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Radiating Pain to the Lower Extremities Caused by Lumbar Disk
Rupture without Spinal Nerve Root Involvement

Pierre C. Milette, Suzanne Fontaine, Luigi Lepanto, and Guy Breton

PURPOSE: To locate the origin of the pain during lumbar diskography by means of a limited
intradiskal injection of a local anesthetic. METHODS: Lumbar diskography by the direct central
posterior approach was performed in 235 consecutive patients. In 17 patients, severe and persis-
tent low back pain, with unilateral or bilateral radiation to the lower extremities, was provoked by
contrast injection into only one disk. One milliliter of 1% lidocaine was then slowly injected in the
center of these disks. RESULTS: A 75% to 100% reduction of the low back pain was experienced
by 13 patients, and a 75% to 100% reduction of the radiating pain was experienced by 16 patients
within 60 seconds after the intradiskal injection of lidocaine. Radiographs demonstrated radial tears
through the entire annulus thickness in 16 of 17 disks. CONCLUSION: Our results suggest that, in
some patients with low back pain and unilateral or bilateral radiation to the lower extremities, the
pain arises from within the disk. In these cases, pain radiating to the lower limb seems to be a
referred type and seems unrelated to direct nerve root compression or irritation by a disk fragment
in the epidural space.

Index term: Spine, intervertebral disks, herniation
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Low back pain is now recognized as the most
common and expensive ailment of the middle-
aged patient in the industrialized societies of the
western nations (1). Despite recent develop-
ments in imaging technology, we still have a
very limited understanding of the pathophysiol-
ogy of low back pain, and what is imaged is
often not directly related to the clinical problem
(2–4). In their 1934 description of a “fracture of
the annulus” or “rupture of the intervertebral
disk” (an expression that they preferred to “her-
niation of the nucleus pulposus”), Mixter and
Barr (5) did not imply that the radiating pain to
the lower extremity associated with certain
“disk prolapses” was caused by spinal nerve
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root compression or irritation. Nevertheless,
this explanation seemed so logical as to be
more or less taken for granted and practically
never challenged (6–13).
The possibility that a disk rupture or annular

tear could cause radiating pain to the lower
extremity, in the absence of any direct nerve
root involvement, has been suggested (11, 14,
15). The extravasation through such a tear of
irritating nuclear mucopolysaccharides could
induce an inflammatory reaction involving the
outer annular fibers, in which there is a rich
nerve supply, and this area would then behave
as a trigger zone, causing low back pain with
lower-extremity radiation through nervous
pathways still poorly understood (16–22). Even
though gadopentetate dimeglumine–enhanced
magnetic resonance (MR) can now be used to
demonstrate annular tears in a noninvasive
way, the concept of diskogenic pain has been
met with skepticism (23).
The purpose of this prospective study was to

confirm the existence of diskogenic pain in the
lower extremity, by observing the effects of in-
jecting, during diskography procedures, a mea-
sured quantity of a local anesthetic in the center
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of disks that seemed responsible for low back
pain with radiation to the leg.

Patients and Methods
During a 3-year period (January 1991 to January

1994), 469 outpatients were referred to our institution for
lumbar diskography. All these patients had previously
been investigated by either computed tomography (CT),
CT myelogram, or MR and were requested to bring these
studies with them for review at the time of their appoint-
ments. In this group, 235 patients met the selection criteria
defined for this prospective study, namely: (a) presence of
low back pain with some type of unilateral or bilateral
radiation below the gluteal fold; (b) no previous lumbar
spinal surgery; (c) no spondylolysis or spondylolisthesis;
and (d) no obvious disk herniation with nerve root com-
pression on previous imaging studies.

Lateral and anteroposterior radiographs of the lumbo-
sacral spine were obtained in all patients. An anteropos-
terior projection of the dorsal spine was also obtained to
rule out transition phenomena and to ascertain proper
labeling of lumbar disks. One-, two-, or three-level lumbar
diskograms were performed on these patients in the prone
position, with a direct posterior transdural approach under
fluoroscopic guidance. The procedures were performed
under local infiltration anesthesia (skin, subcutaneous tis-
sues, and paraspinal muscles) with 1% lidocaine (Xylo-
caine, Astra, Mississauga, Ontario, Canada). Patients were
not premedicated or given other sedation. A double-nee-
dle technique was used, combining a 6.35-cm-long 20-
gauge Quincke-type point needle (Becton Dickinson,
Franklin Lakes, NJ) with a 14-cm-long 25-gauge Idakko
needle (Havel’s, Cincinnati, Ohio).

