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Failed back surgery syndrome (FBSS), as described by Follett and Dirks1 is the least desirable situation for any 
patient dealing with pain in the lumbar region. Not a syndrome in itself, but rather a syntagm, the term FBSS is gen-
erally coined to describe unsuccessful surgical results despite correct surgery. Failed Back Surgery Syndrome is an 
emerging public health problem throughout the World, which has the unfortunate end-results of generating liability, 
disability and last but not least, heavy psychological and economical tolls. This paper acts as a brief literature review 
and tries to summarize available data regarding FBSS epidemiology, prevention and treatment. At the same time, 
the authors wish to offer neurosurgeons and spine surgeons a relevant starting point on how to handle this emerg-
ing public healthcare problem and how to help minimize its impact. 
Keywords: Failed Back Surgery Syndome, spine surgery, literature review, management. 

Termenul de Failed Back Surgery Syndrome (FBSS), cunoscut mai nou în literatura de specialitate din România sub 
sintagma de „Sindrom Spinal Post-chirurgical”, a fost descris iniţial de Follet și Dirks1 în 1993 și reprezintă cea mai 
neplăcută situaţie cu care se pot confrunta atât pacienţii cât și neurochirurgii sau chirurgii spinali în încercarea lor 
de a trata durerea lombară. Termenul de sindrom spinal postchirurgical descrie în linii mari contradicţia generată 
de lipsa unei evoluţii favorabile a pacientului în pofida unei intervenţii chirurgicale corecte. Sindromul spinal post-
chirurgical reprezintă o problemă acută de sănătate publică pe întreg Mapamondul generând disabilităţi și litigii și 
exercitând o foarte mare presiune psihologică și financiară asupra pacienţilor. În lucrarea de faţă autorii efectuează 
o recenzie a literaturii de specialitate și încearcă să furnizeze date relevante cu privire la epidemiologia sindromului 
spinal post-chirurgical, a prevenţiei și nu în ultimul rând a tratării acestuia. În același timp, autorii doresc să ofere 
neurochirurgilor și chirurgilor spinali un punct de plecare solid pentru managementul acestei situaţii și minimizarea 
impactului acesteia. 
Cuvinte cheie: Failed Back Surgery Syndome, sindrom spinal post-chirurgical, chirurgie spinală, management, 
recenzie a literaturii.
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INTRODUCTION 
The International Association for the Study of pain, 
defines Failed Back Surgery Syndrome as a “lumbar 
pain of unknown origin, either persisting despite sur-
gical intervention or appearing after surgical interven-
tion for spinal pain, originally in the same topographi-
cal location”2. Briefly summarized, the origins of Failed 
Back Surgery Syndrome reside in any combination of 
the following: 
•	 Improper history taking and patient assessment
•	 Improper differential diagnosis of symptoms
•	 Improper diagnosis of associated pathologic 

entities 
•	 Improper non-operative treatment plan 
•	 Improper patient selection for surgery 
•	 Improper surgical technique used 
•	 Improper complication management 
•	 Patient lack of compliance to treatment or 

recommendations. 
As constant progress throughout the various fields 

of medicine can be translated (from a broad point of 
view) into the ever growing average age of the gener-
al population, the number of patients suffering from 
degenerative processes of the spine is continuously in-
creasing. In the European Union alone, 19.7% of the 
population have an age greater than 65 (an increase of 
+2.8% since 2008). This percentage is expected to rise 
over the next decades3. Furthermore, available data il-
lustrates that elderly patients meet spine fusion criteria 
more often while at the same time, suboptimal bone 
quality is becoming more frequent4,5. 

The authors feel obligated to note that low back 
pain is currently the second most frequent reason for 
which patients seek medical aid6 and while data from 
western countries illustrates a general increase in the 
numbers of surgeries performed for low back pain, re-
ported surgical failures and complications have a ten-
dency to remain constant7,8. The direct repercussion 
of these issues is the ever growing number of patients 
reporting surgical complications, needing reinterven-
tions or even ending up dealing with Failed Back Sur-
gery Syndrome. 

