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Abstract
Introduction: The return to work of patients who undergo spinal surgery poses important medical and social challenge. Objectives: 
1) To establish whether patients who undergo spinal stenosis surgery later return to work. 2) To establish the patient’s attitude 
towards employment. 3) To assess the quality of life of the patients and its influence on their attitude to work. Materials and 
Methods: The study population consisted of 58 patients aged from 21 to 80 years (the mean age was 52.33±14.12). There were 
29 women (50%) and 29 men (50%) in the group. The patients’ quality of life was measured by the use of the WHOQOL-BREF 
instrument. Individual interviews were conducted 3 to 8 months (a mean of 5.72 months ±1.6) after the surgery. Results: 1) Al-
though 13 patients (22.3%) returned to work, 44 (75.9%) did not, these being manual workers of vocational secondary education. 
2) Almost half of the patients (27 patients, i.e. 44%) intend to apply for disability pension, 16 patients (27.6%) consider themselves 
unfit to work,  22 patients (37.9%) do not feel like working again. 3) The quality of life of the patients decreased. Domain scores 
for the WHOQOL-BREF are transformed to a 0-100 scale. The mean physical health amounted to 60.67 (±16.31), the mean 
psychological health was 58.78 (±16.01), while the mean social relations with family and friends were 59.91 (±20.69), and the mean 
environment 59.62 (±12.48). Conclusions: 1)  A total of 75% of the patients operated for lumbar spinal stenosis do not return to 
their preoperative work. Difficulties in returning to work and decreased quality of life are associated with female sex, lower-level 
education, hard physical work and low income. 2) Physical health, psychological health, social relations and environment decreased 
to the mean of approximately 60. 3) The quality of life of the patients who did return to work was similar to that of healthy people.
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INTRODUCTION

Lumbar spinal stenosis is an abnormal narrowing of the 
spinal canal and the intervertebral foramina. Steno-
sis may be caused by nucleus pulposus hernia, degen-
erative disorders of intervertebral joints, a degenerative 

spondylolysthesis, a thickening of flavum ligaments or 
a congenital narrowing. Stenosis manifests itself in 
low back pain radiating to lower limbs and neurogenic 
claudication, sometimes considerably limiting gait 
possibilities.
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and March 2012. The group included 29 women (50%) 
and 29 men (50%).
The patients were aged from 21 to 80 years (the mean age 
was 52.33±14.12). They were interviewed by a pollster 
who was unaware of the aim of the study. The individual 
interviews were conducted between 3 and 8 months (the 
mean of 5.72 month ±1.6) after the surgery.
The exclusion criteria were: the presence of additional spi-
nal disorders and lack of patient’s consent to participate 
in the study.

Statistical analysis
The Spss v.18 statistics package was used. In cases where 
the independent (explanatory) variables were dichoto-
mous, the Student’s t-test was applied for independent 
trials, while the equality of variance was checked by the 
use of Levene’s test. In the cases of independent variables 
measured on the least rank level, correlation was estab-
lished using the Kendall rank correlation coefficient. In 
both cases, two-sided statistical significance was the basis.

RESULTS

Before the surgery, 34 patients (58.4%) performed 
physical work, 2 patients (3.4%) had intellectual 
work,  5  patients (8.6%) were drawing disability pen-
sions, 16 patients (27.6%) were retired and one pa-
tient was unemployed. The job of 39 patients (67.2%) 
involved lifting heavy weights, and the job of 19 pa-
tients (32.8%) involved sitting for a long time. 36 pa-
tients (62.1%) had only primary education or vocational 
secondary education, 18 patients (31%) had secondary 
education, and only 4 patients (7.31%) were university 
graduates. 44 patients (75.9%) did not return to their 
preoperative work, and only 13 patients (22.3%) re-
turned to their work within 6 weeks to 6 months after 
the surgery. Only 1 person returned to work in less than 
6 weeks after the surgery. 

Patients who undergo spine surgery due to lumbar ste-
nosis find it difficult to return to work, and many at-
tempt to claim a disability pension. Several factors 
influence the decision but the most important are: re-
maining pain, low education, heavy physical work, lack 
of satisfaction with previous work and psychological 
stress caused by the surgery. This difficulty is increas-
ingly apparent in Poland. There is no rational justifica-
tion for not returning to work within a relatively short 
time span after the surgery in the case of patients who 
suffer from low back pain associated with their source 
of employment. Encouraging them to return to work 
quickly prevents the acquisition of behaviours typical 
of patients on long-term sick leave: depression, apathy 
and anxiety. Patients with back pain should attempt to 
return to work despite some remaining pain, as some-
times pain does not fully subside until the patient re-
turns to full activity. Hence, if they do not suffer from 
serious spinal disorders such as spine injuries, spinal in-
fections, cancer, osteoporosis related fractures or pro-
gressive neurological symptoms, the patients should be 
encouraged and motivated to stay active.

