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Abstract: Lower back pain is one of the most common causes of a reduced quality of life. Magnetic
resonance imaging (MRI) is the best suited imaging technique to detect causes of that pain. We
retrospectively evaluated the MRIs of the lumbar spine for 200 patients in order to describe the
distribution of signs of degeneration with regard to age, sex, and position of the disc affected. The
number of spinal segments affected by degeneration increased with age, as did the number of signs of
degeneration per segment. In patients aged between 21 and 30, 38.8% of discs were affected, while for
patients aged between 51 and 60, 91.6% of discs were affected. There was no statistically significant
gender difference. The lower two segments were most commonly affected by degeneration. The most
common were structural changes to the discs, which affected 88.4% of patients over 50. Spondylosis
was the most common bone-related change, found in 60.4% of patients over the age of 50. A reduction
in disc height increases the likelihood of structural changes to the disc and bone-related changes.
When investigating risk factors for developing disc-related diseases, the complex disc degeneration
patterns described here should be taken into account.

Keywords: low back pain; magnetic resonance imaging (MRI); lumbar disc degeneration; age-related
changes in lumbar spine; spondylosis; osteochondrosis

1. Introduction
Lower back pain is one of the most common musculoskeletal disorders requiring

diagnosis and treatment [1,2]. It commonly causes a considerable decrease in quality of life,
while lumbago also has a significant economic impact. A recent systemic review of direct
and indirect costs of back pain in industrialized countries showed costs of 259$ million in
Sweden up to a maximum of 71.6$ billion in Germany. Direct cost estimates for the US
range from 39$ billion to 126.2$ billion [3].

In Germany, employees have the right to claim a disability pension beyond the scope
of statutory accident insurance if an occupational disease is responsible for the relevant
disability. In order for such an occupational disease to be recognized in the case of work-
induced lumbar spine degeneration, the diagnosis must state lumbar segment degeneration
resulting from disc damage due to high, repeated stress on the back over a long period of
time due to heavy lifting and carrying, or due to working in a bent position. In order to
standardize the very difficult process for providing this required evidence, a guideline for
the assessment of disc-related occupational diseases of the lumbar spine was developed at
a consensus conference in 2005. This guideline comprises both exposure criteria (workplace
history) and the results of the physical examination and radiological diagnostics.
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During the consensus conference, there were uncertainties in the evaluation of the
imaging aspects of the assessment. As a result of a lack of, out-of-date, or highly contradic-
tory study results, no consensus was found for some aspects. The classification of individual
patterns of findings determined via morphological imaging remained unclear [4].

In order to resolve this, the employer’s liability insurance associations initiated a cross-
sectional study of women who have to lift heavy loads as part of their work as compared with
women of the same age who do not have to lift heavy loads. Patient transfer in healthcare was
determined as a typical load. There are numerous studies on the risk of lumbago (lower back
pain) in nursing staff but only very few studies that investigated disc degeneration in nursing
staff [5]. In addition to that, the links between disc degeneration, concomitant bone-related
disorders, and facet joint arthritis have not yet been sufficiently investigated.

In order to develop an evaluation algorithm for the cross-sectional study, we carried
out a retrospective analysis using MRIs of the lower back from the database of a participat-
ing site. The results are provided below. Furthermore, we investigate how consistently a
radiological classification can be conducted by partly using subjective assessment criteria.

1.1. Disc Degeneration
Lumbar degenerative disc disease is a multifactorial process with a highly individual

onset and development. The latest studies show that genetic factors have a major impact
on the occurrence and severity of lumbar disc and segment degeneration. In addition, other
factors such as changes in diet and lifestyle, as well as occupational strain, must be taken
into account [6–10].

The most common cause of lower back pain is the degeneration of the lumbar segments.
A spinal segment describes the structural and functional unit of vertebrae, discs, and facet
joints. In terms of the cause of pain, the focus is on the disc and its degeneration [11].

Degenerative processes begin in the most vulnerable biomechanical element of a
segment—the disc [12]. The structural tissue lesions of the cartilage are highly complex.
Structural changes to the disc cartilage are the first to appear. This includes the breakdown
of the proteoglycans and increasing loss of fluid. As the disorder progresses, the disc loses
height [13,14]. Herniation of parts of the disc (nucleus pulposus) may also occur. This can
cause pain or neurological problems due to the compression of spinal nerves.

With the progressive degeneration of the disc, compensatory reactions may occur
in the surrounding bone. Those include ventral or dorsal bone spurs which increase
the surface of the facies intervertebralis. This can be seen as a way of adaptation to the
degeneration of the disc. Moreover, there are changes in the facies intervertebralis itself
with oedema and, later, increased sclerosis [15]. It is possible that a chronic, abacterial
inflammation process is the cause of this.

Osseous changes in general are more frequently observed with increasing age. These
lesions correlate topically with the observed disc degeneration processes [16,17]. Another
aspect of lumbar segment degeneration is the facet joints that show analogous patterns
of arthritic lesions. These are partly associated with extensive hypertrophy of the joint
capsules. There is a close link between disc degeneration, changes in the surrounding
vertebrae, and facet joint osteoathritis [18,19].

In addition to spinal stenosis as a result of a large-scale disc extrusion, this may also be
caused by a combination of disc bulging and hypertrophy of the ligamenta flava. Typically,
this spinal stenosis can be found in older patients because it is caused by other advanced
degenerative processes [20,21].

On the basis of the existing research, the disc is viewed as the most important element
in segment degeneration. This process often begins early on in life. Initial morphological
changes can often already be detected in the third decade of life. In order to detect initial
degeneration processes, it is therefore essential to include younger subjects in the study,
too [12].

Magnetic resonance imaging (MRI) has become widespread in recent decades for the
morphological imaging of the lumbar spine because it not only facilitates the evaluation of
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the ligaments and connective tissues but also of the vertebrae. MRIs also make it possible
to depict the myelon and spinal nerves. Because it does not generate any radiation, there is
also no limit on the frequency with which MRIs can be conducted.

As a result of the changes to individual anatomical structures in degenerative processes,
there are typical patterns of lesions in the MRI (disc signal loss, decreased height, herniation
of disc material). In order to make the extent of the lesions objectifiable and comparable,
various classification models have been developed [22].

According to pathophysiological models, progression is likely with increasing age.
The determining factor for prevalence and extent of degenerative changes is therefore
age [9,15]. Having said that, it is important to note that multiple genetic and lifestyle factors
also influence how quickly the degenerative processes progress. Those influencing factors
include a sedentary lifestyle, an unhealthy diet and secondary consequences like obesity
and the related metabolic syndrome [8]. As a result, it is very likely that progression of
degenerative processes will vary widely between individuals.

According to the latest biomechanical findings, the degenerative process starts in
those segments positioned between the more mobile and more static areas of the spine.
These ‘connective segments’ are under particular strain. The lumbosacral transitional discs
relating to such a connective segment are L5/S1. Earlier studies showed that the segments
most commonly affected by degenerative disc disease are L4/5 and L5/S1 [23,24]. As the
disease progresses, changes may start to occur further up in the cranial segments of the
lumbar spine.

