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Abstract: Cervical disc prolapse can be accompanied by severe pain, numbness, paraesthe-
siae and muscle weakness. The choice lies between a conservative approach with physiother-
apy and pain modulating drugs, such as gabapentin, or a more active surgical approach, 
ranging from nerve decompression through vertebral foraminotomy through to cervical disc 
replacement. We relate the experience of a medically qualified patient in having disc prolapse 
at three cervical levels and what it was like to experience a lonely and difficult post-surgical 
recovery. Despite this, the patient would still choose active surgical decompression over 
a non-interventional approach. The reasons for this are discussed from the patient perspec-
tive, of which there is little directly in the medical literature. 
Keywords: chronic pain, neurosurgery, operative choices, cervical disc prolapse

Introduction
Cervical disc prolapse can be a very disabling experience for most patients who 
may have protracted time off work through chronic pain, inability to use the 
affected arm in activities of daily living, consequent muscle wasting and often, 
associated psychological and economic sequelae that accompany long-term illness.1

Therapeutic options are not supported by good evidence in meta-analyses, either 
for conservative treatment with physiotherapy and pain-modulating drugs or for 
active surgical options, such as cervical disc replacement.2,3

Methodology
We report the experience of a well-known medically qualified practitioner who 
spoke to the authors in a face-to-face interview about his experiences of 15 months 
off work following cervical disc prolapse. The interview with the patient was 
recorded digitally, after he provided written, informed consent. The recorded inter-
view was then fully transcribed into a Microsoft Word™ (Microsoft, Redmond, 
Washington, USA) text document and the context organised into themes for 
thematic analysis by each of the two authors who acted independently. Inter-rater 
reliability was greater than 70%, using Cronbach’s alpha test.

Description
The patient was initially offered conservative management and suffered much 
physical and psychological distress in the process. As a medical academic, he had 
been used to travelling round the world with little thought for his own health, but 
this problem confined him at home with disabling pain. He felt that his experiences 
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were typical of the ambivalent approach taken by the 
medical profession, rather than offering active surgical 
decompression earlier in the natural history of the 
complaint.

The patient was not quite sure when his symptoms 
started, but he gradually became aware that he had numb-
ness in his thumb and fingers of his left hand. Weakness 
ensued and he found difficulty in activities of daily living, 
such as doing up buttons. He began to drop things, but 
only when radicular pain and paraesthesiae started, did he 
stop ignoring his symptoms. He reported: “The pain 
seemed like fireworks shooting down my left arm and 
there really was little relief”.

On a work trip to Abu Dhabi from his workplace in 
London, United Kingdom, his medical hosts perceived his 
pain and arranged an MRI of his neck and thoracic spine, 
amongst an array of tests. To his surprise, the radiology 
report indicated that he had slipped his C 5–6, C 6–7 and 
C 7–8 vertebral discs. A local medical expert explained 
that if one disc had herniated, neighbouring discs can 
rupture like opening a zipper. Given that the patient had 
travelled a lot, it was suggested that he had probably 
sustained the injury on wrestling with suitcases on an 
airport luggage carousel, perhaps on a previous visit to 
Mexico – the injury being a result of different shear forces 
moving in opposite directions.

He had been told in Abu Dhabi that operations to 
relieve the pressure on cervical nerves had mixed results – 
and that he might be better having physiotherapy and 
being managed conservatively.1 This decision was con-
firmed by the neurologist in the United Kingdom to 
whom he was referred – weekly physiotherapy of the 
neck, shoulder and arm was arranged. Gabapentin was 
given for pain, but on interview he reported the following: 
“I never felt that it made any difference at any point – 
which for an optimist, it was saying something”.2

While weekly physiotherapy sessions were designed to 
improve muscle strength and prevent sarcopenia, they did 
little to improve the pain, which coursed down his arm at 
the slightest provocation. He recalled at interview: “life 
was miserable, but I continued to soldier on at work”.

It was on work trip to West Africa that he realised that 
quality of life was all important and that he could no 
longer tolerate the pain.

Every pothole in the African roads was felt - like starting 
up a firecracker in my arm. I knew that surgery was 
needed to put me out of my misery. I knew if I had been 

a limping horse, I would have been ‘put down’ out of 
kindness. 

On return to the United Kingdom, he was eventually 
referred to one of the regional neurosurgery centres. The 
multidisciplinary team who assessed him not only 
included the surgeon, but a physiotherapist and 
a specialist nurse. The physiotherapist examined all his 
neurological deficits in detail and came up with a post- 
surgical recovery plan, while the specialist nurse gave him 
information on what to expect and what he might experi-
ence in the early days after an operation to relieve his 
trapped nerves. He reported: “It was a well-oiled machine 
and I received a surgical date for cervical nerve root 
decompression and disc replacements within the 
fortnight”.

