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Abstract 

Background The severe rigid scoliosis patients with type I respiratory failure could not tolerate complicated correc-
tive surgery. Preoperative halo-pelvic distraction (HPD) is used to reduce the curve magnitude and improve the pul-
monary function before surgery. The present study aimed to retrospectively analyze the pulmonary and clinical 
outcomes of preoperative HPD in severe rigid spinal deformity with type I respiratory failure.

Methods Eighteen cases of severe rigid scoliosis and type I respiratory failure treated with preoperative HPD and cor-
rective surgery for spinal deformity between 2016 and 2018 were retrospectively reviewed. Patient demographics, 
major coronal curve and kyphosis, correction rates, heights, pulmonary function, distraction time, and postoperative 
neurological complications were recorded for all cases.

Results The averaged duration of distraction was 9.1 ± 2.3 months. The coronal curve was corrected from 168° ± 14° 
to 58° ± 11° at the end of HPD. The kyphosis curve reduced from 151° ± 29° to 65° ± 10°. Meanwhile, the mean stand 
body height increased by 23.9 ± 5.3 cm. Significantly increased mean FVC (1.52 ± 0.43 L vs. 0.95 ± 0.44 L) and improved 
percent-predicted values for FVC (37 ± 10% vs. 23 ± 9%) were observed after HPD. The pressure of oxygen (PaO2) 
increased from 54.5 ± 2.0 to 84.8 ± 4.7 mmHg. Scoliosis and kyphosis curve, respectively, averaged 48 ± 8°and 30 ± 14° 
after final fusion and instrumentation, with a mean correction of 71% and 80%, respectively. No severe complication 
occurred during the distraction.

Conclusions HPD may be useful for severe rigid scoliosis patients with type I respiratory failure. Pulmonary func-
tions in patients with severe rigid scoliosis can be significantly improved by HPD. They are then better able to tolerate 
complicated corrective surgery.
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Background
Correction of severe and rigid scoliosis remains a surgical 
challenge, especially in patients with severe pulmonary 
impairment, despite decades of improvement in surgical 

techniques and instrumentation [1, 2]. Factors contrib-
uting to the pre-existing severe pulmonary dysfunction 
include restrictive lung disease due to scoliosis, deformed 
rib cage, reduced chest wall compliance, impairment 
of chest mechanics and obstructive lung disease due to 
large airway compression [3–5]. The high morbidity of 
perioperative respiratory failure makes it impossible to 
provide effective correction [6].

The aim of surgery in these patients is to correct the 
curve and to restore trunk balance while improving the 
patient’s quality of life and pulmonary function [7, 8]. 
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Spinal osteotomy under intraoperative monitoring could 
be effective for severe and rigid scoliosis. But the surgery 
procedures for severe rigid scoliosis have been recog-
nized as substantially risky and high demanding, requir-
ing complex osteotomy and prolonged high-intensity or 
even multiple surgeries, and is associated with serious 
complications such as pulmonary complications, massive 
blood loss and neurological injury [9, 10]. Patients with 
severe scoliosis and severe pulmonary dysfunction could 
not tolerate such complicated corrective surgery. There-
fore, preoperative distraction such as halo-pelvic distrac-
tion (HPD) was recommended to increase the safety and 
correction rate of staged surgery for patients with severe 
rigid scoliosis and severe pulmonary dysfunction.

Preoperative halo-pelvic distraction (HPD) was devel-
oped to achieve a gradual correction since first reported 
by O’Brien et  al. [11]. It has been reported as a safe 
method for staged correction of severe and rigid sco-
liosis. Excellent clinical results have been reported, 
although the procedure has not been popular recently 
because of the significant shortcoming such as long 
wearing time of the cumbersome apparatus, restraining 
patients much and challenges in appearance and daily life 
[12–15]. Despite these shortcomings, HPD provides a 
safe method for treating cases of scoliosis associated with 
severe respiratory dysfunction. The deformed rib cage 
may improve following the gradual correction of the sco-
liosis. Additional respiratory training could be performed 
to coordinate the functions of respiratory muscles to 
improve respiratory function while the device allows 
patients’ mobility.