Previous trial results showed occasionally contradictory findings with regard to the
influence of age on the frequency of disc herniation. There are some indications that
herniation is more common with increasing age. Other studies show that disc herniation is
most common in the 30–59 age group and then declines again [25–27].

1.2. Study Goal
The aim of this study was to analyze potential evaluation protocols for the assess-

ment of the lumbar spine with regard to segment degeneration. At the same time, it
will analyze typical patterns of lesions associated with lumbar segment degeneration as
detected by morphological imaging via MRI. Potential correlations with disc, bone, and
ligament changes should also be identified. The analysis focused on age groups in order to
discover any evidence of trends or the potential chronological sequence of degenerative
processes. Another aspect of the study analyzed gender-specific differences in lumbar
segment degeneration over time, and by location.

To assess the imaging data we used the following individual criteria:
• Standardized and absolute disc height;
• Presence of spondylosis or dorsal spondylosis;
• Changes in the facies intervertebralis;
• Evidence of disc herniation;
• Signal characteristics and disc structure;
• Nerve compression;
• Spinal stenosis.

2. Materials and Methods
Image data were made available by the Institute of Radiology and Neuroradiology at

the BG-Klinikum Bergmannstrost (Halle/Saale, Germany) Occupational Accident Clinic
for the retrospective study. The clinic is a German national trauma center. The clinics
for neurosurgery, trauma surgery, and reconstructive surgery, as well as the center for
orthopedics and spinal injury, treat a wide variety of spinal symptoms. Around 550 MRIs
are conducted of the lumbar spine every year.

Prior to the start of the study, the study plan was submitted for appraisal to the
Halle/Saale Ethics Committee at the Saxony-Anhalt Medical Association. The Medical
Association voted in favor on 9 September 2018.
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A total of 200 patients were selected for analysis with an indication for lumbar MRI.
According to German legal medical practice all patients had given their written consent
to the imaging. The range of indications included unspecific lumbar pain, trauma, and
radicular symptoms. We attempted to recruit equal numbers of men and women and to
achieve an even age distribution across four decades (Table 1). This resulted in eight cells
on the table of cohorts. Each cell was to represent 25 patients, e.g., 25 women aged between
21 and 30. These parameters resulted in the sample size of 200 patients.

Table 1. Composition of the study cohorts.

Age Male Female

21–30 years 25 25
31–40 years 25 25
41–50 years 25 25
51–60 years 25 25

Inclusion criteria were a patient age from 21 to 60, as well as a complete examination
in accordance with a standardized MRI protocol.

Exclusion criteria included having undergone prior surgery on the lumbar spine.
Furthermore, patients with active infection/inflammation of the lumbar spine or sequelae
resulting from such an infection or inflammation were also excluded. We also excluded
patients with isthmic spondylolisthesis. Patients with traumatic lesions in the lumbar
spine were also excluded as these are likely to fasten the “natural” course of segment
degeneration. As we lack any clinical data on the patients due to the design of the study,
we could not include any of those in the criteria for exclusion or inclusion.

The study population comprised a total of four age cohorts (Table 1). An identical
number of patients with equivalent sex distribution was included in each age category.

In order to select the patients, we reviewed the imaging data from the clinic from April
2017 backwards. Patients were enrolled in the individual age cohorts in accordance with
the inclusion criteria until the intended number of patients for that cohort had been found.

After the patient list was completed, the MRI images were assessed by a radiologist
with several years of experience in reading MRIs of the spine. Figure 1 shows a typical
sagittal, T2-weighed image of the lumbar spine with advanced signs of degeneration.

To classify the in the introduction mentioned evaluation criteria we used the following
methods. In order to determine the standardized disc height, the Hurxthal method was
used and the disc height given in mm [28].

The existence of spondylophytes (bone spurs on the ventral circumference of the ver-
tebrae) or dorsal spondylophytes (bone spurs on the dorsal circumference of the vertebrae)
were recorded with yes/no responses.

Changes in the facies intervertebralis were classified according to Modic [29]. Three
types of changes were considered. Modic type I shows oedematization as acute or ‘activated’
osteochondrosis. Type II presents as lipomatose degeneration of the facies intervertebralis,
while type III presents as sclerosis of the facies intervertebralis.

Disc herniation is classified as ‘bulging’ (broad prominence affecting more than 25%
of the disc), ‘protrusion’ (broader prominence but still with good contact to the disc),
‘extrusion’ (prominence with only little contact to the actual disc), and ‘sequester’ (disc
material completely separated from the disc and isolated in the spinal canal).
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Figure 1. Typical sagittal T2 sequence of a lumbar MRI with signal-attenuated and reduced-height
intervertebral discs, evidence of multisegmental disc bulging and degenerative spinal stenosis in
segment L4/L5. Additionally, typical vertebral haemangioma at L4.

The signal characteristics and structure were classified as ‘triple-layered’, ‘inhomogene-
ity’, and ‘signal attenuation’. Beforehand, we viewed multiple lumbar MRIs of younger
patients in order to generate a baseline for normal disc signalling. To do so, the examination
of a 20-year-old male patient with no degenerative changes was selected as a standard for
comparison for the purposes of the study analysis.

Radicular compression can occur when disc material comes into contact with nerve
roots. They are classified as ‘contact’, ‘displacement’, or ‘compression’, depending on their
extent [30].

The extent of the spinal stenosis was classified as ‘relative’ or ‘absolute’. Relative
spinal stenosis is the narrowing of the spinal canal with preserved cerebrospinal fluid (CSF)
signal. Absolute spinal stenosis is present when no CSF signal can be detected.

We deliberately decided against diagnosing arthritis of the facet joints in this project
because consistent diagnostic criteria have yet to be developed. Figure 1 shows a typical
sagittal T2-weighed MRI image of the lumbar spine.

Previous analyses have revealed divergent findings with regard to inter-rater and
intra-rater reliability of medical evaluation of lumbar MRIs [31,32]. In order to check the
results of our investigation, following the compilation of the patient list and the full data
entry for the entire study population in the analysis table, a further consultant radiologist
reviewed another five patients in each age and sex category without being aware of the
results of the primary reader. This meant that a total of 40 MRIs were assessed twice. In
terms of content and form, this second assessment was done analogously to the primary
assessment of all patients.

2.1. Statistical Analysis
We conducted descriptive analyses based on categorical variables with case figures

and relative frequencies and the cohorts were compared using Fisher’s exact test where
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appropriate. Continuous values were analyzed using averages, presented in tabular form
with the relevant standard deviations (SD) or 95% confidence intervals (95% CI) and com-
pared using t-tests where appropriate. A Cochran Armitage test for trend in proportions
was used to investigate the trend across the levels of an ordered variable. Binary logistic
regression analyses were carried out with correction using the Firth method; dependent
variables were, for example, ‘degeneration of the disc’s internal structures’ vs. ‘no degrada-
tion of the internal structures’. When selecting the independent variables, all risk factors
for degeneration were taken into account. We also selected a binary logistic regression
with ‘any degeneration of a disc’ as a parameter for studying the variables influencing the
development of disc degeneration; mixed models were used here, where the subject was
taken into account as a random factor so that test subjects were considered as a statistical
unit. Potential influencing variables were modelled as fixed effects.

