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ABSTRACT
Traditional open lumbar decompression techniques have long been used to relieve spinal canal pressure caused by lumbar 

spinal stenosis. However, these procedures are associated with significant postoperative pain and prolonged recovery. Over 
the past few decades, there has been a shift toward minimally invasive surgical (MIS) techniques designed to minimize tissue 
trauma, postoperative pain, and recovery time. These advancements represent a major step forward, offering smaller incisions 
and direct visualization of the spinal canal. Despite the clear benefits of MIS and endoscopic techniques, they also present 
challenges such as a steep learning curve for surgeons and a risk of incomplete decompression. The present review examines the 
historical progression from open to MIS and endoscopic lumbar decompression techniques, assessing their clinical outcomes, 
benefits, and limitations. It highlights the ongoing need for careful application of these methods based on individual patient 
factors and emphasizes the importance of balancing innovative techniques with evidence- based practices to enhance patient care 
in spine surgery. The future of lumbar decompression will likely be shaped by further technological advancements, including 
navigation systems, robotic assistance, and augmented reality, which promise to improve surgical precision and outcomes.

Lumbar Spine
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INTRODUCTION

Lumbar spinal stenosis represents a substantial 
proportion of surgically managed spinal pathologies, 
particularly among the aging population.1 Among oper-
atively managed cases, direct lumbar decompression 
techniques (ie, laminectomy, laminotomy, lamino-
plasty, and foraminotomy) have emerged as a foun-
dational treatment paradigm, offering less invasive 
approaches under select circumstances, as low- grade 
degenerative lumbar spondylolisthesis, relative to pro-
cedures involving fusion.1–4 Therefore, the capacity to 
minimize surgical invasiveness within lumbar decom-
pression procedures has been a point of interest for 
ongoing research.

Over the past few decades, the landscape of lumbar 
decompression techniques has witnessed substantial 
evolution marked by the gradually increasing popu-
larity of minimally invasive surgical (MIS) techniques 
compared with conventional, open decompression pro-
cedures. Traditionally, open decompression requires 
extensive dissection and retraction to access and 
decompress affected spinal segments.5–7 The advent 
of MIS techniques, propelled by surgical innovation 

and refinements in technical expertise, has engendered 
approaches to minimize tissue trauma, reduce postoper-
ative pain, and accelerate functional recovery.8,9 Addi-
tionally, the introduction of endoscopic spine surgery 
represents a further advancement, employing minimal 
incisions and specialized instruments for direct visual-
ization and decompression of the spinal canal, lending 
a promising prospect to further refine clinical out-
comes.10–12

Despite the seemingly apparent benefits of MIS 
and endoscopic techniques, their adoption must be 
approached judiciously. Challenges such as a steep 
learning curve for surgeons, limited visualization of the 
surgical field, and the potential for incomplete decom-
pression highlight the need for careful patient selection 
and surgeon expertise.13–16 Moreover, the long- term 
outcomes and comparative effectiveness of these tech-
niques vs traditional approaches remain areas of active 
investigation.17,18 By critically examining the evolution 
of lumbar decompression techniques, from open to min-
imally invasive and endoscopic methods, this review 
aims to shed light on the progress achieved thus far and 
the considerations necessary for future advancements. 
This historical perspective underscores the importance 
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of balancing innovation with evidence- based practice 
to ensure that new techniques provide tangible benefits 
over established methods, ultimately enhancing patient 
care in the field of spine surgery. A general overview 
of open and minimally invasive lumbar decompression 
techniques is provided in Table 1.

OPEN LUMBAR DECOMPRESSION

Laminectomy

Laminectomies constitute 1 of the most common pro-
cedures used to achieve lumbar decompression, classi-
cally involving the removal of the lamina and spinous 
process lateral to the medial component of the facet 
joint at the impacted level.19 The first lumbar laminec-
tomy was performed in 1814 by Henry Cline through an 
open approach, marking the foremost modern attempt 
at achieving spinal decompression.33 Confined by poor 
aseptic techniques and limited anesthetic capabilities, 
the procedure invariably failed. In 1829, however, Alban 
Gilpin Smith performed the first successful bilateral 
laminectomy to address a traumatic disc rupture.34,35 
Following this historical milestone, open bilateral lami-
nectomies became a foundational technique for lumbar 
decompression.35,36 In 1910, Alfred Taylor introduced 
a less invasive derivative, an open unilateral laminec-
tomy, as an evolution of its bilateral counterpart.37 
Thereon, open unilateral approaches became the cus-
tomary decompression technique practiced throughout 
the early and mid- 1900s.38

Laminoplasty

Laminoplasty has become 1 of the preferred methods 
for posterior decompression and is generally considered 
a safe and reliable procedure.39 Developed by Japanese 
orthopedic surgeons in the 1970s and 1980s to counter-
act limitations with posterior laminectomy in the cer-
vical spine, including intraoperative spinal cord injury, 
formation of a “laminectomy membrane,” and postop-
erative progression of cervical kyphosis, this technique 
has gained widespread popularity due to its minimally 
invasive approach, decreased postoperative pain, and 
lower risk of postoperative deformity compared with 
traditional laminectomy.40,41

Laminoplasty has evolved through 4 primary tech-
niques: Z- shaped (1968), open- door (1977), en- bloc 
(1978), and double- door or “French- Door” (1982).42–45 
While these techniques were originally developed to 
treat cervical spine pathology, many of them have been 
adopted to treat lumbar pathology as well. Introduced 
in 1981, lumbar laminoplasty aimed to circumvent 

the iatrogenic instability and tissue damage that often 
resulted from conventional laminectomies. In the late 
1980s and 1990s, several studies comparing outcomes 
of open lumbar laminoplasty with conventional lami-
nectomies found lower reoperation rates within 4 years 
for patients who underwent laminoplasty, but at the 
cost of increased operative time and blood loss, sug-
gesting its benefits were mainly for younger patients 
with lumbar stenosis.20,46,47 When comparing various 
laminoplasty techniques, to date, no particular method 
of laminoplasty has yielded superior results. Especially 
in the lumbar spine, data comparing postoperative out-
comes between the variations remain sparse.48,49

In most cases, laminoplasty and laminotomy may 
be used interchangeably when treating posterior cord 
compression. A systematic review and meta- analysis 
performed by Sun et al suggests that laminoplasty may 
be preferable over laminectomy due to decreased blood 
loss, quicker recovery, shorter length of stay (LOS), 
lower rates of spinal deformity, and reduced cerebrospi-
nal fluid leakage, without impacting operative time or 
tumor resection rates.50 However, these findings must 
be taken with caution considering that limited high- 
quality data exist comparing these various techniques.

