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Background: Lumbar disc disease is the most common cause of low
back pain and sciatica. The lifetime incidence of sciatica ranges
between 13 to 40%, and the annual incidence ranges from 1 to 5%.' The
point prevalence of low back pain in adult general population was 12 to
33% and one year prevalence was 22 to 65%. The life time prevalence
of low back pain is 65 to 80%.’ Low back pain is the leading cause of
activity limitation and work absence throughout much of the world.*
Lumbar disc herniation is one of the most common causes of low back
pain. Prevalence of lumbar disc herniation is around 1 to 3% in
Finland and Italy depending on the age and sex.”

Lumbar disc surgery is the most common surgery performed by neuro
surgeons and orthopaedic surgeons. However not all the patients are
successfully relieved of their symptoms after lumbar spine surgery. A
subset of patients develops new or persistent pain after lumbar spine
surgery. Persistence or recurrence of symptoms after lumbar spine
surgery is also known as failed back surgery syndrome. The causes for
failed back surgery syndrome are inappropriate patient selection, poor
surgical decision making, poor operative techniques, extensive bony
and ligamentous excision and post operative complications.

One of the common causes of failed back surgery syndrome is the
development of post operative spinal instability.

Spinal instability is defined as the loss of ability of the spine under
physiological loads to maintain its pattern of movement. Inter-
vertebral joints provide mobility and stability. Disruption of inter-
vertebral disc, facet, lamina and the ligaments alter the load bearing
character of the spine. This increases the risk of instability. Even minor
instability can cause strain in the components of motion segment
leading to pain and muscle spasm. It leads to a very intriguing problem
and is difficult to manage. Hence it is necessary to identify those
patients who are likely to develop post operative spinal instability and
to do prophylactic stabilization to avoid such complications.

There are many factors that could lead to postoperative lumbar spine
segmental instability. Failure to notice the existing instability before
surgery and ignoring the obvious factors which could lead to post
operative lumbar spine segmental instability are the main causes of
persistent back pain. The other major contributing factor is aggressive
intra operative surgical bony, ligamentous and disc excision.

Many authors have tried to predict the development of post operative
instability. Various contributing factors like age, disc height, facet angles
and the amount of bone excision have been studied as contributory
factors. However till date the contributing factors causing post operative
lumbar spine segmental instability have not been identified clearly and
discrepancies still exist. If the subset of patients who are likely to develop
post operative instability could be identified beforehand, such patients
can be stabilized during the initial surgery itself. This will avoid post
operative instability and persistent back pain.

The aim of the present study is to analyse the various pre operative and
intraoperative factors which could contribute post operative instability
and to provide a predicting system which helps spinal surgeons in
surgical decision making.

This study is justified because of the following reasons.
Post surgical lumbar spine segmental instability is a serious
problem to the patient and to the surgeons. For the patient, the pain
in the low back persists or worsens leading to disability and
dissatisfaction. This affects the lifestyle, job, and productivity
leading to dissatisfaction, psychological stress and affects the
familial integrity.

failed back surgery syndrome. Second surgery will be technically
demanding for the surgeon and most of the patients may not accept
for the second surgery. If the development of post operative
segmental instability could be predicted before the first surgery
itself, then this problem can be avoided by doing stabilization
procedures during the initial surgery itself.

3. Patients with persistent low back pain create significant social and
economic burden. This includes both direct costs for further
treatment, as well as indirect costs including loss of work, family
role, loss of productivity and cost of care takers. A group of
patients with persistent pain and disability may go for long leave
from work leading to workers compensation and litigation.

4. At present there is no simple, reliable and organized system to
evaluate the patients for lumbar spine surgery with respect to
stabilization.

5. Formulation of a predictive system will help the surgeons to
identify the subgroup of patients who will develop post operative
instability and in surgical decision making.

AIMS & OBJECTIVES

1. To analyse the impact of factors like clinical, radiological, and the
extent of surgical procedure etc, which could lead to post
operative lumbar spine segmental instability.

2. To evaluate a scoring system for prediction of post operative
segmental instability.

3. To perform prophylactic stabilization using the scoring system
and evaluate the results of prophylactic surgery.

In this paper we have analysed the demographical factors of
our study. The other factors will continuein our next paper.

OBSERVATION

Totally 142 patients were registered for the study. 2 patients developed
discitis, 3 patients developed recurrent disc prolapse and 2 patients
could not be followed. 135 patients were taken up for the final study.

