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Objective: Our aim is to emphasize the importance of surgery along with the route of anesthesia 
and positioning of the patient during surgery when treating pregnant patients who present with 
progressive neurologic deficit and pain due to lomber disc herniation.
Material and Method: Patients in this study were already followed up by our obstetric department. 
After a conservative medical approach with analgesics, symptoms did not resolve and contrarily 
worsened progressively so they were referred to neurosurgery department. Three pregnant patients 
with lomber disc herniation were operated during pregnancy. Two of the three patients presented in 
their second (n=2) or first trimester (n=1) of their pregnancies. Indications for surgery involved cau-
da equina syndrome, progressive loss of muscle strength and pain resistant to conservative medical 
treatment. Two of the three patients presented with primary herniation and the third patient had a 
recurrent herniation. All of the three patients were requested to sign an informed consent form.
Results: Three pregnant patients were operated due to lumbar disc herniation and all the signs and 
symptoms of herniation resolved soon after surgery.
Conclusion: Surgical repair of lumbar herniation under spinal anesthesia is safe surgical treatment 
of choice in pregnant patients which prevents development of permanent neurological deficit and 
preterm delivery triggered by pain.
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Gebelerde Lomber Disk Hernisine Cerrahi Yaklaşım

Amaç: Gebelerde şiddetli ağrı ve nörolojik defisit nedeniyle cerrahi endikasyonu olan lomber disk 
hernisi olgularında uygulanacak anesteziyi, hasta pozisyonunu ve cerrahi yöntemin önemini vur-
gulamak istedik. 
Gereç ve Yöntem: Çalışmadaki olgular kadın-doğum kliniğince takip edilmekteydi. Analjeziklerle 
ve konservatif tedaviye rağmen, semptomları düzelmeyen veya ilerleyen olgular nöroşirürji kli-
niğine sevk edildi. Lomber disk hernisi saptanan 3 olgu opere edildi. İki olgumuz, 3. trimesterde, 
1 olgumuz ise 1. trimesterdeydi. Ameliyat için kesin endikasyonlarımız, kauda equina sendromu, 
ilerleyici motor güç kaybı ve konservatif tedaviye yanıt vermeyen ağrıydı. Opere edilen 3 olgumuz-
dan 2’si primer, 1’i ise nüks olguydu. Tüm olgularımıza spinal anestezi uygulandı. 
Bulgular: Lomber disk hernisi nedeniyle opere edilen 3 olguda da semptom ve bulguların tamamı 
ameliyat sonrası düzeldi. 
Sonuç: Gebelerde lomber disk hernisinin spinal anestezi ile ameliyatı güvenli bir yöntemdir. Cer-
rahi, ağrı nedeniyle erken doğum riskini ortadan kaldırmak ve kalıcı nörolojik defisitleri önlemek 
için tercih edilecek tedavidir.

Anahtar kelimeler: Gebelik, lomber disk hernisi, mikrodiskektomi

J Nervous Sys Surgery 2014; 4(3):127-133

Alındığı tarih: 05.07.2014
Kabul tarihi: 10.10.2014
Yazışma adresi: Yrd. Doç. Dr. Kenan Kıbıcı, Medical Park Hastanesi, Nöroşirürji Kliniği, Bahçelievler / İstanbul
e-mail: kenankibici@hotmail.com



128

K. Kıbıcı, R. A. Kaya, O. Cücü, A. J. Özcan, A. Ö. Atça

Sinir Sistemi Cerrahisi / Cilt 4 / Sayı 3, 2014

Fifty percent of the pregnant women expe-
rience back pain (12,21) during pregnancy. 
Nevertheless the incidence of lumbar disc 

herniation is very rare (1/10000) during preg-
nancy excepting preexisting hernias. Although 
conservative treatment is the first treatment of 
choice, surgical approach is indicated for selec-
tive cases (3,4,11,18).

Type of surgery and anesthetic approach to be 
used are crucial matters in the decision of the 
treatment of lumbar disc herniation in pregnancy. 
Diagnostic tools applicable during pregnancy, 
anesthesic drugs and techniques to be used 
throughout surgery and hemodynamic instabil-
ity of the pregnant women are the main risk fac-
tors either for the patient herself and the fetus. 
The trimester of the pregnancy at the time of 
surgery is a major risk factor, as well (5,18). The 
first trimester is the time for organogenesis and 
the second and third trimesters are precarious for 
enzymatic changes and PDA. In this study we 
tried to draw attention to the timing of surgery 
for the pregnant women with LDH, the anesthet-
ic technique for surgery and the importance of 
positioning the patient. Three pregnant patients 
with LDH were presented in the study. Although 
one of the patients had recurrent herniation, they 
are all diagnosed and treated surgically during 
pregnancy.

