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INTRODUCTION

The thoracic spine is the second segment of the vertebral
column, located between the cervical and lumbar vertebral
segments. It consists of twelve vertebrae, which are separated
by intervertebral discs. Along with the sternum and ribs, the
thoracic spine forms part of the thoracic cage. This bony
structure helps protect the internal viscera — such as the heart,
lungs and oesophagus .

Thoracic disc herniation has long been a difficult clinical
entity to diagnose and, most certainly, to treat. Since
Middletone and Teacher described central thoracic disc
herniation secondary to trauma in 1911 @,

Numerous authors have described the entity as well as its
diagnosis and treatment ®.

Clinical presentation is highly variable and is dependent
on multiple factors. These include the location of the TDH
(e.g., central, centrolateral, lateral), the size of the herniation,
the duration of compression, the degree of vascular
compromise, the size of the bony spinal canal, and overall
health of the spinal cord and patient. Patients that have become
symptomatic from their TDH usually present with one of three
complaints: axial back pain, radicular pain, or myelopathy. Pain
is the most common presenting symptom in up to 76 % of
patients and may be localized to the middle or lower thoracic
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spine and can radiate to the lower lumbar spine. Radicular pain,
when present, may involve the anterior chest wall in a band-like
dermatomal distribution or may radiate to the groin, abdomen,
or lower limb. Paresthesias or dysesthesias may accompany the
pain, in up to 61 % of patients. Myelopathy, the most severe of
the three presentations, can include muscle weakness and
paraparesis than can progress to a severe state of complete
paraplegia .

Thoracic disease imaging examination begins with AP
and lateral x-rays. These films provide insight into the overall
alignment of the thoracic spine and may display any obvious
fractures or neoplastic processes. Degenerative changes are
identifiable as well, including disc space narrowing,
osteophytes, and facet arthrosis. Calcification of the disc is
visible in approximately 45-71 % of symptomatic discs versus
only 4-6 % of the time in asymptomatic discs on plain
radiographs. The imaging modality of choice, however, in those
patients that thoracic disc disease and/or herniation is suspected
is an MRI. This study is noninvasive, does not expose patients
to ionizing radiation, and highlights degenerative disc changes,
herniations, and neural element compression with significant
detail in both the sagittal and axial planes. Location of the
herniation within the canal is easily determined. As mentioned
previously, MRI is very sensitive and not necessarily specific in
detecting TDHs ©.
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Patients who are not experiencing significant neurologic
dysfunction secondary to thoracic disc herniation may be
managed non-operatively. Initial treatment for those with axial
back pain may include a brief period of bed rest, activity
modification, and the use of over-the-counter or prescription
non-steroidal anti-inflammatory medication .

Candidates for surgery include those patients with
myelopathy on  presentation;  progressive  neurologic
deterioration; severe, intractable radicular pain; and radicular
pain that has not improved after a comprehensive course of
conservative treatment ©.

In early cases, a number of authors have discussed the
treatment of thoracic discs via posterior surgical approach ©.

In 1958 Crafoored et al were the first to describe an
anterior thoracic approach to try to decrease complications
attributed to posterior approach ©.

In 1960, Hulme confirmed their findings by further
describing the transthoracic anterior approach .
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AIM OF THE WORK

This study aims to review the currently available data
published for surgical management of dorsal disc prolapse.




& Applied Anatomy

Chaptev 1

Review of Jiterature —

APPLIED ANATOMY

The Thoracic Intervertebral Disc:

Unlike the wedge-shape discs of the cervical and lumbar
spines, thoracic discs are nearly uniform in shape. Thus, the
form of the vertebral bodies—and not the intervertebral discs—
determines the kyphosis of the thoracic spine. The height of the
intervertebral disc is the narrowest in the thoracic spine, with a
disc to vertebral body height ratio of 1.5, compared to a 1:3
ratio observed in the lumbar spine. In general, discs are thinner
in the upper thoracic region, and the thicker in the lower tho-
racic region. This may explain the greater incidence of disc
lesions in the lower thoracic region, in concert with decreased
support from ribs not having direct attachment to the sternum
and increased load of the body weight ©.

The intra-articular ligaments divide the costovertebral
joints into separate synovial cavities. Direct contact of the ribs
to the disc limits protrusion of disc material in a posterolateral
direction. Of clinical significance is the instance of disc
narrowing; as the disc narrows, pressure on the head of the rib
increases, leading to costovertebral arthrosis (Fig 1) ©.
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Figure (1): Ligaments attached to thoracic vertebrae ©.
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Figure (2): Thoracic vertebra ©.




