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ABSTRACT

Background Data: Posterior lumbar interbody fusion (PLIF) provides better stability and fusion as a
surgical treatment for degenerative disc disease (DDD) and spondylolisthesis. Different cage designs are
available for interbody fusion. Tantalum cages are recent and appealing options in these techniques.
Purpose: To assess the clinical and radiological outcome of tantalum interbody cage in PLIF without
autologous bone graft inside the cage.

Study Design: A retrospective case series study.

Patients and Methods: A total of 25 patients with single-level DDD (n = 16) or spondylolisthesis
(n = 9) who underwent single-level PLIF surgeries with 1-year follow-up were recruited for this study.
Clinical and functional assessment was done using the visual analogue scale (VAS) for low back pain
and Oswestry Disability Index (ODI). Tantalum cage stability and fusion were assessed radiologically on
static and dynamic lateral X-ray.

Results: VAS and ODI showed significant postoperative improvement at 6-week and 3-, 6-, and 12-month
follow-up intervals. No significant migration or subsidence of tantalum cage was reported on static X-ray,
no significant mobility was reported on dynamic X-ray, and the total sound bone fusion rate was 96% at
1-year follow-up.

Conclusion: Our data suggest that PLIF with tantalum interbody cage in lumbar DDD and low-grade
spondylolisthesis showed good clinical and functional results in 1-year follow-up with high spinal stability
and bone fusion rate (2020ESJ225).
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INTRODUCTION

Posterior lumbar interbody fusion (PLIF) is the
standard and frequently used surgical treatment for
DDD and spondylolisthesis causing chronic low
back pain with or without radicular leg pain. It is
indicated in patients not responding to conservative
medical treatment. The lumbar interbody cage
allows intervertebral height restoration, thus
restoring segmental lordosis through adequate
interbody fusion and maintained stability.!°

The interbody cage is considered stable when it
remains secured in place between the adjacent
vertebral bodies with no migration or subsidence
with adequate bony fusion, and this is usually
secured by pedicle screw fixation.’

Different interbody cages are used like PEEK,
titanium, and tantalum.?%!? Tantalum cage is a
highly porous interbody metal implant, very similar
to cancellous bone, with high friction coefficient
providing high stability and transmitting forces
and stress to adjacent vertebral bodies bones. This
allows bone ingrowth into the cage and strong
bony fusion and decreases the stress shielding
effect.*3 Osseointegration effect of tantalum has
been shown in the acetabular revision of hip joint
and knee replacement revision.'® Tantalum use has
shown significant success in many subspecialties
as hip arthroplasty revision." It is a promising
metal intervertebral implant for achieving spinal
fusion because of its biological characteristics and
based on good results of the published clinical
studies in the literature.'

This work aims to assess the clinical and
radiological outcomes of pedicle screw augmented
PLIF with tantalum cages in lumbar DDD and
low-grade spondylolisthesis.

PATIENTS AND METHODS

A retrospective study was conducted on 25
patients with chronic low back pain and radicular
leg pain not responding to medications for at least

three months. Seven patients were females and 18
were males with mean age 42.68 + 16.63 (range,
31-52) years. All data were collected from the
neurosurgery department medical records of our
university hospital after approval of our hospital
ethical committee.

The clinical diagnosis of patients that have been
approved with MRI of the lumbosacral spine
was single-level lumbar DDD (16 cases) and low-
grade spondylolisthesis (9 cases). They underwent
25 single-level PLIF surgeries between January
2018 and May 2019 in our institutional-hospital
with a complete 1-year follow-up. Fifteen patients
underwent operation for L4-L5, while L5-S1 was
operated upon in 10 patients. Double-level surgery,
PLIF with other cages, other fusion techniques,
incomplete follow-up or data, and general
contraindications to surgery were excluded from
this study. A total of 25 patients were reported after
excluding five patients due to incomplete data and
follow-up. All patients routinely consented before
the scheduled surgery. A summary of our patients’
characteristics is shown in table 1.