MATERIAL and METHOD

Case 1: 35- year- old woman presented in her 
24 th week of pregnancy. The patient presented 
with severe pain starting from the hip towards 
the right leg. Physical examination findings were 
as follows; right Laseque test 30 degrees (+) 
and loss of strength during the dorsoflexion of 
the right toe. VAS (Visual analogue scale) score 
was 10 points. MR imaging of the spine showed 
right extruded discal hernia at L5-S1 and signs 
of pressure on the root of the right S1 was also 
observed. Surgery was decided. The patient 

was positioned in the left lateral decubitus po-
sition and right microdiscectomy at L5-S1 was 
performed under spinal anesthesia. Neurologi-
cal signs mentioned above and other symptoms 

of the patient regressed soon after surgery. She 
gave birth to a 3500 gr, healthy baby by C/S, at 
38th week of her pregnancy (Figure 1).

Case 2: A 34 –year- old woman presented in 
her 26th week of pregnancy. She was referred 
to our clinic by the department of obstetrics. She 

Figure 1. Case 1.1, 2 Lomber MR images preoperatively.
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was suffering from back pain for a month and 
she had a severe pain in the right leg for a week. 
She was walking hardly and she could not uplift 
her right foot. She had loss of sense in her right 
foot. Her physical examination findings were as 
follows: right Laseque 20 degrees (+), and 50% 
loss of muscular strength during dorsoflexion of 
the right foot. Her VAS score was 10 points. MR 
imaging revealed right extruded discal hernia 
at L4-5 and signs of pressure on the root of the 
right L5 was also observed. Surgery was decid-
ed. The patient was positioned in the left lateral 
decubitus position and right microdiscectomy 
at L4-5 was performed under spinal anesthesia. 
Neurological signs and symptoms of the patient 
regressed soon after surgery. She gave birth to a 
3200 gr, healthy baby by C/S, in 38th week of 
her pregnancy.

Case 3: A 38-year- old woman presented in her 
9th week of pregnancy. She was operated 2 years 
ago for lumbar disc herniation. She was suffer-
ing from pain in her left hip and leg for at least 
a month when she attended to our clinic. Since 
she was in her first trimester, conservative treat-
ment was applied for a time. She attended to our 
clinic again with progressive symptoms. Her 
physical examination findings were as follows: 
left leg Laseque 20 degrees (+), and 30% loss 
of muscular strength during dorsoflexion of the 
left foot. MR imaging revealed left extruded re-
current discal hernia at L4-5 and signs of pres-
sure on the root of left L5 was also observed. 
Surgery was decided. The patient was positioned 
in prone position and left microdiscectomy in 
L4-5 was performed under spinal anesthesia. 
Neurological signs and symptoms of the patient 
regressed soon after surgery. She was in her 17th 
week of pregnancy and had no complaints for he 
time (Figure 2).

All the patients underwent obstetrical examina-
tion on the day of surgery and immediately after 
the surgery. They were evaluated again the other 

day and a week later by US. All the decisions 
and procedures were undertaken with the asso-
ciation of neurosurgeons, obstetricians, anesthe-
tists and the patient herself. After monitorization 
of the patient, she was positioned on her left side 
to perform spinal anesthesia through L3-4 space. 
Blood pressure and heart rate of the patients 
were monitored throughout the surgery. Fifteen 
minutes after induction of anesthesia , the opera-
tion started and the procedures took about 30-45 
minutes. Microdiscectomy was performed under 
operating microscope. Peroperatively, all the 

Figure 2. Case 2.1, 2 Lomber MR images preoperatively.
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hemodynamic parameters were monitored and 
neither the mother nor the fetus showed instabil-
ity. Monitorization of the fetus by Doppler US 
during the surgery at every 15 minutes, did not 
demonstrate any variation in heart rate (140-160 
pulse/minute). Patients were positioned back to 
supine position when the operation ended. Heart 
rates and blood pressures were checked again 
and ephedrine was administered if any signs of 
hypotension occurred.

