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Abstract  

 

 

 

ABSTRACT 

 

 

Segmental instability of the lumbar spine can be defin ed as an 

abnormal motion between one or more vertebrae. This motion may cause 

mechanical irritation of the intraspinal nervous tissue, thus, inducing pain 

and/or neurological deficits.The clinical presentation of lumbar instability 

is characterized by chronic local low back pain. Mechanical lumbar 

instability could be diagnosed radiologically by neutral radiograph either 

by moderate disc degeneration with mild narrowed disc space associated 

with osteoscelerosis or osteophytosis, presence of traction spur va cum 

phenomenon. It also could be diagnosed by functional ra diographs, CT  or 

functional CT and M.R.I .Treatment either nonoperative as weight 

reduction, exercise, physiotherapy and medication or operative treatment 

which is indicated in failed nonoperative  treatment or capacitating 

manifestation by fusion. 

 

 

KEY WORDS: Instability, Lumbar spine, Low back pain, Fusion . 
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INTRODUCTION 

 

The human spine is an articulated segmental structure that 

serves the dual purpose of protection and motion, formed of thirty 

three vertebrae segmentally connected with one another, forming a 

protective housing for the spinal cord and nerves (Bell, 1996). There 

are seven cervical, twelve dorsal, five lumbar, five sacral vertebrae 

and variable number, usually four of coccygeal verte brae. The five 

sacral vertebrae fused into one single bone called sacrum. Which 

articulates on each side with the pelvic bone and is a component of a 

pelvic wall (Dark et al., 2005). 

 

Segmental instability of the lumbar spine can be defined as an  

abnormal motion between one or more vertebrae. This motion may 

cause mechanical irritation of the intraspinal or intervertebral nervous 

tissue, thus, inducing pain and/or neurological deficits (Fryinoyer 

and Selby, 1985). 

 

 

The assessment of spinal instability is facilitated by 

conceptually dividing the spine into two or three columns. The 

advantage of three column concept is its provision for specific 

assessment of the middle column, the special significance of which is 

related to its substantial axial load-bearing capacity, its importance in 

spinal movement and flexibility, and its proximity to the spinal canal, 
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where disruption may result in neural element compromise 

(Alberstone et al., 1999). 

 

The clinical presentation of lumbar instability is characterized 

by chronic local low back pain. The patient may also suffer from 

sudden attacks of stabbing, sharp low back pain which sometimes 

radiate into the leg. During these episodes, the patient often 

experiences temporary sciatica. In addition, there may be tenderness 

on palpation of the low back associated with painful muscular spasm. 

Typically, the clinical course of instability-associated symptoms 

fluctuates between periods of alleviation  and deterioration 

(Kotilainen et al., 1994). 

 

At the present time, little is known about the development and  

progression of lumbar instability in patients who have been op erated 

upon disc herniation. Yet, it is commonly believed that instability may  

occasionally play an essential role in the development of the failed 

back surgery syndrome after discectomy (Bernard, 1993). 

 

Severe spinal stenosis or ruptured/herniated discs are often 

treated by lumbar decompression. Although non-operative treatment 

and minimal invasive approach  are often regarded as the gold 

standard of treatment (Atlas et al., 2000). The degree of stenosis 

determines the indication for mono- or bilateral hemifacetectomy, 
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mono- or bilateral laminectomy or even laminectomy on two levels 

(Niggemeyer et al., 1997). 

 

Disc prosthesis could offer relief from degenerative spine pain 

related to micro-instability in the disc space (Michael et al., 2006). 
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