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Abstract 

Objective To compare clinical and radiological outcomes of multi-fold rib and structural iliac bone grafts, the pri-
mary autologous graft techniques in anterolateral-only surgery for single-segment thoracic and thoracolumbar spinal 
tuberculosis.

Methods This retrospective study included 99 patients treated from January 2014 to March 2022, categorized into 64 
with multi-fold rib grafts (group A) and 35 with structural iliac bone grafts (group B). Outcomes assessed included 
hospital stay, operation time, intraoperative blood loss, postoperative drainage, complications, erythrocyte sedimen-
tation rate (ESR), C-reactive protein (CRP), the Visual Analog Scale (VAS) for pain, the Oswestry Disability Index (ODI), 
bone fusion time, and the American Spinal Injury Association (ASIA) impairment scale grade. Segmental kyphotic 
angle and intervertebral height were measured radiologically before surgery and follow-up.

Results The mean follow-up was 63.50 ± 26.05 months for group A and 64.97 ± 26.43 months for group B (P > 0.05). All 
patients had achieved a clinical cure. Group A had a shorter operation time (P = 0.004). Within one week post-surgery, 
group B reported higher VAS scores (P < 0.0001). Neurological performance and quality of life significantly improved 
in both groups. No significant differences were observed in segmental kyphotic angle and intervertebral height 
between the groups pre- and postoperatively (P > 0.05). However, group A showed a greater segmental kyphotic 
angle at the final follow-up, while group B had better maintenance of kyphotic angle correction and intervertebral 
height (P < 0.05). Bone fusion was achieved in all patients without differences in fusion time (P > 0.05).

Conclusions Multi-fold rib grafts resulted in shorter operation times and less postoperative pain, while structural iliac 
bone grafts provided better long-term maintenance of spinal alignment and stability, suggesting their use in cases 
where long-term outcomes are critical.
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Introduction
Spinal tuberculosis (STB) represents the predominant 
form of skeletal tuberculosis, accounting for nearly 44% 
of skeletal cases and making up about 10% of all extrapul-
monary tuberculosis (TB) instances [1, 2]. The conse-
quences of STB are severe, with the disease frequently 
affecting the intervertebral disks and adjacent verte-
bral body end plates, leading to complications such as 
kyphotic deformity and potential paraplegia. Although 
standard chemotherapy yields positive outcomes in a 
significant majority (82–95%) of STB patients, surgical 
intervention is required for those presenting with neuro-
logical deficits, large cold abscesses, recurrent infections, 
severe pain, local kyphosis, or segmental instability [3–7]. 
Classic surgical treatment for STB involves anterolateral 
tuberculosis foci debridement and interbody bone graft-
ing, providing direct lesion access for thorough removal 
and alleviation of spinal cord compression, a benefit not 
as readily achieved with posterior surgeries [8]. However, 
the stability provided by spinal screw systems is tempo-
rary, with long-term stability dependent on successful 
vertebral bone fusion. While allogeneic bone grafts and 
titanium mesh cages are common, they carry risks such 
as reduced osteoinductive potential, lack of osteopro-
genitor cells, immune reactions, and a slight risk of dis-
ease transmission [9–12]. In contrast, autologous rib and 
iliac bone grafts used in anterolateral-only STB surgeries 
are preferred for their osteogenic, osteoconductive and 
osteoinductive properties and their biocompatibility [13]. 
This study aims to fill the gap in the literature by provid-
ing a detailed comparison of the clinical and radiological 
outcomes associated with these autologous bone grafts in 
the treatment of thoracic and thoracolumbar STB.

Materials and methods
Patient selection
This research received approval from the Ethics Review 
Committee of West China Hospital, Sichuan University. 
All participating patients provided written informed 
consent.

Inclusion criteria: (1)pathological confirmation of TB 
diagnosis located in the thoracic and thoracolumbar (T1-
L1); (2)tuberculosis foci confined to a single vertebral 
segment, defined as the involvement of a single vertebral 
body or an intervertebral disc along with its immediately 
adjacent superior and inferior vertebrae; (3) patients 
underwent anterolateral-only surgical debridement, 
internal fixation, and reconstruction utilizing autologous 
bone grafts (either iliac or rib).

Exclusion criteria: patients with a confirmed diagnosis 
of active pulmonary or extrapulmonary TB, malignancy, 
discontinuous or multi-segmental STB, osteoporosis, 
recent traumatic fractures, or those who had thoracic 

and thoracolumbar surgeries within the past six months 
were excluded.

Study Cohort: data from 99 patients diagnosed with 
thoracic and thoracolumbar TB between January 2014 
and March 2022 were retrospectively analyzed. These 
patients underwent surgical debridement of tubercu-
losis foci, instrumentation, and interbody fusion with 
autologous bone grafts via an anterolateral-only surgi-
cal approach. The cohort was divided into group A (64 
patients who received autogenous multi-fold rib bone 
grafts) and group B (35 patients given autogenous struc-
tural iliac bone grafts).

