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Abstract The result of operative fixation of fractures of the distal humerus remained unpredictable until improved 

techniques for the fixation of small, articular fractures as developed by the Arbeitsgemeinschaft fur 

osteosynthesefragen/ association for the study of internal fixation and others weTe applied. On the basis 

of the results reported in the more recent series, fixation with two plates of 90 degrees angle with one 

another has become the standard against which all other treatments are measured. The study was 

conducted in Medical College, and there were 14 cases in the study in which 9 were males and 5 females. 

Age of the patients ranged btween 25 years and 75 years with an mean age of 48.2 years. Among the 14 

cases, 8 were caused by fall (S7%) and six were caused by Road Traftic accidents (43%).Two patients in 

our series had mild infection. Unar neuropathy, Tournequette palsy and Non-union were reported one 

each.3 patients had pain due to protruding screws. None in the series had vascular complications and 

I0ue developed heterotopic ossification. 
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Introduction 

The quality of elbow function after fracture of thc distal humcrus is related to the degree to 

Wich the normal anatomical relationships are restored. Elbow mobility is hindered by loss of 

normal 30 degrees anterior tilt of the distal humeral articular surface, by narrowing or 

distortion of the trochlear articular surface, and by obstruction of the coronoid and olecranon 

fossae. Pin can be related to failure of fracture to unite restricted motion, ulnohumeral arthosis 

or instability, and compression of the ulnar nerve 

The only reliable method for restoring the nomal alignment and contour of the distal humerus 

operative exposure and direct manipulation of fracture fragments. However, fixation of 
fracture fragments must be stable enough to allow motion while ensuring union. In the early 
and' middle parts of twentieth century, operative treatment was combined with devasculanzing 

exposure, inadequate fixation and cast immobilisation. The result was often elbow stiffness 

and delayed healing. In this context, nonoperative treatments, such as the so-called bag-of 

bones technique (a short duration of immobilisation in either a cast or a collar and cuft 

followed by mobilisation as tolerated) were establisl1ed as lrealmenl allemalives 4 

The result of operative fixation of fractures of the distal humerus remained unpredictable until 

improved techniques for the fixation of small, articular fractures as developed by the 

Arbeitsgemeinschaft fur osteosynthesefragen / association for the study of intemal fixation and 

others were applied. On the basis of the results reported in the more recent series, fixation with 
two plates of 90 degrees angle with one another has become the standard against which all 
other treatments anre measured. Despite the confidence in operative fixation, these remain 

challenging fractures to treat effectively and best managed by surgeons with interest and 

experience in skeletal trauma with upper extremity , Even the most experienced surgeons, 
however may be intimidated with certain fracture characteristics, including poor bone quality, 
fractures involving the distal most aspects of the bone columns, and fragmentation of articular 

surface in sagittal and coronal planes. A surgeon treating a healthy active patient with a 

fracture of distal humerus should make every effort to reconstruct and preserve the distal 

humeral articular surface 
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ethodology 
e study was conducted in Medical College. and there were 14 

cases in the study in which 9 were males and 5 females Age of 
e patients ranged between 25 years and 75 years with an mean 

age of 48.2 years. 
Among the 14 cases, 8 were caused by fall (57%) and six were 

caused by Road Traftic accidents (43%) Factures were classified 
using Riseborough and Radin classification. 

range of movement. 

Table 1: Mayo Elbow Performance lIndex 

Points Definitio 
None 
Mild 

Moderate 
Severe 

ARC >100 
50-1000 

<50° 
Stable 

Moderate instability 
Gross instability 

Comb hair 
Feed 

Hygiene 
Shirt 

Care of foor 

FunctionMaximum Points 

Pan 45 

Inclusion Criteria: All cases of closed intraarticular fractures of Motion 10 
distal humerus in adults 

Exclusion Criteria: Open fractures., pathological fracture, Poly Stabiity 10 
trauma. 

Technique 
AllI cases ere done under general anaesthesia. 

Pre-operative antibiotics were given. 
Prone position with elbow llexed over am board or lateral 
decubitus position with pillow under arm. 

Tourniquet applied 
Majority of cases were done by Campbells posterior 

Funciom 25 

Gradmg. Excellent > 90; Good 75-89, Fair 60-74, Poor < 60 

approach. 
Ulnar nerve identified and retracted gently with tape. 
Tongue of ticeps apponeurosis raised. 
Tricebs split in midline and tissues retracted sub 
periosteally. 
Joint surface reconstruction done first. 

Results were considered acceptable if Mayo elbow performance 
index (MEPI) score is excellent or good un acceptable if fair or 
poor. of the 14 patients studied, 10 patients (71.42%) had good 
or excellent outcome (average score 85.5). while 4 patients 
(28.58%) had fair or poor functional outcome (average score 
61.25%). Highest score obtained was 100 and lowest score was 
45. 
Annova test was conducted and the observed differences are 

statistically significant. (P value <001). Preliminary fixation of joint fragments by K wire followed 
by permanent fixation with cancellous or cortícal lag crews. 
Reduction and fixation of reassembled condylcs to 
metaphysis with plates or lag screws, ideally by hand 
contoured 3.5 mm reconstruction plate or DCP applied on 
posterior aspect of lateral pillar and one third tubular plate applicd at 90° on medical humeral pillar. 
The tongue defect of piceps aponeurosis repaired. 
Wound closed in layers 
Above elbow slab applied. 

Table 2: Comparison of mean MEPI score at onset and final follow up 

Mean SDtvalue | P value 
48.21 8.68 MEPI Score Onset 

MEPL Score final Follow up_74.29 10.69 .238 0.001 

Two patients who werc immobilised by above elbow slab for 10 
days and then mobilised had excellent results (average score 
97.5%). 
Aniong 10 patients who were immobilised with above elbow slab for 3 weeks, 8 had acceptable results (average score 82.5%) and 2 had non-acceptable results (average score 70%%). Both the patients whq were immobilised by above elbow slab for 6 Weeks had unacceptable results (average score S2.5%). ANNOVA test was conducted and observed differences are 

Results 
The cases were followed up regularly and assessed using Mayo Elbow Performance Index. Evaluation of results consisted of 
objective and subjective assessment considering pain, limitation of elhow movement, instability and functional activities, Index 
gives maximum weightage to pain, functional activities and found be statically significant (P Value < .05). 

