
en-bloc tumor excision, extracorporeal irradiation of the re
sected specimen with a uniform photon dose of 300 Gy in a
short time interval of minutes and reimplantation of the auto
geneic bone after removal ofthe soft tissues and the bulk of the
tumor (5). This technique enables a biological reconstruction
with a precise anatomical fit, avoids long-term endoprosthetic
replacement problems such as fracture and loosening, shows
distinct advantages over other autograft sterilization techniques,
such as autoclaving, and avoids rejection and the need for
organization and maintenance of an extensive bone bank for
allografts (5,6).

As was shown by cell survival studies, this procedure kills all
osteogenic and cancer cells (Uyttendaele D, personal commu
nication, 1997). The autograft serves as a devitalized scaffold
that is invaded by viable bone tissue with progressive substitu
tion from peripheral adjacent bone. This creeping substitution
involves neovascularisation ofthe graft, resorption and removal
of the graft bone and deposition of new host bone on the graft
matrix (7). It must take place from the ends to the center and
inward from the cortical edge for long bones (8).

Technetium-99m bone scintigraphy is dependent on both the
vascular supply and a living network of osteocytes. For malig
nant bone tumors, it has proven a useful method for assessing
the primary lesion, although MRI provides more detailed local
anatomical information (9). Bone scintigraphy is well recog
nized for detecting osseous recurrences and metastases at an
early stage (10).

Bone scintigraphy was used originally for evaluating new
bone growth after surgical implantation of bone grafts because
of the considerable time delay required after the surgery before
radiographs could provide useful information. For small vascu
larized grafts, it provides a means of predicting graft failure
before radiographic or clinical changes become apparent, and it
helps avoid loss of surrounding tissues from graft necrosis and
infection (11 ). It is more sensitive than radiographs, CT or MRI
in monitoring the revascularization process, and it can be used
when MRI cannot be used due to ferromagnetic effects in
composite implants (12). Data on the long-term aspects and
scintigraphic appearance of massive nonviable grafts are scarce
and only few studies with a limited number of patients have
been published on this subject (7,13).

Although the results of both allo- and autografting have been
encouraging, recent literature reports that mechanical and in
fectious complications remain common (1,2, 14). These com
plications may have repercussions on the follow-up scinti
graphic image, which is important in the differential diagnosis
between recurrences and normal graft incorporation.

We have tried to characterize the long-term scintigraphic
findings of a series of irradiated bone autografts for malignant
bone tumor treatment in the context ofclinical patient data. This

Local malignant bone tumor excision followed by high-dose extra
corporeal irradiation (300 Gy) and subsequent reimplantation is a
unique technique for treatment of primary bone and cartilage
tumors. The long-term scmntigraphic findings of irradiated bone
autografts in relation to clinical patient data were reviewed retro
spectively. Methods: Thirty-seven patients (12 women, 25 men; age
range 13.0-66.7 yr, average age 29.1 yr) were studied. Postsurgical
anatomopathological diagnoses included osteosarcoma, 20 pa
tients; chondrosarcoma, 7 patients; and other less-frequent primary
osteogenic tumors, 10 patients. Three hundred ninety @Â°@Tc-meth

@enediphosphonate (MDP)whole-body scans performed between
3 mo and 18.3 yr (mean 6.5 yr) after treatment were reviewed.
Results: The 10-yr actuarial survival rate was 78%. After a mean
period of 19.4 mo, 6 patients developed a local recurrence, and
MDP scintigraphy detected the recurrence in 4. Distant metastases
developed in 11 patients (30%), of which 10 were nonosseous.
Initially, all autografts appeared as photon-deficient areas. DiffuSely
increased bone uptake was present at osteotomy sites and at
articulating surfaces contiguous with autografts within the first few
months after surgery. Of all 25 patients with adequate follow-up, 7
showed persistent decreased uptake up to 129 mo after surgery.
The other patients developed partial tracer uptake after 19.6 mo, on
average. In 6 patients, scintigraphic images consistent with corn
plete revascularisation were noted later (mean 31 .5 mo). Local,
sometimes multiple, complications were noted in 22 patients, mainly
mechanical graft-related (15) or infections (11). Scintigraphic sensi
tivity for mechanical complications was 100%. Signfficantly more
fractures and collapses were seen when partial tracer uptake
suggestive of revascularisation occurred. Altered bone stress gave
rise to focal and diffuse scintigraphic abnormalities, often in the
spine and lower extremities. In recent literature, similar clinical
complication patterns are found for massive allografts. Conclusion:
Skeletal scintigraphy is a sensitive technique for evaluating long
term follow-up of massive grafts to treat primary malignant bone
tumors. Revascularisation and partial bone ingrowth are not suffi
cient conditions for a lower complication rate.