In this report, we presented a series of patients with 
severe and rigid scoliosis and type I respiratory fail-
ure (defined as  PO2 < 60 mmHg and normal  PCO2) who 
underwent staged surgical management. It includes HPD 
for gradual correction of scoliosis and improvement of 
respiratory function, and spinal osteotomy and fixation 
for final correction. For patients with severe scoliosis and 
respiratory dysfunction bring great challenges for sur-
geons, anesthesiologist. It can be a safe way using HPD 
and spinal surgery to save their life, correct the deformity 
and improve their quality of life.

Methods
Patient recruitment
A series of 18 adult scoliosis patients with pre-existing 
respiratory failure (8 males and 10 females, of which 
one case presented chronic cardiopulmonary failure on 
admission) undergoing preoperative HPD combined with 
respiratory training were retrospectively reviewed. The 
etiological diagnoses of the cases were idiopathic scolio-
sis (IS, 14 cases), congenital scoliosis (CS, 3 cases), Mar-
fan syndrome (MF, 1 case). Inclusion criteria consisted 

as follows: (1) ≥ 18 years; (2) major thoracic curve (apical 
vertebra located in T1-T11) more than 150°; (3) preop-
erative respiratory dysfunction defining as forced vital 
capacity predicted (FVC%) < 35%; (4) type I respiratory 
failure with pressure of oxygen  (PaO2) < 60  mmHg and 
pressure of carbon dioxide  (PCO2) < 50  mmHg in arte-
rial blood gas analysis [1, 16]. All the patients underwent 
respiratory training, such as deep respiration and balloon 
exercise, physical exercises, and nutritional support. All 
the patients underwent staged treatment, first HPD until 
the pulmonary function improved enough, and second 
spinal corrective surgery. The minimum follow-up was 
36  months. The study was approved by the ethics com-
mittee of the Third People’s Hospital of Chengdu.

Radiographic analysis
The major scoliosis and kyphosis was extracted from 
biplanar, full-standing, standard radiographs preopera-
tively, post-operatively as well as radiographs performed 
with patients in HPD. Preoperative MRI was assessed for 
intra-spinal anomalies. Three surgeons independently 
measured the major curve of scoliosis and kyphosis on 
pre-distraction, post-distraction and post-operative long-
cassette standing radiographs. Repeated spinal plain films 
were performed every 2 months to observe the changes 
of the main curve of scoliosis and kyphosis.

Pulmonary function test
Pulmonary function was measured using a pulmonary 
function test instrument. The pulmonary function value 
reported was forced vital capacity (FVC) and the per-
centage of the predicted value (FVC%). Pre-distraction 
pulmonary function tests (PFT) and repeated PFTs till 
the completion of distraction were performed. The high-
est values of PFTs repeated three times at each evalua-
tion were used. Arm span was used instead of height to 
calculate age-based predicted normal values because of 
the height was changing resulted by gradual correction 
of spinal deformity [17]. According to the American Tho-
racic Society’s guidelines for the severity of pulmonary 
impairment [18], ‘no’ pulmonary impairment was con-
sidered when the FVC was > 80% of the predicted value, 
‘mild’ when the FVC was ≤ 80% but > 65%, ‘moderate’ 
when the FVC was ≤ 65% but > 50%, and ‘severe’ when the 
FVC was ≤ 50%. The parameters of PFTs included forced 
vital capacity (FVC), FVC % predicted. Arterial blood 
gas analysis was used to define the respiratory failure. 
The respiratory failure was classified in 2 types. Severe 
arterial hypoxemia that is refractory to supplemental  O2 
 (PaO2 < 60  mm Hg) with normal or low arterial carbon 
dioxide tension  (PaCO2) is defined as type I respiratory 
failure also called hypoxic respiratory failure. Type II 
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respiratory failure also called hypoxic respiratory failure 
is defined as a  PCO2 > 50 mmHg.

Halo‑pelvic distraction
The device features halo and pelvic rings fastened to the 
cranial and iliac bones, respectively, and four correcting 
rods that align the two rings to allow spinal distraction. 
General anesthesia is essential during fitting. The halo 
frame was placed immediately above the right skull equa-
tor and fastened using ten pins tightened to 6–8 in of 

torque. Two pelvic ring pins were placed on the iliac crest 
and the posterior superior iliac. After the patient could 
adapt to it and develop confidence with daily life, the 
whole halo pelvic apparatus was fitted (Fig.  1). The dis-
traction began. The bars were distracted approximately 
5 mm each week (Fig. 2). We carefully monitored whether 
the neurological deficit occurred. The distraction would 
be temporarily static as if distraction related complains 
occurred such as neck pain, numbness. Respiratory train-
ing was performed including deep respiration, abdominal 

