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Does Lack of Resources within the Family Starting Point to Social 
Exclusion for Persons with Brain Cancer?

illness, behavioral problems, and social stigma associated with 
the illness. Adding to that, a lack of knowledge and family 
resources, they did not ready to take the patient home. Thus, 
left the patient alone in the hospital and departed to home. 
This dimension is important, yet over looked by Health Care 
Professionals including MPSWs when rehabilitation is planned 
for persons with chronic illness.

The caregiver burden is highly found among caregivers and 
family members in the palliative care.[2] The family resources 
such as family acceptance, existing living environment, 
family dynamics, knowledge on illness, caregiving roles and 
responsibilities, crisis and behavior management, coping 
abilities, supervision on drug adherence, day‑to‑day medical 
care, financial constraints, emergency medical care, social 
support, caregiver supportive groups, respite care, ways of 
social stigma, and feasibility for arranging the employment 
facilities for the patient need to be assessed before rehabilitation 
and reintegration at home. If found in adequate, the intensive 
psychosocial need assessment needs to be done and provides 
appropriate biopsychosocial interventions to the patient, family 
members, and caregivers for the successful rehabilitation. 
In addition, connecting with local health‑care workers, 
nongovernmental organizations, and palliative care teams 

Sir,
Medical and psychiatric social workers (MPSW) play a 
crucial role in multidisciplinary health‑care team and render 
services in a health‑care setup in particular neurosurgical and 
neuro‑oncology setup.[1] The MPSWs involve in psychosocial 
need assessment, care plan, and implementation of psychosocial 
interventions for the needy, i.e., persons with medical illness 
and their family members. The psychosocial interventions 
includes such as pre‑admission counselling, psychotherapeutic 
interventions, behaviour modification, psycho‑education, 
rendering help in social welfare benefits, rehabilitation services, 
pre‑discharge counselling, follow‑up and referral services.

MPSWs also keenly involved in doing home visits in the 
cases of abandoned and unknown cases to trace out the 
family members. The frequency of abandoned cases with 
medical illness has been increasing. Recently, our MPSWs 
team did a home visit of an abandoned person who has been 
suffering from brain cancer for the last 10 years. Armed with 
the names and address that were given by the patient, the 
MPSWs team was able to trace out the family residency and 
family members with the help of local volunteers and police 
personnel. MPSWs team found that the patient was abandoned 
and excluded from the family because of his chronic medical 
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which are working for the well‑being of chronic ill people, and 
their caregivers is also essential for the long‑term care.

The other strategies such as periodically creating awareness 
programs on brain cancer in the community, conducting 
recreational programs, and continuing education on illness 
will increase realistic hope for caregivers and family members, 
which helps them to look after the brain cancer survivors at 
home well. Thus, we conclude that social exclusion for persons 
with brain cancer starts from within the family due to a lack of 
knowledge and above said resources. The MPSWs should focus 
more onto assess the available family resources, strengths, and 
utilize the same at the maximum to the family reintegration of 
abandoned than looking for institutionalization.[3,4] Otherwise, 
it creates burden on family members, caregivers, health‑care 
professionals, and even to the society.
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Lumbar Annular Tear in the Absence of Nerve Root Compression: 
Is Discectomy Useful?

We report a case of a 53‑year‑old woman affected by right 
lumbar cruralgia, hypoesthesia associated to weakness at 
L4–L5 nerve root territories. T2‑weighted MRI demonstrated 
hyperintensity within the right posterior part of L4–L5 
intervertebral disc in proximity to the symptomatic nerve 
root [Figure 1a and b], and a homogeneous enhancement was 
showed at postgadolinium infusion MRI [Figure 2a and b]. 
A clear nerve root compression was not present; nevertheless, 
we decided to proceed with a right L4–L5 microdiscectomy 
in view of patient’s symptoms. At surgery, there was L4–L5 
bulging disc, but the adjacent nerve root was not compressed. 
We executed an L4–L5 facetectomy to fully visualize it 
into the intervertebral foramen and no compressions were 
evident. An interspinous device was applied to reduce the 
risk of instability after the facetectomy. In the following 
days, the patient showed a good recovery in terms of pain 
and neurological symptoms and she was discharged on the 
3rd postoperative day.

Sir,
The efficacy of discectomy for cases of lumbar annular tear in 
the absence of nerve root compression is nowadays unclear.

Magnetic resonance imaging (MRI) is established as the 
investigation of choice in the assessment of patients presenting 
with low back pain and sciatica. In MRI, annular tears 
are manifest as hyperintensity zones (HIZs), a focus on a 
degenerative lumbar intervertebral disc.[1]

Herein, we report a case of a 53‑year‑old woman affected by 
right lumbar cruralgia and L4–L5 radiculopathy, whose lumbar 
MRI demonstrated the presence of an HIZ in proximity to the 
symptomatic nerve root but no clear nerve root compression. 
After a right L4–L5 microdiscectomy, the patient showed a 
good recovery.

A review of the literature is reported to evaluate the benefits 
of microdiscectomy in the presence of annular tear, also in the 
absence of a clear nerve root compression.
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