Laminotomy

Laminotomies present an alternative decompres-
sive technique to relieve stenosis by either unilateral or 
bilateral removal of the upper part of the inferior lamina 
and the lower portion of the superior lamina.21 The first 
cited case of a laminotomy was described in the early 
20th century by Hermann Oppenheim, who proposed 
the use of a partial laminectomy. By the 1980s, lami-
notomies began to be recognized as a viable alternative 
to laminectomies, offering the advantages of decom-
pression of the affected area while preserving posterior 
structures.22,51,52 By preserving the supraspinous liga-
ment, interspinous ligament, and spinous process intact, 
postoperative weakness associated with paraspinal 
denervation is minimized, and midline spinal elements 
vital for spinal stability are maintained.51,52 Unlike 
laminectomies, laminotomies involve reduced disrup-
tion of the surrounding biomechanics and anatomy of 
the spine.53 The reduced invasiveness of laminotomies 
mitigates the risk of iatrogenic mechanical instability 
and has the potential to obviate the need for subsequent 
operative interventions when appropriately indicated.54

Research evaluating postoperative outcomes has shown 
that laminotomies yield similar clinical outcomes to 
those of laminectomies. In a large prospective study con-
ducted between 1985 and 1987, it was found that patients 
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Table 1. Summary features of lumbar decompression techniques.19–32

Procedure Summary Features

Laminectomy Indications
● Symptomatic spinal canal stenosis that does not respond to conservative treatment
● Rapidly progressing neurological deficits or intolerable pain
● Cauda equina syndrome
Contraindications
● Patients with multiple medical comorbidities including depression
● Scoliosis
● Spondylolysthesis
● Lateral listhesis
Approaches
● Open
Advantages
● High success rate with significant alleviation of preoperative symptoms
● Low rate of postoperative complications that continues to reduce with the implementation of less invasive approaches
Disadvantages
● Potential iatrogenic disruption of posterior structures and anatomy/biomechanics of spine
● May require concomitant fusion
 

Laminoplasty Indications
● Symptomatic stenosis without any signs of significant instability
Contraindications
● Severe osteoporosis or active infection
● Significant instability requiring fusion
Approaches
● Open
Advantages
● Posterior spinal structures preserved
● Reduced risk of postoperative spinal instability and deformity
Disadvantages
● Limited literature looking at long- term outcomes of lumbar laminoplasty compared to other procedures
● Greater risk for nerve root injury intraoperatively
● Longer operative time
 

Laminotomy Indications
● Spinal stenosis with neurological symptoms
● Multilevel spondylotic lateral canal stenosis
● Lateral recess stenosis secondary to disc herniation
Contraindications
● Severe instability necessitating fusion
● Pan- canal or central stenosis
● Severe facet joint arthritis or osteoporosis
Approaches
● Open, minimally invasive, endoscopic (includes inside- out, outside- in, contralateral techniques)
● Unilateral and bilateral
Advantages
● Reduced risk for iatrogenic mechanical instability and prolonged recovery when compared to laminectomy
● Superior preservation of posterior spinal structures
Disadvantages
● Limited extent of decompression when compared to laminectomy
● May not fully alleviate central canal stenosis
 

Foraminotomy Indications
● Foraminal stenosis with compression of neural structures
Contraindications
● Severe spinal instability (e.g., scoliosis, spondylolisthesis, kyphosis) necessitating fusion
● Significant neurological deficits requiring more extensive decompression
● Active infection or severe osteoporosis
Approaches
● Open, minimally invasive, endoscopic (includes transforaminal and laser assisted endoscopic foraminotomies)
Advantages
● Preserves lamina integrity
● Potential postoperative improvement of both foraminal diameter and height
Disadvantages
● Risk of nerve injury
● Reduced access to central canal leading to potential risk for incomplete decompression and symptom recurrence
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undergoing laminotomies experienced a 90.1% rate of 
symptom relief compared with 80%–90% for traditional 
laminectomies.23 Further investigations have demon-
strated that laminotomies yield comparable pain reduction, 
postoperative stability, and range of motion to laminecto-
mies.24,53,54 The incidence of common procedural compli-
cations, such as neural injury, infection, durotomies, and 
epidural hematomas, remains similar between patients 
undergoing either laminectomies or laminotomies.53 
Laminotomies are a viable option for patients present-
ing with multilevel spondylotic lateral canal stenosis, 
who may have equal or greater levels of symptom relief 
through multilevel laminotomies when compared with 
a traditional laminectomy. However, for those patients 
presenting with pan- canal or central stenosis, partial 
decompression offered by laminotomies would not be 
sufficient and would necessitate a full laminectomy. The 
high success rate of laminotomies along with the reduced 
impact to midline spinal elements offer a less invasive but 
equally efficacious surgical approach in relieving symp-
toms of spinal stenosis.23

Foraminotomy

Foraminotomies constitute a category of lumbar 
decompressive procedures designed to relieve compres-
sion or pressure on spinal nerves in the neural foramen.25,55 
Distinct from laminectomies and discectomies, foramino-
tomies aim to preserve lamina integrity while providing 
precise relief from nerve compression.56 This surgical 
approach is indicated for foraminal stenosis, a condition 
characterized by compression of a nerve root within the 
middle zone of the foramina, aiming to effectively address 
this targeted area of nerve impingement.57,58 Although 
spinal stenosis has been recognized since the early 1900s, 
it was not until the 1970s that a subset of patients with 

lumbar nerve root compression due to superior articular 
facet hypertrophy were identified, leading to the adoption 
of foraminotomies as a viable treatment option.

