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Introduction 

The use of spinal anaesthesia for lumbar disc herniation was first described by 
Ditzler et al, in 19591.But even after decades, lumbar spine surgery is usually 
performed under general anesthesia (GA). Major reasons of anaesthesiologist’s 
preference for GA over regional anaesthesia (RA) is  secured airway prior to placing  
patient in  prone position, fear of complications requiring to turn  patient again on  
back and patient preference for  sleep  during surgery instead of remaining 
awake2. However, over the last decade a new interest has been developed for the 
use of  RA in this type of surgery owing to major improvements in anaesthetic 
procedures, surgical techniques and rehabilitation protocols. Although awake 
spine surgeries (ASPS)with the help of RA is a relatively new concept with limited 
supporting evidence, it may prove to be highly effective in reducing post-operative 
hospital stays, in-hospital complications and cost of surgery while at the same 
time expediting recovery and rehabilitation3. Appropriate patient selection with a 
meticulous perioperative planning and execution is the key for successful 
outcomes. Before selecting any patient for awake spine surgery, it is essential 
toaddress the following concerns.

Is the case appropriate for awake spine surgery?

1) Surgery Related Factors 

ASPS should preferably involve experienced surgeon and can be utilized  in spinal  
decompression and fusion surgeries with moderate stenosis  involving
a) maximum of two vertebral levels
b) minimally invasive or  endoscopic technique
c) neural feedback  and d)with limited surgical time (not more than 2-3 hours)

In patients with radiological evidence of facet cysts awake spinal interventions 
should be avoided due to the high risk of CSF leaks. Cauda equina syndrome 
should be ruled out in patients with herniated discs before awake decompression.

2) Patient  Related Factors

There are certain relative contraindications to regional anaesthesia for awake 
spine surgery. The patient should not have a history of
a) anxiety

b) sleep apnea
c) conditions compromising the airway
d) poorly controlled pulmonary disease (baseline room air oxygen saturation < 

95%) e) poorly controlled cardiac disease f) high risk for aspiration g) body 
mass index > 30 kg/m2  h) bleeding disorders or coagulopathies i)intracranial 
hypertension j) failed back syndrome k)radiological demonstration of 
arachnoiditis or severe spinal stenosis4. Patients with preexisting cardiac 
disease are not universally excluded due to the importance of the awake 
technique in this patient population. 

What is your preoperative plan?
Proper patient counseling and preemptive analgesia are paramount for ASPS. 
Patient should be explained in detail about the various advantages of ASPS and 
simultaneously should be assured of remaining comfortable and pain free 
throughout the procedure.

Pre-emptive analgesia can be given if surgery is being done under regional nerve 
block or local infiltration. It  generally involves preoperative administration of 
non-opioid agents in order to reduce narcotics consumption. Commonly used 
non-opioids analgesics are gabapentinoids, acetaminophen, dexamethasone and 
NSAIDs5. 

Preemptive analgesia plan may include a multimodal analgesia regimen using 
dexamethasone (0.2mg /kg) IV in 100 ml normal saline over a period of thirty 
minutes and a combination of  paracetamol 1g IV and NSAIDs such  as ketorolac 
30 mg IV before performing regional anaesthesia. 

Recent placebo-controlled trials have shown opioid sparing effects with a single 
dose of peri operative dexamethasone  (0.11-0.2mg/kg). It has shown to decrease 
24-hour VAS score as compared to drug being given intraoperatively. Literature 
shows combination of NSAIDS and acetaminophen is more effective than either 
drug alone in reducing pain scores and opioid consumption and improves patient 
satisfaction. 

What would be your intraoperative plan and would you consider regional or 
neuraxial anaesthesia for the patient? 

