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Lumbar spinal stenosis (LS) is probably one of the most 
prevalent symptomatic spinal disease in older patients, 
with most of them requiring surgical treatment to relief 
their symptoms (1-3). Surgery objective is to decompress 
the nerve roots and, sometimes, stabilize the spine and/
or restore the normal or near normal alignment (1-4). 
Additionally, there are some good evidences that surgery is 
better than conservative treatment to relief moderate and 
severe symptoms due to stenosis (5-8). Despite the trends 
in increasing the use of implants and reconstructive surgery, 
the vast majority of patients will have clinical improvement 
with simple nerve roots decompression (5-8).

However, many patients are older, with comorbidities 
and presenting with many levels of LS, which may require 
more extensive procedures. In this context, Ulrich et al. 
performed a prospective multicenter cohort study comparing 
patients with multisegmental LSS (at least three levels 
of stenosis, moderate or severe) treated using a single-
level decompression versus a multilevel decompression (at 
least two levels) (9). The decision of the procedure was 
made at the discretion of the treating surgeon. Surgical 
treatment consisted in an open lumbar laminotomy 
without instrumentation, with lateral recess decompression 
performed when necessary. Outcome was mainly assessed 
with the Spinal Stenosis Measure (SSM) symptoms and 
function score at base line, 6, 12 and 24 months after 
surgery. A total of 141 patients had 12 months of follow-
up (from a total of 684 who had surgery without previous 
spine surgery). A total of 33 patients (23%) had single level 
versus 108 (77%) had multilevel surgery. They reported 
that multilevel surgery was associated with a less favorable 

SMM symptoms and function score compared with those 
patients who had single level surgery, although both groups 
improved over time, with similar complication rate. This 
study suggested that single level decompression might be 
better than multilevel laminectomy to improve patient’s 
symptoms. Of note, patients’ characteristics at baseline (age, 
gender, comorbidities, outcome measurements, etc.) were 
very similar, without statistical differences—with a trend to 
multilevel patients to have a longer duration of the symptoms 
compared with single level patients. About 50% of both 
groups had also spondylolisthesis diagnosed in MRI scans.

This paper needs some additional comments: 
(I) Although the results favor single level decompression, 

the patients were not randomized: this may lead to 
a bias selection. The number of severe levels per 
patients, as stated in Table 2 of the manuscript, 
demonstrated that there were a trend to a higher 
number of severe compression in the multilevel 
group  (P=0 .06) .  Pat ient s  wi th  mul t i l eve l 
surgery had also a trend to a longer duration of 
preoperative symptoms than in single level surgery.

(II) No patient in the single level decompression had 
a decompression at L5S1 level, compared with 20 
(18.5%) in the multilevel group (P=0.02), which 
may potentially lead to more severe low back 
symptoms once this region is a transitional area 
with important muscular attachments. 

(III) The higher rate of patients in both groups with 
spondylolisthesis is the most important factor, 
in our humble opinion, to be considered in this 
study—this may explain why patients with single 
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level may have similar or even better outcomes 
than multilevel, once the spondylolisthesis level 
is generally the most symptomatic and single 
level decompression may lead to a lesser degree 
of postoperative instability and, consequently, to 
better functional and physical outcome, since any 
patient in this study received an instrumented 
fusion. In a randomized controlled trial including 
pat ient s  wi th  s tenos i s  exc lus ive ly  due  to 
spondylolisthesis, Ghogawala had demonstrated 
that patients with stenosis secondary to lumbar 
degenerative spondylolisthesis may do slight 
better than those patients that received only a 
decompressive procedure (10). 

(IV) Although there was no statistical differences 
(P=0.06), multilevel surgery group had 67.3% of 
duration of symptoms >12 months, compared with 
only 48.5% in the single level group. This small 
difference may also be related to a worse outcome 
in the multilevel group. It is a selection bias that 
must be considered. 