The day of the operation loomed; he recalled:

I was racked with pain and inconvenienced by weakness in 
my dominant hand. I could not write, undertaking clinical 
activity was difficult and I continued to be clumsy, drop-
ping things with seeming alacrity. 

He was told that an anterior approach would be made to 
remove the herniated discs and replace them with titanium 
carbide ones, which would last far longer than his life 
span.3

On the video given to him as part of the patient infor-
mation process, the artificial discs looked like oysters with 
a pearl inside – allowing both swivelling movements about 
the “pearl” and both backwards-forwards and side-to-side 
movements about the axes of the “oyster shell”.

The pre-operative process was reported to be very 
slick, the anaesthetist was reassuring and the surgical 
team efficient. In the post-operative period, he realised 
that it was difficult to swallow and that he was somewhat 
hoarse (possibly from recurrent laryngeal nerve bruising, 
given the anterior approach which was used). While he 
was discharged within 24 hours, recovery was slower than 
he would have liked – he had to eat soft food for many 
weeks. He lost a lot of weight and found himself trapped at 
home, as he did not have the strength to open the heavy 
front door.

He recalled at interview:

It is these things in the intermediate recovery period that 
the surgical team do not realise, given that most people 
have recovered at the 3 month post-surgical check-up, 
although quietly undergoing weeks of hell in the interven-
ing time from hospital discharge. However, I still had 
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quite disturbing paraesthesiae and numbness in my thumb 
and fingers, although I found myself acting cheerily, so as 
not to seem difficult or ungrateful. 

The subsequent months continued with physiotherapy, 
more gabapentin and eventually a brachial plexus block, 
performed by a radiologist who entered the room (as the 
patient recalled) and undertook the procedure without even 
introducing himself. The radiologist was remembered to 
have left as quickly as he arrived. The patient said “I felt 
like a bit of meat and very disconsolate”. At interview, the 
patient discussed with us that kind words are all important 
and that he felt that in his experience, kindness was rarely 
encountered. He stated:

I was shocked at how many medics failed to distribute 
words of comfort in the rush to get on with the next case 
or whatever else might be exercising their minds.4 

He went on to reflect: “I was sad to say that the procedure 
didn’t work and I was just as afflicted as ever with pain 
still coursing down my arm venomously”.

Results
Eventually, after much deliberation and countless scans, he 
was slated for a further operation, a full 8 months after the 
first. This time, large foraminotomies were made to release 
the still trapped nerves, using a posterior approach.5 While 
the classic teaching is that it is more difficult to recover 
from this type of operation than the anterior approach, the 
patient found himself back at work within 6 weeks and 
shortly afterwards, in Abu Dhabi once more. He reflected 
“I had come full circle and had learnt much about the 
resilience that our patients need in order to survive and 
eventually flourish”.

Lessons Learned
It is now 10 years on from the initial problem – the patient 
reflects that he still has numbness in the thumb and index 
finger of his left hand, but he disclosed that the power has 
returned and the pain has gone. On reflection, he asserts 
that he would still have taken the surgical route if he had 
his time again. He pointed out that inaction and conserva-
tive treatment was associated with depression both from 
inactivity, an inability to carry out the activities of daily 
living and because of chronic unremitting pain.

He stated

There may be often unanticipated bumps in the post- 
surgical road, but at least that option did something active, 

unlike the conservative approach, which I felt lost me time 
and only brought me protracted pain. I feel that medical 
authorities who compare both approaches probably have 
not experienced the pain involved themselves. 

Conclusions
Spinal surgery comprises a series of complicated and diffi-
cult procedures, which can only be undertaken by highly 
skilled specialists. Such surgery carries with it the potential 
of long-term neurological, vascular or bony complications, 
which vary according to the procedure and the spinal level 
being operated upon.6–8 All such procedures should be con-
sidered with caution, but if successful, spinal surgery can 
offer great relief to the patient, as we have detailed in our 
current study.

In this light, we believe that more should be written 
about the patient experience, given that meta-analyses are 
still stymied by lack of strong evidence on what approach 
to take – active surgical procedures or inactive medical 
supportive approaches. If quality of life is to be consid-
ered, then the surgical approach is to be recommended 
from the viewpoint of our patient.1

While we acknowledge that this study is limited by the 
sample size being from one patient, no other comparable 
information on patient preference or experience exists in 
the literature in this context and we therefore believe that 
the transcript of our conversations with the patient merit 
publication to stimulate further discussion.

Statement of Human and Animal 
Rights
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