Preoperative clinical assessment of all patients
included visual analogue scale (VAS) for the low
back pain and Oswestry disability index (ODI)
for functional clinical outcome.'!¢ Preoperative
radiological assessment has been conducted
using AP and lateral X-ray flexion and extension
dynamic views, MRI, and CT of the lumbosacral
spine that revealed either lumbar DDD or low-
grade spondylolisthesis.

Surgical Technique
Undergeneralanesthesia,thepatientwaspositioned
prone with free abdomen and slightly flexed
knees. Through the posterior approach, complete
laminectomy and facetectomies were conducted
to free the nerve roots and allow adequate space
for cage insertion. Complete discectomy was done
from both sides, followed by preparing the vertebral
endplates using small curettes without violating
them. Under fluoroscopic guidance, templates
were used to assess the cage height and length.
Two cages were inserted between the vertebral
bodies (without autologous bone graft inside the
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cage) away from the dural sac and the nerve roots
shoulders, followed by posterior internal fixation
of the vertebral bodies by polyaxial pedicle screws
connected on each side by a curved lordotic rod.
We used a trabecular metal tantalum cage (Figure
D).

Postoperative clinical assessment was done at 6
weeks and 3, 6, and 12 months after surgery at
the outpatient’s hospital clinic by the attendant
physician. After that, the patients were discharged
from the study. Clinical outcome was measured
by reporting both back pain VAS and ODI.
Perioperative data, such as operative time, blood
loss, complications, and hospital stay, were
reported. A 5-point subjective outcome scale
survey for patients’ satisfaction was reported at
the last 12-month follow-up (excellent, good, fair,
unchanged, and worse), and finally, return to work
was subjectively reported.

The postoperative radiological assessment
included AP and lateral lumbosacral spine X-ray
at each follow-up visit and dynamic X-ray at
1-year follow-up. The following radiological
parameters were reported: segmental stability,
cage subsidence, and bone fusion. Assessment
of the intersegmental mobility in flexion and
extension has been conducted, measuring the
angle between the adjacent endplates of the
overlying and underlying vertebrae.!! Tantalum
cage was found to be stable when the movement
of the two adjacent vertebrae at the index level
was <5° on dynamic lateral X-rays (flexion and
extension films) with no radiolucency between the
cage and superior or inferior vertebral endplates.
This finding was also considered a radiological
sign of good bony fusion. Subsidence was
considered when significant loss of postoperative
disc height (>2 mm) with the migration of the cage
within either of the adjacent cortical endplates on
lateral X-rays. Minor subsidence with no evident
dislocation was regarded as normal.'

Statistical Analysis
Clinical and radiological results were analyzed

using Student’s #-test. The significance threshold
was set at p < 0.05. Analyses were performed by a
statistician, using SAS software, 9.2.

RESULTS

A total of 25 patients completed one-year follow-
up. The mean operative time was 183 +26.19
(range, 150-240) minutes, the mean blood loss
was 399 + 145.79 (range, 250-750) ml, and the
mean hospital stay was 2 + 0.88 (range, 1-4) days.
Postoperative VAS and ODI showed highly
statistically significant improvement (p
value < 0.001) at 6-week and 3-, 6-, and 12-month
follow-up compared to preoperative values (Table
2; Figures 2 and 3).

At l-year follow-up, 23 patients (92%) were
satisfied and returned to their original work,
while two patients were able to manage their daily
routine with mild intermittent axial back pain.
The radiological assessment showed no segmental
mobility space around the pedicle screws; no cage
misplacement, screw breakage, cage migration, or
subsidence was also found. Minor cage subsidence
in 2 patients was reported with no significant or
symptomatic low back pain. All patients showed
no mobility on dynamic X-ray at 1-year follow-up,
as shown in follow-up dynamic X-ray (Figures 4
and 5)

Bony fusion rate was 96% as only one patient
showed a radiolucent line between the cage and
superior vertebral endplate with no significant
mobility around the cage or symptomatic low
back pain. Two dural tears (8%) were encountered
in two patients and were directly sutured with
4-0 Vicryl sutures with a small muscle graft
with no postoperative CSF leak. There was no
reported infection, neural deficit, postoperative
radiculopathy, metal breakage, or pseudoarthrosis.
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Table 1. Patients’ characteristics (n = 25).

