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Abstract

This study is to assess the effectiveness of decompressive surgery as compared with non-operative
measures in the treatment of patients with lumbar spinal stenosis.
prospective study carried out for Forty seven patients with lumber spinal stenosis (LSS) of one level or more
categorized into 25patients with surgical group and 22patients with non operative treatment group . The
surgical procedure was laminectomy of stenosed segments and undercutting ligamentum flavum while the
group of non operative measurements received non steroid anti inflammatory drugs and physiotherapy.
Result in both groups showed improvement in leg and back pain and walking ability in first 6 months follow
up .At one year follow up the difference was clear in improvement of walking ability and pain in surgical
group than non operative group.
our conclusion was although the improvements appeared in both group. The outcome of surgery remain
favorable in long time follow up. we recommended that more than 2 years follow up needed for evaluation
of the surgical results.
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Introduction pain, and motor weakness in the lower
pinal stenosis in lumbosacral area limbs [1].
(LSS) was first described by The clinical significance of spinal
Verbiest 1954, who reported 7 stenosis relate to a critically reduced
patients with a syndrome characterized sagittal diameter of the vertebral canal,
by narrowing of spinal canal coexisting intervertebral  foramen and lateral
neurogenic spinal claudication, radicular recesses may occur as a general disorder
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or as a lesion limited to one or two
adjacent vertebrae [2].

Spinal stenosis classifieds as [3].

1. Central canal stenosis: narrowing of
the AP dimension of the spinal canal.
The decrease in canal diameter may
cause local neural compression and /or
compromise of the blood supply to the
spinal cord [4].

Foraminal stenosis: narrowing of neural
foramina .and
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3. Lateral recess stenosis (lumbar spine
only)

Symptomatic LSS generally occurred in
patients with congenitally shallow
lumber canal (see normal LS spine
measurements Table 1A and 1B). with
superimposed acquired degeneration in
the form of some combination of facet
hypertrophy,  hypertrophy  of  the
ligamentum flavum, protruding of
intervertebral disc and spondylolisthesis
[4,5], (Normal /s spine measurements [6]

Table 1A: Normal AP diameter on lateral plain film

Average (normal) 22-25 mm
Lower limit of normal

Sever lumber stenosis

Table 1B:Normal measurement on CT [7]

AP diameter
Interpediculate distance

Ligamentum flavum thickness
Height of lat. recess

Materials and Methods

47 patients with lumber spinal stenosis
(LSS) proved by clinical, radiological
and neurophysiological study; were
classified into surgical or non operative
treatment group, 25 and 22 patients
respectively in AL Hilla teaching
hospital between 2001-2008 the mean
follow up of both groups was two years
meaning of intermediate term follow up
To be involved in this study the patient
had to fulfill the following criteria of a
LSS:

Inclusion criteria

1) Clinical symptoms of lower backache
radiculopathy to lower limbs or buttocks,
sensory changes in lower limbs and
walking disability
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2) Persistent pain with no neurological
deficit

3) Imaging technique (spinal
narrowing) by sagittal diameter.
Exclusion criteria: We excluded from
this study the following patients:

1) Patients with herniated disc
significant to urgent operation or as early
as possible

2) Patients with spondylolisthesis in
significant degree that need fixation

The arrangement of the patients to
operative group or non operative group
based on

1) severity of symptom and
disability mainly the walking disability
and the distance in meters to develop
such disability

2) patient agreement to surgery
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3) age and risk of surgery in
association to other medical problems
4) radiographic examination and

finding the severity of stenosis by using
of plan radiograph ,MRI and sometime
CT scan

Interventions: In surgical group,
segmental decompression and an
undercutting facetectomy of affected area
were done in patients with severe bony
thickness and sever stenosis and done for
one level only.

In non operative treatment group
patients arranged to given non steroidal
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antinflametory drugs and other analgesia
and were referred to physiotherapist and
patients were seen in standard visit every
three weeks.

Results

Forty seven patients with lumber spinal
stenosis LSS divided into 2 groups
regarding the way of there management.
The first group called surgical group and
contained 25 patients and other 22
patients belong to second or non
operative group (table 2)

Table 2 :Total no. of the patients divided into surgical and non operative groups

The age of the patients in both groups
was 53 years and above and there is
marked older age in non operative group.

