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Frequency and Outcome of Pulmonary
Polymethylmethacrylate Embolism during
Percutaneous Vertebroplasty
BACKGROUND AND PURPOSE: During percutaneous polymethylmethacrylate (PMMA) vertebroplasty

(PV), PMMA cement may migrate into the venous system and subsequently be transported to the
pulmonary arteries. Frequency, outcome, and imaging findings of PMMA pulmonary embolism are
poorly understood. We retrospectively assessed the frequency and outcome of PMMA embolism
during PV in a large patient cohort and evaluated the relationship of the volume of injected PMMA to
the occurrence of pulmonary PMMA embolism.
MATERIALS AND METHODS: Between 2001 and 2007, 532 osteoporotic compression fractures in 299

consecutive patients were treated with PV. PMMA embolism was defined as venous PMMA migration
toward the lungs visible on biplane fluoroscopy during PV. CT was performed immediately and 1 year
after PMMA migration.
RESULTS: Venous PMMA migration occurred during 11 PVs in 11 patients (2.1%, 95% confidence interval,
1.1–3.7%). CT in 8 patients demonstrated small peripheral pulmonary PMMA emboli. All 11 patients
remained asymptomatic during 1-year follow-up. Repeat CT scanning after 1 year in 6 patients demonstrated unchanged pulmonary PMMA deposits without late reactive changes. Mean injected cement
volume in patients with and without PMMA embolism was not different (3.6 ⫾ 1.06 mL versus 3.3 ⫾ 1.16
mL, P ⫽ .43). Similar comparison for thoracic and thoracolumbar vertebrae yielded P values of .07 and .9.
CONCLUSION: Pulmonary PMMA embolism during PV is an infrequent complication without perma-

nent clinical sequelae. After 1 year, no pulmonary reaction was seen on CT. No definite relationship of
PMMA emboli with injected cement volume could be established.

Materials and Methods
This study was approved by the institutional review board and written
patient informed consent was obtained.

Patients
Between October 2001 and June 2007, PV was performed in 299 consecutive patients with osteoporotic vertebral compression fractures.
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In 197 patients, 1 vertebra was treated; in 102 patients, 2 were treated;
and in 24 patients, 3 were treated. During follow-up, new fractures
were treated with PV in 59 of 299 patients. Altogether, 532 osteoporotic vertebral compression fractures were treated. Of 299 patients, 60
were men and 239 were women, with a mean age of 73 years (range,
47–94 years). The location of treated vertebra is displayed in Fig 1.

Vertebroplasty
PV was performed on a biplane angiographic unit (Integra BN 3000
Neuro; Philips Medical Systems, Best, the Netherlands). After local
anesthesia was administered, two 11- or 13-gauge needles were bilaterally transpedicularly inserted into the vertebral body. We injected
PMMA under continuous biplane or lateral fluoroscopy, alternating
both pedicles by using 1-mL syringes until it reached the posterior one
fourth of the vertebral body. Whenever epidural or paravertebral
leakage was observed, injection was stopped. When needed, the injection was resumed after a 15- to 20-second delay without changing
needle position. The volume of injected cement in each treated vertebral body was recorded.

Definition of Pulmonary PMMA Embolism
“Pulmonary PMMA embolism” was defined as venous PMMA migration toward the lungs, visible on fluoroscopy. If migration occurred, any clinical changes were recorded and a native chest CT was
performed immediately after the procedure to detect the location,
number, and distribution of PMMA emboli and possible reactive
changes of the lung parenchyma.