MATERIALS AND METHODS
Epidemiology and statistics
Spine Surgery has constantly evolved since the early 
interventions described by Elsberg, Putti or Mixter and 
Barr9,10,11,12 to such an extent that in 1997, physicians 

from the U.S. reported 317.000 lumbar interventions. 
By the year 2002 the number rose to over 1.000.000 
interventions13,14,15,16. A few years later, in 2005, Deyo 
et al. reported that spine surgery rates had increased by 
220% since 1990 (even though no clear indication had 
been observed and efficacy of spinal fusion hadn’t yet 
been fully demonstrated for degenerative disease17,18). 
Under these circumstances, literature data has clearly 
noted a constant increase in patients with Failed Back 
Surgery Syndrome18,19,20.

In 2018, Martin et al., published a paper regard-
ing lumbar fusion rates in the United States between 
2004 and 2015. They reported a 62.3% increase in the 
volume of elective lumbar fusions performed - from 
122.679 cases reported in 2004 to 199.140 cases re-
ported in 2015. Increases were greatest in people aged 
65 or older, with cases of disc degeneration, herniation 
and lumbar stenosis representing 42.3% of all elec-
tive lumbar fusions. Hospital costs for the year 2015 
exceeded $10.000.000.000 averaging at more than 
$50.000 per admission21. 

Most papers dealing with the incidence of FBSS 
state that the syndrome is likely to occur in about 8 to 
35% of all patients undergoing lumbar surgery, howev-
er these papers date back at least to the early 1990’s and 
should be regarded with a critical eye, as reports vary 
greatly from author to author and no standard termi-
nology or definition is used22,23,24,25. More recent stud-
ies estimate the incidence of FBSS to lie between 30-
46% off all patients operated on the lumbar spine. A 
more detailed analysis shows that patients with lumbar 
fusions have a higher risk of developing FBSS while 
patients submitted to microdiscectomy have a smaller 
risk22,23,24,25,26. In the latter category, incidence of FBSS 
is estimated to be between 19 and 25%26. 

Despite multiple studies being available, no clear 
statements regarding the epidemiology of failed back 
surgery syndrome can be made as large standardized 
series of cases are difficult to obtain and examine. 

Chronic pain is an extremely important aspect of 
FBSS. By comparison with other chronic pain patterns 
(such as rheumatoid arthritis for example), patients 
with FBSS show significantly higher levels of pain and 
an impaired quality of life on the EQ-5D and SF-36 
questionnaires26,27. These patients score higher on the 
Oswestry Disability Index (ODI Scale) (Figure 1) and 
have a higher unemployment rate. For patients with 
chronic pain alone, treatment costs (excluding reinter-
vention, intrathecal pumps or spinal cord stimulation) 
can go as high as $19.000 per year28. 
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Figure 1. The Oswestry Disability Index questionnaire29 
Figure 1. The Oswestry Disability Index questionnaire29
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The Etiology and pathophysiology of FBSS (al-
though still unclear) can be described in relationship 
with: preoperative factors, intraoperative factors and 
postoperative factors. 

Note: It is the authors’ opinion that a global consensus is 
required to perform terminology standardization and de-
velopment of future guidelines for studies related to FBSS. 

In the preoperative moment of any spine interven-
tion, surgeons should always carefully assess their pa-
tients and note their findings as patient-related factors 
are extremely important for the follow up: Psychoso-
cial factors (rather than physical aspects) are important 
predictive factors for treatment failure. Pre-existing de-
pression, anxiety related to own status, lacking or inad-
equate coping mechanisms and last but not least cor-
ticalization of chronic pain, as well as already existing 
personal injury claims are constant findings in patients 
with FBSS30-38. Decreasing values recorded by patients 
on standardized questionnaires or reports regarding 
failure to improve psychologic status should always be 
considered a red flag by attending physicians. Never-
theless, pre-existing psychologic issues should never 
deprive a patient from treatment if the anatomical ba-
sis for pain exists and if surgical indication is certain. 