Patients predominantly presented with clinical symp-
toms such as back pain, motor weakness, mild fever, 
and varying degrees of lower limb dysfunction. Elevated 
ESR and CRP levels were observed across patients. Pre-
liminary diagnosis was established using spinal X-rays, 
computed tomography (CT), and magnetic resonance 
imaging (MRI) results that depicted vertebral bone ero-
sion, reduced or vanished intervertebral spaces, and cold 
abscesses.

Preoperative management
Upon suspecting a clinical diagnosis, all patients were 
promptly initiated on standard anti-tuberculosis chemo-
therapy. The HREZ regimen was adopted, comprising 
isoniazid (5  mg/kg/day, max 300  mg/day), rifampicin 
(10 mg/kg/day, max 1200 mg/day), pyrazinamide (30 mg/
kg/day, max 2000  mg/day), and ethambutol (15  mg/kg/
day, max 2500  mg/day). This treatment commenced 
3–4 weeks before surgery to reduce bacterial burden and 
inflammation, optimizing surgical conditions. Surgery 
was primarily deferred until ESR fell below 40  mm/h, 
and CRP levels consistently declined. However, in cases 
of progressive paralysis, surgery was expedited to prevent 
further neurological damage. Concurrently, supportive 
nutritional interventions were implemented to address 
underlying hypoproteinaemia and anemia.

Surgical procedure
After administering general anesthesia, patients were lat-
erally positioned with the more affected side upwards. An 
anterolateral incision exposed the affected vertebrae and 
corresponding rib, which was then sectioned. Compre-
hensive debridement of the diseased area was executed. 
Post-debridement, spinal defects were assessed and cor-
rected using multi-fold rib bone grafts in Group A (as 
per Hodgson and Stock [14, 15])or structural iliac bone 
grafts in Group B (based on established literature [16]). 
A lateral screw fixation system was routinely employed 
for spinal further stabilization. In cases where vertebral 
destruction was significant, the fixation was extended to 
the adjacent normal vertebrae to enhance stability. The 
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surgical site was irrigated with sterile saline infused with 
streptomycin (1 g), followed by drainage tube placement 
and dispatch of samples for pathological examination.

Postoperative care
The drainage tube was extracted after the drainage 
volume reduction to below 50  ml/day. After surgery, 
patients were required to continue oral anti-tuberculosis 
medication for a total treatment duration of no less than 
18  months. Initiatives for postoperative rehabilitation 
commenced three days after the surgical intervention.

Clinical assessments
For all cases, the indexes were recorded preoperatively, 
postoperatively within one week, every three months 
during the first year after surgery, every six months in the 
second year, and at FFU (final follow-up). The assessment 
spanned various metrics, from surgical specifics like the 
duration of the operation, hospital stays, operation time, 
and volume of blood loss to routine lab tests monitored 
markers such as Complete Blood Count (CBC), ESR, 
CRP, and the functions of the liver and kidneys. Neu-
rological function was evaluated using the ASIA scale, 
while the ODI was employed to assess the impact on 
patients’ quality of life. Pain intensity was quantified with 
the VAS, covering assessments of back pain, radiating 
pain in the lower extremities, and pain at the graft donor 
site.

Radiological assessments
Following surgery, patients were subjected to detailed 
radiological evaluations at intervals matching their clini-
cal follow-up schedule to evaluate for any recurrence of 
spinal tuberculosis, assess bone healing, and check the 
stability of the spine and internal fixation. These assess-
ments included precise measurements of intervertebral 
height and segmental kyphotic angles. Intervertebral 
height was defined as the distance between the upper and 
lower endplates of the vertebral bodies within the coronal 
plane of the fused segment, as per the method described 
in reference [17]. Segmental kyphotic angle was deter-
mined by the angle between the upper endplate of the 
vertebra proximal to the lesion and the lower endplate of 
the vertebra distal to the lesion. The Bridwell et al. crite-
ria [18] were employed to determine bone graft fusion, 
with X-ray and CT scans utilized as appropriate. All 
imaging data underwent review by an experienced spine 
surgeon and a senior radiologist.

Statistical analysis
Statistical evaluations were performed utilizing the SPSS 
software. (version 22.0, Chicago, IL, USA). Differences 
between the study groups were analyzed using the t-test 

for independent samples and Chi–Square and Mann–
Whitney U tests when applicable. For the analysis of 
pre-and post-treatment effects within the same group, 
the paired t-test was utilized. Statistical significance was 
established at a P-value threshold below 0.05.