DISCUSSION

Back pain was evident in half of the pregnant 
women and usually treated with conservative 
approach (4). LDH is the most common spinal 
pathology resulting in back pain although it is 
rarely (1/10000) seen among pregnant women 
(19). Recurrent LDH is also uncommon in preg-
nancy and pregnancy is not a risk factor for its 
recurrency (30). LDH is very rarely seen in the 1st 
and 2nd decades of a woman’s life and surgery 
is an exceptional treatment modality (6,23,25). The 
incidence of LDH correlates with the increasing 
age. So the older a pregnant woman, the more 
often we might observe LDH during pregnancy 
(24). The patients we presented in this report are 
all in their 3rd decades of life.

In epidemiological researches, it has been re-
ported that annually 87000 pregnant women in 
the USA are undergoing surgery and/or anes-
thesia due to non- obstetrical reasons. Reports 
from the European Society revealed that annu-
ally 115000 pregnant women are undergoing 
surgery and/or anesthesia due to non- obstetrical 
reasons. The incidence of these non- obstetrical 
conditions resulting in surgery is reported to be 
0.3-2.2 % in the USA and of these 42 % of them 
presented in the first, 35 % in the second, and 
23 % in the third trimesters (29). Most common 
surgeries during pregnancy are laparoscopic 
appendectomy (1/1500-2000 pregnancy) and 
cholecystectomy (1-8/10000 pregnancy). Neu-
rosurgery and cardiovasculer surgery are quite 
rare in pregnancy (22). We did not find any reports 
about the frequency of lomber disc surgery dur-
ing pregnancy.

Elective surgeries are not recommended during 
pregnancy but if inevitable first trimester must 
be avoided. Second trimester might be a better 
option for elective cases. Fifteen-90 days of a 
fetus’ life is the time of organogenesis. Beyond 
13 weeks the complications usually result in 

Figure 3. Case 3.1, 2 Lomber MR images preoperatively.
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IUGR or functional disorders. In the emergen-
cy cases (acute abdomen, malignancy, neuro or 
cardiovasculer surgery), appropriate time is not 
asked, the main issue is to save the mother’s 
life. In some exceptional situations such as in-
traoperative blood loss, surgery performed in the 
prone or sitting upright positions, complicated 
surgeries with long duration of anesthesia, hy-
perventilation of the mother or cardiopulmonary 
operations, Cesarean section may be performed 
during or before the operation in order to avoid 
fetal risks (5,10).

MR imaging is a safe diagnostic tool for patients 
who suffer from back pain resistant to conser-
vative therapies. If neurological signs accom-
pany pain, radiological imaging should be per-
formed urgently. Indications for surgery in case 
of LDH do not differ amongst the pregnant and 
non-pregnant women. Pregnant or not, in order 
to prevent permanent deficits, diagnosis and de-
finitive treatment must be planned as soon as 
possible following emergence of symptoms and 
neurological signs (19). Absolute indications for 
surgery are cauda equina syndrome, and pro-
gressive loss of strength. In case of persistence 
of pain despite conservative medications, sur-
gery is still an option (11,12,27). Resistant back pain 
might trigger preterm delivery due to overstress 
(13,26). In our report, all of the three patients suf-
fered from resistant pain and progressive neuro-
logical deficits.

When a surgery planned for a pregnant women 
even for non-obstetrical reasons, the route of an-
esthesia is still a question although you rely on 
evidence- based reports in the literature. Fetal or 
maternal risks are always exist. In order to mini-
mize the risks, every discipline involved in any 
part of the follow up must interfere with the de-
cisions and the responsibility of the mother and 
the baby should be shared. Preop evaluation is 
especially important and the anesthetic approach 
must be planned beforehand.

During pregnancy either regional or general an-
esthesia can be performed succesfully for non-
obstetrical operations but still regional anesthe-
sia must be the first choice in most of the cases 

(18,28). Spinal or epidural anesthesia is suggested 
in lumbar disc surgeries for pregnant women 
(4,11,14). Spinal anesthesia is a widely used tech-
nique throughout countries because it is easy to 
perform and its effects readily starts (7,15,20). Ex-
cept for the patients with spinal canal stenosis, 
spinal anesthesia is the first choice in pregnant 
women. Neurological complications may occur 
with canal stenosis (31). Pulmonary aspiration and 
the risk of transmission of the drug to the fetus is 
very rare compared to general anesthesia. Brown 
and Levi reported 2 patients in their 20th weeks 
of pregnancy and 1 patient in her 16th gesta-
tional week with cauda equina syndrome and the 
authors had to perform an urgent operation under 
epidural anesthesia (4). Since the reports are very 
few about general anesthesia during pregnancy 
and its fetal effects, epidural anesthesia was their 
choice to avoid the fetal risks and to reduce pain. 
Besides all beneficial effects of regional anesthe-
sia, there are side effects such as hypotension, 
back pain, headache, nausea, vomiting, menin-
gitis, meningismus, urinary retention and neuro-
logical symptoms.

