
Anterior Cervical Discectomy and Fusion 

 

This procedure is performed as an inpatient in hospital. Staff involved in your care include:  

1) Nurses at pre-assessment appointment before the operation 

2) Ward nurses on the day of and after surgery, and recovery nurses. 

3) Consultant anaesthetist 

4) Spinal surgeon 

5) Resident medical officer 

6) Physiotherapists on the ward and after discharge from hospital  

 

All staff involved in your treatment will be happy to answer any questions regarding 

surgery and recovery, so don’t be afraid to ask.  
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Diagram showing a disc bulge 

 

Very few people who have a spinal problem need surgery.  Usually, I discuss the different 

management options with you, including coping with symptoms.  In general, surgery is 

The intervertebral disc is the structure between 

vertebrae (bones of the spine). It acts as both a 

spacer and a shock absorber. 

A herniated disc (also called bulge or 

protrusion) can cause nerve root 

compression (trapped nerve) leading to arm 

pain, numbness, pins and needles and 

weakness. Occasionally, it can cause spinal 

cord compression with widespread 

symptoms, leg weakness and balance 

problems. 



considered if the symptoms do not resolve with other conservative or non-surgical 

treatments.  

There are different surgical procedures that are used to treat neck and arm pain and 

neurological symptoms.  The most common are: anterior cervical discectomy and fusion, or 

anterior cervical discectomy and disc replacement. Both procedures have almost the same 

outcome in the short-term.  Disc fusion may put more load on the adjacent discs and cause 

more wear and tear in those discs. A disc replacement would maintain movements at the 

operated disc and may not cause more wear and tear in the adjacent discs. With solid disc 

fusion, it is extremely unlikely that there would be any symptoms related to that disc in the 

future. However, with a disc replacement, it is possible that symptoms may develop in the 

future, as we do not have studies on the long-term (more than 10 years) outcome of disc 

replacement.    

 

About the operation 

The term "cervical discectomy" means "removal of the disc".  This procedure is most 

commonly carried out when pressure from a disc, bone, joint or surrounding soft tissue 

causes irritation or injury to the spinal nerve roots or spinal cord, leading to pain, weakness, 

decreased sensation, pins and needles, numbness or tingling in the arm on the side of the 

compression. Surgery aims to relieve the compression on the nerve root, decrease the arm 

pain, improve the pins and needles / numbness, and improve the sensation and muscle 

power.  If neck pain is present, this is likely to decrease following this procedure, but the 

main aim is to relieve the arm symptoms rather than the neck pain.  

Outcome 

The arm pain improvement is most commonly immediate but occasionally can continue for 

as long as nine months to a year. However, do not be disheartened – this is normal because 

nerve tissue is very sensitive and can take a considerable time to recover, especially if you 

have had your symptoms for a long time. If arm numbness, weakness and other neurological 

symptoms are present, this suggests an injury to nerves or the spinal cord. These 

neurological symptoms may take six weeks to a year or longer to improve and may improve 

partially or completely. Occasionally, these symptoms may not improve at all.   

About eight out of ten patients undergoing this procedure are significantly improved, 

although there may not be complete relief of pain.  The majority of patients are able to return 

to a full range of normal sporting and social activities. 



The operation  

The surgery is performed under general anaesthetic (you will be fully asleep). A cut in the 

skin is made in the front of the neck next to the trachea (windpipe). The disc is identified with 

x-rays. I usually use an operating microscope for the operation. The disc and extra bone 

formation (osteophyte) compressing the spinal cord or nerve roots is removed. Following 

discectomy, the disc space between two vertebrae is either filled with a disc replacement, or 

fusion is made.  

Fusion aims to permanently stop the movement between two vertebrae and keep a good 

height and shape of the disc space. This maintains enough space between the bones for the 

spinal cord and/or nerve roots. During the healing process, the vertebrae grow together, 

creating a solid piece of bone out of the two vertebrae. There are different ways to achieve 

this fusion, but I usually use synthetic bone and a cage with screws fixation.  

Very occasionally, in addition to cages and bone graft, we may use metal plates, screws, 

and rods to support the operated-on levels as fusion heals. This may have to be performed 

from the back of the neck posteriorly, making a cut beside the bony prominences in your 

neck.  By using metal plates and screws, the vertebra can be held rigidly in place while the 

fusion heals.  A neck collar is usually not used for more than one week. 