The percentage of congruent findings was calculated for inter-observer variability. A
p-value of 0.05 was deemed statistically significant. The statistical analysis program R
version 4.1.2 (R Foundation for Statistical Computing, Vienna, Austria) was used for the
statistical analyses [33].

2.2. Technical Specifications of the MRIs
The examinations were carried out on a 1.5T Philips MRI scanner (Koninklijke Philips N.V.,

Amsterdam, Netherlands). T2-weighted turbo spin echo (TSE) sequences were conducted for
each patient of the sagittal (FOV 160 ⇥ 320 mm, repetition time [TR] 3434 ms/echo, echo time
{TE} 100 s) and transverse (FOV 150 ⇥ 200 mm, TR 3508 ms/echo, TE 120 ms) planes, as well as
T1-weighted turbo spin echo sequences of the sagittal (FOV 160 ⇥ 320 mm, TR 490 ms/echo, TE
10 ms) plane. The slice thickness was 3 mm for each. The craniocaudal expansion comprised the
area from at least L1 to L5. The transverse slices were carried out in areas of particular interest
from a morphological imaging perspective following a radiological review.

3. Results
A total of 1000 disc segments were assessed in 100 women and 100 men. This equaled

250 segments per age category. There were no statistically significant differences in the
distribution of degenerative symptoms among men and women. For this reason, findings
are not categorized by gender. Figure 2 shows the number of segments in which at least one
of the seven degeneration characteristics is present. There is a practically linear association
between age and number of segments showing signs of degeneration across the four
investigated age groups (p < 0.001). Among 21- to 30-year-olds, 38.8% showed at least one
symptom of degeneration, and this figure rose to 91.6% among 51- to 60-year-olds (Table 2).
The mean number of positive signs of degeneration per segment with at least one positive
sign of degeneration also increased with age. Once a segment has undergone degenerative
changes, an average of 2.20 individual signs of degeneration can. Be found in the youngest
age group, while 2.65 degenerative characteristics are seen within the oldest age group.
This difference is statistically significant (p = 0.003).

Table 3 summarizes the disc height, structural changes, and herniation. There were no
statistically significant variations in absolute disc height across all age groups (see Figure 3).
In the assessment of disc height of individual segments, 60–64.5% of the relevant segments
had a relative height of at least 80% across all age groups. There was a decrease in the
segments with a relative height of 66–80% across all age groups (30% in cohort 1 to 21.5%
in cohort 4)—with the most marked decrease between cohorts 1 and 2. Meanwhile, the
proportion of discs with severely reduced height increased significantly. In cohort 1, with
the youngest patients, two segments (1%) had a relative height of less than 50%, while in
cohort 4, a total of 15 segments (7.5%) showed this kind of reduction in height (no table).
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Figure 2. Percentage of degenerated disc segments per age group with relevant 95% confidence intervals.

Table 2. Frequency and extent of segment degeneration by age group (number of degenerated
segments per age group and average positive individual markers of degeneration per segment).

Age Group Degenerated Segments
N (%)

Degeneration Characteristics
Per Segment

Average

21–30 72 (38.8) 2.20
31–40 135 (54.0) 2.04
41–50 187 (74.8) 2.55
51–60 229 (91.6) 2.65

Table 3. Extent and frequency of individual criteria for the assessment of disc degeneration (average
corrected disc height, percentage of discs with structural changes [signal inhomogeneities or signal
attenuation] and percentage of discs with prominence [bulging, protrusion, and extrusion]).

Age Group
Ø Corrected Disc

Heights
mm (SD)

Discs with
Structural Changes

Number (%)

Prominence/Bulging
Number (%)

21–30 10.79 (2.02) 96 (38.4) 60 (24.0)
31–40 11.40 (2.14) 129 (51.6) 65 (26.0)
41–50 10.45 (2.42) 183 (73.2) 101 (40.4)
51–60 10.63 (2.78) 221 (88.4) 113 (45.2)

A similar distribution of disc height depending on the segment was seen across all age
groups. The disc in segment L5/S1 has the lowest height and the disc in segment L3/L4
has the greatest height when seen as a median (Figure 3). What is noticeable is that the
variability in disc height measured at the interquartile range (width of the boxes) increases
with age, which corresponds to the increase in discs with a relative height of less than 50%
(see above).

There was a statistically significant increase in segments with structural changes in
the discs as age increases (p < 0.001) (Table 3). It is noteworthy that more than one-third
(38.4%) of all discs in cohort 1 already show signs of structural changes. Furthermore, there
is a statistically significant increase in the number of segments in which there is evidence of
disc herniation (p < 0.001).

10 
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Figure 3. Disc height in mm per segment and age cohort.

The assessment of the bone-related signs of degeneration also showed a significant
increase across all age groups (Table 4). The formation of spondylosis is the most commonly
observed osseous change. In the 51–60 age group, more than half (60.4%) of segments are
affected. The formation of dorsal spondylophytes is, by contrast, rare even in the older
age cohorts (6.4%). Osteochondrosis is just as rare in cohort 1 as spondylosis (each 2.4%).
Osteochondrosis also becomes much more common in the older age groups. However,
there is a significant difference in the oldest group of test subjects in terms of the frequency
of spondylosis (60.4%) and osteochondrosis (23.6%).

Table 4. List of osseous criteria for segment degeneration (number and proportion of segments with
osteochondrosis, spondylosis and dorsal spondylosis for each age group).

Age Group Osteochondrosis
N (%)

Spondylosis
N (%)

Dorsal Spondylosis
N (%)

21–30 6 (2.4%) 6 (2.4%) 1 (0.4%)
31–40 24 (9.6%) 22 (8.8%) 2 (0.8%)
41–50 49 (19.6%) 81 (32.4%) 10 (4.0%)
51–60 59 (23.6%) 151 (60.4%) 16 (6.4%)

In the second stage of the analysis, we evaluated the topic of segment degeneration.
Table 5 shows the percentage of degenerated segments per intervertebral disc space for
each age group, as well as the average number of positive degeneration characteristics.

The proportion of degenerated segments also increased with age in this representation
method. In the cohort of the youngest test subjects, it was primarily the two caudal
segments that were affected by degeneration. With increasing age, the cranial lumbar
segments are more likely to be affected. In the cohort of the oldest subjects, the majority of
segments were degenerated at all levels of the spine.

11 



  

Int. J. Environ. Res. Public Health 2022, 19, 3721 9 of 14

Table 5. Proportion of segments affected by degenerative processes, taking into account the individual
segments and age of the subject with the average number of positive individual criteria for segment
degeneration where at least one characteristic is positive.

