
At-a-glance recovery. Pooled from 80 published studies — your own pace will vary.

LIGHT DUTIES
desk work, driving, daily tasks

MOST EVERYDAY ACTIVITIES
manual work, sport, gym

FINAL OUTCOME PLATEAU
pain and strength

3 weeks 3 months 24 months

Early initiation of strength-based

rehabilitation is safe and enables

earlier functional recovery starting 3

weeks post-surgery.

Objective activity trackers

demonstrate gradual postoperative

recovery of activity levels within 3

months after lumbar surgery.

Clinical outcomes and pain reduction

after lumbar spinal fusion with

dynamic instrumentation top out at 2

years after surgery.

Why this operation has been suggested

Lumbar fusion is an operation that joins two or more bones in your lower back so they heal as one solid piece.

We usually suggest it for a spine that has slipped out of place (spondylolisthesis) or become unstable, where the

pain is persistent and disabling and has not settled with non-surgical treatment such as physiotherapy, activity

change or injections. For wear-and-tear low back pain without a clear structural cause, we do not recommend

fusion, and surgery is generally avoided for pain coming from a worn disc. When there is nerve involvement

with a slipped spine, surgery tends to help more than non-operative care. The aim is lasting relief of pain, better

function and a stable spine. We will talk through the benefits and risks with you and decide together whether

this operation suits you.

Before the operation

In the weeks before surgery we will confirm the plan using scans you have already had, such as X-rays or an

MRI, and we may order fresh images if your spine has changed. Once a date is set, you will receive clear

instructions from our team. You will need to stop eating and drinking seven hours before surgery. We ask for

seven hours rather than a shorter fast so your operation can be brought forward if the theatre list runs early.

Some medications need to be paused beforehand, and we will tell you exactly which ones and when. If you have
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other medical conditions, you may need blood tests or a review with the anaesthetist, the doctor who gives the

anaesthetic. Most people do not need either. Arrange for someone to drive you home, and bring a list of your

current medications. Wear loose, comfortable clothing on the day.

On the day

You arrive at the hospital’s surgical admissions unit, where you are checked in and prepared for theatre. You will

meet the anaesthetist, the doctor who gives the anaesthetic. This operation is done under general anaesthetic. A

regional nerve block is sometimes added for post-operative pain relief; the anaesthetist will discuss this with

you on the day. You are then taken into the operating theatre, where the operation is performed.

When the operation is finished, you wake up in the recovery area. Nurses monitor you there while the

anaesthetic wears off. Once you are stable, you either go to the ward or go home, depending on the procedure

and your recovery.

What the operation involves

Lumbar fusion joins two or more bones in your lower back so they heal as one solid piece. Your surgeon reaches

the spine through a cut, most often over the back of your lower back. Some operations reach the spine from the

side or from the front instead, through a cut in your flank or belly. The route your surgeon takes depends on

which part of your spine needs treatment and on your own scans.

Once at the spine, your surgeon removes the tissue that is pressing on nerves, if that is part of your plan. This is

called decompression. Your surgeon then prepares the space between the bones and places a spacer, sometimes

called a cage, which holds the bones apart and gives the bone room to grow together. Bone graft material is

packed around the spacer to help the two bones heal into one.

To hold everything still while the bone heals, your surgeon uses metal screws and rods. The screws go into the

bones above and below the joint being fused, and the rods connect them. Most people do not need a brace

afterwards, and you may be up and moving the day after surgery.

The cut is closed with stitches, then covered with a dressing. You will keep that dressing on for about 10 days, as

described in the recovery section.

The exact steps vary with your condition, the number of levels involved and the approach your surgeon

chooses. We will explain your own plan before you sign the consent form, and you can ask questions at any

point.

After the operation

You will wake up in the recovery area, then move to the ward once you are stable. Nurses will check on you

regularly and give you pain relief to keep you comfortable. Your team will tell you whether you go home the

same day or stay one night in hospital. Someone should stay with you for the first 24 hours after you get home.
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You may be helped out of bed and moving around soon after surgery, and gentle walking helps your recovery.

We leave the dressing on for about 10 days; please do not take it off before then unless we tell you to. We

change or remove it when we see you. Keep the cut clean and dry, and let our team know if you notice spreading

redness, swelling, fluid leaking from the cut, or a fever.

Recovery

Everyone’s recovery is different, and your timeline may differ from what others describe. Your surgeon and

physiotherapist will guide you at each step.

In the first days and weeks, you can expect some pain and swelling around your lower back. This is a normal

part of healing and should gradually ease. Pain relief keeps you comfortable, and gentle walking helps. You may

be helped out of bed and moving around soon after surgery, and getting up early does not harm the healing

bone.

As the days pass, you will do simple exercises with your physiotherapist to build strength and get moving again.

Starting these exercises early is safe and can help you recover your movement sooner. You will notice your

activity levels dip in the first month after surgery. They then build back gradually over the following months.

Around the house, you can walk short distances often rather than long ones rarely. Avoid heavy lifting and

bending until your team clears you. Most people do not need a brace after this operation.