Table 1 - Qutcome in relation to sex

Gender  |Description Outcome Total
Good Poor
Male Number of patients |67 11 78
% within Outcome  [57.8% 57.9% 57.8%
% of Total 49.6% 8.1% 57.8%
Female |Number of patients 49 8 57
% within Outcome  |42.2% 42.1% 42.2%
% of Total 36.3% 5.9% 42.2%
Total Number of patients |116 19 135
% within Outcome ~ |100% 100% 100%
% of Total 85.9% 14.1% 100%

Chi square = 0.000. P= 0.991, >0.05, Not significant.

Chart 1 -Pie chart showing male/female ratio
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Chart2 - Outcome in relation to sex
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O f the 135 patients there were 78 (57.8%) males and 57 (42.2%)
female patients. Among the 19 (14.1%) poor outcome patients, 11
(8.1%) males and 8 (5.9%) females developed post operative
instability. There is no statistical significance among the sex and post
operative instability.

Table 2 - Outcome in relation to age

Age group |Description Outcome Total
years Good Poor
<20 Number of patients |2 0 2
% within Outcome  |1.7% 0% 1.5%
% of Total 1.5% 0% 1.5%
21-30 Number of patients |17 1 18
% within Outcome  [14.7% 5.3% 13.3%
% of Total 12.6% 0.7% 13.3%
31-40 Number of patients |28 9 37
% within Outcome  [24.1% 47.4% |27.4%
% of Total 20.7% 6.7%  |27.4%
41-50 Number of patients |40 3 43
% within Outcome  [34.5% 15.8% |31.9%
% of Total 29.6% 22%  [31.9%
51< Number of patients |29 6 35
% within Outcome  [25% 31.6% |25.9%
% of Total 21.5% 4.4%  |25.9%
Total Number of patients |116 19 135
% within Outcome  [100% 100% |100%
% of Total 85.9% 14.1% |100%
Chisquare = 6.686. P=0.153. >0.05, Not significant
Chart 3 - Outcome in relation to the age
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The age ranges from 18 to 68 years. The mean age was 43.3 years. 80
(59.3%), fall in the age group of 31-50 years. 20 patients (14.8%) were
in the age group of less than 30 years. 35 patients (25.9%) fall into the
age group of more than 50 years. Of the 135 patients, 19 patients
(14.1%) developed post operative instability, who were in poor
outcome group. Among them 1 patient (0.7%) was from the age group
below 30 years, 12 patients (8.9%) were in the age group 31 to 50 years
and 6 patients (4.4%) from the age group more than 50 years. For the
patients less than 30 years of age the incidence was low and the surgical
outcome was good.

Summary: OBSERVATION

Totally 142 patients were registered for the study. 2 patients developed
discitis, 3 patients developed recurrent disc prolapse and 2 patients
could not be followed. 135 patients were taken up for the final study.
O f the 135 patients there were 78 (57.8%) males and 57 (42.2%)
female patients. Among the 19 (14.1%) poor outcome patients, 11
(8.1%) males and 8 (5.9%) females developed post operative
instability. There is no statistical significance among the sex and post
operative instability. The age ranges from 18 to 68 years. The mean age

was 43.3 years. 80 (59.3%), fall in the age group of 31-50 years. 20
patients (14.8%) were in the age group of less than 30 years. 35 patients
(25.9%) fall into the age group of more than 50 years. Of the 135
patients, 19 patients (14.1%) developed post operative instability, who
were in poor outcome group. Among them 1 patient (0.7%) was from
the age group below 30 years, 12 patients (8.9%) were in the age group
31 to 50 years and 6 patients (4.4%) from the age group more than 50
years. For the patients less than 30 years of age the incidence was low
and the surgical outcome was good. Of the 135 patients, 31 (23%) had
sedentary life style, 76 (56.3%) were moderate manual workers and 28
(20.7%) were heavy manual workers. 3% of patients with sedentary
lifestyle, 6.7% of patients who were moderate manual workers and
4.4% of heavy manual workers developed post operative instability.
There is no statistical significance with the type of job and
postoperative instability.

Conclusion: O f the 135 patients there were 78 (57.8%) males and 57
(42.2%) female patients. Among the 19 (14.1%) poor outcome
patients, 11 (8.1%) males and 8 (5.9%) females developed post
operative instability. The age ranges from 18 to 68 years. The mean age
was 43.3 years. 80 (59.3%), fall in the age group of 31-50 years. 20
patients (14.8%) were in the age group of less than 30 years. 35 patients
(25.9%) fall into the age group of more than 50 years. Of the 135
patients, 19 patients (14.1%) developed post operative instability, who
were in poor outcome group. Of the 135 patients, 31 (23%) had
sedentary life style, 76 (56.3%) were moderate manual workers and 28
(20.7%) were heavy manual workers. 3% of patients with sedentary
lifestyle, 6.7% of patients who were moderate manual workers and
4.4% of heavy manual workers developed post operative instability.
There is no statistical significance with the type of job and
postoperative instability.
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