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Abstract
Neurogenic heterotopic ossification (NHO) is the formation of mature lamellar bone in peri-articular tissues
following a neurological insult, most commonly traumatic brain injury (TBI) or spinal cord injury (SCI). NHO
is a debilitating condition associated with significant morbidity and reduced quality of life. However, its
pathophysiology remains poorly understood. While surgery is the mainstay of treatment once NHO has been
diagnosed, prophylactic options are limited and not well studied. This review aimed to determine the
efficacy of various interventions used in the primary prevention of NHO. We conducted an electronic
literature search using five databases (PubMed, Embase, ScienceDirect, Cochrane Library, and Cumulative
Index to Nursing and Allied Health Literature (CINAHL)) for records published until April 10, 2022. We
identified 2,610 potentially eligible records across all databases. Nine reports met our eligibility criteria and
were included in this review. Four were clinical trials (three randomized control trials, one nonrandomized
trial), four were observational studies, and one was a systematic review/meta-analysis. The
medications/interventions used included: warfarin, pulse low-intensity electromagnetic field therapy
(PLIMF), bisphosphonates, and nonsteroidal anti-inflammatory drugs (NSAIDs). We did not find conclusive
evidence to recommend the use of bisphosphonates and warfarin in the prevention of NHO. On the contrary,
we found NSAIDs and PLIMF as effective prophylactic options based on the results of high-quality
randomized control trials. Further prospective randomized studies with prolonged follow-ups are needed to
confirm the long-term efficacy of these preventive interventions.

Categories: Physical Medicine & Rehabilitation, Neurosurgery, Trauma
Keywords: non-steroidal anti-inflammatory drugs, electromagnetic field radiation, prophylaxis, bisphosphonate use,
warfarin , traumatic brain injury, spinal cord injury, neurogenic heterotopic ossification

Introduction And Background
Heterotopic ossification (HO) is the abnormal presence of mature lamellar bone in an extra-skeletal site.
Based on etiology, HO can be categorized as neurogenic, traumatic, or genetic (fibrodysplasia ossificans
progressiva). Neurogenic heterotopic ossification (NHO) is HO secondary to neurological insult, most
commonly after traumatic brain injury (TBI) or spinal cord injury (SCI) [1]. Although other neurological
conditions such as Guillain-Barre syndrome [2,3], stroke [4,5], concussion [6], and Moyamoya disease [7]
have been linked to NHO, the documented evidence is scarce.

The pathophysiology of NHO is poorly understood. It is generally agreed that a close nexus between nervous
tissue injury and soft tissue inflammation is critical in the development of NHO. In recent years, the role of
immune cells, particularly phagocytic macrophages, has been elucidated in the pathogenesis of NHO
[8]. Understanding its pathogenesis is essential in identifying potential prophylactic strategies to reduce the
need for complicated surgeries and morbidity.

NHO has an incidence of 10-23% in patients with TBIs and 10%-53% in patients with SCIs [9]. Clinical risk
factors attributed to NHO include severity of CNS injury, spasticity, pressure ulcers, systemic infection, and
prolonged immobilization [10]. The formation of HO occurs within three months of neurological injury, with
a reported peak incidence in the second month [10]. It initially presents as pain, warmth, swelling, and
decreased range of motion in the affected joint and, in many cases, leads to complete ankylosis of the joint
[1]. Hips (60.9%) are the most common location, followed by elbows (21.3%), knees (14.3%), and shoulders
(3.5%) [11]. Traditionally, NHO has been diagnosed using plain radiographs, bone scintigraphy, CT scan, and
MRI. In the early phase of NHO, bone scintigraphy is positive with increased radionucleotide uptake and
remains the gold standard for detecting early NHO [12]. In recent years, ultrasonography has been suggested
as an alternative, safer, and cheaper option for early NHO detection [13].

Surgical excision is the mainstay of treatment for NHO once it develops. However, it creates a potential for
added complications. While there is extensive literature on the treatment of NHO once it has been
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diagnosed, currently, there is no clinical consensus on prophylactic therapies. NHO is a debilitating
complication that leads to significant morbidity and reduced quality of life. Therefore, it is imperative to
identify effective options since prevention will potentially lead to faster rehabilitation and eliminate the
need for surgeries. Herein, we present a systematic review to evaluate the effectiveness of various
prophylactic interventions in NHO. 

Review
Methods
We conducted this systematic literature review in accordance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) 2020 guidelines [14].

Search Strategy

We thoroughly searched through PubMed (MEDLINE), Embase, Cochrane Library, ScienceDirect, and
Cumulative Index to Nursing and Allied Health Literature (CINAHL) for studies published until April 10,
2022. We used a standard search strategy in PubMed, incorporating appropriate keywords and Medical
Subject Heading (MeSH) terms via the Boolean method. We modified the strategy according to each database
to obtain the most relevant results. In addition, we performed a manual search using reference screening
and citation tracking of included studies to retrieve any reports that might have been missed from our initial
search. Grey literature was not explored in this review. The literature search was conducted in April 2022,
and all records were collected into one Endnote library. Table 1 highlights the keywords used in our search
strategy.

Database Search terms/Keywords

PubMed 

Heterotopic ossification OR ("Ossification, Heterotopic"[Majr] OR "Ossification, Heterotopic/therapy"[Majr] OR
"Ossification, Heterotopic/drug therapy"[Majr] OR "Ossification, Heterotopic/radiotherapy"[Majr] OR "Ossification,
Heterotopic/surgery"[Majr] OR) AND (Traumatic brain injury OR "Brain Injuries, Traumatic"[Mesh] OR "Brain Injuries,
Traumatic/complications"[Mesh] OR Spinal cord injury OR "Spinal Cord Injuries"[Mesh])

Embase

('spinal cord injury'/exp OR 'spinal cord injury' OR (spinal AND cord AND ('injury'/exp OR injury)) OR 'traumatic brain
injury'/exp OR 'traumatic brain injury' OR (traumatic AND ('brain'/exp OR brain) AND ('injury'/exp OR injury))) AND
('heterotopic ossification'/exp OR 'heterotopic ossification') AND [english]/lim AND [humans]/lim AND ([embase]/lim OR
[medline]/lim)    

Cochrane
Library

Heterotopic ossification OR HO

ScienceDirect Heterotopic ossification AND (spinal cord injury OR traumatic brain injury)  

CINAHL
Heterotopic ossification AND (spinal cord injury or SCI or spinal injury OR traumatic brain injury or head injury, or brain
injury or TBI)  

TABLE 1: Search strategy
CINAHL: Cumulative Index to Nursing and Allied Health Literature

Inclusion and Exclusion Criteria

We formulated our eligibility criteria based on the population, intervention, comparison, and outcome
(PICO) framework. We limited our search to records published in English, available as full-texts, and human
subjects only. We included studies that met the following inclusion criteria: 1) studies directly comparing
prophylactic modality to placebo for primary prevention of NHO following either SCI or TBI, 2) NHO was
diagnosed by either bone scintigraphy, x-ray, or clinical signs, and 3) studies reporting the incidence of NHO
for patients receiving intervention or placebo. We restricted our choice of study to systematic reviews/meta-
analyses, clinical trials, and observational cohorts. We excluded studies based on the following criteria: 1)
primary prophylaxis of NHO was not the main focus of the study, 2) studies focused on secondary prevention
of NHO after surgical removal of heterotopic bone, 3) participants in the study were of nonneurogenic
etiology, 4) any neurogenic etiology other than SCI or TBI, and 5) case reports/case series, editorials,
conference abstracts, and studies published in languages other than English. 