When identified, the above mentioned risk factors 
should guide the surgeon to carefully tailor treatment 
and adequately plan for surgery (but only if it’s needed) 
while at the same time prompting him / her to focus 
on educating the patient, communicating and recom-
mending appropriate psychologic / psychiatric care 
and counselling. In the authors’ opinion, it is vital to 
develop a progressive treatment algorhythm reserv-
ing surgery SOLELY for situations when every other 
treatment fails. 

Intraoperative factors generally refer to gestures 
performed in the operating theatre by the attending 
surgeon. Note however that these factors also include 
prior surgeries. Multiple interventions for lumbar pain 
in one patient are always associated with higher sur-
gical failure rates. As demonstrated by Nachemson 
since 1993 if initial success rate is accepted to be great-
er than 50%, a reintervention lowers success rates to 
30%, a third surgery lowers success rates to 15%, while 
a fourth surgery lowers success rates to around 5%38.
Segment instability is a constant risk in repeat surgery. 

Improper patient selection for surgery is always an 
incriminated factor in patients developing FBSS. A 
typical situation is that in which a spine surgeon or 
neurosurgeon performs a discectomy based on imaging 

alone, without considering the neurologic examination. 
E.G.: a visible disc protrusion in a patient without ra-
diating pain. Note that electrophysiological diagnosis 
can be used to consolidate neurologic findings and es-
tablish surgical indication. 

Surgical planning, used techniques and gestures are 
tremendously important aspects and should be con-
stantly scrutinized: a single level decompression (rath-
er than an extensive cross-over approach) in a patient 
with multiple level lumbar stenosis may prove to be 
unsatisfactory. Aggressive muscle disinsertion, thermal 
injuries, careless decompression or  prolonged traction 
may lead to residual pain. Over instrumentation (un-
necessary fusion) will lead to an increase in axial pain, 
it may cause segment instability, adjacent segment dis-
ease or even radicular lesions. In some cases, surgical 
correction of the pathology may be difficult to achieve. 
Far-lateral herniations pose a risk of pars-interarticu-
laris39 fractures during decompression. If unnoticed, a 
fractured pars interarticularis may develop a symptom-
atic pseudarthrosis and subsequent pain. 

When discussing with patients regarding the risks 
and benefits of surgery, most surgeons should describe 
that progressive disc disease is an important postop-
erative complication which is frequently met. New or 
recurrent disc herniations do occur following discecto-
my as lumbar biomechanics become altered. Adjacent 
level disease may lead to a worsening of pain while 
unnoticed pars interarticularis fractures superimposed 
with discectomy may lead to microinstability. Epidural 
fibrosis following spine surgery contributes to post-
operative chronic pain either through root tethering 
or compression, which causes mechanical pain and at 
the same time alters the vascular supply to the nerve 
root via the vasa nervorum, thus making the nerve root 
more sensitive to stimuli26,40,41,42,43. 

It is well-known that an extensive bone removal 
during the posterior approach of the lumbar spine (for 
example during a laminectomy) may generate local in-
stability and subsequent pain. Removal of more than 
1/3 of the medial portion of the articular processes is 
a well-known instability generator and therefore any 
surgical interactions in this area should be carefully 
weighed44. Besides the obvious vascular risks, exten-
sive discectomy will generate an otherwise inexistent 
space between two adjacent vertebrae leading to bio-
mechanical modifications in the lumbar spine. Such a 
potential height reduction may generate stenosis in the 
nerve root foramina and translate to radicular pain44 via 
the so called „transition syndrome” in which axial load 
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is distributed to the adjacent levels, thus accelerating 
lumbar degeneration45.

Disc prosthetics have been used for a few years in 
the past two decades. Even though their development 
has helped us better understand the processes taking 
place in the spine, the authors consider them to be less 
relevant nowadays. Their use could be regarded as an 
additional risk factor towards FBSS, with regard to ad-
jacent segment disease, segment instability, over instru-
mentation, possible infections and so on.  

