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Abstract 

Objectives & Background: Post-laminectomy syndrome specifically refers to pain associated with symptoms 
not relieved following laminectomy. This entity is a very disabling and hard to manage problem in patients 
undergoing spinal procedures. Transcutaneous electrical nerve stimulation has been introduced as a non invasive 
modality for pain control. This study was aimed to determine the effectiveness of TENS in the management of 
postlaminectomy syndrome. No similar study has been performed in our country yet. 

Materials and Methods: In this study 35 patients among 85 serial cases with post laminectomy syndrome from 
2008-2009 were treated by transcutaneous stimulation. Age, sex, duration and type of symptoms, topographical 
locations, radiological and the results, for pain control were analyzed. Pain degree determined before stimulation 
and then 2 hours and 48 hours afterwards using visual analog scale. 

Results: This study is based on the data from 35 serial patients visited in the senior author's clinic. 60% of the 
patients were male. The average age of our patients was 49.5 years. The most common location was L4-5 
interspace (40%). Average pain score before stimulation was 7 and declined to the mean 5 after 2 hours and to 4 
after 48 hours. 

Conclusions: According to our study the successful results of transcutaneous stimulation occurred in 17.14 % 
after 2 hours and 22.8 % after 48 hours. In the management of postlaminectomy syndrome the patients need 
individualized approaches. Further multicentric clinical trials are needed to generalize the results in these 
patients. 

Keywords: Laminectomy, Syndrome, Pain, Electrical, Stimulation 

1. Introduction 

Post-laminectomy syndrome specifically refers to pain associated with symptoms not relieved following 
laminectomy. However, the term often is used more broadly to describe poor outcomes following any type of 
spinal surgery (1). The classic term laminectomy often is used to describe a partial laminotomy, which is 
removal of only a portion of the lamina to provide access to a disc herniation. The most frequent surgery 
preceding a diagnosis of post-laminectomy syndrome is lumbar discectomy (2). Spinal surgery may be 
performed in patients who do not improve with nonsurgical (conservative) treatment, even though surgical 
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results are less predictable in the absence of correlation between specific clinical findings and imaging study 
results. In those cases, decompression may fail to provide relief, and the result is postlaminectomy syndrome (3, 
4). 

The causes of poor results or failed back surgery syndrome, a term inclusive of postlaminectomy syndrome and 
persistent pain after other spinal procedures, including spinal fusion, include poor patient selection (i.e., 
operating when nerve compression did not exist), nerve root injury at the time of surgery, delayed surgery, 
infection in the disc space or epidural space, unrecognized lateral spinal stenosis or instability, arachnoiditis, and 
reherniation. Rarely, the first surgery will have been performed on the wrong side or at the wrong level 
(malpractice). Surgery may have been performed appropriately and the pathology corrected; however, 
psychosocial factors may contribute to chronic pain that develops after surgery (2, 3). 

Transcutaneous electrical nerve stimulation (TENS) is a non-invasive therapeutic modality that was added, more 
than 30 years ago to existing physical agents used in medicine and physiotherapy for the management of LBP 
(5,6). TENS units stimulate peripheral nerves via skin surface electrodes at well tolerated intensities and are 
capable of being self-administered (7). 

The development and application of TENS was based on the “Gate Control Theory” conceptualized by Melzack 
and Wall (8). 

The clinical benefit provided by TENS remains controversial. According to the clinical practice guideline 
developed by the Philadelphia Panel (9), there is poor evidence to support either including or excluding TENS as 
an intervention for chronic LBP. An earlier systematic review by Van Tulder and colleagues found conflicting 
results from randomized control trials, concluding that there was no evidence of benefit of TENS for individuals 
with chronic LBP (10). In contrast, the much earlier Québec Task Force on Spinal Disorders recommended 
TENS as a rehabilitation modality for symptomatic pain relief, although, in their recommendation, the aim of 
this systematic review was to determine the effectiveness of TENS in the management of postlaminectomy 
syndrome (11). 

2. Materials and methods 

From September 2008 till September 2009, all of the patients with postlaminectomy syndrome after lumbar 
discectomy who were referred to the pain clinic due to failure of conservative treatment including the use of non 
steroidal anti-inflammatory drugs, different analgesics, anti-depressive, steroid medications, physiotherapy and 
hydrotherapy were determined. All of the cases were examined by the neurosurgical team and in all of them 
lumbosacral MRI w/o gadolinium injection performed to detect cases with recurrence of disc herniation or 
incomplete neural decompression. 