The short and larger-gauge needle was used as a leader
and was inserted into the interspinous ligament, near the
ligamentum flavum. The longer smaller-gauge needle was
then inserted through the larger one and slowly inserted,
through the dural sac, into the central third of the interver-
tebral disk space. The patient was then turned on the left
side, and the position of the needle tip in the middle third
of the disk, in the sagittal plane, was ascertained. A lateral
test film was also obtained to provide a permanent record
of the needle position before injection and to verify the
adequacy of the technical radiographic factors.

Approximately 0.2 mL of iohexol (Omnipaque,
Winthrop Laboratories, Aurora, Ontario, Canada) was then
manually injected into each disk, using a 5-mL syringe,
with fluoroscopic confirmation of intranuclear injection. A
total of 0.25 to 2.5 mL of iohexol was then injected into
each disk, the injected quantity being essentially limited by
mechanical resistance to hand injection or patient toler-
ance to pain.

Stereoscopic anteroposterior and lateral radiographs of
the lower lumbar region were then obtained as quickly as
possible by experienced technicians, while the patient’s
reaction to the different injections was recorded by the
radiologist. The films were generally developed and avail-
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able for examination within 4 minutes after the last disk
had been injected.

The final decision to include a patient in our series was
made at this time, if the following two additional criteria
were met: (a) reproduction of the patient’s typical low
back pain, including downward radiation to the lower ex-
tremity, by injection of one disk only; and (b) injection-
provoked pain persisting with at least 50% of the intensity
felt immediately after the contrast injection. Patients who
had presenting symptoms of bilateral radiation to the lower
extremity were included even if only unilateral radiation
had been reproduced. In situations in which unilateral ra-
diation had been the presenting symptom, patients were
included if radiation below the gluteal fold had been repro-
duced in the homolateral lower limb, even though the
characteristic topography of the usual radiation had not
been entirely reproduced: for example, a patient with usual
symptoms of low back pain with radiating pain to the
buttock, thigh, lower leg, and foot was included if the
contrast injection had reproduced homolateral radiation
limited to the buttock and thigh only.

Thirty-three patients remained in the series after this
new elimination process. The radiologist responsible for
the procedure explained to each patient, at that time, that
an anesthetic substance would now be injected inside the
disk responsible for the pain, in the hope of reducing the
pain. Patients were warned that this procedure could ini-
tially make their pain worse for a few seconds. One milli-
liter of 1% lidocaine was then slowly injected in the central
portion of the disk, without moving the needle.

In 16 patients, the intradiskal pressure and resistance
was so high that the lidocaine injection was not possible,
and these patients had to be excluded. Our final series
therefore consisted of 17 patients. The reasons for patient
exclusion from the initial group of 235 patients are as
follows:

Patients included in original series: 235
No reproduction of usual painful symptoms by any
disk injection: 11

Reproduction of typical low back pain without typical
lower extremity radiation: 95

Reproduction of typical low back pain and radiation
in more than one disk: 74

Typical low back pain with lower extremity radiation,
but mild and short lasting: 22

Impossible lidocaine injection because of high
intradiskal pressure: 16

Patients included in definitive series: 17

The final series consisted of 15 men and 2 women. The
mean patient age was 36 years (range, 23 to 56 years). All
had low back pain with either unilateral (n 5 9) or bilateral
(n 5 8) radiation to the lower extremity. They had been
symptomatic for periods varying from 8months to 9 years.
The mean time interval between the latest previous imag-
ing study and the diskograms was 5 months (range, 2 to
14 months).

Sixty seconds after the end of the lidocaine injection,
these 17 patients were asked to evaluate the intensity of
their pain by comparing it to the pain felt immediately after
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the initial contrast injection. The following question was
presented to all patients by the same investigator: “On a
scale from 0 to 100, 0 being no relief at all, and 100 being
complete relief, how do you evaluate your pain now, com-
pared to the pain you felt immediately after the initial
contrast injection?” (choice of 0%, 25%, 50%, 75%, and
100%). The patients were requested to assess separately
their low back pain and their radiating pain.

