Following Your Surgery

We try to get you mobile (up and about) soon after surgery to help prevent complications from lying in bed (eg, thrombosis).  A physiotherapist will advise you on some exercises to continue at home.  

Most people go home the day after surgery. A longer stay might be necessary if you are elderly or have restricted mobility before surgery.  It is quite common for patients to feel tired for a while after the surgery. 

Many patients are issued with a cervical collar.  This should be worn during the daytime when up and about.  The collar can be removed at night.  It is more for comfort rather than to provide support for the neck.  Patients should stop wearing the collar around 4 weeks post-operatively.

Around the home, activity towards normal levels should be gradually increased.  Arm pain usually gets better quickly, but neck pain and pain or stiffness between the shoulder blades are common for several weeks.  Problems with mobility may be slow to improve.  Most patients can resume driving 3 to 4 weeks after surgery; when feeling comfortable enough to manoeuvre a vehicle and confident to perform an emergency stop.  

Although some patients feel fit enough for work at 3 or 4 weeks, returning too early can sometimes lead to “over doing” things.  Most patients should take 4 to 6 weeks off sedentary occupations (eg, office work) and 2 to 3 months off manual employment.   A staged return to work is often beneficial.  The return to fitness is gradual and can vary considerably between patients.  Full recovery can take over 6 months in some cases.

Arrangements will be made for you to be reviewed in clinic following the procedure.
Anterior cervical discectomy is performed for spinal wear and tear problems. To encourage a full recovery, brisk walking, swimming and cycling are helpful activities.  Excessive road running, vigorous racquet sports and weight-lifting can cause further damage to the neck and should be avoided.  All patients should take care when lifting - keeping any objects close to their body with a straight back and avoiding stooping and bending when carrying loads.

____________________________________________________________________________

We hope all of the above is self-explanatory and answers any queries or questions you may have.  However, if you require any further information, please do not hesitate to contact Peter Whitfield’s Secretary on 01752 431 114.
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Patient Information

Anterior Cervical Discectomy + Fusion
This Leaflet sets out the aims, benefits, risks and alternatives to anterior cervical disc surgery.

You have elected to undergo this surgery as you are probably suffering with various symptoms.  These include pressure on the nerve passing from your neck to your arm(s) which may cause you pain, numbness, weakness.  These symptoms are called brachalgia.  If there is pressure on the spinal cord, problems may also occur with the legs.  These include leg stiffness, jerking of the legs, poor control especially when walking, fatigue of the limbs on exercise, lower limb numbness or tingling and sometimes a disturbance in bladder, bowel and sexual function.  The symptoms due to spinal cord compression are called myelopathic features.  The brachalgic and myelopathic symptoms can be caused by a slipped disc in the neck or due to growth of spurs of bone (osteophytes).  Not all patients who have this condition need surgery; symptoms may improve spontaneously without surgery.  If recommended, after review of your symptoms and scans, surgery usually offers a good prospect of significantly improving painful upper limb symptoms.  In cases with spinal cord compression, surgery may promote recovery of walking and neurological problems.  However, surgery in such cases frequently slows progression of the disease rather than cures all the pre-existing symptoms.

You are usually admitted on  the day of surgery.  Consent will be obtained by a senior member of the Surgical Team.  This is a good opportunity for you to ask any questions.  The Anaesthetist will also see you before the procedure to assess your general state of health, any medications you take and discuss the details of the anaesthetic with you.

The Operation

The operation takes approximately 2 to 3 hours to perform.  Once you are anaesthetised, a small incision is made in the skin on the right side of your neck overlying the affected area.  The scar usually heals well and is “masked” by the normal skin creases in the neck.  A X Ray is taken to ensure surgery is undertaken at the correct level.  The voice box and windpipe need to be gently retracted to the side to enable access to the spine.  The carotid artery lies to the side of where we operate.  The operating microscope is then used to help make surgery precise.  Disc material, often a small amount of bone and some ligament is removed from the spine to enable visualisation of the spinal cord in its protective dural membrane.  In many cases, a very precise high speed drill is used to assist this part of the operation.  Once we are satisfied that the spinal cord and nerves have been decompressed a fusion operation can be performed if required.  A small plastic cage is implanted into the disc space.   Surgery is then completed by ensuring that any bleeding is controlled.  The wound is usually closed with a dissolving stitch.  