Results
Clinical assessments
A total of 99 patients were included in the study, with 
64 in group A receiving multi-fold rib grafts (Fig.  1) 
and 35 in group B receiving structural iliac bone grafts 
(Fig. 2). The groups were followed for a mean duration of 
63.50 ± 26.05 months (group A) and 64.97 ± 26.43 months 
(group B), with no statistically significant difference 
in follow-up times (p = 0.79). Demographic and base-
line clinical characteristics, including sex distribution 
(p = 0.481) and age (p = 0.158), were comparable between 
the groups (Table 1). Similarly, no significant differences 
were found when comparing initial and final follow-up 
ODI scores (p = 0.730 and p = 0.486, respectively) and 
VAS scores for pain (p = 0.600 and p = 0.655, respec-
tively) (Table  2). The amount of intraoperative blood 
loss (p = 0.687) and length of hospital stay post-surgery 
(p = 0.560) were also similar between the two cohorts 
(Table  1). ESR and CRP levels did not differ signifi-
cantly at any measured time point pre- and post-surgery 
between the groups (Table 2).

However, group B experienced a longer operation time 
and higher average VAS scores within the first postopera-
tive week, indicating more significant pain compared to 
group A (p < 0.05, Tables 1 and 2). Neurological function 
improved in all but one patient in each group, who main-
tained their preoperative neurological status at the final 
follow-up (Table 3).

Radiological assessments
Radiological assessments confirmed that all patients 
achieved clinical cure at the final follow-up. The average 
time to bony fusion was 7.97 ± 2.34 months for group A 
and 8.17 ± 2.55  months for group B, with no significant 
difference between the groups (p = 0.271). There were no 
significant differences in the segmental kyphotic angle 
and intervertebral height before and after surgery within 
each group (p > 0.05). Kyphosis was corrected by an aver-
age of 7.55 ± 3.97 degrees in group A and 7.29 ± 3.95 
degrees in group B, with intervertebral height restora-
tion averaging 0.51 ± 0.45 cm and 0.54 ± 0.52 cm, respec-
tively. Notably, at the final follow-up, patients in group A 
exhibited a larger segmental kyphotic angle and a more 
substantial loss in kyphotic correction and interverte-
bral height than those in group B, with these differences 
reaching statistical significance (P < 0.05, Table 4).
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Complications
Complications were minimal and effectively managed in 
both groups. In group B, one patient developed a superficial 
wound infection, which responded well to prompt debride-
ment, suturing, and targeted antibiotic therapy. In group 
A, there was an instance of incisional fat liquefaction, suc-
cessfully resolved through daily enhanced wound dressing 
changes. Both groups had one case of STB recurrence, the 
one in group B developing a sinus tract at the surgical site; 
these two were effectively treated with debridement and 

catheter drainage. Additionally, four patients in the study 
developed postoperative pleural effusion, which sponta-
neously resolved within three months. Six patients experi-
enced drug-related complications, which were successfully 
managed with hepatoprotective agents or urate-lowering 
medications (Table 5).

Fig. 1 A 53-year-old woman with T9–10 tuberculosis. A, B The X-ray film before surgery demonstrated intervertebral stenosis between the T9–10. 
C–F Preoperative CT and MRI showed T9–10 vertebral bone destruction with paravertebral and intraspinal abscess. G–J Postoperative X-ray 
and CT of the patient who underwent anterolateral debridement and instrumentation at T9–10 with autologous rib bone graft. K–N X-ray and CT 
at 24 months postoperative showed good bone fusion between T9–10, without signs of tuberculosis recurrence and no apparent bone absorption 
or fractures

Fig. 2 A 45-year-old woman with T11–12 tuberculosis. A, B Preoperative X-ray before surgery demonstrated vertebral bone destruction 
and kyphosis at T11–12. C–F Preoperative CT and MRI showed T11–12 vertebral bone destruction with paravertebral and intraspinal abscess. G–J 
Postoperative X-ray and CT of the patient underwent anterolateral debridement and instrumentation at T11–12 with autologous structural iliac 
bone graft. K–N X-ray and CT at 25 months postoperative showed good bone fusion and spinal alignment without signs of tuberculosis recurrence 
and hardware failure
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Discussion
Spinal tuberculosis (STB) is the predominant form of 
extrapulmonary tuberculosis, comprising half of the 
cases of musculoskeletal TB. It primarily affects the 

anterior and middle columns of the spine, which can 
lead to severe outcomes, including vertebral collapse, 
cold abscesses, kyphotic deformity, and neurological 
deficits, with extensive socio-economic repercussions 
[18, 19]. The cornerstone of STB management is chemo-
therapy, utilizing drugs such as isoniazid, streptomycin, 
ethambuto, and ofloxacin, which are selected for their 
ability to penetrate abscesses and achieve effective con-
centrations [20–22]. Nevertheless, surgical intervention 
becomes indispensable for patients presenting with con-
ditions such as kyphotic deformities or significant neu-
rological deficits, aiming to eradicate the infectious foci, 
restore nerve functions, and approve and maintain spinal 
alignment.

