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Abstract

Chronic low back pain attributed to lumbar disc
degeneration poses a serious challenge to physicians.
Surgery may be indicated in selected cases following failure
of appropriate conservative treatment. For decades, the only
surgical option has been spinal fusion, but its results have
been inconsistent. Some prospective trials show superiority
over usual conservative measures while others fail to
demonstrate its advantages. In an effort to improve results
of fusion and to decrease the incidence of adjacent segment
degeneration, total disc replacement techniques have been
introduced and studied extensively. Short-term results have
shown superiority over some fusion techniques. Mid-term
results however tend to show that this approach yields
results equivalent to those of spinal fusion. Nucleus
replacement has gained some popularity initially, but
evidence on its efficacy is scarce. Dynamic stabilisation, a
technique involving less rigid implants than in spinal fusion
and performed without the need for bone grafting,
represents another surgical option. Evidence again is
lacking on its superiority over other surgical strategies and
conservative measures. Insertion of interspinous devices
posteriorly, aiming at redistributing loads and relieving pain,
has been used as an adjunct to disc removal surgery for
disc herniation. To date however, there is no clear evidence
on their efficacy. Minimally invasive intradiscal
thermocoagulation techniques have also been tried, but
evidence of their effectiveness is questioned. Surgery using
novel biological solutions may be the future of discogenic
pain treatment. Collaboration between clinicians and basic
scientists in this multidisciplinary field will undoubtedly
shape the future of treating symptomatic disc degeneration.
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Introduction

About 70-85% of adults suffer from low back pain at some
point during their life, implicating low back pain as one
of the primary reasons for physician office visits (Hart et
al., 1995; Andersson, 1999; Deyo and Weinstein, 2001;
Fritzell et al., 2001). Studies suggest low back pain to be
multi-factorial, initiating for example from structures
including spinal muscles and ligaments, spinal nerve roots,
and the intervertebral disc (IVD) (Deyo and Weinstein,
2001; Fritzell et al., 2001). The IVD is located between
two adjacent vertebrae in the spine and is designed to
sustain, distribute, and transmit pressure between
vertebrae and allow for some joint mobility while resisting
excessive motion. The IVD is composed of the central
nucleus pulposus which has higher water and proteoglycan
content and lower collagen content when compared to
the surrounding torus-like outer annulus fibrosus (Eyre,
1979; Cassinelli et al., 2001). The proportion of these
constituents within the nucleus and annulus vary with
aging, degeneration, and post injury, and have a large
influence on the resulting biomechanical behaviour of the
tissue (Skaggs et al., 1994; Acaroglu et al., 1995; Ferguson
and Steffen, 2003).

Some degree of disc degeneration can be observed in
most adults (Miller et al., 1976). Lumbar disc degeneration
may occur due to a number of factors. Implicated, for
example, are chemical, mechanical, and/or genetic factors
(Hadjipavlou et al., 1999; Cassinelli et al., 2001; Martin
et al., 2002). Biochemically, disc degeneration can be
observed as a loss in proteoglycans resulting in tissue
dehydration, and affecting transport of nutrients and
cellular waste products (Ohshima et al., 1995; Cassinelli
et al., 2001). Mechanically, disc degeneration alters the
material properties of the IVD, leading to an unfavourable
distribution and transmission of stresses to adjacent spinal
structures (e.g., facet joints) (Butler et al., 1976).
Genetically, several mechanisms have been implicated in
disc degeneration, including Taq I and Fok I of the vitamin
D receptor gene (Videman et al., 1998; Kawaguchi et al.,
2002; Cheung et al., 2006; Hadjipavlou et al., 2008).
However, since these aforementioned factors (i.e.,
chemical, mechanical, and genetic) are interrelated, which
initiates disc degeneration is still debatable (Hadjipavlou
et al., 2008).

Clinically, biochemical disc degeneration can be
accurately identified by a low signal intensity in a lumbar
IVD using T2-weighted magnetic resonance imaging
(MRI) (Tertti et al., 1991). However, early and frequent
use of imaging is discouraged as this may lead to over-
diagnosis, patient anxiety and unnecessary treatment and
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expense (Deyo and Weinstein, 2001). IVD degeneration
is a common observation in asymptomatic patients. Studies
have shown that IVD degeneration of some sort can be
observed on lumbar MRI scans in 34% of subjects between
20-39 years of age and in approximately 93% of adults
between 60-80 years of age without the concurrence of
back pain (Boden et al., 1990). It is therefore important to
realise that disc degeneration is symptomless in the
majority of cases and this may only lead to symptoms of
clinical significance in a small number of cases.