Postoperative factors usually refer to complications 
of surgery or originating from patient noncompliance. 
They include but are not limited to: spondylodiscitis, 
hematomas, pseudomeningocoeles, nerve root injuries, 
instability and so on. Pseudomeningocoeles often re-
sult following reckless gestures or sharp dissection in 
the surgical field generating overlooked dural tears. 
This is the reason we advocate for the use of surgical 
microscopes and not loupes, careful inspection of the 
surgical field and last but not least a flexible OR time-
table allowing the surgeon all the time he needs for 
the surgery.   Inappropriate wound suturing is another 
possible cause for pseudomeningocoeles. 

Arachnoiditis is another possible complication 
which may inflict significant pain to the patient. Pro-
longed nerve root manipulation or retraction will cause 
chronic radicular pain. Surgeons must avoid as much 
as possible manipulation of the nerve root, localized 
bleeding and should pay close attention to conjoined 
nerve roots.[46] 

Paraspinal muscles are potential pain generators if 
surgery is not conducted appropriately. A midline fas-
cial incision may damage the interspinous ligaments; 
extensive monopolar dissection and prolonged retrac-
tion with bone disinsertion usually lead to muscle de-
nervation and atrophy, to which careless motion be-
havior (patient posturing) contributes. With fusion, 
paraspinal muscles may spasm and atrophy. The patient 
may compensate to some extent by hyperextending the 
thoraco-lumbar spine, however, this exagerates spi-
no-pelvic parameters and generates pain in the long 
term generating „fusion disease”47,48. Surgeons should 
always be aware whether a complete orthopedic exam 
with spine parameters assessment is needed. 

The successful management of FBSS is one of the 
most difficult challenges for practicing neurosurgeons 
and spine surgeons. Failed Back Surgery Syndrome is 
a reemerging concept which needs debate and review. 
As we speak, there are still no clear guidelines regard-
ing the prevention and treatment of FBSS. Given its 

multifactorial pathophysiology, FBSS should be ap-
proached in a multimodal fashion. Patients with failed 
back surgery syndrome constantly describe long lasting 
pain, which, over time, predisposes them to a number 
of significant psychologic complications. As this is the 
case, each patient requires an individualized approach. 

The first line of treatment should always be conser-
vative in nature, however, in most cases it fails. In all 
cases there is a lack of agreement between the preop-
erative expectations of the patient and the surgeon ver-
sus the postoperative results. As this is the case, proper 
patient preparing and clear discussions are mandatory. 
For example, if the patient expects a complete remis-
sion of axial pain following surgery, remind him that 
most of the times, surgery is performed to decompress 
the nerves and to preserve limb function and that pain 
may persist beyond the point of surgery. The main ob-
stacle in front of a guideline-based approach for FBSS 
is the lack of consensus between physicians and spe-
cialties. 

Note: From our point of view, the criteria for surgery 
(both for emergencies and elective procedures) need to be re-
viewed and redefined, keeping in mind the patient’s desire 
to control pain. For example, a patient with intermittent 
lumbar pain, with intermittent pain radiation in the leg, 
without neurologic deficit, without instability, should nev-
er be operated, yet alone have pedicular screws set in place. 

Literature data suggests that 70% of all patients suf-
fering from radiating pain will improve in 3 months’ 
time with conservative treatment. Chronic radiating 
pain (lasting for more than 3 months) generally has 
a better chance of improvement with surgery, which 
yields higher success rates than standalone medi-
cal treatment. Axial pain however lacks a proper re-
sponse to spine fusion and the patients would be better 
by simply undergoing physical therapy. As this is the 
case, we advocate for a more cautious approach to axial 
pain when surgery is not clearly mandated. Only after 
the patient is subjected to conservative treatment and 
physical therapy with failure to improve should surgery 
be considered. Even so, surgery should be performed 
only after careful scrutiny of the patient and discus-
sions about their expectations, possible outcomes, com-
plications etc. 

Another important aspect for the successful man-
agement of FBSS is constant outpatient assessment. 
Always take note on the possible source of the pain, 
the patient’s age and gender, psychosocial aspects (ed-
ucation, financial status, their need for financial gains 
or pensioning, work environment etc.), existing comor-
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bidities such as smoking, alcoholism, depression, anx-
iety, pain medication, sleep pattern, prior surgeries or 
management strategy, prior investigations etc. 

