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Lumber disc surgery is the most common surgical proce-
dure in patients with back and leg pain. Although the 

increased effectiveness of lumbar disc surgery with many 
new technical and surgical methods, continuation or recur-
rence of complaints emerges as an important complication 
of primary surgery. Causes of failure in lumber disc surgeon 
can originate from  epidural fibrosis, arachnoiditis, foram-
inal stenosis, and segmental instability.[1-3] Recurrent disc 
herniation is defined as disc herniation seen in the same 
level after a painless period of at least 6 months following 
the first surgery. Recurrent herniation may be on the same 
or opposite side.[4, 5] Following primary discectomy, 10-30% 
of patients continue with back or leg pain, but recurrence 
rate after microdiscectomy is between 3.5%-10.8% and 
this rate will increase if postoperative follow-up period is 

increased.[6] Diabetes, obesity, smoking, trauma, male sex, 
weightlifting, the size of the annular tear, amount of prima-
ry disectomy, and end plate degeneration may be associ-
ated with recurrence.[7] The optimal treatment of recurrent 
disc herniation is still controversial. Some surgeons choose 
simple discectomy again, while some surgeons advocate 
fusion surgery. Because recurrent disectomy (ipsilateral/
contralateral) requires more disc and posterior spinal com-
ponent removal (lamina and/or facet joint), recurrent dis-
cectomy will increase the likelihood of segmental instabili-
ty and due to scar tissue; dural tear, and nerve injuries may 
be greater at simple rediscectomies, some surgeons sug-
gest fusion surgery at first recurrent, regardless of whether  
instability.[8]

Objectives: The results of surgical treatment for recurrent lumbar disc herniation using repeat microdiscectomy were 
analyzed. In addition, the recurrence of lumbar disc herniation was evaluated according to age, gender, surgical disc 
segment, recurrence development time, and the type of modic change observed. 
Methods: Between 2012 and 2016, 40 recurrent lumbar disc herniation cases were operated on in the clinic.  The pa-
tient charts were analyzed retrospectively.
Results: Of the total, 17(42.5%) of the patients were female and 23 (57.5%) were male. The age of the patients ranged 
from 28 to 71 years (mean: 48±10 years). The interval between primary surgery and the development of recurrent 
herniation was between 6 and 60 months, with a mean of 19 months (19±16) months. The distribution of the operated 
level was as follows: 26 (65%) at L4-5, 11 (27.5%) at L5-S1, 2 (5%) at L3-4, and 1 (2.5%) at L2-3. In 85% of the cases (34 
patients), there were modic changes in the first surgery.
Conclusion: Recurrent lumbar disc herniation is an important problem in spinal surgery. In this study group, a mean 
of 48 years of age and modic changes in the primary surgery were observed. At the postoperative 19th month, the 
probability of recurrence increased. In cases where spinal instability is not detected, successful pain control can only 
be achieved with repeat microdiscectomy.
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In our study, we aimed to relate the recurrence of lumbar 
disc herniation with age, gender, surgical disc distance, 
recurrence development time and type of modic change. 
Also we evaluated the surgical treatment results with re-
current lumbar disc herniation by re-microdiscectomy.

Methods
Between 2012 and 2016, 40 recurrent lumbar disc hernia-
tion cases (41 surgical interventions)  were operated  in our 
clinic. The patients were followed-up and their charts were 
rewieved in a retrospective manner.

The inclusion criteria for this study were; 1) At least 6 
months pain-free period after first surgery, 2) Radicular 
pain that does not respond to conservative treatment and 
requires surgery, 3) Ipsilateral herniation at the same level 
as the first surgery. Preoperative contrasted and non-con-
trast MRI has done all the patients for differentiation be-
tween the scar and the peridural fibrosis. For the evaluation 
of segmental instability, dynamic X-ray performed to all 
cases. One of the cases is second recurrent and other cases 
were first recurrent. 39 cases without instability were treat-
ed with re-microdiscectomy, 1 case with instability was 
treated with re-microdiscectomy and posterolateral stabi-
lization, and 1 case with second recurrent was treated with 
re-microdiscectomy, posterolateral fusion and TLIF (Fig. 1). 
Preoperative and postoperative pain (early, the 6th and 
12th months) was assessed with visual analog scale (VAS). 
The patients were evaluated for their age, gender, surgery 
applied segment, between the first surgery and recurrent 
interval and preoperative modic changes. Results were sta-
tistically evaluated with paired t test and Tukey test. P value 
was considered significant under the 0.05.

Results
17 (42.5%) of the cases were female and 23 (57.5%) were 
male. The ages of the cases ranged from 28 to 71 years 
(mean 48±10). The interval between primary surgery and 
the development of recurrent herniation was between 6 
and 60 months, with a mean of 19 (19±16) months at the 
most. All of cases had radicular pain and laseque test posi-
tivity (Table 1).

The distribution of the operated levels was as follows; 26 
at  L4-5 (65%), 11 at L5-S1 (27.5%), 2 at L3-4 (5% ) and 1 at 
L2-3 (2.5%) (Table 2). 85% of cases (34 cases), there were 
modic changes in the first surgery. Preoperative VAS score 
was detected as 8±0.2. Postoperative early VAS score was 
detected as 1±0.2, and  postoperative 6th month 1.5±0.3, 
and postop 12 months 2±0.3. Peroperative dural injury oc-
curred in 1 case (2.5%) and spondylodiscitis in 1 case (2.5%).