Disc degeneration in itself can lead not only to back
pain, but also leg pain (sciatica) secondary to disc
herniation, spinal canal stenosis, and spinal deformities.
The vast majority of low back pain patients will improve
within the first three months and usually conservative
treatment is recommended in the initial phase. Examples
of conservative treatment options include: physical
therapy; medication; exercise; manipulation; attendance
of so called “back schools”; as well as a multidisciplinary
approach evaluating the social, psychological, and
occupational parameters. Such non-surgical options should
be exhausted before spine surgery is considered.

Surgical Treatment Options

Spinal fusion/spinal arthrodesis
Spinal fusion has been practiced since the beginning of
the 20th century and was mainly used for spinal deformities
and infections in particular in spinal tuberculosis cases
(Pott’s disease) with vertebral collapse and
kyphosis.(Albee, 1911; Hibbs, 1911). Today, fusion is the
most commonly performed spinal operation. It is widely
employed for trauma, tumours, infections, deformities, and
IVD disease. Spinal fusion involves the use of bone tissue,
classically achieved using an autograft (e.g., iliac crest or
lamina), to bridge two or more vertebrae. Given the
morbidity of iliac crest harvesting, alternatives have been
developed consisting of the use of allografts, demineralised
bone matrix (DBM), ceramics, and more recently bone
morphogenetic proteins. The objective is to stabilise the
motion segment, and eliminate the progression of disc
degeneration and relative pathological motion between
vertebrae, with the hypothesis that this change in
mechanical environment relieves pain (Hanley and David,
1999; Kishen and Diwan, 2010).

Currently, indications for spinal fusion include: failure
of aggressive conservative treatment, prolonged chronic
pain, disability for greater than one year, and advanced
disc degeneration as identified on MRI limited to one or
two disc levels (Sidhu and Herkowitz, 1997; Andersson
and Shen, 2004). However, due to the multifactorial nature
of low back pain and the limited and inconsistent success
of spinal fusion, indications for surgery vary between
countries and surgeons (Fritzell et al., 2001).

Various techniques exist to achieve lumbar spinal
fusion. Using a posterior approach, techniques include:
posterolateral fusion; posterior lumbar interbody fusion
(PLIF); and transforaminal lumbar interbody fusion
(TLIF). More complex techniques use an anterior approach

(e.g.; anterior lumbar interbody fusion – ALIF), or a
combined approach, known as anteroposterior fusion or
as 360 degrees fusion. Fusion surgery may be performed
with or without additional instrumentation but patient
outcomes are still controversial (Sidhu and Herkowitz,
1997; Bono and Lee, 2004; Gibson and Waddell, 2005;
Soegaard and Christensen, 2006). Historically, non-union
(pseudoarthrosis) was a common problem with
uninstrumented spinal fusion. Implants have been
progressively introduced (e.g., wires, hooks, pedicle
screws) to help stabilise the spine for fusion. Nowadays,
pedicle screws are wildly employed in posterior
approaches, since they help stabilise the spine in multiple
planes and have been shown to decrease the rate of non-
union (Grubb and Lipscomb, 1992; Zdeblick, 1993; Wood
et al., 1995; Sidhu and Herkowitz, 1997).

Posterolateral fusion consists of applying bone graft,
usually harvested at the iliac crest, between the transverse
processes of the lumbar vertebrae. Posterior lumbar
interbody fusion, PLIF, popularised by Cloward (Cloward,
1953), has been the most popular posterior technique. The
technique consists of inserting a usually hollow implant
(cage), filled with bone graft or bone substitutes, within
the allowable disc space clearance with the addition of
pedicle instrumentation to stabilise the segment (Fig.
1A,B). A disadvantage of this technique, as compared to
anterior techniques, is that it can produce more neurological
complications, bleeding, and subsequent scar formation
within the spinal canal (Krishna et al., 2008). A variation
of this technique is the transforaminal lumbar interbody
fusion method, TLIF.  This technique has been popularised
by Harms and Rolinger and offers the advantage of
avoiding exposing the spinal canal since the cage is
introduced unilaterally through the intervertebral foramen
(Harms and Rolinger, 1982). Recently, advances in
instrumentation and the design of special implants have
allowed fusion procedures, such as TLIF, to be performed
through smaller skin incisions with the consequent benefit
of decreased blood loss (Schizas et al., 2009).