MINIMALLY INVASIVE LUMBAR 
DECOMPRESSION

While decompression was traditionally achieved 
through an open approach, the field of spine surgery 
underwent a paradigm shift in 1994 when Foley and Smith 
introduced the use of tubular retractors to facilitate the treat-
ment of lumbar pathologies.59 The integration of tubular 
retractors enabled surgeons to adopt a minimally inva-
sive approach to help alleviate spinal pathology. Tubular 
retractors allow surgeons to systematically expose regions 
they need to access through the progressive dilation of soft 
tissue structures without having to directly make incisions 
through muscle, reducing the risk of chronic postoperative 
back pain due to intraoperative soft tissue damage.60

Minimally Invasive Laminotomy

The approach to laminotomies has gradually evolved, 
initially from an open approach, termed a classic lami-
notomy, to a more minimally invasive approach. The 
inception of unilateral and bilateral minimally inva-
sive laminotomies,23,53,54,61,62 in comparison to open 
approaches, has demonstrated shorter LOS, greater 
stability, lower wound complications, less estimated 
blood loss, postoperative opioid use, and shorter recov-
ery times to baseline.26,63 However, some studies have 
shown that while patients with minimally invasive lami-
notomies have a reduced risk of complications, there is 
not a significant difference in outcomes between open 
and MIS approaches.63 While clinical outcomes are 
comparable between unilateral and bilateral approaches, 

Procedure Summary Features

Percutaneous 
Minimally 
Invasive Lumbar 
Decompression 
(MILD)

Indications
● Stenosis secondary to ligamentum flavum hypertrophy ≥2.5 mm
● Typically reserved for patients with multiple medical comorbidities making them high- risk candidates for traditional procedures
Contraindications
● Previous spinal surgery
● Infection at the site of potential surgery
Approaches
● Percutaneous approach through a small incision
● Performed utilizing local anesthesia with the assistance of fluoroscopic guidance
Advantages
● Is safe for patients with comorbidities that make it challenging to tolerate traditional spinal surgery such as laminectomy and 

laminotomy
● Does not require general anesthesia
● Minimally invasive, avoiding large incisions and lamina removal
Disadvantages
● Limited decompression compared to traditional surgical method
● Limited evidence and literature available showing long- term efficacy

Table 1. Continued.
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unilateral laminotomies have been associated with 
lower estimated blood loss, shorter operative times, and 
improved postoperative radiographic stability, the latter 
of which may be attributed to the intervertebral trans-
lational motion induced by bilateral procedures.54 Uni-
lateral laminotomies also present a marginally higher 
risk of postoperative complications, such as epidural 
hematomas, incidental durotomies, and radicular defi-
cits.24,54 The increased rate of epidural hematomas may 
be attributed to decreased control of the contralateral 
epidural veins, while the increased rate of incidental 
durotomies has been attributed to the increased techni-
cal demand of the unilateral approach.54

Despite these challenges, minimally invasive unilat-
eral laminotomies for bilateral decompression (ULBD) 
have increasingly become the preferred choice among 
surgeons due to its ability to provide adequate decom-
pression while minimizing tissue dissection and trauma, 
decreasing operating time, and reducing damage to 
spinal structures and musculature.53,64,65 While min-
imally invasive ULBDs have been associated with 
favorable patient outcomes, they are not without their 
limitations, including the need to dissect paravertebral 
muscles as well as poor visualization of the contralat-
eral visual field.

Percutaneous Minimally Invasive Lumbar  
Decompression

Percutaneous minimally invasive lumbar decompres-
sion (MILD) was developed in 2005 by Drs. Solsberg 
and Schomer for patients with spinal stenosis who were 
unable to tolerate spinal surgery due to existing comor-
bidities.27 MILD, which is conducted primarily with local 
anesthesia, offers a less invasive option compared with 
traditional laminotomies/laminectomies, involving the 
removal of portions of hypertrophied ligamentum flavum 
with a bone rongeur through a percutaneous port without 
the installation of implants. MILD is customarily pre-
ferred in patients with limited physiological resilience to 
more invasive procedures and is typically indicated for 
patients with imaging- confirmed stenosis secondary to 
ligamentum flavum hypertrophy ≥2.5 mm.27 Contrain-
dications include previous spinal surgery and infection 
at the site of potential surgery.27 In 2016, the success of 
the MiDAS ENCORE randomized controlled trial (RCT) 
demonstrated MILD’s effectiveness over epidural steroid 
injections for lumbar stenosis, leading to its approval for 
Medicare coverage beginning in 2017.27,28,66

Patients undergoing MILD have shown notable post-
operative improvements in both pain and functionality. 
Across 5 studies, MILD patients have been shown to 

have a 41% improvement in visual analog scale (VAS) 
scores.67–71 In terms of functional improvement, MILD 
patients in 1 study demonstrated a postoperative improve-
ment in Oswestry Disability Index (ODI) scores by 16.5 
points at 6 weeks, 16.2 at 3 months, 15.4 at 6 months, 
and 14.0 at 1 year.67 MILD patients also demonstrated a 
low risk of adverse events intraoperatively, with the most 
common surgical complications being bleeding requiring 
blood transfusions and dural tears.72

With its efficacy and safety better understood, there has 
been an increase in the use of MILD as an early, first- line 
operative treatment strategy following failed conservative 
treatment for patients who are poor surgical candidates. 
With the expanding application of MILD, future research 
is needed to corroborate its utility against contempo-
rary and customary treatment strategies.27 Currently, the 
MOTION study, an RCT involving 150 patients, is assess-
ing the efficacy of MILD compared with conventional 
medical management, while another prospective study is 
comparing the outcomes of patients treated with MILD 
compared with spacers. In addition to further comparative 
studies, improvements in the navigation technology and 
optical imaging used during MILD procedures will help 
increase its efficacy for treating lumbar spinal stenosis.27

ENDOSCOPIC LUMBAR 
DECOMPRESSION

In the 1980s, Parviz Kambin led the originative prelim-
inary explorations of endoscopic approaches to lumbar 
spine surgery.73 Endoscopic approaches have garnered 
substantial traction over the past decade with reduced 
operative times, enhanced visualization, reduced risk of 
paravertebral muscle injury, improved preservation of 
bony structures, less perioperative pain, and enhanced 
functional recovery.74–78 These approaches typically 
employ interlaminar or transforaminal techniques, utiliz-
ing uniportal, biportal, or endoscopic systems.79 Notably, 
the utilization of endoscopic approaches for several proce-
dures have demonstrated particularly promising outcomes, 
including endoscopic microdiscectomy, endoscopic uni-
lateral laminotomy for bilateral decompression (ULBD), 
and transforaminal endoscopic lumbar foraminotomy 
(TELF; Table 2).