Screening and Study Selection

We de-duplicated results manually and via Endnote. References remaining after this step were exported to
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Rayyan.ai for the screening process. Two of us (S.M.H.A.R. and J.S.) individually assessed and decided on
each abstract's inclusion in our study based on the defined eligibility criteria. We decided if the articles were
to be included (Yes), excluded (No), or needed further examination of full text (Maybe). The decisions were
then compared; all double "Yes" articles were set aside in the inclusion category, all double "No" articles were
excluded, all double "Maybe" articles were carried to the next full-text round. We sought the opinion of a
third reviewer (K.W.) to resolve disagreements. From a total of 2,610 articles initially identified, nine reports
were deemed eligible for inclusion in our review. The reports included one systematic review/meta-analysis,
four clinical trials (three randomized control trials, one nonrandomized trial), and four observational
studies.

Data Extraction

Two researchers (S.M.H.A.R. and J.S.) performed data extraction to ensure data quality and accuracy. We
extracted the key characteristics of each eligible study and inserted them in tables in Microsoft Word to
facilitate the analysis and presentation. We extracted the following variables from each study: first author
and year of publication, country of origin, study overview (i.e., study design, methodology, study
population, sample size, intervention used, drug regimen, time-to-treatment, length of treatment, duration
of follow up, and assessment of NHO), and study findings reported using relative risk (RR) and odds ratio
(OR) along with the 95% confidence intervals (CIs), and p-values.

Quality Appraisal

The quality assessment of each study was conducted separately by two of us (S.M.H.A.R. and J.S.) using
appropriate quality appraisal tools. The opinion of a third reviewer was sought in case of any disagreements.
For studies to be eligible, they had to score at least 70% or have an overall low risk (LR) of bias depending on
the quality appraisal tool used. Using the Cochrane risk of bias 2 (RoB 2) tool, we assessed the potential RoB
for randomized control trials in five domains. For each domain, the RoB was scored as either low, high, or
unclear. Studies were characterized as having low, high, or unclear overall RoB based on the following
criteria: low overall risk studies had a high risk (HR) of bias in two or less than two domains; high overall risk
studies had a HR of bias in more than two domains; unclear overall risk studies had an unclear risk (UC) of
bias in more than two domains. Table 2 shows the results of Cochrane RoB 2 tool.

First author
(year)

Random
allocation

Intervention
nonadherence

Incomplete
results

Inadequate assessment of
the outcomes

Selective
reporting

Final RoB
judgment

Banovac et al.
(2001) [15]

LR LR LR LR LR LR

Banovac et al.
(2004) [16]

LR LR LR LR LR LR

Durovic et al.
(2009) [17]

UC LR LR LR LR LR

TABLE 2: Assessment of clinical trials using the revised Cochrane RoB 2 tool
RoB: risk of bias; LR: low risk; UC: unclear; HR: high risk

Similarly, the quality appraisal of observational studies and nonrandomized clinical trials was performed
using the Newcastle-Ottawa Scale (NOS). Each study was scored for eight items within three domains:
subject selection, comparison, and results. The total points possible were four points for selection, two for
comparability, and three for results. We interpreted the sum of scores as either good, fair, or poor quality
based on the Agency for Healthcare Research and Quality (AHRQ) standards. Table 3 summarizes the quality
assessment of included studies using the NOS tool.
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Author (Year) Selection (/4) Comparison (/2) Results (/3) Final NOS Score (/9) AHRQ Standards

Stover et al. (1976) [18] ★★★ ★ ★★★ 7 Good 

Spielman et al. (1983) [19] ★★★★ ★ ★★★ 8 Good

Buschbacher et al. (1992) [20] ★★★★ ★ ★★ 7 Good

Ploumis et al. (2015) [21] ★★★★ ★ ★★★ 8 Good

Zakrasek et al. (2019) [22] ★★★★ ★ ★★★ 8 Good

TABLE 3: Newcastle-Ottawa risk-of-bias tool results for included observational studies
1 ★ represents one point

NOS: Newcastle-Ottawa Scale; AHRQ: Agency for Healthcare Research and Quality

Finally, we assessed the quality of systematic reviews/meta-analyses using the Assessment of Multiple
Systematic Reviews 2 (AMSTAR 2) tool. The AMSTAR 2 tool consisted of 16 items that were scored as either
Yes, Partial Yes, or No. We rated the study quality as either critically low, low, moderate, or high based on a
score out of 16. Table 4 summarizes the AMSTAR 2 tool results.

First Author

(Year)

Item

1

Item

2

Item

3

Item

4

Item

5

Item

6

Item

7

Item

8

Item

9

Item

10

Item

11

Item

12

Item

13

Item

14

Item

15

Item

16
Overall Quality

Yolcu et al. (2020)

[23]
Y N Y PY Y Y Y Y Y N Y Y Y Y Y N Moderate

TABLE 4: AMSTAR 2 checklist results for included systematic reviews
AMSTAR 2: Assessment of Multiple Systematic Reviews 2; Y: Yes; PY: Partially Yes; N: No

Results
We identified a total of 2,610 studies through our initial search. Out of 2,610 records, 497 originated from
PubMed, 675 from Embase, 756 from Science Direct, 359 from the Cochrane library, and 323 from CINAHL.
After discarding duplicates, the remaining 1,516 articles were screened based on their title/abstract. A total
of 178 reports were sought for full-text review. Of these, nine studies met our eligibility criteria and were
included in this review. Four studies were clinical trials (three RCTs, one nonrandomized trial), four were
observational studies, and one was a systematic review/meta-analysis. The medications/interventions used
included: warfarin, pulse low-intensity electromagnetic field therapy (PLIMF), bisphosphonates, and
nonsteroidal anti-inflammatory drugs (NSAIDs). The complete PRISMA flow diagram of our systematic
review is provided in Figure 1. Table 5 and Table 6 outline the characteristics and details of the included
studies, respectively.
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FIGURE 1: PRISMA flow diagram
PRISMA: Preferred Reporting Items for Systematic Reviews and Meta-Analyses; CINAHL: Cumulative Index to
Nursing and Allied Health Literature; TBI: traumatic brain injury; SCI: spinal cord injury
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Author (year) Country Study design Population

Patient number 

Medication/Intervention
Time to treatment

(average)

Length of

treatment
Assessment of NHO Follow-up time

Treatment Placebo

Buschbacher et al.