Anterior fusion techniques in the lumbar spine have
been used since the early thirties. ALIF requires removal
of a large portion of the annulus fibrosus and the anterior
longitudinal ligament, which in turn allows for more
complete discectomy of the IVD (the possible source of
pain) as compared to PLIF (Hanley and David, 1999;
Tsantrizos et al., 2000; Hannani and Delamarter, 2004).
Furthermore, as compared to posterolateral fusion, ALIF
is advantageous in that it restores disc height, reduces
operating time and generally favours load transmission due
to the location of the graft, (Tsantrizos et al., 2000; Hannani
and Delamarter, 2004) (Fig. 2). Nevertheless, there are
some drawbacks. Concerns include more serious
complications such as vascular lesions, and in the
lumbosacral junction, injury to the presacral plexus can
result rarely in retrograde ejaculation and sterility in male
patients (Baker et al., 1993; Jeanneret et al., 1994; Hanley
and David, 1999).

Even though spinal fusion is commonly performed, its
role in treating discogenic low back pain has been
controversial with conflicting results (Gibson et al., 1999;
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Fritzell et al., 2001; Mirza and Deyo, 2007). Results have
varied, with fusion not proving its superiority as compared
to placebo or non-operative treatment (Gibson et al., 1999).
A multi-centred randomised trial performed in Sweden
nevertheless, provided evidence that surgery may be more
effective than non-surgical treatment in patients suffering
with low back pain secondary to degenerative disc disease
(Fritzell et al., 2001). A study by a Norwegian team
however, failed to show the superiority of surgery if
conservative treatment was carried out using a more
intensive approach including cognitive intervention (Brox
et al., 2003). Furthermore, long-term consequences such
as adjacent segment disease have also increased concerns
for the use of spinal fusion (Gillet, 2003; Okuda et al.,
2004; Park et al., 2004; Levin et al., 2007; Harrop et al.,
2008). Several changes have been observed such as
dehydration, disc space narrowing, osteophyte formation
and progressive deformity at levels adjacent to a fused
spinal segment (Gillet, 2003). Given the debatable efficacy
of spinal fusion and its possible implication in the
degeneration of the adjacent segments, various non-fusion
techniques have been developed.

Artificial/total disc replacement
Total disc replacement (TDR) technology is not totally new.
Attempts have been made since the 50s to produce an
implant that can mimic, to some extent, the function of the

Fig. 1. (A) Antero-posterior (AP) view of the lumbar spine showing a PLIF technique. Arrows show the posterolateral
autologous bone graft (B) Lateral view of the same patient. Arrows show the radio-opaque markers embedded in
the cages that have been filled with bone graft.

A B

Fig. 2. Lateral view of ALIF procedure at the L5-S1 level.
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normal IVD.  More widespread application followed after
the mid 80s developments of a TDR designed at the Charite
Hospital in Berlin, Germany (Fig. 3). In theory, a TDR
aims to restore the physiological kinematics of the IVD,
resist wear, and relieve pain, while avoiding instability and
protecting the adjacent discs and facet joints from undue
degeneration. The surgical approach is similar to the one
used to obtain an anterior lumbar interbody fusion and
carries similar rates of vascular complications. The
principle of replacing almost the entire IVD is based on
the analogous success of hip and knee replacements. As
such, materials that have been used for TDR are similar to
those that have been employed in other major joint
arthroplasties for many years (e.g., polyethylene, chrome
cobalt, titanium). Some TDR designs are unconstrained
(Charite) while others are semi-constrained (Maverick,
Prodisc) or even constrained (FlexiCore).

Similar to spinal fusion, some of the indications for
total disc replacement include failure of aggressive
conservative treatment with disabling low back pain
attributed to degenerative disc disease of the lower lumbar
spine affecting no more than two discs. In TDR, since the
IVD is replaced, it must be thought that this is the source
of back pain (Fekete and Porchet, 2010). Thus, intact facet
joints posteriorly are thought to be a prerequisite (Fekete
and Porchet, 2010; Kishen and Diwan, 2010).
Contraindications to TDR include: lumbar spinal stenosis,
old fractures, instability as seen in spondylolisthesis,
osteoporosis and infection. Technically, contraindications
for TDR may include patients with a steep lumbosacral
angle at the intended TDR level (Fraser, 2004), and patients
with less than 4mm of retained IVD space (Bertagnoli and
Kumar, 2002; Resnick and Watters, 2007).