Data n (%)
Mean age/years 42.68 (31-52)
Gender
Female 7 (28%)
Male 18 (72%)
Level
L4-15 15 (60%)
L5-S1 10 (40%)
BMI (KG/M2) 29.76 (22-40)
Smoker 11 (44%)
Diagnosis
Degenerative disc disease 16 (64%)
Spondylolistheses grade 1 9 (36%)
Presentation
Right sciatica 8 (32%)
Left sciatica 12 (48%)
Bilateral sciatica 5 (20%)
Low back pain 25 (100)

Table 2. Clinical outcomes parameters (VAS, ODI) at different postoperative follow-up intervals.

Journal

Postoperative
Preoperative
6 weeks 3 months 6 months 12 months
DDD | Spondy | DDD | Spondy | DDD | Spondy | DDD | Spondy | DDD | Spondy
N 16 9 16 9 16 9 16 9 16 9
VAS [8.88+0.89|8.89+0.60({3.94+0.85|3.78+0.67|2.56+0.73(2.11+£0.33|1.75+0.86|1.44£0.53|1.63+0.81|1.33+0.50
ODI | 69+12 | 7114 | 42+13 | 44+14 | 36+14 | 38+14 | 28+13 | 2915 | 22+14 | 21t 16
N: number; DDD: degenerative disc disease; Spondy: spondylolisthesis.
Length
o >

Figure 1. Trabecular metal tantalum cage.
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Table 3. Outcomes of other studies using tantalum interbody cage in lumbar spine surgery.

Study/N. Type of F(ﬂ;o/w- Follow- | Procedure/levels| Clinical (iR s Fusion Subsidence Rewfr(l;mn
study up loss N. outcomes rate .
months nonunion
TLIF with PEEK
cage (n =20) vs. .
Cuzzocrea5 metal (n =20), | Significant PfgaK
2019  [Retrospective 12 None |titanium (n = 12) | improvement; None me tai' - 0
(n=40) or tantalum no difference ’
_ 90%
(n=28)cage, 1 or
2 levels
Tantalum
TLIF: 2
TLIF (n = 68) battered nerve
(titanium PF rof(;ts, 1 botne
& tantalum in ii?;l} 1
Jalalpour™? interbody spacer Significant superﬁcial TLIF:
Prospective, with interbody | . ) ;
2015 domized 24 None & posterolateral improvement; wound 87%; - 0
(n=135) randomize posterotatera: |, difference infection;  |PLF: 80%
autograft) vs. PLF .
with autograft autograft PLF’
(n = 67), Lor2 2 dural 1e51pns;
levéls 1 bronch1§1
pneumonia;
1 nerve root
laceration
Neural lesion
(0 vs. 1); Dural
_ .o breach (0 vs. 2);| PLF: PLF
Hoy® 2013 | Prospective, 24 6 ,P}il;F(r(ln_: g?g VIS ’ inflgrg i/fiz;t' pneumothorax | 85.7% i (n = 3);
(n =100) | randomized 5 o3 lovels nop itforence | Qs 1); TLIF: TLIF
’ hematoma (2 | 86.3% n=1)
vs. 1); Infection
(0vs. 2)
11
L‘;%g%r Retrospectivel 55 3 | PLIF@=52)1 | Significant | Duralbreach | o, o ) 0
(n=52) level improvement n=2)
Van de Prospective PLIF (n=40) vs.| Significant | Dural breach | PLIF: | Not present
Kelft'7 2015 ran dgmize d 24 None | SA (n=40),1 |improvement;| (4vs.2);screw 92.5% SA: ineither | No data
(n=280) level no difference [revision (1 vs. 0) 77.5% group
Neural lesion
Lequin® o (n=4); dural
2014 [Retrospective] 153 | None | > (‘f =20),1 | Significant | breach (n=2);1 g 50/ |7 500417 6% 1
(n=26) evel improvement | hematoma
(n=2);
infection (n = 1)
Our _study Retrospective 12 None PLIF (n=25), 1 . Significant Durallareach 96% | Not present 0
(n=25) level improvement n=2)

TLIF: transforaminal lumbar interbody fusion; PLIF: posterior lumbar interbody fusion; PSF: pedicle screw fixation;
PLF: posterolateral fusion; n: number; vs.: versus.
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Figure 2. Clinical outcome (VAS) at different postoperative ~ Figure 3. Functional outcome (ODI) at different
follow-up intervals. postoperative follow-up intervals.