Table 3: Comparison of mean MEPI score at onset and final follow up 

Length of Immobilisation 
AE Slab/ 3 wks 
AE Slab/ 6 wks_ 
AE Slab/10 days 
AE Slab/ 3 wks 
AE Slab/ 6 wks 
AE Slab/10 days_ 

Mean +SD Fvalue Pvalue_ 49.50L 725 
35 00 707 
S5.00 0.00 
74.009 

52.50 3.54 
L 97.50 3.54 

MEPI Score 
Ousel 4 820 <005 

MEPI score 
Final follow up 

3.699 <0.05 

Two patients in our series had mild infcction. Ulnar neuropathy, Tourmequette palsy and Non-union were reported one each. 3 patients had pain due to protruding screws. None in the series had vascular complications and none developed heterotopic ossi fication. 

early motion. 
Most inter condylar fractures of the distal humerus are displaced and requires anatomical reduction. Because of the deforming forces across the elbow joint, reduction without stable fixation is generally not successful. Stable fixation of the condyles of the distal humerus to the shaft is not without its own inherent problems, the anatonie constrains of the elbow joint (both bone and soft tissue) and the difficulty in obtaining distal fixation, 

Discussion 
The successtul treatment of any articular fracture demands an anatomic reduction of the joint surfàce and the ability to allow 
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articularly when there 1s intercondylar or supracondylar 
mminution (or both), further compounded by the presence of 

teopenia. To, obtain reproducible results, an established 
rotocol is required. This demands a careful evaluation and 
preoperative planning, and surgical "tactic' that includes 
anatomical restoration of the articular surface and stable fixation 

of the condy les to the shaft. Postoperatively, stable fixation 
ailows early. active. aggressive mobilisation. By strict adherence 
o this protocol. the literature supports excellent and good results 
ir the Ssurgical treatment of these difficult bicondylar 

intraarticular racures of the disial humerus in 75% of cases 

In our study. 71% of the patients had good or excellent outcome 

after open reduction and internal ixation. Age of the patient did 
not affect the functional outcome. 

Careful pre-operative plaming, anatomical reconstruction 
of articular surface, stable fixation and early actve 
mobilisation are essential for getting an excellent functional 
outcome. 
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In our study we used the fracture classification according to 
Riseborough and Radin. Since X-rays are poor indicator of 
intraarticular comminution. for a better picture CT Scan is 
adr ised but tinal picture is complete only on the operating table 

after the fracture site is exposed. 
Jupiter noed that, final functionai out come of simple articular 

Ty pe Il& ll) and comminuted articular fractures (Type IN) are 

Similar though range of movement will be less in latter. In our 

study better than comminuted articular (Type IV) fracture 
Literature mentions that Open reduction should be done at the 

earliest or it will influence the final outcome, but no specific 
time period is mentioned. Surgery done as early as 24 hours 

helps to REEVent the occurence of heterotropic ossification. In 

our study earliest surger was done at 8 hours atter injury and 

exiended up to 15 days. The delay was mainly due to the delay 
in refertal from the peripheral centres, fitness for surgery and 

delay by paients to seek medical attention. in our study we 

ound there is no statistically significant difference in the 

functional outcome of patients whose surgery was done before 

the mean time of 6 days and after 6 days. 
Aitken and Rorabeck showed in their study that patient with 

prolonged immobilisation (>4 weeks) or delayed mobilisation 

had poor results. in our stùdy range of movement and functional 
ncome was heter in ali cases mobilised early 9. 10 

Average are of moion was l15-125° patients mobilized from 
10th post-operative day. While it was 29-108° in patients 
mobilized after 3 weeks and 40 -90° in those mobilised after 6 

4 

5. 

6. 

9. Riseborough EJ, Radin EL. Intercondylar T fractures of the 

Humerus in the adult A Comparison of Operative and Non- 

operative Treatnent in Twenty-nine cases. J Bone Joint 

Surg. 1969; S1A:130-141. 

10. Muller ME, Allgower M, Schneider R, Willeneger H. 

manual of Internal Fixation, 2d ed. New Yor, Springer-

Verlag, 1979. 

weeks. 
Srudies by Mckee, Kin and Kebash showed mean flexion 

defomi of 25° in their study. In our series mean flexion 

deformit was 26° (Range 10-40) 
We preferred immobilisation up to 3 weeks to prevent wound 

dehiscence infection and give ime for the intra articular 

iiagilcnis. noi lixcd by lag screws. to lall in alignment. 
Immediate post- operative complications were ulnar nerve palsy 

in ore case where K wire was used and one case of tourniquet 

palsy. both recovcrcd compictcly in 6 months. Mild infection 
was seen in 2 cases which was controlled by antibiotics. Delayed 

complication like non-union was noted in one case which was

ater treated by total elbow arthroplasty. We did not have single 
case of heterotropic ossification in our series. This may be due 
to ahsence of head injury or severe infection which are 

considered to be main causes of heterotropic ossification. 

Conclusion 
Patients who were mobilised earlier had better functional 

outcome. 

Complications like ulnar nerve palsy, non-union and 
hardware pain were similar to other studies. No vascular 
complications or heterotropic ssification was noted. 
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Abstract 
Non-articular medial epicondyle is closely related to ulnar nerve and is the point of attachment of ulnar 

collateral ligament The artucular surface of distal bumerus makes an angle 4-8° valgus with shaft axis 
The artucular segment projects anteriorly to the shaft at an angle of 40°. Medial epiocondyle is in projected 
axis of shat while lateral epicondyle is projected slightly forward fom the axis. Tbe study was 
conducted in Medical College. and there were 14 cases in the study in which 9 were males and 5 females 

Age of the paticnts ranged between 25 years and 75 years with an mcan age of 48.2 years. Among the 14 
cases, 8 were caused by fall (57%) and six were caused by Road Traf+ic accidents (43%). Among the 8 
patients operated before meantime of 6 day, 7 patients (88%) had acceptable outcome (average score 
86 4%) and one had unacceptable outcome (score 70%). Among the 6 patiens operated after 6 days, 3 
had acceptable outcome (average score 83.33%) and 3 patients had non-acceptable outcone (average 
score S8 3%). 
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1. Introduction 
The elbow joint is a synovial joint of hinge variety it consists of articulation of capitulum and 
trochla of distal humerus above and upper surface of head of radius and trochlear notch of 
ulna below. 