Fig. 1 A 36 years female patient with severe rigid scoliosis and respiratory failure. a The appearance of the patient on admission; b the appearance 
of the patient with halo-pelvic distraction
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respiration, lip-constriction respiration, balloon exercise 
during the distraction. Appropriate physical exercise to 
improve cardiopulmonary reserve and nutritional sup-
port to restore optimal nutrition status and health were 
also performed. Surgery may be considered if the PFT 
results reached plateau and they may tolerate compli-
cated surgery and if the curve improvement was judged 
to be maximized. If the pulmonary function did not 
improve satisfactory, a posterior release surgery would be 
considered.

Statistics
All data were analyzed using statistical software (SPSS 
20.0, SPSS Inc, Chicago IL). Statistical data were pre-
sented as the mean ± standard deviation. The changes in 
PFTs and radiographic parameters of pre- and post-dis-
traction were compared using paired Student’s t test. Sta-
tistical significance was defined as P < 0.05.

Results
The mean age of 18 patients ( 8 male and 10 female) 
prior to HPD was 25.3 ± 3.6 years (range, 19–30 years). 
Follow-up ranged from 36 to 60  months (mean, 
46.8 ± 8.8  months). The initial major coronal curve 

averaged 168° ± 14° (150° to 180°) and kyphosis 
angle averaged 151° ± 29° (90° to 180°) as shown in 
Table  1. The averaged duration of distraction was 
9.1 ± 2.3  months (6 to 12  months). The bars were dis-
tracted approximately 5  mm each week. At the end of 
HPD, mean major coronal curve significantly decreased 
to 58° ± 11° (P < 0.001) and kyphosis angle averaged to 
65° ± 10° (P < 0.001). Meanwhile, the stand body height 
increased by 23.9 ± 5.3  cm (from 136.1 ± 10.5  cm to 
160.0 ± 11.4 cm, P < 0.001).

Regarding results of PFT, significantly increased 
mean FVC (1.52 ± 0.43 L vs. 0.95 ± 0.44 L, P < 0.05) and 
improved percent-predicted values for FVC (37 ± 11% 
vs. 23 ± 9%, P < 0.05) were observed after HPD. The pres-
sure of oxygen (PaO2) increased from 54.5 ± 2.0  mmHg 
to 84.8 ± 4.7 mmHg. All of the patients were with severe 
pulmonary impairment on admission according to the 
American Thoracic Society’s guidelines for the severity of 
pulmonary impairment (Table 2).

Two patients suffered pelvic pin site infections which 
requiring antibiotics. One patient underwent pelvic pin 
exchange, because one pin dislodged due to osteoporo-
sis and the significant force of distraction. No other halo-
pelvic distraction relative complications were recorded. 

Fig. 2 The anterior–posterior film of the 36 years female patient with severe rigid scoliosis and respiratory failure. a major curve was 152° 
on admission; b major curve reduced to 104° after 3 months distraction; c major curve reduced to 83° after 6 months distraction; d major curve 
reduced to 64° after 9 months distraction;

Table 1 Radiographic parameters description of the severe scoliotic patients

Pre‑distraction Post‑distraction Post‑operation Correction 
rate(%)

Major coronal curve (°) 168° ± 14° 58° ± 11° 48° ± 8° 71

Kyphosis (°) 151° ± 29° 65° ± 10° 31° ± 14° 80

Height (cm) 136.1 ± 10.5 160.0 ± 11.4 –
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No neurological complication was observed in all 18 
patients during HPD.

Three patients underwent posterior releases including 
soft-tissue and facetectomies releases during distrac-
tion. One-stage posterior-only correction was performed 
for all patients when the distraction was enough. The 

posterior instrumentation was all pedicle screw system 
without hybrid hooks. At the final corrective surgery, 
vertebral column resection (VCR) was performed in 4 
patients, the remaining 14 cases underwent only facetec-
tomies. The major coronal curve and kyphosis averaged 
48 ± 8 degrees and 31 ± 14 degrees after corrective sur-
gery with mean correction of 71% and 80%, respectively 
(Fig. 3). The clinical outcome was satisfied (Fig. 4). SEP/
MEP was used to monitor if neurological complication 
occurred during the surgeries, and the results of SEP/
MEP were negative. No post-operative respiratory com-
plication was recorded.