Earlier in the study, 74 patients with multiple symptom-
atic disks had been excluded, because it would not have
been possible to respect a uniform time interval to evaluate
the effect of the lidocaine injection for all disks. In this
subgroup, 20 patients received second injections of 1 mL
of iohexol, in one of the symptomatic disks, because the
initial set of radiographs did not show conclusive findings.
This subset of patients served as a control group. A
Welch’s alternate t test was used for statistical analysis.

At the end of the procedure, we proposed to all patients,
as part of our routine, an intradiskal (when possible) and
epidural injection of steroids at the level(s) at which typical
symptoms had been at least partly reproduced by the
intradiskal injections of contrast. All qualifying patients
agreed to this additional procedure, which involved inject-
ing a total of 2 mL (80 mg) of methylprednisolone acetate
(Depo-Medrol, Upjohn, Don Mills, Ontario, Canada) at
each symptomatic level (the total dosage being divided in
two or three equal injections in patients with multiple
symptomatic disks). In all cases, the injection was begun
when the tip of the needle was still in the center of the disk
and was continued as the needle was being slowly pulled
out to the anterior epidural space, the amount of fluid
injected at each level being split equally, when possible,
between the disk and the anterior epidural space. In pulling
the needle out while simultaneously injecting, it was as-
sumed that the tip of the needle was out in the anterior
epidural space when an abrupt decrease in resistance to
injection was felt. The different steps of the procedure are
schematically illustrated in Figure 1.

Results

In the group of 17 patients in whom lidocaine
had been injected, the reduction of low back pain
was estimated as being 50% by 4 patients, 75% by
7 patients, and 100% by 6 patients. In the control
group of 20 patients in whom iohexol had been
injected, the low back pain was described as un-
changed by 3 patients; the other patients evalu-
ated the low back pain as being 25% worse (n 5
2), 50% worse (n 5 6), 75% worse (n 5 4), and
100% worse (n 5 5) (Fig 2). In the lidocaine
group, the reduction of the radiating pain was
evaluated as being 50% by 1 patient, 75% by 6
patients, and 100% by 10 patients. In the control
group, the radiating pain was described as un-
changed by 7 patients; the other patients evalu-
ated the radiating pain as being 25% worse (n 5
2), 50% worse (n 5 8), 75% worse (n 5 2), and
100% worse (n 5 1) (Fig 3).
The mean percentage value for low back pain

reduction was 79.41% in the lidocaine group,
and 257.50% in the iohexol group. The mean
percentage value for radiating pain reduction
was 88.24% in the lidocaine group and
235.00% in the iohexol group. The two-tailed P
value was , .0001, considered extremely sig-
nificant, for both low back pain and radiating
pain. In the lidocaine group, 13 patients (76%)
reported a 75% to 100% reduction of their low
back pain, whereas 16 patients (94%) reported
a 75% to 100% reduction of their radiating pain.
The lidocaine injection was thus more effective
in alleviating the radiating pain than the low
back pain.
The injection of steroids that followed the li-

docaine or iohexol injection did not cause any
pain as long as the tip of the needle was still
within the disk; however, moderate to severe
pain was felt by all patients in both groups as
soon as the needle tip was in the anterior epi-
dural space.
Sixteen of 17 disks that seemed responsible

for the radiating pain in the 17 patients submit-
ted to the lidocaine injection showed radial an-

Fig 1. Schematic representation of the procedure.
A, Disk puncture using a central posterior transdural approach

followed by contrast injection, demonstrating, in this case, a left
posterolateral annular tear.

B, One milliliter of lidocaine (or additional contrast) is injected
in the center of the disk.

C and D, Two milliliters of steroids are thereafter injected inside
the disk and immediately behind the disk in the anterior epidural
space.



nular tears extending either through the entire
thickness of the annulus or to its external layers
(Fig 4). One disk showed an incomplete ante-
rior radial tear that seemed to reach the inner
layers of the external part of the annulus (Fig 5).
The involved disks and the locations of the tears
seen are listed in the Table. It is noteworthy that,
in 10 patients (59%), the symptomatic disk
demonstrated a posterior central tear.

