Pati ent: John Russom

DATE OF ADM SSI ON: 10/ 09/ 2000

DATE OF OPERATI ON: 10/ 09/ 2000

SURCGEON: TODD MOLDAVER, M D.
ASSI STANT SURGEON: JEFF BARON, M D.
SECOND ASSI STANT: NONE

ANESTHESI OLOG ST: REZA EHSAN, M D.

PRECPERATI VE DI AGNCSI S: Herni at ed di sk,
C6-7 on the right.

POSTOPERATI VE DI AGNCSI S: Herni at ed di sk,
C6-7 on the right.

OPERATI ONS AND PROCEDURES: 1. Anterior cervical microdiskectony at C67. 2.
Anterior cervical interbody arthrodesis at C6-7. 3. Right iliac bone graft. 4.
Cosnetic wound closure (5 cmleft cervical, 3 cmright iliac). 5. Lateral

| ocal i zing cervical radiographs (two).

ANESTHESI A: General endotracheal .
ESTI MATED BLOOD LGOSS: 25 cc - none repl aced.

DRAINS: Two medi um Henovac drains enployed in the right iliac wound and a quarter-inch
Penrose drain in the cervical wound.

COWPLI CATI ONS: None.

PERTI NENT HI STORY AND PHYSI CAL: The patient is a 48 year-old male who sustained an injury
to his neck in the course of his enploynent on 05/31/2000. He has had extensive care since
that time and has renmmined synptomatic with noderately severe to severe neck and right arm
synpt ons whi ch have been unrelieved by appropriate conservative nmeasures. He has under gone
a nunber a diagnostic studies including a nmagnetic resonance imagi ng of the cervical spine
whi ch denonstrated a right-sided herniation of C6-7. Treatment options were discussed with
the patient and he elected to proceed with surgery.



OPERATI VE FI NDI NGS AT SURGERY: A small right-sided herniation at C6-7 was confirned.
OPERATI VE PROCEDURE: Wth the patient in the supine position after
satisfactory induction of general endotracheal anesthesia by Dr. Ehsan, the

patient was positioned in the supine position with a five pound sandbag under

his shoul ders and right buttock. The anterior cervical spine and the right

iliac crest areas were prepped and draped in the usual sterile fashion

At hronbi ¢ punps were applied to the | egs bel ow the knees to prevent

venostasis during and after the procedure.

A 5 cmincision was carried down in the anterior aspect of the cervical spine to the left of
mdline, parallel to the clavicle, and approxi mately one and-a-hal f fingerbreadths above the
clavicle through the skin and subcutaneous tissue to the platysna fascia. Superficial
retractors were placed, and henpbstasis secured with el ectrocautery.

The platysna fascia was divided transversely, and the interval between the
sternocl ei domastoid and the strap was entered with blunt dissection. The esophagus and
trachea were nobilized to the right and protected with a O oward hand-held retractor. The
peanut el evators were used to clear the soft tissues over the anterior aspect of the
cervical spine, and an 18 gauge spinal needle that was carefully angul ated to prevent over
penetration was placed in what was felt to be the C5-6 and C6-7 disks. The first latera
roent genogram was taken whi ch denonstrated the needles to be at the C67 to C7-T1 | evel.

Wil e the radi ograph was bei ng devel oped, attention was turned to the right iliac crest,
whi ch as described above, was prepped and draped in the usual sterile fashion. An oblique
incision, approximately 1 inch proximal and 1 inch lateral, to the anterior superior iliac
spine inline with the iliac crest was then nmade through the skin and subcutaneous tissue
to the fascia. The skin was then retracted to the level of the iliac crest where the deep
fascial incision was nmade through the fascia overlying the iliac crest and the
subperiosteal dissection carried out on the inner and outer table of the right ilium

Thr oughout the procedure, copious ambunts of antibacterial irrigating solution were used to
periodically irrigate both wounds.

A tricortical iliac bone graft was then harvested with a reciprocati ng saw neasuring
approximately 1 cmin depth and 1 cmin width. The donor bone edges were careful ly waxed
with bone wax and additional henpbstasis secured with el ectrocautery.

Attention was then turned to the cervical wound where the needl es were noted



to be at the C6-7 and C7-T1 | evel. The Caspar self-retaining retractors were then placed
underneath the | ongissimus coli nuscles bilaterally. The 15 bl ade knife was then used to cut
a rectangular window in the annulus in the anterior |ongitudinal |iganment, and the operating
m croscope was then noved into place. The 0, 2-0, 3-0, and 4-0 strai ght and angul at ed
Carlens curettes were then used to evacuate the nuclear contents back to the |evel of the
posterior longitudinal |liganent. The Coward interbody distractors were used to facilitate
di sk space distraction to facilitate the exposure. The posterior |ongitudinal |iganent was
taken down in the mdline and carried over to the right foramen, and sonme additional nuclear
material was renpved in that |ocation. The hi gh-speed Anspach bur was then used to abrade
the cartil agi nous end pl ates down to subchondral bl eeding bone. The bone plug which was
harvested fromthe right iliac crest was then carefully trimed to approximately 8 mmin
height and 8 nmin depth. It was carefully inpacted at the C67 interspace with the Caspar
bone hol ding instrunent, and the final inpaction was done with the C oward inmpaction
instrunents. Wen the interbody distractor was renoved, the bone plug appeared to be quite
securely locked in place and resisted removal with a Kocher clanp.

The anest hesi ol ogi st was there to put the neck through a full range of notion throughout

whi ch the plug appeared stable. The wound was then closed in |ayers over a quarter-inch
Penrose drain using O Vicryl sutures to reapproximte the interval between the

sternocl ei domast oi d nuscl es and strap nuscles, O Vicryl sutures to reapproximte the

pl atysna fascia, 3-0 Vicryl subcutaneous reapproximating sutures on the subcutaneous tissue,

and a 4-0 Maxon subcuticul ar cosnetic closing suture on the skin. The right iliac wound was
closed using O Vicryl sutures on the fascia, 2-0 Vicryl sutures on the subcutaneous tissue,
and 4-0 Maxon subcuticul ar cosnetic closing suture on the skin. The iliac wound was

infiltrated with 0.25 percent Marcai ne wi thout epinephrine postoperative anal gesi a.
Steri-Strips and Xerof orm gauze were placed over both incisions and covered with dry sterile
dr essi ngs.

The patient's neck was then inmobilized in a Philadel phia collar prior to extubation by
Dr. Ehsan.

The patient was transported to the recovery roomin satisfactory condition. At the
concl usi on of the procedure, sponge, instrument, and needl e counts were all correct.
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