Key Words: primary bone tumors; extracorporeal irradiation; skel
etal scintigraphy; complications
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Thedevelopmentofadjuvantchemotherapy,preoperative
radiation therapy and modern orthopedic appliances has re
duced dramatically the use of primary amputation to treat
malignant bone and cartilage tumors (1,2,3). Radical ablative
surgery largely has been abandoned in favor of the limb-saving
reconstructive techniques of an endoprosthesis, allograft or
bridging (1,2,3 ). The Department of Orthopedic Surgery in
Gent has opted for an alternative procedure, namely a wide
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TypeNumber
of

patients%Osteosarcoma2054.1Chondrosarcoma718.9Ewing's

sarcoma25.4Fibrosarcoma25.4Histiocytoma

Hemangioendothelioma
Osteoclastoma2

1

15.4
2.7

2.7Recurrent
chondroblastoma12.7Non-Hodgkin's
lymphoma12.7Total37100

LocatknNumber
of

patients%Femur

(prodmalanddistal)1745.9PeMcnm821.6This

(proximal)410.8Humerus38.1Fibula25.4Radius12.7Ulna12.7Scapula12.7Total37100

TABLE I
Tumor Classification by Anatomopathological Diagnosis

TABLE 2
Anatomical Location of Studied Tumors

combined information should be helpful for determining the
role of nuclear medicine bone scintigraphy in monitoring
patients for local tumor recurrence, predicting graft outcome
and evaluating mechanical and infectious complications related
to limb-salvage procedures.

MATERIALS AND METhODS

Patients
Forty-nine patients with bone and cartilage tumors were treated

by en-bloc resection, extracorporeal irradiation and reimplantation
of the irradiated bone from January 1979 to December 1996. The
scintigraphic follow-up was reviewed retrospectively for 37 pa
tients (12 women, 25 men; age range 13.0â€”66.7yr; average age
29. 1 yr) who underwent the procedures at our department.

Operative Procedure and Postoperative Management
Preoperatively, imaging modalities available at the time of

surgery (including radiography, CT, MRI and skeletal scintigra
phy) were used to determine the anatomical tumor extension and
staging. No patient with evidence of metastatic disease was
electable for treatment.

The tumor was either resected marginally or with wide margins
and removed from the patient en-bloc (5). The extracorporeal
irradiation was performed at the nearby high-intensity linear
electron accelerator of the Department for Subatomic and Radia
tion Physics of Gent University. The autografts were transported
and irradiated to 300 Gy with a flattened l0-MeV bremsstrahlung
photon beam at a dose rate of 1 Gy/s uniform within 10% in a 25 X
25 cm2 field (15). The grafts were transported back to the surgery
ward in less than 1 hr and reimplanted in loco. A composite
prosthesis consisting of the autograft together with an artificial
endoprosthesis was placed in five patients because of the tumor
location and extent. In some cases, autologous cancellous bone
from the iliac crest was used to fill remaining defects after tumor
excision.

All patients with preoperatively suspected osteosarcoma, Ew
ing's sarcoma or other soft-tissue sarcoma received both pre- and
postoperative high-dose chemotherapy.

Postoperatively, immobilization in plaster or in an orthosis
device was continued until there was radiographic evidence of
bony union. For tumors of the lower limb, weight bearing was
prohibited for 1 yr.

Postsurgical Anatomopathological Diagnoses
For all patients with scintigraphic follow-up, the postsurgical

anatomopathological diagnoses are summarized in Table 1. Osteo
sarcoma and chondrosarcoma made up the majority (73%) of the
tumors present. One patient with postoperative histological diag
nosis of non-Hodgkin's lymphoma was treated by this technique
even though he had been diagnosed preoperatively with liposar
coma.

Anatomical Tumor Localization
The anatomical localization of the grafted bones is shown in

Table 2. This frequency distribution reflects the fact that the knee
(distal femur/proximal tibia) is the major predestination site for
osteosarcoma. For extremity bone grafts, in almost all cases, large
autografts at least 5 cm in length had to be used.