Discussion
In our study, we aim to relate the recurrent of lumbar disc 
herniation with age, gender, surgical disc segment, recur-
rence development time and type of modic change. 

According to the literature information, 10-30% of patients 
who underwent lumbar discectomy still complain leg and 
back pain, but recurrent disc herniation rate is 5-15%.[9] 
Most common manifestation of recurrent disc herniation is 
pain. This pain may be like to preoperative pain or it may 
be different, and it spreads dermatomal.  Motor and sensa-
tion deficits, reflex decrease, cauda equina syndrome and 
neurogenic claudication may be accompanied by pain. Be-
cause it  manifestation of recurrent disc herniation likes to 
the other spinal pathologies(lumbar stenosis, segmental 
instability, peridural fibrosis), differential diagnosis is of-
ten difficult.[9] Lumbosacral x-ray, lumbar intratechal con-
trasted CT, lumbar CT, myelography and ENMG are used 
in diagnosis of lumber disc herniation. Contrasted and 
non-contrasted MRI give most information about recurrent 
disc herniaton. MRI also reveals signal changes at the disc 
segment.[9, 10]  

Lumbar disc herniation is seen in 65-80% in males. In our 
study, we did not observe any significant difference be-
tween the male and female gender.  The lumbar disc her-
niaton is more likely (80-90%) seen in the L4-L5 and L5-S1 
segments due to their biomechanical effects. We found 
similar results in our study.

Related factors for lumbar disc herniation are trauma, 
age, gender, obesity, preoperative minor disc herniation, 
limited discectomy (versus aggressive), increased range 
of motion, smoking, occupational lifting, and more pre-
operative disc degeneration.[1, 11, 12] Kim et al.[13] showed a 
relation between the preoperative modic changes and re-
currence. Carrege et al. reported association between the 
annular competency amount after discectomy, herniation 

Table 1. Patients’ clinical manifestations

Clinical Manifestations Patients (%)
Pain in the foot (with or without back pain) 38 (95)
Motor defisicit 29 (72.5)
Sensitivity disorders 22 (55)
Neurogenic claudication 10 (25)
Laseque sign 30 (75)

Disc Level Frequency Percent (%)

L4-L5 26 65
L5-S1 11 27.5
L3-L4 2 5
L2-L3 1 2.5
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type and recurrence.[14] Postoperative biomechanical stress 
on the affected level also caused recurrent lumbar disc 
herniation.[13, 14] So,  segmental instability should be evalu-
ated before recurrent lumber disc herniation surgery. Disc 
degeneration has complex and multifactorial ethiologies, 
and with the age apoptosis increases at the intervertebral 
disc space.[15] Barth et al. showed increasing of end plate 
degeneration and disc dehidratation after surgery. At the 
standard discectomy, anulus incision and nucleus pulposus 
excision increases disc degeneration.[16]  Kim et al.[5] showed 
that decreased intervertebral disc level more stable than 
normal disc space, and less recurrence seen after primary 
surgery at this cases.

For treatment of recurrent disc herniation, choosing re-mi-
crodiscectomy or re-microdiscectomy with fusion is still 
controversial. Repeated spinal surgeries are more difficult 
than primary spinal surgery, because of indistinct anatom-
ical planes and perineural scarring tissue.  The risk of seg-
mental instability arises because of more lamina and facet 
joint tissue will be removed during repetitive discectomies. 
Because of the possibility of dural tear and nerve injury 
due to the scar tissue during the surgery, some surgeons 
suggest fusion surgery, regardless of instability is present.[8] 
Fu et al. suggested that re-microdiscectomy with postero-
lateral fusion in the treatment of recurrent disc herniation 
more effective in reducing pain than only re-microdiscec-
tomy. Fusion surgery has been associated with more blood 
loss, more operating time, more complications, and longer 
hospitalization time.[17] Complication rate of recurrent disc 
herniation is about 8-18%. The most common complica-
tions are dural tear and infection.[18] Our complication rate 
was 5% (1 case of dural tear and 1 case of spondylodiscitis).

In our cases, beside the preoperative contrasted and 
non-contrast MRI, we used lateral dynamic graphs to ex-
clude the presence of instability. We performed only re-mi-

crodiscectomy for our cases that had not have instability. 
Fusion surgery performed in addition to re-microdiscecto-
my for 2 cases that we detected instability. We found a sig-
nificant decrease in postoperative early period, 6th month 
and 12th month pain levels of our patients. Only re-micro-
discectomy complications in our cases were less than liter-
ature data.

Conclusion
We observed  a mean of 48 year olds,  have modic chang-
es and at postoperative nineteenth month patients prob-
ability of recurrence was higher. Surgery of recurrent disc 
herniation is more risky than primary surgery and requires 
more attention. Therefore, contrasted and non-contrast 
MRI should be performed for diagnosis and differential 
diagnosis of medical treatment resistant pain after a pain-
less period of at least 6 months following the first surgery. 
Recurrent disc herniation detected cases should be con-
firmed by lateral dynamic graphs for evaluate the instabil-
ity. If instability is not detected, successful pain control is 
achieved only by re-microdiscectomy.
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