Endoscopic Microdiscectomy

In 1934, the first lumbar discectomy was performed 
utilizing an open approach to remove an intervertebral 
disc.93 Consequently, in 1978, the introduction of an 
operating microscope marked a significant advancement, 
leading to the evolution of minimally invasive lumbar 
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microdiscectomies, which demonstrated comparable out-
comes to conventional open discectomies.93 Further inno-
vation occurred in the 1990s with the development of an 
endoscopic technique.22,94

Data from current literature present promising out-
comes for patients undergoing endoscopic discectomies 
compared with open and microsurgical approaches, as 
evidenced by several RCTs. Mayer and Brock conducted 
an RCT with 40 patients and showed that at 2 years post-
operatively, those undergoing transforaminal endoscopic 
percutaneous lumbar discectomy displayed superior rates 
of symptom resolution (80% vs 65%) and higher rates 
of return to work (96% vs 72%) compared with patients 
who underwent microsurgical discectomy.95 In an RCT 

involving 143 patients comparing outcomes between 
patients undergoing transforaminal endoscopic discec-
tomy (TED) and microdiscectomy, Gibson et al demon-
strated that while both cohorts experienced significant 
improvements in all outcome measures, patients under-
going TED had significantly reduced hospital stay and 
affected side leg pain at 2 years.96 However, TED patients 
had a 2- times higher risk of revision at 2 years compared 
with microdiscectomy patients. Ruetten et al, in an RCT 
with 178 patients, found similar ODI, VAS- back, and 
VAS- leg scores at 2 years with no significant difference in 
symptom recurrence between patients undergoing lumbar 
discectomies utilizing a full- endoscopic interlaminar tech-
nique and those undergoing surgery with a microsurgical 

Table 2. Summary features of endoscopic lumbar decompression.22,24,64,76–92

Procedure Summary Features

Endoscopic 
Microdiscectomy

Indications
● Lumbar disc herniation resulting in neurological deficits and radiculopathy not responding to conservative management
Contraindications
● Severe facet joint arthritis or active infection
● Severe central canal stenosis requiring extensive decompression than provided by microdiscectomy
Approaches
● Interlaminar or Transforaminal
Advantages
● Reduced soft tissue and bony trauma
● Smaller incision and improved visualization of the surgical site
● Shorter LOS in hospital and faster recovery
Disadvantages
● Steep learning curve
● Potential for limited access to complex herniations or multi- level diseases increasing risk of incomplete decompression
 

Transforaminal 
Endoscopic Lumbar 
Foraminotomies 
(TELF)

Indications
● Foraminal stenosis with nerve root compression
● Lateral recess stenosis caused by disc herniation
Contraindications
● Necessity for more extensive decompression due to severe central canal stenosis
● Severe facet joint arthritis or active infection
Approaches
● Transforaminal
Advantages
● Improved visualization of neural structures along with smaller incisions resulting in reduced soft tissue trauma
● Enhanced preservation of structures around surgical site and improved postoperative spinal stability
Disadvantages
● Reduced access to central canal
● Challenging to achieve full decompression in severe cases of foraminal stenosis
 

Endoscopic Unilateral 
Laminotomy 
for Bilateral 
Decompression 
(ULBD)

Indications
● Symptomatic disc herniation not responding to conservative management
● Lumbar spinal stenosis resulting in bilateral neural compression
Contraindications
● Severe central canal stenosis requiring more invasive approaches to achieve adequate decompression
● Significant spinal instability such as vertebral fractures or severe spondylolisthesis
● Severe facet joint arthritis or active infection
Approaches
● Typically interlaminar
Advantages
● Preservation of contralateral structures due to unilateral approach for bilateral decompression
● Smaller incisions, reduced soft tissue trauma, quicker recovery, and shorter in hospital LOS
Disadvantages
● Steep learning curve
● Limited access to central canal

Abbreviations: LOS, length of stay; TELF, transforaminal endoscopic lumbar foraminotomies; ULBD, unilateral laminotomy for bilateral decompression.
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technique.97 Furthermore, in a multicenter RCT involving 
613 patients, Gadiradj et al reported significantly reduced 
VAS- back, ODI, and VAS- leg pain scores at 12 months 
postoperatively in patients undergoing full endoscopic dis-
cectomy compared with open discectomy for sciatica.84

Although current literature shows promising results 
for endoscopic microdiscectomies compared with open 
and microsurgical techniques, further high- quality pro-
spective studies are needed to elucidate long- term out-
comes.

Endoscopic ULBD

While minimally invasive ULBD has shown promising 
outcomes, it still requires the dissection of paravertebral 
muscle and provides suboptimal visualization of the con-
tralateral visual field. To overcome deficiencies, there has 
been an attempt to integrate the use of an endoscope for 
ULBDs.64,85–87 Endoscopic ULBDs can be subdivided 
into different approaches: inside- out, outside- in, and con-
tralateral.80,81

Compared with minimally invasive ULBDs, several 
studies have shown the benefits of endoscopic ULBD, 
including reduced hospital LOS and improved patient- 
reported outcomes such as lower ODI and VAS leg 
pain scores at 1 year.82,83,98 In a retrospective study of 
93 patients, with 42 undergoing endoscopic ULBD 
and 51 undergoing minimally invasive ULBD, Chen 
et al found that patients who underwent endoscopic 
ULBD experienced significantly reduced VAS scores 
for back pain, less blood loss, shorter hospitalization, 
and decreased analgesic use.98 Similarly, in another 
retrospective study of 60 patients comparing outcomes 
between patients who underwent endoscopic vs mini-
mally invasive ULBD, Kim et al demonstrated signif-
icant postoperative improvements in ODI, VAS, and 
MacNab scores in both cohorts, with greater improve-
ment in the endoscopic group.83

The widespread adoption of endoscopic ULBDs as 
a standard practice has encountered several obstacles, 
including the demand for extensive training, longer 
operating room times, and specialized equipment.64,82,99 
Despite these challenges, endoscopic ULBDs have 
shown notable advantages over conventional open and 
minimally invasive laminotomies, including reduced 
LOS and improved postoperative VAS leg pain scores 
and back pain disability index scores.80,81,100 The 
increasing preference for endoscopic ULBDs has 
spurred ongoing technical advancements, including the 
improvement of endoscopic systems designed to miti-
gate disruption of the interspinous ligament and facet 

joints.53,100 These advancements further contribute to 
the procedure’s evolving efficacy and safety profile.