Distal hurmerous widens distally in a coronal dimension. to a maximum berween the medial 
and laieral epicondy les. From the lateral aspect bone narrows from proximal to distal in 
sagirtal dimension before its distal most articular segment expands and juts anteriorly 
Narrow est segment above the articular scgment corrcsponds to widest portion in coronal plane. 
At their distal most point they are joined by the tie arch consisting of the articular segment 

the trochlea and capitulum. Capitulum is the distal most portion of lateral column, trochlea is 

intermediate between it and distal end of medial column, the medial epicondyle . 
Non-articular medial epicondyle is closely related to ulnar nerve and is the point of artachment 
of uinar collateral ligament. The articular surface of distal humerus makes an angle 4-8° valgus with shaft axis. The articular segment projects anteriorly to the shatt at an angle of 40°. Medial 

epicondy le is in projected axis of shaft while lateral epicondyle is projected slightly torward 
from the anis. 
The recessed and thinnied bone just cephalad to the waist of trochlea is the coronoid fossa and 

its centre part posteriorly is the olecranon fossa. Thesé fossae are designed for the reception of 
radial head and the coronoid process and olecranon in full flexion and extension 
Safe screw placement assures no violation of these fossac. It is one of the most complicated and diflicult fractures of distal Humerus to ureat. It consists ot vertical compression through articular surlace commonly through trochlear sulcus into humeral fossae. From this area single transverse (or) two diverging oblique tractures through the supracondy lar and humeral columns. Varying degree of separation is present from each other and the humeral fragments. It is a rare injury: unfortunately, very few surgeons have much experience in treatment. The 
average incidence is (3-4%) per yeur-as per Massachusetts General Hospital) It occurs in middle- aged adults. 

Splitting of condyles "occurs due to wedge action of proximal ulnar articulating surface against trochlea. It can occur in flexion and extension. It can be produced by 
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mmal irauma (e-g. fall in elbow) where the condyles are 

pEstressed by the contraction of fore arm muscles in an 
tternpt to break the lall. The forces applied to posterior 

ect of flexed elbow mm be violent (e.g. Road traffic 

Above elbow slab applied 

Results 
Among the patients who were above the mean age of 48 

had acceptable results (average score 88) and 4 had 
non acceptable results (average score 61.4). All case below 
the mean age of 48 years had acceptable results (average 

score 84.28). T test was conducted and the results were 

found to be not statistically significant (P >.05). 

cidents). 
Ihere are two lypes ol injury. One is "tlexion type" where 

ndy les are present anterior to the humeral shaft. In the 

exlen ion 1ype"'UIna is directed anterior against the posterior 
peet of trochlea separating the condyles and the same time 

upra condylar portion is fractured 
oter inechani sn was described by Wilson & Cochrane, it 

CLurs due to the spliuting effect of humeral shaft as it is 

torced distally. In the extension type the humeral condyles lie 
bchind the shaft. What ever the mechanism of injury there is 
always associated soft tissue injury, and some open 

years, 

Table 1: Comparison of mean MEPI score based on age 

Age | Mean|+SD|T value| P value 
<48 yrs 51.255.821.598 
>48 yrs|44.17| 9.68 
48 yTs 76.88| 12.19 

MEPI Score 0.05 
Onset 

MEPI score >0.05 aceralions extend into fracture site. There is usually loss of 
bony continuity, since the fragments are displaced by opposed 
muscle traction. as it pulls the epicondyles distally and rotates 
the condyles. so that articular surface face a more proximal 

direction. This converts the trochlear sulcus into a narrow 

Fmal follow up >48 yrs 70.83 10.15. 

inverted "v and hence not congruous with the ulnar articular 

surface. The action of biceps anteriorly and triceps posteriorly 
pul articular surface of Ulna proximally. In an opposing 
fashion, the humeral shaft is forced distally between the 
rotated condyles , 

Fractures were classified using Riseborough and Radin 

classification. All type Il fractures had good results (average 
score 85). Among type II fractures 6 acceptable results 

(average score 85.8) and 2 had non-acceptable results 

(average score 60). All type lIV fractures had non-acceptable 
outcome average score (62.5). ANNOVA test was done and 
found to be statistically significant (P value <.05) 

Table 2: Comparison of mean MEPI score based on type of fracture 

Methodology 
The study was conducted in Medical College, and there were 
14 cases in the study in which 9 were males and 5 females 
Age of the patients ranged between 25 years and 75 years 
with an mean age of 48.2 years. 
Among the 14 cases, 8 were caused by fall (57%) and six 
were causcd by Road Traffic accidents (43%) 
Factures were classified using Riseborough and Radin 
classi fication. 
Inclusion Criteria: All cases of closed intraarticular fractures 

Riseborough 
& Radin 

II 

Mean +SD 
value value 

51.25 4.79 
49.38 943 2.169 

37.50 3,54 
70.00 8.10 
79.38 5.45 6.685 

62.50 761 

MEPI Score >0.05 
Onset 

MEPI score 
Final follow <0.05 

up 

Among the 8 patients operated before meantime of 6 day, 7 
patients (88%) had acceptable outcome (average score 86.4%) 
and one had unacceptable outcome (score 70%). Among the 6 
palients uperuled aler 6 days, 3 had acceptablc outcome 
(average score 83.33%) and 3 patients had non-acceptable 
outcone (average score 58.3%). "T' test was done and thee 

observed differences were not statistically significant (P value 
.05). 

of distal humerus in adults 
Exclusion Criteria: Open fractures, pathological fracture, 
Poly trauma. 

Technique 

All cases were done under general anaesthesia. 

Pre-operative antibiotics were given. 
Prone position with elbow flexed over am board or 
lateral decubitus position with pillow under arm. 

Tourniquet applied
Majority of cases were done by Campbells posterior 
approach. 
Ulnar nerve identified and retracted gently with tape. 

Table 3: Comparison of mean MEPI score based on period between 
injury and surgery 

Period 
between P 

Mean|+SD Injury and 

Surgery 
<6 dayss 
>6 days 
<6 days 

value value 

MEPI Score 51.257.44 
44.179.17 
76.88 11.14 

Tongue of ticeps apponeurosis raised. 
Triceps split in midline and tissues retracted _sub 

periosteally 
Joint surfac reconstruction done first. 

Preliminary fixation of joint fragments by K wire 
followed by permanent fixation with cancellous or 
cortical lag crews. 

Reduction and fixation of reassembled condyles to 
inetaphysis with plates or lag screws, ideally by hand 
contoured 3.5 mm reconstruction plate or DCP applied on 

posterior aspect of lateral pillar and one third tubular 
plate applied at 90° on medical humeral pillar. 
The tongue defect of triceps aponeurosis repaired. 
Wound closed in layers. 