Once your wound has healed and your surgeon is happy with how your back is settling, you can do more each

day. When the pain and swelling settle, everyday tasks get easier. Driving can come back once you are off strong

pain medication, can sit in the driving position long enough for the journey without pain that distracts you, can

twist and turn enough to check your mirrors and blind spots, and can brake hard without hesitating. If a back

brace or movement restrictions have been given to you, those come first, and your own surgeon decides the

timing.

Take things at your own pace. If something hurts or worries you, tell your team.

What can go wrong

Most patients do well, but problems can occasionally happen. Your surgeon and the team monitor you closely to

spot any issue early.

Sometimes the bones do not knit into one solid piece. You might notice a return of the deep back pain that

brought you to surgery, or pain that keeps coming back once the early healing period is over. If that happens,

bring it up at your next review so we can check how the bone is healing.

The metal screws and rods can also cause trouble. A screw can loosen or move, or the spacer between the bones

can settle into them. This often causes no symptoms at all, but it can bring back pain or new nerve-type pain

down your leg. Tell us about any new or worsening pain so we can image the spine and see what is happening.
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The nerves that run through your spine can be irritated during the operation. If that happens, you may notice

burning or shooting pain down your leg, pins and needles, numbness, or weakness in your leg or foot. These

changes can be temporary or lasting. There is no operation that reliably fixes nerve symptoms once they appear,

so tell your team straight away if you notice any of them.

Infection can develop in the wound or deeper near the metalwork. Watch for a deep, throbbing pain that does

not ease with simple painkillers, redness that spreads out from the cut, fluid leaking from the wound, or a fever.

Some infections appear weeks or even months later, after the skin has healed. If you notice any of these signs,

call the clinic or go to the emergency department.

You can lose more blood during this type of operation than is visible during surgery. If you feel dizzy, washed

out or unusually short of breath after going home, let us know.

If you have osteoporosis, or brittle bones, or other health conditions such as liver disease, complications are

more likely. We will talk through your own risk profile before surgery.

Fusing part of your lower back can also affect other joints. If you ever need hip surgery later on, a previous

fusion raises the chance of the hip replacement dislocating and needing further surgery. It is worth mentioning

your fusion to any future surgeon.

The complications table on this page lists typical rates if you want the specifics.

When to call us

Most problems announce themselves early, and we would rather hear about them straight away. Call us if you

have a fever, if the skin around your cut becomes more red or starts leaking fluid, or if pain that was settling

suddenly gets much worse. Call us if one calf becomes swollen or tender. Go to emergency if you suddenly

become short of breath or have chest pain, or if you lose feeling in your legs, cannot move them, or lose control

of your bladder or bowels.
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Complication rates from published literature

Pooled from 80 published studies. These are population-level rates, not your individual risk — your surgeon will discuss what applies to you.

COMPLICATION REPORTED
RATE

NOTES

revision surgery 15% Overall revision surgery rate for one- and two-level lumbar fusion
procedures.

neurologic injury 0-7% Reported rate of perioperative neurologic injury during instrumented PLIF
and TLIF; radicular pain is the most common symptom.

pseudarthrosis — Fusion rates vary by pathology (90% degenerative, 93% spondylolisthesis,
65% preoperative pseudarthrosis); risk factors include age, smoking, and
number of levels.

infection — Surgical site infection is a common reason for early reoperation; chronic
steroid use increases risk of perioperative complications.

adjacent segment disease — A common reason for late operation after lumbar fusion; arthroplasty shows
reduced revision rates for this complication compared to fusion.

implant subsidence 12.6% Overall subsidence rate in a comparative study of ALIF, OLIF, and TLIF, with
TLIF showing a significantly higher rate (16.1%) than ALIF (7.1%) and OLIF
(9.8%).

cage migration — Symptomatic cage migration requiring reoperation occurred in 13 cases after
a mean delay of eight months following percutaneous endoscopic TLIF.

bleeding — There is often a substantial unmeasured blood loss in lumbar fusion surgeries;
smoking is associated with increased blood loss and transfusion use.

thromboembolism — Patients on chronic preoperative steroid therapy are at increased risk of
venous thromboembolic events following elective PLF.

complications (minimally
invasive TLIF)

20% Overall complication rate for minimally invasive transforaminal lumbar
interbody fusion (MIS TLIF) in a systematic review of learning curve studies.
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COMPLICATION REPORTED
RATE

NOTES

complications (PLIF vs
TLIF)

— PLIF is associated with a significantly higher overall complication rate and
longer operative time compared to TLIF.

adverse events (workers'
compensation)

36% Percentage of lumbar fusion subjects who had complications in a cohort of
workers' compensation subjects.

I have read this information and have had the opportunity to ask Dr Hirpara questions about the

procedure, its expected recovery, and the complications listed above. 

PATIENT — PRINT NAME SIGNATURE DATE

CQ HAND + UPPER LIMB
Dr Kieran Hirpara — Specialist Orthopaedic Surgeon
Suite 2, Level 1, Mater Private Hospital Rockhampton, 31 Ward Street, The Range, QLD 4700
Phone 07 4863 6556  ·  office@cqupperlimb.com.au  ·  cqupperlimb.com.au 

Page 6 of 6


	Lumbar fusion
	Why this operation has been suggested
	Before the operation
	On the day
	What the operation involves
	After the operation
	Recovery
	What can go wrong
	When to call us
	Lumbar fusion
	Complication rates from published literature