Transforaminal Endoscopic Lumbar  
Foraminotomies

Similar to other procedures, endoscopic foraminoto-
mies have gained increased popularity compared with 
traditional approaches to foraminotomy due to their 
high effectiveness and superior preservation of soft 
tissue and bony structures. Specifically, TELF enables 
exploration of the intervertebral foramen, facilitating 
the ablation of epidural fibrosis, resection of herniated 
intervertebral discs, and removal of osteophytes.25,101 
Furthermore, TELF is recognized as a safe alternative 
to fusion for patients suffering concurrently from spon-
dylolisthesis and foraminal stenosis.55

TELF presents a less invasive solution for spinal 
nerve root compression in conditions such as lumbar 
foraminal stenosis and herniated nucleus pulposus.56,57 
Studies have reported TELFs to have a success rate of 
78%–90% with a low risk of adverse events, which 
is attributed to postoperative increases in foraminal 
height and area, thus reducing nerve compression.57,58 
However, their effectiveness varies depending on the 
type of radiculopathy and location of foraminal steno-
sis.102 In a retrospective review of 220 patients, Lewand-
rowski et al found less favorable outcomes for entry 
zone foraminal stenosis, likely attributable to the pre-
disposition of the entry zone to exhibit “hypertrophy of 
the superior articular facet.”29,102 Consequently, TELFs 
are most beneficial for middle and exit zone foraminal 
stenosis and contained herniated discs.

Laser- assisted endoscopic foraminotomies repre-
sent a novel technique, enhancing the precision of bone 
and tissue removal. Early case series show promising 
results, with improvements observed in both VAS and 
ODI scores.103 Its highly targeted approach to decom-
pression makes TELF a viable alternative to fusion 
surgery or open foraminal decompression, especially 
for older adults or medically compromised patients, as 
it does not require a repeat posterior approach and can 
be done under local anesthesia.57 Nevertheless, com-
parative studies on endoscopic foraminotomy outcomes 
for lumbar decompression are limited, underscoring the 
need for further investigation.

Limitations of Endoscopic Approaches

Despite several notable benefits, including faster 
recovery times and reduced iatrogenic injury to sur-
rounding soft tissue and bony structures, endoscopic 
approaches also have a few notable limitations, 
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including the need for specialized training and equip-
ment. Additionally, both open and minimally invasive 
approaches provide distinct advantages depending on 
patient pathology and medical history. For instance, 
an endoscopic approach is preferred for laminotomies 
when treating patients with smaller herniations, less 
severe stenosis, or those with contraindications to open 
surgery. Conversely, open laminotomies are favored for 
larger lumbar herniations or more severe spinal steno-
sis, where extensive tissue or bone removal is necessary 
to achieve adequate decompression.88

While promising outcomes associated with endo-
scopic techniques have resulted in advocacy for their 
use over minimally invasive and open approaches, the 
intense training and specialized equipment required for 
endoscopic surgery represent a limiting factor.22 The 
adoption of endoscopic techniques has progressed more 
rapidly in Asia, where a large proportion of procedures 
are now conducted using an endoscopic approach.22 
However, there has been a delayed transition in the 
United States, attributed in part to increased regulations 
preventing trials needed to assess the efficacy of these 
techniques. Furthermore, it is important to consider 
challenges, including increased capital cost, decreased 
intraoperative visualization, and the steep learning 
curve required to effectively implement endoscopic 
spine surgery.22

FUTURE OF LUMBAR 
DECOMPRESSION

In the coming years, the demand for lumbar 
decompression surgery is expected to rise. The use 
of endoscopic techniques is most prevalent in Asia, 
with over 80% of the current literature on endoscopic 
lumbar surgical approaches coming from the region. 
However, the United States and other regions have 
been slower to adopt these techniques due in part to 
increased regulations.22 The future of lumbar spine 
surgery appears to be moving away from traditional 
open approaches and toward endoscopic methods. 
The progression of this shift is largely attributed to 
technological innovations, specifically the adoption 
of navigation systems. Navigation systems provide 
surgeons with more accurate intraoperative anatom-
ical guidance than standard 2- D fluoroscopy and 
enhance the accuracy of instrument placement and 
pedicle screw fixation. The transition from optic to 
electromagnetic navigation systems is also promis-
ing, reducing radiation exposure and operation time 
without compromising outcomes.84,96,97

Robotic- assisted surgery is another area expected to 
grow in the coming years, potentially easing the learn-
ing curve for endoscopic surgery. Robots are capable of 
accurately placing endoscopes, helping with preopera-
tive mapping and assisting with pedicle screw fixation, 
leading to improved patient outcomes.80,84–87 Several 
recent studies have even shown improved outcomes 
for patients with pedicle screw fixation carried out in 
surgeries with robots compared with surgeries without 
robots.89–92 For laminotomies, robotic assistance during 
surgery has been shown to minimize human error by 
helping plan the laminotomy map and entry point, iden-
tifying the location of the interlaminar window, and 
executing precise drilling depths.104

Augmented and virtual reality are anticipated to 
transform spine surgery even further. Virtual reality 
systems can improve surgical planning and training, 
while augmented reality offers real- time, head- mounted 
displays that combine navigation data with operative 
views to optimize surgical safety and efficiency.89 Fur-
thermore, augmented reality has been shown to aid in 
pedicle screw fixation, including helping to find entry 
points and ideal trajectories similar to standard naviga-
tion systems.89,92,105,106 There are currently 3 augmented 
reality devices on the market for spine surgery, includ-
ing Augmedics XVision, Microsoft HoloLens, and 
Immersive Touch.92

CONCLUSION

Lumbar decompression, driven by advancements 
in technology and surgical training, will continue to 
evolve. The integration of new technologies like naviga-
tion systems, robotic assistance, and augmented reality 
is expected to refine current procedures, optimize treat-
ment, and improve patient outcomes.

REFERENCES
 1. Diwan S, Sayed D, Deer TR, Salomons A, Liang K. An algo-
rithmic approach to treating lumbar spinal stenosis: an evidenced- 
based approach. Pain Med. 2019;20(Supplement_2):S23–S31. 
doi:10.1093/pm/pnz133
 2. Lurie J, Tomkins- Lane C. Management of lumbar spinal ste-
nosis. BMJ. 2016;352:h6234. doi:10.1136/bmj.h6234
 3. Katz JN, Zimmerman ZE, Mass H, Makhni MC. Diagno-
sis and management of lumbar spinal stenosis: a review. JAMA. 
2022;327(17):1688–1699. doi:10.1001/jama.2022.5921
 4. Genevay S, Atlas SJ. Lumbar spinal stenosis. Best Pract 
Res Clin Rheumatol. 2010;24(2):253–265. doi:10.1016/j.
berh.2009.11.001
 5. Nerland US, Jakola AS, Solheim O, et al. Minimally inva-
sive decompression versus open laminectomy for central stenosis of 

 by guest on March 6, 2025https://www.ijssurgery.com/Downloaded from 

https://www.ijssurgery.com/


Telang et al.