OBJECTIVES OF THE STUDY

Objectives of the study:
1.	 To establish whether the patients who undergo spinal 

stenosis surgery do not return to work.
2.	 To establish the patients’ attitude towards employment.
3.	 To assess the patients’ quality of life and its influence on 

their attitude to work.

MATERIALS AND METHODS

The study population consisted of 58 patients who were 
surgically treated for lumbar stenosis at the Department 
of Orthopaedic Surgery of the Centre of Postgraduate 
Medical Education in Otwock between September 2011 
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The following statistically significant correlations were 
found:
1.	 There was a negative correlation between the patient’s 

age and patient’s social relations: the older the patients, 
the worse their relationships with family and friends 
(–0.485) (p = 0.000).

2.	 There was a negative correlation between patient’s 
age and environment: the older the patients were, the 
worse they assessed the impact of environment on their 
health (–0.280**) (p = 0.000).

3.	 A statistically significant difference in assessment of 
environment was noted: the better the patients were 
educated, the higher they ranked their environment 
(p = 0.011).

4.	 No statistically significant difference was found with 
regard to psychological health, but there was a strong 
positive tendency: the better the patient was educat-
ed, the better they assessed their psychological health 
(p = 0.53). 

5.	 The quality of life of the patients who have returned 
to work is significantly higher than the quality of life 
of those who did not. The mean physical health score 
was 57.5 for the patients who intend to apply for dis-
ability pension, and 72.69 for the patients who returned 
to work. The mean psychological health scores were 
55.43 and 70.31 respectively, the mean for social rela-
tions were 55.41 and 75.46 respectively, and the mean 
environment ratings were 56.41 and 70.23 respectively. 
The quality of life of the patients who had returned to 
work was similar to the quality of life of healthy people.

DISCUSSION

The issue of the return to work of patients who undergo 
spinal surgery has been addressed in numerous studies. 
According to a Belgian study [2], percentages of the pa-
tients who have returned to work are as follows: 14.4% of 
the patients who had discectomy, 22.7% of the patients 

Almost a half of the patients (27 people), i.e. 44%, intend 
to apply for a disability pension. Sixteen patients (27.6%) 
consider themselves unfit to work, while 22 patients 
(37.9%) do not feel like working again.
The quality of life of the studied patient population 
was measured with the WHOQOL-BREF instrument. 
The World Health Organization defines quality of life 
as “an individual’s perception of their position in life 
in the context of the culture and the value systems in 
which they live and in relation to their goals, expecta-
tions, standards and concerns” and goes on to state that 
“quality of life refers to a subjective evaluation which 
is embedded in cultural, social and environmental con-
texts” [1]. The WHOQOL-BREF instrument measures 
aspects of physical health, psychological health, social 
relations and environment. 
The physical health assessment involves activities of daily 
life, dependence on medical substances and medical aids, 
energy and fatigue, mobility, pain and discomfort, sleep 
and rest, work capacity. Psychological health comprises 
bodily image and appearance, negative feelings, positive 
feelings, self-esteem, religion, memory and concentration. 
Social relationships involve personal relationships, social 
support and sexual activity. Finally, environment compri
ses financial resources, freedom, physical safety and secu-
rity, while the health care section comprises accessibility 
and quality, home environment, participation in and op-
portunities for recreational and leisure activities, pollution 
of the physical environment and accessibility of transport. 
WHOQOL-BREF domain scores are calculated by tak-
ing the mean of all items included in each domain and 
multiplying by four. These scores are then transformed 
to a 0–100 scale. In comparison to the established norms, 
the mean average health of the studied patient population 
was 60.67 (±16.31), the mean psychological health was 
58.7 (±16.01), social relations – relationships with family 
and friends – 59.91 (±20.69), and the mean environment 
was 59.62 (±12.48).
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In an American study, Cole et al. [7] attempted to esti-
mate the postoperative costs of surgical treatment. Pain 
and disability after lumbar fusion surgery was found to 
account for more than $20 billion spent on health care 
and an estimated $28 billion in lost wages annually. The 
estimated cost of spinal pain treatment ranges from $20 
to $50 billion a year [8]. Lumbar spine pain contributes 
to the loss of 159 million working days a year, and the 
estimated loss in production in the US amounts to $28 
billion [9]. It has been calculated that the cost of surgery 
in the US has increased by 500% and that it constitutes 
approximately 40% of all expenses on pain treatment 
[10]. There are no similar studies in Poland. Spinal pain 
treatment in an outpatient clinic should involve reduc-
tion of bed rest to the minimum (1–2 days). This should 
be achieved through applying physiotherapy, hot and/
or cold compresses, anti-inflammatory and painkilling 
medicines. Surgical treatment should be offered if the 
McKenzie test reveals peripheralization of pain, if pain 
persists despite correct physiotherapy, or in the case of 
progressive neurological disorders. Patients whose dis-
orders stem from psychological or work-related psycho-
social factors should be referred to a multidisciplinary 
rehabilitation programme in order to prevent long-term 
disability [11].
From a psychological perspective, the quality of life fo-
cuses on emotional and mental well-being. This well-being 
embraces life changes, both in the present and in the past. 
The assessment involves a person’s reactions to difficul-
ties, their mood, and value judgements on their life in ge
neral [12].
The abbreviated version of the World Health Organiza-
tion Quality of Life Instrument (WHOQOL-BREF) aims 
at measuring the quality of life of both the ill and the 
healthy. It contains 26 questions and has been developed 
on the basis of the full version of WHOQOL-100, which 
contains 100 questions. Establishing certain standards 
was one of the important objectives while developing the 

