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Case Report


History and Physical Examination

A 49 year old male commercial airline pilot presented to the PM&R spine clinic for an “epidural steroid injection”. The patient complained of neck pain radiating to his left posterolateral arm, and to the 4th and 5 th digits occasionally. Symptoms began 28 days earlier, and involved waking up in pain, without any history of injury. He described his neck and radiating arm pain as sharp and constant, with an intensity range of 2-8/10. Symptoms were exacerbated by neck movement, while cervical traction and tramadol alleviated the pain temporarily. He also had occasional numbness/tingling of the left 4th and 5th digits. The patient was otherwise healthy. The patient was employed as a commercial airline pilot but was on medical leave due to the severity of his symptoms. Due to the nature of his profession and the concern for the safety of passengers, he was not allowed to go back to work until his condition improved. Physical examination was significant for left deltoid atrophy and subtle shoulder abduction weakness. Spurling’s maneuver caused radiating pain to the left posterolateral arm at the elbow level. Neck range of motion was decreased due to pain.
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Figure 1: Sagittal T2-weisghted images of the cervical spine. Arrows: herniated/extruded nucleus pulposus. Panels A and B are serial sections.



 

Imaging Studies

His primary care physician had requested a cervical spine MRI without intravenous contrast (Figure 1). The most significant finding was a C6-C7 disc bulge (Arrows) with a superimposed moderate-sized left paracentral disc herniation with superior extrusion, which contacted the left anterolateral aspect of the cervical cord and impinged on the exiting left C7 nerve root.

Clinical Decision Making

The clinical decision was between continuing conservative care or surgical intervention. Conservative care would have consisted in physical therapy and a cervical epidural steroid injection, using either a transforaminal or an interlaminal approach. In deciding which treatment option to pursue, we considered the following factors: the large size of herniated nucleus pulposus (NP), the severity of the spinal canal stenosis (Figure 1A & 1B), the risk of further spinal cord compression and neurological consequences, and the patient’s occupation. Owing to the nature of his symptoms, including weakness and atrophy of muscles, the patient was referred for surgery. These listed impairments directly affected the patient’s work, and we wanted to prevent further deterioration or permanent impairment. A surgical consultation was requested and tramadol was prescribed for pain control.

Surgical Approach


Four days later, the patient was evaluated by a neurosurgeon and was promptly recommended for C6-C7 anterior cervical discectomy and interbody fusion utilizing a fibular allograft. Surgery was performed 10 days after the patient’s initial visit to the PM&R clinic. The C6-C7 disk space was distracted with a vertebral body spreader. The disk was then removed using a high-speed drill. In dissecting the posterior ligament off the dura, a large free fragment of herniated disk was identified and removed, to decompress the dural sac completely. Foraminotomies were performed bilaterally at C6-C7, to provide complete decompression of exiting nerve roots. The C6 and C7 endplates were decorticated and the intervertebral space was filled with allogeneic fibular bone fragments. A metal plate was then contoured between C6 and C7 and two screws were inserted into C6 and C7 respectively, to stabilize the two motion segments.

Outcome

The patient was discharged on the day after the surgery, with home physical therapy and a Philadelphia collar to provide stability of the spine. At 2 weeks after surgery, his neck pain had decreased to 1/10 in intensity, and radiating pain to the left arm had resolved. He returned to work 40 days after the surgery, without any restrictions.

Discussion

This is a healthy airline pilot, who had an extruded NP, and muscle atrophy. The C5 myotome (Deltoid atrophy) involvement is likely due to extruded NP fragment. The most important clinical decision was whether to inject steroid into the epidural space or to decompress the spinal cord and neuroforamen surgically. Most patients with back and neck pain are treated without surgery, with a combination of physical therapy, medications, and education [1]. Surgical treatments result in superior self-reported disability ratings and less neck pain, but no difference in arm pain between the surgery and conservatively treated groups [2,3]. Our patient depends on his arm and finger dexterity to pilot an airplane. Since the size of the extruded disc was relatively large and the spinal cord was impinged, further neurological damage was likely without surgical decompression. Another major concern is that should we pursue epidural steroid injection, the injected medication may further compress the nerve root and spinal cord. After careful consideration and discussion with the patient, surgery was performed with an excellent outcome.
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