Several reviews of the published literature and clinical
trials have been performed to investigate the efficacy and
safety of TDR (Delamarter et al., 2003; Zigler, 2003;
Blumenthal et al., 2005; Freeman and Davenport, 2006;
Harrop et al., 2008; Heller et al., 2009; Resnick and
Watters, 2007; Zigler et al., 2007; Fekete and Porchet,
2010). A randomised controlled trial (RCT) comparing
lumbar TDR using the Charite with spinal fusion
demonstrated TDR clinical outcomes to be equivalent to
those with anterior lumbar interbody fusion (Blumenthal
et al., 2005). In another RCT, the authors conclude that
TDR is safe and efficacious, and that Prodisc-L is superior
to circumferential fusion by multiple clinical criteria (Zigler
et al., 2007). Others report that TDR as compared to spinal
fusion is superior to the latter technique six months
following surgery (Zigler, 2003), but at twelve months the
difference appeared to be less pronounced (Delamarter et
al., 2003). Interestingly a retrospective study on the Charite
disc, including some earlier designs of the implant, showed
that at seventeen years the majority of operated levels lost
mobility and resulted in ankylosis (Putzier et al., 2006).
This finding is amplified in systematic reviews, cautioning
readers that the long-term complications and benefits of
TDR are yet to be realised, especially in terms of preventing
adjacent level disc degeneration (Freeman and Davenport,
2006; Resnick and Watters, 2007).

Nucleus replacement

Nucleus replacement arthroplasty aims to replace the IVD
nucleus while preserving the annulus and vertebral
endplates (Bao and Yuan, 2002; Ahrens et al., 2009).
Adding to the appeal is that this may be performed in a
minimally invasive manner (Fraser, 2004). However, even
with a minimally invasive approach, a passage through
the annulus for the prosthesis must be made or a lesion
must already exist. Furthermore, this technique does not
address degenerative changes that may already be present
in the outer annulus and/or the vertebral endplates. Two
different indications for nucleus replacement have to be
considered. That is: (a) replacement of the nucleus
following microdiscectomy surgery; or (b) for the treatment
of degenerative disc disease.

Historically, various materials have been tried in order
to replace the nucleus of the IVD. These include:
polymethylmethacrylate (PMMA), polyvinyl alcohol/
polyvinyl pyrollidine copolymer, polycarbonate urethane,
albumin, silicon, and stainless steel (Bao and Yuan, 2002;
Bao et al., 2002; Klara and Ray, 2002; Allen et al., 2004;
Bertagnoli et al., 2005a; Bertagnoli et al., 2005b; Coric
and Mummaneni, 2008). Newer materials and designs are
constantly being developed to dynamically stabilise the
spinal motion segment, preserve disc height, and re-
establish load-sharing with the annulus (Goins et al., 2005;

Fig. 3. Lateral view of a TDR (Charite type) implanted
at the L5-S1 level.
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Ahrens et al., 2009;). Different designs present different
challenges but, in general, nuclear replacement designs
must resist migration, avoid subsidence, as well as manage
the risk of device expulsion.

The available devices can be classified into mechanical
or elastomeric nuclei. The latter can be either made of a
hydrogel or a non-hydrogel substance, and are available
in injectable or pre-formed shapes (Coric and Mummaneni,
2008). The more widely used replacement has been the
prosthetic disc nucleus (PDN) developed by Ray (Ray,
2002; Fraser, 2004). The PDN consists of a predefined
geometry core enclosed in a polyethylene cover.
Nevertheless, this nuclear replacement has not been
primarily used for low back pain, but as an adjunct to disc
surgery following removal of the nucleus in cases of disc
herniation. So far, several thousands of these implants have
been used in clinical practice and although initially there
were concerns of dislodgement, modification to the design
has improved safety. Currently, there are no RCT
comparing nuclear replacements with other degenerative
disc disease treatment options. With the addition of short
and long-term RCT and design improvement to address
the aforementioned concerns for example, nucleus
replacement arthroplasty may gain in popularity.

Dynamic stabilisation

With a view to address some of the shortfalls of spinal
fusion, alternative options for the last decade have included
the use of semi-rigid or dynamic stabilisation implants.
Semi-rigid stabilisation aims to achieve fusion without
stress shielding at the bone graft that may disrupt or delay
bridging. Here, we focus on dynamic stabilisation, which
aims to stabilise while restricting painful motion without
the need for discectomy and fusion (Mulholland and
Sengupta, 2002; Sengupta, 2004; Christie et al., 2005).