who had anterolateral stabilization, 26.1% of the patients 
who had posterior stabilization and 30.6% of the patients 
who had both discectomy and stabilization. Du Bois et al. 
[3] suggest that patients suffering from pain in the lumbar 
spine may develop behaviour typical of patients on long-
term sick leave.
In a randomised study, Jensen et al. [4] determine the per-
centage of patients suffering from back pain who returned 
to work after a long-term sick leave of 3 to 16 weeks. Two 
studied groups received different treatment methods. In 
group A, the treatment involved medical examination 
by a  surgeon and a physiotherapist; and the patient was 
advised how to take good care of his spine. In group B, 
a multidisciplinary programme was applied. The pro-
gramme involved, among others, consultation with a job 
advisor. The difference in patient return to work was not 
significant, and the results were 71% and 76% respecti
vely. Nguyen et al. [5] note that only 26% of the patients 
who had surgery of lumbar spine returned to work, com-
pared with 67% of the patients from a control group who 
had received conservative treatment. 
In a German study, Ziegler et al. [6] note a high per-
centage of patients who returned to work. They studied 
305 patients treated surgically for spinal disc disorder 
and considered the psychological and socio-economic 
burdens placed on the patients. Three months after the 
operation,  84.5% of the patients were able to return to 
work. According to Ziegler et al. [6], the factors that cause 
working activity disorders are lower-level education, un-
employment, poor subjective job opportunities, long-term 
in-hospital treatment, prior spinal surgery, pain in other 
segments of the spine, as well as high intensity of subjec-
tively-felt pain. According to the authors, the high-risk pa-
tients should receive a therapy that would involve medical, 
social, pain relief and psychological support. 
In our study, numerous factors were found which jeopar-
dized return to work; most significantly: lower-level edu-
cation, unemployment and poor quality of life. 
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modifications is shorter for intellectual workers, i.e. 2 weeks, 
and longer for physical workers, i.e. 2 to 4 weeks. 
Those patients who find it difficult to return to work 
even 4 to 12 weeks after the surgery may benefit from in-
terdisciplinary rehabilitation programmes [17]. The pro-
grammes should include a scheme of physical activities that 
improve the patient’s physical fitness. The programmes 
should also consist of occupational and psychosocial reha-
bilitation and the correct form of pharmacotherapy. The 
teams that run them should consist of a physician, a phys-
iotherapist and a psychologist [19]. 
Most of our data is similar to the data discussed by An-
glophone writers. Szpalski et al. [20] conclude that lower-
grade education, low income and being of female sex all 
predispose the patients to surgical treatment. Clauw et al. 
[21] note that when individuals derive benefits when expe-
riencing pain, the pain they experience is greater. 
Giesecke et al. [22,23] claim that chronic pain has its 
fossilized source in the central nervous system. Studies 
concerning return to work and the quality of life need 
to consider whether surgical treatment was necessary 
in a particular case. Scientific literature has presented 
numerous methods of surgical treatment which may be 
more extensive than the disorder itself. Many studies 
present insufficient information regarding the applica-
tion of conservative treatment before resorting to surgi-
cal treatment; it is unclear whether conservative treat-
ment utilising the McKenzie method had been applied 
by qualified therapists. A thorough diagnostic work-up 
known as MDT, mechanical diagnosis and therapy, allows 
the pain source to be established, as well as the effect 
of centralization, a prognostically positive symptom in 
which pain moves sequentially back from the limb to the 
spine. Brennan et al. [24] found centralization and direc-
tional preference, i.e. the direction of movement which 
leads to centralization, to occur in 70% of the patients 
who suffered from acute pain and in 50% of the patients 
who suffered from chronic pain. The patients in whom 