(1992) [20]
USA Observational SCI 33 228 Warfarin 5.4 weeks post injury N/A Bone scan and/or x-rays 12.5 weeks

Durovic et al.

(2009) [17]
Italy RCT SCI 14       15  PLIMF 7 weeks post injury 4 weeks Plain radiography (x-rays) 12 weeks 

Stover et al. (1976)

[18]
USA Nonrandomized trial SCI 74 75 EHDP

58 days (8.2 weeks) 20-

120 days post injury

8-12

weeks
Plain radiography (x-rays) 9 months

Spielman et al.

(1983) [19]
USA Observational TBI 10  10 EHDP 2-7 days post injury 6 months Plain radiopraphy (x-rays) 24 months

Ploumis et al.

(2015) [21]
USA Observational SCI 125 174 ALN 21.8 days post injury

38.17 +/-

57.89 days
Bone scintigraphy + x-rays

1.71 years,

minimum 3

months

Banovac et al.

(2001) [15]
USA RCT SCI 16 17 Indomethacin 21 +/- 14 days 3 weeks Bone scintigraphy + x-rays 6 months

Banovac et al

(2004) [16]
USA RCT SCI 37 39 Rofecoxib 24 days 4 weeks

Clinical signs and symptoms, bone

scintigraphy, and x-rays
N/A

Zakrasek et al.

(2018) [22]
USA Observational SCI 27 81 Indomethacin/Celecoxib

Within 60 days post

injury
>15 days

Clinical signs and symptoms, bone

scintigraphy, CT scan, and x-rays
63 days

Yolcu et al. (2020)

[23]
USA

Systematic

review/Meta-analysis
SCI 257 558

NSAIDs,

Bisphosphonates,

Warfarin

21.8-58 days Variable
X-rays, bone scintigraphy, or clinical

signs
Variable

TABLE 5: Characteristics of studies included in the review
RCT: randomized control trial; SCI: spinal cord injury; TBI: traumatic brain injury; PLIMF: pulse low-intensity electromagnetic field therapy; EHDP:
etidronate; ALN: alendronate; NSAIDs: nonsteroidal anti-inflammatory drugs; N/A: not available

Author
(year)

Methods
Drug
regimen/Intervention
frequency

Outcomes and
measures

Results

Buschbacher
et al. (1992)
[20]

Observational (Retrospective):
Information from discharge
summaries, inpatient and outpatient
data of 227 patients was gathered. 33
Patients were treated with warfarin;
94% of study participants were male,
while 6% were female, with an
average age of 34 years. 

Patients had been
treated with warfarin
for approximately 5.4
weeks post-SCI injury
for either DVT or PE.
The dosage of
warfarin was not
mentioned.  

Not mentioned.
Bone
scintigraphy
and/or x-rays
were done only if
clinical signs
raised suspicion
of NHO.

None of the patients who were
administered warfarin (n=33)
developed NHO. 34 out of 194 (17.5%)
patients who were not treated with
warfarin, developed NHO. A
statistically significant (p<0.01) inverse
relationship was found between
warfarin administration and formation
of NHO.

Durovic et al.
(2009) [17]

RCT: 29 patients were randomly
divided into treatment and control
groups. 14 patients were treated with
PLIMF, exercise and ROM therapy;
15 patients were only treated with
exercise and ROM therapy. Study
included individuals aged 18-45
years. 28 participants were male,
while only one was female.  

Patients in the
treatment group
underwent PLIMF
therapy five times a
week for four weeks.
Characteristics of
PLIMF therapy:
induction of 10
miliTesla (mT),
frequency of 25 Hz,
and duration of 30
min using the
apparatus

Incidence of
NHO, measured
using x-rays.

None of the patients from treatment
group (n=14) had developed NHO by
the end of therapy. Five out of 15
(33.3%) patients in the control group
developed NHO. Incidence of NHO
differed significantly between treatment
and control groups (p<0.04).  
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"Magnemed MT-91,
Electromedicina Nis".

Stover et al.
(1976) [18]

Nonrandomized trial: 74 patients
were treated with EHDP, while 75
patients were given a placebo. All
participants in the study were male
and above 16 years of age. 

20 mg/kg/day EHDP
for first two weeks,
followed by 10
mg/kg/day EHDP for
remaining treatment
period. 

Incidence of
NHO using plain
radiographs (x-
rays).

Six patients out of 58 (10%) who were
negative prestudy developed NHO in
the treatment group; while 12 patients
out of 56 (21%) who were negative
prestudy developed NHO in the control
group. A statistically significant
(p<0.05) reduction in NHO incidence
was observed in the treatment group
compared to the control group.

Spielman et
al. (1983)
[19]

Observational cohort: 10 patients
were treated with EHDP, while 10
patients comprised the nontreatment
group. Mean age of participants was
31 years for the treatment group, and
27 years for the nontreated group. 16
participants were male, while four
were female.

20 mg/kg/day EHDP
for the first 12 weeks,
followed by 10
mg/kg/day for the
second 12 weeks.

Incidence of
NHO using plain
radiographs (x-
rays).

Two out of 10 (20%) patients who
received EDHP developed NHO, while
seven out of 10 (70%) patients who
received no treatment were found to
have NHO. Incidence of NHO differed
significantly between treatment and
placebo group (p<0.025).

Ploumis et
al. (2015)
[21]

Retrospective database review:
Clinical data of 299 patients was
extracted. 125 patients received oral
ALN while 174 patients did not
receive oral ALN. 226 participants
were male, female were 73. Mean
age of patients was 42.7 +/- 18.36
years.

Oral 70 mg ALN was
prescribed weekly for
an average of 38.17
+/- 57.89 weeks.

Primary outcome
measure was
the incidence of
NHO using
mostly x-rays
and rarely bone
scintigraphy.
Secondary
outcomes
measured
included time of
NHO
appearance
post-injury,
affected joint,
and type of
treatment. 

Seven patients out of 125 who received
ALN were diagnosed with NHO. 12
patients out of 174 who did not receive
ALN were found to have NHO. No
significant correlation was found
between the diagnosis of NHO and
ALN intake. OR (95% CI) of not
developing NHO versus NHO following
treatment with ALN was 0.8 (0.3-2).

Banovac et
al. (2001)
[15]

RCT: 33 patients were randomly
divided into treatment and control
groups. 16 patients were treated with
indomethacin for three weeks while
17 patients were given placebo.
Study was discontinued and patients
were initiated on EHDP in case of
positive bone scan for NHO. Mean
age of the patients was 33 years; all
the participants were male.

Oral slow-release
indomethacin 75 mg
daily for three weeks.

Incidence of
NHO using bone
scintigraphy and
x-rays.