There are various regional anaesthesia techniques which can be considered for 

spine surgeries. This includes fascial plane blocks, local infiltration and neuraxial 
anaesthesia. (Fig 1)  Thoracolumbar interfascial plane (TLIP) and Erector spinae 
plane block (ESP) are interfascial plane blocks which target the dorsal rami and 
are beneficial in minimally invasive spine (MIS) surgeries. There are a variety of 
choices for central neuraxial block with or without  targeted nerve block. Spinal 
anesthesia is a rationale choice for MIS and open spinal surgeries like 
laminectomies and transforaminal lumbar interbody fusion (TLIF) surgeries. At our 
institution subarachnoid block (SAB) is often used, together with intravenous 
dexmedetomidine infusion for sedation. In the operating room, procedure is 
performed over shifting trolley. Patients receive spinal anaesthesia one or two 
level above the intended level of surgery , using 12.5–15 mg of hyperbaric 
bupivacaine with 25 mcg of fentanyl. We target to achieve dense block up to the 
level of T8-T10. High levels of motor block is poorly tolerated due to lack of 
abdominal muscle strength and  inability to breathe deeply against increased 
abdominal pressure. Due to these reasons, surgery higher than T10 is not 
recommended under neuraxial anesthesia. 

Our sedation protocol includes midazolam 1mg iv and fentanyl 20-30mcg IV 
before prone position and intravenous dexmedetomidine  
infusion(0.5-0.7mcg/kg/hr) after proning. Long acting benzodiazepines or opioids 
are  avoided , in order to promote a rapid recovery. 

Sekerak et al retrospectively evaluated effectiveness of SAB, SAB combined with 
TLIP  block and GA  in one hundred and eleven patients who underwent one - or 
two-level minimally TLIF surgery. They concluded SAB+TLIP in TLIF surgery  
resulted in decreased stay in  postoperative care unit, lower pain scores, fewer 
opioid doses and  reduce average length of stay compared to GA or SAB alone6.

Christopher et al in a case series of eight patients performed ultrasound guided 
TLIP block at L3 laterally on side of procedure with 25 ml of 0.5% ropivacaine. 
Extent of sensory loss observed was between T12-L5 dermatomes. Single 2 cm 
port inserted 3cm lateral to midline on side of lesion for transforaminal approach. 
None of the patients required additional analgesia during surgery and remained 
comfortable for twenty four hours postoperatively and discharged after one day of 
surgery7.

Duger et al studied anesthetic and analgesic effects of SAB, epidural or combined 
spinal epidural(CSE) block performed at L2-L3 intervertebral space in sixty six 

patients undergoing lumbar laminectomy at L4-L5 level. SAB group received 0.1mg 
of morphine ,epidural group received 2 mg morphine and CSE group received 
0.05mg of morphine into intrathecal space and 2mg morphine into epidural space. 
They observed SAB, epidural anaesthesia(EA) and CSE techniques are adequate 
and effective anesthesia methods for lumbar laminectomy operations. EA and 
CSE techniques were found to be more effective than SAB for postoperative 
analgesia with fewer side effects8. 

Positioning Protocol:
After spinal anesthesia, patient  is placed in  supine position for 10 min 
and then  log-rolled to  prone position on Jackson’s table (Fig 2). The patient 
permitted to self-position his torso and head according to their comfort. 
Adequate support for headrest with face foam or pillow is provided.(Fig 3)

Airway Management: 
Nasal cannula is applied to spontaneously breathing patient for oxygen delivery. 
Supraglottic  airway device and videolaryngoscope is kept ready in case transition 
to GA or emergent airway management  is required.

Postoperative Analgesia:
Every effort is made to maximize non-opioid analgesia in order to prevent 
opioid-related adverse events such as nausea/vomiting, ileus, constipation, 
pruritis and respiratory depression.  Our patients receive paracetamol 1gm IV six 
hourly  and ketorolac 30 mg IV twice a day. Patients who are already taking 
gabapentinoids continue them in the postoperative periods. However, these are 
not routinely prescribed due to concerns of over sedation and respiratory 
depression. 

Neurologic Assessment:
Assessment of the lower extremity strength and sensation remains a priority. It is 
important to compare these findings with baseline preoperative documented in 
the patient records. Neurological examination may not be possible in the 
immediate postoperative period due to effects of SAB and must be assessed 
afterwards.