17 1.598 >0.05 
Onset 

MEPI score 
Final follow 

6 days 
10.30 0.553 0.05 

70.83 
up 

Discussion 
DeSault in his original article said "If fingers, placed before 
or behind, press on the limb in the direction of longitudinal 
fracture, the condyles will be separated from each other, the 
one yielding in the outward and the other in an inward 
direction leaving a fissure or opening between them, the part 
at the same time expands in breath. 
When we take hold of condyles, in each hand and endeavour 
to make them move in an opposite direction, they can be 
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n t allenatinci orn Ant a kw.anl, anl it thoin 
sut la es louh, a manlest repitatm hear

va nhieved atisfactory range of motion and no 
ignilicat wenkness or lnatabiliny reselted by these methods. 
ut ichel A Perry' nid that it remlts in an unstable etbow. 
Hence, this technique ia well suited fot the elderly and paticnt
motivation nnd coperation achieves good results 00, 

alIm eah tei anl the munmeral slall, wjth 
vamal gralon of udna and anm ajaY shtened, eilvw 

dened by comt lat sepa alion 
ltIunlejyndet mubl ot wy les aml tey sping Conelusto 

Intn articulnr fractures of distal humerus in adults are 
ncommon and are difficult fractures to treat. 
Functional outcome of intra articular fractures in adults 
nre gmd alter open reduction and internal fixation. 
Age of the patients did not affect the functional outcome 
afler open reduction and iternal fixation. 

Simple articular frnctures have better functional outcome 
than comminuted intraarticular fractures. 

I CnUial tu takc tna U(antci}Nstctur A TateTal) and 
utv1f omugr aphr he's ta dnut frature patten. ln 
uN's gis dinplauvmnI, diaosIs is easy but die to 

st utN, otIgn ol man mall agments are ditlicult to 
denut In cae ot un displaconi and mnimally displaccd, 

artal wnh lar tatwe should be 
gished tivn a suprAndy lar Itautunre 

dinee natwe ot this tiatune anmd raniy, cach casc* 

Period between injury and surgery had no effect on 

functional outcome. 
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Some at.empt a iniial reduction is madc bul permanent 
success is questionabic. Ilnd & finger novements ae started 

mediatcly Pendulum shoulder caercises are staried from 7- 
T0 day arnd one pain & swelling reduces ective extension is 
startcd 'sually fracturc unties in Six weeks & sling is 
discarded it tas been shown tha with intensive 
phy siotherapy rangr of motion incrcases in 3 w 4 months. In 
Brown d Morgan eries, the average range of notion was 
0°. 
One author odficd tus methd by apply ing a lasee wooden 
carpenterS clamp to cond les & suspcnded il from the neck 
The clamp was ightened as the swelling decreased. It has its 
inhereni dangers & due to patiernls no-acceptaCe it ws 
disearded. Watson Jones said residual loss of extension was 
due to extensive antcrior tilt of condy les 19), 
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A COMPARATIVE STUDY OF TREATMENT OF COLLES FRACTURE CLOSED REDUCTION AND PERCUTANEOUS KIRSCHNER WIRE FIXATION WITH PLASTER CAST VERSUS CONVENTIONAL PLASTER CAST IMMOBILISATION 
Anil Kumar S. D 
'ASsIstant Professor, Department of Orthopaedics, Mount Zlon Medical College, Adoor. 

ABSTRACT 
ACKGROUND 

Displaced Colles fracture are generally treated by manipulation and below elbow cast application. Malunon is a common 
complication resulting in pain, midcarpal Instability and posttraumatic arthritis. Fracture stablisation by pinning with K-wire is 
an easy and less traumatic procedure, which helps to prevent dislodgement of the fracture thereby minimising complications. 
The aim of study is to evaluate functional and anatomical results of the Colles fractures treated by two methods a) cosed 

reduction and percutaneous Kirschner wire (K-wire) fixation and plaster cast, b) cosed reduction and immobilisation with 
short-arm plaster cost for 6 weeks. 

MATERIALS AND METHODS 
A randdjsed prospective comparative study was done from August 2013 to July 2015 on 60 patients with Colles fracture 
attended ortho OPD Mount Zun Medical College, Adoor. All patients completed followup. The group treated by dosed reduction 
and percutaneous Kwire fiation with plaster cast (30 in number) formed as Colles Group x. The group treated by dosed 
reduction and short-am cast for 6 weeks (30 in number) formed as Colles group Y. 

RESULTSS 
Union time for most of the fracture is 6-9 weeks. Anatomical function result satisfactory 70% with Coles group X, Colles group 

Y, it is 30%. Functional result satisfactory 80% in Colles group X. I on 20% in Colles group Y. Complications seen much 
more in group Y than group X. Samiento and Latta's criteria was used to evaluate the progress. 

cONCLUSIONS 
1. Good anatomical position in percutaneous pinning with K-wire. 

2. Good functional results in percutaneous pinning with K-wire. 

3. Late collapse at fracture site is less in percutaneous pinning with K-wire. 

KEYWORDs 
ercutaneous Pinning, Late Collapse, Colles Fracture. 

OW TO cITE THIS ARTICLE: Kumar ASD. A comparative study of treatment of Colles fracture dosed reduction and 
ercutaneous Klrschner wire fixation with plaster cast versus conventional plaster cast Immobilisatdon. J. Evid. Based Med. 
ealthc. 2016; 3(87), 4737-4741. DOI: 10.18410/jebmh/2016/999 

BACKGROUND However, keeping the fracture in reduced position by 
external splinting alone is not always possible and invariably 
results In malunion, radial shortening and dislocation of 
inferior radiounar joint. Anatomical defomity with colapse 
occuring in Colles fracture is due to metaphyseal bone loss 
within two weeks of fradture 

Defomity, displacement and comminution of bone in 
Colles fracture are the problems of orthopaedic surgeons as 
Uhey tend to heal with malunlon. The conventional method 
of treatment cannot maintain alignment as regards radial 

length and angulatlon in many cases leads to gross 
deformlty of fracture slte and functional disability. Dorsal 
angulation' can disturb radiocarpal function and reduces the 
range of motion. Dccreased radial inclination or radial 
shortening may results in poor hand and wrist functions. 

Prevlous studies also shows that prevention of radial 
collapse Is one of the most crucial factor in rcgaining 
functlon of hand and wrist and radial shortening of more 
than 4 to 6 mm compromlses function especially at the distal 
radioulnar joint.2 

The Colles fracture is the most common skeletal injury in 
persons over 50 years of age and especially In women. This 

suggest an assocdaton wlth osleoporosis and it reprcsents 

about 60% of fracture of radius in this age group. These 
fractures are easily reduced by traction and manipulation. 
This conventional dosed reduction and immobilisation with 
plaster cast is the common modality of treatment of Colles 
fracture. 
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Evaluation of Outcome 

Anatomical Outcome Good FallPoor Stage 
Preoperative 
Postoperative 

Excellent 
Anatomicai outcome of each procedure was graded and 

compared by radioiogicai criteria outined by Lidstrom as 
modified by Sarmiento and Latta.10 

0 12 18 

7 6 3 
Final 

Anatomical 4 6 3 
Functional Outcome Score 
Functional outcome of each proondure was evaluated and 

compared by functional ariteria outlined by Gartland and 
Werley as modified by Sarmiento. 