Four out of 16 (25%) patients in the
treatment group showed early NHO on
bone scintigraphy compared to 11 out
of 17 (65%) patients in the control
group. Similarly, two out of 16 patients
(13%) in the treatment group showed
radiographic evidence of late NHO
compared to seven out of 17 (41%)
patients in the control group. There
was a significantly lower incidence of
both early NHO (p<0.001) and late
NHO (p<0.001) in the indomethacin-
treatment group compared to control.   

Banovac et
al (2004) [16]

RCT: 76 patients were randomly
divided into treatment and control
groups. 37 patients received
rofecoxib while 39 patients were
given placebo. Mean age of
participants was 32 years, 11 were
female, and 65 were male. 

Oral rofecoxib 25 mg
daily for four weeks.

Incidence of
NHO using
clinical signs and
symptoms, bone
scintigraphy, and
x-rays.

Only five out of 37 (13.4%) patients in
the treatment group developed NHO,
compared to 13 out of 39 (33.3%)
patients in the control group (p<0.05).
Patients treated with Rofexoxib had 2.5
times lower RR of developing NHO
than patients in the control group. (95%
CI, 2.3-6).

Retrospective: Clinical data of 108

Patients were treated
with either
indomethacin 75 mg
sustained-release OD,
25 mg immediate-

Two out of 27 (7.4%) patients treated
with NSAIDs were diagnosed with
NHO, while 29 out of 81 (35.8%)
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Zakrasek et
al. (2018)
[22]

patients was collected through chart
review. 27 patients were treated with
NSAIDs, while 81 did not receive any
prophylaxis.   

release TD, or
celecoxib 200 mg OD.
Length of treatment
varied among
patients, but the study
included only patients
who had been given
>15 days of
prophylaxis.

Incidence of
NHO

patients in the nontreatment group
were diagnosed with NHO. Logistic
regression analysis was applied.
Patients who received >15 days of
prophylaxis had an OR of 0.1 of being
diagnosed with NHO compared to the
control group (95% CI, 0.02-0.05).  

Yolcu et al.
(2020) [23]

SR/MA: A literature search was
conducted using Embase, Ovid
Medline, Scopus, EBM, and Web of
Science. Five studies were included:
257 people comprised the
prophylactic group, while 558 were in
the nontreatment group. Incidence of
NHO was pooled and compared
between the treatment and placebo
group. Meta-analysis was performed
using Revman. Subgroup meta-
analysis focusing on NSAIDs and
bisphosphonates was also
performed.    

N/A
Incidence of
NHO

In the overall analysis, no statistically
significant difference was found
between treatment group and placebo
(RR (95% CI): 0.53 (0.26, 1.11);
p=0.09). In the NSAID subgroup, those
who received prophylaxis showed
significantly lower incidence of NHO
(RR (95% CI): 0.35 (0.19,0.16);
p<0.001). In the bisphosphonate
subgroup, no statistically significant
difference was found (RR (95% CI):
0.65 (0.26, 1.64); p=0.58).

TABLE 6: Details of studies incorporated in the systematic review
NHO: neurogenic heterotopic ossification; RCT: randomized control trial; SR/MA: systematic review/meta-analysis; SCI: spinal cord injury; DVT: deep
venous thrombosis; PE: pulmonary embolism; ROM: range of motion; PLIMF: pulse low-intensity electromagnetic field therapy; EHDP: etidronate; ALN:
alendronate; OD: once daily; TD: thrice daily; RR: relative risk; OR: odds ratio; CI: confidence interval

Discussion
In this section, we will discuss the pathogenesis of NHO and the different interventions used for its
prevention. The main pharmacological options include Warfarin, bisphosphonates, and NSAIDs.The only
nonpharmacological therapy included in this study is PLIMF. Figure 2 illustrates the various options.
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FIGURE 2: Prophylaxis of NHO
Figure created with BioRender.com

NHO: neurogenic heterotopic ossification; NSAID: nonsteroidal anti-inflammatory drug; PLIMF: pulse low-intensity
electromagnetic field therapy

Pathogenesis

According to Chalmers et al. [24], three conditions need to be present for HO to occur: 1) The presence of
osteoprogenitor cells (OPCs), 2) an osteoinductive factor, and 3) a permissive environment favoring
osteogenesis. Despite continued efforts to identify the triggering molecular events leading up to NHO, the
exact pathogenesis remains unclear. Here we present new evidence and hypotheses on the mechanisms that
may lead to NHO formation.

NHO appears to form similarly following both TBI and SCI [25]. It has been hypothesized that a combined
insult of CNS injury and local inflammation is a pre-requisite for ectopic bone formation at peripheral sites.
The absence of either of these triggers is insufficient in causing NHO [26]. The animal models in recent
years support this theory. Genêt et al.' s [27] animal model using genetically unmodified mice showed that
cardiotoxin (CDTX)-mediated muscular injury alone did not cause the formation of HO. However, when
combined with SCI, CDTX-mediated muscular injury resulted in clinically recognizable NHO within one-to-
three weeks. Brady et al. [28], in their novel rat model, showed that a combination of TBI, femoral fracture,
and muscle crush injury resulted in NHO development six weeks post-injury in 70% of experimental mice.
Similarly, in their rat model, Wei‑Zhe et al. [29] demonstrated that TBI combined with Achilles tendon
rupture resulted in pathological bone tissue formation in local tissue.

Damage to the CNS and peripheral tissue initiates an inflammatory cascade that leads to the release of pro-
osteoinductive factors and the recruitment of inflammatory cells, particularly macrophages. Some of the
factors implicated in the pathogenesis of NHO include substance P, oncostatin M (OSM), calcitonin gene-
related protein (CGRP), bone morphogenetic protein-2 (BMP-2), fibroblast growth factors (FGFs),
interleukin-1 (IL-1), and transforming growth factor beta (TGF-β1) [30,31]. The mechanism by which
macrophages promote NHO involves activating the OSM signal transducer and activator of transcription
(STAT-3) signaling pathway [26]. Accumulated OSM derived from activated macrophages promotes
osteogenic differentiation of mesenchymal OPCs [32]. In addition, macrophages also secrete matrix
metalloproteinase 9 (MMP-9), which mediates cell migration and extracellular matrix (ECM) degradation
and remodeling, thus creating a conducive environment for OPCs differentiation [29]. This leads to the
proliferation of fibroadipogenic progenitors (FAPs) within the injured periarticular muscles and their
subsequent osteogenic differentiation. FAPs are derived from mesenchyme [9] and can differentiate into
chondrocytes, osteoblasts, or adipocytes [33]. Hypoxia appears to be one of the main factors contributing to
a conducive environment. It promotes chondrocyte differentiation by up-regulating chondrocyte-specific
gene expression under the influence of hypoxia-inducing factor 1 alpha (HIF-1 α) [34]. Using animal models,
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Tannous et al. [35] established that HO follows the same path as endochondral ossification. In endochondral
ossification, chondrocytes form a cartilaginous model of bone that is replaced by osteoblasts and osteoclasts
with a woven bone matrix and eventually remodeled to lamellar bone.