Discussion
Surgical treatment on severe scoliosis complicated with 
respiratory impairment remains challenges for result-
ing in significant increase in morbidity and mortality 

Table 2 FVC and FVC% of PFT description of the patients

Pre‑distraction Post‑distraction Improvement 
rate (%)

FVC (L) 0.95 ± 0.44 1.52 ± 0.43 60

FVC% 23 ± 9 37 ± 11 66

PO2(mmHg) 54.5 ± 2.0 84.8 ± 4.7 56

PCO2(mmHg) 45.2 ± 2.3 45.3 ± 1.7 –

Fig. 3 Preoperative application of HPD in the 36-year-old female with a severe rigid scoliosis and respiratory failure. a, b, the initial whole standing 
spine films, with a major curve of 152° and kyphosis 149°; c, d, post-operative whole standing spine film after 9 months HPD, with a major curve 
of 45°and kyphosis 30°, which was showed in Fig. 2; e, f, the whole standing spine film at approximately 5-year follow-up, with a major curve of 47° 
and kyphosis 30°

Fig. 4 The 36 years female patient with severe rigid scoliosis and respiratory failure. a, b The appearance of the patient on admission; c, d 
the appearance of the patient after final corrective surgery; e the appearance of the patient at approximately 5-year follow-up
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compared to moderate spinal deformity. Weinstein et al. 
[19] reported that clinically relevant pulmonary impair-
ment would occur once curves progress beyond 100°, 
with strong correlations between curve severity and 
results of PFT. Several method for gradual correction of 
scoliosis curve in severe scoliosis have been developed, 
such as halo-pelvic distraction (HPD), halo-gravity trac-
tion (HGT), halo-femoral traction (HFT) [11, 20, 21]. 
Effective clinical outcomes have been reported for HGT 
[17, 22], while HPD reported by some case reports is not 
so popular for its shortcomings [12–15]. The primary 
goal of the method is to improve pulmonary function, 
avoid major neurological risk and to obtain correction of 
severe scoliosis.

Severe scoliosis and kyphosis affect the thoracic cage, 
disturbing skeletal, muscular and diaphragmatic function 
and reducing respiratory system compliance [23]. Respir-
atory function, rather than curve size, is the predominant 
problem, which has a bearing on physical function and 
mortality. Early surgery is recommended and is said to 
avoid progressing pulmonary impairment, and increase 
in life expectancy [1, 24, 25]. However, the multifactorial 
genesis of pulmonary impairment is beyond the effect 
of spinal surgery which is successful in curve correction 
[25].

Significant improvement in results of FVC of PFTs was 
observed after combined HPD and additional respiratory 
training in our report. The average improvement rate 
of FVC and FVC% were, respectively, 60% and 66%. For 
severe scoliosis patients with extreme pulmonary impair-
ment, to improve their pulmonary function and quality of 
life should be the first goal while severe respiratory com-
plication easily following the spinal surgery. Kanagaraju 
et  al. [13]. reported a case of severe and rigid congeni-
tal thoracolumbar lordoscoliosis with type 2 respiratory 
failure whose lung condition did not allow for any major 
procedure underwent a staged procedure including con-
trolled axial distraction, posterior release, halo-pelvic 
distraction and osteotomy, and excellent outcome was 
achieved. In this report a similar patient was included. 
The patient with chronic cardiopulmonary failure on 
admission who presented worsening dyspnea and pit-
ting edema of the lower extremities, to improvement the 
cardiopulmonary function to survive was the first goal 
for treatment. Maybe assisted ventilation with other con-
servative treatment was a choice, but she might not be 
able to survive without these. Surgical treatment might 
be contraindicated, while the PO2 was 50.6 with oxygen 
therapy and BNP was 2712 ng/ml. During the preopera-
tive distraction, the cardiopulmonary function improved.