Mobilization:
Under the supervision of the physiotherapist patient should mobilize with 
assistance shortly after returning from the PACU once patient has recovered from 

effects of SAB. A patient should be instructed to roll onto his/her side, bring the 
legs down the side of the bed while simultaneously raising the torso up using the 
arms; this method decreases pain by limiting the amount of twisting/ bending. 

Our Experience:
In the last two  years from March  2022- March 2024, thirty patients were 
operated for single level  transforaminal lumbar interbody fusion (TLIF) surgery 
under spinal anaesthesia. All surgeries remained uneventful except three patients  
two of which  required GA before proning for surgery due to inadequate effect and  
one female patient needed ketamine boluses because of pain on instrumentation 
during surgery. Sixteen patients were discharged on same day, twelve patients on 
post op day 1 and two on post op day 2. 

Awake spinal surgeries is a promising technique which can be highly effective to 
reducing post operative stay, expediting recovery and decrease the cost of 
surgery. This can be a part of enhanced recovery of surgery (ERAS) protocol which 
may be implemented for better patient care. Patient counseling, optimal regional 
anesthesia techniques along with careful sedation are of prime importance for 
conduct of awake spine surgeries. Good quality randomized, prospective and 
multi-centre trials with are required to demonstrate safety, efficacy and 
cost-effectiveness of this technique.
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Introduction 

The use of spinal anaesthesia for lumbar disc herniation was first described by 
Ditzler et al, in 19591.But even after decades, lumbar spine surgery is usually 
performed under general anesthesia (GA). Major reasons of anaesthesiologist’s 
preference for GA over regional anaesthesia (RA) is  secured airway prior to placing  
patient in  prone position, fear of complications requiring to turn  patient again on  
back and patient preference for  sleep  during surgery instead of remaining 
awake2. However, over the last decade a new interest has been developed for the 
use of  RA in this type of surgery owing to major improvements in anaesthetic 
procedures, surgical techniques and rehabilitation protocols. Although awake 
spine surgeries (ASPS)with the help of RA is a relatively new concept with limited 
supporting evidence, it may prove to be highly effective in reducing post-operative 
hospital stays, in-hospital complications and cost of surgery while at the same 
time expediting recovery and rehabilitation3. Appropriate patient selection with a 
meticulous perioperative planning and execution is the key for successful 
outcomes. Before selecting any patient for awake spine surgery, it is essential 
toaddress the following concerns.

Is the case appropriate for awake spine surgery?

1) Surgery Related Factors 

ASPS should preferably involve experienced surgeon and can be utilized  in spinal  
decompression and fusion surgeries with moderate stenosis  involving
a) maximum of two vertebral levels
b) minimally invasive or  endoscopic technique
c) neural feedback  and d)with limited surgical time (not more than 2-3 hours)

In patients with radiological evidence of facet cysts awake spinal interventions 
should be avoided due to the high risk of CSF leaks. Cauda equina syndrome 
should be ruled out in patients with herniated discs before awake decompression.

2) Patient  Related Factors

There are certain relative contraindications to regional anaesthesia for awake 
spine surgery. The patient should not have a history of
a) anxiety

b) sleep apnea
c) conditions compromising the airway
d) poorly controlled pulmonary disease (baseline room air oxygen saturation < 

95%) e) poorly controlled cardiac disease f) high risk for aspiration g) body 
mass index > 30 kg/m2  h) bleeding disorders or coagulopathies i)intracranial 
hypertension j) failed back syndrome k)radiological demonstration of 
arachnoiditis or severe spinal stenosis4. Patients with preexisting cardiac 
disease are not universally excluded due to the importance of the awake 
technique in this patient population. 

What is your preoperative plan?
Proper patient counseling and preemptive analgesia are paramount for ASPS. 
Patient should be explained in detail about the various advantages of ASPS and 
simultaneously should be assured of remaining comfortable and pain free 
throughout the procedure.

