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Failed back surgery syndrome: whose
failure? Time to discard a redundant term
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Failed back surgery syndrome or “failed back syndrome” refers to persistent pain after spinal surgery.
This opinion piece will discuss the back ground and scale of failed back surgery syndrome. There will
be a description of the medical and psychological factors that have been reported as predictors of poor
outcome from spinal surgery. The management of failed back surgery syndrome will be discussed with a
personal viewpoint based on working with this patient group for fifteen years. It will be argued that failed
back surgery syndrome and failed back syndrome are now redundant terms and are not useful for either
patient or healthcare provider, and so should be discarded.
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Introduction

I would argue that failed back surgery syndrome (FBSS)
is a misnomer and it is not a syndrome but a general-
ised term or condition. There is no equivalent term in
any other type of surgery. For example, there is no
failed cardiac surgery syndrome or failed knee surgery
syndrome. This opinion piece will discuss the causes of
FBSS, some approaches to managing FBSS and, in
conclusion, a call to discard this unhelpful phrase.

Background and scale of the
problem

Failed back surgery can have a number of serious conse-
quences including iatrogenic effects such as the develop-
ment of scar tissue, nerve damage or weakening of
physical structures. Disability may increase and the
demand for medication may also increase. Dzioba and
Doxey examined the outcome of 116 occupationally
injured lumbar surgery patients and found that 43% had
a poor outcome.! Weber reported in a randomised study
of 126 back pain patients no major difference between
conservatively treated and surgically treated patients.2
In 2001 the American Academy of Pain Medicine’s
17th Annual Meeting discussed failed back surgery
syndrome. Hubert Rosomoff (1927-2008), at the
time the Medical Director of the Pain and Rehabiltation

Center at the University of Miami School of Medicine,
called for a moratorium on back surgeries when he
reported that after two weeks of intense rehabilitation
his patients with back pain no longer required surgery.
He suggested that by following this approach ‘you can
eliminate 99% of surgical cases’. He argued that ‘backs
don’t fail, doctors do’ and highlighted the need for
more precise preoperative evaluation.? Johnson at the
same conference, suggested that FBSS can occur in as
many as 10—-40% of patients undergoing lumbar spine
surgery. Johnson stated, ‘just about any approach is
better than having surgery because all the studies have
shown that if you take a surgical population and non
surgical population they all seem to do the same in 5
years’.* Also presenting at the conference was James
Campbell, Professor of Neurosurgery at Johns Hopkins
Hospital, who argued that surgery that addressed
nerve root compression achieves good results and
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quoted around 90% of patients achieving signifi-
cant relief from sciatic or leg pain problems. He went
on to question the more common problem when
patients are not presenting with clear-cut radiculop-
athy sciatica and in these cases he suggests that sat-
isfactory outcomes drop to between 60% and 70%
of patients>.

Medical factors as predictors of poor
outcome

A number of studies have demonstrated the medical
factors associated with poor outcomes from spine
surgery. The first is chronicity. Many authors have
attributed this to the ‘deconditioning syndrome’ pro-
posed by Mayer et al. which is typified by a down-
ward spiral of decreasing strength and physical
ability.®

Block has proposed a number of factors to explain
the inconsistent outcome of spine surgery, suggesting
inadequate diagnostic testing and improper surgical
techniques. He also suggested that some surgeons
may be technically more capable than others,
although he points out that there is a large body of
research suggesting that the variability in spine surgery
is at least partially explained by the patient’s biopsy-
chological factors.”

The number of previous surgeries is also a risk fac-
tor for poor outcome. Franklin et al. reported that 23%
of patients who underwent lumbar fusion had subse-
quent reoperations within two years.® Waddell reported
that the probability of good outcome decreases with
each successive surgical intervention.®

What has been described as destructiveness” has also
been reported as a risk factor for poor outcome and
refers to the amount of tissue destruction as a result
of spine surgery. Franklin et al. reported that
greater work disability outcome was associated with a
greater number of levels fused.® Block has categorised
the relative destructiveness of invasive spine proce-
dures into minimal, moderate and highly destructive.”
Microdiscectomy, for example, is classified as mini-
mal, open laminectomy as moderate and anterior pos-
terior or circumferential fusion as highly destructive.