Preoperative distraction supplies a safe method for 
cases of severe scoliosis with severe pulmonary impair-
ment to improve their lung condition and reduce the 

high rate of intraoperative and postoperative morbid-
ity and mortality. Koller et  al. [22] has reported a sig-
nificant improvement in pulmonary function after HGT, 
and the average change of FVC% was 7 ± 8% (n = 24). In 
the previous studies, pulmonary function was reported 
to benefit from preoperative HGT with mean improve-
ment of FVC% ranging from 10 to 14% [6, 26, 27]. Bao 
et al. [17] reported a series cases indicated that combined 
HGT and assisted ventilation were efficient not only in 
pediatrics but also in adults. To our knowledge, this is 
the first report on staged treatment of scoliosis patients 
with the major curve exceeded 150 degree and type I 
respiratory failure using HPD, assisted respiratory train-
ing and spinal osteotomy, and the result was excellent. In 
this reported the FVC% improved to 37% from 23%. Both 
restrictive and obstructive lung disease were observed 
in these severe scoliosis cases. Obstructive lung disease 
may be due to large airway compression, which could be 
improved as the mild improvement of severe deform-
ity after HPD. Meanwhile, enlarging of thoracic cavity 
and increased contraction ability of respiratory muscle 
after HPD and assisted respiratory training improved the 
restrictive lung disease blamed for decreased lung vol-
ume [23]. After HPD, the PO2 was improved to normal 
in all patients.

Patients with severe rigid spinal deformity present a 
formidable challenge to the spine surgeon to achieve 
adequate correction. Several different surgical proce-
dures were available for treating rigid spinal deformi-
ties, including Smith-Petersen osteotomy (SPO), pedicle 
subtraction osteotomy (PSO), vertebral column resec-
tion (VCR), and even higher level of spinal osteotomy 
[9, 28]. These techniques take a one-stage correction 
for spine deformity, and undoubtedly increase surgical-
related complications in severe and rigid scoliosis cases. 
Patients with severe and rigid scoliosis may easily suffer 
neurologic deteriorations in these one-stage procedures 
while the spinal cord has poor tolerance for tension and/
or shrinking. Preoperative distraction provides a slow 
and safe correction of deformity [12]. A posterior-only 
approach with segmental pedicle screw instrumenta-
tions could not usually achieve a correction of > 50% in 
curves > 90° [22]. Though the number of reports of cor-
rection rates of ~ 50–65% in rigid curves is growing with 
a VCR, temporary neurologic deficits have been seen in 
up to 30% of patients [29–31]. An effectively preoperative 
distraction in patients with severe scoliosis may improve 
surgical safety for both correcting deformity gradually, 
and helping to decrease the risk of neurological or res-
piratory complications [32]. Bao et al. [17] reported none 
of 21 adult patients with severe scoliosis treated by HGT 
and spinal osteotomy suffered neurological or respiratory 
complications.
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In our report, halo-pelvic distraction was well toler-
ated with no severe complications. The correction rate 
of distraction was approximately 65% and 57% of coro-
nal major curve and kyphosis, respectively. The reports 
about HGT and HFT demonstrated the correction rate 
of traction was about no more than 50% [17, 20, 22, 27, 
33]. Despite numerous evidences supporting HGT, sev-
eral arguments on the benefits of HGT on severe sco-
liosis were reported that no improvement was observed 
with HGT for surgical outcomes [34, 35]. Koller et al. [22] 
reported that preoperative HGT should not be expected 
to significantly improve severe curves without a prior 
anterior and/or posterior release. But preoperative dis-
traction in patients with severe scoliosis benefit not only 
improving spinal deformity gradually, but also decreas-
ing the risk of neurological and respiratory complica-
tion. In this study, the HPD improved the major curve 
much more than the HGT or HFT in previous reports. 
The PFTs improved also better than patients with HGT 
or HFT reported. The advantage of HPD over HGT/HFT 
on improving spinal deformity and pulmonary function 
might be related with following reasons: (1) the correc-
tive force is much stronger than HGT/HFT, the persistent 
and gradual distraction is powerful enough to improve 
the severe and rigid scoliosis; (2) the distraction persists 
24-h; (3) patients can take assist respiratory training 
including deep respiration and balloon exercise, physi-
cal exercises including climb stairs and chest-expanding 
exercises, and nutritional support with the halo pelvic 
apparatus freely.

Acknowledgements
We appreciate the contribution of all patients, their families, the investiga-
tors and the medical staff. We are grateful to all authors. We acknowledge 
Huaqiang Huang, Zhong Zhang, Dengxu Jiang, Fuyi Yin, Yuanxian Leng and 
Yanling Yi who contributed toward the study as members of surgical team.

Authors contributions
DZ: Conceptualization, Writing—original draft & review, prepared Figs. 1, 2, 3 
and 4. FW: Conceptualization, Methodology, Writing—review & editing. ZH: 
Investigation, Conceptualization, Resources, Writing—review &editing. RZ: 
Conceptualization, Formal analysis. YL: Conceptualization, Writing—review & 
editing. All authors approved the final manuscript.