Follow-Up of Patients with Pulmonary PMMA Embolism
Medical records of patients with pulmonary PMMA embolism were
reviewed for possible related cardiovascular symptoms. In October
2007, surviving patients were contacted and requested to fill out a
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ercutaneous polymethylmethacrylate (PMMA) vertebroplasty (PV) is increasingly used for pain relief in patients
with symptomatic vertebral compression fractures. Since the
introduction of PV in 1987, its safety and effectiveness have
been confirmed in several studies.1-6 Complications of PV are
rare and, if they occur, are mostly related to PMMA leakage
outside the treated vertebral body into adjacent anatomic
structures. During PV, PMMA may migrate into the venous
system and is subsequently transported to the pulmonary arteries. Frequency, outcome, and imaging findings of such
PMMA pulmonary embolism are poorly understood.
In this study, we retrospectively assessed frequency and
clinical and imaging outcomes of PMMA embolism during
PV in a large patient cohort. In addition, we evaluated whether
the volume of injected PMMA is a risk factor for the occurrence of pulmonary PMMA embolism.
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Fig 1. Graph shows the distribution of treated osteoporotic
compression fractures.

CT findings in patients with pulmonary PMMA embolism during PV
Patient No.
1
2
3
4
5
6
7
8
9
10
11

Sex/Age (years)
F/68
F/72
F/85
M/91
F/66
F/68
F/83
F/52
F/74
F/60
F/60

Vertebra
T8
T7
L2
T6
T11
T11
T12
T11
T9
L3
T10

PMMA Volume (mL)
5
4
4
2
4
2.8
4
3
2.8
5.5
2.6

Native Chest CT after PV
No
Multiple small punctuate opacities in LLL
1 small tubular and 1 punctuate opacity in LUL
2 small punctuate opacities in LUL
2 tubular opacities in RUL and 3 small punctuate opacities in LUL
No
Small punctuate opacities in RUL and lingula
2 very small punctuate opacities in RUL
Small punctuate opacity in LUL and a small tubular opacity in RUL
No
1 small tubular and 1 punctuate opacity RUL

Note:—LLL indicates left lower lobe; LUL, left upper lobe; RUL, right upper lobe; M, male; F, female.

short questionnaire regarding cardiovascular symptoms after PV. In
addition, they were invited for repeat native chest CT for comparison
with CT performed immediately after PV.

Statistical Analysis
Frequency of pulmonary PMMA embolism was assessed per treated
vertebra as a proportion with 95% confidence intervals (CI). Mean
volume with SD of injected PMMA per vertebra was assessed for all
462 vertebrae in which injected cement volume was recorded and
separately for thoracic (T5-T10), thoracolumbar (T11-L2), and lumbar vertebrae (L3-L5), both in patients with and without pulmonary
PMMA embolism. A t test was used for comparison.

Results
In 532 PVs in 299 patients, pulmonary PMMA embolism occurred in 11 procedures (2.1%; 95% CI, 1.1–3.7%) in 11 patients (Table and Fig 2). Native chest CT scanning in 8 patients
demonstrated 1–3 small (2– 6 mm) peripheral punctuate or
tubular hyperattenuations randomly distributed in 1 or 2
lobes without reactive pulmonary changes. No PMMA depositions were present in the heart or central pulmonary arteries.
In none of 11 patients did clinical symptoms develop during
PV or afterward during hospital admission. No additional
medical treatment, such as anticoagulation, was administered,
and the hospital stay was not extended. After a mean follow-up
of 12 months (range, 5–22 months), 2 patients died of metastatic cancer and 1 patient could not be traced. The remaining
8 patients reported no cardiopulmonary symptoms. All 8 patients agreed to native chest CT scanning, and in 6 of 8, results
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could be compared with previous CT (mistakenly, 3 patients
had no initial CT after PV). In all 8 patients, CT scans showed
findings similar to those on initial CT without reactive pulmonary changes. In 6 patients with initial and follow-up CT
scans, findings were unchanged.
Mean cement volume in 462 vertebrae in which injected
volume was recorded in patients without PMMA embolism
was 3.3 ⫾ 1.16 mL (range, 0.5–9 mL), and in 11 vertebrae in
patients with PMMA embolism, this was 3.6 ⫾ 1.06 mL
(range, 2.6 –5.5 mL). This difference was not significant (P ⫽
.43).
Similar comparison was done for thoracic (116 versus 5,
P ⫽ .07), thoracolumbar (272 versus 5, P ⫽ .9), and lumbar
(74 versus 1, P ⫽ invalid) vertebrae. Although there was a
trend toward more injected cement volume in patients with
pulmonary PMMA during PV of thoracic vertebrae, this was
not significant.
Discussion
Pulmonary PMMA embolization during PV for compression
fractures is rare, with an incidence of 2.1%. CT demonstrated
small PMMA deposits in segmental or subsegmental pulmonary arteries without early or late reactive pulmonary changes.
No PMMA depositions were present in the heart or central
pulmonary arteries. In none of the patients did clinical symptoms develop during 1-year follow-up.
The low frequency of pulmonary PMMA embolism is confirmed in other observational studies with frequencies of 0%–
4.8%.6-11 Combined data of this and other studies6-11 of 1791