International Journal of Spine Surgery, Vol. 19, No. 1 125

the lumbar spine: pragmatic comparative effectiveness study. BMJ. 
2015;350:h1603. doi:10.1136/bmj.h1603
 6. Shih P, Wong AP, Smith TR, Lee AI, Fessler RG. Complica-
tions of open compared to minimally invasive lumbar spine decom-
pression. J Clin Neurosci. 2011;18(10):1360–1364. doi:10.1016/j.
jocn.2011.02.022
 7. Rahman M, Summers LE, Richter B, Mimran RI, Jacob 
RP. Comparison of techniques for decompressive lumbar lami-
nectomy: the minimally invasive versus the “classic” open 
approach. Minim Invasive Neurosurg. 2008;51(2):100–105. 
doi:10.1055/s-2007-1022542
 8. Lawrence MM, Hayek SM. Minimally invasive lumbar 
decompression: a treatment for lumbar spinal stenosis. Curr Opin 
Anesthesiol. 2013;26(5):573. doi:10.1097/01.aco.0000432520. 
24210.54
 9. Tredway TL. Minimally invasive lumbar decompres-
sion. Neurosurg Clin N Am. 2006;17(4):467–476. doi:10.1016/j.
nec.2006.06.003
 10. Jang JW, Lee DG, Park CK. Rationale and advantages of 
endoscopic spine surgery. Int J Spine Surg. 2021;15(suppl 3):S11–S20. 
doi:10.14444/8160
 11. Hasan S, Härtl R, Hofstetter CP. The benefit zone of full- 
endoscopic spine surgery. J Spine Surg. 2019;5(Suppl 1):S41–S56. 
doi:10.21037/jss.2019.04.19
 12. Choi G, Pophale CS, Patel B, Uniyal P. Endoscopic spine 
surgery. J Korean Neurosurg Soc. 2017;60(5):485–497. doi:10.3340/
jkns.2017.0203.004
 13. Lewandrowski K- U, Telfeian AE, Hellinger S, et al. Dif-
ficulties, challenges, and the learning curve of avoiding com-
plications in lumbar endoscopic spine surgery. Int J Spine Surg. 
2021;15(suppl 3):S21–S37. doi:10.14444/8161
 14. Sclafani JA, Kim CW. Complications associated with the 
initial learning curve of minimally invasive spine surgery: a sys-
tematic review. Clin Orthop Relat Res. 2014;472(6):1711–1717. 
doi:10.1007/s11999-014-3495-z
 15. Sharif S, Afsar A. Learning curve and minimally invasive 
spine surgery. World Neurosurg. 2018;119:472–478. doi:10.1016/j.
wneu.2018.06.094
 16. Wang H, Huang B, Li C, et al. Learning curve for per-
cutaneous endoscopic lumbar discectomy depending on the sur-
geon’s training level of minimally invasive spine surgery. Clin 
Neurol Neurosurg. 2013;115(10):1987–1991. doi:10.1016/j.
clineuro.2013.06.008
 17. Sen RD, White- Dzuro G, Ruzevick J, et al. Intra- and peri-
operative complications associated with endoscopic spine surgery: a 
multi- institutional study. World Neurosurg. 2018;120:e1054–e1060. 
doi:10.1016/j.wneu.2018.09.009
 18. Kim HS, Wu PH, Jang IT. Current and future of endo-
scopic spine surgery: what are the common procedures we have 
now and what lies ahead? World Neurosurg. 2020;140:642–653. 
doi:10.1016/j.wneu.2020.03.111
 19. Estefan M, Munakomi S, Camino Willhuber GO. Laminec-
tomy. In: StatPearls. StatPearls Publishing; 2024. http://www.ncbi. 
nlm.nih.gov/books/NBK542274/. Accessed March 26, 2024.
 20. Tsuji H, Itoh T, Sekido H, et al. Expansive laminoplasty 
for lumbar spinal stenosis. Int Orthop. 1990;14(3):309–314. 
doi:10.1007/BF00178765
 21. Ruggeri A, Pichierri A, Marotta N, Tarantino R, Delfini 
R. Laminotomy in adults: technique and results. Eur Spine J. 
2012;21(2):364–372. doi:10.1007/s00586-011-1826-2

 22. Mayer HM. A history of endoscopic lumbar spine surgery: 
what have we learnt? Biomed Res Int. 2019;2019:4583943. 
doi:10.1155/2019/4583943
 23. Aryanpur J, Ducker T. Multilevel lumbar laminotomies: an 
alternative to laminectomy in the treatment of lumbar stenosis. Neu-
rosurgery. 1990;26(3):429–432.
 24. Ho YH, Tu YK, Hsiao CK, Chang CH. Outcomes after min-
imally invasive lumbar decompression: a biomechanical compari-
son of unilateral and bilateral laminotomies. BMC Musculoskelet 
Disord. 2015;16:208. doi:10.1186/s12891-015-0659-2
 25. Ahn Y, Oh HK, Kim H, Lee SH, Lee HN. Percutaneous 
endoscopic lumbar foraminotomy: an advanced surgical tech-
nique and clinical outcomes. Neurosurgery. 2014;75(2):124–133; . 
doi:10.1227/NEU.0000000000000361
 26. Tan LA, Kasliwal MK, Fessler RG. Minimally inva-
sive versus open laminotomy. Spine J. 2014;14(6):1081–1082. 
doi:10.1016/j.spinee.2013.12.030
 27. Jain S, Deer T, Sayed D, et al. Minimally invasive lumbar 
decompression: a review of indications, techniques, efficacy and 
safety. Pain Manag. 2020;10(5):331–348. doi:10.2217/pmt-2020-
0037
 28. Staats PS, Benyamin RM, Investigators ME. MiDAS 
encore: randomized controlled clinical trial report of 6- month 
results. Pain Physician. 2016;19(2):25–38.
 29. Lee CK, Rauschning W, Glenn W. Lateral lumbar spinal 
canal stenosis: classification, pathologic anatomy and surgical 
decompression. Spine (Phila Pa 1976). 1988;13(3):313–320. 
doi:10.1097/00007632-198803000-00015
 30. Chen Z, Zhang L, Dong J, et al. Percutaneous transforami-
nal endoscopic discectomy versus microendoscopic discectomy for 
lumbar disc herniation: two- year results of a randomized controlled 
trial. Spine (Phila Pa 1976). 2020;45(8):493–503. doi:10.1097/
BRS.0000000000003314
 31. Chen Z, Zhang L, Dong J, et al. Percutaneous transforam-
inal endoscopic discectomy versus microendoscopic discectomy 
for lumbar disc herniation: 5- year long- term results of a rand-
omized controlled trial. Spine (Phila Pa 1986). 2023;48(2):79–88. 
doi:10.1097/BRS.0000000000004468
 32. Sivakanthan S, Hasan S, Hofstetter C. Full- endoscopic 
lumbar discectomy. Neurosurg Clin N Am. 2020;31(1):1–7. 
doi:10.1016/j.nec.2019.08.016
 33. Oliver M, Zarb G, Silver J, Moore M, Salisbury V. Spinal 
cord injury in context. In: Oliver M, Zarb G, Silver J, Moore M, Salis-
bury V, eds. Walking into Darkness: The Experience of Spinal Cord 
Injury. UK: Macmillan Education UK; 1988:1–6. doi:10.1007/978-
1-349-19451-3_1
 34. Emch TM, Modic MT. Imaging of lumbar degener-
ative disk disease: history and current state. Skeletal Radiol. 
2011;40(9):1175–1189. doi:10.1007/s00256-011-1163-x
 35. Patchell RA, Tibbs PA, Young AB, Clark DB. Alban G. 
smith and the beginnings of spinal surgery. Neurology (ECronicon). 
1987;37(10):1683–1683. doi:10.1212/WNL.37.10.1683
 36. Ahmed SI, Javed G, Bareeqa SB, et al. Comparison of 
decompression alone versus decompression with fusion for sten-
otic lumbar spine: a systematic review and meta- analysis. Cureus. 
2018;10(8):e3135. doi:10.7759/cureus.3135
 37. Taylor AS. Unilateral laminectomy. Ann Surg. 
1910;51(4):529–533. doi:10.1097/00000658-191004000-00010
 38. Oppenheim H, Krause F. Ueber einklemmung bzw. 
strangulation der cauda equina. Dtsch Med Wochenschr. 
1909;35(16):697–700. doi:10.1055/s-0029-1201407

