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Nunley et al. must be commended for the effort they are 
currently putting in following-up, since 5 years by now, 
a cohort of patients treated with Superion implant (1). 
Originally, the study compared the results of this device 
with those of the X-Stop. Due to the recall of the X-Stop 
from the market and the unavailability of patients treated 
with this device, the authors were obliged to present the 
data about the Superion without any control.

The included patients were >45 years with diagnosis of 
one-level or two-level moderate lumbar spinal stenosis (LSS) 
causing an intermittent neurogenic claudication resistant to 
6 months of conservative treatment.

The device is presented as a valid alternative to 
laminectomy not only because the epidural space is not 
opened preventing epidural scarring and unintentional 
durotomy, but it is a regional/spinal anesthesia procedure 
also. Nevertheless, the cited bibliography in favor to 
regional/spinal anesthesia use is inconsistent. Cited 
works talk about general anesthesia unrelated deaths or 
complications occurred during the treatment of non-spinal 
pathologies. It does not exist, at the present time, any 
prospective randomized trial comparing general to regional/
spinal anesthesia for the treatment of LSS. It would be 
interesting to know if general anesthesia is more dangerous 
when treating LSS, but at the present time, we should not 
spread wrong or evidence-unbased messages. Moreover, 
82.1% of patients who received the Superion implant were 
operated on with general anesthesia (2).

Epidural  scar formation occurs every t ime the 
epidural space is opened. The scar thickness is somewhat 

proportional to the surgical field width (3). Epidural scar 
together with many other postoperative issues (restenosis, 
hernia extrusion, vertebral instability, symptomatic facet 
syndrome) are the cause of failed-back surgery syndrome 
(FBSS). While the role of epidural scar in producing 
symptoms is defined, its clinical weight into this galaxy of 
FBSS possible causes is still unproven.

Evidence of the superiority of the Superion implant 
is also built comparing its results with those cited in 
in the current literature for the treatment of LSS with 
laminectomy with or without fusion. “Diagnosis of lumbar 
spinal stenosis which requires any direct neural decompression or 
surgical intervention other than those required to implant the 
control or experimental device” was an exclusion criterion. 
This criterion may be responsible of a selection bias. 
Current evidence shows that surgery is indicated after 6 
months of failed conservative treatment (4,5). Finding a 
patient unresponsive to conservative treatment with slight 
foraminal or central root compression which does not 
require direct neural decompression is somewhat difficult. It 
is likely that patients were treated anyway if they presented 
“lower” disability (if they were able to sit for 50 minutes 
without pain and walk more than 50 feet), as stated in the 
inclusion criteria.

Inclusion of patients with radiological diagnosis 
of neural compression may be the cause itself of the 
biggest issue related to the stand-alone interspinous 
implantation: reoperation. One of the strongest point 
in favor to this technique is the safety of reoperation 
given that the epidural space is left intact during the 
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first surgery. The rate of reoperation is compared to 
that published by Forsth et al. (6) who followed up their 
patients for 6.5 years and during which they reoperated 
on 21% of the decompression-alone group at 21 months 
(mean, no spondylolisthesis) and 26 months (mean, with 
spondylolisthesis). This is one of the highest rate ever 
published; a recent metanalysis reported that interspinous 
spacers have a significantly higher reoperation rate  
(28% vs. 7%) compared to decompression with or without 
fusion (7). Nunley et al. actually reoperated on 23.2% of 
the Superion arm at 24 months. Consequently, it can be 
inferred that most of reoperation occurs within the first  
24 months and that patients who do not develop restenosis 
or instability are actually stable during the 3rd and 4th 
years postoperative. The results are stable at 5 years 
postoperative also (8).

It may be far more interesting to know which kind of 
patient required a revision surgery given that almost one 
out of 3 was reoperated on. Probably, better results were 
obtained in dynamic foraminal stenosis rather than in 
central fixed bony stenosis. This data should be shared 
in order to better define and perfectionate the indication 
to the Superion implantation. Indeed, especially in times 
when the incidence of fusion surgeries is in constant 
increase (9), to decrease reinterventions is a cost-limiting 
strategy. Parker et al. (10) reported that decompressive 
surgery and interspinous spacer implantation are cheaper 
than protracted conservative treatment. In times when 
reimbursement for laminectomy has decreased by 33% 
and fusion by 20% (11), spine surgery needs to be 
regulated and unnecessary interventions limited. Every 
surgery must be performed keeping in mind what is best 
for the patient (12).

In conclusion, the Superion spacer may be a valid 
alternative to open surgery in a well restricted population 
of patients affected by LSS providing long term results. 
Patients should be informed of the high rate of possible 
reintervention. Nevertheless, if correctly indicated, this 
simple, cost-effective and minimally invasive procedure 
might have long term results on pain and disability.
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