The patient’s psychologic and psychiatric status 
should be periodically assessed by a psychologist or 
psychiatrist and in most situations the management 
strategy should be tailored according to the patient’s 
needs. Quality of life should also be investigated using 
the ODI and EQ-5D questionnaires as psychosocial 
stress factors have tremendous impact on patients with 
chronic pain: Anxiety, depression, ongoing litigations 
and any demanded material compensation should be 
noted. Do take into consideration that surgery is likely 
to fail if certain psychosocial criteria are met. 

History taking for these patients should be meticu-
lous, with emphasis on pain appearance, location, evo-
lution, timespan, remission, improving and worsening 
factors etc. Radicular vs. axial pain should be clearly de-
fined. If radicular pain is identified the surgeon should 
weigh in on whether decompression would be helpful 
or not. If a patient is operated on for axial pain and 
the character of the pain becomes altered with onset of 
radicular symptoms, chances are high for a postopera-
tive complication to occur. Location of axial pain is also 
important. Non-irradiating low back pain is often met 
in patients with facet or sacro-iliac joint degeneration. 
Local inflammation, suffering of the muscular system 
or aponeurosis should also not be excluded. Pseudar-
throsis should be considered in patients developing low 
back pain subsequent to lumbar spine fusion. 

Inspection is relevant as it offers data regarding 
posture, walking and underscores dysfunctions with 
basic functions. The sagittal vertebral axis and the hip-
line offer much data regarding the basic functions of 
the patient’s spine. Flexion and extension should high-
light any potential segmental instability. The full range 
of movement is to be assessed as pain associated with 
spinal stenosis is higher in spine hyperextension and 
is improved when the patient leans forward. Motor 
function should always be assessed during a neurolog-
ical exam. This stresses any neurologic deficit which 
should accurately pinpoint any nerve root involved by 
the ongoing pathologic processes. Key sensory points 
should always be tested. Examination of the sacro-ileal 
joint should be performed to determine whether it rep-
resents the source of the pain. 

Radiographs of the spine in orthostatism, flexion 
and extension may outline segment instability, frac-
tures, defects of the pars interarticularis or modified 

spinopelvic parameters. They can evaluate surgical 
sites, bone alignment and degenerative changes. Un-
like magnetic resonance imaging, plain radiographs 
may illustrate dynamic spondilolysthesis visible only 
during the shift between flexion and extension. Plain 
X-rays on the other hand lack most of the features of 
magnetic resonance and will most likely miss disease 
such as lumbar stenosis, ligament status or nerve-root 
compression. Further information regarding the bony 
elements of the spine can be obtained using computed 
tomography with 3D reconstruction.  

Magnetic resonance imaging enables the surgeon 
to observe scar tissue, recurrent or residual disc herni-
ations, epidural fibrosis, nerve root thickening, stenosis 
of the lateral recess and neural foramens, spondylo-
discitis and pseudomeningocoeles. Epidural fibrosis is 
normal in patients with prior spine surgery, however, 
studies have demonstrated that the severity of scar tis-
sue formation correlates with recurrent radicular and 
activity related pain49. Due to the inevitable formation 
of epidural fibrosis, researchers have begun describing 
grading systems for the evaluation of epidural fibrosis 
as a direct link this process and increasing pain was 
noticed50. 

Electromyographs and electrodiagnosis are an 
extremely useful means to objectively ilustrate a com-
pressed or damaged nerve root and to identify the 
site of a potential lesion. They are cheap and easy to 
perform, however they require good communication 
between surgeon and examining neurologist. The ex-
amining neurologist must be well versed in performing 
this investigation and interpreting its findings. 

Over the years, a number of inverventional diag-
nostic investigations have emerged with the purpose 
of helping clinicians distinguish the origin of pain in 
FBSS. As lumbar axial pain may originate in the lum-
bar zygapophysial joints, medial lumbar branch blocks 
may be useful in diagnosing zygapophysial joint pain. 
Take note however that since these studies have been 
published since the early 1980s’ and up to the year 
2008 the results are somewhat open to interpretation 
as more extensive studies are needed51-57. 