And there was female dominant in both
groups (Table 3)

Table 3: Ages and Female Sex Percentage

CHARECTERS
Age (in years) 53-72 53-68

The lumber level affected showed in
MRI or some time in CT scan were
showed in table 4 and the dominant

affected level in both groups is L4-L5
followed by L5-S1 and the L1-L2 level is
the lowest incidence in both groups

Table 4:The Lumber Level Affected By Mri Or Ct Scan And No.Of The Patients In Both
Groups (Most Of The Patients With More Than One Levels)

Level affected || No. of patients in || No. in surgical
non operative

=

BE

DL
I

55|



Al-Sudany and Jaddoa

The onset of the symptom and the
presenting features in both groups nearly
the same. But the walking disability was
more in surgical group and this reflected
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by pain in lower limbs in walking even
for few steps and more sever in those
who developed pain in standing . (table
5)

Table 5: Disability in walking and standing

Disability No. in Non | No. in surgical
operative

In surgical group the decompressive
surgery was performed on 8 cases in one
level, 12 patients in 2 levels and more
than 2 levels only on 5 cases

The leg and back pain improved in both
groups at 6 months follow up and
walking ability also improved in both
treatment groups during the follow-up,
but was more significant in surgical cases
(Figure 1).

After this period of follow up there was
less leg and back pain in surgical patients
than non operative cases after every
follow up time but after one year visit the
improvement of ability in surgical group
is better than those in some patients in
non operative group. The details was
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20 patents fell good improvements and
thy returned to employment and 2
patients fell mild difference, 2 patients
may need reoperation and one patients
disappeared from follow up.

Last few months we have 4 patients in
non operative group they asked us for
surgery and we list them in operative list
There were 3 patients developed
peroperative complications which was
lesions to the dural sac. The Dural sac
lesions were treated with sutures at the
same time of operation, and there was no
CSF leak during all time of follow up.

The mean postoperative hospitalization
was five days. The longest period of post
operative hospitalization was 14 days for
those patients with dural repair
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Study of (47) patients
With LSS

| J
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|
@compressive surgery \

25 patients were operated 22 patients

At 6months

Walking ability improved in

pain
22 patients

2 patients recorded as no
difference and 2pateints may
need fixation and one patient
disappeared from follow up

\ )

L

Non operative

Received conservative

treatment
follow up At 6months
Improvement in leg and Follow up
back pain

Improvement in leg and back

Walking ability improved in

At one year 18patients
Follow up At one year
Improvement of ability in Follow up
20 patients (80%)

Improvement of ability in
most patients.
4 patients asked us for surgery

~

)

Figure 1 : summry of follow up Of patients in each group

Discussion

The condition of spinal stenosis remain
asymptomatic until critical reserve space
for enclosed neural elements becomes
compromised by degenerative changes
associated with aging or trauma, such as
thickening of ligaments or arthritic facets
[8].

Gibson JN et al mentioned in their study
that a recent review did not find any
randomized controlled trials assessing the
efficacy of surgical decompression or
fusion for spinal stenosis. The lack of
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Information on the natural course of the
disease, as compared

With  surgical  decompression  or
conservative treatment, was underlined
[9].

Literature review patients with long term
follow up found good or excellent
outcome after surgery with a mean of 64%
(range 26-100%) [10].

A post operative study of Javid and his
coworker [11] found a success rate of
78%-88% at 6 weeks and 6 months which
drop to 70% at one year and 5 years so the
long term follow up is needed in such
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study .In our study the lack of long term
follow up is the main problem.
Greenberge and Ganz [2,12] in two
separated studies exist comparing surgery
to conservative treatment and found
patients with postural module (patients
with no disability in standing) had better
results (95% good result) than those
without a postural module (52% good
result) and relief of leg pain was much
more successful than of back pain

when we compare our study with the
finding of Ganz and Greenberge we found
that our patients without disability in
standing and only in walking as seen in
table 5 get good result in both groups and
reach to 80% in surgical group and this
result is near to their results but the higher
percentage is related to use of lumber
instrumentation in some patients in their
studies and we mentioned that 2 patients
in our study need such interference as we
expected

Bigos and his colleagues summarized
their result by that the surgery is most
likely to reduce leg pain and improve
walking [13].

From the findings of above studies and
in compare these findings with our trail
we see that the results is near and
sometime well-matched to some studies;
Our trial shows that operative treatment is
more effective in reducing pain and
disability than nonoperative treatment in
LSS, and that the effect sustains the 1-
year follow-up however, that the non
operated patients showed recovery and
their walking ability improved during the
6months  follow-up in both the
conservative and surgical group.

Finally, In order to further assess the
clinical significance of such results we
need long term follow up (more than 2
years) as reported in some studies and this
appeared in our follow up after one year, 4
patients in non operative group they asked
about surgery and further four patients in
surgical group need reassess of their
result.
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Conclusion

Laminectomy (decompressive surgery)
In patients presenting with spinal stenosis
has a good effect both on leg and low
back pain and on overall disability. As a
notable recovery also occurred in the
nonoperative treatment group, we propose
that surgical decompression should be
recommended with caution and only after
appropriate conservative treatment of the
patients
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