(V) Finally, multilevel surgery may lead to a higher 
degree of muscle fibrosis, which may also affect the 
final outcome. However, patients with single level 
decompression may need an additional surgery 
after a longer follow-up, where symptomatic 
adjacent level disease may occur. It means that the 
differences obtained in favor of single level may 
disappear with a longer follow-up. 

Authors must be congratulated for this outstanding 
paper, which must be commended for all spine surgeons. A 
randomized controlled trial should be designed to clarify 
all the raised issues, potentially excluding patients with 
spondylolisthesis.

Acknowledgements

Funding: None.

Footnote

Provenance and Peer Review: This article was commissioned 
and reviewed by the  Sect ion Editor  Ai-Min Wu 
(Department of Spinal Surgery, Zhejiang Spinal Surgery 
Centre, Orthopaedic Hospital, The Second Affiliated 
Hospital and Yuying Children’s Hospital of Wenzhou 
Medical University, The Key Orthopaedic Laboratory in 
Zhejiang Province, Wenzhou, China).

Conflicts of Interest: The author has completed the ICMJE 
uniform disclosure form (available at http://dx.doi.
org/10.21037/amj.2017.02.13). The author has no conflicts 
of interest to declare.

Ethical Statement: The author is accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved.

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with 
the strict proviso that no changes or edits are made and the 
original work is properly cited (including links to both the 
formal publication through the relevant DOI and the license). 
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1. Joaquim AF, Milano JB, Ghizoni E, et al. Is There a Role 
for Decompression Alone for Treating Symptomatic 
Degenerative Lumbar Spondylolisthesis?: A Systematic 
Review. Clin Spine Surg 2016;29:191-202.

2. Deyo RA, Mirza SK, Martin BI, et al. Trends, major 
medical complications, and charges associated with 
surgery for lumbar spinal stenosis in older adults. JAMA 
2010;303:1259-65.

3. Joaquim AF, Sansur CA, Hamilton DK, et al. 
Degenerative lumbar stenosis: update. Arq 
Neuropsiquiatr 2009;67:553-8.

4. Försth P, Ólafsson G, Carlsson T, et al. A Randomized, 
Controlled Trial of Fusion Surgery for Lumbar Spinal 
Stenosis. N Engl J Med 2016;374:1413-23.

5. Försth P, Michaëlsson K, Sandén B. Does fusion improve 
the outcome after decompressive surgery for lumbar spinal 
stenosis?: A two-year follow-up study involving 5390 
patients. Bone Joint J 2013;95-B:960-5.

6. Deyo RA. Treatment of lumbar spinal stenosis: a balancing 
act. Spine J 2010;10:625-7.

7. Deyo RA, Mirza SK, Martin BI, et al. Trends, major 
medical complications, and charges associated with 
surgery for lumbar spinal stenosis in older adults. JAMA 
2010;303:1259-65.

8. Jacobs WC, Rubinstein SM, Willems PC, et al. 
The evidence on surgical interventions for low back 

http://dx.doi.org/10.21037/amj.2017.02.13
http://dx.doi.org/10.21037/amj.2017.02.13
https://creativecommons.org/licenses/by-nc-nd/4.0/


AME Medical Journal, 2017 Page 3 of 3

© AME Medical Journal. All rights reserved. AME Med J 2017;2:30amj.amegroups.com

doi: 10.21037/amj.2017.02.13
Cite this article as: Joaquim AF. Multisegmental lumbar spinal 
stenosis—simple decompression is better? AME Med J 2017;2:30.

disorders, an overview of systematic reviews. Eur Spine J 
2013;22:1936-49.

9. Ulrich NH, Burgstaller JM, Held U, et al. The Influence 
of Single-level Versus Multilevel Decompression on the 
Outcome in Multisegmental Lumbar Spinal Stenosis: 

Analysis of the Lumbar Spinal Outcome Study (LSOS) 
Data. Clin Spine Surg 2017. [Epub ahead of print].

10. Ghogawala Z, Dziura J, Butler WE, et al. Laminectomy 
plus Fusion versus Laminectomy Alone for Lumbar 
Spondylolisthesis. N Engl J Med 2016;374:1424-34.