      

         

Anterior instrumented fusion        Disc Replacement 
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Risks and complications: 

The list of complications provided here is not intended to be a complete list of complications 

and is not a substitute for discussing the risks of surgery with your surgeon. Only your doctor 

can evaluate your condition and inform you of the risks of any medical treatment he or she 

may recommend.  The aim of is to be informative, not to frighten you. 

 

Wound Infection 

The risk of deep wound infection following surgery is less than 1% (fewer than 1 out of 100 

people), but sometimes further surgery is needed to clean the infected tissue.  This is usually 

combined with an extended course of antibiotics. Superficial wound infections may occur in 

up to 4 out of 100 people and are usually treated with a course of antibiotics. 

If you think you may have an infection, please call the hospital ward or my secretary so that 

the wound is assessed and treated. Antibiotic medication can be prescribed if necessary.  

 

Deep Vein Thrombosis and Pulmonary Embolism 

Any operation which leads to a reduction in normal mobility poses a slight risk of blood clots 

developing in the legs (DVT) or lungs (PE).  The risk following this procedure is extremely 

small.  Very occasionally, if you have risk factors such as previous DVT or have decreased 

mobilisation, you may be given drugs to thin your blood, but this risk cannot be totally 

eradicated.  To avoid that risk, we recommend early mobilisation and avoidance of 

prolonged bed rest, walk regularly as soon as possible both in hospital and when you return 

home and perform leg exercises.  A blood clot in the legs is a nuisance causing swelling and 

pain, but if the clot moves to the lung you may develop a pulmonary embolism.  A pulmonary 

embolism is very rarely fatal. 

 



Dural Tear 

Sometimes during surgery, the waterproof membrane around the nerves is adherent (sticky) 

to the surrounding structures.  If it is torn during surgery, there is a risk of fluid leaking from 

the wound, which usually settles down spontaneously without causing you problems.  Very 

occasionally, this may be treated with insertion of a spinal catheter and a few days of bed 

rest.  Rarely, surgery may be required to correct this problem. 

Nerve Damage 

There is a small risk of damage to the nerve roots.  The risk of permanent damage is less 

than 1%.  If it occurs, you may notice increased numbness in part of your arms and legs 

and/or some weakness of movement. 

Recurrence / Worsening of Symptoms 

There is a small chance of recurring or worsening symptoms.  This could possibly be due to 

scarring, damage to muscles, ligaments or nerves, failure of fusion, further degeneration in 

the spine levels above or below the level of the fusion or for no specific reason. 

Failure of Fusion (if fusion is performed) 

The possibility that the fusion may not take or heal is small (less than 5 out of 100 people).  

Very occasionally, a non-fusion may cause symptoms and further surgery including 

instrumentation may be required to achieve fusion. Smoking can compromise fusion and 

patients are advised to quit smoking before surgery.   

 Failure of metalwork and loosening (if disc replacement is performed) 

Occasionally, a disc replacement may not relieve symptoms or may become loose – in this 

case, further surgery including instrumentation and fusion may be required.   

Bleeding in the wound and swelling in the windpipe 

This could result in difficulty breathing or swallowing. If you take blood thinners such as 

Aspirin or Clopidogrel and Warfarin, you would need to stop taking those medications before 

the operation. We may plan for you to have injections of short acting anticoagulant. 

Damage to the trachea (windpipe) or oesophagus (food pipe)  

This is reported in fewer than 1 in 100 people.  

 



Vocal cord injury and swallowing problems 

The small nerve that supplies vocal cords sometimes does not function after surgery 

because of retraction during the procedure. This could cause temporary or (rarely) some 

permanent hoarseness of the voice. Retraction of the oesophagus may produce temporary 

difficulty with swallowing. 

Very rare but serious complications 

 

In extreme circumstances, complications may include damage to the spinal cord and 

paralysis (loss of use of the legs, loss of sensation and loss of control of the bladder and 

bowel). This can occur through bleeding into the spinal canal after surgery (a haematoma). If 

an event of this nature was to occur, every effort would be made to reverse the situation by 

returning to theatre to wash out the haematoma.  

However, sometimes paralysis can occur as a result of damage or reduction of the blood 

supply of the nerves or spinal cord and this is unfortunately not reversible. Stroke, heart 

attack or other medical or anaesthetic problems, including death, are reported as happening 

in 1 out of 250,000 cases under general anaesthetic. 