Recent research has sparked exciting ideas that could lead to the discovery of novel biomarkers and new
therapeutic options for preventing NHO. Figure 3 summarizes the pathogenesis of NHO.
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FIGURE 3: Pathogenesis of NHO
Figure created with BioRender.com

NHO: neurogenic heterotopic ossification; OSM: oncostatin M; FAPs: fibro-adipogenic progenitors; CGRP:
calcitonin gene-related protein; BMP-2: bone morphogenetic protein-2; FGFs: fibroblast growth factors; IL-1:
interleukin-1; TGF-β1: transforming growth factor-beta; PLIMF: pulse low-intensity electromagnetic field therapy;
NSAIDs: nonsteroidal anti-inflammatory drugs

Warfarin

Warfarin has been proposed as potential prophylaxis for NHO based on the findings of a single observational
study, which reported a significant association between the administration of warfarin post-SCI and failure
to develop NHO [20]. In their study, none of the 33 patients treated with warfarin were diagnosed with NHO,
while 34 out of 194 patients in the nontreatment group developed clinical signs of NHO. Warfarin is a
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commonly used anticoagulant that inhibits vitamin K epoxide reductase (VKOR). VKOR reduces vitamin K
2,3-epoxide and vitamin K to hydroquinone, an essential cofactor for the gamma-carboxylation of vitamin
K-dependent clotting factors II, VII, IX, X, and proteins C, S [36]. Not only is y-carboxylation necessary for
the function of several coagulation factors, but it is also known to regulate matrix Gla-protein (MGP), which
inhibits extra-osseous tissue ossification, and osteocalcin/bone Gla-protein (BGP) [37]. Osteocalcin is a
noncollagenous protein that comprises 1-2% of total protein in bone. Buschbacher et al. [20] suggested that
warfarin, through its role in the depletion of reduced vitamin K, could be utilized to inhibit the carboxylation
of osteocalcin, thereby preventing bone matrix formation and mineralization. While initially osteocalcin
was thought to play a role in bone mineralization, research in recent years suggests it plays no part in bone
mineralization. In fact, it plays a role in the regulation of glucose homeostasis [38]. The mechanism of action
of warfarin in preventing NHO remains unknown and further research is needed to investigate this
ostensibly protective effect against NHO before recommending its use. It should be noted that warfarin has a
considerable side effect profile, mainly bleeding, and is not a suitable agent in many cases. 

PLIMF Therapy

The use of PLIMF therapy as prophylaxis for NHO is supported by a single RCT [17], which reported a
significant difference in NHO incidence between treatment and control groups. None of the participants in
the treatment group were diagnosed with NHO, whereas 33% of individuals in the control group developed
NHO. PLIMF therapy uses a solenoid apparatus ("Magnamed MT-91, Electromedicina Nis") that employs
electromagnetic fields. Durovic et al. [17] theorized that by increasing blood flow and oxygenation to areas
of inflammation and removing toxic substances, PLIMF therapy could potentially eliminate the neurogenic
stimulus required for NHO pathway activation. Although this study demonstrated the efficacy and safety of
PLIMF therapy in preventing NHO, there are concerns over its feasibility. Further research is warranted with
larger sample size and longer follow-up duration to evaluate its long-term efficacy.

Bisphosphonates

Bisphosphonates are used in a multitude of skeletal disorders, including osteoporosis, Paget disease of
bone, and metastatic bone disease. They are pyrophosphate analogs that inhibit osteoclastic bone resorption
by binding hydroxyapatite in bone [39]. Two bisphosphonates, alendronate (ALN) and disodium etidronate
(Didronel/EHDP), have been studied as therapeutic agents in the prevention of NHO. Stover et al. [18],
theorized that EHDP may have an inhibitory effect on the pathogenesis of HO by inhibiting bone
mineralization. In their prospective, double-blind study of individuals with SCI, earlier treatment with EHDP
resulted in a significantly lower incidence of NHO (p<0.05). Based on their findings, there is some evidence
to suggest that EHDP treatment begun within 60 days post SCI is more beneficial than when it is started
more than 60 days after injury. Minor gastrointestinal symptoms were noted in their study, such as nausea,
vomiting, and diarrhea.

Similarly, Spielman et al. [19] sought to determine the prophylactic effect of EHDP in decreasing the
incidence of HO in the TBI population. The difference in NHO incidence between the study and control
groups was found to be significant in their study (p<0.025). Interestingly, in their study, the most common
locations affected were elbows (35%), shoulders (29%), hips (18%), and knees (18%). This is in contrast to
patients in the spinal cord population in which NHO seems to develop mainly in the hip region. Despite the
preliminary findings strongly suggesting that initiating EHDP therapy during the acute phase of both spinal
cord and severe head injury decreases NHO incidence, these findings should be interpreted with caution due
to the small sample size and the noncontrolled nature of the study. Even though fewer patients treated with
EHDP developed NHO during the eight-to-12 weeks of study, the overall prevalence may not have differed
much a year later. Furthermore, it should be noted that EHDP is no longer available in the USA.

ALN is a potent N-containing second-generation bisphosphonate that is thought to inhibit osteoclastic
activity and have a minor effect on bone mineralization [21]. In comparison to EHDP, ALN has a higher
antiosteoporotic effect. Ploumis et al. [21] reported no statistically significant reduction in the incidence of
NHO in patients treated with ALN. While there was no direct correlation between the prevention of NHO
and ALN intake, there seemed to be an indirect connection between the two, as serum alkaline phosphatase
(ALP) levels were abnormally raised in patients with NHO whilst patients who took oral ALN had normal ALP
serum levels. A possible explanation for this finding could be that by reducing one of the risk factors for
developing NHO (high ALP levels), ALN might exert an indirect prophylactic effect. A possible downside of
using ALN was the unexpected finding that patients were more prone to develop contractures while taking
the drug compared to placebo [21]. Unfortunately, the study's results did not explain these adverse events'
occurrence.

In contrast to earlier findings discussed above, in their meta-analysis, Yolcu et al. [23] found no statistically
significant difference in NHO incidence and bisphosphonate use (p=0.58). Overall, the evidence remains
inconclusive in recommending bisphosphonates as a therapeutic option for preventing NHO. Prospective
studies with larger sample size and longer follow-up duration are needed to ascertain the efficacy of
bisphosphonates.
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NSAIDs

Local inflammation seems to play a pivotal role in the pathogenesis of NHO, and NSAIDs have been shown
to prevent HO by inhibiting the differentiation of OPCs [40]. Prostaglandins are involved in regulating
mesenchymal cell differentiation into osteoblasts, the bone-forming cells. One of the proposed mechanisms
by which HO occurs is the excess production of prostaglandin E2 [23]. These prostaglandins may also
indirectly influence the expression of bone morphogenic proteins in soft tissue, which is another factor
associated with NHO [41]. NSAIDs by inhibiting cyclooxygenase (COX), lead to decreased synthesis of
prostaglandins, prostacyclin, and thromboxane, thereby preventing ossification.