Pre-emptive analgesia can be given if surgery is being done under regional nerve 
block or local infiltration. It  generally involves preoperative administration of 
non-opioid agents in order to reduce narcotics consumption. Commonly used 
non-opioids analgesics are gabapentinoids, acetaminophen, dexamethasone and 
NSAIDs5. 

Preemptive analgesia plan may include a multimodal analgesia regimen using 
dexamethasone (0.2mg /kg) IV in 100 ml normal saline over a period of thirty 
minutes and a combination of  paracetamol 1g IV and NSAIDs such  as ketorolac 
30 mg IV before performing regional anaesthesia. 

Recent placebo-controlled trials have shown opioid sparing effects with a single 
dose of peri operative dexamethasone  (0.11-0.2mg/kg). It has shown to decrease 
24-hour VAS score as compared to drug being given intraoperatively. Literature 
shows combination of NSAIDS and acetaminophen is more effective than either 
drug alone in reducing pain scores and opioid consumption and improves patient 
satisfaction. 

What would be your intraoperative plan and would you consider regional or 
neuraxial anaesthesia for the patient? 

There are various regional anaesthesia techniques which can be considered for 

spine surgeries. This includes fascial plane blocks, local infiltration and neuraxial 
anaesthesia. (Fig 1)  Thoracolumbar interfascial plane (TLIP) and Erector spinae 
plane block (ESP) are interfascial plane blocks which target the dorsal rami and 
are beneficial in minimally invasive spine (MIS) surgeries. There are a variety of 
choices for central neuraxial block with or without  targeted nerve block. Spinal 
anesthesia is a rationale choice for MIS and open spinal surgeries like 
laminectomies and transforaminal lumbar interbody fusion (TLIF) surgeries. At our 
institution subarachnoid block (SAB) is often used, together with intravenous 
dexmedetomidine infusion for sedation. In the operating room, procedure is 
performed over shifting trolley. Patients receive spinal anaesthesia one or two 
level above the intended level of surgery , using 12.5–15 mg of hyperbaric 
bupivacaine with 25 mcg of fentanyl. We target to achieve dense block up to the 
level of T8-T10. High levels of motor block is poorly tolerated due to lack of 
abdominal muscle strength and  inability to breathe deeply against increased 
abdominal pressure. Due to these reasons, surgery higher than T10 is not 
recommended under neuraxial anesthesia. 

Our sedation protocol includes midazolam 1mg iv and fentanyl 20-30mcg IV 
before prone position and intravenous dexmedetomidine  
infusion(0.5-0.7mcg/kg/hr) after proning. Long acting benzodiazepines or opioids 
are  avoided , in order to promote a rapid recovery. 

Sekerak et al retrospectively evaluated effectiveness of SAB, SAB combined with 
TLIP  block and GA  in one hundred and eleven patients who underwent one - or 
two-level minimally TLIF surgery. They concluded SAB+TLIP in TLIF surgery  
resulted in decreased stay in  postoperative care unit, lower pain scores, fewer 
opioid doses and  reduce average length of stay compared to GA or SAB alone6.

Christopher et al in a case series of eight patients performed ultrasound guided 
TLIP block at L3 laterally on side of procedure with 25 ml of 0.5% ropivacaine. 
Extent of sensory loss observed was between T12-L5 dermatomes. Single 2 cm 
port inserted 3cm lateral to midline on side of lesion for transforaminal approach. 
None of the patients required additional analgesia during surgery and remained 
comfortable for twenty four hours postoperatively and discharged after one day of 
surgery7.

Duger et al studied anesthetic and analgesic effects of SAB, epidural or combined 
spinal epidural(CSE) block performed at L2-L3 intervertebral space in sixty six 

patients undergoing lumbar laminectomy at L4-L5 level. SAB group received 0.1mg 
of morphine ,epidural group received 2 mg morphine and CSE group received 
0.05mg of morphine into intrathecal space and 2mg morphine into epidural space. 
They observed SAB, epidural anaesthesia(EA) and CSE techniques are adequate 
and effective anesthesia methods for lumbar laminectomy operations. EA and 
CSE techniques were found to be more effective than SAB for postoperative 
analgesia with fewer side effects8. 