Age Group

Discs 21–30
% (Mean)

31–40
% (Mean)

41–50
% (Mean)

51–60
% (Mean) pTrend, age

L1/L2 14% (1.3) 26% (1.2) 54% (1.7) 78% (1.8) <0.001
L2/L3 4% (1.0) 40% (1.3) 56% (1.8) 92% (2.3) <0.001
L3/L4 20% (1.4) 38% (1.8) 72% (2.1) 96% (2.9) <0.001
L4/L5 66% (2.5) 84% (2.3) 92% (3.1) 100% (3.1) <0.001
L5/S1 90% (2.4) 82% (2.5) 96% (3.1) 96% (3.0) 0.083

pTrend, segment <0.001 <0.001 <0.001 0.001

If the individual criteria for segment degeneration are also considered, the topical
distribution with more common caudal degeneration is found in all age groups. The
two caudal segments (L4/L5 and L5/S1) both have the most frequent positive individual
criteria (Table 6). The most common degeneration criteria are changes to the disc’s internal
structures. As with the other symptoms of degeneration, the lower two segments were
the most commonly affected. For these two segments, however, there was no statistically
significant correlation with age. Of the individual degenerative characteristics, nerve
affection in particular and, partly, disc herniation in the individual segments, showed no
statistically significant correlation between age and the number of degenerative symptoms.

Table 6. Number of individual degenerative characteristics by age group and segment (maximum
number n = 50).

Degenerative
Characteristic

Age Group

Disc 21–30
n

31–40
n

41–50
n

51–60
n pTrend, age

Disc structure

L1/L2 7 12 26 34 <0.001

L2/L3 2 18 28 43 <0.001

L3/L4 10 19 35 48 <0.001

L4/L5 32 39 46 50 <0.001

L5/S1 45 41 48 46 0.299

pTrend, segment <0.001 <0.001 <0.001 <0.001

Disc herniation

L1/L2 1 2 8 10 <0.001

L2/L3 0 4 10 16 <0.001

L3/L4 3 8 18 21 <0.001

L4/L5 24 24 33 35 0.007

L5/S1 32 27 32 31 0.898

pTrend, segment <0.001 <0.001 <0.001 <0.001

Nerve affection,

L1/L2 0 0 1 0 0.729

L2/L3 0 0 1 3 0.025

L3/L4 0 0 6 5 0.003

L4/L5 13 9 16 15 0.355

L5/S1 25 19 19 17 0.123

pTrend, segment <0.001 <0.001 <0.001 <0.001
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Table 6. Cont.

Degenerative
Characteristic

Age Group

Disc 21–30
n

31–40
n

41–50
n

51–60
n pTrend, age

Spinal stenosis

L1/L2 0 0 0 0 1.000

L2/L3 0 0 0 1 0.274

L3/L4 0 1 3 2 0.153

L4/L5 4 3 2 4 0.901

L5/S1 2 1 4 0 0.622

pTrend, segment 0.020 0.124 0.017 0.435

Osteochondrosis

L1/L2 0 1 4 5 0.009

L2/L3 0 0 3 6 <0.001

L3/L4 1 3 4 14 <0.001

L4/L5 3 8 18 15 <0.001

L5/S1 2 12 20 19 <0.001

pTrend, segment 0.044 <0.001 <0.001 <0.001

Spondylophytes

L1/L2 1 1 11 19 <0.001

L2/L3 0 4 11 28 <0.001

L3/L4 0 3 12 41 <0.001

L4/L5 4 11 24 36 <0.001

L5/S1 1 3 23 27 <0.001

pTrend, segment 0.262 0.085 <0.001 0.029

Dorsal
spondylophytes

L1/L2 0 0 1 0 0.729

L2/L3 0 0 1 4 0.007

L3/L4 0 0 0 4 0.004

L4/L5 1 2 3 4 0.156

L5/S1 0 0 5 4 0.009

pTrend, segment 0.577 0.375 0.023 0.150

In a further analysis, we evaluated the correlation between disc degeneration and
osseous changes. All 1000 disc segments in the analysis were used as the database. For the
presence of spondylosis, we calculated an OR of 1.46 (95% CI: 1.31; 1.62) per millimeter
decrease in disc height. For the structural changes, we calculated an OR of 1.26 (95% CI:
1.16; 1.37) as compared to the triple-layering of the disc. For disc bulging, the OR came to
1.43 per mm decrease in disc height (Table 7).

Table 7. Influence of the height of the disc segments (per mm decrease in disc segment) on the seven
aspects of degeneration considered in the study.

Variable Degenerated (N) OR 95% CI p

Disc structure 628 1.26 (1.16; 1.37) <0.001
Disc herniation 339 1.43 (1.32; 1.54) <0.001
Nerve affection 149 1.29 (1.19; 1.39) <0.001
Spinal stenosis 27 1.24 (1.03; 1.50) 0.026

Osteochondrosis 138 2.04 (1.74; 2.39) <0.001
Spondylophytes 260 1.46 (1.31; 1.62) <0.001

Dorsal
spondylophytes 29 2.52 (1.73; 3.76) <0.001

As described under Method, we requested spot checks by requesting a second opinion
from a different radiologist in order to check the validity of the MRI evaluations. This
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second radiologist evaluated a total of 40 of the 250 MRIs (10 MRIs for each age group) in
accordance with the same criteria as had been applied for the first opinion.

In this second opinion, there were major similarities between both observers. For
example, both agreed on ‘spinal stenosis’ in 99% of cases. The sub-points ‘nerve affection’
(95% concordance), ‘osteochondrosis’ (94.5% concordance), and ‘dorsal spondylosis’ (96%
concordance) also showed practically no divergence.

There was a larger discrepancy in terms of the issue of internal structures. Here, there
was a concordance of 77.5%. The initial assessor described a disc as being inhomogeneous
(14.0%) or signal-attenuated (43.5%) much more frequently, while the second assessor more
frequently stated the triple-layer structure (42.5% vs. 57.5%).

There was a similar tendency for the sub-point ‘spondylosis’, where there was consen-
sus of 85.5%. In this point, the first assessor was more likely to describe spondylosis than
the second assessor (24.0% vs. 15.5%).

4. Discussion
This study evaluated the degeneration patterns of a total of 1000 segments of the

lumbar spine. The data obtained will help to support various pathophysiological models
for lumbar segment degeneration. The hypothesis of the lumbosacral transitional discs
as a zone of particularly early-onset and fast-progressing segment degeneration was once
again confirmed. Segments L4/L5 and particularly L5/S1 are much more commonly
affected by degenerative changes and, including in cases of multisegmental degeneration,
also frequently show more progressive degeneration (more positive individual aspects of
segment degeneration) than other segments.