Funding
None.

Availability of data and materials
Data and materials contributing to this article may be provided by sending an 
e-mail to the first author.

Declarations

Ethical approval and consent to participate
The study protocol was approved by the ethics committee of the Third Peo-
ple’s Hospital of Chengdu. The patients gave their written informed consent 
for the study.

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

Received: 26 June 2023   Accepted: 16 September 2023

References
 1. Sucato DJ. Management of severe spinal deformity: scoliosis and kypho-

sis. Spine (Phila Pa 1976). 2010;35:2186–92. https:// doi. org/ 10. 1097/ BRS. 
0b013 e3181 feab19.

 2. Watanabe K, Lenke LG, Bridwell KH, Kim YJ, Hensley M, Koester L. Efficacy 
of perioperative halo-gravity traction for treatment of severe scoliosis (≥ 
100°). J Orthop Sci. 2010;15:720–30.

 3. Kotwicki T, Durmała J, Czaprowski D, Głowacki M, Kołban M, Snela S, et al. 
Conservative management of idiopathic scoliosis–guidelines based on 
SOSORT 2006 Consensus. Ortop Traumatol Rehabil. 2009;11:379–95.

 4. Nickol AH, Hart N, Hopkinson NS, Moxham J, Simonds A, Polkey MI. 
Mechanisms of improvement of respiratory failure in patients with 
restrictive thoracic disease treated with non-invasive ventilation. Thorax. 
2005;60:754–60. https:// doi. org/ 10. 1136/ thx. 2004. 039388.

 5. Smyth RJ, Chapman KR, Wright TA, Crawford JS, Rebuck AS. Pulmo-
nary function in adolescents with mild idiopathic scoliosis. Thorax. 
1984;39:901–4.

 6. Doherty MJ, Millner PA, Latham M, Dickson RA, Elliott MW. Non-invasive 
ventilation in the treatment of ventilatory failure following corrective 
spinal surgery. Anaesthesia. 2001;56:235–8.

 7. Zhang JG, Wang W, Qiu GX, Wang YP, Weng XS, Xu HG. The role of pre-
operative pulmonary function tests in the surgical treatment of scoliosis. 
Spine (Phila Pa 1976). 2005;30:218–21.

 8. Vitale MG, Matsumoto H, Bye MR, Gomez JA, Booker WA, Hyman JE, 
et al. A retrospective cohort study of pulmonary function, radiographic 
measures, and quality of life in children with congenital scoliosis: an 
evaluation of patient outcomes after early spinal fusion. Spine (Phila Pa 
1976). 2008;33:1242–9. https:// doi. org/ 10. 1097/ BRS. 0b013 e3181 714536.

 9. Diebo B, Liu S, Lafage V, Schwab F. Osteotomies in the treatment of 
spinal deformities: indications, classification, and surgical planning. Eur J 
Orthop Surg Traumatol. 2014;24(Suppl 1):S11-20. https:// doi. org/ 10. 1007/ 
s00590- 014- 1471-7.

 10. Widmann RF, Bitan FD, Laplaza FJ, Burke SW, DiMaio MF, Schneider R. Spi-
nal deformity, pulmonary compromise, and quality of life in osteogenesis 
imperfecta. Spine (Phila Pa 1976). 1999;24:1673–8.

 11. O’Brien JP, Yau AC, Smith TK, Hodgson AR. Halo pelvic traction. A pre-
liminary report on a method of external skeletal fixation for correcting 
deformities and maintaining fixation of the spine. J Bone Joint Surg Br. 
1971;53:217–29.

 12. Kim NH, Kim HJ, Moon SH, Lee HM. 20-Year-follow up of treatment using 
spine osteotomy and halo-pelvic traction for tuberculous kyphosis—a 
case report. Asian Spine J. 2009;3:27–31. https:// doi. org/ 10. 4184/ asj. 
2009.3. 1. 27.

 13. Kanagaraju V, Chhabra HS, Srivastava A, Mahajan R, Kaul R, Bhatia P, et al. 
A case of severe and rigid congenital thoracolumbar lordoscoliosis with 
diastematomyelia presenting with type 2 respiratory failure: managed by 
staged correction with controlled axial traction. Eur Spine J. 2014. https:// 
doi. org/ 10. 1007/ s00586- 014- 3624-0.

