
Current Concepts Review

Primary malignant bone tumours of spine and pelvis 
in children

Ilkka J. Helenius1

Andreas H. Krieg2

Abstract

Purpose: Axial malignant bone tumours are rare in children 
and adolescents, and their prognosis is still relatively poor 
due to non-specific symptoms, such as back or groin pain, 
which may result in late hospital presentation. Therefore, it is 
very important to raise awareness regarding this pathology. 

Methods: We performed a narrative review, including scien-
tific publications published in English. We searched Medline 
and Google Scholar databases for information on the in-
cidence and prognosis of axial malignant bone tumours in 
children and adolescents (< 18 years). Outcomes of different 
surgical management strategies and reconstruction options 
were assessed.

Results: The incidence of primary malignant bone tumours 
before the age of 18 years is approximately five per one million 
population; around 25% of these tumours are located in the 
axial skeleton. With a five-year survival rate of 50%, tumours 
in an axial location (chest cage, spine, pelvis) are associated 
with a poorer prognosis than tumours in more peripheral lo-
cations. En bloc excision with clear margins has been shown 
to improve local control and overall survival, even though ob-
taining adequate surgical margins is difficult due to the close 
location of large neurovascular structures and other major 
organs. Spinal reconstruction options include instrumented 
fusion with allograft or expandable cage. Pelvic reconstruc-
tion is needed in internal hemipelvectomy, and the options 
include biological, endoprosthetic reconstructions, hip trans-
position, arthrodesis or creation of pseudoarthrosis and lum-
bopelvic instrumentation.

Conclusion: Early diagnosis, a timely adequate multidiscipli-
nary management, appropriate en bloc excision, and recon-
struction improve survival and quality of life in these patients.
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Introduction
Malignant bony spine tumours are rare in children and 
adolescents.1-3 In the pediatric age population, malig-
nant osseous spine tumours include osteosarcoma, ewing 
sarcoma, lymphoma, and metastatic neuroblastoma.1,2 
Approximately 50% of bony Ewing sarcomas are in the 
axial skeleton (spine, pelvis, ribs), and the pelvis is the most 
common site for Ewing sarcoma (5% to 15%) in young 
patients.4 This narrative review focuses on primary malig-
nant bone tumours in the spine and pelvis (Figs 1 to 4).

In a national study, the overall incidence of bone sarco-
mas among children and adolescents (< 18 years of age) 
was 5.1 per one million population: 3.6 for osteosarcoma, 
1.2 for Ewing sarcoma and 0.3 for chondrosarcoma.5 Of 
these tumours, 24% (21/88) were located in the axial skel-
eton, i.e. chest cage, spine or pelvis.5 Even if bone sarco-
mas are rare among children, it is very important to raise 
awareness regarding this pathology. Our aim is to provide 
a review of the existing knowledge on the presenting 
symptoms of axial malignant bone tumours, diagnostic 
work-up, treatment principles, and prognosis.

Materials and methods 
We performed a narrative review, including scientific pub-
lications published in English. We searched Medline and 
Google Scholar databases for the years between 2000 and 
2020, for information on the incidence and prognosis of 
axial malignant bone tumours in children and adolescents 
(< 18 years). Outcomes of different surgical management 
strategies and reconstruction options were assessed.

Presenting symptoms

The symptoms of axial bone tumours include back or 
inguinal pain, which is typically relentless or dull in nature 
and may present during the nighttime may or may not 
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Fig. 1 a) Chest wall Ewing sarcoma causing a severe spinal cord compression on a 15-year-old boy. Weak lower legs and severe 
walking difficulties. T2 axial MRI demonstrates large tumour invading the spinal canal and producing severe deformation of the spinal 
cord; b) multilevel sagittal excision through the vertebral bodies and discs performed and specimen removed en bloc.