Even in the early stage of study participant selection, we were able to identify initial
indications of an age distribution of clinically relevant degeneration of the lumbar spine.
Enrolling enough patients for the youngest cohort was the most challenging. In order to
find the required number of patients for this age group, imaging data had to be evaluated
from a 26-month period. By contrast, the 51–60 age group took nine months of data to
complete, despite the fact that significantly more patients in this age group could not be
enrolled due to exclusion criteria. This clearly shows the frequency distribution of the
examinations in the various age groups and thus also the frequency of clinical symptoms.

In our study population, there was no statistically significant change across the age
cohorts in terms of absolute disc height. Having said that, the analysis of relative disc height
revealed a clear tendency towards an increased frequency of reduced-height segments in
the older age groups. Furthermore, both cohorts of older subjects showed greater variation
in individual disc heights.

Earlier studies have obtained partially contradictory data with regard to the correlation
between disc height and age. For example, Videman et al. determined a decrease in disc
height with advancing age in a longitudinal study [16]. Other studies also indicate a
decrease in disc height with advancing age [34]. This corresponds to the decrease in relative
disc heights determined in our study populations. In 2006, however, Pfirrmann et al.
showed that decreasing disc height in advanced age only occurred when there were other
symptoms of disc degeneration [35]. Our study population also showed a correlation
between disc height and other characteristics of disc degeneration.

Earlier studies described correlations between disc height, patient height, and lifestyle [36,37].
Because it was not possible to collect data on these potential disruptive factors in our study design,
we cannot rule out the possibility that our study population may be subject to a distortion in this
regard. These modifying factors must therefore be taken into account in future studies.

Our data show that initial symptoms of disc degeneration begin to occur at a young
age. As demonstrated in other studies, the structural changes to the disc, expressed as a
change in signalling in the MRI, are the initial focus [35]. Decreased disc height and osseous
degeneration processes only occur more frequently in the study cohorts of older patients.

It is noteworthy that in the segment L5/S1 the prevalence of disc structure impairment
is stable between the analyzed age cohorts with already a 90% rate of disc structure
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impairment in the youngest age cohort. There was however a significant increase in the
prevalence of spondylophytes and osteochondrosis. The possible link between early disc
structure impairment and development of spondylophytes and osteochondrosis in these
segments should be further investigated.

We were not able to determine any correlation between gender and lumbar segment
degeneration. Earlier studies showed different results concerning gender and disc degener-
ation. There was no connection between both factors in a prospective study in 144 patients
with low back pain [38]. Other studies suggested that women have more severe disc
degeneration, albeit in higher age cohorts that we did not investigate [39].

It must be noted that our study only analyzed data from those patients with an
indication of lumbar MRI. Based on our own clinical experience, by far the most common
indication is lumbar pain due to degenerative changes. The study design did not have
the scope to make statements about the extent to which there may be a gender difference
between in terms of the indication.

We were not able to confirm the increasing frequency of spinal stenosis in advanced
age [40] as described in the literature. It may be the case that the cut-off of 60 years that
we selected was too low in order to be able to observe this effect of degeneration. On the
other hand, we selected this age limit in order to be able to show degeneration patterns
that could be expected among people of working age.

Strengths/Weaknesses
With over 200 patients analyzed and seven distinctive individual aspects of lumbar

segment degeneration studied, our results provide more conclusive information on the
prevalence of degenerative processes of the lumbar spine. It is particularly noteworthy
for the fact that it gathered information on both the disc-related and osseous degeneration
processes, enabling us to make hypotheses about the correlations between these processes,
which can be investigated in additional studies.

One limitation of our study is its retrospective nature. This meant that it was not
possible to give image findings a clinical dimension by collecting data on symptoms. It also
was not possible to gather patient medical histories. Because often no correlations, or only
loose correlations, were found between lumbar pain and degenerative changes determined
via morphological imaging, it would be desirable for a future study to adopt a design that
would enable the patients’ potential symptoms to be recorded [11,41,42].

We consciously decided not to include the aspect of facet joint arthritis because this is,
in our opinion, particularly difficult to assess. It was practically impossible to classify its
extent, or to do so in such a way that comparable results could be determined by different
assessors. Because the degeneration of the facet joints is both clinical and pathophysiologi-
cally an important aspect of lumbar segment degeneration [43], this should certainly be the
subject of a subsequent study.

We consciously decided against the quantification of spondylosis or dorsal spondylosis.
In our clinical experience, it is not currently possible to ensure the objective, reproducible
and individually comparable measurement of spondylophytes.

5. Conclusions
Initial signs of lumbar segment degeneration frequently begin to occur in the 21–30 age

group and primarily affect the structure of the disc. In study cohorts of older subjects,
symptoms of concomitant osseous processes (osteochondrosis, spondylosis) are more
visible. The segments that show disc degeneration are more likely to be affected by these
sorts of processes. The disc segments most commonly affected by degeneration are L4/L5
and L5/S1.

With the aid of our study, we were able to establish an evaluation protocol for the
cross-sectional study investigating occupational disc degeneration, which is now underway.
This cross-sectional study will record additional data, particularly with regard to symptoms,
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lifestyle, occupational strain, and other illnesses. This data will facilitate a more detailed
analysis, taking into account potential disruptive factors.
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2. Zusammenfassende Darstellung der Publikation 

Bereits seit langem sind die Diagnostik der Ursachen und die Klärung der pathophysiologischen  
Mechanismen lumbaler Schmerzen ein Fokus der medizinischen Forschung. Neben stattgehabten 
Traumata stehen als Ursache lumbaler Schmerzen vor allem Fehlbelastungen und degenerative Ver-
änderungen im Fokus.[1] 

Als Besonderheit des deutschen Versicherungswesens mit seinem umfassenden System der beruf- 
lichen Unfallversicherung stellt sich hier zusätzlich die Frage, ob degenerative Veränderungen der Len-
denwirbelsäule aufgrund beruflicher Belastungen oder aber aufgrund einer individuellen genetischen 
Prädisposition auftreten. In bisherigen Studien sind differierende Ergebnisse bezüglich körperlicher 
Belastung und lumbaler Segmentdegeneration publiziert worden. Aktuell scheint die Degeneration 
aufgrund körperlicher Belastung gegenüber anderen Faktoren (Genetik, Lifestyle) in Frage zu stehen. 
[2,3,4,5,6] 

Für die gutachterliche Betrachtung der Genese von lumbaler Bandscheibendegeneration wurden auf 
einer Konsensuskonferenz Richtlinien erstellt, die auf zum damaligen Zeitpunkt verfügbaren wissen-
schaftlichen Daten beruhen. Die Datenlage zu vielen Faktoren war jedoch noch unsicher, so dass er-
hebliche Unsicherheiten in der Beurteilung degenerativer Veränderungen verblieben. Insbesondere 
fehlten noch Erkenntnisse zur Bewertung von MRT der LWS im Vergleich zu den bis dato erhobenen 
Daten über die Auswertung von Projektionsradiographien.[7] 

Um dies zu ändern, wird auf Initiative der BGW eine große Querschnittsstudie zur lumbalen Segment-
degeneration durchgeführt, die einen Vergleich zwischen beruflich exponierten Personen und Stich-
proben aus der Normalbevölkerung hinsichtlich Art und Ausprägung degenerativer Veränderungen an-
stellen soll. Dabei werden MRT der LWS hinsichtlich bildmorphologischer Veränderungen ausgewertet. 
Zusätzlich werden Belastungsanalysen durchgeführt und individuelle Befragungen zu Gesundheitszu-
stand und Wohlbefinden erhoben.  