Sacroiliac joint blockade is another possibly useful 
maneuver according to some authors. Following lum-
bar spine surgery, the sacroiliac joints may be subject-
ed to altered biomechanics. Literature data suggests 
that the nerves supplying the sacroiliac joints cannot 
be accurately blocked in a less invasive manner and 
therefore, in our opinion this maneuver still needs to 
demonstrate utility in controlled trials. 
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Selective nerve root blocks are routinely used by 
neurointerventionists and have demonstrated great 
usefulness in diagnosing the source of radicular pain 
and alleviating symptoms. The use of these techniques 
may help determine the usefulness of surgery for pain 
management associated with a herniated disc. 

Pharmacotherapy employs various classes of opi-
oid and non-opioid analgesics or antidepressants. 
Antineuropathic agents, myorelaxants and anti-in-
flammatory medication are also constantly used.  An-
tidepressant medication for pain associated with FBSS 
has well documented results in the literature, however 
it doesn’t improve the patient’s quality of life as motili-
ty is not improved. Antineuropathic agents, on the oth-
er hand, such as gabapentin are frequently prescribed 
as the European Federation of Neurological Societies 
recommends gabapentinoids and tricyclic antidepres-
sants as first-line agents for neuropathic pain. Litera-
ture data suggests they are effective in reducing pain to 
some extent and their main advantage is they improve 
patient function. This aspect makes them a viable op-
tion for treatment58,59,60. 

Opioid analgesics are effective solutions for pain 
management, however they should be used carefully 
due to their potential addictive character. Nevertheless, 
oral, transdermal or intrathecal opioids show a valuable 
clinical response in patients with FBSS. Quality of life 
and functional status in patients with FBSS treated 
using opioids are unknown due to the lack of data in 
the literature. Another key item regarding the use of 
opioids is the fact that the leading cause of mortality 
in patients after lumbar fusion was related to opioid 
use. An article in Spine, since 2009, debating the mor-
tality in patients who underwent lumbar fusion raised 
a serious red flag stating that 31% of all deaths were 
analgesic related60. 

Methadone, by contrast, is an emerging potential 
analgesic due to many advantages: it has an affordable 
price, it has a lower affinity for the µ receptor resulting 
in fewer use-related complications, it poses a lower risk 
of addiction and has a possible effect on neuropathic 
pain related to the N-methyl-D-aspartate receptor61. 
Last but not least, methadone is easy to clear through 
dialysis (making it ideal for patients with renal impair-
ment)62-66. 

Physiotherapy for patients with FBSS aims to 
improve status following muscle deconditioning. The 
general aim of physiotherapy is to decrease pain, im-
prove posturing and patient motility and if possible to 

stabilize segments with abnormal mobility thus reduc-
ing stress on the spine. 

As stated by Chan et al. 26 exercise therapy is supe-
rior to no treatment for pain relief at early follow-up. 
Physiotherapy reduces sick leave and improves patient 
psychologic status (offering a possible coping mecha-
nism). Research conducted by Lindback et al., as well as 
Fors et al., has illustrated that physiotherapy generates 
better scores on the ODI with decrease in depression 
and better behavior with relation to anxiety and fear 
avoidance beliefs[67][68]. It is the authors’ opinion that 
physiotherapy – when correctly performed - provides 
valuable improvement in the status of patients diag-
nosed with FBSS. Unfortunately, for Romania, reha-
bilitation medicine is a neglected specialty and centers 
with appropriate staff and logistics are limited. 

Psychological therapy aims to reduce the influence 
of patient psychologic factors regarding the objective 
medical outcome. The common components of psy-
chological therapy include: teaching and maintenance 
of relaxation skills, behavioral activation such as goal 
setting and pacing strategies, interventions to change 
perception. The effectiveness of this therapy in chron-
ic low back pain patients and chronic pain patients in 
general has been supported by recent reviews69-72. 

According to Manchikanti et al. (2007), Medial 
branch blocks and radiofrequency neurolysis have 
good results in about 16% of all patients with chronic 
low back pain within FBSS73,74. In these patients, ac-
cording to the same authors, radiofrequency neuroto-
my may produce a more sustained analgesia with dras-
tic improvement in quality of life75,76.