Fig. 2 a) Ten-year-old boy with dull back pain between scapulae. Soft-tissue extension behind T4 vertebral body. Biopsy confirmed 
Ewing sarcoma; b) en bloc excision of T4; c) blunt dissection around the spine (instrument going in front of spine). Nerve roots ligated 
bilaterally and cut. A space has been created around the spine; d) wide posterior costotransversectomy approach. Humeral allograft 
strut placed. Pedicle screw instrumentation; e) postoperative radiographs with reconstruction using humeral allograft strut. Extension 
of instrumentation below an osteoporotic fracture at T6, which occurred during neoadjuvant treatment.
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be exercise-related.1,2,6-9 Spinal deformity and neurological 
deficits are less common. Even if neurological symptoms 
are less prevalent in children than in adults, large soft-tis-

sue mass involvement that causes spinal cord or nerve 
root compression may produce neurological symptoms 
depending on the location (Fig. 1a).2 A typical neurologi-

Fig. 3 a) Eight-year-old boy with right-sided pelvic osteosarcoma; b) coronal T2 MRI demonstrating acetabular and spinal involvement; 
c) axial T2 MRI demonstrating L5, S1 nerve root involvement; d) postoperative T2 coronal MRI after extended external hemipelvectomy; 
e) patient developed painful scoliosis one year after external hemipelvectomy; f) reconstruction using long posterior pedicle screw 
instrumentation with Transforaminal Lumbar Interbody Fusion (TLIF) cage in the remaining L5/S1 disc and multiple rod construct to 
prevent rod fractures.
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cal symptom is walking difficulties. Some patients can also 
present with constitutional symptoms, e.g. fever, weight 
loss and night sweating (Ewing sarcoma). 

The time interval between the onset of symptoms 
(intermediate pain vs. a night pain) and the diagnosis in a 
pelvic location is usually significantly delayed (a mean of 
seven months (1 to 48)) because of intrapelvine growth 
and a variaty of differential diagnoses that need to be con-
sidered and excluded.7,8 In one study,8 the pelvic sarcoma 
was not recognized initially in roughly half of the patients, 
and an inaccurate diagnosis was made. Besides inguinal 
hernia or urinary-tract infections, misdiagnoses often 
include particular spine-related diseases such as herniated 
lumbar disc, spinal stenosis and spondylolisthesis. There-
fore, the tumour volumes have often increased to > 100 ml 
at the time of diagnosis. Common symptoms and findings 
on physical examination include buttock pain, low-back 
pain, pain in the hip and in the groin, a palpable mass, 
bladder dysfunction and sciatic nerve symptoms.7,8

Diagnostic work-up

A full clinical investigation of the child is indicated when a 
clinical suspicion of axial bone tumour is raised.1,2 Palpa-

tion of the tumour area may evoke the pain symptoms but 
is barely possible in cases of intrathoracal and/or pelvic 
growth. On neurological examination, the Babinski reflex 
can be positive, and the patella and achilles refelexes may 
be brisk (cord compression) or attenuated (nerve root 
compression) depending on the location of the tumour. 
The straight leg raising test becomes positive (< 60°) early 
with nerve root or spinal cord compression (Fig. 1). Heel 
and toe walking are sensitive screening tests to examine 
the neurological function of the lower extremities: general 
strength and ataxia (spinal cord, myelopathy), L3-4 (knee 
extension), L5 (hip abduction and ankle dorsiflexion) 
and S1 nerve root (plantar flexion). Rectal tone should 
also be evaluated (cauda equinae).2 In pelvic sarcomas, 
a direct compression of sciatic or femoral nerve-related 
symptoms/neurological deficiencies should be feasible to 
detect in clinical exmination. Tenderness and groin pain is 
more common than night pain.8 

Standing radiographs of the spine and/or pelvis 
are indicated when the patient is presenting with the 
above-mentioned symptoms or with obvious palpable 
pelvic/spinal mass or deformity.1-3,6-9 Radiological diagno-
sis of pelvic/spinal sarcomas with simple radiographs is 

Fig. 4 a) 17-year-old boy. Right-sided Ewing sarcoma causing a pathological pubis stress fracture and MRI showed extension in the 
pubic and acetabular bone; b) defining the resection planes and planning the patientspecific cutting guides; c) planning of the implant 
(Scaffold with femoral prosthesis) with reconstruction of the original femoral head centre; d) postoperative radiograph showing a 
resection Type II+III (Enneking) with clear margins and reconstruction using a scaffold wih femoral prosthesis.
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difficult because of the organs and soft-tissue mass that 
lies in front of these bones. Therefore, most symptomatic 
patients have to be evaluated by MRI with intravenous 
contrast. Primary malignant bone tumours are rare before 
school age, whereas infections and other paediatric can-
cers (leukemia, neuroblastoma) are more common.1 
Typical imaging findings in malignant bone tumours are 
soft-tissue mass and bony destruction (Fig. 2a and Fig. 
4b).