Fig 2. A small pulmonary PMMA embolus is seen in the right
upper lobe visible on a native chest CT scan (A) and on a
chest radiograph (B).

Conclusion
Pulmonary PMMA embolism during
PV was an infrequent complication in
our series and had no short or midterm
clinical sequelae. After 1 year, no pulmonary reaction was seen on CT. Although there was a trend toward more
injected cement volume in patients
with pulmonary PMMA during PV of
thoracic vertebrae, this was not
significant.

VPs indicate a frequency of 1.3%, with a narrow 95% CI of
0.9 –1.8%. We could not establish a definite relation of injected cement volume with the occurrence of PMMA embolism, though there was a trend toward more injected cement
volume in patients with pulmonary PMMA during PV of the
thoracic vertebrae. In most cited studies, patients with PMMA
embolism remained asymptomatic. In a large study of 1000
PVs,6 PMMA embolism occurred in 8 patients. In 1 patient,
this embolism was symptomatic, with transient pleuritic chest
pain and dyspnea, despite a low volume of injected cement.
On the other hand, in several cases, severe or fatal clinical
complications of PMMA embolism were reported.12-17 In all
cases, there was evidence of a large injected total PMMA volume (9 –15 mL) or a large amount of PMMA in the heart or
central pulmonary arteries. This suggests that in these cases,
venous cement migration was not fluoroscopically detected in
a timely manner.
In our opinion, supported by others, with proper use of
fluoroscopy and a limited volume of PMMA injected in repeated small quantities, pulmonary PMMA embolism will
rarely occur. If it does occur, only very small quantities of
PMMA will be transported to the pulmonary arteries, which
will hardly ever cause symptoms and, in all cases, will be without permanent clinical sequelae. Therefore, standard chest radiographs or CT after PV is not warranted.
Next to PMMA embolism, intramedullary fatty bone marrow embolism may occur, a well-recognized phenomenon in
orthopedic surgery.18 Injection of bone cement may force fatty
bone marrow into disrupted medullary veins; this marrow will
migrate to the pulmonary vessels. The migration may cause
increased pulmonary resistance, hypoxemia, and thus decreased cardiac output.12,19 In an experimental study of PV in
a sheep model,20 PV provoked an initial reflexive decrease in
heart rate and arterial blood pressure followed by fat and bone
marrow emboli passing through the heart into the pulmonary
vasculature. This result indicates that fat embolism also may
occur during PV in humans. Apparently, these fat emboli are
well tolerated in patients without associated cardiopulmonary
disease. However, especially in patients with compromised
cardiopulmonary reserve, it seems sensible to limit the levels
treated per session and the injected PMMA volumes per
vertebra.