Positioning Protocol:
After spinal anesthesia, patient  is placed in  supine position for 10 min 
and then  log-rolled to  prone position on Jackson’s table (Fig 2). The patient 
permitted to self-position his torso and head according to their comfort. 
Adequate support for headrest with face foam or pillow is provided.(Fig 3)

Airway Management: 
Nasal cannula is applied to spontaneously breathing patient for oxygen delivery. 
Supraglottic  airway device and videolaryngoscope is kept ready in case transition 
to GA or emergent airway management  is required.

Postoperative Analgesia:
Every effort is made to maximize non-opioid analgesia in order to prevent 
opioid-related adverse events such as nausea/vomiting, ileus, constipation, 
pruritis and respiratory depression.  Our patients receive paracetamol 1gm IV six 
hourly  and ketorolac 30 mg IV twice a day. Patients who are already taking 
gabapentinoids continue them in the postoperative periods. However, these are 
not routinely prescribed due to concerns of over sedation and respiratory 
depression. 

Neurologic Assessment:
Assessment of the lower extremity strength and sensation remains a priority. It is 
important to compare these findings with baseline preoperative documented in 
the patient records. Neurological examination may not be possible in the 
immediate postoperative period due to effects of SAB and must be assessed 
afterwards.

Mobilization:
Under the supervision of the physiotherapist patient should mobilize with 
assistance shortly after returning from the PACU once patient has recovered from 

effects of SAB. A patient should be instructed to roll onto his/her side, bring the 
legs down the side of the bed while simultaneously raising the torso up using the 
arms; this method decreases pain by limiting the amount of twisting/ bending. 

Our Experience:
In the last two  years from March  2022- March 2024, thirty patients were 
operated for single level  transforaminal lumbar interbody fusion (TLIF) surgery 
under spinal anaesthesia. All surgeries remained uneventful except three patients  
two of which  required GA before proning for surgery due to inadequate effect and  
one female patient needed ketamine boluses because of pain on instrumentation 
during surgery. Sixteen patients were discharged on same day, twelve patients on 
post op day 1 and two on post op day 2. 

Awake spinal surgeries is a promising technique which can be highly effective to 
reducing post operative stay, expediting recovery and decrease the cost of 
surgery. This can be a part of enhanced recovery of surgery (ERAS) protocol which 
may be implemented for better patient care. Patient counseling, optimal regional 
anesthesia techniques along with careful sedation are of prime importance for 
conduct of awake spine surgeries. Good quality randomized, prospective and 
multi-centre trials with are required to demonstrate safety, efficacy and 
cost-effectiveness of this technique.
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Introduction 

The use of spinal anaesthesia for lumbar disc herniation was first described by 
Ditzler et al, in 19591.But even after decades, lumbar spine surgery is usually 
performed under general anesthesia (GA). Major reasons of anaesthesiologist’s 
preference for GA over regional anaesthesia (RA) is  secured airway prior to placing  
patient in  prone position, fear of complications requiring to turn  patient again on  
back and patient preference for  sleep  during surgery instead of remaining 
awake2. However, over the last decade a new interest has been developed for the 
use of  RA in this type of surgery owing to major improvements in anaesthetic 
procedures, surgical techniques and rehabilitation protocols. Although awake 
spine surgeries (ASPS)with the help of RA is a relatively new concept with limited 
supporting evidence, it may prove to be highly effective in reducing post-operative 
hospital stays, in-hospital complications and cost of surgery while at the same 
time expediting recovery and rehabilitation3. Appropriate patient selection with a 
meticulous perioperative planning and execution is the key for successful 
outcomes. Before selecting any patient for awake spine surgery, it is essential 
toaddress the following concerns.

Is the case appropriate for awake spine surgery?