For all the cases dynamic radiographies of the lumbosacral spine performed to rule out instability of the spinal 
anatomy. The patients with recurrence of disc herniation, compressive neural canal or foraminal stenosis or 
unstable spinal structures were omitted. Our inclusion criteria were as follows: Stable chronic low back pain or 
stable chronic lumbo-radicular pain in patients with a pain score according to VAS (Visual Analog Scale) equal 
or more than 4 and patients followed in pain clinics who accepted and signed the informed consent. Other 
exclusion criteria were: prior ambulatory TENS practice, metabolic lumbo-radicular pathology, surgery within 3 
months before inclusion, acute low back pain or bilateral lumbo-radiculalgia, acute radiculalgia, surgery planned 
within 6 months, pacemaker and symptomatic low back pain. In the selected patients the age, sex, duration of 
illness following their laminectomy, signs and symptoms and the level of disc herniation were recorded (12). In 
all the selected cases transcutaneous electrical nerve stimulation performed and the degree of pain were recorded 
according to VAS before TENS and the after 2 and 48 hours afterwards. Our indicator of successful treatment 
was reduction of pain score at least 50% compared to the score before TENS. The protocol of TENS in our 
patient was conventional with frequency of 40-150 Hz and the applied amplitude was 50-100 μ with low 
intensity according to the patient tolerance. To determine the effectiveness of treatment we used Z statistical 
analysis and to determine the role of intervening factors we used χ2 analysis. 

3. Results 

This study is based on the clinical data of 33 patients selected from 85 cases with postlaminectomy syndrome 
referred to the pain clinic from September 2008 to September 2009, according to the inclusion criteria. 14 cases 
(40%) were female and 21 (60 %) were male. The male to female ratio was 1.5. The average age of our patients 
was 49.5 + 12.5 years (range: 24-65 years). Mean duration of postlaminectomy pain was 4.7 + 1.3 years. 

The most common location of spinal lesion was L4-5 in 14 cases (40%). In 10 cases the impaired level was 
L5-S1 (20%), in 4 cases at the level of L3-4 (20%) and in the rest 10% at other levels. 
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In all our cases the pain score was determined using VAS. Before TENS the average pain score was 7 + 2. After 
performance of transcutaneous nerve stimulation the pain score was recorded in each case. After 2 hours of the 
mean pain score was 5 + 3. The patients discharged from the Hospital and followed up after 48 hours. In the 
follow- up exam after 48 hours from TENS, the mean pain score was 4 + 2. The success criteria defined as more 
than 50% decrease in the severity of pain. According to this point the successful transcutaneous nerve 
stimulation occurred in 17.14% after 2 hours and 22.8 % after 48 hours. We also assessed the statistical 
relevance of intervening factors with the success of treatment but we found no statistically related intervening 
factor (Table 1). Complication occurred in only one case as skin redness and slight pain at the site of TENS 
which improved completely with analgesics. 

4. Discussion 

TENS is a non-invasive, very safe method to reduce pain, both acute and chronic. While controversy exists as to 
its effectiveness in the treatment of chronic pain, a number of systematic reviews or meta-analyses have 
confirmed its effectiveness for postoperative pain, osteoarthritis, and chronic musculoskeletal pain (13). 
Conversely, results from the Bone and Joint Decade 2000 - 2010 Task Force on Neck Pain accumulated data 
showing no clinically significant benefit to TENS for the treatment of neck pain when compared to sham 
treatment (14). Recent clinical studies and meta-analysis suggest that using adequate intensity of stimulation is 
necessary to obtain analgesia with TENS. Basic science studies show that high and low frequency TENS 
produce their effects by activation of opioid receptors in the central nervous system. Specifically, high frequency 
TENS activates delta-opioid receptors both in the spinal cord and supraspinally (in the medulla) while low 
frequency TENS activates mu-opioid receptors both in the spinal cord and supraspinally (15). Further high 
frequency TENS reduces excitation of central neurons that transmit nociceptive information, reduces release of 
excitatory neurotransmitters (glutamate) and increases the release of inhibitory neurotransmitters (GABA) in the 
spinal cord, and activates muscarinic receptors centrally to produce analgesia (in effect, temporarily blocking the 
pain gate). Low frequency TENS also releases serotonin and activates serotonin receptors in the spinal cord, 
releases GABA, and activates muscarinic receptors to reduce excitability of nociceptive neurons in the spinal 
cord (16).The development and application of TENS was based on the Gate Control Theory conceptualized by 
Melzack and Wall (8) According to this theory, the stimulation of large diameter, (A-beta) primary sensory 
afferents activates inhibitory interneurons in the substantia gelatinosa of the spinal cord dorsal horn and, thereby, 
attenuates the transmission of nociceptive signals from small diameter A-delta and C fibers (8). Supraspinal 
mechanisms involving the endogenous opioid system have also been described (17). 