In Vorbereitung auf diese Studie hat unser Team die hier vorgelegte und über den oben genannten 
Artikel publizierte Studie durchgeführt.[8] Unser Ziel war es dabei einerseits einen praktikablen und 
interindividuell vergleichbaren Auswertungsmodus für MRT der LWS zu erarbeiten. Des Weiteren woll-
ten wir an einer Datenbank bereits verfügbarer LWS-MRT erste Hypothesen zu typischen Degenerati-
onsmustern prüfen.  

Wir konnten für unsere Studie auf die MRT aus der Datenbank der BG Klinikums Bergmannstrost in 
Halle (Saale) zurückgreifen. Für die Studie selektierten wir 200 Patienten, die wir gleichverteilt auf vier 
Alterskohorten aufteilten. Die Verteilung innerhalb der Studienkohorte verdeutlicht Tabelle 1. 

Tabelle 1:  Zusammensetzung der Studienkohorte  

Alterskohorte [LJ] Männlich Weiblich 

21–30 25 25 

31–40 25 25 

41–50 25 25 

51–60 25 25 
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Die entsprechenden Patienten wurden aus der Datenbank des Klinikums per rücklaufender Durchsu-
chung ab April 2017 randomisiert. Einschlusskriterium war eine vollständige und qualitativ angemes-
sene MRT-Untersuchung. Die Untersuchungen wurden jeweils an einem MRT-Gerät der Firma Philips 
mit einer Feldstärke von 1,5T durchgeführt. Es wurden jeweils T2-gewichtete Sequenzen in sagittaler 
und transversaler Ausrichtung und T1-gewichtete Sequenzen in sagittaler Ausrichtung durchgeführt. 
Die Schichtdicke beträgt jeweils 3 mm. Die kraniokaudale Ausdehnung der sagittalen Aufnahmen um-
fasste den Bereich von mindestens LWK 1 bis LWK 5. Die transversalen Schichten wurden nach radio-
logischer Begutachtung in bildmorphologisch suspekten Regionen durchgeführt. 

Ausschlusskriterien waren vorangegangene Traumta oder Operationen der LWS, akute oder stattge-
habte infektiösentzündliche Erkrankungen der LWS und vorhandene Spondylolysen.  

Nach Auswahl der Untersuchungen wurden diese durch einen Radiologen (Rater 1) mit mehrjähriger 
Erfahrung in der Auswertung lumbaler MRT ausgewertet. Zur Auswertung wurde vorab eine tabella- 
rische Matrix erstellt, in der die erhobenen Messwerte und Graduierungen nach numerisch kodiert 
wurden.  

Folgende Parameter wurden dabei erfasst: 

• Normierte und absolute Bandscheibenhöhe 

• Vorhandensein von Spondylophyten oder Retrospondylophyten  

• Veränderungen der Wirbelkörperabschlussplatten 

• Vorwölbungsbefunde der Bandscheiben 

• Signalcharakteristik und Struktur der Bandscheiben  

• Nervenkompressionen  

• Spinalkanalstenosen 

 

Zur Erfassung der Bandscheibenhöhe wurde diese in T1 gemessen und anschließend mit der Methode 
nach Hurxthal normiert.[9] 

Spondylophyten und Retrospondylophyten wurden jeweils in einem Ja/Nein-Schema erfasst.  

Bei der Erfassung der Veränderungen an den Wirbelsäulenabschlussplatten wurde die Klassifikation 
nach Modic angewendet (Ödematisierung/lipomatöse Degeneration/Sklerosierung).[10] 

Die discalen Vorwölbungen wurden in „Bulging“, „Protrusion“, „Extrusion“ und „Sequester“ eingeteilt.  

Zur Graduierung der Signalcharakterisitik der Bandscheiben wurden die Kategorien „Dreischichtung“, 
„Signalinhomogenität“ und „Signalabsenkung“ verwendet. Als Baseline wurde eine Untersuchung  
eines 20-jährigen Patienten ohne degenerative Veränderungen herangezogen. 

Der Faktor „Nervenkompression“ wurde in „Kontakt“, „Verlagerung“ und „Kompression“ unterteilt. 

Mögliche Spinalkanalstenosen wurden in „relativ“ (noch abgrenzbares Liquorsignal“ und „absolut“ 
(keinerlei Liquorsignal mehr erkennbar) eingeteilt.  

Um die Reliabilität der Datenerfassung zwischen unterschiedlichen Ratern zu bewerten, wurden je-
weils fünf Patienten aus jeder Kohorte nach abgeschlossener Auswertung durch den Rater 1 durch 
einen weiteren Facharzt für Radiologie (Rater 2) ausgewertet. Die Auswertung erfolgte über die gleiche 
Matrix und in Unkenntnis der bisher erhobenen Ergebnisse.  
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Im Anschluss an die Datenerhebung erfolgte eine statistische Analyse der Daten. Die deskriptiven  
Analysen wurden bei kategorialen Variablen mit Fallzahlen und relativen Häufigkeiten beschrieben und 
es wurden ggf. mit Fishers exaktem Test Gruppenvergleiche durchgeführt. Kontinuierliche Größen 
werden mithilfe von Mittelwerten und mit zugehörigen Standardabweichungen (SD) bzw. 95 %-Kon-
fidenzintervallen (95 %-KI) tabellarisch dargestellt und ggf. mit t-Tests verglichen. Einen Cochran-Armi-
tage-Test für Trends in Proportionen haben wir genutzt, um Trends über die unterschiedlichen Level 
einer Variablen zu untersuchen. Bei nicht vorliegender Normalverteilungsannahme wurde Wilcoxons-
Rangsummentest zum Gruppenvergleich herangezogen. Binär logistische Regressionsanalysen wurden 
mit Korrektur nach Firth durchgeführt, dabei galt als abhängige Variable bspw. eine „Degeneration der 
Bandscheibe hinsichtlich der Binnenstruktur“ vs. „keine Degeneration der Binnenstruktur“. Bei der 
Auswahl der unabhängigen Variablen haben wir sämtliche erhobenen Risikofaktoren für Degeneratio-
nen berücksichtigt. Ebenso wurde für die Untersuchung der Einflussgrößen auf die Entwicklung einer 
Degeneration an einer Bandscheibe eine binäre logistische Regression mit „jeglicher Degeneration an 
einer Bandscheibe“ als Zielgröße durchgeführt; hier wurden gemischte Modelle eingesetzt, in denen 
der Proband als „random“-Faktor berücksichtigt wurde, so dass Probanden als statistische Einheit be-
rücksichtigt werden – potenzielle Einflussgrößen wurden als feste Effekte modelliert.  