In thoracic and thoracolumbar TB, the vertebral anat-
omy, including the pedicle and lamina, forms a sealed 
cavity particularly susceptible to disease progression due 
to its limited spinal canal space and poor vasculariza-
tion. The accumulation of TB-induced necrosis, pus, and 
debris within this cavity can severely compress the spinal 
cord, leading to vertebral collapse and an increased risk 
of paraparesis or paraplegia [23, 24]. According to Denis’ 
three-column theory [25], the integrity of the anterior 
and middle columns is vital for spinal stability, which is 
often compromised in spinal TB. Consequently, effective 
treatment requires not only the meticulous removal of 
the TB foci but also the restoration of structural integ-
rity, typically through bone grafting after debridement. 
While allografts are convenient, they carry risks such as 
higher failure rates and the possibility of disease trans-
mission. While effective as materials for filling bone 
defects and supporting spinal stability, titanium mesh 
cages come with the drawbacks of higher cost and being 
prone to subsidence [26–28]. Autologous bone grafts 
such as rib, fibula and iliac, are widely used for their oste-
ogenic, osteoconductive and osteoinductive properties 
and their biocompatibility [7, 9–12, 29, 30]. Rib and iliac 

Table 1 Basic clinical data and evaluation indexes comparison of 
each group

Item Group A(64) Group B(35) P value

Gender (Male/Female) 30/34 19/16 0.481

Age(years) 43.32 ± 14.82 47.90 ± 16.21 0.158

Hospital stays (days) 13.89 ± 6.04 13.23 ± 3.86 0.560

Duration of follow-up 
(months)

63.50 ± 26.05 64.97 ± 26.43 0.790

Operation time (min) 229.56 ± 45.64 255.51 ± 32.95 0.004

Operation blood loss (ml) 335.16 ± 157.03 349.14 ± 177.31 0.687

Postoperative drainage (ml) 610.31 ± 604.15 704.29 ± 338.89 0.398

Table 2 Comparison of clinical parameters between the two 
groups

ESR Erythrocyte sedimentation rate, CRP C-reactive protein, ODI Oswestry 
disability index, VAS Visual Analog Scale, Preop Preoperation, Postop 
Postoperation

Item Group A(64) Group B(35) P value

ESR preop (mm/h) 48.56 ± 27.250 43.02 ± 19.48 0.290

ESR 3 months postop (mm/h) 13.81 ± 8.61 17.13 ± 8.37 0.067

ESR final follow-up(mm/h) 6.11 ± 2.63 6.00 ± 2.80 0.847

CRP preop(mg/L) 28.81 ± 30.55 21.76 ± 23.23 0.237

CRP 3 months postop(mg/L) 4.23 ± 2.21 4.55 ± 2.23 0.505

CRP final follow-up(mg/L) 2.59 ± 1.23 2.97 ± 1.10 0.133

ODI preop 52.14 ± 15.06 53.20 ± 13.56 0.730

ODI final follow-up 9.41 ± 3.85 8.89 ± 2.88 0.486

VAS preop 6.16 ± 0.37 6.11 ± 0.40 0.600

VAS 1 week postop 3.80 ± 0.443 4.63 ± 0.84  < 0.0001

VAS final follow-up 2.02 ± 0.13 2.03 ± 0.17 0.665

Table 3 ASIA grade for neurological status valuation

Groups Cases Grades Preoperative Last follow-up

B C D E

A 64 A 2 1 1

B 4 4

C 5 1 4

D 26 26

E 27 27

B 35 B 2 1 1

C 8 8

D 11 1 10

E 14 14
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bone grafts are commonly used due to their osteoinduc-
tive properties. Still, they are not without complications, 
such as pain, hematoma, and infections at the harvest site 
[16, 31]. Our study addresses the paucity of direct com-
parisons between these two types of autologous grafts, 
providing a detailed comparison of their clinical and 
radiological outcomes in the surgical treatment of tho-
racic and thoracolumbar TB.

Rib bone grafts are known for their biological poten-
tial and ability to achieve rapid bone fusion [32–34], our 
study revealed that all patients who received the autog-
enous multi-fold rib graft achieved bony fusion within an 
average duration of 7.97 ± 2.34 months. A notable advan-
tage of the rib graft is the absence of a need for an extra 
incision: the rib bone strut required for grafting is excised 
during routine anatomical dissection of the surgical pro-
cedure. Consequently, this approach reduces surgical 
trauma, shortens operative time, and may lessen post-
operative discomfort. Our data demonstrated that the 
postoperative VAS within one week in group B was sig-
nificantly higher than in group A. Moreover, securely fix-
ing the multi-fold ribs together during surgery prevents 

early graft displacement, thereby enhancing contact with 
the graft bed. Furthermore, the graft’s dimensions can be 
intraoperatively adjusted to optimize support and main-
tain the postoperative kyphotic correction angle. Despite 
these benefits, a challenge that occasionally arises is the 
need to sever the intercostal nerve, elevating the risk of 
postoperative chest and intercostal discomfort. In our 
cohort, this was noted in six patients but was effectively 
managed with nonsteroidal anti-inflammatory drugs, 
showing marked improvement within three months 
post-surgery.