Technetium-99m-MDPImaging
A total of 390 postoperative whole-body 99mTc@methylene

diphosponate (MDP) scans were reviewed that were acquired 3
moâ€”l8.6 yr after surgery (average follow-up time 6.5 yr). The
number of follow-up scans ranged between 1 and 27 (average 11).
During the first year after surgery, bone scintigraphy was per
formed every few months for most patients and at prolonged
intervals afterward. The injected dose of @mTc@MDP(depending
on the scan year, manufactured by Medgenix Diagnostics, Fleurus,
Belgium; Mallinckrodt, Petten, The Netherlands or Salco Basel,
Birsfelden, Switzerland) remained constant to 11.1 MBq/kg. Stan
dard whole-body scans and local relevant images were obtained
3â€”6hr postinjection with a single- or dual-head gamma camera and
a low-energy, all-purpose collimator.

Data Malysis
The postoperative scintigraphic appearance of the autograft,

contiguous native bone (osteotomy sites, articulating surfaces),
orthopedic artificial materials and other skeletal structures apart
from the autograft were analyzed. Clinical and other radiological
data were compared to confirm observations of suspected recur
rences, metastases and mechanical or infectious complications.

To evaluate new bone cell incorporation in the autograft, uptake
pattern versus the contralateral side was noted. Scoring of autograft
incorporation was done according to the following four-step
ranking: decreased uptake, when the autograft remained relatively
photon deficient; partial uptake, when focal or localized diffuse
tracer uptake took place; and global diffuse graft uptake, different
from and comparable to the contralateral side. Patients were
reviewed only until a local recurrence took place or until local
complications occurred for which renewed major orthopedic sur
gery resulted, which altered graft appearance or existence. Three
independent investigators, by consensus, reviewed the full range of
images.

Descriptive statistics and frequency-distribution tables were
applied to analyze the data using SPSS Version 7.0 (SPSS, Inc.,
Heverlee, Belgium). Where appropriate, Fisher's exact test and the
chi-square test were used to evaluate the significance of differ
ences. The Mann-Whitney test was used to relate lesion grading
and age-groups to other parameters. Differences between groups
were regarded as significant for p < 0.05.
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FIGURE2. (A)Focalhyperactivityat osteotomysitesremaining1 yr after
operationas viewedby lateralscintigrams(closedarrows).(B)Correspond
ingradiographicimageshown forcomparison(openarrows indicateosteot
omy sites).

0.03). No significantcorrelationwas found between metastasis
and tumor type (p = 0.99) or age (p = 0.26).

Scintigraphic Data
In 18 patients, a bone scan was available within the first 4

mo. In this initial follow-up phase, all of these showed a clear
decreased uptake of the large autograft. During these first
months, a focal hyperactivity at the osteotomy sites developed
in all extremity bones but not in the pelvic bones.

After the initial ingrowth at the proximal and distal osteot
omy site, gradually a surface rim delineating the cortex of the
autograft became apparent in 14 (61%) of the 23 patients for
whom scans were available and interpretable (e.g., graft size
large enough) within the first 6 mo after surgery. This rim
appeared after an average of 5.6 mo (range 0.4â€”17mo).

Figure 2 shows an example of prolonged hyperactivity at the
osteotomy sites of a femoral graft. There is a gradually
appearing rim present, while corresponding radiographs show
signs of union.

To determine further ingrowth in the graft, only those
patients with available follow-up scans over 1 yr before their
case history terminated (e.g., due to loss of follow-up or death)
or before a major graft complication altering the anatomical
constitution took place (e.g., reoperation with prosthesis im
plant due to mechanical complications) were considered. Pa
tients with combined prosthesis implants that made further
ingrowth evaluation impossible to interpret were excluded also.
Such follow-up scans were accessible for 25 patients.

Over time, a partial tracer uptake was observed, focal or
diffuse, reflecting active bone metabolism in subsegments of
the graft. Partial uptake was seen in 18 (72%) of the 25 patients
and occurred after an average of 19.6 mo (range 1.7â€”62mo).

Of these patients with a partial uptake, only six (24%)
developed a global diffuse uptake at a later stage indicating a
completely revascularized graft (three upper and three lower
limb locations). The average period, therefore, was 3 1.4 mo
(range 16â€”65 mo). Diffuse homogeneous uptake did not always
have the same intensity as the contralateral side possibly due to
perfusion differences and asymmetrical metabolic activity.
Bilateral visually identical intensity occurred in only three
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I

FIGURE1. Scintigraphicimageconsistentwithmultiplerecurrencefoci
(arrows)of osteosarcoma of distal femur.