Biopsy

The diagnosis of malignant tumours is confirmed by a 
well-planned biopsy.1,2 The biopsy should preferentially 
be performed percutaneously since the associated 0.37% 
risk of tumour cell seeding is significantly lower than the 
32% risk associated with the open incisional biopsy.10,11 
Advanced imaging helps guiding the percutaneous 
biopsy, which in many institutions is performed by an 
interventional radiologist under CT guidance after inter-
disciplinary discussion with the responsible surgeon and 
the pathologist. At the spine, a percutaneous biopsy via 
the pedicle allows relatively easy access to the vertebral 
body. Transthoracic biopsies should be avoided as they 
can contaminate the whole chest cavity. The diagnosis of 
a malignant bone tumour can often be obtained from the 
soft-tissue component of the tumour.

Treatment management of axial tumours

The management of the most common malignant axial 
tumours (Ewing sarcoma, high grade osteosarcoma) in 
children includes a neoadjuvant and postoperative che-
motherapy, even in children with neurological compro-
mise. A prompt start of the neoadjuvant chemotherapy 
has been shown to improve neurological deficits and it 
should, therefore, be the primary management if the 
tumour is sensitive to the chemotherapy.12 The typical sur-
gical window opens after ten to 12 weeks of oncological 
management depending on the primary sarcoma.

The advances in chemotherapy and surgical techniques 
have changed the way primary osseus malignancies are 
treated nowadays. The complex anatomy of the spine and 
pelvis and its close relation to adjacent neural, vascular 
and visceral structures, however, make these techniques 
and principles inapplicable, according to Enneking.13 A 
wide resection at the cost of significant spinal cord/lower 
limb function would probably not be acceptable for most 
patients, but surgery is still considered beneficial, at least 
when marginal resections within anatomical barriers like 
a nerve sheat, fascia etc are achievable.6,9,14-18 However, in 
radiation sensitive bone tumours like the Ewing sarcoma 
or in high grade osteosarcomas, (proton) radiation ther-
apy could be an alternative or additional adjuvant treat-
ment option.19,20 

Additional preoperative steps such as embolization of 
large tumours, aortic ballon occlusion or application of 
a tempororary stoma in case of sacrum tumours can be 
helpful for reducing intra- and postoperative complica-
tions like massive blood loss or infection.19,20

Spinal tumours

The anatomy of spine and neural elements does not 
allow radical tumour resection, therefore, the resections 
of tumours in the spine are typically marginal or wide.15 
It should be noted that there is typically only one good 
chance to perform a curative en bloc excision for spinal 
malignancy, and this should be performed only by the 
most experienced orthopaedic spine surgeons. A dif-
ficult discussion with family arises if the child is already 
presenting with significant neurological deficits (Fig. 1a). 
Surgical decompression will alleviate the neurological 
deficit but this will also result in local spill of malignant 
cells and contamination of the surrounding tissues, which 
makes curative en bloc exision impossible. A prompt start 
of the neoadjuvant management using chemotherapy 
and radiotherapy has been shown to improve neurolog-
ical deficits as well and should, therefore, be the primary 
management.12

The three main procedures used to achieve en bloc resec-
tion in spine tumours include: 1) spondylectomy (removal 
of full vertebral body en bloc with or without posterior ele-
ments) (Fig. 2b); 2) sagittal resection through the spine 
(Fig. 1b); and 3) posterior arch resection.15 To help decide 
which operation is required, surgical staging systems have 
been developed. The two most commonly used include 
the Weinstein, Boriani, Biagnini15 (WBB, Fig. 5), and the 
Tomita staging systems.21 Dr. Stener, from Gothenburg, 
was the first to report the en bloc excision of the vertebral 
body, i.e. spondylectomy for a primary malignant spinal 
bone tumour, in 1971.22 En bloc spondylectomy can be 
performed either via a posterior-only approach or a com-
bined anterior and posterior approach, depending on the 
affected part of the spinal column and the surgical staging 
of the tumour.23,24 Basically, for the tumour to be removed 
en bloc, one pedicle has to be free of tumour, otherwise 
the operation will inevitably be at least minimally intral-
esional.15,21,23 In the case of a large tumour extension out-
side the vertebral body, a combined approach is usually 
needed to allow full excision of the tumour with adequate 
margins. The need for en bloc spinal excisions is very rare 
in children and, therefore, a surgical team that brings 
together expertise from both paediatric and adult spine 
surgery is very useful.25

The Tomita procedure (all posterior en bloc spon-
dylectomy) encompasses a wide bilateral posterolateral 
approach.21 To obtain this, two or three pairs of ribs around 
the malignant tumour are excised from the vertebral body 
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to 5 cm lateral. Pleura and large vessels are dissected away 
from the spine using blunt dissection (Fig. 2c). Pedicle 
screws (the author prefers three pairs above and below) 
with a safety rod are applied. Pedicles, if free from tumour, 
are cut at the base of the vertebral body and the posterior 
element is lifted en bloc. A space around the spine is created 
and the anterior longitudinal ligament, discs, as well as the 
posterior longitudinal ligament above and below the ver-
tebral body are cut to allow removal of the body en bloc.