The autogenous structural iliac bone graft is widely rec-
ognized as the optimal choice for managing spinal tuber-
culosis, primarily due to its robust mechanical strength 
derived from its tri-cortical structure(33, 34). Though 
fusion rates in literature for iliac grafts show variation, 
they consistently report a rate exceeding 90% [35, 36]. 
In our investigation, patients who opted for structural 
iliac bone grafts attained bony fusion in an average of 
8.17 ± 2.55  months, with commendable outcomes in 
segmental kyphotic angle and intervertebral height cor-
rection. Nevertheless, donor site morbidity remains 
a concern, with up to 40% of recipients experiencing 
complications such as pain, nerve damage, hematoma 
infection, or fracture [16, 37, 38]. Even if not always man-
ifested, these concerns can lead to extended operational 
time, longer hospitalization, increased blood loss, and 
residual scarring, which are significant in both recovery 
and cosmesis. In our study, although severe complica-
tions like hematomas or infections were absent, seven 
patients from group B reported significant pain at the 
donor site, which was manageable with a sustained regi-
men of nonsteroidal anti-inflammatory drugs.

It is worth noting that our findings underscore slightly 
better preservation of segmental kyphotic correction 

Table 4 Comparison of radiologic parameters between the two groups

Item Group A(64) Group B(35) P value

Segmental kyphotic angle preop (°) 20.68 ± 7.23 18.90 ± 7.84 0.271

Segmental kyphotic angle postop (°) 13.39 ± 6.56 11.35 ± 7.34 0.173

Segmental kyphotic angle final follow-up (°) 18.55 ± 7.46 14.74 ± 7.71 0.019

Segmental kyphotic angle correction (°) 7.29 ± 3.95 7.55 ± 3.97 0.751

Loss of correction angle (°) 5.15 ± 3.21 3.39 ± 3.13 0.009

Intervertebral height preop (cm) 4.13 ± 0.78 4.09 ± 0.31 0.803

Intervertebral height postop (cm) 4.64 ± 0.65 4.63 ± 0.58 0.956

Intervertebral height final follow-up (cm) 4.20 ± 0.71 4.41 ± 0.40 0.111

Intervertebral height correction (cm) 0.51 ± 0.45 0.54 ± 0.52 0.795

Loss of intervertebral height (cm) 0.44 ± 0.30 0.22 ± 0.35 0.002

Bone fusion time (m) 7.97 ± 2.34 8.17 ± 2.55 0.271

Table 5 Comparison of the postoperative complications in 
Groups A and B

Complications Group A Group B

Sinus formation 0 1

Superficial wound infection 1 0

Incisional fat liquefaction 1 0

Tuberculosis recurrence (re-formation 
of cold abcess)

1 1

Hydrothorax 3 1

Drug-related complication 4 2

Pain in bone extraction area 6 7
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and intervertebral height in patients receiving group B 
treatments, stressing that the success of bone grafts in 
spinal reconstruction transcends biomechanical attrib-
utes to encompass biological behavior, such as osteo-
conduction, osteoinduction, and osteogenesis [39–41]. 
Rib bone grafts, which include cortical and cancellous 
components, are advantageous in reconstructive sur-
gery for their accessibility and malleability for defect 
accommodation. Nonetheless, the rib’s inherent struc-
tural features, such as reduced mechanical strength and 
a thinner cortical layer, may render it more susceptible to 
resorption or failure under spinal physiological stresses. 
Moreover, the osteogenic capacity of rib bone grafts may 
be comparatively lower than that of iliac grafts due to a 
relatively lower proportion of cancellous bone and a cor-
responding scarcity of osteoinductive factors, including 
bone morphogenetic proteins (BMPs) and growth factors 
[42–44]. Conversely, the iliac crest, with its abundance of 
cancellous bone, serves as a robust source of osteopro-
genitor cells and vascular marrow, facilitating superior 
osteoinduction and a vigorous osteogenic response after 
implantation [40, 45–48]. Its denser cortical layer imparts 
enhanced resistance to compression, which is crucial for 
maintaining the stability of the anterior and middle col-
umns post-surgery. Therefore, while rib and iliac bone 
grafts are both feasible for anterior column reconstruc-
tion in spinal tuberculosis, our research favors the iliac 
crest for its superior long-term stability and biological 
integration.

While our study offers valuable insights, several limita-
tions merit consideration. The retrospective design and 
small sample size may introduce inherent biases. A larger 
cohort and extended follow-up durations would provide 
a more robust assessment—moreover, potential incon-
sistencies arising from biases and disparities between 
observers needed to be systematically addressed. Lastly, 
the study did not quantify the volume of bone grafts har-
vested from rib and iliac bone, as quantification could 
provide additional insight into the relationship between 
bone graft volume and fusion rate, which should be sug-
gested as a consideration point for future research. How-
ever, our findings contribute to a nuanced understanding 
and perspective. In the future, the field would benefit 
from prospective, randomized studies with longer fol-
low-up times to further validate our observations.