Several types of TENS applications, differing in frequency, amplitude, pulse width and waveform, are used in 
clinical practice. The two most common application modes include: 1) high frequency or conventional TENS (40 
to150 Hz, 50 to 100 millisecond pulse width, low intensity), and 2) low frequency or so called acupuncture-like 
TENS (1 to 4 Hz, 100 to 400 uses pulse width, high intensity) (17). Conventional TENS is associated with a 
faster onset and shorter duration of analgesia compared to acupuncture-like TENS (18). However, whether there 
is a significant difference in clinical effectiveness between high frequency and low frequency modes is unclear 
and not well defined (19). Indeed, patient preference for, and response to, different stimulation settings may be 
highly individualized (20). Three other standard modes of TENS include: 1) Brief-Intense TENS (greater than 
80Hz, greater than 150 millisecond pulse width, comfortable-tolerable intensity), 2) Burst TENS (bursts of 
pulses delivered at a low frequency of less than 10 Hz and at a comfortable intensity) and 3)Modulation TENS 
(one or more stimulation parameters are randomly modulated during therapy). Adverse reactions reported with 
TENS include skin irritation at the site of electrode placement. TENS is contraindicated in patients with cardiac 
pacemakers due to the potential of interfering with pacemaker activity (21). 

The clinical benefit provided by TENS remains controversial. In a systematic review, Flowerdew and 
co-workers, found limited evidence for the usefulness of TENS in individuals with chronic LBP, citing the need 
for more definitive, high quality randomized-controlled studies (22). 

The results of trial of Cheing and colleagues showed a significant decrease in subjective pain intensity with 
active TENS treatment compared to placebo. Pain reduction was progressive over the course of the 60-minute 
treatment session and then quickly reached a plateau once stimulation ended. The pain reduction seen at the end 
of stimulation was maintained for the entire 60-minute post-treatment time interval assessed (23). 

In comparison, the results of the second trial by Deyo demonstrated no significant differences between active 
TENS and placebo for any of the outcomes measured, including pain, functional status, range of motion, and use 
of medical services. In a third of the participants, minor skin irritation occurred at the site of electrode placement. 
These adverse effects were observed equally in the active TENS and placebo groups. One participant 
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randomized to placebo TENS developed severe dermatitis four days after beginning therapy and was required to 
withdraw (24). 

In our study we had the similar complication presented as mild redness in one of our cases. 

5. Conclusions 

Pain is a multidimensional experience that has both peripheral and central substrates (25). Peripheral nociceptor 
sensitization, dorsal receptor field expansion, and altered central neuromodulation of pain may all play a role in 
the transition from acute to chronic LBP. It is thought that the neuroregulatory peripheral and central effects of 
TENS may be more effective with higher intensity applications such as acupuncture-like TENS. The possibility 
exists that individualized benefits from TENS cannot be precisely captured with small randomized controlled 
trials. Indeed, individual response to different stimulation settings (frequency, amplitude, pulse width, waveform) 
may be quite variable (13, 20). Furthermore, particular subgroups with chronic LBP may respond to TENS better 
than others. LBP has multiple etiologies (26). Refining the definition and classification of chronic LBP and 
clarifying its underlying pathophysiological mechanisms will help to promote more uniform study populations. 
While studying the effects of short term TENS therapy is important, understanding the risks and benefits of 
long-term use is probably more relevant in the management of post laminectomy syndrome. 
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