 

Time frames and Diary 

Prior to Surgery - Medical Pre-assessment: 

Usually you will be asked to fill a pre-admission medical questionnaire and attend a pre-

admission clinic, where tests of your blood and heart are carried out. You will have an 

assessment by a senior nurse to determine your individual needs. If there are medical 

concerns that may affect the safety of the anaesthetic, the nurse will discuss those concerns 

with the anaesthetist and surgeon to decide if there is need to arrange preoperative tests 

and treatments, and arrange any special care in the immediate period after surgery. This is 

aimed to reduce the risk of complications. 

Medications  

  
If you are taking medications before surgery, please ensure that you record them on the 

preoperative questionnaire. All blood thinners may cause bleeding which can cause injury to 

the nerves. Therefore, measures are taken to avoid that risk. 

If you are on Aspirin, Clopidogrel or anti-inflammatory medications such as Ibuprofen, it is 

recommended you stop those medications 5 days before any spinal injection or surgery. You 



need to confirm with your doctor or physician that it is safe to do so. The medications can be 

restarted the day after the procedure 

If you are on Warfarin, there is a protocol that needs to be followed. This includes stopping 

Warfarin about 5-7 days before the procedure and replacing that with short-acting 

anticoagulant (Clexane) injections daily with blood tests. Warfarin usually will be started the 

day after the procedure. You will need to be followed by an “Anticoagulation clinic or service 

Occasionally, we may ask for a consultant haematologist opinion. 

 
 
Allergies  

  
Please ensure you confirm to the pre-assessment nurse and on the pre-assessment 

questionnaire if you have any allergies to drugs to avoid potentially serious problems. 

 

At the outpatient clinic appointment, I will discuss with you the details of your surgery and 

post-operative care, after reviewing your current condition and investigations.  I will discuss 

with you your condition, the prognosis, the possible management options and their risks and 

benefits. I will be glad to answer any questions you may have and discuss the procedure 

with you.  

On Admission to Hospital 

On most cases, you are admitted on the same day of surgery. You will be assessed by a 

qualified nurse who will formalise a care plan. The consultant anaesthetist will examine you 

before surgery and discuss the anaesthetic procedure, risks or any questions you have.  The 

consultant anaesthetist will also advise you about the recovery room care and postoperative 

pain management.  As your consultant surgeon, I will review the situation and I will answer 

any questions you have. If we agree to proceed with surgery and you give your informed 

consent for the procedure, you will be asked to sign a consent form.  

Operation Day 

You will be asked to stop eating six hours prior to your operation but you may continue to 

drink water until three hours prior to it. You will also need to have a shower and may be 

given medication to relax you.  Surgery may be cancelled if you are found to be unfit, if you 

have an infection or there has been a change in your condition that surgery is not required.  

You will then go to theatre for your operation. 

After the operation you will be nursed in the post-operative ward before returning to your 

own ward. When you wake you may find tubes in place which remove excess fluid from the 



wound area.  These drain into bottles situated by your bed and stay in for the first day or two. 

Your pain relief is usually with oral medications (tablets). Some are given regularly by the 

nurses. Some are given at your request. If you have significant pain, please call the nurses 

who will give you pain relieving injections or tablets. 

After your Operation - Days 1 to discharge: 

Drip tubes in your arm and drains from your wound may be removed.  Very occasionally, a 

catheter may be inserted if you are having difficulty passing urine. 

Following the operation, you will be lying flat on your back or on your side.  Unless instructed 

otherwise, you may get up on the same day of the operation or the day after. You should 

only get up with the help or supervision of your nurse or physiotherapist.  The 

physiotherapist will teach you bed exercises, which you will be expected to do at least three 

times a day. These exercises are designed to introduce some gentle movement in your legs 

and shoulders.  

If you have a soft collar fitted, this is commonly only used for about one week. It can be 

removed for eating and showering. The physiotherapist or nurse will show you how to put 

this on and off.  You will be assisted to log roll and transfer to sit on the edge of the bed. It is 

normal to feel dizzy / light headed / nauseous the first time you get out of bed, and 

depending on these symptoms you may stand, take a few steps or sit out in the chair for a 

short period. Whilst sitting you should be well supported and maintain good posture at all 

times. 