The devices most studied are the Graf (Hadlow et al.,
1976; Mulholland and Sengupta, 2002; Huang et al., 2005)
and the Dynesys (Mulholland and Sengupta, 2002; Stoll
et al., 2002). The Graf consists a non-elastic band
sometimes referred to as a prosthetic ligament that is
attached between pedicles screws, placing the motion
segment to be stabilised in lordosis (Mulholland and
Sengupta, 2002; Huang et al., 2005). The idea behind this
concept was that the device would limit flexion to within
the normal range. Although the Graf device showed
significant clinical success (Grevitt et al., 1995;
Mulholland and Sengupta, 2002), when compared to more
conventional treatments, it was associated with worse
clinical outcomes at one year and higher revisions with
poor outcome after two years (Hadlow et al., 1998). The
design of the Dynesys is similar to the Graf with the
exception that it has an additional polycarbonate-urethane
spacer around the polyethylene terephthalate band between
the pedicle screws (Schwarzenbach et al., 2005; Kelly et
al., 2010) (Fig. 4). Thus, in addition to the band limiting
flexion, the added spacer limits extension (Schulte et al.,
2008; Kelly et al., 2010). The goals of the Dynesys are to

restore the biomechanics of the posterior annulus and facet
joints (Schwarzenbach et al., 2005). Indications for the
Dynesys are low back pain due to early disc degeneration,
but it has also been applied to stabilise degenerative
spondylolisthesis or scoliosis following decompression
(Schaeren et al., 2008). In terms of clinical outcomes,
results from the literature are mixed. Results from Beastall
and colleagues confirm that the Dynesys allows movement
of the instrumented level without significant increases in
motion at the adjacent levels (Beastall et al., 2007). In
contrast, results from a more recent study by Cakir and
colleagues showed no effect between the Dynesys and
fusion with regards to increased motion at the adjacent
segments (Cakir et al., 2009; Kelly et al., 2010).
Furthermore, a study based on patient-outcomes found no
support for the use of the Dynesys as compared to fusion
(Grob et al., 2005). The same study also found relatively
high reoperation rates after use of the Dynesys device. To
date there are no prospective RCT comparing this type of
technology to more conventional treatments (e.g., spinal
fusion) for the treatment of degenerative disc disease. Such
studies may help clarify the efficacy of dynamic
stabilisation.

Fig. 4. Lateral view of the lumbar spine of a patient
who underwent two-level (L4-S1) dynamic stabilisation
(DYNESYS implants).
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Unlike the aforementioned Graf and Dynesys that are
fixed to the vertebrae by the use of pedicle screws,
interspinous implants are floating devices with the
advantage of limiting the possibility of loosening during
motion (Sengupta, 2004). Similar to dynamic stabilisation
devices and classified as such, their basic design aims to
avoid excessive extension and unload the posterior
annulus, which is regarded as the primary pain source.
Different designs however serve different indications, some
limiting flexion and/or extension.

Interspinous devices consist of either compressible or
non-compressible implants (Fig. 5). They are usually
introduced through a minimal invasive approach between
the spinous processes of the affected level. This technology
again has not been studied in a prospective randomised
way, at least as far as treating discogenic low back pain is
concerned. Nevertheless, there have been studies
evaluating the efficacy of such devices in a different setting,
namely that of spinal stenosis, in which there appears to
be some effectiveness, albeit limited in time (Zucherman
et al., 2005).

Intradiscal electrothermal therapy

Intradiscal electrothermal therapy (IDET) is a relatively
new percutaneous technique, initially reported by Saal et
al., for the treatment of discogenic low back pain (Saal
and Saal, 2000). It involves inserting a navigable
electrothermal catheter to the inner posterior annulus and
delivering heat that aims at inducing retraction of the
annular collagen, therefore coagulating inflammatory
tissue and nerve endings in the periphery of the disc
posteriorly (Saal and Saal, 2000). Although somewhat
difficult to achieve, placement of the electrothermal
catheter should aim to allow for the active portion of the
catheter to provide sufficient heat to spread to both the
outer and inner annulus (Karasek and Bogduk, 2000; Derby
et al., 2008).

Examples of indications for IDET include severe
chronic low back pain for greater than 3 months, persistent
pain after at least 3 months of aggressive conservative
treatment, normal neurological examination, less than 30%
collapse of the disc space, and no measureable segmental
instability (e.g., spondylolisthesis) (Saal and Saal, 2004).