RESULTS

Oncological Results
The average age of patients suffering from osteosarcoma was

significantly lower than in the other groups (p = 0.001) at 20.5
yr for the osteosarcoma group, versus 45.4 yr for chondrosar
coma group and 34.7 yr for the patients with other tumors.

During the reviewed period, four patients (1 1%) failed to
complete follow-up. Seven other patients (19%) died during
follow-up after a mean period of 28.9 mo (range 7.1â€”57mo).
The estimated survival rate after 10 yr for this patient group was
78%.

Local recurrence was seen in six patients (16%) after an
average period of 19.4 mo (range 3.2â€”47mo). No significant
relationship was found between the existence of recurrence and
age (p = 0.88), major anatomopathological division (j' 0.23)
or anatomical tumor site (p = 0.71). Four recurrences were
detected on the bone scan and showed marked focal hyperac
tivity. Another recurrence involved a nonosseous extension to
the ipsilateral psoas muscle and, in the sixth patient, bladder
activity interfered with the site of the lesion at the symphysis.
Four of these recurrences resulted in subsequent surgery with
amputation, and one patient was referred to radiotherapy while
the other one was treated palliatively as concurrent metastases
were found. An example of the scintigraphic appearance of a
recurrence is shown in Figure 1.

Distant metastasis occurred in 11 (30%) patients. Most of
them were nonosseous [including the lung in 6 patients (16%)].
One involved the calvary and was detected by bone scintigra
phy. None of the lung metastases from these osteogenic tumors
was detectable by MDP scintigraphy in our series. Metastases
were related to previous or concurrent tumor recurrence (p =



malignant bone lesions and muskuloskeletal tumors has been
the possibility of predicting multidrug resistance (19).

Local recurrence is an important consideration when com
paring this operative technique with radical desarticulation or
amputation. The risk of local recurrence can be minimized by
careful preoperative planning and staging ofthe disease, as well
as by the use of intensive chemotherapy. Local recurrence rates
after amputation and limb-sparing surgery are comparable,
ranging between 5% for osteosarcoma of the extremities up to
17% for pelvic tumors, with higher recurrence rates in patients
with positive microscopic resection margins (20). These recent
numbers correspond well to the 16% local recurrences found in
our series. Recent data also affirm that the majority of recur
rences take place within 24 mo of attempted tumor excision
(20).

Although bone scintigraphy is a sensitive means for detecting
local recurrence of malignant tumors after amputation or
resection (10), other causes of focally increased tracer uptake
should be differentiated such as normal bone ingrowth or
mechanical complications. In tumors of the pelvic rim, bladder
activity may cause false results. SPECT and special planar
incidences such as the tail-on-detector (TOD) view allow
visualization of bone structures without overlapping bladder
activity. This can improve the detection efficiency of recur
rences, although intrinsic bladder artifacts still are to be taken
into consideration (21,22).

Long-term monitoring of bone grafts used in reconstructive
surgery can be a problem. For massive allografts used in tumor
limb-salvage surgery, radiographic signs ofnew bone formation
begin to appear at the osteosynthesis site 3â€”4mo after trans
plantation. In most cases for comparable allograft localization
and massive sizes, the average time for radiographic union was
6 â€”24mo (range up to 3 yr) (3,23), comparable to 6â€”12mo for
our autografts reported earlier (14). Scintigraphic findings are
known to occur 3â€”6wk before skeletal radiography and reliably
indicate incorporation and/or remodeling at the osteotomy sites
(24). Focally well-defined activity at the osteotomy junction of
a large graft and normal bone most often represents normal
healing or normal stress remodeling changes and not recurrent
tumor or loosening. This increased uptake can subsist for years
after surgery, as is also the case for allografts (6, 7).

Concerning the scintigraphic appearance of bone incorpora
tion, our findings are in disagreement with earlier short reports
on allograft scintigraphy by Smith et al. (7) and Bar-Sever et al.
(13) who both statedthat largeallograftreconstructionscinti
graphic findings in the absence of complications are stable over
time. Their results were based on 6 and 20 patients, respec
tively, with limited follow-up (average 2.2 yr and maximum 5.7
yr. respectively). Recent orthopedic reviews for allografts show
proof of normalization after many years (25) and, thus, support
an evolution like we describe.

