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Collagen medical device lumbar in the 
combined treatment of lumbar 

instability-induced pain



Spondylolisthesis



Spondylolisthesis

v Complexity of diagnosis

v Complexity of treatment

v Patient  unsatisfied

Authors have estimated the incidence of SL in the general population to be 3-8%



SPONDYLOLISTHESIS (FROM THE GREEK SPONDILOS (VERTEBRA) AND OLISTESIS
(SLIPING) ) IS A MECHANICAL ALTERATION IN THE PHYSIOLOGICAL VERTEBRAL 
STRUCTURE THAT IS PRIMARILY CHARACTERISED BY THE FORWARD DISPLACEMENT 
(ANTEROLISTHESIS) OF A PART OF OR WHOLE VERTEBRA ON TO THAT BELOW

ALTHOUGH SL CAN AFFECT ANY SEGMENT OF THE SPINE, IT IS LUMBAR SEGMENT
THAT IS MOST COMMONLY AFFECTED. 
ONE OF THE LEAST RESISTANT POINT OF THE SPINE IS THE 
LUMBOSACRAL JUNCTION (L5-S1) WHERE THE SLOPE OF THE UPPER SURFACE OF S1 T
ENDS TO CAUSE THE BODY OF L1 TO SLIP DOWNWARDS AND FORWARDS.

• Anterolisthesis: front slipping 
• Retrolisthesis: back slipping

Definition



GRADING:
THE DEGREE OF DISPLACEMENT IS PRIMARILY
ASSESSED USING THE TAILLARD-MEYERDING 
GRADING SYSTEM:

GRADE 1 - 0%-25%
GRADE 2 - 25-50%
GRADE 3 - 50%-75%
GRADE 4 - 75%-100%
GRADE 5 (spondIloptosi) - ≥ 100%

Definition



Witse, Newman, McNab classification



Anatomy



Degenerative FJC tissues possess 
greatly increased inflammatory and 

angiogenic features, suggesting 
that these factorsplay an important 

role in the progression of FJD 
and serve as a link between joint 

degeneration and neurological











High levels of muscle degeneration, inflammation, and decreased 
vascularity were commonly seen in human multifidus biopsies 

of individuals with lumbar spine pathology in comparison 
to normative data. 

Evidence of active muscle degeneration 
suggests that changes in muscle tissue are more complex 

than simple atrophy.



We found that patients with severe lumbar disability 
had no significant differences in posterior lumbar paraspinal

CSA when compared with those with mild/moderate disability. 
However, severely disabled patients had significantly decreased

psoas CSA, and larger psoas CSA was strongly protective against 
severe disability, suggestive of a potential association with psoas

atrophy and worsening severity of lumbar pathology.



The findings suggest that chronic low back pain patients 
with clinical lumbar instability have increased postural sway 

when vision is deprived. The clinical significance of this 
has not yet been determined but may provide an opportunity

for therapy directed at improving balance control in this 
patient group.



Epidemiology
INCIDENCE:

Authors have estimated the incidence of SL in the general population
to be 3-8%.

RISK FACTORS:

Age, gender(f), genetic, family e race, 
symptoms (low back pain), deformity, slipping

- L5-S1 80%
- L4-L5 10% 
- L3-L4 1% 
- L2-L3 <1%



v The severity of the SL does not often correlate with the intensity 
of the pain sintoms.

v The sintoms of SL are MECHANICAL LOW BACK PAIN which is 
made worse by movement and improves with rest and 
irradiation of pain to the lower limb.

v Patients often experience a worsening of the pain when
changing posture (from sitting to stand).
The following symptoms are less common: discogenic low back 
pain, facet joint pain, neurogenic claudicatio.

Often the history of pain lasts several years

Clinical



Diagnosis 

• X-RAYS
Antero-posterior, latero-lateral and oblique projection X-RAYS, in 
Addition to a DYNAMIC X-RAY STUDY in the position of maximum 
Anterior flexion and maximum extension are essential for the 
Diagnosis of SL.

• MRI
MRI is used to evaluate the possible compression of the nerve
Roots and any disc degeneration and/or bulging.

• TC
Better visualization pars interarticularis and facet joint with more 
precise calculation of grade of SL



Treatment

The conservative treatment of SL is essentially.

PHYSIOTERAPY-REHABILITATION BASED:
the aim is not only the strengthen the muscles of the upper body in 
order to stabilize the spine, but also to improve the neuromotor and 
propioceptive control of the pelvic girdle muscles, antigravity muscle
and respiratory muscles. 
It is, of course, essential to re-educate the patient on how to maintain
a good static and dynamic posture.

