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Surgical treatment of
prolapsed lumbar discs
Most patients with the symptoms of lumbar disc protrusion
respond to an adequate period of strict bed rest, and the main
indication for surgical treatment is failure of such management
to relieve pain. How long conservative treatment should be
continued before operation depends on the severity of the
pain, evidence of improvement, and to some extent the
socioeconomic circumstances of the patient. Repeated attacks
may well be an indication for surgery, as may incomplete
relief of pain preventing the patient's return to work. Sig-
nificant neurological signs should be an indication for early
operation, and the development of bilateral signs or symptoms,
especially sphincter disturbance, makes operation urgent to
avoid permanent damage to the cauda equina, which may
occur from a large central disc protrusion.'
Though the main symptom is pain, all patients have physical

signs, and these are crucial to diagnosis. In O'Connell's
classic paper2 all 500 patients had tension signs-diminished
straight leg raising-and spinal signs-deformity and reduced
mobility from muscle spasm. Almost all, 96%, had neuro-
logical signs-muscle weakness or changes in tendon reflexes
and 80% some sensory change. The neurological signs will
often indicate the level of the disc protrusion at L4/5 or L5/S1,
where 90% occur. Such clinical localisation is not always
easy, and myelography can be helpful in showing the level
in at least 80% of patients.3 Myelography will also show up
multiple lesions. Conditions such as a neurofibroma of the
cauda equina, which can simulate a lumbar disc protrusion,
will be excluded provided the contrast medium is viewed as
high as the lower thoracic region. Radiculography with water-
soluble contrast medium4 identifies a higher proportion of
lateral disc protrusions, which may produce only slight
blunting of the subarachnoid root pouch. Discography5 is not
widely used in Britain. The absence of radiological confirma-
tion ofa disc protrusion should not be a bar to surgical explora-
tion in a patient with the right clinical picture and poor
response to conservative management.

In general, pain in the leg due to a disc protrusion com-
pressing a lumbar nerve root responds well to operation, but
pain in the back responds less predictably. Careful clinical

assessment and selection of patients are essential if good
operative results are to be obtained. Laminectomy is rarely
performed nowadays except for large bilateral central disc
protrusions, and the less destructive unilateral fenestration
approach with the patient in the lateral position is usually
preferred. The portion of disc protruded or extruded from the
disc space is removed, together with all degenerate material
from within the space. The nerve root needs to be carefully
retracted to avoid injury, and care must be taken when clearing
the disc space to avoid penetrating the anterior surface and
damaging the iliac vessels or ureter. The volume of disc
material removed bears little relation to the success of the
operation, and bilateral removal of disc material is not required
in patients with unilateral symptoms.6

Postoperative management varies with different surgeons.
Some advise bed rest for three weeks with graduated increase
in exercises,7 but others advocate mobilisation from the first
postoperative day withiactive back exercises including forward
flexion.6 This wide diversity of opinion suggests that fears that
early flexion of the spine may result in damage are unfounded,
and -early activity has the advantage of rapidly restoring
mobility. Since the aim is a pain-free spine, this seems more
likely to be achieved with a mobile spine than one which is
stiff and may depend on use of a lumbar corset for comfort. In
these days of reduced resources the regimen of early active
mobilisation has the major merit of allowing early discharge
from hospital.

In a recent review6 of 323 patients operated on for disc
lesions 860°, of the men and 790' of the women were free of all
symptoms, while 90° and 15%' respectively had some per-
sistence of back pain. Only 2%, of men and 6%, of women had
more severe permanent symptoms, and only 500 developed
recurrent protrusions; nevertheless, these figures may be
underestimates, since less than half the patients had been
followed for more than three years.

Failure of operation to relieve pain may be due to failure
to find the disc at operation-a problem which myelography
should prevent-but damage may be caused to the nerve root
by the protrusion, by operative retraction, or by the later
development of adhesions or arachnoiditis.8 These complica-
tions do not respond well to further operation, and for an
unfortunate minority of patients persistent symptoms may
result in inability to work and much suffering. The develop-
ment of a lumbar disc protrusion, particularly in a man under-
taking heavy manual work, should be regarded as a serious
event: and even after successful treatment, whether conserva-
tive or surgical, patients should always be advised to avoid
lifting with a bent back, and in heavy manual workers a
change of occupation may be needed.
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