 by guest on March 6, 2025https://www.ijssurgery.com/Downloaded from 

http://www.ncbi.nlm.nih.gov/books/NBK542274/
http://www.ncbi.nlm.nih.gov/books/NBK542274/
https://www.ijssurgery.com/


Evolving Role of Lumbar Decompression

International Journal of Spine Surgery, Vol. 19, No. 1126

 39. Hardman J, Graf O, Kouloumberis PE, Gao WH, Chan M, 
Roitberg BZ. Clinical and functional outcomes of laminoplasty and 
laminectomy. Neurol Res. 2010;32(4):416–420. doi:10.1179/17431
3209X459084
 40. Ito M, Nagahama K. Laminoplasty for cervical myelopathy. 
Global Spine J. 2012;2(3):187–193. doi:10.1055/s-0032-1315456
 41. Millward CP, Bhagawati D, Chan HW, Bestwick J, Breck-
nell JE. Retrospective observational comparative study of hemila-
minectomy versus laminectomy for intraspinal tumour resection; 
shorter stays, lower analgesic usage and less kyphotic deformity. Br 
J Neurosurg. 2015;29(3):390–395. doi:10.3109/02688697.2014.10
03026
 42. Oyama M, Hattori S, Moriwaki N. A new method of cer-
vical laminectomy. Chubu Nippon Seikeisaigaigeka Gakkai Zasshi. 
1973;16:792–794.
 43. Miyazaki K, Kirita Y. Extensive simultaneous multiseg-
ment laminectomy for myelopathy due to the ossification of the 
posterior longitudinal ligament in the cervical region. Spine (Phila 
Pa 1986). 1986;11(6):531–542. doi:10.1097/00007632-198607000-
00005
 44. Hirabayashi K, Watanabe K, Wakano K, Suzuki N, Satomi 
K, Ishii Y. Expansive open- door laminoplasty for cervical spinal 
stenotic myelopathy. Spine (Phila Pa 1976). 1983;8(7):693–699. 
doi:10.1097/00007632-198310000-00003
 45. Kurokawa T, Tsyyama M, Tanaka K, Kurokawa T, Tsuyama 
N, Tanaka H. Enlargement of spinal canal by the sagittal splitting of 
the spinous process – ScienceOpen. https://www.scienceopen.com/ 
document?vid=d1a74f16-99a3-42bf-a1af-4e9c6b053c2d. Accessed 
December 27, 2023.
 46. Matsui H, Kanamori M, Ishihara H, Hirano N, Tsuji H. 
Expansive lumbar laminoplasty for degenerative spinal stenosis in 
patients below 70 years of age. Eur Spine J. 1997;6(3):191–196. 
doi:10.1007/BF01301435
 47. Kawaguchi Y, Kanamori M, Ishihara H, et al. Clinical and 
radiographic results of expansive lumbar laminoplasty in patients 
with spinal stenosis. The Journal of Bone and Joint Surgery- 
American Volume. 2004;86(8):1698–1703. doi:10.2106/00004623-
200408000-00013
 48. Mitsunaga LK, Klineberg EO, Gupta MC. Laminoplasty 
techniques for the treatment of multilevel cervical stenosis. Adv 
Orthop. 2012;2012:307916. doi:10.1155/2012/307916
 49. Byvaltsev V, Polkin R, Kalinin A, et al. Laminoplasty 
versus laminectomy in the treatment of primary spinal cord tumors 
in adult patients: a systematic review and meta- analysis of obser-
vational studies. Asian Spine J. 2023;17(3):595–609. doi:10.31616/
asj.2022.0184
 50. Sun S, Li Y, Wang X, et al. Safety and efficacy of lami-
noplasty versus laminectomy in the treatment of spinal cord 
tumors: a systematic review and meta- analysis. World Neurosurg. 
2019;125:136–145. doi:10.1016/j.wneu.2018.12.033
 51. Overdevest GM, Jacobs W, Vleggeert- Lankamp C, et al. 
Effectiveness of posterior decompression techniques compared with 
conventional laminectomy for lumbar stenosis. Cochrane Data-
base of Systematic Reviews. 2015;2015(3). doi:10.1002/14651858.
CD010036.pub2
 52. Moisi M, Fisahn C, Tkachenko L, et al. Unilateral laminot-
omy with bilateral spinal canal decompression for lumbar stenosis: 
a technical note. Cureus. 2016;8(5):e623. doi:10.7759/cureus.623
 53. Thomé C, Zevgaridis D, Leheta O, et al. Outcome after less- 
invasive decompression of lumbar spinal stenosis: a randomized 
comparison of unilateral laminotomy, bilateral laminotomy, and 