Studies have examined the use of indomethacin, rofecoxib, and celecoxib as prophylaxis for NHO following
SCI. Banovac et al. [15,16] evaluated the efficacy of NSAIDs in preventing NHO following SCI. In their first
RCT, Banovac et al. [15] randomized 33 patients post SCI and treated them prophylactically with slow-
release indomethacin 75 mg daily or a placebo for three weeks. There was a significantly higher incidence of
NHO in patients who received a placebo when compared with the treatment group who received
indomethacin (p<0.001). Similarly, in their second RCT, Banovac et al. [16] randomized 76 patients post SCI
into either the treatment group (25 mg rofecoxib daily for two weeks) or a control group. Again, a
significantly lower incidence of NHO was observed in the treatment group than in the placebo group
(p<0.05). 

These results reflect those of Zakrasek et al. [22], who observed that patients with SCI that had received
more than 15 days of NSAID prophylaxis had an odds ratio of 0.1 of being diagnosed with NHO compared to
placebo. The findings of Yolcu et al.'s [23] systematic review and meta-analysis add further credence to the
effectiveness of NSAIDs in preventing NHO. While in their overall analysis, they did not find sufficient
evidence to suggest a statistically significant benefit to the use of prophylactic medications in preventing
NHO compared to placebo. However, when only analyzing NSAIDs, those who had received NSAIDs as
prophylaxis showed a significantly lower incidence of NHO compared to placebo (p<0.001).

While NSAIDs have a relatively favorable side-effect profile, some concerns need to be addressed. For
instance, rofecoxib is no longer available in the market due to its considerable cardiovascular effects. In
addition, long-term NSAID use is associated with significant gastrointestinal side effects. Another concern
is that NSAID use may affect fracture healing and spinal fusion, thereby limiting its use in the setting of
multiple fractures [21]. However, this claim has been questioned, and NSAIDs continue to be used in spinal
fusion procedures.

Limitations
This systematic review does have limitations. First, we found only a single study on NHO prophylaxis in the
TBI population. Second, length of treatment and follow-up time varied significantly across all studies. Third,
studies diagnosed NHO using either bone scintigraphy, plain radiographs, or clinical signs. As a result, there
was a lack of a standardization tool for diagnosing NHO, thereby limiting the effective comparison of various
interventions. Furthermore, most participants included in the studies were predominantly male, making it
difficult to draw definite conclusions about the sex predilections of NHO. Finally, despite all nine studies
being appraised as high-quality papers, only three studies were RCTs.

Conclusions
NHO is a debilitating condition that complicates rehabilitation in patients recovering from TBI or SCI. The
studies included in our review focused on the effectiveness of warfarin, PLIMF, bisphosphonates, and
NSAIDs in preventing NHO. While warfarin and bisphosphonates appear to prevent NHO, the overall
evidence is inconclusive. Furthermore their considerable adverse effect profile and the absence of RCTs limit
their recommendation. To date, only NSAIDs and PLIMF have compelling evidence to support their use in
preventing NHO based on the results of high-quality RCTs. However, undesirable side effects or feasibility
constraints may hinder the clinical use of some of these interventions. Nevertheless, these adverse effects
may be minor compared to the overall negative impact NHO can have on the quality of life. Given the recent
advances in our understanding of NHO pathophysiology, there remains substantial potential for discovering
new therapeutic approaches. We believe prospective randomized trials with larger sample sizes and longer
follow-ups are needed to assess the effectiveness of alternative interventions in NHO prophylaxis.

Additional Information
Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

2022 Rizvi et al. Cureus 14(8): e27683. DOI 10.7759/cureus.27683 13 of 15



References
1. Brady RD, Shultz SR, McDonald SJ, O'Brien TJ: Neurological heterotopic ossification: current understanding

and future directions. Bone. 2018, 109:35-42. 10.1016/j.bone.2017.05.015
2. Gulati R, Kothari SY, Gupt SK: Heterotopic ossification in Guillain-Barré syndrome: a dual case report . JCDR.

2021, 15:YD01-04. 10.7860/JCDR/2021/46532.14407
3. Nalbantoglu M, Tuncer OG, Acık ME, Matur Z, Altunrende B, Ozgonenel E, Ozgonenel L: Neurogenic

heterotopic ossification in Guillain-Barre syndrome: a rare case report. J Musculoskelet Neuronal Interact.
2020, 20:160-4.

4. Gurcay E, Ozturk EA, Erdem T, Gurcay AG, Cakci A: Heterotopic ossification as rare complication of
hemiplegia following stroke: two cases. Brain Inj. 2013, 27:1727-31. 10.3109/02699052.2013.831123

5. Cunha DA, Camargos S, Passos VM, Mello CM, Vaz LS, Lima LR: Heterotopic ossification after stroke:
clinical profile and severity of ossification. J Stroke Cerebrovasc Dis. 2019, 28:513-20.
10.1016/j.jstrokecerebrovasdis.2018.10.032

6. O'Callaghan PK, Carter E, Walton Z, Chapin R, Bruner E: Heterotopic ossification formation following a
simple concussion: a case report. JBJS Case Connect. 2018, 8:e26. 10.2106/JBJS.CC.17.00158

7. Sharma J, Sehgal KV, Harmon RL: Heterotopic ossification in moyamoya disease: a case report . Am J Phys
Med Rehabil. 1998, 77:455-7. 10.1097/00002060-199809000-00021

8. Huang Y, Wang X, Zhou D, Zhou W, Dai F, Lin H: Macrophages in heterotopic ossification: from
mechanisms to therapy. NPJ Regen Med. 2021, 6:70. 10.1038/s41536-021-00178-4

9. Tseng HW, Girard D, Alexander KA, et al.: Spinal cord injury reprograms muscle fibroadipogenic progenitors
to form heterotopic bones within muscles. Bone Res. 2022, 10:22. 10.1038/s41413-022-00188-y

10. Dizdar D, Tiftik T, Kara M, Tunç H, Ersöz M, Akkuş S: Risk factors for developing heterotopic ossification in
patients with traumatic brain injury. Brain Inj. 2013, 27:807-11. 10.3109/02699052.2013.775490

11. Genêt F, Jourdan C, Schnitzler A, et al.: Troublesome heterotopic ossification after central nervous system
damage: a survey of 570 surgeries. PLoS One. 2011, 6:e16632. 10.1371/journal.pone.0016632

