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Posterolateral Lumbar Fusion For Idiopathic Anterior Fusion of
Lumbar Vertebral Bodies: A Case Report
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ABSTRACT

We performed bilateral posterolateral lumbar fusion in a 12-year-old girl who had disabling discogenic low-back pain associated with idiopathic
anterior fusion of lumbar vertebral bodies. At the end of 2-years follow-up period, she had only minimal low back pain without disability.©2006,

Furat Universitesi, Tip Fakiiltesi
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OZET

idiopatik lomber vertebra anterior fiizyonunda posterolateral lomber fiizyon: olgu sunumu
Idiopatik lomber vertebra anterior flizyonuna bagh diskojenik kokenli siddetli bel agrisi olan 12 yasindaki kiz olguda, bilateral posterolateral fiizyon
yapildr. Iki yillik takib siiresinin sonunda rahatsizlik vermeyen hafif bir bel ayrisi diginda sorun yoktu. ©2006, Firat Universitesi, Tip Fakiiltesi

Anahtar kelimeler: Idiopatik lomber vertebra anterior fiizyonu, diskojenik agri, tedavi, posterolateral lomber fiizyon.

Fusion of the vertebral bodies may be congenital, acquired or
idiopathic (1-4). In some patients, pain may originate from
discs within the fused motion segments without impinging on
neural structures which known as discogenic pain and a
significant reduction in pain was observed with combined
anterior and posterolateral fusions (5-7).

We performed bilateral posterolateral lumbar fusion in a
12-year-old girl who had low-back pain associated with
idiopathic anterior fusion of lumbar vertebral bodies and
tethered cord.

CASE REPORT

A 12-year-old girl presented at our clinic with a history of low
back pain. She sometimes had low-back pain from 5-years-old,
but no reason was found in different medical centers. The pain
was discomfortable during last 3-month which not resolved
with conservative treatment.

Physical examination revealed marked restriction of
lumbar motion and mild lumbar kyphosis. Neurological
examination was normal. Plain radiographs of the spine
revealed anterior body fusion of L1 to L5 vertebra with mild
kyphosis at L2-L3 level (24 degrees by the Cobb method) (Fig.
1). No motion at fusion area was observed on standing flexion-
extension radiographs. MRI showed anterior body fusion of L1
to L5 vertebrae, abnormal lumbar discs and tethered cord (Fig.
2). There were no pathologic laboratory findings, tuberculosis
and brucellosis tests were negative. Patient was diagnosed as
idiopathic anterior lumbar body fusion and we thought that
minimal disc motion was the reason of the low-back pain

(discogenic pain). Discography was not performed for
determined the potential causes for pain. Bilateral
posterolateral fusion of L1 to L5 vertebra was performed by
using 60 cc allograft and fixated with posterior instrumentation
(Fig. 3). Eight months after the operation, radiological fusion
was complete and instrument was extracted. At the end of 2-
years follow-up period, there was no lumbar motion on
physical and radiological examinations. Local kyphosis angle
was 20 degrees at L2-L3 levels. She had only minimal low
back pain without disabling (Fig. 4).

Figure 1. Preoperative anteroposterior and lateral radiographic
views of lumbar region shows anterior lumbar body fusion of L1
to L5 and 24 degrees local kyphosis at L1-L2 levels.
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Figure 2. Preoperative magnetic resonance image shows a low
lying conus with a thickened filum terminale and abnormal
lumbar discs.

Figure 3. Early postoperative anteroposterior and lateral
radiographic views. Bilateral posterolateral fusion of L1 to L5
was performed.

Figure 4. At the end of 2-year follow-up period, anteroposterior
and lateral radiographic views of solid posterolateral fusion.
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DISCUSSION

In childhood, osseous fusion may developed after discitis (2).
Our case sometimes had low back pain during childhood, but
she had no history of other symptoms of discitis (2). Lumbar
fusion may be congenital in our case because tethered cord
may be seen with congenital spine deformities (4). Our case
may be a progressive noninfectious anterior vertebral fusion
(1). So, we did not know that anterior lumbar fusion was
congenital or acquired in our case, and we classified it as
idiopathic anterior lumbar body fusion.

Major symptom of our case was low-back pain. Many
spine surgeons believe that discography is indicated to
determine whether a disc that appears abnormal on MRI is a
source of pain (5,6,8,9). Discography is not a routine test and
remains controversial (10). In our case, lumbar discs were
abnormal on MRI and we classified the low-back pain as
discogenic without performing the discography.

Tethered cord is a pathologic fixation of the spinal cord
and it may be symptomatic or asymptomatic, and untethering
is unnecessary in all cases (4,11). Tethered cord without
neurological and urological symptoms may be treated
conservatively (11). In contrast to neurological and urological
symptoms, pain symptom was never the sole indication for
surgery for tethered cord (11) and our case had only low back
pain which we classified it as discogenic. So, our case was
treated conservatively for tethered cord.

In the treatment of patients with disabling low-back pain,
combined anterior and posterior lumbar fusion has become a
standard operative procedure (12-14). The advantage of this
combined fusion is removal of disc space movement which is a
pain source (12-14). In our case, there was idiopathic anterior
lumbar body fusion with disabling low back pain which not
resolved with conservative treatment. We made bilateral
posterolateral lumbar fusion for prevent the disc space
movement and pain relief. Our case had minimal low back
pain at the end of 2-years follow-up period.

Discogenic pain may arising from within the fused
segment of the spine (5,7). One explanation for discogenic
pain in a solid fusion is that micromotion of the fused
segments allows for mechanical stimulation of disrupted discs
(15). The treatment of discogenic pain also is controversial.
Several longitudinal studies strongly suggest that fusion is
useful for discogenic pain (5,8,9). Posterolateral lumbar fusion
increases axial stiffness by only 40% and anterior interbody
fusion increases stiffness by 80% (15). It is showed that
combined anterior and posterior fusions were successful for
pain relief for discogenic pain (5-7). Colhoun et al performed
varying combinations of anterior or posterior fusion for
discogenic pain with a success rate of 52% to 89% (6).
Weatherly et al performed anterior interbody fusion in four
patients with low back pain in the presence of a solid
posterolateral lumbar fusion and all of them had complete
relief of pain (7). Barrick et al performed anterior interbody
fusion in 18 cases for discogenic pain in the presence of a solid
posterolateral lumbar fusion and pain improved in 16 cases (5).

If disabling discogenic low back pain associated with
anterior vertebral fusion and conservative treatment is failed,
bilateral posterolateral fusion is a good choice for relieving
symptoms.
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