WHOQOL-BREF instrument. The points scored reflect 
an individual’s quality of life assessment; the more points 
scored, the better the quality of life. 
The reliability of the Polish version of the WHOQOL-
BREF Instrument has been tested with Cronbach’s α co-
efficient, the results being as follows: 0.81 for the Physi-
cal health domain, 0.78 for the Psychological health do-
main, 0.69 for the Social relationships domain, 0.77 for 
the Environment domain, and 0.90 for the instrument 
as a whole [13,14]. According to an Australian study, the 
general norms for the WHOQOL-Bref domains are as 
follows: 73.5 (±8.1) for Physical health, 70.6 (±14.0) for 
Psychological health, 71.5 (±18.2) for Social relationships 
and 75.1 (±13.0) for the Environment domain [15].
In the present study, the patients who had spinal sur-
gery scored significantly low on the Quality of Life 
instrument. It is notable that physical health scored 
best, i.e.  60.67,  and psychological health scored worst, 
i.e.  58.78. It seems that the decline in psychological 
health results from the limited knowledge of the patients 
concerning the surgical procedure and unrealistic expec-
tations regarding postoperative activity. The study has to 
consider the sensitive matter of evaluating possibly fake 
physical and psychological symptoms aimed at fraudu-
lently obtaining a disability pension. 
Wadell et al. [16] believe that it is not necessary to post-
pone return to work until pain fully subsides [16]. It is 
believed that return to work does not increase the risk 
of further damage to the spine, in spite of some chronic 
pain and disability [17]. If some time off work is neces-
sary, the period should be short. Several examples of pa-
tients returning to work despite various disorders have 
been discussed in a guide published by Work-Loss Data 
Institute [18].
Patients who suffer from spinal canal stenosis should mod-
ify their work. The modifications should concern reduction 
of time spent sitting, standing and walking, avoiding lifting 
heavy weights and driving a car. The time span of these 
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centralization and directional preference does not occur 
should be referred to surgical treatment [25]. Every back 
pain patient needs access to inexpensive and informative 
MDT work-up. Another study notes that centralization 
was observed in 32 to 50% of the patients referred to 
surgical treatment [26]. The MDT method provides the 
patients with knowledge on how to take care of their own 
spine. Therefore, one should remain critical of expensive 
surgical procedures that have not been proved effective 
in long-term follow-up studies. It would seem justified to 
review the extensive surgical budgets and widely imple-
ment the well-researched MDT method. To conclude, 
it can be said that a decreased quality of life is not neces
sarily related to the surgical treatment itself. The risk fac-
tors that should be taken into account are also female 
sex, lower-level education, low income, hard physical 
work and unemployment. 
Quality of life is a very individual issue and is closely con-
nected with human aspirations. It is possible that a low 
quality of life is not troubling for poorly socialised people, 
and an illness, or even a disability, can serve as a secondary 
justification of social withdrawal. Future research should 
focus on the social factors in medical field causing social 
and occupational retrieval.

CONCLUSION

1.	 In total, 75% of the patients operated for lumbar spi-
nal stenosis do not intend to return and do not return 
to their preoperative work. Difficulties in returning to 
work and decreased quality of life are associated with 
female sex, lower-level education, hard physical work 
and low income. 

2.	 The patients after surgery who did not return to work 
had physical, psychological, social relations and environ-
ment health decreased to the mean of approximately 60.

3.	 The quality of life of the patients who return to work 
was similar to that of healthy people.
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