12. Harris M, Cilwa K, Elster EA, Potter BK, Forsberg JA, Crane NJ: Pilot study for detection of early changes in
tissue associated with heterotopic ossification: moving toward clinical use of Raman spectroscopy. Connect
Tissue Res. 2015, 56:144-52. 10.3109/03008207.2015.1013190

13. Stefanidis K, Brindley P, Ramnarine R, et al.: Bedside ultrasound to facilitate early diagnosis and ease of
follow-up in neurogenic heterotopic ossification: a pilot study from the intensive care unit. J Head Trauma
Rehabil. 2017, 32:E54-8. 10.1097/HTR.0000000000000293

14. Page MJ, McKenzie JE, Bossuyt PM, et al.: The PRISMA 2020 statement: an updated guideline for reporting
systematic reviews. BMJ. 2021, 372:n71. 10.1136/bmj.n71

15. Banovac K, Williams JM, Patrick LD, Haniff YM: Prevention of heterotopic ossification after spinal cord
injury with indomethacin. Spinal Cord. 2001, 39:370-4. 10.1038/sj.sc.3101166

16. Banovac K, Williams JM, Patrick LD, Levi A: Prevention of heterotopic ossification after spinal cord injury
with COX-2 selective inhibitor (rofecoxib). Spinal Cord. 2004, 42:707-10. 10.1038/sj.sc.3101628

17. Durović A, Miljković D, Brdareski Z, Plavsić A, Jevtić M: Pulse low-intensity electromagnetic field as
prophylaxis of heterotopic ossification in patients with traumatic spinal cord injury. Vojnosanit Pregl. 2009,
66:22-8. 10.2298/vsp0901022d

18. Stover SL, Hahn HR, Miller JM 3rd: Disodium etidronate in the prevention of heterotopic ossification
following spinal cord injury (preliminary report). Paraplegia. 1976, 14:146-56. 10.1038/sc.1976.25

19. Spielman G, Gennarelli TA, Rogers CR: Disodium etidronate: its role in preventing heterotopic ossification
in severe head injury. Arch Phys Med Rehabil. 1983, 64:539-42.

20. Buschbacher R, McKinley W, Buschbacher L, Devaney CW, Coplin B: Warfarin in prevention of heterotopic
ossification. Am J Phys Med Rehabil. 1992, 71:86-91. 10.1097/00002060-199204000-00005

21. Ploumis A, Donovan JM, Olurinde MO, Clark DM, Wu JC, Sohn DJ, O'Connor KC: Association between
alendronate, serum alkaline phosphatase level, and heterotopic ossification in individuals with spinal cord
injury. J Spinal Cord Med. 2015, 38:193-8. 10.1179/2045772314Y.0000000213

22. Zakrasek EC, Yurkiewicz SM, Dirlikov B, Pence BT, Crew JD: Use of nonsteroidal anti-inflammatory drugs to
prevent heterotopic ossification after spinal cord injury: a retrospective chart review. Spinal Cord. 2019,
57:214-20. 10.1038/s41393-018-0199-3

23. Yolcu YU, Wahood W, Goyal A, et al.: Pharmacologic prophylaxis for heterotopic ossification following
spinal cord injury: a systematic review and meta-analysi. Clin Neurol Neurosurg. 2020, 193:105737.
10.1016/j.clineuro.2020.105737

24. Chalmers J, Gray DH, Rush J: Observations on the induction of bone in soft tissues . J Bone Joint Surg Br.
1975, 57:36-45. 10.1302/0301-620X.57B1.36

25. Aubut JAL, Mehta S, Cullen N, Teasell RW: A comparison of heterotopic ossification treatment within the
traumatic brain and spinal cord injured population: An evidence based systematic review.
NeuroRehabilitation. 2011, 28:151-60. 10.3233/NRE-2011-0643

26. Alexander KA, Tseng HW, Salga M, Genêt F, Levesque JP: When the nervous system turns skeletal muscles
into bones: how to solve the conundrum of neurogenic heterotopic ossification. Curr Osteoporos Rep. 2020,
18:666-76. 10.1007/s11914-020-00636-w

27. Genêt F, Kulina I, Vaquette C, et al.: Neurological heterotopic ossification following spinal cord injury is
triggered by macrophage-mediated inflammation in muscle. J Pathol. 2015, 236:229-40. 10.1002/path.4519

28. Brady RD, Zhao MZ, Wong KR, et al.: A novel rat model of heterotopic ossification after polytrauma with
traumatic brain injury. Bone. 2020, 133:115263. 10.1016/j.bone.2020.115263

29. Shi WZ, Ju JY, Xiao HJ, Xue F, Wu J, Pan MM, Ni WF: Dynamics of MMP‑9, MMP‑2 and TIMP‑1 in a rat
model of brain injury combined with traumatic heterotopic ossification. Mol Med Rep. 2017, 15:2129-35.
10.3892/mmr.2017.6275

30. Wong KR, Mychasiuk R, O'Brien TJ, Shultz SR, McDonald SJ, Brady RD: Neurological heterotopic
ossification: novel mechanisms, prognostic biomarkers and prophylactic therapies. Bone Res. 2020, 8:42.
10.1038/s41413-020-00119-9