Successful en bloc resection has been shown to improve 
survival in chondrosarcoma26 and osteosarcoma.27 Total en 
bloc spondylectomy may also improve prognosis of spi-
nal Ewing sarcoma, at least when combined with radio-
therapy.28 Neoadjuvant chemotherapy is recommended 
in spinal Ewing sarcoma even if the patient presents with 
neurological deficits, since the soft-tissue mass will typi-
cally disappear which makes the excision more effec-
tive.12 As major complications are common, the decision 
of whether or not to perform total en bloc spondylectomy 
should be made by experienced, multidisciplinary teams.29

Management of pelvic tumours

Hemipelvectomy involves removal of the innominate bone 
and can be performed internally (preserving the ipsilat-
eral extremity; Figs 4b to 4e) or externally (hindquarter 
amputation; Figs 3b to 3e). External hemipelvectomy is 
indicated when iliac vessels (artery or vena iliaca commu-
nis or branches) and/or when nerves like the lumbosacral 
plexus or the sciatic nerve are involved (Fig. 3). Closure of 
the external hemipelvectomy is typically performed with a 
posterior flap using gluteal muscles and skin. If posterior 
structures are involved, an anterior flap along with super-
ficial femoral artery can be applied.

Based on their location, pelvic tumour resections are 
typically divided into iliosacral (type 1), acetabular (type 2), 
ischiopubic (type 3) and including sacral (type 4), but combi-
nations of different types are possible.30 When the pelvic ring 
is disrupted, a reconstruction becomes necessary. Resection 
at the pelvis is anatomically complex and, therefore, nav-
igation or patient-specific cutting guides/3D models may 
improve the accuracy of pelvic tumour excisions and, there-
fore, the prognosis of the patient (Figs 4a to 4c).31,32

Zhang et al33 proposed a new classification of Enneking 
type 4 resections of the sacrum. They divided the excisions 
and reconstructive procedures into four subtypes (a to 
d) according to the extent of the tumour invasion in the 
sacrum. Type a includes tumour invading the ipsilateral 
sacral wing; type b the ipsilateral sacral foramina; type c 
the contralateral foramina; and type d the whole sacrum. 
A type a excision can be carried out with an ilioinguinal 
approach, while subtypes b to d require a posterior sacral 
approach first to sever the sacral nerve roots and to obtain 
an adequate surgical margin.

Reconstruction options in spinal tumours

Reconstruction after en bloc spondylectomy involves 
instrumented spinal fusion using pedicle screws. The 
gap between adjacent vertebral bodies is typically recon-
structed using an allograft (Figs. 2d and 2e) or an expand-
able titanium cage. Reconstruction should be strong and 
stable enough to allow early mobilization, postopera-
tive radiotherapy and continuation of the neoadjuvant 
therapy. Carbon implants are especially suited for post-
operative radiotherapy. Posterior element excision (lam-
inectomy) on a growing child requires instrumentation 
and spinal fusion to prevent development of postlaminec-
tomy kyphosis.34 

Reconstruction options in pelvic tumours

External hemipelvectomy for a growing child does not 
require any reconstruction but will typically result in a 
compensatory scoliosis, which may cause pain (Fig. 3e). 
Treatment of compensatory scoliosis after hemipelvec-
tomy involves a long pedicle screw instrumentation, inter-
body fusion with a cage and multiple rods to prevent a 
rod fracture. All sacral excisions will include lumbopelvic 
fixation with pedicle screw instrumentation.33 When the 
excision also includes the acetabulum, the lumbopelvic 
instrumentation can be connected into a modular hemi-
pelvic prosthesis.6,9,16

Hip joint reconstruction after internal hemipelvectomy 
can be performed using a megaprosthesis, a hip transposi-
tion to the sacral ala according to Winkelmann, an iliofem-
oral fusion or the joint may be left unreconstructed as a 
‘flail hip’.6,9,16 This option also has to be discussed in pal-
liative cases, because pelvic reconstruction after tumour 