Even though initial results from Saal et al. were
encouraging, recent systematic reviews concluded that
there was not enough evidence available to support its
efficacy or effectiveness for the treatment of discogenic
low back pain (Urrutia et al., 2007; Freeman and Mehdian,
2008). RCTs comparing IDET as a treatment of discogenic
low back pain with placebo have reported conflicting
results. One study noted no statistically or clinically
significant differences between IDET and placebo
(Freeman et al., 2005), while another concluded that IDET
is an effective treatment (Pauza et al., 2004). These
differences may in part be explained by differences in
patient inclusion criteria and severity of disease, and
outcomes used to measure success.

Authors’ preferred treatment

In clinical practice, the senior author bases treatment
decisions on clinical experience and evidence based studies
from the literature whenever possible. All patients with
low back pain are treated by a multidisciplinary team.
Patients are offered a comprehensive rehabilitation
program including some type of cognitive intervention.
Patients who fail to respond to this conservative approach
will be considered for surgery, providing that disc
degeneration confirmed on MRI is limited to one or two
levels. In non-obese patients, an anterior approach is
offered favouring fusion (ALIF) at the less mobile L5-S1
level, and total disc arthroplasty at the L4-5 level,

Fig. 5. Lateral view of the lumbar spine showing two
non-compressible interspinous devices implanted at the
L3-4 and L4-5 levels.
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combining those two approaches for a two level
involvement. For the remaining cases, a posterior approach
is carried out using a PLIF technique. Given the lack of
long term results in the context of painful disc
degeneration, nucleus replacement and dynamic
stabilisation are not part of the routinely carried out
procedures. Interspinous devices are only employed in
selected spinal stenosis cases but due to the lack of evidence
based studies are not used for discogenic back pain. Finally,
IDET is not reimbursed by the Swiss health care system
and is therefore not available as a treatment option.

Conclusion

Low back pain is a multi-factorial problem affecting a great
majority of the adult population. Thus, treatment of low
back pain resistant to conservative management is still a
very complex issue. The currently available surgical
options are moderately effective with the majority of them
having no proven track record. It is therefore not surprising
that surgeons are looking towards more physiological
solutions, and this is where translational multidisciplinary
collaboration between clinicians and researchers may offer
great benefit. Current research in biological solutions
focusing on either protein injections (e.g., Rh BMP) aiming
at up-regulating matrix production, gene transfer, cell
therapy or tissue engineering attracts major interest. We
are nevertheless, for the time being, well behind routine
clinical application of the abovementioned technologies.

In summary, currently only fusion and disc arthroplasty
have a track record that allows them to be recommended
to patients suffering with low back pain. Newer techniques
such as nucleus replacement and interspinous devices
require further investigation. Surgeon and patient
expectations now rest on new biological developments and
close collaboration between clinicians and basic scientists
aiming to enhance patient care.
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Discussion with Reviewers

Reviewer I: What role does the age and the activity level
of the patient play in the indication for the various surgical
treatment options?

Authors: In principle, in younger patients one would tend
to favour non fusion techniques. Activity level on the other
hand has to be taken into account. In active young athletes,
spinal fusion of a single level, in particular of the lesser
mobile L5 -S1 disc is the author’s preferred treatment. Once
bony union has been achieved for example, there would
be less issues with material fatigue and wear. More than
age, bone quality may actually dictate the treatment
options. Spinal arthroplasty would not be considered in
patients with osteoporosis and thus spinal fusion would
be more appropriate. Obesity could also play a role in
deciding what treatment to consider. Anterior surgery
would be technically more complex in such patients and
thus the senior author would prefer a more conservative
posterior technique.

Reviewer II: Discogenic back pain is not necessarily a
morphological issue, but a biochemical one. Which
treatment options would thus be more promising than
surgery? What should basic research predominantly
investigate in the future?
Authors: Treatment options will have to be adapted to
various degrees of disc degeneration. For moderate cases,
with a relatively intact annulus, some type of biological
enhancement of the nucleus may be desirable.
Unfortunately, the disc is a hostile environment, and unless
disc nutrition is enhanced, there is a good chance that this
type of biological approach would fail. For more advanced
degeneration, including annular degeneration and
secondary facet joint changes, a more drastic approach
may be needed. Current disc replacements do not replicate
physiological motion patterns or load transmission. Further
research and development in implant design and materials,
along with innovative implantation techniques avoiding
the risks of major anterior surgery, may be the way forward.