2022 Rizvi et al. Cureus 14(8): e27683. DOI 10.7759/cureus.27683 14 of 15

https://dx.doi.org/10.1016/j.bone.2017.05.015
https://dx.doi.org/10.1016/j.bone.2017.05.015
https://dx.doi.org/10.7860/JCDR/2021/46532.14407
https://dx.doi.org/10.7860/JCDR/2021/46532.14407
https://pubmed.ncbi.nlm.nih.gov/32131381/
https://dx.doi.org/10.3109/02699052.2013.831123
https://dx.doi.org/10.3109/02699052.2013.831123
https://dx.doi.org/10.1016/j.jstrokecerebrovasdis.2018.10.032
https://dx.doi.org/10.1016/j.jstrokecerebrovasdis.2018.10.032
https://dx.doi.org/10.2106/JBJS.CC.17.00158
https://dx.doi.org/10.2106/JBJS.CC.17.00158
https://dx.doi.org/10.1097/00002060-199809000-00021
https://dx.doi.org/10.1097/00002060-199809000-00021
https://dx.doi.org/10.1038/s41536-021-00178-4
https://dx.doi.org/10.1038/s41536-021-00178-4
https://dx.doi.org/10.1038/s41413-022-00188-y
https://dx.doi.org/10.1038/s41413-022-00188-y
https://dx.doi.org/10.3109/02699052.2013.775490
https://dx.doi.org/10.3109/02699052.2013.775490
https://dx.doi.org/10.1371/journal.pone.0016632
https://dx.doi.org/10.1371/journal.pone.0016632
https://dx.doi.org/10.3109/03008207.2015.1013190
https://dx.doi.org/10.3109/03008207.2015.1013190
https://dx.doi.org/10.1097/HTR.0000000000000293
https://dx.doi.org/10.1097/HTR.0000000000000293
https://dx.doi.org/10.1136/bmj.n71
https://dx.doi.org/10.1136/bmj.n71
https://dx.doi.org/10.1038/sj.sc.3101166
https://dx.doi.org/10.1038/sj.sc.3101166
https://dx.doi.org/10.1038/sj.sc.3101628
https://dx.doi.org/10.1038/sj.sc.3101628
https://dx.doi.org/10.2298/vsp0901022d
https://dx.doi.org/10.2298/vsp0901022d
https://dx.doi.org/10.1038/sc.1976.25
https://dx.doi.org/10.1038/sc.1976.25
https://pubmed.ncbi.nlm.nih.gov/6416224/
https://dx.doi.org/10.1097/00002060-199204000-00005
https://dx.doi.org/10.1097/00002060-199204000-00005
https://dx.doi.org/10.1179/2045772314Y.0000000213
https://dx.doi.org/10.1179/2045772314Y.0000000213
https://dx.doi.org/10.1038/s41393-018-0199-3
https://dx.doi.org/10.1038/s41393-018-0199-3
https://dx.doi.org/10.1016/j.clineuro.2020.105737
https://dx.doi.org/10.1016/j.clineuro.2020.105737
https://dx.doi.org/10.1302/0301-620X.57B1.36
https://dx.doi.org/10.1302/0301-620X.57B1.36
https://dx.doi.org/10.3233/NRE-2011-0643
https://dx.doi.org/10.3233/NRE-2011-0643
https://dx.doi.org/10.1007/s11914-020-00636-w
https://dx.doi.org/10.1007/s11914-020-00636-w
https://dx.doi.org/10.1002/path.4519
https://dx.doi.org/10.1002/path.4519
https://dx.doi.org/10.1016/j.bone.2020.115263
https://dx.doi.org/10.1016/j.bone.2020.115263
https://dx.doi.org/10.3892/mmr.2017.6275
https://dx.doi.org/10.3892/mmr.2017.6275
https://dx.doi.org/10.1038/s41413-020-00119-9
https://dx.doi.org/10.1038/s41413-020-00119-9


31. Tseng HW, Kulina I, Girard D, et al.: Interleukin-1 is overexpressed in injured muscles following spinal cord
injury and promotes neurogenic heterotopic ossification. J Bone Miner Res. 2022, 37:531-46.
10.1002/jbmr.4482

32. Torossian F, Guerton B, Anginot A, et al.: Macrophage-derived oncostatin M contributes to human and
mouse neurogenic heterotopic ossifications. JCI Insight. 2017, 2:e96034. 10.1172/jci.insight.96034

33. Ampadiotaki MM, Evangelopoulos DS, Pallis D, Vlachos C, Vlamis J, Evangelopoulos ME: New strategies in
neurogenic heterotopic ossification. Cureus. 2021, 13:e14709. 10.7759/cureus.14709

34. Anthonissen J, Steffen CT, Hofmann A, Victor J: The pathogenesis of heterotopic ossification after
traumatic brain injury. A review of current literature. Acta Orthop Belg. 2020, 86:369-77.

35. Tannous O, Stall AC, Griffith C, Donaldson CT, Castellani RJ Jr, Pellegrini VD Jr: Heterotopic bone formation
about the hip undergoes endochondral ossification: a rabbit model. Clin Orthop Relat Res. 2013, 471:1584-
92. 10.1007/s11999-013-2801-5

36. Tie JK, Stafford DW: Structure and function of vitamin K epoxide reductase . Vitam Horm. 2008, 78:103-30.
10.1016/S0083-6729(07)00006-4

37. Lacombe J, Ferron M: Gamma-carboxylation regulates osteocalcin function. Oncotarget. 2015, 6:19924-5.
10.18632/oncotarget.5126

38. Lee NK, Sowa H, Hinoi E, et al.: Endocrine regulation of energy metabolism by the skeleton . Cell. 2007,
130:456-69. 10.1016/j.cell.2007.05.047

39. Drake MT, Clarke BL, Khosla S: Bisphosphonates: mechanism of action and role in clinical practice . Mayo
Clin Proc. 2008, 83:1032-45. 10.4065/83.9.1032

40. Ranganathan K, Loder S, Agarwal S, et al.: Heterotopic ossification: basic-science principles and clinical
correlates. J Bone Joint Surg Am. 2015, 97:1101-11. 10.2106/JBJS.N.01056

41. Teasell RW, Mehta S, Aubut JL, Ashe MC, Sequeira K, Macaluso S, Tu L: A systematic review of the
therapeutic interventions for heterotopic ossification after spinal cord injury. Spinal Cord. 2010, 48:512-21.
10.1038/sc.2009.175

2022 Rizvi et al. Cureus 14(8): e27683. DOI 10.7759/cureus.27683 15 of 15

https://dx.doi.org/10.1002/jbmr.4482
https://dx.doi.org/10.1002/jbmr.4482
https://dx.doi.org/10.1172/jci.insight.96034
https://dx.doi.org/10.1172/jci.insight.96034
https://dx.doi.org/10.7759/cureus.14709
https://dx.doi.org/10.7759/cureus.14709
http://www.actaorthopaedica.be/assets/2988/03-Anthonissen.pdf
https://dx.doi.org/10.1007/s11999-013-2801-5
https://dx.doi.org/10.1007/s11999-013-2801-5
https://dx.doi.org/10.1016/S0083-6729(07)00006-4
https://dx.doi.org/10.1016/S0083-6729(07)00006-4
https://dx.doi.org/10.18632/oncotarget.5126
https://dx.doi.org/10.18632/oncotarget.5126
https://dx.doi.org/10.1016/j.cell.2007.05.047
https://dx.doi.org/10.1016/j.cell.2007.05.047
https://dx.doi.org/10.4065/83.9.1032
https://dx.doi.org/10.4065/83.9.1032
https://dx.doi.org/10.2106/JBJS.N.01056
https://dx.doi.org/10.2106/JBJS.N.01056
https://dx.doi.org/10.1038/sc.2009.175
https://dx.doi.org/10.1038/sc.2009.175

	Effectiveness of Prophylactic Interventions in Neurogenic Heterotopic Ossification (NHO): A Systematic Review
	Abstract
	Introduction And Background
	Review
	Methods
	TABLE 1: Search strategy
	TABLE 2: Assessment of clinical trials using the revised Cochrane RoB 2 tool
	TABLE 3: Newcastle-Ottawa risk-of-bias tool results for included observational studies
	TABLE 4: AMSTAR 2 checklist results for included systematic reviews

	Results
	FIGURE 1: PRISMA flow diagram
	TABLE 5: Characteristics of studies included in the review
	TABLE 6: Details of studies incorporated in the systematic review

	Discussion
	FIGURE 2: Prophylaxis of NHO
	FIGURE 3: Pathogenesis of NHO

	Limitations

	Conclusions
	Additional Information
	Disclosures

	References