Discussion

Skepticism surrounding the concept of disko-
genic pain is essentially derived from skepti-
cism toward diskography, which is the only test
with which we can diagnose this entity (24).

Fig 2. Low back pain reduction, 60 seconds after the end of
injection of lidocaine or additional iohexol (control group). The
difference between the two groups was statistically highly signif-
icant (P ,.0001).

Fig 3. Radiating pain reduction, 60 seconds after the end of
injection of lidocaine or additional iohexol (control group). The
difference between the two groups was also highly significant (P
,.0001). Lidocaine injection was more effective in alleviating
radiating pain than low back pain.
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Lumbar diskography, introduced by Linblom in
1948 (25), has been a controversial subject,
especially since the publication of Holt’s article
in 1968 (26). Holt performed three-level disko-
grams on 30 healthy young asymptomatic vol-
unteers (prison inmates, 21 to 41 years old) and
reported a 37% false-positive rate. He therefore
concluded that diskography was an unreliable
diagnostic test. Although the results of this
study can be explained by major technical flaws
that have since been exposed (27–29), Holt’s
contention is still being quoted as a major argu-
ment against the use of diskography.
The validity of diskography as a morphologic

study demonstrating normal or abnormal lum-
bar disk anatomy has been clearly established
in studies of postmortem specimens (30–33).
Also, its reliability in evaluating disk integrity in
vivo, provided careful and meticulous tech-
niques are used, is conceded even by those who
oppose its routine clinical use (34, 35). The
validity of diskography as a pain-provoking test
remains the real controversial issue. Those who
question the value of diskography argue that,
although a patient states on contrast injection in
a disk that the pain experienced has the same
distribution as the usual pain, this fact does not
prove that this disk is really causing the symp-
toms (A. L. Nachemson, oral communication,
1992). Although we could not conceive an ex-
perimental protocol that would entirely solve
this problem, we undertook the present study
hoping to increase our knowledge of the role
lumbar disks may play in generating low back
pain and unilateral or bilateral radiating pain to
the lower extremities.
Injection of a few drops of a local anesthetic

inside a disk immediately after the initial con-
trast injection, to manage an unusually severe
painful response, has been proposed by Collis
(36) and used routinely for decades by experi-
enced diskographers. Published data of esti-
mated normal lumbar disk capacity show a
considerable discrepancy, with figures ranging
from 0.5 to 4.0 mL (36–41). In our experience,
all normal disks will admit at least 1.0 mL of
fluid, and most normal disks will admit 1.5 to
2.0 mL (by hand injection using a 5-mL ordi-
nary plastic syringe). A ruptured disk generally
admits larger amounts. By limiting to 1 mL the
amount of lidocaine injected, we think it is most
unlikely that spillage or diffusion of the anes-
thetic in the epidural space, with an anesthetic
effect on spinal nerve roots, could explain the

AJNR: 16, September 1995



AJNR: 16, September 1995 RADIATING PAIN 1609
Fig 4. Patient 8, a 24-year-old man with
low back pain radiating to both lower ex-
tremities.

A and B, Consecutive 5-mm-thick CT
sections through the L5-S1 disk space show
small posterior central herniation without
obvious nerve root compression.

C, Three-level diskogram, lateral projec-
tion, shows complete rupture of the L5-S1
posterior annulus with reflux of contrast be-
yond the posterior margin of the disk space
(arrow). Injection reproduced the patient’s
typical low back pain with radiation down
the left buttock and thigh.

D, Anteroposterior view shows the cen-
tral direction of the posterior annular tear.
marked reduction of the radiating pain that was
reported 60 seconds after the injection.
The benefits of injecting steroids inside a disk

and in the anterior epidural space are contro-
versial (42–46), and the present study was not
intended to assess the value and potential dan-
gers of this procedure. However, the observa-
tion that, in all 17 patients injected with lido-
caine as in the control group, the subsequent
steroid injection was painless as long as the
needle was still within the disk but created mod-
erate to severe pain when the needle tip was
pulled out into the anterior epidural space, of-
fers additional evidence that the lidocaine had
not reached the epidural structures, including
the nerve roots, 60 seconds after the injection.
This argument is also supported by the fact that
10 (59%) of 17 tears were found in the posterior
and central direction; if the reduction of low
back pain and radiating pain had resulted from
lidocaine spilling through the tear and affecting
the epidural pain-sensitive nerve endings, in-
cluding the spinal nerve roots, the injection of
steroids directly behind the disk, in the anterior
epidural space, should have been painless.
The results of our study suggest that the pain-

