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It is with great interest, we read the publication by Pacaud et al. entitled "Frequency and 
determinants of surgical treatment in patients with uncomplicated disc-related sciatica 
hospitalized in the Rheumatology Department of Lille University Hospital"1. In their 
retrospective analysis of 405 patients, the authors aimed to assess the proportion of patients with 
sciatica that would undergo surgery, a year after hospitalization. Patients who had a direct 
indication for surgery were excluded from this study. Furthermore, they aimed to identify patient 



characteristics that may be related to outcomes of surgery. The authors demonstrated that only a 
small proportion of the patients admitted to the hospital due to sciatica, around a third, would 
eventually undergo surgery. Furthermore, in a multivariate analysis the authors showed that 
having work, impulsive pain, motor loss, a duration of pain for three months, and multiple 
epidural injections, were all associated with a higher hazard for surgery. Of these factors, having 
work (HR, hazard ratio 2.3), pain increasing during moments of increased abdominal pressure 
(HR 2.0) and motor loss level 4 out of 5 on the Medical Research Council -scale (HR 1.7), were 
the strongest predictors. On the other hand, surgery was less frequently observed in patients who 
had a decrease in pain score during their hospitalization.  
 
Throughout the years, decision-making for surgery due to sciatica has proven itself to remain 
complex and with their current study, Pacaud et al. tried to give some guidance on this matter. 
Even though all 405 patients in this study were hospitalized for their sciatica, still only around a 
third eventually underwent surgery within one year of follow-up, underlining the importance for 
conservative treatment as the first method of treatment.  
In 2006, The Spine Patient Outcomes Research Trial showed that there were only small 
differences in patient-reported outcome measures 2-years after randomization in patients who 
underwent surgery vs conservative treatment for sciatica 2. Thirty percent, however, of the 
patients that were assigned to non-operative treatment, received surgery. A year later, the results 
of the Sciatica-trial showed a comparable finding, namely that of the 283 patients that would be 
assigned to either early surgery or prolonged conservative treatment, eventually 39% of the 
patients in the conservative treatment group would undergo surgery3. After publication of these 
two landmark studies, conservative treatment itself became more commonly used as a treatment 
modality. Throughout the years, innovation in the treatment of sciatica has also continued and 
both surgical and conservative treatment have improved. For instance, a recent British study 
showed that transforaminal epidural steroid injections had similar effectiveness as surgery in 
patients with at least 6 weeks of sciatica and that injections as first treatment would be highly  
cost-effective compared to surgery 4. Another recent study showed that a combination of 
Mechanical Diagnosis and Treatment and transforaminal epidural steroid injections, was also 
successful in preventing surgery in 67% of the patients with sciatica that were already on the 
waiting list for surgery. In their cost-effectiveness analysis, they showed that on average, €1,363 
could be saved per patient when treating them with conservative treatment instead of surgery. 
Both these studies demonstrate the success of conservative treatment, which is supported by the 
study by Pascaud et al.  
 
Aside from these medical determinants for surgery, there is also the perspective from a health 
economics point, which was not addressed in the current publication. In the current era in which 
the value-based healthcare model becomes more and more important, it is of great importance 
for both doctors and policy-makers to choose the treatment plan which is most effective and least 
costly. It is true that for acute sciatica, both conservative care and surgery lead to similar leg pain 
reduction, one year after treatment3. However, the question remains if surgery would be more 
cost-effective when it is provided early after onset of the symptoms and whether it would prevent 
or shorten these 405 hospitalizations as reported by Pacaud et al. This is important since surgery 
nowadays is performed from a minimally invasive approach in an ambulatory surgery setting and 
there is a growing amount of evidence claiming that surgery is more effective for chronic sciatica 
compared to conservative treatment 5,6. Both factors highlight the gap that Parcaud et al. tried to 
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address which was whether patients may benefit more from surgery than from conservative 
treatment. Having work appeared to be the most important predictor for undergoing surgery in 
the first year after hospitalization. This may not be so surprising as patients with sciatica are 
usually somewhat younger and in the middle of their career. In these situations where there are 
no red flags present and the indication for surgery is relative, it is imaginable that these patients 
would opt for surgery if given the choice 7.  
Overall, this study is an excellent addition to the literature as sciatica is a highly prevalent 
condition which many health care professionals are confronted with. We applaud the authors on 
their effort to give readers some nuance on the role of surgery in the treatment of sciatica and by 
formulating predictors for undergoing surgery. However, before these predictors can be used in 
other patient settings and even more so in other countries, validation of this model in 
independent patient samples, is warranted.    
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