Fig. 5 The Weinstein-Boriani-Biagnini (WBB) surgical staging 
system divides the vertebra into 12 radiculating zones and into 
five layers. Based on Boriani et al.15
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resection has a high risk of major complications (30%) and 
long time stay in the hospital could be possible.35

When the acetabulum does not need to be excised but 
the integrity of the pelvic ring is lost, a reconstruction is 
needed to provide stability of the spine and pelvis. Recon-
struction options include lumbopelvic instrumentation 
with iliac or fibular autografting or massive allograft. Both 
autograft options can be performed as vascularized or 
non-vascularized.36,37 Using double fibular grafting with 
lumbopelvic instrumentation, Ogura et al36 obtained 
bone union in five of out of eight patients but two patients 
developed a painful scoliosis. Extracorporeal irradiation is 
an option in Ewing sarcoma.38 This includes internal hemi-
pelvectomy and reimplantation of the extracorporeally 
irradiated autograft. Growth disturbance of the autograft 
and deep surgical site infection are limitations of this tech-
nique.

Prognosis of malignant axial bone tumours

There is very limited data on the prognosis of primary 
malignant bony spine tumours in children. The Surveil-
lance, Epidemiology, and End Results database collects 
national cancer data from the United States. According to 
this database, the five-year survival rate is approximately 
18% in all patient age groups with primary spine osteo-
sarcoma and 41% in those with spine Ewing sarcoma.14,39 
In a Finnish nationwide retrospective study, children with 
axial Ewing sarcoma had a significantly lower ten-year 
survival (56%) than children with a peripheral tumour 
location (100%).5 Laitinen et al4 evaluated the outcome 
of 113 pelvic bone sarcomas in children < 16 years of 
age. Ewing sarcoma accounted for 88 and osteosarcoma 
for 25 of these. One-third showed metastasis at presen-
tation. The five-year survival was 37% in Ewing sarcoma 
and 32% in osteosarcoma. Chemotherapy response was 
a predictor of local recurrence in Ewing sarcoma, with the 
lowest recurrence rate for those with good chemotherapy 
response treated with a combination of radiotherapy and 
surgery. In children with osteosarcoma, both chemother-
apy response and surgical margin influenced the local 
control. Patients with pelvic chondrosarcomas showed 
a direct correlation between survival and grading. The 
risk of disease-related death was 3% for grade-I tumours, 
33% for grade-II tumours and 54% for grade-III tumours. 
Identified risk factors for impaired disease-specific survival 
were the resection margins and maximal tumour size. 
However, only a few patients in this data set were adoles-
cents (youngest patient 15 years old).40

It is important to monitor and compensate for limb-
length discrepancy after pelvic surgery. Consistent track-
ing and documentation of the patients’ bilateral extremity 
growth is advised at regular six-month intervals.41 Growth 
milestones for the acetabulum have not been well studied 
or documented in children, but the acetabular physis is 

thought to naturally reach maturity and ‘close’ at 12 to 14 
years of age.

For patients with upper acetabular involvement (type 
IIA), reconstruction has been suggested, as this area could 
bear the majority of the load in the hip joint movement.42 
Implanted allografts do not grow like the other compo-
nents of the acetabulum. To match the host’s femoral 
head, the surgeons usually implanted a slightly larger 
osteoarticular allograft, which provided more space for 
the growth of the femoral head. Patients undergoing type 
I excision also required to avoid pelvic instability and leg 
length discrepancy, whereas those undergoing type III 
excisions did not.

The management of leg-length discrepancies can be 
simplified for small discrepancies that are < 2 cm through 
the use of a shoe lift and nonoperative management. At 
the time of pelvic resection, a reconstruction can be car-
ried out in a way that effectively lengthens the limb by 
placing a pelvic implant or allograft that is slightly (1 cm 
to 2 cm) larger than preoperative length for the correction 
of future leg length discrepancies. This method is limited 
to corrections of 10 mm to 15 mm and requires precise 
pelvic reconstructive metrics that include the proximal 
femur, acetabulum and ilium. 