Conclusions
Both bone graft procedures yielded comparable postop-
erative clinical outcomes in treating thoracic and thora-
columbar TB. Notably, the multi-fold rib bone graft had 
an edge in minimizing surgical discomfort, however, with 
less deterioration in segmental kyphotic angle correction 

and intervertebral height, the structural iliac bone graft 
emerged as a superior method for ensuring long-term 
spinal stability.

Abbreviations
TB  Tuberculosis
STB  Spinal tuberculosis
ESR  Erythrocyte sedimentation rate
CRP  C-reactive protein
CT  Computed tomography
MRI  Magnetic resonance imaging
ASIA  American Spinal Injury Association
ODI  Oswestry Disability Index
VAS  Visual analog score
HREZ  Isoniazid, rifampicin, ethambutol, pyrazinamide

Acknowledgements
Not applicable.

Author contributions
YL and HC were responsible for the data collation and primary manuscript 
generation. YL and PX were responsible for manuscript editing and contrib-
uted to data collection. TL, YS, and JZ was the senior author who performed 
the surgery and contributed to the study design. The author(s) read and 
approved the final manuscript.

Funding
No funding was received.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author upon reasonable request.

Declarations

Ethical approval and consent to participate
This study was approved by the ethics committee of West China Hospital 
of Sichuan University. All methods were performed in accordance with the 
Declaration of Helsinki and the relevant guidelines and regulations. Informed 
consent to participate was waived by the ethics committee of West China 
Hospital, Sichuan University due to the retrospective nature of the study 
design.

Consent for publication
Not applicable.

Competing interests
All authors declare no competing interests.

Author details
1 Department of Orthopedics, Orthopedic Research Institute, West China 
Hospital, Sichuan University, No. 37 Guo Xue Rd, Chengdu, China. 

Received: 22 October 2023   Accepted: 27 November 2023

References
 1. Chen ST, Zhao LP, Dong WJ, Gu YT, Li YX, Dong LL, et al. The clinical fea-

tures and bacteriological characterizations of bone and joint tuberculosis 
in China. Sci Rep. 2015;5:11084.

 2. Sandher DS, Al-Jibury M, Paton RW, Ormerod LP. Bone and joint tuber-
culosis: cases in Blackburn between 1988 and 2005. J Bone Joint Surg Br. 
2007;89(10):1379–81.



Page 8 of 9Luo et al. Journal of Orthopaedic Surgery and Research          (2023) 18:917 

 3. Tosun B, Erdemir C, Yonga O, Selek O. Surgical treatment of thoracolum-
bar tuberculosis: a retrospective analysis of autogenous grafting versus 
expandable cages. Eur Spine J. 2014;23(11):2299–306.

 4. Zeng H, Zhang P, Shen X, Luo C, Xu Z, Zhang Y, et al. One-stage pos-
terior-only approach in surgical treatment of single-segment thoracic 
spinal tuberculosis with neurological deficits in adults: a retrospective 
study of 34 cases. BMC Musculoskelet Disord. 2015;16:186.

 5. Zhang HQ, Li JS, Zhao SS, Shao YX, Liu SH, Gao Q, et al. Surgical 
management for thoracic spinal tuberculosis in the elderly: posterior 
only versus combined posterior and anterior approaches. Arch Orthop 
Trauma Surg. 2012;132(12):1717–23.

 6. Yin XH, Zhou ZH, Yu HG, Hu XK, Guo Q, Zhang HQ. Comparison 
between the antero-posterior and posterior only approaches for treat-
ing thoracolumbar tuberculosis (T10–L2) with kyphosis in children: a 
minimum 3-year follow-up. Childs Nerv Syst. 2016;32(1):127–33.

 7. Zhang H, Zeng K, Yin X, Huang J, Tang M, Guo C. Debridement, internal 
fixation, and reconstruction using titanium mesh for the surgical 
treatment of thoracic and lumbar spinal tuberculosis via a posterior-
only approach: a 4-year follow-up of 28 patients. J Orthop Surg Res. 
2015;10:150.

 8. Luk KD. Commentary: Instrumentation in the treatment of spinal 
tuberculosis, anterior or posterior? Spine J. 2011;11(8):734–6.

 9. Delloye C, Cornu O, Druez V, Barbier O. Bone allografts: what they can 
offer and what they cannot. J Bone Joint Surg Br. 2007;89(5):574–9.

 10. Grover V, Kapoor A, Malhotra R, Sachdeva S. Bone allografts: a review of 
safety and efficacy. Indian J Dent Res. 2011;22(3):496.

 11. Greenwald AS, Boden SD, Goldberg VM, Khan Y, Laurencin CT, Rosier 
RN. Bone-graft substitutes: facts, fictions, and applications. J Bone Joint 
Surg Am. 2001;83(2):98–103.