Den prozentualen Anteil übereinstimmender Ergebnisse haben wir zur Ermittlung der Interobserver- 
variabilität genutzt. Ein p-Wert von ≤0,05 wurde als statistisch signifikant angesehen.  
Das statistische Analyseprogramm R, Version 4.1.2 wurde zur statistischen Analyse genutzt. 

Insgesamt wurden 1.000 Bandscheibensegmente bei jeweils 100 Frauen und Männern beurteilt. Pro 
Altersgruppe waren das 250 Segmente. Statistisch signifikante Unterschiede bei der Verteilung der 
Degenerationszeichen bei Frauen und Männern gab es nicht. Deshalb wird auf eine Darstellung ge-
trennt nach Geschlecht verzichtet.  

In Abbildung 1 ist der Anteil der Segmente, bei denen mindestens eines der sieben Degenerations-
merkmale erfüllt ist, wiedergegeben. Über die Altersgruppen hinweg besteht ein annähernd linearer 
Zusammenhang zwischen dem Alter und der Anzahl der Segmente mit An-zeichen einer Degeneration. 
Bei den 21- bis 30-Jährigen wiesen 38,8 % und bei den 51- bis 60-Jährigen 91,6 % der untersuchten 
Bandscheibensegmente mindestens ein Degenerations-anzeichen auf (Tabelle 2). Mit dem Alter steigt 
auch die mittlere Anzahl der positiven Degenerationsanzeichen bei den Segmenten, die mindestens 
ein positives Degenerationsanzeichen aufweisen. Wenn ein Segment degenerativ verändert ist, sind 
bei der jüngsten im Durchschnitt 2,20 und bei der ältesten Altersgruppe 2,65 Degenerationsmerkmale 
positiv. Dieser Unterschied ist statistisch signifikant (p = 0,003). 
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Abbildung 1:  Anteil der degenerierten Bandscheibensegmente je Altersgruppe mit Angabe der zugehörigen  
95 %-Konfidenzintervalle  

 

 

In einer Analyse der degenerativen Veränderungen der Bandscheiben in den verschiedenen Altersko-
horten zeigte sich im Altersgang keine signifikante Abnahme der durchschnittlichen Bandscheiben- 
höhen. Bei Betrachtung einzelner Segmente zeigte sich ein differenzierteres Bild. Über alle Altersgrup-
pen hinweg hatten 60–64,5 % der jeweiligen Segmente eine relative Höhe von mindestens 80 %. Hin-
gegen stieg der Anteil stark höhengeminderter Bandscheiben deutlich an. So wiesen in der jüngsten 
Kohorte 1 zwei Segmente (1 %) eine relative Höhe von weniger als 50 % auf, in der ältesten Kohorte 4 
waren es insgesamt 15 Segmente (7,5 %). 

Es kann mit zunehmendem Alter ein statistisch signifikanter Anstieg der Segmente mit Strukturverän-
derungen der Bandscheiben nachgewiesen werden (p <0,001). Bemerkenswert ist dabei, dass bereits 
in der jüngsten Kohorte mehr als ein Drittel (38,4 %) aller Bandscheiben strukturelle Veränderungen 
aufweisen. Des Weiteren kommt es zu einem statistisch signifikanten Anstieg der Anzahl der Seg-
mente, in denen sich Vorwölbungsbefunde der Bandscheiben nachweisen lassen (p <0,001).  

Die Auswertung der ossären Degenerationszeichen zeigt ebenfalls einen deutlichen Anstieg über die 
Altersgruppen hinweg. Dabei ist die Spondylose die am häufigsten nachweisbare ossäre Veränderung. 
In der Altersgruppe der 51- bis 60-Jährigen sind mehr als die Hälfte (60,4 %) der Segmente davon  
betroffen. Die Ausbildung von Retrospondylophyten ist dem gegenüber auch in den höheren Alters- 
kohorten eher selten (6,4 %). Osteochondrosen sind in der jüngsten Kohorte ebenso wie die Spondlose  
selten (je 2,4 %). Auch sie stiegen über die Altersgruppen hinweg deutlich an. Jedoch gibt es in der  
ältesten Gruppe eine deutliche Differenz zwischen der Häufigkeit von Spondylosen (60,4 %) und Osteo- 
chondrose (23,6  %).  

Betrachtet man die Topik der Segmentdegeneration, so zeigt sich in der jüngsten Alterskohorte eine 
maßgebliche Beteiligung der beiden kaudalen lumbalen Segmente. In den älteren Kohorten zeigt sich 
dann zunehmend auch eine Degeneration der weiter kranial gelegenen Segmente. In der ältesten Ko-
horte ist schließlich in allen Höhen der größte Teil der Segmente degeneriert. (Tabelle 2) 
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Tabelle 2:  Anteil der von Degenerationsprozessen betroffenen Segmente unter Berücksichtigung der einzelnen 
Segmente und des Probandenalters mit durchschnittlicher Anzahl positiver Einzelkriterien der Segmentdegene-
ration, wenn mindestens ein Merkmal positiv ist 

 Altersgruppe  
 21–30 31–40 41–50 51–60 pTrend, Alter 
LWK 1/2 14 % (1,3) 26 % (1,2) 54 % (1,7) 78 % (1,8) <0,001 
LWK 2/3 4 % (1,0) 40 % (1,3) 56 % (1,8) 92 % (2,3) <0,001 
LWK 3/4 20 % (1,4) 38 % (1,8) 72 % (2,1) 96 % (2,9) <0,001 
LWK 4/5 66 % (2,5) 84 % (2,3) 92 % (3,1) 100 % (3,1) <0,001 
LWK 5/SWK 1 90 % (2,4) 82 % (2,5) 96 % (3,1) 96 % (3,0) 0,083 
pTrend, Segment <0,001 <0,001 <0,001 0,001  

 
Bei Auswertung der Doppelbeurteilung durch zwei Radiologen zeigte sich insgesamt ein hohes Maß  
an Übereinstimmung. Insbesondere die Unterpunkte „Nervenaffektion“ (95 % Übereinstimmung),  
„Osteochondrose“ (94,5 % Übereinstimmung) und „Retrospondylose“ (96 % Übereinstimmung) zeigten 
kaum Abweichungen.  

Teils diskrepante Bewertungen gab es in der Kategorie der Binnenstruktur der Bandscheiben. Die Über-
einstimmung betrug hier nur 77,5 % und es zeigte sich eine systematische Abweichung. Die Abwei-
chung bestand dabei in einer deutlich häufigeren Festellung der „Signalinhomogenität“ oder „Signal- 
absenkung durch Rater 1 wohingegen Rater 2 deutlich häufiger eine Dreischichtung konstatierte  
(42,5 % vs. 57,5 %). 