1) Surgery Related Factors 

ASPS should preferably involve experienced surgeon and can be utilized  in spinal  
decompression and fusion surgeries with moderate stenosis  involving
a) maximum of two vertebral levels
b) minimally invasive or  endoscopic technique
c) neural feedback  and d)with limited surgical time (not more than 2-3 hours)

In patients with radiological evidence of facet cysts awake spinal interventions 
should be avoided due to the high risk of CSF leaks. Cauda equina syndrome 
should be ruled out in patients with herniated discs before awake decompression.

2) Patient  Related Factors

There are certain relative contraindications to regional anaesthesia for awake 
spine surgery. The patient should not have a history of
a) anxiety

b) sleep apnea
c) conditions compromising the airway
d) poorly controlled pulmonary disease (baseline room air oxygen saturation < 

95%) e) poorly controlled cardiac disease f) high risk for aspiration g) body 
mass index > 30 kg/m2  h) bleeding disorders or coagulopathies i)intracranial 
hypertension j) failed back syndrome k)radiological demonstration of 
arachnoiditis or severe spinal stenosis4. Patients with preexisting cardiac 
disease are not universally excluded due to the importance of the awake 
technique in this patient population. 

What is your preoperative plan?
Proper patient counseling and preemptive analgesia are paramount for ASPS. 
Patient should be explained in detail about the various advantages of ASPS and 
simultaneously should be assured of remaining comfortable and pain free 
throughout the procedure.

Pre-emptive analgesia can be given if surgery is being done under regional nerve 
block or local infiltration. It  generally involves preoperative administration of 
non-opioid agents in order to reduce narcotics consumption. Commonly used 
non-opioids analgesics are gabapentinoids, acetaminophen, dexamethasone and 
NSAIDs5. 

Preemptive analgesia plan may include a multimodal analgesia regimen using 
dexamethasone (0.2mg /kg) IV in 100 ml normal saline over a period of thirty 
minutes and a combination of  paracetamol 1g IV and NSAIDs such  as ketorolac 
30 mg IV before performing regional anaesthesia. 

Recent placebo-controlled trials have shown opioid sparing effects with a single 
dose of peri operative dexamethasone  (0.11-0.2mg/kg). It has shown to decrease 
24-hour VAS score as compared to drug being given intraoperatively. Literature 
shows combination of NSAIDS and acetaminophen is more effective than either 
drug alone in reducing pain scores and opioid consumption and improves patient 
satisfaction. 

What would be your intraoperative plan and would you consider regional or 
neuraxial anaesthesia for the patient? 

There are various regional anaesthesia techniques which can be considered for 

spine surgeries. This includes fascial plane blocks, local infiltration and neuraxial 
anaesthesia. (Fig 1)  Thoracolumbar interfascial plane (TLIP) and Erector spinae 
plane block (ESP) are interfascial plane blocks which target the dorsal rami and 
are beneficial in minimally invasive spine (MIS) surgeries. There are a variety of 
choices for central neuraxial block with or without  targeted nerve block. Spinal 
anesthesia is a rationale choice for MIS and open spinal surgeries like 
laminectomies and transforaminal lumbar interbody fusion (TLIF) surgeries. At our 
institution subarachnoid block (SAB) is often used, together with intravenous 
dexmedetomidine infusion for sedation. In the operating room, procedure is 
performed over shifting trolley. Patients receive spinal anaesthesia one or two 
level above the intended level of surgery , using 12.5–15 mg of hyperbaric 
bupivacaine with 25 mcg of fentanyl. We target to achieve dense block up to the 
level of T8-T10. High levels of motor block is poorly tolerated due to lack of 
abdominal muscle strength and  inability to breathe deeply against increased 
abdominal pressure. Due to these reasons, surgery higher than T10 is not 
recommended under neuraxial anesthesia. 

Our sedation protocol includes midazolam 1mg iv and fentanyl 20-30mcg IV 
before prone position and intravenous dexmedetomidine  
infusion(0.5-0.7mcg/kg/hr) after proning. Long acting benzodiazepines or opioids 
are  avoided , in order to promote a rapid recovery. 