 12. McVeigh LG, Zaazoue MA, Lane BC, Voorhies JM, Bradbury J. 
Management and outcomes of surgical site tuberculosis infection 
due to infected bone graft in spine surgery: a single-institution 
experience and 1-year postoperative follow-up. J Neurosurg Spine. 
2023;38(2):281–92.

 13. Bacher JD, Schmidt RE. Effects of autogenous cancellous bone on 
healing of homogenous cortical bone grafts. J Small Anim Pract. 
1980;21(4):235–45.

 14. Hodgson AR, Stock FE, Fang HS, Ong GB. Anterior spinal fusion: The 
operative approach and pathological findings in 412 patients with 
Pott’s disease of the spine. Br J Surg. 1960;48:172–178.

 15. AR Hodgson FES. Anterior spinal fusion: a preliminary communication 
on the radical treatment of Pott’s disease and Pott’s paraplegia. Clin 
Orthop Relat Res 1994;(300):16–23.

 16. Myeroff C, Archdeacon M. Autogenous bone graft: donor sites and 
techniques. J Bone Joint Surg Am. 2011;93(23):2227–36.

 17. Wang B, Lv G, Liu W, Cheng I. Anterior radical debridement and 
reconstruction using titanium mesh cage for the surgical treatment 
of thoracic and thoracolumbar spinal tuberculosis: minimium 5-year 
follow-up. Turk Neurosurg. 2011;21(4):575–81.

 18. Pigrau-Serrallach C, Rodríguez-Pardo D. Bone and joint tuberculosis. 
Eur Spine J. 2013;22(Suppl 4):556–66.

 19. Jain AK, Rajasekaran S, Jaggi KR, Myneedu VP. Tuberculosis of the Spine. 
J Bone Joint Surg Am. 2020;102(7):617–28.

 20. Ge Z, Wang Z, Wei M. Measurement of the concentration of three 
antituberculosis drugs in the focus of spinal tuberculosis. Eur Spine J. 
2008;17(11):1482–7.

 21. Liu P, Zhu Q, Jiang J. Distribution of three antituberculous drugs and 
their metabolites in different parts of pathological vertebrae with 
spinal tuberculosis. Spine. 2011;36(20):E1290-5.

 22. Dai LY, Jiang LS, Wang YR, Jiang SD. Chemotherapy in anterior instru-
mentation for spinal tuberculosis: highlighting a 9-month three-drug 
regimen. World Neurosurg. 2010;73(5):560–4.

 23. Jain AK, Kumar J. Tuberculosis of spine: neurological deficit. Eur Spine J. 
2013;22(Suppl 4):624–33.

 24. Li W, Liu Z, Xiao X, Xu Z, Sun Z, Zhang Z, et al. Early surgical interven-
tion for active thoracic spinal tuberculosis patients with paraparesis 
and paraplegia. BMC Musculoskelet Disord. 2021;22(1):213.

 25. Azam MQ, Sadat-Ali M. The concept of evolution of thoracolumbar 
fracture classifications helps in surgical decisions. Asian Spine J. 
2015;9(6):984–94.

 26. Zhang Z, Hu BW, Wang L, Yang HL, Li T, Liu LM, et al. Comparison of 
long-term outcomes between the n-HA/PA66 cage and the PEEK 
cage used in transforaminal lumbar interbody fusion for lumbar 
degenerative disease: a matched-pair case control study. Orthop Surg. 
2023;15(1):152–61.

 27. Hu X, Barber SM, Ji Y, Kou H, Cai W, Cheng M, et al. Implant failure and 
revision strategies after total spondylectomy for spinal tumors. J Bone 
Oncol. 2023;42:100497.

 28. Lu Z, Ding C, Wei L, Zhang H. One-stage anterior focus debridement, 
interbody bone graft, and anterior instrumentation and fusion in the 
treatment of short segment TB. Medicine. 2022;101(50):e32210.

 29. Sun D, Zhang ZH, Mei G, Hou TY, Li Y, Xu JZ, et al. Comparison of ante-
rior only and combined anterior and posterior approach in treating 
lumbosacral tuberculosis. Sci Rep. 2019;9(1):18475.

 30. Shen X, Liu H, Wang G, Liu X. Single-stage posterior-only approach 
treating single-segment thoracic tubercular spondylitis. Int J Clin Exp 
Pathol. 2015;8(9):11051–9.

 31. Sundararaj GD, Amritanand R, Venkatesh K, Arockiaraj J. The use 
of titanium mesh cages in the reconstruction of anterior column 
defects in active spinal infections: can we rest the crest? Asian Spine J. 
2011;5(3):155–61.

 32. Assaghir YM, Refae HH, Alam-Eddin M. Anterior versus posterior 
debridement fusion for single-level dorsal tuberculosis: the role of 
graft-type and level of fixation on determining the outcome. Eur Spine 
J. 2016;25(12):3884–93.