Find 
Functiohal 10 14 2 

Score 

Table 5. Distribution of Anatomlcaland 

Functional Results According Samlento and 

Lotta's Criteria (Colles Groups Xn-30) 
RESULTS 
At the end of follow up, the resuts were evaluated both 
radiologicaly and functionally with the help of prefixed 
criteria. 

Excellent Good Fall Poor 
Stage 

Preoperative 
Postoperative 

6 23 
6 

OBSERVATIONS AND ANALYSIS 

2 14 Anatomical results were evaluated by radiologic means in 

anteroposterior and lateral views of the involved wrist joint 

and then comparing with that of normal side. Mean follow 

up time was 9 months (6 months to 14 months). Functional 

outcome was based on the pointing system desaribed by 
Garland-Werley as modified by Sarmiento. The important 

complications observed in percutaneous K-wire fixation 

group ) was pin tract infections. The Important 

complications of group Y were deformity of fracture ste, 
stiffness, reduced grip strength, late ollapse and reflex 

syrnpathetic dystrophy. 

Final 

Anatomical 1 15 6 

SCore 
Final 

Functional 1 5 15 9 

SCore 
Table 6. Distributlon of Anatomlcal Area 

Functional Results According to Sarmiento and 

Latta's Criteria (Colles Group Yn-30) 

Group Y 
FrequenCY 

Group X- 
Frequeny 

27 
33 
40 

| 100| 

Age Anatomical Colles Group X Group Y 
Result 

50-60 
60-70 

L70-80 
Total 

20 
40 
40 

100 

96 Frequency % 
3 

3 
FrequendCY 

Excellent 
7 46 

20 
30 30 Good 

5 50 Table 1. Age Distributions of Patiens Fair 
10 20 

Poor 
Age Group X (n-30) Group Y (n-30) 

Frequency 

10 
Total 30 100 30 

Frequency 
Table 7. Comparison of Anatomical End 

Results Between Two Wrists 
12 40 Male 

Female 
Total 

Table 2. Sex Distributions of the Patients 

60 
100 

73 18 

30 100 30 

Fractional Colles Group X. Group Y 

Result Group X (n-30) Group Y (n-30) 
22 

Censa 
Domestic fall 26 

RTA 

Frequency Frequency % 
10 

87 74 
33 8 

30 
Excellent 

Good 
Falr 

13 47 
100 30 

Table 3. Distribution of Mechanism of Injury 
Total 100 

50 

Poor 30 

30 100 100 
Table 8. Comparispn of Functional End Result 

Between vo Wrist 

Total 30 
Fracture Group X (n-30) Group Y (n-30) 
TYpe 

FrequenCy 
2 

%Frequency % 
30 
18 

40 3 

19 
23 
10 

100 
Table 4. Distribution of Type of Fracture 

0 
100 Total 30 

Evi1 Barnd Mas Healthe., pISSN- 2349-2562, elSSN- 2349-2570/ Vol. 3/1ssue 87/0ct. 31, 2016 Page 4739 



Jebmh.com 
Original Article 

Result 
of complication is much higher. Among the patients of group 
Y, there were loss of reduction in 16 patients, whlch 
subsequently led to various disability like persistent wrist 
pain, stiffness of wrist and fingers and reduced grip strength. 

It is also seen that late- collapse in group Y were in 15 
patients (50%), very similar to Gartland and Werley's 

serles, This resulted more resident anatomic deformlty and 
functional disability. These complications were managed by 

adequate physiotherapy. 
In my study, anatomical results satisfactory 70% of 

group X and 30% of group Y, functional results 80% of 

satisfactory for group X and 20% for group Y. AIl these 
anatomlcal and functional results corelate with the study of 
Max Scheck and Gartland and Wertey's series Rodrigver 
Merchan ECarlos and Azzopardi T, Abela M shown this 

Colles Group X | Group Y 

Numbers Numbers 
Satisfactory 

(Excellent and 
Good) 

Unsatisfactory 
(Fair and Poor) 

Table 9. Comparison of Overall Evaluations of the 

24 5 20 

6 20 24 80 

Patients of Both Wrists 

DISCUSSION 
In middle-aged and elderly patients, Colles fracture Is the 
most common bone injury. But, there are different opinions 
regarding the best treatment of this fracture. The 
conventional method of treatment usually cannot maintan 
dorsal angulation, congruity of distal radioulnar joint due to 

adial shortening in many cases results in significant 
anatomic disability and functional disability. In case of CMR 

with K-wire fixation can maintain the reduction till 

results.67 

agree with most of the authors that correction and 
malntenance of anatomical landmark like radial length, 
radial angle and dorsal angle are the major factors to regain 
hand and wrist function. union and provides better result. Though anatomical and 

functional results do not correlate completely, however, 
outstandingly good anatomical restoration by fixation 
method In variably yields a fine functional result,(1) whereas 
very poor anatomical results are associated with poor 
functional results. If there is initial radial shortening 
according tw Abbaszadegan et al, it is the best predictor of 
future instability, so more importance has been given on the 
prevention of rådial oollapse than on the reduction of radial 
angulation and dorsal angulation." In CMR and external 
splinting, it is diffiaut to maintain original radial length. Late 
Collapse is a common complication of this. 

Additdonal fbxation offers persistence of reduction in 
neutral position and maintenance of dorsal angle and allow 
full motion of fingers. Athough, the use of an extemal devlce 
is a useful modality of achieving this result. Percutaneous K- 
wire fixation is such a device that can serve this purpose 
very efficiently till healing of the frocture is complete. Many 
studies have substantiated these findings.2,3,5,14 The results 
in the present series also demonstrate that simple 
pcrcutancous fixation by two Kirschner wire can successfully .intain reduction in most displaced Colles fracture with a 
very low incidence of complications and unsatisfactory 

cONCLUSIONS 
1. Good anatomical position in percutaneous pinning with 

K-wire. 
2. Good functional resuts in percutaneous pinring with 

K-wire. 
3. Late collapse at fracture site is less in perautaneous 

pinning with K-wire. 
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AINICAL STUDY OF OPERATIVE TREATMENT FOR LUMBAR INTERVERTEBRAL DISC OLAPSE 

A 9Ntant Professor, Department of Orthopaedics, Mount Zion Nexdical Colle'ge, Adoor. 

AUSTRACT 
BACKGROUND 

Amongst painful discases, sciatica occupies a foremost place by reason of Its prevalence, Its production by a great varlety o conditions, the great disablement it may produce and Its tending to relapse all of which have led to lts recognitlon as one of the great scOurges of humanity. Intervertebral disc prolapse Is the Important and common cause of low back paln and sclatica, 
Here, the subjéct of laminectomy and discectomy In the treatment of proven Intervertebral disc prolapse In the lower lumbar region Is reviewed and lts results examined. 