The fact that evolution to diffuse and homogeneous radio
tracer uptake is not the common feature for all patients in our
study is in accordance also with reports of combined allograft
radiological and nuclear medicine imaging studies with histo
logical biopsies indicating that the incorporation, perfusion and
replacement with new bone is only partial and of a low degree
(3). Histologicalsamplesof bone taken at reoperationI yr or
later in our hospital also have shown that there is partial
replacement by new bone and fresh fibrous tissue but that a
framework of dead bone is present also (5).

Resorption-apposition activity takes place predominantly in
the subperiostal areas. The absence ofperiostal growth stimulus
may be a contributing factor for why some autografts showed a
permanent hypoactivity in our study. Part of this discrepancy

also may be accounted for by a difference in follow-up time in
this subpopulation (average 43 mo versus 107 mo in the other
group; p = 0.009).

It has been postulated that graft ingrowth by normal bone
tissue might weaken the graft's functionality (3,25). A low
degree metabolism might result in a high risk of structural
complications such as fatigue fractures or collapse (3 ). Al
though there is no demonstrable change in the initial mechan
ical properties of dead bone, outer and inner graft resorption
increases the porosity and impairs its mechanical properties
(26). This finding may explain our observations of a relatively
larger mechanical complication rate for grafts showing scinti
graphic signs of revascularization compared to grafts showing
either none or a decreased tracer uptake. Fractures thus may be
related to rapid revascularization in the subchondral bone with
resultant resorption leading to weakness.

A 300-Gy dose is sufficient to destroy all osteogenic and
tumor cells, but it is unlikely to cause deterioration in the
biological osteoinductive and osteoconductive properties of the
autologous matrix. In laboratory experiments with radiation
sterilized allografts, a delay in healing and a reduction in
breaking strength was found only from 25 kGy onward (6).
Recent clinical data even suggest that such high-dose allograft
irradiation is unlikely to jeopardize the clinical outcome (27).

In assessing the long-term orthopedic results and the ultimate
limb function years after surgery, graft complications remained
a major problem. The overall complication rate in our study
(59%) is comparableto recentliteratureon largenonvascular
ized allografts where frequencies ranging from 42% to 70% are
reported (1.6.23). Even vascularized grafting shows a compli
cation rate of 48% (28). In massive arthroplasty, loosening and
material breakage become more likely in the longer term, while
also the main complications for allografting are seen in the first
few years after surgery (29), which confirms our findings.

Fractures and collapses are likely to occur in the lower
extremities at hardware insertions that act as stress risers (23).
These tend to occur 18â€”36mo after implantation (25). Fracture
incidences between 11% and 45% have been reported for
allografts (3,23) comparable to 21% for fractures or collapses
that occurred in this study.

Also for allografts, a significant majority (82%) of fractures
and hardware problems occur in young male patients (23)
compared to 91% for this study. Their activities probably
should be abridged for longer periods or large customized
implants with strong intramedullary stems should be used.
Although children and adolescents could have greater potential
for repair and complete incorporation (7), we did not find any
significant relationship between the time at which partial or
diffuse uptake took place and the patient's age at the time of the
operation.

Due to the relatively high complication rate for knee and hip
autografts, such extracorporeal irradiation autografting largely
has been abandoned in favor of immediate replacement with an
endoprosthesis. The technique remains useful, however, for
other localizations since standardized prostheses are not avail
able always and, in the long-term, prostheses show a higher and
increasing complication rate.

Infections were relatively frequent in our series (30%), but
this can be expected in these long, and sometimes difficult
interventions. Overall infection rates vary between 7% and 30%
for comparable allografts (1,3,23). The temporal course of such
infections also agrees with a previous article (30), where values
up to 70% during the first month after initial surgery were
reported. Both infection and recurrence are known to have a
negative effect on outcome in terms of limb survival (1).
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From the scintigraphic point of view, interpretation problems
can arise in cases where sudden focal uptake is seen. Whereas
both diffuse normometabolic status and persistent hypoactivity
are associated with a low complication probability, intermedi
ary focal or partial uptake may indicate both physiological and
pathological effects such as the ingrowth of adjacent bone, a
pending fracture, collapse or recurrence. Additional clinical
investigation and radiological imaging remain necessary once
suspicious unexpectedly intense lesions have been found on a
bone scan.