sensitive structures responsible for the radiating
pain to the lower extremity are located some-
where inside the disk, probably in the external
part of the annulus fibrosus and in the longitu-
dinal ligaments. The existence of such sensory
nerve fibers and endings has recently been
demonstrated in rats (47), and it is reasonable
to infer that they probably also exist in humans.
The typical low back pain itself is probably

reproduced by the sudden increase in intradis-
kal pressure with stretching of these nerve end-
ings as a result of the initial contrast injection,
rather than by irritation from the contrast me-
dium. The following observations support this:
(a) the pain is often violent and provoked im-
mediately at the onset of injection when a very
small tear is found; (b) when large posterior
ruptures are found with intact posterior longitu-
dinal ligament attachments to the vertebral
body edges, the pain occurs at the end of the



Fig 5. Patient 10, a 23-year-old man with low back pain radiating to the left buttock and left thigh.
A and B, Consecutive 5-mm-thick CT sections through the L5-S1 disk space (suboptimal because inclination of the disk plane

exceeded the maximum gantry tilt capacity). The disk appears normal.
C and D, Three-level diskogram shows abnormal extension of contrast into the central anterior part of the annulus of the L5-S1 disk.

Injection into the disk reproduced the patient’s typical symptoms, including radiation to the left buttock and thigh. Injection of L3-4 and
L4-5 disks did not cause any pain; these disks show a normal appearance.

E, Close-up lateral view of the L5-S1 disk shows incomplete rupture of the anterior annulus with extension of contrast to the
approximate level of the inner concentric fibers of the outer part of the annulus (arrow).

F, Postdiskogram CT section through the L5-S1 disk (not part of the usual protocol) confirms the limited extension of the anterior tear
to the approximate junction of the internal and external parts of annulus (arrow). This study also failed to demonstrate the left direction
of the tear or additional tears leading to the left side of the disk, which could explain this patient’s radiating pain to the left lower extremity.
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Clinicoradiologic findings and results of intradiskal lidocaine injection in 17 patients with only one symptomatic disk

Case
Age,
y/Sex

Duration of
Symptoms

Type of
Radiation

Diskography
Levels

Reduction of
Low Back
Pain, %

Reduction of
Radiating
Pain, %

Symptomatic
Disk

Type of
Tear

1 38/M 6 mo RLE L3-4, L4-5, L5-S1 100 100 L5-S1 PM
2 56/M 2 y LLE L3-4, L4-5 75 75 L4-5 PM
3 26/M 4 y RLE L4-5, L5-S1 50 100 L5-S1 RPL
4 40/M 8 mo RLE L4-5, L5-S1 50 75 L5-S1 PM
5 48/F 3 y LLE L3-4, L4-5, L5-S1 100 100 L5-S1 MD
6 36/M 5 mo RLE L4-5, L5-S1 50 50 L4-5 RPL
7 30/M 1 y BLE L3-4, L4-5, L5-S1 75 75 L5-S1 PM
8 34/M 2 y BLE L3-4, L4-5, L5-S1 50 75 L5-S1 PM
9 23/M 10 mo BLE L3-4, L4-5, L5-S1 75 100 L5-S1 PM
10 23/M 3 y LLE L3-4, L4-5, L5-S1 75 100 L5-S1 ANT
11 42/F 5 y BLE L3-4, L4-5, L5-S1 75 100 L5-S1 LPL
12 31/M 7 mo RLE L3-4, L4-5, L5-S1 100 100 L5-S1 PM
13 37/M 9 y BLE L3-4, L4-5 100 100 L4-5 LPL
14 30/M 3 y BLE L5-S1 100 100 L5-S1 PM
15 53/M 2 y LLE L3-4, L4-5, L5-S1 100 100 L3-4 MD
16 30/M 1 y BLE L4-5, L5-S1 100 75 L5-S1 PM
17 38/M 4 y BLE L3-4, L4-5 75 75 L4-5 PM