AIM OF STUDY 
This study was undertaken In order to evaluate the followng objectives. 
PRIMARY 
Analysls of clinical parameters and per operative findings of lumbar intervertebral disc prolapse. 

SECONDARY 
Analysis of clinical parameters and surgcal outcome in lumbar Intervertebral disc prolapse with respect to Improvement in pain 
and neurologlcal status. 

MATERIALS AND METHODS
The stucdy was tndertaken In 22 patients whc atended the Orthopaedie Department of Mount Zlon Medical College, Adoor, 
between August 2014 to July 2015. All of them were suffering from a prolapsed lumbar vertebral disc as shown by clinical 
examination and investigations. Lumbar laminectomy and discectomy constituted the operative procedure for all of them. 

ESULT 
In acute onset cases and cases with short duratlon, results were good. By six months, 80% of patients recorded of good pain 

relief, 80% of patients returned to work within six 6 months, 60% of patients showed good neurological recovery by 6 months. 
Laminectomy and discectomy in proven cases of lumbar Intervertebral disc prolapse Is a rewarding procedure. LT definitely 
relieved paln in all cases and Improved morbldity and neurologlcal deficits in most of the cases. 

cONCLUSION 
Laminectomy and discectomy Is an effectlive method o 
The procedure is ldeally done in those with the disc prolapse proved with the help of investigations. 
A cOurse of conservative treatment should be tried inltally. 

The subjective relef of pain Is taken as the most important factor In dectding the result of treatment. Good result is seen in 
those with shorter duration of symptoms. In those with acute onset of symptoms, the results were good. 
With passage of tume, there was Increase In percentage of good results of paln rellef. Neurological recovery starts by 4 weeks 

treatment In hernlatior of lumbar intervertebral disc. 

to 12 weeks. 

KEYWORDS 
Laminectomy and Discectomy, Hemlation of Lumbar Intervertebral Disc, Magnetic Resonance Imaging, Straight Leg Raising 

Test. 
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INTRODUCTION: Amongst painful diseases, sciatica 
OCcuples a foremost place by reason of its prevalence, its 

production by a great varlety of conditions, the great 
disablement it may produce and its tending to relapse all of 
which have long age led to Its recognition as one of great 

scourges of humanity. It has been known as long as 
medicine has been studied, but it has only been recognised 
as a clinical entity since the Ilalian physician Dominic 

Evid. Based Med. Healthc., pISSN-2349-2562, elSSN- 2349-2570/ Vol. 3/Issue 75/Sept. 19, 2016. age 4053 
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chlade Nervosa toentaru," 
Ivetebal dsc prolapse is the imporlant and 

lncluslon Crltela: 
I patients ullng DI polaped lunbar 

wnnmon caue of low Dack paln and sclatica, Though anon tal dition, it causes much morbldity and uns a very Orolonged COurse. One ot the major causes of lo, of 
manpower and man hour In Industry Is the back and legpaln. Hence, t demands much attentlon from the autlhor itles and 

Inteivetelral dic. 
2. All Patients Iad pali altcr lx wreks of conseivative 

trcalment. 
Lamlnectomy and lirctomy clonc In all patients. 

Lxcluslon Crlterla: Isa suitable fleld of research. 
More often, the patient with back and leg paln comes to 

the orthopaedic surgeon only after many consultatlons with 
the general practitioner. The neurosurgeon takes a deflnite 
role in the surgical treatment of disc prolapse. But, still the 
maln stay of treatment Is with the orthopaedic surgeon slnce 
the disc prolapse causes problem not only wIth the root, but 
with the Integrlty of the vertebral column. So, every 
orthopaedic surgeon has to be well-versed with varlous 
aspects of lumbar Intervertebral disc prolapse, 

Various causes of back and leg paln other than lumbar 

intervertebral disc prolapse has to be thought of. Here, one 
has to think of problems of gynaecology, sacrolllac 

subluxaton, postural fault, congenital anomalles, fasclitis, 
contractures, spastlc plrlformls, thickened llgamentum 
flavum, narrowed intervertebral spaces and splnal canal 
stenosis due Is a Varlety of causes. The orthopaedic surgeon 
recognises the aetfologlcal features of the symptom complex 
and chooses from a wide varlety therapeutic measures In 

prescribing for his patient. The subject of laminectomy and 
discectomy In the treatment of proven Intervertebral disc 
prolapse In the lower lumbar region Is revlewed and Its 

1. Age below 20 cxcluded. 

2. Age above 60 excluded. 
3. Falled back wlth multlple reasons cxcluded. 

1. Patlents with systemlc rheumatlc dlseascs excluded. 

All of these patlents had severe paln and were forced to 
stay In bed. They were unable to move about without pain 
even to the bathroom. Inltlally, all of them underwent 
varlous modes of treatment, which included indigenous 
methods like massage, oll appllcation or manipulation or 
drugs, skln tractlon, spirnal support and local infiltratlon from 
a doctor of modern medlcine. Fifteen of them had recelved 
epidural Injectlon with nornal saline, local anaesthetlc and 
hydrocortisone acetatc. Almost, all patdents had sclatca. 
This was bllateral In 5 patients and two were shown to have 
a central disc prolapse during operation. The patients under 

this study were unable to pursue their occupation. 
In the history, the mode of onset of symptoms was 

noted as to whether acute or Insldlous. Any related trauma 
was enqulred. The aggravating and elleving factors for paln 
were noted. The nature of occupatlon was recorded 
according to whether of a physlcaly demanding type or 

sedentary. All the female patlents were housewives. 
General examinatlon was made with special note in the 

buld of the patlent and the welght was recoi ded. Almost, all 

patlents had very good physlque. The spine was examined 
systematically. All the patients had a guarded gait with thhe 

hip and knee kept In mild degrees of flexlon. Any tilt of 
lumbar spine was noted as to its presence and side. 

Paraspinal muscle spasm, tenderness in the lumbosacral 

Juncton and restriction of movements of the lumbar spine 

was noted In all cases and were comparable. 

results examined.1,2,3 

AIMS OF STUDY: This study wàs undertaken in order to 

evaluate the following objectlves." 

Primary: 
1. Analysis of clinical parameters and per operative 

findings of lumbar intervertebral disc prolapse. 
Determination of efficaoy and role of dlagnostic 
studies like Myelography, computerized Tomography 
and Magnetlc resonance Imaglng. In terms of 

accuracy Indices like senstlvely specificity and 

predictive value of positive test In lumbar 

intervertebral disc prolapse by corelating thelr 

results with surgical findings. 

2. 