Figure 4. Preoperative MRI LSS (A, B) axial and sagittal images showing L4-L5 lumbar canal stenosis.
Lateral plain X-ray in extension (C) and flexion (D) with the calculation of intersegment mobility (28° in extension
and 27.8° in flexion).

Figure 5. Preoperative MRI LSS (A,B) axial and sagittal images showing L.4-L5 degenerated disc, diminished disc
height, prolapsed disc, subtle retrolisthesis grade 1, facet hypertrophy, and lateral canal stenosis (partially sacralized
L5). (C) Lateral plain X-ray showing L4-L5 interbody 2 PLIF trabecular tantalum cages. (D,E) Lateral plain X-ray
in extension (A) and flexion (B) with the calculation of intersegment mobility (16° in extension and 15 ° in flexion).
(F,G) Postoperative MRI LSS showing 2 PLIF trabecular tantalum cages.
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DISCUSSION

In this retrospective study, we assessed the clinical
and radiological outcomes of tantalum cage in
series of 25 patients who underwent single-level
PLIF for single-level lumbar DDD or low-grade
spondylolisthesis pathology. PLIF with tantalum
interbody cage showed satisfactory clinical and
radiological outcome at 1-year follow-up. It
showed high stability and bone fusion rate and a
very low rate of migration or subsidence. There
was no need to fill the cage with autologous bone
graft due to its osseointegration property. One of
its drawbacks is that bone fusion could be assessed
only on static and dynamic X-rays rather than
other images due to its metal artifacts.

Reviewing the literature revealed six relevant
studies that assessed the outcome of tantalum cage
in lumbar fusion procedures (Table 3).5%10.11.13.18
Cuzzocrea et al.’, Jalalpour et al.’?, and Hoy et
al.? studied transforaminal lumbar interbody
fusion (TLIF), while Lebhar et al.!!, Van de Kelft
et al.’®, and Lequin et al.!® studied PLIF. All
studies utilizing tantalum cage in lumbar fusion
surgery, either TILF or PILF, showed statistically
significant improvement of VAS of back pain and
ODI at all postoperative follow-up points.>*10:1113.18
Moreover, our study found highly statistically
significant improvement of VAS of back pain and
ODI as functional outcome assessment at different
postoperative intervals (p value < 0.001).

In their comparative study, Jalalpour et al.!®
reported complications in 2 patients with battered
nerve roots, one patient with bone fragment
in the canal, and one patient with superficial
wound infection in the TILF group with the use
of tantalum cage. Hoy et al.’ found the following
complications in the TILF group: one neural
injury, two dural breaches, one hematoma, two
superficial infections, and one intraoperative
pneumothorax treated with drainage.

Lebhar et al.!! utilized tantalum cage in the PILF
approach and reported two dural breaches. Van
de Kleft et al.'” reported four dural tears and one

screw revision in the PILF group. Lequin et al.!?
mentioned four neural injuries, two hematomas,
two dural tears, and one superficial infection. In
our study, we had two patients with dural tear
treated with direct suturing with muscle graft with
no postoperative CSF leak or pseudomeningocele.
CT assessment of tantalum cage fusion is
not applicable because of metal artifacts.5!
Radiological assessment of tantalum cage stability
and fusion was done on dynamic X-ray flexion
and extension films on the last follow-up (1 year
after surgery) and showed <5° mobility around
tantalum cage in all patients. This was comparable
with the results of PLIF studies using tantalum
cage. 111318