Sekerak et al retrospectively evaluated effectiveness of SAB, SAB combined with 
TLIP  block and GA  in one hundred and eleven patients who underwent one - or 
two-level minimally TLIF surgery. They concluded SAB+TLIP in TLIF surgery  
resulted in decreased stay in  postoperative care unit, lower pain scores, fewer 
opioid doses and  reduce average length of stay compared to GA or SAB alone6.

Christopher et al in a case series of eight patients performed ultrasound guided 
TLIP block at L3 laterally on side of procedure with 25 ml of 0.5% ropivacaine. 
Extent of sensory loss observed was between T12-L5 dermatomes. Single 2 cm 
port inserted 3cm lateral to midline on side of lesion for transforaminal approach. 
None of the patients required additional analgesia during surgery and remained 
comfortable for twenty four hours postoperatively and discharged after one day of 
surgery7.

Duger et al studied anesthetic and analgesic effects of SAB, epidural or combined 
spinal epidural(CSE) block performed at L2-L3 intervertebral space in sixty six 

patients undergoing lumbar laminectomy at L4-L5 level. SAB group received 0.1mg 
of morphine ,epidural group received 2 mg morphine and CSE group received 
0.05mg of morphine into intrathecal space and 2mg morphine into epidural space. 
They observed SAB, epidural anaesthesia(EA) and CSE techniques are adequate 
and effective anesthesia methods for lumbar laminectomy operations. EA and 
CSE techniques were found to be more effective than SAB for postoperative 
analgesia with fewer side effects8. 

Positioning Protocol:
After spinal anesthesia, patient  is placed in  supine position for 10 min 
and then  log-rolled to  prone position on Jackson’s table (Fig 2). The patient 
permitted to self-position his torso and head according to their comfort. 
Adequate support for headrest with face foam or pillow is provided.(Fig 3)

Airway Management: 
Nasal cannula is applied to spontaneously breathing patient for oxygen delivery. 
Supraglottic  airway device and videolaryngoscope is kept ready in case transition 
to GA or emergent airway management  is required.

Postoperative Analgesia:
Every effort is made to maximize non-opioid analgesia in order to prevent 
opioid-related adverse events such as nausea/vomiting, ileus, constipation, 
pruritis and respiratory depression.  Our patients receive paracetamol 1gm IV six 
hourly  and ketorolac 30 mg IV twice a day. Patients who are already taking 
gabapentinoids continue them in the postoperative periods. However, these are 
not routinely prescribed due to concerns of over sedation and respiratory 
depression. 

Neurologic Assessment:
Assessment of the lower extremity strength and sensation remains a priority. It is 
important to compare these findings with baseline preoperative documented in 
the patient records. Neurological examination may not be possible in the 
immediate postoperative period due to effects of SAB and must be assessed 
afterwards.

Mobilization:
Under the supervision of the physiotherapist patient should mobilize with 
assistance shortly after returning from the PACU once patient has recovered from 

effects of SAB. A patient should be instructed to roll onto his/her side, bring the 
legs down the side of the bed while simultaneously raising the torso up using the 
arms; this method decreases pain by limiting the amount of twisting/ bending. 

Our Experience:
In the last two  years from March  2022- March 2024, thirty patients were 
operated for single level  transforaminal lumbar interbody fusion (TLIF) surgery 
under spinal anaesthesia. All surgeries remained uneventful except three patients  
two of which  required GA before proning for surgery due to inadequate effect and  
one female patient needed ketamine boluses because of pain on instrumentation 
during surgery. Sixteen patients were discharged on same day, twelve patients on 
post op day 1 and two on post op day 2. 

Awake spinal surgeries is a promising technique which can be highly effective to 
reducing post operative stay, expediting recovery and decrease the cost of 
surgery. This can be a part of enhanced recovery of surgery (ERAS) protocol which 
may be implemented for better patient care. Patient counseling, optimal regional 
anesthesia techniques along with careful sedation are of prime importance for 
conduct of awake spine surgeries. Good quality randomized, prospective and 
multi-centre trials with are required to demonstrate safety, efficacy and 
cost-effectiveness of this technique.
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