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Andrew Quaile
I am honoured to be able to edit and comment upon this
special edition related to spinal disorders. I am especially delighted that this edition covers a large range of operative and
non-operative treatments in relation to spinal disorders and
contains some really exciting developments in their treatment.
I hope this special edition proves not only of great academic
interest but also of practical value in treating your patients
wherever you are throughout the world.
Over a career in medicine and orthopaedic surgery I have
developed an interest in the treatment of spinal disorders. The
treatment of spinal disorders is both challenging and complex.
Over time techniques have come and gone or been refined.
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The treatment of axial back pain via surgery is controversial,
increasingly so in the conservative surgical environment of the
United Kingdom. In contrast the treatment of neurological
compression, caused by a number of pathologies, is less controversial and the treatment of deformity and trauma has become better understood and more effective with the advance
of knowledge and technology.
During my career surgical techniques have evolved from
the use of fixation by sublaminar wires by Luque rods and
Hartshill rectangles. Sublaminar wiring, as a technique, still
continues but has largely been superseded by the use of pedicle
screws with various attachments. The use of pedicle screws
was at first controversial and indeed at first during meetings
in the United States cautions were given as their use had not
been initially approved by the FDA. However they are now the
main stay of attachment of instrumentation to the axial skeleton, especially in the treatment of fractures and deformity
[1–9]. The last decade or two has also seen improvements in
interbody cages and the re-emergence of anterior techniques to
approach the spine [10, 11]. Whether this is done by individual
spinal surgeons, or assisted by an approach surgeon, depends
upon the individual spinal surgeon’s training and the institution
in which they work. Posterior surgery has also advanced with
the development of PLIF techniques but also TLIF techniques
and XLIF techniques. All of these have been justified by their
efficiency in placing the hardware and bone graft, or substitute,
and with their apparent improved safety in such placement into
the spine [12, 13].
More recently thoughts have turned to avoiding solid spinal
fusion in axial back pain towards the soft stabilisations in
order to limit pain caused by so-called spinal instability leading to reflex muscle spasm. These soft stabilisation were initially popularised by the GRAF technique with the GRAF
ligament followed by the Dynesys technique. Both of these
relied upon fixation to the skeleton via pedicle screws. After a
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surge of interest, the use of these techniques has declined to
some extent although they are still used in some centres.
Interlaminar techniques, for a combination of back pain and
also in combination with decompression for neurological
symptoms, remain popular. Indeed this is not new as spinous
process plating was used in the treatment of unstable fractures
many decades ago. The current interlaminar techniques are
used to stabilise the spine and decompress the spinal canal
either directly or indirectly. Direct implants, in association
with spinal decompression, would involve devices such as
the Coflex or Wallis ligament. Implants for indirect decompression of the spinal canal involve devices such as the XStop. A further novel approach for obtaining an axial fusion
is the Axialif technique which continues to have some supporters, despite its possibly hazardous approach. More recently disc replacement has emerged as a viable technique, especially in the cervical spine [14].
One of the greatest changes during my career has been the
ability to image the spine effectively. In a way this has raised a
number of questions and still has not told us which disc or
discs is painful in axial back pain. It is, however extremely
useful in nerve root compression. It is also very useful in
trauma [15]. There has been and equally encouraging advance
in the so called ‘percutaneous’ techniques [16].
Prior to undertaking surgery, conservative options need to
be considered. Indeed for the treatment of axial lower back
pain spinal fusion surgery or disc replacement should be
regarded as being the last option. During training conservative
techniques were described to me as being either Bsupervised
neglect or masterly inactivity^ depending upon your point of
view! Nowadays there are more scientific approaches via core
stabilisation and postural retraining from expert physiotherapists. There is also a place for physical therapy from chiropractors and osteopaths. In regards to these allied professions,
it has always been my view that it is not so much the discipline
that counts but the individual clinician providing the therapy.
Particularly in the treatment of back pain these allied practitioners can provide a valuable service in reassuring patients
that the vast majority of their symptoms are not serious from a
pathological point of view and are likely to settle in time and
with the appropriate advice and support.
Non-operative pain control by injection has a major place in
the armamentarium of the clinician treating spinal conditions
[17]. In general the point of injections is to sufficiently reduce
symptoms and break the downward spiral of pain and disability
to allow further rehabilitation via physical therapy to take place.
Clearly in most patients hydrocortisone injections would have a
temporary effect but can be useful in allowing a window of
opportunity for rehabilitation to take place. There was an
enthusiasm for chymopapain to ‘stabilise’ the spine and reduce
disc bulging however this was overtaken by modern methods.
Finally, and perhaps, most significantly, is the emergence of
the potential that low back pain is associated with chronic
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infection and that antibiotics may be of benefit [18]. At the
moment this is a concept and not yet proven. Nonetheless
there are parallels with ulcer treatment where, when I was
initially training, surgery had a major role. Indeed ulcer surgery was a major part of surgical training. The evidence at the
moment for chronic infection is very limited and confined to a
discrete group of patients developing modic changes after disc
prolapse. Whether the use of antibiotics, with all the implications of long term antibiotic use, becomes useful in the long
term is as yet unknown. There remains, of course the problem
of infection in the spine whether or not associated with surgery. This can be a devastating complication [19–21] and other
complications of surgery can be equally problematic [22–24].
The other potentially exciting area is the use of platelet rich
plasma in axial back pain. There is indeed active research going
on at the moment with the use of this technique in the treatment
of axial low back pain. There is the potential that the use of this
treatment would reduce the number of patients undergoing
spinal fusions. This can only benefit patients in terms of reducing the collateral damage done to motion segments, not only at
the operating site where a fusion has been obtained but also at
the levels above and below. Significant cost reductions are also
possible along with reduction of morbidity and complications.
This, I believe, has an exciting future.
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