
 

 

 

   Objectives of Surgery 
 

 
 Details of Surgery 

 

 Decompression  

 Instrumentation  
 

Patient Information and Consent 
for Surgical procedure 

Posterior Lumbar Decompression  

Laminectomy and microdiscectomy 

The main reason for this surgery is to adequately decompress 
the nerves and nerve roots, that have been compressed by disc 
protrusion. The removal of the compressive structures stops 
the nerves being irritated and relieves the symptoms of pain in 
the legs. If there are any symptoms of numbness, pins and 
needles or weakness, this surgery can also stop the worsening 
of these symptoms and often allows the nerves to recover over 
time, which in turn restores normal feeling and movement in the 
legs. 

This type of spine surgery is performed mostly in younger 
patients, that do not have spine deformity or severe arthritis in 
the spine. It preserves the anatomy and motion while relieving 
symptoms of nerve compression. 

The surgery is performed with the patient lying on the stomach 
on a specialised operating table, that is extensively padded and 
designed to allow surgery to go on for very long time without 
the patient being affected by this position. The approach to the 
spine is via the midline incision, The retraction of the muscles is 
minimal, especially when tubular retractors are used during 
minimally invasive surgical (MIS) approach. The length of 
surgery is usually around 1 hour.  

 

The spinal canal or nerve root canal are accessed by removing 
a small window of bone from the lamina (the arch of the back of 
the vertebra). The other structures removed to allow adequate 
decompression of nerves in the spine may include part of the 
facet joint, the intervertebral disc, that is degenerated and 
prolapsed. None of the paraspinal muscles are removed. The 
discectomy is always only partial, focusing on the 
dysfunctional and prolapsed part of the disc. 

There is no need for any instrumentation (screws and rods) in 
this type of surgery. 

As most structures that maintain stability of the spine are 
preserved, there is no benefit of placing screws, rods or cages 
into the spine. 



 
 Bone graft fusion 

 Complications of Surgery 

 

The disc is allowed to heal with or without restriction devise 
over the period of 6-8 weeks. This time is when re-prolapse is 
most commonly seen. 

 

In some cases, devices that prevent subsequent disc prolapse, 
or recurrence have been used, however this would be 
discussed on an individual basis. 

Much like with any surgery, there are possible risks and 
complications associated with this procedure. The three 
categories of complications are relatively common risks, rare 
risks and those that are still uncommon, but very relevant to 
this particular procedure.  

More common risks and complications (> 5%) include: 

 Infection, requiring antibiotics and further treatment.  
 Minor pain, bleeding or bruising at the wound site 
 bladder infection, pressure sores or blisters 

These usually settle in short amount of time and if so, requiring 
only minor interventions. 

Rare complications include: 

 Heart complications (heart attack, irregular beat) 
 Stroke or stroke like complications 
 Pulmonary embolism 
 Death 

Uncommon risks and complications (1-5%), that are specific to 
this type of surgery include: 

 Deep wound bleeding (more common if on prior blood 
thinners)  

 Nerve root injury causing a weakness or numbness  
 Bladder or bowel problems due to nerve root injury 
 fluid leak from spinal nerves coverings (CSF) 
 Ongoing persistent leg numbness due to nerve damage 

from compressed nerve roots.  
 Ongoing persistent back Pain 
 Deterioration of other discs. This may require further 

surgery.  
 
  

Similarly, as is the case with instrumentation, there is no need 
for fusion and bone graft in this approach.  

Whether, minimally invasive (MIS) or mini-open techniques are 
used, the minimal interference with normal anatomy and normal 
movement is desirable. Thus, any bone grafting and fusion is 
contraindicated. 

if the disc prolapse occurs again after the initial surgery 
(discectomy), a decision regarding the need of second surgery 
will be required. This is most often a wider decompression with 
complete removal of the disc and subsequent instrumented 
fusion and use of bone graft. 



 
 Recovery after surgery 

 Pain after surgery 
 

The length and ease of recovery is mostly dependent on the patient’s 
age pre-surgery capacity and fitness.  

The hospital stay is usually 1-3 days. During this time the patient re-
establish their independence. Whether the discharge destination is 
home or inpatient rehabilitation centre, the subsequent 2 weeks is 
spent exercising, walking and engaging in increasingly more vigorous 
activity. By 4 weeks after surgery, the patient is usually able to do 
majority of activities they wish, but with difficulties. By 2 months 
after surgery, the patients are able to do most activities without 
difficulties.  

In general, if the patient is less than 40 years old, the above time 
estimates can be halved.  

 Subsequent same disc prolapse (re-prolapse) 
 

o Short-term (several days) risk up to 5% 
o Medium-term (up to 6 weeks)  
o If disc defect is large, the risk of recurrence is 

up to 30% 
 

 Visual disturbance. This may be temporary or permanent.  
 Small areas of the lung may collapse, increasing the 

risk of chest infection. This may need antibiotics and 
physiotherapy.  

 In patients with high body-mass index, Increase risk of 
wound infection, chest infection, heart and lung 
complications, and thrombosis.  

 Blood clot in the leg (DVT) causing leg pain and 
swelling.  

Rare risks and complications (< 1%) that are specific to this 
procedure include:  

 Paraplegia from a blood clot. This may require further 
surgery and though usually temporary, may be 
permanent.  

 Injury to major blood vessels and nerves.  

 

Most of the pain directly after and for approximately 2 weeks after 
surgery is due to muscle spasms. This occurs as the paraspinal 
muscles recover from surgery. The pain is not dangerous and does 
not indicate any wrong doing by the patient or any undue effect to 
compromise the outcome of the surgery. 

This pain is well managed by combination of upright exercise (walking), 
rest in flat position and adequate pain relief. 

This will all be explained during the hospital stay and during post-
operative reviews. 

Majority of the time, the above complications are temporary and 
resolve in time, however some may require further surgery to be 
adequately treated. In some instances, they can have lasting effects 
or even though very rarely, be permanent in nature. 



 

 Consent 
 

Procedure, Side and Levels:          

It is important for you to understand the nature of your operation, what we are 
trying to achieve for you and the complications which can occur. Occasionally 
some of these can be quite significant, including permanent loss of function and 
you may even need to have a second operation. Most however, are less significant 
and often temporary. We have mentioned some of these complications (above and 
below), but it is not a full list and other unforeseen circumstances can arise. We 
will try and give you as much information as you need and want to have, so that 
you can make the decision whether to proceed with your operation. 

Patient label: 

□ understand the main principles of the operative procedure 
that my spinal surgeon is to undertake. I have read the 
information booklet previously given to me about my 
operation. I feel that I have been given every opportunity to 
ask any questions about this procedure. 

□ understand that the surgery in question is not a “cure”, but it 
is the nature of spinal surgery to expect a good percentage 
improvement. I also understand that improvements may not be 
immediate but may be gained in the longer term. I am also aware 
of the likely outcome if I do not have surgery. 
 

□ understand that complications which may occur with this type 
of procedure include: nerve root injury, dural leak or spinal 
cord injury; recurrence of my problem; fibrous tissue 
formation; infection and skin and nerve pressure problems. 
General anaesthetic and medical problems may include chest 
infections, urinary infections, and others. 
 
 

□ understand that there are also very rare but serious 
complications which have been recorded from this type of 
surgery which, in extreme circumstances, might include: death, 
paralysis, eye complications including blindness, serious 
vascular injury, stroke and other serious anaesthetic and 
medical problems. 

 

 

Signature:      date: 
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