The straight leg raising test was performed and the 

degree recorded. This was used to group patients and assess 

the improvement. 
The neurological status of the patient was assessed. 

The absence or blunting of sensation was recorded 

according to the dermatome. The presence of wasting and 

motor weakness was hoted. The extensor hallucis longus 
weakness Indicated the level of lesion, the deep tender 
reflexes were ellcited and any differences noted. Any 
weakness of the ankle or knee jerk was of Importance. No 

patients of this series had any bladder or bowel dysfunction. 

No difculty in sexual function complained of. 
Hips and saçroilac joints were examined to rule out any 

pathology at these sites. A systemic exarnination was carried 
out with speclal reference to the gastrointestinal tract and 

genitourinary traet. From the findings, the clinical level was 
Identifled, Any contraindication to a major surgical 

Secondary: Analysis of clinlcal parameters and surgilcal 

utcomeIn intervertebral disc prolapsed with respect to 

mprovement In paln, morbldity and neurologlcal status. 

AATERIALS AND METHODS: The study was undertaken 

22 patients who attended the Orthopacdic Department 
1ount Ziorn Medical College Hosptal, Adoor, between August 

014 and July 2015. All of them were suffering from 

rolapsed lumbar intervertebral disc as shown by clinical 

xarninatlon and investigations. 

procedure was noted.6 
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Original Article nteroposterior and lateral plain roentgenograms of the ar spine were taken. Any other pathology as source of AID or concomitant lesion ,was ruled out. They were eated for the presence of features of degenerative disc disorders (disc space narrowing, osteophytosis, traction spurs, facetal hypertrophy and retrolisthesis and vacuum sign) and anomalies of bony segmentation. The maln diagnostic studies include myelography, computerized tomography (with or without contrast) and Magnetic Resonance Imaging. Because these investigation were mainly done outside the institut.on, the selection of particular investigation was at random and dependent mainly on the finandal status and affordability of the patient. These results were analysed and help from the Radiology Department was sought in cases of difficult interpretation. Myelogram was evaluated for signs of filling defect and 
root compresslon or cut off. Computerized tomography and 
MRI were studied in detail inciuding level of disc protrusion (single or multiple). Location, containment and extent thecal and nerve root compression. The states of disc 

hydration was observed in MRI. The levels of disc prolapse 
as revealed by diagnostic studies were recorded.59,10 

Patients were given bed rest. All of them had already 
received enoubh of various types of conservative treatment 
with no sustained relief. Operation as a methed of treatrment 
was suggested. Various aspects of this form of treatment 

were disaussed with the patient. Patient was assessed for 

after 6 months. All the patients regularly attended the followup. The percentage of investigation used in Table 1. 

Method of Investigation | Number Percentage Myelogram 4 19 
C 4 19 

CT Myelogram 

MRI 13 57 
Table 1: Investigations 

The Investigation findings 
intraoperative findings in Table 2. 

Compared with 

Tnvestigation False Positive False Negative 
Number Percentage Number Percentage 

4 MRI Nil Nil 
CT Nil Nil 1 

Cr 
Nil Nil Nil Nil 

Myelogram 
Myelogram Nil Nil Nil 

Table 2: Comparíson between Investigative 

Nil 

and Intraoperative Findings 

Level of prolapse was compared in Table 3. 

Lovel of Disc Number Percentage the fitness of operations, presence of any foaus of infection 
and the local condition of skin was also noted. At least two 

2-3 

3-14 
units of blood were made ready. 

Lumbar laminectomy and discectomy constituted the 

operative procedure. General anaesthesia was used in all 
patients. Knee chest position wa_ used with pillows under 
chest and pelvis to leave the abdomen free. 

Postoperatively, patdent was placed under close 
observation. All patients had some difficulty In passing urine 
in the immediate postoperative period. Some had features 

of intestinal ileus also. They responded to usyal measures of 

treatment and were not a problem later.1 

The patient was allowed to turn in bed by himself on 
second day. From 4 or 5 days postoperatively, he was 
allowed out of bed. Sutures were removed on the tenth day. 
Then on, exerdses of the spine were started as tolerated. 

Usually, they were discharged on the tenth day. 
Assessment was made on 10th day as to subjective 

relief of pain and any neurological deficits getting improved. 
Patients were asked for review at 4 weeks, 8 weeks, 3 

L4-L5 63 

L5-S1 22 
Table 3: Pattern of Level of Disc 

Presentation of disc usually shoulder (Lateral to root) 
are shown in Table 4. 

Type of Prolapse 
Lateral to Root 

.Medial to Root 

Number Percentage 

23 

Central 10 

Table 4: Type of Prolapse 

The nature of root involvement was noted. Majority 
were found to be pressing on the root as shown below. 

The common intraoperative complication was dural 

tear. The CSF leak stopped by repairing the dura. Later, it 

caused no problem. The list of Intraoperative complication 
months and 5 months. 

Based on these data, proforma were made and data 
were compiled to come to conclusion,12,13,14 

shown in Table 5. 

Complication Number Percentage OBSERVATION AND ANALYSIS: In this serles, 22 
patients with lumbar intervertebral disc prolapse, which 

proved either by Myelography, CT, CT with contrast or MRI 
studied prospectively with laminectomy and discectomy as 
the treatment in all cases. Assessment was done initially at 
10th day and followup at 4 weeks, 8 weeks, 3 months and 

Dural tear 15 

Neural injury 

Missed level 

Table 5: List of Intraoperative Complication 
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e majority of patients postoperatively complains of AY retention. Twenty percent of patients developed mild stinal illness. Wound infection and wound gaping was elow0%. Table 6 show the frequency of postoperative complications. 

Originai Article 
Duration of 
Followup Good (%) |Moderate (%)Poor 

10 days 
100 

4 weeks 
10 90 

8 weeks 50 50 Complications Number | Percentage 
3 months 

23 
Urinary retention 6 monthss 15 10 

Table 10: Duration and Neurological Improvement| 
32 15 

Wound infection 
18 

Wound gaping 
Intestinal ileus DISCUSSION: The prevalence of leg and back pain in the 

general popudation is very high. It is said that above 50% of 
the population has back pain during their lifetime. It is the 
cause of considerable disability and loss of work resulting in 
economic hardshlp to the patients. 

Cauda equina syndrome 

Thromboembolism 
Discitis 
Table 6: Postoperative Complications The results of conservative treatment were not 

satisfactory and sustained. It is prolonged and costly ina 
proved case of intervertebral disc prolapse in the lumbar 
region. Removal of the disc brings about considerable relief 
of symptoms. Disc surgery began to be popular after the 

report of Mixter and Barn. In this study, L4-LS disc was 
maximally involved (63%) followed by L5-SI (22%), L3-L4 

and 2-13 disc were minor contributions. Out of these, 38% 

Duration after Good Moderate Poor 
Laminectomy . 

and No. Per.| No.| Per.| No. Per 
Discectomy 

Date of discharge| 

(10th day) 
4 weeks 1 
8 weeks 

17 76 19 

20 90 

14 
of patient had neurogenic laudications. 