Cuzzocrea et al.’ reported a higher fusion rate
(90%) in the metal (titanium or tantalum) than
that in the PEEK group (69%) and referred this to
high osteointegrative properties of the metal cages
and lower incidence of periprosthetic osteolysis,
thus giving stable interbody fusion; however, they
did not differentiate titanium from tantalum cage.
Jalalpour et al.!° found a similar fusion rate (87%)
in the TILF group. Jonathan et al. reported a
94% fusion rate. Van de Kleft et al. and Lequin
et al.’® reported 92.5% (PILF group) and 96%
fusion rates, respectively. Our fusion rate was due
to the osseointegration effect and high friction
coefficient of tantalum cage, which allow high
primary stability*® unlike PEEK.! Jonathan et
al.'' noticed a low risk of secondary mobilization.
Due to being a highly porous cage, it provides a
bigger contact surface with the vertebral endplates
than between the bone and autologous graft in
the center of the PEEK cage. Thus, there was no
need in our study to fill tantalum cage with bone
autograft

This study has some limitations, including the
retrospective study design, the small number of
recruited patients for this study, the short period
of follow-up, lack of control group, and the lack
of postoperative multislice CT scan or MRI due to
the metal nature of the tantalum cage to assess the
details of bone fusion thoroughly. A randomized

32
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control large sample size with long-term follow-up
prospective study is highly recommended.

CONCLUSION

Our data suggest that PLIF with tantalum
interbody cage in lumbar DDD and low-grade
spondylolisthesis showed good clinical and
functional results at 1-year follow-up with high
spinal stability and bone fusion rate.

REFERENCES

1. Abolghasemian M, Tangsataporn S, Sternheim
A, Backstein D, Safir O, Gross AE: Combined
trabecular metal acetabular shell and augment
for acetabular revision with substantial bone
loss: a mid-term review. The Bone & Joint
Journal 95(2):166-172, 2013

2. Abou-Madawi AM, Ali SH, Abdelmonem
AM: Local autograft versusiliac crest bone graft
PSF-augmented TLIF in low-grade isthmic
and degenerative lumbar spondylolisthesis.
Global Spine Journal 11:2192568220946319,
2020

3. Bobyn JD, Poggie RA, Krygier JJ, Lewallen
DG, Hanssen AD, Lewis RJ: Clinical
validation of a structural porous tantalum
biomaterial for adult reconstruction. JBJS
86(suppl_2):123-129, 2004

4. Bobyn JD, Stackpool GJ, Hacking SA,
Tanzer M, Krygier JJ: Characteristics of bone
ingrowth and interface mechanics of a new
porous tantalum biomaterial. The Journal
of bone and joint surgery British volume
81(5):907-914, 1999

5. Cuzzocrea F, Ivone A, Jannelli E, Fioruzzi
A, Ferranti E, Vanelli R, et al: PEEK versus
metal cages in posterior lumbar interbody
fusion: a clinical and radiological comparative
study. Musculoskelet Surg 103:237-241, 2019

10.

11.

12.

13.

. Gruskay JA, Webb ML, Grauer JN: Methods

of evaluating lumbar and cervical fusion.
Spine J 14:531-539, 2014

Hitchon PW, Goel V, Rogge T, Dooris A,
Drake J, Torner J: Spinal stability with anterior
or posterior ray threaded fusion cages. J
Neurosurg 93:102-108, 2000

Howard JL, Kudera J, Lewallen DG, Hanssen
AD: Early results of the use of tantalum femoral
cones for revision total knee arthroplasty. JBJS
93(5):478-484, 2011

Hoy K, Biinger C, Niederman B, Helmig P,
Hansen ES, Li H, et al: Transforaminal lumbar
interbody fusion (TLIF) versus posterolateral
instrumented fusion (PLF) in degenerative
lumbar disorders: a randomized clinical trial
with 2-year follow-up. European Spine Journal
22(9):2022-2029, 2013

Jalalpour K, Neumann P, Johansson
C, Hedlund R: A randomized controlled trial
comparing transforaminal lumbar interbody
fusion and uninstrumented posterolateral
fusion in the degenerative lumbar spine. Glob
Spine J 5:322-328, 2015

Lebhar J, Kriegel P, Chatellier P, Breton Y,
Ropars M and Huten D: Tantalum implants
for posterior lumbar interbody fusion: A
safe method at medium-term follow-up?
Orthopaedics & Traumatology: Surgery &
Research 106:269-274, 2020