 33. Wang YF, Shi SY, Zheng Q, Jin YH, Ma PF. Comparative analysis of bind-
ing multi-fold rib graft, iliac bone graft and titanium mesh graft during 
surgery of tuberculosis of thoracic vertebra. Zhongguo Gu Shang. 
2021;34(1):73–80.

 34. Srivastava SK, Marathe NA, Bhosale SK, Raj A, Purohit S, Shaikh A, et al. 
Outcome analysis of anterior reconstruction with rib grafts in tubercu-
losis of the thoracic Spine. Asian J Neurosurg. 2020;15(3):648–52.

 35. Jain AK, Dhammi IK. Tuberculosis of the spine: a review. Clin Orthop 
Relat Res. 2007;460:39–49.

 36. Cavuşoğlu H, Kaya RA, Türkmenoğlu ON, Tuncer C, Colak I, Aydin Y. A 
long-term follow-up study of anterior tibial allografting and instrumen-
tation in the management of thoracolumbar tuberculous spondylitis. J 
Neurosurg Spine. 2008;8(1):30–8.

 37. Fischer CR, Cassilly R, Cantor W, Edusei E, Hammouri Q, Errico T. A 
systematic review of comparative studies on bone graft alternatives for 
common spine fusion procedures. Eur Spine J. 2013;22(6):1423–35.

 38. Ahlmann E, Patzakis M, Roidis N, Shepherd L, Holtom P. Comparison 
of anterior and posterior iliac crest bone grafts in terms of harvest-
site morbidity and functional outcomes. J Bone Joint Surg Am. 
2002;84(5):716–20.

 39. Alraei K, Sharqawi J, Harcher S, Ghita I. Efficacy of the combination of 
rhBMP-2 with bone marrow aspirate concentrate in mandibular defect 
reconstruction after a pindborg tumor resection. Case Rep Dent. 
2020;2020:8281741.

 40. Lee JH, An HW, Im JS, Kim WJ, Lee DW, Yun JH. Evaluation of the clinical 
and radiographic effectiveness of treating peri-implant bone defects 
with a new biphasic calcium phosphate bone graft: a prospective, 
multicenter randomized controlled trial. J Periodontal Implant Sci. 
2023;53(4):306–17.

 41. Mitchell J, Lo KWH. Small molecule-mediated regenerative engineer-
ing for craniofacial and dentoalveolar bone. Front Bioeng Biotechnol. 
2022;10:1003936.

 42. Roberts TT, Rosenbaum AJ. Bone grafts, bone substitutes and ortho-
biologics: the bridge between basic science and clinical advancements 
in fracture healing. Organogenesis. 2012;8(4):114–24.

 43. Titsinides S, Agrogiannis G, Karatzas T. Bone grafting materials in den-
toalveolar reconstruction: a comprehensive review. Jpn Dent Sci Rev. 
2019;55(1):26–32.

 44. Oryan A, Alidadi S, Moshiri A, Maffulli N. Bone regenerative medicine: 
classic options, novel strategies, and future directions. J Orthop Surg 
Res. 2014;9(1):18.

 45. Chimedtseren I, Yamahara S, Akiyama Y, Ito M, Arai Y, Gantugs AE, et al. 
Collagen type I-based recombinant peptide promotes bone regenera-
tion in rat critical-size calvarial defects by enhancing osteoclast activity 
at late stages of healing. Regen Ther. 2023;24:515–27.



Page 9 of 9Luo et al. Journal of Orthopaedic Surgery and Research          (2023) 18:917  

•
 
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: 

 46. Clarke A, Flowers MJ, Davies AG, Fernandes J, Jones S. Morbidity 
associated with anterior iliac crest bone graft harvesting in children 
undergoing orthopaedic surgery: a prospective review. J Child Orthop. 
2015;9(5):411–6.

 47. Braga BMR, Leal CR, Carvalho RM, Dalben GDS, Ozawa TO. Outcomes of 
permanent canines on the cleft side after secondary alveolar grafting 
using different materials in complete unilateral cleft lip and palate. J 
Appl Oral Sci. 2023;31:e20220478.

 48. Lehmijoki M, Holming H, Thorén H, Stoor P. Rehabilitation of the 
severely atrophied dentoalveolar ridge in the aesthetic region with 
corticocancellous grafts from the iliac crest and dental implants. Med 
Oral Patol Oral Cir Bucal. 2016;21(5):e614–20.

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


	Comparative evaluation of multi-fold rib and structural iliac bone grafts in single-segment thoracic and thoracolumbar spinal tuberculosis: clinical and radiological outcomes
	Abstract 
	Objective 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Patient selection
	Preoperative management
	Surgical procedure
	Postoperative care
	Clinical assessments
	Radiological assessments
	Statistical analysis

	Results
	Clinical assessments
	Radiological assessments
	Complications

	Discussion
	Conclusions
	Acknowledgements
	References