Psychosocial predictors of poor
outcome

Almost 30 years ago Cauthen summarised five basic
reasons for the large number of patients suffering from
FBSS. These included a lack of public education
regarding the back, a lack of risk identification and pre-
ventative programmes at home and in industry, insuf-
ficient effective conservative care for basic back
problems, inadequate  diagnostic  information

regarding the pathology to explain pain, and iatrogen-
ically induced desease.1?

Klinger et al. conducted a systematic literature
review on risk factors that predicted pain after
intervertebral disc surgery. Aside from the surgical
technique used, these authors wanted to consider psy-
chological risk factors for postoperative complica-
tions.!! Their conclusions were the identification of
three groups of risk factors:

e negative psychological factors;
e pre-existing pain chronic occasion; and
e psychological disorders.

The authors suggest that these factors should be
identified pre-operatively and taken into account when
decisions are made about possible surgical interven-
tion. The authors argue for psychological pain man-
agement therapy prior to surgery in order to reduce the
risk of postoperative complications. They further sug-
gest that if surgery is medically unavoidable despite
existing risk factors then postoperative treatment
should include psychological pain management at an
early stage within a multi-disciplinary approach.

Oaklander and North highlight the interplay
between patient and surgeon to help explain FBSS in
cases when the patient makes increasing demands on
the surgeon for pain relief and the surgeon feels a need
to improve a patient’s quality of life.12

Spengler et al. assessed medical and psychological
factors in patients undergoing lumbar discectomy.
They reported that clinical outcome was much more
strongly predicted by psychological than medical fac-
tors, although the most powerful predicted model
combined both factors.!? Psychological factors were
assessed using the Minnesota Multifaceted Personality
Inventory (MMPI) and these authors reported that
within the MMPI the subscales of Aypochondriasis
and hysteria were most strongly associated with poor
outcome.

Non-organic signs have also been proposed as pre-
dictors for poor outcome. These are based on Waddell’s
signs of tenderness, stimulation, distraction, regional
disturbances and overreaction.’ Previous healthcare
use has also been proposed as a predictor for poorer
outcome. Deyo and Deihl, for example, found that a
positive response to the question ‘Do you feel sick all
the time?’ correlated significantly with poor outcome. !4
Frymoyer et al. reported that disability related to back
pain was associated with excessive health complaints
and illness behaviours.!>

Smoking has also been described as a risk factor for
poor outcome. An et al. found that smokers were much
more likely than non-smokers to have disc herniations,!6
and smoking has also been found to decrease the
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probability of successful surgical outcome.!” Obesity,
defined as being more than 50% above ideal body
weight, can be considered a moderate predictor of poor
outcome.”

Long highlighted the problem of a disability litiga-
tion system when ‘patients are rewarded for non func-
tion’ and, apart from a thorough medical evaluation,
argues for a ‘mandatory evaluation of psycho social
issues’.!® He further suggests that the strongest data
indicate that patients suffering from FBSS are inca-
pacitated by psychiatric, psychological and social/voca-
tional factors which relate to their back complaint only
indirectly, and argues for a multidisciplinary rehabilita-
tion programme.

Management of FBSS

Spinal cord stimulation is regularly used for FBSS but
with mixed results. Turner et al. used a prospective
population-based controlled cohort study to compare
patients who received a trial of spinal cord stimulation
versus (1) those who were evaluated and did not receive
spinal cord stimulation or, (2) usual care in a Pain
Clinic.!'® At six months the spinal cord stimulation
group showed moderate improvement in leg pain but
with a higher rate of daily opioid use. These differences
disappeared by 12 months. It was concluded by the
authors that patients who received a permanent spinal
cord stimulator did not differ from patients who
received some pain clinic treatment. However, they did
observe that outcomes may vary according to patient
selection criteria, physician technical expertise, implant
technique and hardware. A systematic review of spinal
cord stimulation for patients with FBSS was under-
taken by Frey et al. and concluded that spinal cord
stimulation showed limited to moderate evidence for
long-term pain relief.20