 14. Yu B, Zhu K, Zhao D, Wang F, Liang Y. Treatment of extreme tuberculous 
kyphosis using spinal osteotomy and halo-pelvic traction: a case report. 
Spine (Phila Pa 1976). 2016;41:E237–41. https:// doi. org/ 10. 1097/ BRS. 
00000 00000 001195.

 15. Ryabykh SO, Gubin AV, Prudnikova CO, Kobyzev CA. Treatment of 
combined spinal deformity in patient with ollier disease and abnormal 
vertebrae. Global Spine J. 2013;3:109–14. https:// doi. org/ 10. 1055/s- 0032- 
13298 91.

 16. Gupta P, Kuperstock JE, Hashmi S, Arnolde V, Gossett JM, Prodhan P, et al. 
Efficacy and predictors of success of noninvasive ventilation for preven-
tion of extubation failure in critically ill children with heart disease. Pediatr 
Cardiol. 2013;34:964–77. https:// doi. org/ 10. 1007/ s00246- 012- 0590-3.

 17. Bao H, Yan P, Bao M, Qiu Y, Zhu Z, Liu Z, et al. Halo-gravity traction com-
bined with assisted ventilation: an effective pre-operative management 

https://doi.org/10.1097/BRS.0b013e3181feab19
https://doi.org/10.1097/BRS.0b013e3181feab19
https://doi.org/10.1136/thx.2004.039388
https://doi.org/10.1097/BRS.0b013e3181714536
https://doi.org/10.1007/s00590-014-1471-7
https://doi.org/10.1007/s00590-014-1471-7
https://doi.org/10.4184/asj.2009.3.1.27
https://doi.org/10.4184/asj.2009.3.1.27
https://doi.org/10.1007/s00586-014-3624-0
https://doi.org/10.1007/s00586-014-3624-0
https://doi.org/10.1097/BRS.0000000000001195
https://doi.org/10.1097/BRS.0000000000001195
https://doi.org/10.1055/s-0032-1329891
https://doi.org/10.1055/s-0032-1329891
https://doi.org/10.1007/s00246-012-0590-3


Page 8 of 8Zhao et al. Journal of Orthopaedic Surgery and Research          (2023) 18:710 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

for severe adult scoliosis complicated with respiratory dysfunction. Eur 
Spine J. 2016;25:2416–22. https:// doi. org/ 10. 1007/ s00586- 016- 4607-0.

 18. Murray RJ. Respiratory manifestations of extrapulmonary disorders. Phila-
delphia: Elsevier Saunders; 2007.

 19. Weinstein SL, Zavala DC, Ponseti IV. Idiopathic scoliosis: long-term 
follow-up and prognosis in untreated patients. J Bone Joint Surg Am. 
1981;63:702–12.

 20. Letts RM, Palakar G, Bobecko WP. Preoperative skeletal traction in scoliosis. 
J Bone Joint Surg Am. 1975;57:616–9.

 21. Stagnara P. Cranial traction using the “Halo” of Rancho Los Amigos. Rev 
Chir Orthop Reparatrice Appar Mot. 1971;57:287–300.

 22. Koller H, Zenner J, Gajic V, Meier O, Ferraris L, Hitzl W. The impact of 
halo-gravity traction on curve rigidity and pulmonary function in the 
treatment of severe and rigid scoliosis and kyphoscoliosis: a clinical study 
and narrative review of the literature. Eur Spine J. 2012;21:514–29. https:// 
doi. org/ 10. 1007/ s00586- 011- 2046-5.

 23. Payo J, Perez-Grueso FS, Fernandez-Baillo N, Garcia A. Severe restrictive 
lung disease and vertebral surgery in a pediatric population. Eur Spine J. 
2009;18:1905–10. https:// doi. org/ 10. 1007/ s00586- 009- 1084-8.

 24. Smiljanić I, Kovac V, Cimić M. Changes in pulmonary functional param-
eters after surgical treatment of idiopathic scoliosis. Coll Antropol. 
2009;33(Suppl 2):145–52.

 25. Pehrsson K, Danielsson A, Nachemson A. Pulmonary function in adoles-
cent idiopathic scoliosis: a 25 year follow up after surgery or start of brace 
treatment. Thorax. 2001;56:388–93.