Complications are frequent after spinal or pelvic en 
bloc excisions.29,43 Complications reported after spinal 
tumour excisions include massive intraoperative blood 
loss (aorta, vena cava), neurological deficit, untinten-
tional dural lesion, deep surgical site infection and non-
union with a reported range between 13% and 56%.29 The 
most common complications after pelvic tumour excision 
include wound healing issues, deep surgical site infec-
tion and mechanical complications after endoprosthesis 
reconstruction (Table 1).43

Conclusion
Night-time or non-exercise-related dull back, inguinal or 
buttock pain should raise the suspicion of an axial bone 
tumour. Neurological deficits are rare, but even with neu-
rological deficits, neoadjuvant treatment should be started 
before surgery. A prompt and effective work-up is needed 
to confirm the diagnosis and to plan multidisciplinary 
oncologic and orthopaedic management. A well-planned 
and performed percutaneous biopsy in musculoskeletal 
tumour units confirms the malignancy diagnosis. En bloc 
excision with clear surgical margins improves the survival 
of children with axial bone tumours but there is only one 
good chance for curative treatment and, therefore, these 
should be left only to the most experienced orthopae-
dic spine and oncological surgeons. Using navigation or 
3D patient-specific guides may provide more accuracy/
safety for the resection in anatomically difficult locations 
and, therefore, can improve the prognosis for this patient. 
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Therefore, cautious decision-making is necessary in the 
indication for axial reconstruction by the interdisciplin-
ary sarcoma team. Nevertheless, a restrictive approach to 
reconstruction is not necessarily sensible, especially if the 
other option is major amputation.

Received 23 April 2021, accepted 01 June 2021

COMPLIANCE WITH ETHICAL STANDARDS

FUNDING STATEMENT
Although none of the authors has received or will receive benefits for personal or 
professional use from a commercial party related directly or indirectly to the subject 
of this article, benefits have been or will be received but will be directed solely to a 
research fund, foundation, educational institution, or other non-profit organization 
with which one or more of the authors are associated.

OA LICENCE TEXT
This article is distributed under the terms of the Creative Commons Attribution-Non 
Commercial 4.0 International (CC BY-NC 4.0) licence (https://creativecommons.org/
licenses/by-nc/4.0/) which permits non-commercial use, reproduction and distribu-
tion of the work without further permission provided the original work is attributed.

ETHICAL STATEMENT
Ethical approval: Funding was received by IJH from industry and University Hos-
pital to support the writing of this manuscript. The funding body did not influence 
writing or editing of this review.
Informed consent: This review did not include original scientific evaluation of pa-
tient data and therefore, no informed consent or ethical committee approval was 
requested by the institution where the writing of this review was conducted.

ICMJE CONFLICT OF INTEREST STATEMENT
IJH: consultant for Medtronic and Stryker; grants and research funding received from 
Medtronic International and Stryker, Helsinki and Turku University Hospitals. Finnish 
State Research Funding (Helsinki and Turku University Hospitals). Funding was re-
ceived from Industry to support the researchers’ leave to write this manuscript. The 
funding body did not have a role in writing or editing this review. AHK did not receive 
any funding.

ACKNOWLEDGEMENTS
The authors would like to thank the members of the EPOS Musculoskeletal Tumors, 
Infections & Arthritis Group for valuable comments during the preparation of this 
manuscript.

AUTHOR CONTRIBUTIONS
IH: Literature review, Writing of the manuscript.
AK: Literature review, Critical revision of the manuscript.

REFERENCES

1. Dormans JP. Leslie Moroz L. Infection and tumors of the spine in children. J 
Bone Joint Surg [Am] 2007;89-A(suppl 1):79-97.

2. Kim HJ, McLawhorn AS, Goldstein MJ, Boland PJ. Malignant 
osseous tumors of the pediatric spine. J Am Acad Orthop Surg 2012;20:646-656. 

3. Fraser RD, Paterson DC, Simpson DA. Orthopaedic aspects of spinal 
tumors in children. J Bone Joint Surg [Br] 1977;59-B:143-151. 

4.  Laitinen M, Parry M, Albergo JI, et al. Outcome of pelvic bone 
sarcomas in children. J Pediatr Orthop 2018;38:537-542. 

5. Serlo J, Tarkkanen M, Sampo M, et al. Incidence, treatment and survival of 
paediatric patients with bone sarcomas in Finland from 1991 to 2005. Acta Paediatr 2015;104:738-745. 

6. Schwameis E, Dominkus M, Krepler P, et al. Reconstruction of the 
pelvis after tumor resection in children and adolescents. Clin Orthop Relat Res 2002;402:220-235. 

7. Widhe B, Widhe T. Initial symptoms and clinical features in osteosarcoma and 
Ewing sarcoma. J Bone Joint Surg [Am] 2000;82-A:667-674. 