Your exercises will be checked and progressed as appropriate. You will be helped to a 

standing position and, if able, take a short walk. You may also sit out in a chair, but you 

should intersperse each period of sitting with a rest on your bed. When the physiotherapist 

feels you are ready, you will be taught how to negotiate stairs or a step.  

Post Discharge: 

It is essential that you continue all the exercises that you were taught whilst on the ward.  It 

is your responsibility to do these and this is essential to your recovery. 

Equipment: 

During your stay the occupational therapist may ask you for the height of various pieces of 

furniture in your home, to ensure your safety after discharge.  Prior to discharge you will be 

assessed using furniture of a similar height to that at home.   



Follow-up Care 

Please contact the ward if you have any concerns regarding your wound or if you have any 

of the following: redness and significant swelling around the wound, wound leakage, or high 

temperature. 

An appointment will be made to review your progress in clinic, about six weeks after your 

operation, at which point you can discuss your return to work, if you have not already done 

so. 

Before discharge from hospital, you will be given an appointment for outpatient 

physiotherapy about two weeks after surgery. 

First Two Weeks: 

 
• Expected levels of pain - the operative site may be sore, but usually will gradually 

improve. 

• Wound care - Usually, dissolvable stitches and skin glue are used for wound closure. 

These do not need removal but occasionally, a protruding stitch may have to be removed.  

The wound is usually is covered with a dressing that prevents water to reach the wound. 

You can have a shower from day 2 after surgery. Unless the dressing peels off, it can be 

left in place. An appointment about 5 days after discharge from hospital will be made for 

you to have the wound checked and confirm it is healing well without infection.  

• Activity level - it is best to keep active. Walking on level ground without pushing beyond 

your comfort zone is advised. Lying down all the time leads to loss of muscle tone and 

increased medical complications. 

• Pain relief - Tablets will be prescribed at the time of discharge and should be taken as 

directed. 

• Emotions and tiredness - it is not unusual to feel down after an operation and so allow for 

this in your plans when you leave hospital. Your spirits will naturally improve with a little 

time and gentle activity. 

• Travelling in a car - being a passenger in a car will not harm your neck, but it may be 

painful. If trips in a car are necessary, then try to make them short or break them up with 

stops for a walk at least every hour. 

 

 

 

Subsequent month: 

  



• Return to work: people with non-manual jobs would normally return to work after 2-4 

weeks. For those with physically demanding work, resumption of work may take up to 3 

months. 

• Driving a car: Do not expect to drive any vehicle until 2-4 weeks after surgery. This is 

because pain could prevent you from controlling the vehicle safely. You must feel safe and 

confident to drive and be able to turn your head easily and have full power and sensation in 

your arms and legs. If you are unable to make an emergency stop or the pain prevents you 

from being in control of your car at all times, you would have problems with your insurance 

company. 

• Flying: I recommend that you do not fly for 2 weeks post-surgery and avoid long haul 

flights for 4-6 weeks. If travelling on a long haul flight within 6 weeks of your procedure, I 

recommend that you wear your hospital stockings when flying. Try to keep yourself 

hydrated and move your legs and mobilise regularly on board. 

  

 Long term: 

• Recovery of function - Full recovery often depends on commitment to regular exercise in 

order to build up muscle and stamina that was lost due the original condition and then the 

surgery. Most patients are able to go back to full activities by 3 months after surgery. 

Approximate times to return to domestic activities: 

• Shopping    6 weeks 

• Cooking    6 weeks 

• Ironing     6 weeks 

• Vacuuming    6 weeks 

• Making the bed   6 weeks 

• Washing / Hanging Clothes  6 weeks 

• Mopping / Sweeping   6 weeks 

• Cleaning the bathroom / Bath  6 weeks 

• Reaching to high / low cupboards 8 weeks 

• Gardening    3 months 

 

Approximate times to return to sports: 

 
• You should not participate in any sporting or other activities until you are reviewed in 

clinic, six weeks after surgery. The list below is a guide to the length of time until you 

may return to sporting activities.  Should you wish to commence any other activities, 

please discuss them at your clinic appointment. 



 

• Pilates     6 weeks 

• Yoga     6 weeks 

• Swimming (Not breast stroke) 6 weeks 

• Light gym weights   8 weeks 

• Cycling    6 weeks 

• Tennis     3 months 

• Running    3 months 

• Badminton    3 months 

• Golf     3 months 

 