Epidural injection of corticoids is a widely accept-
ed and relatively cheap method to achieve short term 
pain relief with relative safety. In patients with FBSS, 
epidural steroids maintain their short term usefulness, 
however, chronic use will induce a lower response with 
time77,78. Given their wide therapeutic potential, in our 
opinion, epidural steroids may help surgeons avoid an 
unnecessary intervention on the spine and should be 
always considered for wide use. According to Chan et 
al., epidural steroids are useful in patients with FBSS 
however, fluoroscopy should always be used due to the 
unreliability of surface anatomy and possible inade-
quate needle placement26,79. Furthermore, prior surgery, 
with or without spinal fusion may predispose the pa-
tient to potential complications such as dual penetra-
tion or fistulas or lack of response following wrong lo-
cation steroid depositing. 
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Percutaneous adhesiolysis is a technique devel-
oped in the early 2000s’ whose efficiency was tested in 
multiple studies. Results obtained so far suggest that 
percutaneous adhesiolysis is superior to epidural ste-
roid injection in what regards pain management and 
quality of life of patients following the procedure. 
Available data suggests that this procedure has an im-
proved rate of success in patients with FBSS mediated 
by radicular pain. In these patients, once the percuta-
neous catheter is inserted in the arachnoid adhesions 
the perineural space is expanded and medication has a 
better local penetration26,80-83. Even though it was fre-
quently overlooked in the past, this technique appears 
to gain popularity with surgeons. 

Intrathecal infusion devices were initially devel-
oped for cancer patients dealing with excruciating pain. 
Over the last two decades intrathecal infusion devices 
made a reappearance as the obtained analgesia is satis-
factory and patient quality of life becomes better giv-
en both neuropathic and nociceptive pain respond to 
such therapeutic gestures. The pump delivers ideally a 
mixture of a local anesthetic and opioid which in time 
reduces the number of hospital days for pain manage-
ment. Even so, due to a lack of objective recent studies, 
intrathecal pumps should be discussed only when there 
is no other possible means of therapy. 

Other pharmacologically active agents (orphan 
drugs) are continuously being tested for potential use. 
Among these, Ziconotide, a synthetic analogue of the 
venom from the Conus magnus sea slug, has been ap-
proved for use in the European Union under the name 
Prialt. The drug is administered via intrathecal injec-
tion and acts by blocking presinaptic calcium channels. 
By comparison with morphine, most of the adverse re-
actions of ziconotide are limited84,85,86. 

Spinal Cord Stimulation, as its name suggests, 
is a technique employed by neurosurgeons to place 
electrodes in the epidural space and, through electric 
impulse generation, modulate neurotransmiter release 
and pain sensation. Despite initial disappointing re-
sults, more recent studies illustrated strong arguments 
that carefully selected FBSS patients will benefit from 
this technique. Authors show that patients with an 
important radicular component to their chronic pain 
will have functional improvement, pain decrease and 
reduced opioid use when compared to their baseline 
condition87-90. The disadvantage of the technique is the 
increased price of equipment and long learning curve 
for the surgeon.

Surgery for patients with FBSS should be, such as 
intrathecal infusion devices, last on the list of gestures 
to be performed. Unfortunately, available data shows 
that only 2-4 of every 10 patients are likely to ben-
efit from revision surgery and with every additional 
surgery performed, failure is more likely to occur thus 
degrading the patient’s condition even more. Surgery 
should be performed cautiously and only when clear 
indication (E.G. progressive neurologic deficit) is en-
countered. 

DISCUSSIONS
I. As stated before, in our opinion, the true epidemiol-
ogy of FBSS is still unknown. For Romania, which is 
a small-average sized country (238.397 km2; 19.4 mil-
lion inhabitants), the years spent under the communist 
regime (until 1989) represented a constant decline for 
the national healthcare system regarding policies, in-
vestments and mentalities. Currently, in Romania, sur-
geons still have no national database for patients with 
interventions on the spine. Such a registry would be an 
invaluable tool for medical research regarding diseases 
of the spine including FBSS. No rates for Failed Back 
Surgery Syndrome have been reported in Romania so 
far to the extent of the authors’ knowledge. 

