.ncbi.nlm.nih.gov/pubmed/2928919
http://www.ncbi.nlm.nih.gov/pubmed/8850662
http://dx.doi.org/10.1148/radiology.145.3.6183709
http://www.ncbi.nlm.nih.gov/pubmed/6183709
http://www.ncbi.nlm.nih.gov/pubmed/8938786
http://www.ncbi.nlm.nih.gov/pubmed/21418898
http://iranjradiol.com

	Abstract
	1. Background
	2. Objectives
	3. Patients and Methods
	3.1. Patient Selection
	Figure 1
	Table 1
	Figure 2

	3.2. Operative Technique
	3.3. Assessment of Treatment
	3.4. Statistical Analysis

	4. Results
	4.1. VAS Change and Pain Relief
	Figure 3

	4.2. ADL Change the activities of daily life

	5. Discussion
	Acknowledgments
	Footnotes
	Financial Disclosure
	Funding/Support

	References