General Anaesthesia

During general anaesthesia, you are put into a state of unconsciousness using a combination of drugs.  A tube is inserted into your throat and down your windpipe to help you to breathe.  While you are unconscious and unaware, your Anaesthetist remains with you at all times, monitoring your condition and controlling your anaesthetic. At the end of the operation, your Anaesthetist will reverse the anaesthetic and you will regain awareness and consciousness.   

What are the risks of General Anaesthesia?

Risks cannot be removed completely, but, with modern equipment, training and drugs, anaesthesia is a much safer procedure than in the past. The risk to you as an individual will depend on; whether you have any other illness (e.g. heart disease), personal factors (such as smoking or being overweight) or particularly complicated surgery with blood loss.  The risk of death with this procedure is very rare. 

· Common side-effects of anaesthesia include nausea and vomiting, sore throat, dizziness, blurred vision, headache, itching, mild confusion or short-lived memory loss.

· Uncommon side effects and complications include chest infection, bladder problems (especially older gentlemen), muscle pains, slow breathing, damage to teeth, lips or tongue, or an existing medical condition getting worse.
· Rare or very rare complications include damage to the eyes, serious allergy to drugs, nerve damage, death, equipment failure, awareness (becoming conscious during your operation).

After the procedure

You will wake up in the Recovery Room after your operation. You might have an oxygen mask on your face to help you breathe and a “drip” in your arm to supply fluids.  You may have a cervical collar in position.  Once awake, you will be transferred back to the Ward. You are likely to feel drowsy and sleepy at this stage. Some patients feel sick and others may have a sore throat related to the insertion of the breathing tube during surgery. During this time, it is important that you relax as much as you can, breathe deeply, do not be afraid to cough, and do not hesitate to ask the Nursing Staff for any pain relief, and about any queries you may have. You are likely to have hazy memories of this time and some patients experience vivid dreams. Once you are fully awake, you will be returned to the ward.   
Pain Control

You will be given medication for any pain that you might feel.  A PCA pump system may be used.  This allows you to press a button to administer painkillers via your drip if required.  The pump is set up to prevent you receiving too much of these drugs.
Serious or Frequently Occurring Risks

An anterior cervical discectomy is very safe and serious complications are extremely rare as discussed below:

Nerve Damage: The risk of damage to the nerve root or spinal cord is much less than 1%. Nerve root damage might cause increased numbness, weakness or pain in part of the arm.  The risk of damage to the spinal cord causing paralysis is extremely small - much less than 1% of cases.  The spinal cord supplies nerves to the arms, legs, bladder, bowels and sexual organs.  Permanent injury of spinal cord is very serious and can be life-threatening.  The nerves to the voice box are close to the operation site.  These can occasionally be damaged causing a permanent hoarse voice. 

Spinal Fluid Leak: Sometimes (less than 1%) the waterproof membrane surrounding the nerves is very adherent (sticky) to the surrounding structures and can leak spinal fluid.  Tissue glue is used to repair the defect.  Rarely such patients can develop persistent headaches or fluid leakage from the incision.  

Bleeding in the Neck:  Very occasionally, serious bleeding can occur within hours of surgery.  Such bleeding can be life-threatening due to the windpipe and carotid arteries being so close.  Fortunately such problems are exceedingly uncommon.      

Other Problems: The risk of wound infection is less than 1% and is usually treated with antibiotics.  Sometimes prolonged treatment is required.  Serious “hospital acquired infection” is extremely uncommon.  The risk of a thrombosis (DVT) is also small provided patients mobilise.  Blood thinning drugs are not usually given until the day after surgery.  The risk of major life-threatening internal bleeding is remote. 