II. The tremendous financial pressure that patients 
with diseases of the spine exert on the healthcare sys-
tem does mandate the need to develop a registry such 
as the one described above. A clear evidence regarding 
investigations, means of treatment and medication is 
needed. Furthermore the occupational status of such 
patients needs to come under more strict scrutiny as 
most of these patients will end up with a disability pen-
sion. It is our opinion that clears criteria for pensioning 
need to be developed and that professional reorienta-
tion and reconversion could be a method to keep pa-
tients with FBSS active in the economy. 

III. A national strategy for patients with degener-
ative spine disease and FBSS needs to be developed 
and unanimously approved as this represents the first 
step towards offering our patients the best standard-
ized healthcare. Furthermore, a national prevention 
strategy for degenerative diseases of the spine needs to 
be implemented. 

IV. International consensus regarding terminology 
used and surgical indications is another mandatory 
step in developing standardized treatment for patients 
with FBSS and degenerative diseases of the spine. For 
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example: If a patient is successfully operated (elective 
surgery) for a disc herniation ( with clear clinical im-
provement for 7 days postoperative) and the patient 
develops radicular pain (same symptoms as before sur-
gery) on the 8th day – is the situation considered to be a 
FBSS ? What if the radicular pain occurs 1 month after 
discharge? What if the patient develops radicular pain 
after a year? Is it a recurrence, is it a new herniation, is 
it a FBSS Situation? 

V. From the author’s point of view, lumbar spine 
surgery needs to be performed only when there is no 
other alternative for treatment. Spine surgeons and 
neurosurgeons unfortunately rush to operate patients 
that could benefit from an attempted conservative 
strategy. Therefore, we urge spine surgeons and neu-
rosurgeons to reconsider the ease with which they rec-
ommend surgery. 

CONCLUSIONS
1.	 Available demographic data indicates that the gen-

eral population is constantly aging. This means that 
in the future, surgeons will see an increase in the 
number of patients dealing with degenerative dis-
eases of the spine. As the rate of complications is 
constant following lumbar spine surgery, a constant 
increase in the number of patients suffering from 
FBSS is to be expected. 

2.	 FBSS is an emergent public health concern given 
its high treatment costs and tremendous pressure 
it exerts on public health systems. Despite existing 
studies, no clear cause or pathophysiologic mecha-
nisms for FBSS can be identified, only predisposing 
or potentially generating factors can be highlighted. 
National standardized records are mandatory for 
understanding FBSS and its impact on the popu-
lation. 

3.	 Patient selection and choice of techniques are vital 
in preventing unwanted complications for lumbar 

degenerative disease. Furthermore, clearer guide-
lines regarding the indication for surgery of the 
degenerated spine should help us deliver the best 
treatment for our patients and thus reduce the 
number of patients with FBSS. 

4.	 When identified, FBSS should be approached in a 
multimodal manner, reserving surgery only for oth-
erwise untreatable cases.  The therapeutic approach 
should be performed in an incremental fashion, 
starting with basic gestures and saving surgery for 
otherwise untreatable cases. 

5.	 A new severity score for patients suffering from 
FBSS is to be designed if we are to provide the best 
standard of care for our patients. Such a score should 
help, first of all, to standardize care for patients

6.	 Psychosocial aspects are important prognostic fac-
tors in the treatment of FBSS.

7.	 From the authors’ point of view, a general review of 
degenerative spine disorders needs to be performed 
Worldwide and new standards of care have to be 
imposed as surgery for degenerative spine disease 
is offered as therapeutic means way too much ease. 

8.	 From a financial point of view, patients with FBSS 
should be carefully assesed and any disability pen-
sion should be scrutinized by authorities. Only after 
all attempts of professional reorientation and re-
conversion fail should pensioning occur.

9.	 A national revised strategy for patients with degen-
erative disease of the spine is needed urgently. 
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