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INTRODUCTION
Th e most critical result of cervical intervertebral disc 

degeneration is Cervical Spondylotic Myelopathy (CSM), particularly 
when related to a thin spinal canal because of laminar, dural, or 
ligamentous hypertrophy. It impacts the quality of life seriously and 
also contributes to disabilities for the aged population [1]. CSM is 
normally brought about by the narrowing of the cervical spinal 
channel because of degenerative and inherent changes [2,3]. Anterior 
Cervical Discectomy and Fusion (ACDF) for treating CSM has become 
the most broadly utilized surgical choice [4]. Among the foremost 
methodologies, ACDF can decompress the foremost spinal cord and 
protect the steadiness of the spinal column [5-7]; nonetheless, ACDF 
may have a high danger of defi cient decompression, restricted visual 
presentation, and injury to the cord [8,9]. Symptoms might be tricky, 
progressive, and discontinuous for it. Certain factors, including the 
age of the patient, the length of indications, and the seriousness of 
myelopathy, are accounted for to impact extremely careful outcomes. 

Th e beginning of cervical myelopathy is typically tricky. Its 
etiology is normally age-related degenerative spondylosis, henceforth 
the term Cervical Spondylotic Myelopathy (CSM). Calcifi cation of 
the back longitudinal tendon, reformist cervical spinal deformation, 
cervical circle herniation, injury, and irresistible sore speak to more 
uncommon reasons for cervical myelopathy. In certain patients, side 
eff ects and signs progress in a steady process. Revealed periods of 
infl uenced patients are 20th to the 90th years, with the middle age 
during the 50s. Th ese degenerative cervical spondylotic changes 
will in general happen over various cervical spinal levels, focused 
at the C5–C6 level. Due to this joined ventral/dorsal, frequently 
concentric spondylotic pathology, CSM may bring about spinal 
canal compromise, especially among patients with thin spinal 
trench anteroposterior diameters. Th e favored approach for surgical 
treatment of cervical myelopathy keeps on being debatable, as both 
foremost and back strategies have been utilized eff ectively. Th e 
essential objective of the careful administration of such cases is 
decompression of the spinal cord and disposal of the anteroposterior 
straightening and contortion of the cervical cord.

ANTERIOR CERVICAL DISCECTOMY AND 
FUSION 

Anterior cervical discectomy and fusion take into consideration 
the expulsion of disc material and posterior osteophytes impinging 
on the spinal cord and nerve roots at disc space. Interruption of 
the disc space brings about indirect decompression of the foramen 
and trench to a diff ering degree and is trailed by the inclusion of 
a properly estimated bone join into the interspace. Th e benefi ts of 
this approach are the capacity to decompress the front spinal cord 
through a methodology along facial planes, the general protection 
of the steadiness of the spinal section. Anterior cervical discectomy 
and fusion require less presentation of the spinal cord, yet the 

diminished perception of the spinal cord may expand the danger of 
inadequate decompression of the cord. Th is process isn’t suggested 
as the essential treatment for patients with extreme congenital canal 
stenosis as the general anteroposterior distance across the canal isn’t 
expanded by the strategy.

CASE REPORT
A 54 years old male presented with progressive weakness in the 

left -sided body with tingling and numbness in all four limbs over 3 
months. 

He had neck pain for 6 years. On examination, Hoff man’s sign 
was positive on both sides with hyperrefl exia and extensor plantar 
response on both sides. Th e patient was a heavy worker, smoker, and 
hypertensive. 

An extruded disc was removed from the left  side of the same level 
(Figure 1,2). Th e patient underwent an anterior cervical discectomy 
and mesh cage implant for C5/6 spondylotic myelopathy (Figure 3,4) 
and he recovered well. He was ambulant over two weeks but there 
were persistent tingling and numbness.

  ABSTRACT
Cervical spondylotic myelopathy seems to be a process that results in spinal cord progressive compression and ischemia occurring with neurological 

injury. The option of surgical treatment for cervical spondylotic myelopathy remains controversial. The most widely used surgical choice has become anterior 
cervical discectomy and fusion to treat it. The anterior approach to compression of the cervical cord is associated with cervical spinal instability that involves 
cervical anterior discectomy and fusion. Decompression of the spinal cord and removal of the anteroposterior straightening and contortion of the cervical 
cord are the main goals of the surgical procedure in such situations. In this paper, we reviewed a case of an anterior cervical discectomy and mesh cage 
implant for cervical spondylotic myelopathy.

Figure 1: MRI cervical spine showing disc prolapse at the C5/6 level.

Figure 2: MRI cervical spine showing hyper intense lesion at C5/6 level.
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DISCUSSION
Th e option of the surgical approach remains debated [10]. 

Descompression of the spinal cord can be done via anterior, posterior, 
or combined approaches, which have become a debatable subject of 
discussion in the surgery of spine. Because of its heterogeneity, a 
number of approaches and procedures are used, including ACDF, 
ACCF (anterior cervical corpectomy and fusion), cervical artifi cial 
disc, hybrid operations, as well as laminoplasty and posterior 
laminectomy [11,12]. But recently the anterior approaches are 
extensively applied for surgical treatment of CSM, which can directly 
decompress the spinal cord and nerve root due to discs herniation 
[13]. Operative intervention for cervical myelopathy has consistently 
been shown to improve the neurologic function of a high percentage 
of patients. Neurologic outcomes appear to improve to a similar 
degree, regardless of whether anterior or posterior techniques are 
utilized, provided the guidelines discussed earlier are taken into 
consideration. To demonstrate the effi  cacy of anterior cervical 
surgery in the treatment of CSM, the results achieved with surgery 
must be superior. Th e extended follow-up results in our case study 
gave quite a good outcome assessment of the operative results. In a 
study, the analysis showed that the research hotspots in recent years 
are cervical sagittal orientation, predictive factor, diff usion tensor 
imaging, and the natural history of CSM; the sagittal orientation 
is generally taken as the reference base for the measurement of the 
equilibrium condition of the cervical spine [14]. Risks incurred with 
the anterior approach to the cervical spine include stretch injuries to 
the recurrent laryngeal nerve, which produce hoarseness. Potential 
causes of CSM include posterior laminar, dural, or ligamentous 
hypertrophy, lateral osteophytic compression of feeding radicular 

vessels, and anterior osteophytic impingement upon the spinal 
cord [15]. Th e restricted viewpoint that only posterior or anterior 
surgery should be performed is unwarranted. Depending upon the 
patient, either method or both procedures at staged intervals may be 
indicated. Th e use of the operating microscope in radical removal 
of anterior cervical osteophytes eventually may improve outcomes. 
Despite widespread advocacy of surgery, little statistical evidence 
supports the contention that surgery improves upon the natural 
history or arrests the variable course of CSM. Such evidence requires 
a multidisciplinary, randomized, prospective assessment of cases 
of CSM. As with other types of spine surgery, the careful patient 
selection remains the cornerstone of good surgical results. 

CONCLUSION
Cervical spondylotic myelopathy appears to be a mechanism 

that results in gradual compression of the spinal cord and ischemia 
with neurological damage occurring. Th e anterior approach to 
cervical cord compression is associated with cervical spinal instability 
requiring anterior cervical spinal realignment, reconstruction, 
internal fi xation, and fusion. Spinal cord decompression procedures 
will halt the progressive process in selective patients and maximize 
the potential for neurological improvement. It can therefore be 
inferred that in professional hand such surgery would bring favorable 
results with good clinical performance.
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Figure 3: X-ray cervical spine lateral view showing mesh cage at C5/6 level.

Figure 4: X-ray cervical spine AP view showing mesh cage inside C5/6 level.
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