Regarding clinical findings and surgical corroboration, 
weakness of extensor hallucis longus was found to be 90% 

correlating with L5 root involvement. L5 sensory deficit was 

found to be strong evidence of L1-L5 Icvcl prolapse. Sensory 

7 
1 12 | 3 monthis 

6 months 18 81314 
Table 7: Ralief of Pain 

involvement in SI dermatome was found in both L5-SI and 

Neurological improvement is shown below in table 8. L4-L5 prolapse. So, SI sensory changes require full 

interpretation. 
Unilateral absence of ankle jerk was fully consistent with 

SI nerve root involvement and L5-SI disc prolapse. Knee 

reflexes was diminished only in high lumbar disc prolapse. 

Duration after Good Moderate Poor 
Laminectomy 

and No. Per. No. Per. i No. Per. 
The most cormmon plain x-ray findings were reduction in disc 

space and obliteration of lumbar lordosis, The list of spine 

helped to know the type of disc prolapsed whether auxiliary 

or shoulder. This was 80% consistent with diagnostic study 

Discectomy 
22 100 Date of 

discharge 
10 20 90 

01150 11 50 
15 16 725| 23 

6 months 10 45| 10| 4512| 10 
Table 8: Weurologkcal Improvement 

4 weeks 0 2 
and surgery. 

8 weeks 
3 months 

Another part of study was to know accuracy of 

diagnostic studies in relation to per operative findings. But, 
most of the patients were done MRI investigations, so.a 

comparison between MRI CT Scan and Myelogram may not 

be accurate. MRI is found to be 100% sensitve in 
The percentage of pain rellef with each followup is 

hown below in Table 9. 
demonstrating disc prolapses. This may be due to depiction 

of mild and early disc herniation because of its superior soft 

tissue resólution. CT has least sensitivity of the three studies 

with high false negativity. Because of high sensibivity, MRI 

had the highest Incidence of false positvity whereas 

Myelogram has less false positivity. So, the predictive value 

of positive test was found to be highest with Myelogram and 

Duration Good (%)| Moderate (o)| Poor (%) | 
10 days 76 19 

4 weeks 90 

8 weeks 32 63 

3months 
5 months 

Table 9: Pain Reliefand Duration of Followup 

lowest with MRI. 
The nerve root involvement as revealed by imaging 

study was compared with surgical findings. Myelogram 
showing Root compression or cut off has the highest 

correlation. MRI ranks second and CT could not give exat 

details about nerve root compression in many cases.s o 

81 14 

The percentage of neurological improvement in each 

lowup is shown below in Table 10.
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n this study, there were more patients with durationof kom less than 2 years. In the final assessment of pain lief arid neurological deficit improvement, this was found tose significance. With duration of less than 6 months, there was 60% good results in the follow up. This may be due to the fact that here was not secondary changes in the facet joints, but in those with more than 2 years, there was 20% of poor results. This indicates that the duration of disease should be taken into consideration in planning treatment 
The quality of relief of pain was noted to get increased with passage of time. The 5%% good result within 10 days, 54 % good results within 3 months and 81% good results within 6 months. 5%% of patients show no pain relief after 3 

months or fresh pains after 3 months. This is due to the fact 
that witth removal of disc, the body of vertebrae comes close 
to each other and causes increased strain in the facet joint. 
To prevent this, the regular practice of spinal exercises 
maybe of value. 

The improvement of neurological deficit was found to 
be increases with time. The percentage of good result at 10 
days was nil at 4 weeks, 10% at 8 weeks, 50% moderate 

Original Article 
cONCLUSIONS: 

MRI s 100% sensitive in diagnosing disc disorders. It depicts early mild disc prolapse. It has h1gh false positivity when correlated with surgical findings. Laminectomy and discectomy is an effective method of treatment in herniation of the lumbar intervertebral 
disc. 

.The procedure is ideally done in those with the disc 
prolapse proved with the help of investigations. The 
level and side of lesion should be identified. 
The indications of surgery should be present. 
A Course of conservative treatment should be tried 

initially 
Laminectomy and discectomy has to be carried out in 
a well-equipped theatre by trained personnel. 
The subjective relief of pain is taken as the most 
Important factor in deciding the resut of treatment. 
Good result is seen in those with shorter duration of 

symptoms. 
In those with acute onset of symptom, the result were 

good. 
With passage of time, there was increase in the 

percentage of good results of pain relief. 
The neurological recovery starts by four weeks to 12 

improvement. This 9et increased at 3 months to 72% 
moderate Imprbvement This make marked improvement by 
6 months showng good improvement of 45%, moderate 

improvement of 45% and only 10% of poor status. 
The mode of onset was insidious in majority of cases. 

The acute cases amount to be about 46%. Of these, 60% 

had good improvement of pain at final follow up. This may 
be due to the fact that in acute attack, palient had taken 
rest and seeks medical advice early with insidious onset 

weeks. 
By 6 months, 60% of good neurological recovery was 

obtained. 
80% of good improvemenl in mnorbidity by 6 months 

after operation. 
By 6 months, 80% of patients returned to their jobs 

without pain. 
cases. The percentage of good result was 40, but the acute 
onset patient had 30% of good neurologral recovery. In 
insldious onset, 40% of good neurological rècovery percent. 
This may be due to the fact that wlth sudden prolapse there 
is more damage to the nerve roots. 

The SLR test has a value in the improvement of pain. 

Those with less than 30° had 60% of good results in contrast 
to 50% in other groups. The nerve root involvement as seen 

during operation has some role in the neurological 
improvement. In those with nerve root adherent to the disc, 

60% remained without neurologlcal improvement. While in 
those with only pressure on the nerve root, there was 60% 

good improvement. 
In this series, patients with sedentary occupation were 

able to pursue the same job. Those with jobs, which were 

physically demanding had to change to less strenuous 

oceupation in the same surroundings. 
In this study, 80% of patients had good improvement 

in morbidity and can return to work within 6 months. They 

can do works without pain. The quality of life of 80% of 

patient was same as before the very onset of disease. Poor 

improvement was seen in 10% of cases. Moderate 

improvement in 30% of patients. 

In conclusion, proper selection of cases and proper 

procedure in expert hands brings rewarding benefits for 

patients by laminectomy and discectomy in proved cases of 

lumbar intervertebral disc prolapses.17,18, 19, 
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