In the acute phase it is necessary to observe a suitable period of bed
rest, associated with the administration of conventional and/or 

low-dose anti-inflammatories and muscle-relaxant







Study



The use of injectable medical devices (MD) contain porcine collagen
allows a more efficacious and specific in loco positioning of the 

Collagen, with a carrier and stabilisation function.
It makes possible to replace, strengthen, structure and protect the

cartilage, tendons, ligaments and joint capsule
thereby optimising the structure of the collagen fibres and of all

the extra- and intra-articular structure in which it is present, thereby
providing a mechanical support to the district in question. 

Study



v The hypothesis of the study was that a treatment with a specific 
injectable collagen MD coul RE-CONDITION the anatomical structure/s 
impaired by SL and improve the stability of the lumbosacral spine.

v A combined treatment would have been able to improve the 
functional rehabilitation outcomes and/or provide more efficacious pain 
control in the subacute end chronic phases.

v A combined treatment would also have been able to positively
Condition the progression of SL with less frequent exacerbations.

Study



Group T
N° 10

N° 20 patients

GroupNT
N° 10

outcomes
2, 4, 8 e 12 

months

Study



Inclusion
criteria

F and M patients aged between 40 
and 75 years.
Clinical and instrumental diagnosis 
of grade 1 and 2 SL.

NRS: score > 5 (moderato-severo).

No use of NSAIDs, corticosteroids or 
opioids.

Study



Exclusion 
criteria

AR, chondrocalcinosis, psoriasis,
metabolic bone disease, gout, active
infection.

Clinical and instrumental diagnosis of
grade 3 and 4 spondylolisthesis.

Polyneuropathy.

Previous local/epidural corticosteroid
injection(< 3 aa).

Use of oral corticosteroid and/or opioid
therapy in past 6 months.
Use of anticoagulants

Pregnancy.

Mental disease.

Study



T NT

T AND NT GROUPS

Study



GROUP T
ULTRASOUND-GUIDED injection 
Therapy peri-articular.
5 session (1/week for 4 consecutive 
weeks a 1 after 15 days)
2 vials of MD Lumbar. ½ vials for 
each facet joint. 2 joints were treated 
at each treatment alternating the 
upper and lower facet joint;
At the 5th session the 2 most impaired 
joints (as shows by MRI) were treated.

F REHABILITATION PROGRAMME



GRUPPO NT FREHABILITATION 
PROGRAMME

Hospital PDTA



Ultrasound-guided injection



Ultrasound-guided injection



HOSPITAL PDTA



HOSPITAL PDTA



v Daily individual motor rehabilitation treatment for a total of 
ten 45-minute sessions

v Individual assesment by the occupational therapist at the 5th

and 10th session

v Provision of a brochure illustrating the physiokinesis therapy
Exercises o be performed by patients at home and ergonimic
advice
v Group treatment (max 4 patients) one month after the last 
Individual session, on 2 consecutive days, in 30 minute session

HOSPITAL PDTA
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Assunzione di FANS durante
il periodo di follow up



NRS

Conclusions



PAIN DISABILITY INDEX

Conclusions



OSWESTRY LOW BACK PAIN DISABILITY

Conclusions



CONSUMO DI FANS

Conclusions



­The data obtained allow us to conclude that, in the treatment of
Grade 1 and 2 spondylolisthesis combined treatment with physiokinesis therapy 
+ injection of MD-Lumbar makes it possible to obtain a far better and
longer-lasting improvement in terms of PAIN, MOTOR FUNCTION, THE 
IMPAIRMENT CAUSED BY SPINAL INSTABILITY, REDUCED USE OF NSAIDS.

­The combined treatment proposed herein, for the first time in the treatment of 
SL, would appear to allow a better control over disease progression and a 
reduction in exacerbations over time (pro-inflammatory cytokine network control).

­ MD-LUMBAR IMPROVES THE STABILITY OF THE LUMBOSACRAL SPINE AND
ORGANICALLY RECONDITIONS THE IMPAIRED ANATOMICAL STRUCTURES 
(JOINY CAPSULES, YELLOW LIGAMENT, ANTIGRAVITY MUSCLES AND 
CONNECTIVE DEEP FASCIA), THEREBY MAKING A CONSIDERABLE
CONTRIBUTION TO THE PROMOTION OF NEUROMOTOR AND PROPIOCEPTIVE 
CAPACITY.

Conclusions



v Confirm the results obtained by expanding the study.

v Identify the optimum timing for further injection therapy with
MD-Lumbar as a part of an individual maintenance rehabilitation
programme.

v Base injection therapy with MD-Lumbar in the hospital PDTA.

Future..
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