 26. Nepple JJ, Lenke LG. Severe idiopathic scoliosis with respiratory insuf-
ficiency treated with preoperative traction and staged anteroposterior 
spinal fusion with a 2-level apical vertebrectomy. Spine J. 2009;9:e9-9e13. 
https:// doi. org/ 10. 1016/j. spinee. 2009. 01. 009.

 27. Rinella A, Lenke L, Whitaker C, Kim Y, Park SS, Peelle M, et al. Perioperative 
halo-gravity traction in the treatment of severe scoliosis and kyphosis. 
Spine (Phila Pa 1976). 2005;30:475–82.

 28. Bridwell KH. Decision making regarding Smith-Petersen vs. pedicle 
subtraction osteotomy vs. vertebral column resection for spinal deform-
ity. Spine (Phila Pa 1976). 2006;31:S171–8. https:// doi. org/ 10. 1097/ 01. brs. 
00002 31963. 72810. 38.

 29. Suk SI, Kim JH, Kim WJ, Lee SM, Chung ER, Nah KH. Posterior vertebral 
column resection for severe spinal deformities. Spine (Phila Pa 1976). 
2002;27:2374–82. https:// doi. org/ 10. 1097/ 01. BRS. 00000 32026. 72156. 1D.

 30. Lenke LG, Sides BA, Koester LA, Hensley M, Blanke KM. Vertebral column 
resection for the treatment of severe spinal deformity. Clin Orthop Relat 
Res. 2010;468:687–99. https:// doi. org/ 10. 1007/ s11999- 009- 1037-x.

 31. Wang Y, Zhang Y, Zhang X, Huang P, Xiao S, Wang Z, et al. A single 
posterior approach for multilevel modified vertebral column resection 
in adults with severe rigid congenital kyphoscoliosis: a retrospective 
study of 13 cases. Eur Spine J. 2008;17:361–72. https:// doi. org/ 10. 1007/ 
s00586- 007- 0566-9.

 32. Xia L, Li P, Wang D, Bao D, Xu J. Spinal osteotomy techniques in manage-
ment of severe pediatric spinal deformity and analysis of postoperative 
complications. Spine (Phila Pa 1976). 2015;40:E286–92. https:// doi. org/ 10. 
1097/ BRS. 00000 00000 000728.

 33. Pourtaheri S, Shah SA, Ditro CP, Holmes L, Mackenzie WG. Preoperative 
halo-gravity traction with and without thoracoscopic anterior release 
for skeletal dysplasia patients with severe kyphoscoliosis. J Child Orthop. 
2016;10:135–42. https:// doi. org/ 10. 1007/ s11832- 016- 0721-0.

 34. Seller K, Haas S, Raab P, Krauspe R, Wild A. Preoperative halo-traction 
in severe paralytic scoliosis. Z Orthop Ihre Grenzgeb. 2005;143:539–43. 
https:// doi. org/ 10. 1055/s- 2005- 836750.

 35. Flierl S, Carstens C. The effect of halo-gravity traction in the preopera-
tive treatment of neuromuscular scoliosis. Z Orthop Ihre Grenzgeb. 
1997;135:162–70. https:// doi. org/ 10. 1055/s- 2008- 10395 74.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1007/s00586-016-4607-0
https://doi.org/10.1007/s00586-011-2046-5
https://doi.org/10.1007/s00586-011-2046-5
https://doi.org/10.1007/s00586-009-1084-8
https://doi.org/10.1016/j.spinee.2009.01.009
https://doi.org/10.1097/01.brs.0000231963.72810.38
https://doi.org/10.1097/01.brs.0000231963.72810.38
https://doi.org/10.1097/01.BRS.0000032026.72156.1D
https://doi.org/10.1007/s11999-009-1037-x
https://doi.org/10.1007/s00586-007-0566-9
https://doi.org/10.1007/s00586-007-0566-9
https://doi.org/10.1097/BRS.0000000000000728
https://doi.org/10.1097/BRS.0000000000000728
https://doi.org/10.1007/s11832-016-0721-0
https://doi.org/10.1055/s-2005-836750
https://doi.org/10.1055/s-2008-1039574

	Pulmonary and clinical outcomes of patients with severe rigid scoliosis and type I respiratory failure treated with halo-pelvic distraction
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Patient recruitment
	Radiographic analysis
	Pulmonary function test
	Halo-pelvic distraction
	Statistics

	Results
	Discussion
	Acknowledgements
	References