Note.—BLE indicates bilateral lower extremity; LLE, left lower extremity; RLE, right lower extremity; ANT, anterior annular tear (incomplete);
MD, multidirectional annular tears; LPL, left posterolateral annular tear; RPL, right posterolateral annular tear; and PM, posterior midline annular
tear.
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filling of the available closed space, when resis-
tance to injection starts to be felt; (c) the pro-
voked pain is generally less severe when there
is a more extensive posterior tear with avulsion
of the posterior longitudinal ligament attach-
ments to the vertebral bodies and easy spillage
of contrast in the anterior epidural space with
practically no resistance to injection; in such
cases, the total amount of injected contrast me-
dium in one disk space may be doubled or
tripled without causing more pain; and (d) we
have observed no decrease in the frequency or
severity of pain reproduction during lumbar dis-
kograms since nonionic contrast media have
replaced the more irritating ionic media.
Pain caused by stimulation and stretching of

nerve endings during disk injection by contrast
media seems related to the presence of an an-
nular tear. Previous studies have shown a sta-
tistically highly significant correlation between
the presence of radial tears and the creation of
pain during disk injections: patients usually feel
nothing or experience only mild to moderate
pressure discomfort on intranuclear injection of
a morphologically intact disk (48).
In our series, the lidocaine injection caused a

75% to 100% reduction of low back pain inten-
sity in 13 patients (76%) and a 75% to 100%
reduction of radiating pain in 16 patients (94%).
The fact that the injection seemed more effec-
tive in relieving the radiating pain than the low
back pain might be because, in all but one pa-
tient, more than one disk was injected; the re-
maining pressure sensation from the injection of
these other disks could easily have been con-
fused with residual low back pain by the pa-
tients.
The radiating pain to the lower extremities

that was markedly reduced by the lidocaine in-
jection and that might be considered “radicular
pain” by some observers seems to be a referred
type of pain, unrelated in our series to disk
material in the epidural space causing direct
spinal nerve root compression or irritation. The
mechanism for the production of this referred
pain is not obvious. Contrary to what seems to
be the case with low back pain, pressure does
not seem sufficient to explain it. In patients with
a localized partial or complete disk rupture, typ-
ical low back pain is reproduced by disk injec-
tion in almost all situations. The radiating pain is
much more difficult to reproduce. In our initial
series of 235 patients with presenting low back
pain and unilateral or bilateral radiating pain
below the gluteal fold, only the typical low back
pain could be reproduced in 95 patients. In
many patients we found very frustrating the fact
that the typical radiating pain could not be re-
produced during injection of disks with contrast
media, although radiographs clearly showed
complete radial annular ruptures on the usual
clinical side of the pain. A referred type of pain



seems to be, by exclusion, the only acceptable
explanation. The concept of sciatica as a re-
ferred pain syndrome is not new (49). The
mechanisms of referred pain have very com-
plex patterns that we are just beginning to un-
derstand (50).
By recreating a patient’s painful symptoms

with an injection of contrast medium in a disk
demonstrating an annular tear, and then reliev-
ing these symptoms by injecting a local anes-
thetic with a range of action that did not seem to
extend beyond the disk margins, our study sup-
ports the existence of diskogenic pain and leads
to the conclusion that a simple disk rupture,
without direct nerve root compression by disk
material, can account for low back pain with
radiating pain to the leg. At these disk levels, CT
may show no abnormality, or an unimpressive
broad- or narrow-based bulge of the disk mar-
gin, whereas MR is likely to show, in addition, a
partial loss of disk signal intensity on a T2-
weighted image. The referring physician should
be alerted that these CT or MR images may well
represent disk ruptures that could explain a pa-
tient’s radiating pain to the leg. The fact that
these disks are generally labeled “degenerated
bulging disks” misleads the referring physician
and the patient to think that the cause of the
symptoms has not been identified. This prob-
lem situation may then lead the patient to con-
sult another physician, who will perhaps request
a diskogram with the sole purpose of demon-
strating what should have been at least sus-
pected on the noninvasive imaging studies. We
support the view that diskography should be
reserved for exceptional problematic cases
(51), but we agree with Swartz (52) that we
should benefit from lessons derived from the
interpretation of diskography to refine our inter-
pretation of CT and MR images.
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