Lee JH, Lee JH, Park JW, Lee HS: Fusion
rates of a morselized local bone graft in
polyetheretherketone cages in posterior
lumbar interbody fusion by quantitative
analysis using consecutive three-dimensional
computed tomography scans. The Spine
Journal 11(7):647-653, 2011

Lequin MB, Verbaan D, Bouma GJ: Posterior
lumbar interbody fusion with stand-alone
Trabecular Metal cages for repeatedly
recurrent lumbar disc herniation and back
pain. J Neurosurg Spine 20:617-622, 2014

Egy Spine J - Volume 37 - January 2021

33



EGYPTIAN R385

Journal
14. McAfee PC, Boden SD, Brantigan JW, Fraser rationale for using polyetheretherketone
RD, Kuslich SD, Oxland TR: Symposium: (PEEK) spacers for lumbar interbody fusion—a
a critical discrepancy-a criteria of successful finite element study. Spine 31:E992-E998,
arthrodesis following interbody spinal fusions. 2006
Spine (Phila Pa 1976) 26:320-334, 2001 18. Van de Kelft E, Van Goethem J: Trabecular
15. Patel MS, McCormick JR, Ghasem A, Huntley metal spacers as standalone or with pedicle
SR, Gjolaj JP: Tantalum: the next biomaterial screw augmentation, in posterior lumbar
in spine surgery? Journal of Spine Surgery interbody fusion: a prospective, randomized
6(1):72, 2020 controlled trial. Eur Spine J 24:2597-2606,
16. Roland M, Morris R: A study of the natural 2015
history of low-back pain. Spine 8:145-150, 19, Vogler D, Paillex R, Norberg M, de Goumoéns
1983 P, Cabri J: Validation transculturelle de
17. Vadapalli S, Sairyo K, Goel VK, Robon M, I’Oswestry disability index en francais. Ann
Biyani A, Khandha A, et al: Biomechanical Readapt Med Phys 51:379-385, 2008

sl galall

bl uusill ppéll PByo o6 dribdll Olpsall ju aldll jlgnill o6 pglliiill pad aouii
dapall haiio s)laall Gujidlg

Pl ol o1led Jool Bloailg [jljaiwl (PLIF) Lalall Giball alall jlgniil pogy :ayalall calibul
plasl .olun Il gu jlgnill plasil) dalise ciloani yogii .syleall GUjillg (DDD) Guwsiill popall
Wlisill 03s 0 dlang dlyoo uljus o oglliiill

I3 obe peb g9y PLIF o tilpasll gy pglliill (pasll drcle willg dyppull dogiill pusi gyl
- padll Jl3
>239) il b dlulw duwlys :@wlyall proni

= ) )laall G1jil gl (16 = ) DDD o 10lg (sgiuso agsal Ao 25 degaao Lo asini @i dpbllg Byl
ballg (sppull apsil clpo] 07 .dwljall 02g) 20lg ple 62.0) dylio go 20lg (sgiuo ld PLIF vl (9
ol auéi o (Oswestry (ODI &sledl pisgog gl Jauwl o1 (VAS) spoyl sbliill gulsall plasiwl
ay5poliyallg ailil auila)l agipud! b I Gle leledd] pglliilll pasé jlgnilg

s ol g 12 9 6 9 3 g guluwl 6 dsylio wilyis (6 dsljall 29y Ubgalo lwni ODI g VAS jghsl : asliill
ole s Jais ge ¢l ol alg . dilil aipul dedb il Lo pgllidl jpadl (sgieo bgws gl 6jam ge ¢ib Ll
B820lg diuw 620) dwlio 6 .% 96 Gignll aball gloail Ja=o Jlaol glag . axdroliyall dxipul dsd I
s)leall §Ujillg DDD ayiball viligall 6 plwsl gy pgllidl ynad 20 PLIF ol ] lilily puis :an sl
agasll 6 Jle jljaiwl 20 10l ple 630l dnilio 6 624 drabgg drduinls] ajlii pghl dojall aaaio
o=l oloail Jasog spooll

34 Egy SpineJ - Volume 37 - January 2021