The nuclear medicine physician should be aware of several
other pitfalls in the scintigraphic evaluation oflarge bone grafts
such as the autologous graft from the iliac crest that is used to
fill up small defects (31 ). Graft fixation, achieved mainly by a
combination of an intramedullary rod or nail with a plate and
screws, complicates bone scan readings in the absence of
radiographic comparison. Also in the case of complex grafting,
image fusion modalities might allow better decision making.

Increased bone metabolism distant from the original tumor
site frequently occurs, but it is not always clinically significant.
Primarily, in the absence of arguments for metastatic disease,
such scintigraphic findings can be attributed to altered and
increased mechanical stress with possible overuse of the con
tralateral limb. This again should alert the clinician, at an early
stage, to investigate closely these cases ofassociated symptoms.

CONCLUSION
The improved efficiency of therapy for malignant primary

bone tumors has elevated survival rates and has enabled routine
serial bone scintigraphy to become an important tool for
evaluating disease follow-up. We have shown that for patient
monitoring, bone scintigraphy remains a valuable aid. Apart
from local recurrence and a major role in detecting metastasis,
we have shown that, for limb salvage surgery, the ingrowth of
autografts(and by consequencealso allografts)can be reliably
monitored to indicate mechanical complications at an early
stage. More fractures and collapses are seen when revascular
ization occurs, indicating revascularization is not a good prog
nostic factor for clinical outcome. Patients who show increased
focal tracer uptake at the localization of their graft may be a
subgroup prone to complications or may undergo inward remod
eling. Any new foci of activity that develop, especially when
associated with pam or other clinical symptoms, should prompt
further evaluation and more frequent temporal follow-ups.

REFERENCES
1. Mankin HJ, Gebhardt MC, Jennings LC, Springfield DS, Tomford WW. Long-term

results for allograft replacement in the management of bone tumors. Clin Orthop
I997;324:86â€”97.

2. O'Connor Ml. Malignant pelvic tumors: limb sparing resection and reconstruction.
Semin Surg Oncol 1997;13:49â€”54.

3. Mankin HJ, Springfield DS, Gebhardt MC, Tomford WW. Current status of allograft
ing for bone tumours. Orthopedics I992; 15: 1147â€”II54.

4. Choong PFM, Sim FH. Limb sparing surgery for bone tumors: new developments.
SeminSurgOncol1997;13:64â€”69.

5. Uyttendaele D, Dc Schrijver A, Claessens H, Rods H, Berkvens P. Mondelaers W.
Limb conservation in primary bone tumours by resection, extracorporeal irradiation
and reimplantation. J Bone Joint Surg Br 1988:70-13:348â€”353.

6. Voggenreiter0, AscherlR, BlftmelG, Schmit-NeuerburgKP.Extracorporealirradi
ation and incorporation of bone grafts. Autogeneic cortical grafts studied in rats. Acta
OrthopScand 1996:67:583â€”588.

7. Smith iT, Smith LM, Rinsky L, Goris ML. Long-term scintigraphic appearance of
extremities following bone tumor resection and allograft reconstruction. Clin Nucl Med
1991;16:907â€”909.

8. Andersen iR@Detlie T, Griffiths Hi. The radiology of bone allografts. Radiol Clin
NorthAm 1995;44:39lâ€”400.

9. MurrayIPC.Theevaluationofmalignancy:primarybonetumours.In:MurrayIPC,ElI
PJ, eds. Nuclear medicine principles. Edinburgh: Churchill Livingstone; 1996:935â€”
947.

10. McKillop JH, Etcubanas E, Goris ML. The indications for and the limitations of bone

scintigraphy in osteogenic sarcoma. Cancer 1981:48: 1133â€”1138.
I1. RamsaySC,YeatesMG,Ho LCY.Bonescanningin the earlyassessmentof nasal

bonegraftviability.J NuclMed l99l;32:33â€”36.
12. O'Mara RE. Benign bone disease. In: SandIer MP, Patton JA, Coleman RE, Gottschalk

AWS, Wackers FiT, Hoffer PB, eds. Diagnostic nuclear medicine, 3@ ed. Baltimore:
Williams & Wilkins; 1996:669â€”705.

13. Bar-Sever Z, Connolly LP, Gebhardt M, Treves ST. Skeletal scintigraphy in the
evaluation of osteosarcoma patients following allograft reconstruction[Abstract].
JNucl Med 1996;37:28P.