8.  Wurtz LD, Peabody TD, Simon MA. Delay in the diagnosis and 
treatment of primary bone sarcoma of the pelvis. J Bone Joint Surg [Am] 1999;81-A:317-325. 

9. Hosalkar H, Dormans J. Surgical management of pelvic sarcomas in children. 
Pediatr Blood Cancer 2005;44:305-317. 

10.  Barrientos-Ruiz I, Ortiz-Cruz EJ, Serrano-Montilla J, 
Bernabeu-Taboada D, Pozo-Kreilinger JJ. Are biopsy tracts a concern 
for seeding and local recurrence in sarcomas? Clin Orthop Relat Res 2017;475:511-518. 

11.  Berger-Richardson D, Swallow CJ. Needle tract seeding after 
percutaneous biopsy of sarcoma: Risk/benefit considerations. Cancer 2017;123:560-567. 

12. Mirzaei L, Kaal SE, Schreuder HW, Bartels RH. The neurological 
compromised spine due to Ewing sarcoma. What first: surgery or chemotherapy? Therapy, 
survival, and neurological outcome of 15 cases with primary Ewing sarcoma of the vertebral 
column. Neurosurgery 2015;77:718-724. 

13. Enneking WF. A system of staging musculoskeletal neoplasms. Clin Orthop Relat 
Res 1986;204:9-24.

14. Mukherjee D, Chaichana KL, Gokaslan ZL, et al. Survival of 
patients with malignant primary osseous spinal neoplasms: results from the Surveillance, 
Epidemiology, and End Results (SEER) database from 1973 to 2003.  J Neurosurg Spine 
2011;14:143-150. 

Table 1 Complications after tumour resections at the pelvis (modified from the table published by Puchner et al).43 In this series, 29% of the patients 
suffered from at least one major complication. Especially those patients who underwent endoprosthetic reconstruction had a higher risk of experiencing 
a major complication (p < 0.0001) afterwards. The most common major complication was infection

Complications Endoprosthetic  
reconstruction

Biological  
reconstruction

No reconstruction Internal  
hemipelvectomy

External  
hemipelvectomy

Patients (1980 to 2012; total = 147) n = 47 n = 21 n = 46 n = 14 n = 19
Major
Infection (%) 17 (36) 2 (10) 3 (7) 3 (21) 1 (5)
Neurovascular/infection (%) 5 (11) - 4 (9) 1 (7) 1 (5)
Mechanical/soft-tissue (%) 11 (23) 4 (19) - - -
Minor
Wound healing issue (%) 17 (36) 3 (14) 9 (19) 3 (21) 6 (32)
Seroma/haematoma (%) 6 (13) 6 (28) 7 (15) 2 (14) 2 (11)



SPINE AND PELVIC TUMOURS

J Child Orthop 2021;15:337-345 345

15. Boriani S, Weinstein JN, Biagini R. Primary bone tumors of the spine. 
Terminology and surgical staging. Spine 1997;22:1036-1044. 

16. Abudu A, Grimer RJ, Cannon SR, Carter SR, Sneath RS. 
Reconstruction of the hemipelvis after the excision of malignant tumours. Complications and 
functional outcome of prostheses. J Bone Joint Surg [Br] 1997;79-B:773-779. 

17.  Ozaki T, Flege S, Liljenqvist U, et al. Osteosarcoma of the spine: 
experience of the Cooperative Osteosarcoma Study Group. Cancer 2002;94:1069-1077. 

18. Schwab J, Gasbarrini A, Bandiera S, et al. Osteosarcoma of the 
mobile spine. Spine 2012;37:E381-E386. 

19. Ozaki T, Flege S, Kevric M, et al. Osteosarcoma of the pelvis: experience 
of the Cooperative Osteosarcoma Study Group. J Clin Oncol 2003;21:334-341. 

20.  Donati D, Yin J, Di Bella C, et al. Local and distant control in non-
metastatic pelvic Ewing’s sarcoma patients. J Surg Oncol 2007;96:19-25. 

21. Tomita K, Kawahara N, Baba H, et al. Total en bloc spondylectomy. 
A new surgical technique for primary malignant vertebral tumors.  Spine 1997;22: 
324-333. 

22. Stener B. Total spondylectomy in chondrosarcoma arising from the seventh thoracic 
vertebra. J Bone Joint Surg [Br] 1971;53-B:288-295. 