Esmer et al. examined the effectiveness of a mindful-
ness-based stress reduction therapy with traditional
therapy (n=15) and compared it with traditional ther-
apy alone (#=10) in a single-centre prospective ran-
domised single-blind parallel group study.?! The
mindfulness-based stress reduction group completed
weekly group sessions whereas the control group con-
tinued with its traditional care as prescribed by the
medical care providers for an eight-week period. The
Chronic Pain Assessment Questionnaire was com-
pleted at enrolment and at 12 weeks. At 12-week
follow-up, patients who attended the mindfulness-
based stress reduction intervention reported improved
pain acceptance, quality of life and sleep quality and
reductions in functional limitation, pain, frequency
of use and potency of analgesics. These results were
statistically and clinically significant compared with

outcomes for the control group, although the low num-
ber of participants undermines the validity of the con-
clusions. The authors suggest that mindfulness-based
stress reduction can be a useful clinical intervention for
patients with FBSS.

Personal viewpoint

It could be argued that applying the term ‘failed back
surgery syndrome’ might have negative connotations
for a patient. Being told that one has a ‘failed back’
could lead the patient to accept pain-related disability
and probable physical deterioration. ‘Failed back’ is
a condition that is likely to remain the same or have
an increasingly negative impact on the patient’s
biopsychosocial status. A patient may not be receptive
to self-management strategies if he or she is labelled
with ‘failed back surgery syndrome’. If a surgeon ‘diag-
noses’ FBSS is the patient being labelled as having a
‘failed back’ or is the patient being told ‘you have failed
to improve after spine surgery’

Anecdotal evidence suggests to me that the fre-
quency of repeated spine surgeries is decreasing.
When I first commenced work at the Royal National
Orthopaedic Hospital patients would regularly be
referred to us after having had multiple spine surger-
ies, and this is now unusual. It may be that these
patients are being referred elsewhere, although I sus-
pect the number of repeat spine surgical interven-
tions is decreasing.

Sometimes the aims of surgery are not shared by a
patient and surgeon. For example, the surgeon may be
operating to correct a structural abnormality such as a
prolapsed disc, whereas the patient’s expectation is
relief from pain. Technically the surgeon may achieve
the desired surgical outcome, although the patient
may be left with residual or worsening pain. Frustration
may be experienced by both parties at the postopera-
tive review clinic. The surgeon explains to the patient
that the proposed decompression has released the sci-
atic nerve (thus the surgery was successful) whilst at
the same time the patient continues to complain of
residual pain.

I work in a residential pain management unit that
has treated many patients who have been given the
label of FBSS. Anecdotal evidence suggests that these
patients are typically more distressed and particularly
disappointed with their healthcare provision. These
patients are generally more ‘stuck’ and take longer to
engage with self-management strategies. There is a
clear need to move away from the medical model, but
I am intrigued that, although many patients are critical
of their surgeon, they would still be willing to pursue
further surgery in order to be ‘fixed’.
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Summary

I would propose that the terms ‘failed back surgery’ and
‘failed back surgery syndrome’ are redundant and not
helpful to either the surgeon or patient. Assigning the
diagnosis FBSS when no actual diagnosis exists is not
beneficial. It does not describe the pathology or aetiol-
ogy of the pain complaint. I would argue that the patient
does not complain of pain on account of his or her
‘failed back’. Awareness of the need for pre-surgical
psychological screening is increasing and, if used effec-
tively, should reduce the number of patients disap-
pointed at their spine surgery. I would recommend
Block’s guide to pre-surgical psychological assessment
as it provides a useful starting point for all those inter-
ested in optimising the outcomes for patients undergo-
ing surgery for chronic painful conditions (Block 1996).
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