14. UyuendaeleD, van der BorgbtP. ClaessensH. Limbconservationin primarybone
tumours by resection, extracorporeal irradiation and reimplantation: results and
complications of the technique in 27 patients. In: Langlais, A, Tomeno. P. eds. Limb
salvageâ€”major reconstruction.s in oncologic and nontumoral conditions. Berlin
Heidelberg: Springer-Verlag, I991:627â€”638.

15. Mondelaers W, Van Laere K, Uyttendaele D. Treatment of primary tumours of bone
and cartilage by extracorporeal irradiation with a low-energy, high-power electron
linac.NuclInsirMeth P/n'sRes B l993;79:898â€”900.

16. LambCR,BergI, BengstonAE. Preoperativemeasurementof canineprimarybone
tumors, using radiography and bone scintigraphy. J Am Vet Med As.soc 1990; 196:
1474â€”1478.

17. Sundaram M, McGuire MH, Herbold DR. Wolverson MK, Heiberg E. Magnetic
resonance imaging in planning limb-salvage surgery for primary malignant tumors of
bone.J Bone JointSurgAm I986;68-A:809â€”819.

18. Erlemann RE, Sciuk J, Bosse A. Response of osteosarcoma and Ewing's sarcoma to

preoperative chemotherapy: assessment with dynamic and static MR imaging and
skeletal scintigraphy. Radiologi' 1990; 175:791â€”796.

19. Garcia R, Kim EE, Wong FC, et al. Comparisonof fluorine-18-FDGPET and
technetium-99m-MIBI SPECT in evaluation ofmuskuloskeletal sarcomas. J Nuc! Med
1996;37: 1476â€”1479.

20. Aboulafia AJ, Malawer MM. Surgical management of pelvic and extremity osteosar
coma.Cancer l993;7l:3358â€”3365.

2 1. Morano JU, Burkhalter JL. Bladder hernia simulating osseous metastatic lesion on
radionuclide bone scan. Urol Radiol 1987;9: 183â€”184.

22. Gillen Gi, McKillop JH, Hilditch TE, Davidson 1K, Elliot AT. Digital filtering of the
bladder in SPECT bone studies of the pelvis. J Nuci Med I988:29: I587â€”1595.

23. Griffiths Hi, Anderson JR. Thompson RC, Amundson P, Detlie T. Radiographic
evaluation of the complications of long bone allografts. Skeletal Radiol 1995:24:283â€”
286.

24. Silberstein EB, Elgazzar AH, Femandez-Ulloa M, Nishiyama H. Skeletal scintigraphy
in non-neoplastic osseous disorders. In: Henkin RE, Boles MA, Dillehay GL, et al.,
eds. Textbook on nuclear medicine. St. Louis: Mosby mc; 1996:1141â€”1197.

25. Brown ML, Holder LE. Selected topics in orthopedic bone scanning. In: Collier BD,
Fogelman I, Rosenthall L, eds. Skeletal nuclear medicine. St Louis:Mosby Year Book
Inc; 1996:260â€”290.

26. Gouin F, Passuti N, Vemele V. Delecrin J, Bainvel JV. Histological features of large
bone allografts. J Bone Joint Surg Br 1996:78-13:38â€”41.

27. Hemigou P, Delepine G, Goutallier D, Julieron A. Massive allografts sterilised by
irradiation. Clinical results. J Bone Joint Surg Br l993;75-B:904 â€”913.

28. Han CS, Wood MB, Bishop TA, Cooney WP. Vascularised bone transfer. J Bone Joint
SurgAm l992;74-A:1441â€”l449.

29. Stewart lET, Davey I, Kumta 5, Metreweli C, Leung PC. Bone scintigraphic
appearances of massive bone allograft and local recurrence of sarcoma. Clin NucI Med
I995;20:376.

30. Ortiz-Cruz E, Gebhardt MC, Jennings LC, Springfield D5, Mankin Hi. The results of
transplantation of intercalary allografis after resection of tumours: a long term follow
up study. J Bone Joint Surg Am 1997;79-A:97â€”106.

31. Am HT, Aho AJ. Clinical use ofbone allografts. Ann Med 1993:25:403â€”412.

SCINTIGRAPHY OF IRRADIATED AUTOGRAFTS â€¢Van Laere et al. 1569