23. Krepler P, Windhager R, Bretschneider W, Toma CD, Kotz 
R. Total vertebrectomy for primary malignant tumours of the spine. J Bone Joint Surg [Br] 
2002;84-B:712-715. 

24. Amendola L, Cappuccio M, De Iure F, et al. En bloc resections 
for primary spinal tumors in 20 years of experience: effectiveness and safety.  Spine J 
2014;14:2608-2617. 

25. Helenius I, Serlo J, Pajulo O. The incidence and outcomes of vertebral 
column resection in paediatric patients: a population-based, multicentre, follow-up study. J 
Bone Joint Surg [Br] 2012;94-B:950-955. 

26. Boriani S, De Iure F, Bandiera S, et al. Chondrosarcoma of the mobile 
spine: report on 22 cases. Spine 2000;25:804-812. 

27. Dekutoski MB, Clarke MJ, Rose P, et al. Osteosarcoma of the spine: 
prognostic variables for local recurrence and overall survival, a multicenter ambispective 
study. J Neurosurg Spine 2016;25:59-68. 

28. Sewell MD, Tan KA, Quraishi NA, et al. Systematic review of en bloc 
resection in the management of Ewing’s sarcoma of the mobile spine with respect to local 
control and disease-free survival. Medicine (Baltimore) 2015;94:e1019. 

29. Yamazaki T, McLoughlin GS, Patel S, Rhines LD, Fourney 
DR. Feasibility and safety of en bloc resection for primary spine tumors: a systematic 
review by the Spine Oncology Study Group. Spine 2009;34:S31-S38. 

30.  Enneking WF, Dunham WK. Resection and reconstruction for primary 
neoplasms involving the innominate bone. J Bone Joint Surg [Am] 1978;60-A:731-746. 

31. Cho HS, Oh JH, Han I, Kim HS. The outcomes of navigation-assisted bone 
tumour surgery: minimum three-year follow-up. J Bone Joint Surg [Br] 2012;94-B:1414-1420. 

32.  Cartiaux O, Paul L, Francq BG, Banse X, Docquier PL. 
Improved accuracy with 3D planning and patient-specific instruments during simulated 
pelvic bone tumor surgery. Ann Biomed Eng 2014;42:205-213. 

33. Zhang YD, Guo W, Yang RL, et al. Malignant pelvic tumors involving 
the sacrum: surgical approaches and procedures based on a new classification. Orthop Surg 
2016;8:150-161. 

34. Hoover M, Bowman LC, Crawford SE, et al. Long-term outcome of 
patients with intraspinal neuroblastoma. Med Pediatr Oncol 1999;32:353-359. 

35. Puchner SE, Funovics PT, Böhler C, et al. Oncological and surgical 
outcome after treatment of pelvic sarcomas. PLoS One 2017;12:e0172203. 

36. Ogura K, Sakuraba M, Miyamoto S, et al. Pelvic ring reconstruction 
with a double-barreled free vascularized fibula graft after resection of malignant pelvic bone 
tumor. Arch Orthop Trauma Surg 2015;135:619-625. 

37.  Krieg AH, Hefti F. Reconstruction with non-vascularised fibular grafts after 
resection of bone tumours. J Bone Joint Surg [Br] 2007;89-B:215-221. 

38. Krieg AH, Mani M, Speth BM, Stalley PD. Extracorporeal irradiation 
for pelvic reconstruction in Ewing’s sarcoma. J Bone Joint Surg [Br] 2009;91-B:395-400. 

39. Arshi A, Sharim J, Park DY, et al. Prognostic determinants and treatment 
outcomes analysis of osteosarcoma and Ewing sarcoma of the spine. Spine J 2017;17:645-655. 

40. Bus MPA, Campanacci DA, Albergo JI, et al. Conventional primary 
central chondrosarcoma of the pelvis: prognostic factors and outcome of surgical treatment 
in 162 patients. J Bone Joint Surg [Am] 2018;100-A:316-325. 

41. Stanitski DF. Limb-length inequality: assessment and treatment options.  J Am 
Acad Orthop Surg 1999;7:143-153. 

42.  Guo W, Hornicek FJ, Sim FH. Surgery of the pelvic and sacral tumor. 
Dordrecht: Springer, 2020.

43. Puchner SE, Funovics PT, Böhler C, et al. Oncological and surgical 
outcome after treatment of pelvic sarcomas. PLoS One 2017;12:e0172203. 