Another bothering suspicion about the anesthe-
sia undertaken during pregnancy is wheter it in-
duces a preterm delivery or not. Fortunately, evi-
dence- based reports until today have no proof 
about its triggering potential. Although surgery 
or anesthesia are claimed to be an etiological fac-
tor for IUGR, spontaneous abortions and perina-
tal mortality, there may be other etiological fac-
tors effective on mother and the fetus except for 
drugs, such as stress, anxiety, hipoxy-hipercarby 
(smoking) or hipoglisemi (DM).

Maternal heart rate, EKG, blood pressure, pe-
ripheral oxygen saturation, body temperature, 
end- tidal CO2 pressure can be monitored, and 
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evaluated throughout the surgery (17). Hypoten-
sion during surgery, anemia caused by heavy 
intraoperative blood loss, hypoxemia and in-
creased sympathetic tonus result in uteroplacen-
tal insufficiency leading to fetal asphyxia. Hy-
potension may cause tissue hypoxia leading to 
serious complications such as cerebral ischemia, 
myocardial infarction, acute renal failure and 
cardiac arrest (12,19,21).

Fetal monitorization during surgery is a mat-
ter of concern. Whether to monitorize the fetus 
continuously or temporarily is still a subject of 
controversy. American Association of Obstetri-
cians and Gynecologysts decided to monitorize 
the fetus on an individual basis. What is safe for 
the mother or the fetus should be decided and 
and then the required action should be taken (1). 
In our survey, we decided on individual basis, 
and while one fetus was continuously monitor-
ized, the other two fetuses were observed before 
and after surgery.

In this study, two patients presented in their sec-
ond trimesters while the other one with recur-
rent hernia presented in the first trimester. Prone 
position which is usually used in surgeries of 
lumbar region, helps to reduce blood loss by de-
creasing venous pressure (15). In the first and sec-
ond trimesters of pregnancy, since the aortacaval 
compression would be minimal, it is eligible to 
operate the patient in prone position. Beyond 
second trimester, the patient must be operated in 
lateral position with the operating table is tilted 
head up. This precaution would reduce aortacav-
al compression (9). It is quite harder to operate on 
the patient in the lateral position when compared 
with the prone position. Fahy et all, performed 
lumbar surgery on two pregnant women in their 
33 gestational weeks while the patients were ly-
ing in prone position (8). In selected cases Cesare-
an section followed by laminectomy was report-
edly preferred (2,3). In our survey, two patients 
presented in the second trimester were operated 

on the lateral position while the patient with 9 
weeks of pregnancy was operated on prone posi-
tion.

It is also important to provide pain relief after the 
operation. Another advantage of regional anes-
thesia is that it is a quite effective way of reliev-
ing pain and it has minimal (if any) effect on fetal 
heart rate. In general anesthesia you may offer 
patient controlled ıntravenous analgesia applica-
tion, and during the postoperative period while 
you can give analgesics via epidural catheter if 
you used intraoperative epidural anesthesia.

In this report , we presented the results of lumbar 
surgeries we have performed during pregnancy 
Pregnant women is rarely operated during preg-
nancy , and only a few reports have been cited in 
the literature. Two of the patients we have oper-
ated, gave birth to healthy babies in 38 th week 
of pregnancy via C/S and the pediatric follow up 
showed no significant difference than the other 
babies. The third patient is going on with her 
pregnancy on her 17th week.

As a conclusion, lumbar discal hernia is a rare 
condition in pregnancy but ıf neurological symp-
toms accompany pain, surgery must be planned. 
These symptoms may not only cause progressive 
loss of muscle strength but they may also trigger 
preterm delivery. General or regional anestesia 
can either be applied but regional anesthesia is 
the first choise considering fetal and maternal 
risks. Second trimester is the most eligible time 
for surgeries. Progressive neurologic deficit 
is the milestone in the decision favouring sur-
gery in the first trimester. We haven’t encounter 
any postoperative and the symptoms regressed 
soon after surgery. Although three cases are not 
enough to establish an approach to lumbar discal 
hernias, since there are a few reported cases of 
neurosurgical operations during pregnancy, our 
findings are still important.
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