Die Ergebnisse, der von uns durchgeführten Studie liefern wichtige Hinweise zur Einordnung von de-
generativen Veränderungen der Lendenwirbelsäule. Die bereits aus anderen wissenschaftlichen Pub-
likationen bekannte Hypothese des lumbosacralen Überganges als erste Lokalisation von Degenra- 
tionsprozessen wurde erneut bestätigt. So zeigen 90 % aller Bandscheiben der Alterskohorte 21–30 im 
Segment L5/S1 eine Signalminderung.  

Wir konnten zeigen, dass degenerative Veränderungen bereits in frühen Alterskohorten verbreitet 
sind. Dabei ist besonders die bereits bei Zwanzig- bis Dreißigjährigen sehr häufige Signalver- 
änderung der Bandscheiben hervorzuheben. Ossäre Begleitveränderungen treten erst später auf. Dies 
stützt die These der ossären Veränderungen als eine Anpassungsreaktion an die discalen Degenera- 
tionsprozesse. Die zeitliche Abfolge und ursächliche Verbindung dieser Anpassungsprozesse sollten in 
folgenden Studien weiter untersucht werden.  

Anders als von uns initial erwartet, zeigt die durchschnittliche Höhe der Bandscheiben keine signifi-
kante Abnahme bei Betrachtung über die Alterskohorten hinweg. Es zeigte sich jedoch, dass mit stei-
gendem Alter der Patienten die Spannbreite der Bandscheibenhöhe weiter wurde, da in den älteren 
Kohorten deutlich häufiger Segmente mit starker relativer Höhenminderung der Segmente nachweis-
bar waren. Zur Entwicklung der Bandscheibenhöhe über den Altersverlauf gibt es widersprüchliche 
Forschungsergebnisse, die sowohl eine Abnahme der Bandscheibenhöhe, als auch eine konstante 
Bandscheibenhöhe postulieren.[11,12] In einzelnen Studien wurden Zusammenhänge zwischen Band-
scheibenhöhe und sonstigen Degenerationsmerkmalen gezeigt.[13] Auch in unserer Studie konnte  
gezeigt werden, dass eine verringerte relative Bandscheibenhöhe mit einer Häufung weiterer Degene-
rationsmerkmale in dem betreffenden Segment einhergeht.  
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Aus anderen Studien sind auch Hinweise auf Zusammenhänge zwischen Entwicklung der Bandschei-
benhöhe und Faktoren wie Patientengröße und Lebensstil bekannt. Diese möglichen Einflussfaktoren 
konnten aufgrund des retrospektiven Charakters der Studie nicht untersucht werden. In der nun fol-
genden, eingangs genannten, Querschnittsstudie, werden daher diese Informationen erhoben, um 
mögliche Zusammenhänge zu detektieren.  

Die von uns vor Beginn der Studie an Hand vorhandener wissenschaftlicher Daten aufgestellte These 
der häufigeren Spinalkanalstenose in den älteren Patientenkohorten konnte nicht bestätigt werden.[14] 
Wir vermuten, dass Spinalkanalstenosen in noch höherem Alter auftreten. Dies sollte in einer folgen-
den Studie untersucht werden.  

Wir konnten zeigen, dass mit einem entsprechenden Auswerteprotokoll kohärente Befundungser- 
gebnisse sowohl bei Betrachtung der Auswertung einzelner Radiologen als auch bei Vergleich zwischen 
den Befundern erzielt werden können. Es fällt jedoch auf, dass zur Synchronisation besonders subjek-
tiver Auswertungsaspekte (bspw. Bandscheibensignal) klare Guidelines zur Bewertung dieser Aspekte 
im Vorfeld erarbeitet werden müssen. Es bietet sich dabei an, auf Vergleichsbilder von „Normalbe- 
funden“ zurückzugreifen und etwaige Veränderungen zu diesen zu bewerten.  
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3. Abstract 

Summary  

Lower back pain is one of the most common causes of a reduced quality of life and also a main 
cause for disability to work. In most cases it is caused by degenerative processes.  

To assess the feasibility and most promising research targets for a broad based study to find 
differences in the natural degeneration of the lumbar spine and degenerative processes that 
are caused by work related stress this study was performed. As MRI is the most important 
imaging technique for detection of lumbar spine degeneration we retrospectively evaluated 
the MRIs of the lumbar spine of 200 patients of a German hospital.   
We investigated multiple morphologic changes to the lumbar discs and osseous structures 
that are signs of Degeneration with regard to age, sex and the position of the affected lumbar 
segments.  

The study showed that first signs of degeneration appear at an early age and involve the in-
tervertebral discs. The number of affected segments increase with age as does the number of 
signs of degeneration per segment – 38,8% of all segments in the cohort of 21-30 year-olds 
show signs of degeneration while this number is 91,6% for the cohort from 51 to 60. There 
was no difference between the sexes. The most often affected segments are L4/5 and L5/S1. 
These segments also shows the highest severity of Degeneration. 

The study showed that a valid protocol for the assessment of degeneration of the lumbar spine 
can be worked out and lays the groundwork for the following study by the BGW.  

Zusammenfassung 

Lumbale Schmerzen sind eine der häufigsten Ursachen für eine verminderte Lebensqualität 
und auch ein wichtiger Grund für Arbeitsunfähigkeit. In den meisten Fällen werden diese 
Schmerzen durch degenerative Prozesse hervorgerufen. 

Um die Durchführbarkeit und vielversprechendsten wissenschaftlichen Ziele für eine breite 
Studie zu Unterschieden zwischen natürlichen und berufsbedingten Degenerationsprozessen 
der Lendenwirbelsäule zu prüfen, wurde diese Studie durchgeführt. Da das MRT die bedeu-
tendste bildgebende Methode zur Untersuchung den Lendenwirbelsäule ist, haben wir retro-
spektiv 200 MRT dieser Zielregion ausgewertet. 

Wir untersuchten verschiedene morphologische Veränderungen sowohl der Bandscheiben als 
auch der angrenzenden knöchernen Strukturen auf Zeichen der Degeneration. Dabei berück-
sichtigen wir Alter, Geschlecht und die Topik der betroffenen lumbalen Segmente.  

Die Studie zeigte, dass erste Zeichen der Degeneration bereits in jungem Alter auftreten und 
dabei die Bandscheiben betreffen. Die Zahl der betroffenen Segmente steigt mit dem Alter 
der Patienten ebenso wie die einzelnen Degenerationsmerkmale pro Segment – 38,8 % aller 
Segmente der Kohorte 21–30 zeigen degenerative Veränderungen, in der Kohorte 51-60 sind 
es 91,6 %. Es gab keine Geschlechtsunterschiede. Am häufigsten und am stärksten waren die 
Segmente LWK 4/5 und LWK 5/SWK 1 betroffen.   

Die Studie zeigte, dass ein valides Protokoll für die Auswertung degenerativer Veränderungen 
der LWS ausgearbeitet werden kann und ist die Basis für eine nun folgende Querschnittsstudie 
der BGW.  
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