References
1. Galibert P, Deramond H, Rosat P, et al. Preliminary note on the treatment of
vertebral angioma by percutaneous acrylic vertebroplasty [in French]. Neurochirurgie 1987;33:166 – 68
2. Mathis JM, Barr JD, Belkoff SM, et al. Percutaneous vertebroplasty: a developing standard of care for vertebral compression fractures. AJNR Am J Neuroradiol 2001;22:373– 81
3. Cotten A, Dewatre F, Cortet B, et al. Percutaneous vertebroplasty for osteolytic
metastasis and myelomas: effects of the percentage of lesion filling and the
leakage of methyl methacrylate at clinical follow-up. Radiology
1996;200:525–30
4. Weill A, Chiras J, Simon JM. Spinal metastases: indications for and results
of percutaneous injection of acrylic surgical cement. Radiology
1996;99:241– 47
5. Cotton A, Boutry N, Cortet B, et al. Percutaneous vertebroplasty: state of the
art. Radiographics 1998;18:311–20
6. Layton KF, Thielen KR, Koch CA, et al. Vertebroplasty, first 1000 levels of a
single center: evaluation of the outcomes and complications. AJNR Am J Neuroradiol 2007;28:683– 89
7. Jensen ME, Evans AJ, Mathis JM, et al. Percutaneous polymethylmethacrylate vertebroplasty in the treatment of osteoporotic vertebral body compression fractures: technical aspects. AJNR Am J Neuroradiol
1997;18:1897–904
8. Grados F, Depriester C, Cayrolle G, et al. Long-term observations of vertebral
osteoporotic fractures treated by percutaneous vertebroplasty. Rheumatology
(Oxford) 2000;39:1410 –14
9. Zoarski GH, Paige Snow PA, Olan WJ, et al. Percutaneous vertebroplasty for
osteoporotic compression fractures: quantitative prospective evaluation of
long-term outcomes. J Vasc Interv Radiol 2002;13:139 – 48
10. Legroux-Gerot I, Lormeau C, Boutry N, et al. Long-term follow-up of vertebral
osteoporotic fractures treated by percutaneous vertebroplasty. Clin Rheumatol 2004;23:310 –17
11. Diamond TH, Bryant C, Browne L, et al. Clinical outcomes after acute osteoporotic vertebral fractures: a 2-year non-randomised trial comparing percutaneous vertebroplasty with conservative therapy. Med J Aust
2006;184:113–17
12. Chen HL, Wong CS, Ho ST, et al. A lethal pulmonary embolism during percutaneous vertebroplasty. Anesth Analg 2002;95:1060 – 62
13. Francois K, Taemans Y, Poffyn B, et al. Successful management of a large pulmonary cement embolus after percutaneous vertebroplasty. Spine
2003;28:E424 –25
14. Stricker K, Orler R, Yen K, et al. Severe hypercapnia due to pulmonary embolism of polymethylmethacrylate during vertebroplasty. Anesth Analg
2004;98:1184 – 86
15. Yoo KY, Jeong SW, Yoon W, et al. Acute respiratory distress syndrome associated with pulmonary cement embolism following percutaneous vertebroplasty with polymethylmethacrylate. Spine 2004;29:E294 –97
16. Monticelli F, Meyer HJ, Tutsch-Bauer E. Fatal pulmonary cement embolism following percutaneous vertebroplasty (PVP). Forensic Sci Int
2005;149:35–38
17. Freitag M, Gotschalk A, Schuster M, et al. Pulmonary embolism caused by
polymethylmethacrylate during percutaneous vertebroplasty in orthopaedic
surgery. Acta Anaesthesiol Scand 2006;50:248 –51
18. Parisi D, Koval K, Egol K. Fat embolism syndrome. Am J Orthop
2002;31:507–12
19. Syed MI, Jan S, Patel NA, et al. Fatal fat embolism after vertebroplasty: identification of the high-risk patient. AJNR Am J Neuroradiol 2006;27:343– 45
20. Aebli N, Krebs J, Davis G, et al. Fat embolism and acute hypotension during vertebroplasty: an experimental study in sheep. Spine 2002;27:460 – 66

AJNR Am J Neuroradiol 29:1983– 85 兩 Nov-Dec 2008 兩 www.ajnr.org

1985