laminectomy. J Neurosurg Spine. 2005;3(2):129–141. doi:10.3171/
spi.2005.3.2.0129
 54. Hong S- W, Choi KY, Ahn Y, et al. A comparison of uni-
lateral and bilateral laminotomies for decompression of L4- L5 
spinal stenosis. Spine (Phila Pa 1976). 2011;36(3):E172–E178. 
doi:10.1097/BRS.0b013e3181db998c
 55. Ahn Y, Park HB, Yoo BR, Jeong TS. Endoscopic lumbar 
foraminotomy for foraminal stenosis in stable spondylolisthesis. 
Front Surg. 2022;9:1042184. doi:10.3389/fsurg.2022.1042184
 56. Kunogi J, Hasue M. Diagnosis and operative treatment of 
intraforaminal and extraforaminal nerve root compression. Spine 
(Phila Pa 1976). 1991;16(11):1312–1320. doi:10.1097/00007632-
199111000-00012
 57. Giordan E, Billeci D, Del Verme J, Varrassi G, Coluzzi 
F. Endoscopic transforaminal lumbar foraminotomy: a system-
atic review and meta- analysis. Pain Ther. 2021;10(2):1481–1495. 
doi:10.1007/s40122-021-00309-1
 58. Evins AI, Banu MA, Njoku I, et al. Endoscopic lumbar for-
aminotomy. J Clin Neurosci. 2015;22(4):730–734. doi:10.1016/j.
jocn.2014.10.025
 59. Prabhu MC, Jacob KC, Patel MR, Pawlowski H, Vanjani NN, 
Singh K. History and evolution of the minimally invasive transfo-
raminal lumbar interbody fusion. Neurospine. 2022;19(3):479–491. 
doi:10.14245/ns.2244122.061
 60. Kim YB, Hyun SJ. Clinical applications of the 
tubular retractor on spinal disorders. J Korean Neurosurg Soc. 
2007;42(4):245–250. doi:10.3340/jkns.2007.42.4.245
 61. Young S, Veerapen R, O’Laoire SA. Relief of lumbar 
canal stenosis using multilevel subarticular fenestrations as an 
alternative to wide laminectomy: preliminary report. Neurosur-
gery. 1988;23(5):628–633. doi:10.1227/00006123-198811000-
00014
 62. McCulloch J. Microsurgical Spinal Laminotomies in the 
Adult Spine: Principles and Practice. J.W. Frymoyer (ed) Raven 
Press.
 63. Ang C- L, Phak- Boon Tow B, Fook S, et al. Minimally inva-
sive compared with open lumbar laminotomy: no functional bene-
fits at 6 or 24 months after surgery. Spine J. 2015;15(8):1705–1712. 
doi:10.1016/j.spinee.2013.07.461
 64. McGrath LB, White- Dzuro GA, Hofstetter CP. Comparison 
of clinical outcomes following minimally invasive or lumbar endo-
scopic unilateral laminotomy for bilateral decompression. J Neuro-
surg Spine. 2019;30(4):491–499. doi:10.3171/2018.9.SPINE18689
 65. Palmer S, Turner R, Palmer R. Bilateral decompres-
sion of lumbar spinal stenosis involving a unilateral approach 
with microscope and tubular retractor system. J Neurosurg. 
2002;97(2 Suppl):213–217. doi:10.3171/spi.2002.97.2.0213
 66. Chen H, Kelling J. Mild procedure for lumbar decom-
pression: a review. Pain Pract. 2013;13(2):146–153. doi:10.1111/
j.1533-2500.2012.00574.x
 67. Kreiner DS, MacVicar J, Duszynski B, Nampiaparampil 
DE. The mild® procedure: a systematic review of the current lit-
erature: the mild® procedure: a systematic review. Pain Med. 
2014;15(2):196–205. doi:10.1111/pme.12305
 68. Brown LL. A double‐blind, randomized, prospective 
study of epidural steroid injection vs. the mild ® procedure in 
patients with symptomatic lumbar spinal stenosis. Pain Pract. 
2012;12(5):333–341. doi:10.1111/j.1533-2500.2011.00518.x
 69. Chopko B, Caraway DL. MiDAS I (mild decompression 
alternative to open surgery): a preliminary report of a prospective, 
multi- center clinical study. Pain Physician. 2010;13(4):369–378.

 by guest on March 6, 2025https://www.ijssurgery.com/Downloaded from 

https://www.scienceopen.com/document?vid=d1a74f16-99a3-42bf-a1af-4e9c6b053c2d
https://www.scienceopen.com/document?vid=d1a74f16-99a3-42bf-a1af-4e9c6b053c2d
https://www.ijssurgery.com/


Telang et al.

International Journal of Spine Surgery, Vol. 19, No. 1 127

 70. Lingreen R, Grider JS. Retrospective review of patient 
self- reported improvement and post- procedure findings for mild 
(minimally invasive lumbar decompression). Pain Physician. 
2010;13(6):555–560.
 71. Durkin B, Romeiser J, Shroyer ALW, et al. Report from a 
quality assurance program on patients undergoing the MILD proce-
dure. Pain Med. 2013;14(5):650–656. doi:10.1111/pme.12079
 72. Weinstein JN, Tosteson TD, Lurie JD, et al. Surgical versus 
nonsurgical therapy for lumbar spinal stenosis. N Engl J Med. 
2008;358(8):794–810. doi:10.1056/NEJMoa0707136
 73. Samartzis D, Shen FH, Perez- Cruet MJ, Anderson DG. Min-
imally invasive spine surgery: a historical perspective. Orthop Clin 
North Am. 2007;38(3):305–326; . doi:10.1016/j.ocl.2007.04.006
 74. Mobbs R, Phan K. Minimally invasive unilateral lami-
nectomy for bilateral decompression. JBJS Essent Surg Tech. 
2017;7(1):e9. doi:10.2106/JBJS.ST.16.00072
 75. Park S- M, Park J, Jang HS, et al. Biportal endoscopic 
versus microscopic lumbar decompressive laminectomy in patients 
with spinal stenosis: a randomized controlled trial. Spine J. 
2020;20(2):156–165. doi:10.1016/j.spinee.2019.09.015
 76. Mobbs RJ, Li J, Sivabalan P, Raley D, Rao PJ. Outcomes 
after decompressive laminectomy for lumbar spinal stenosis: com-
parison between minimally invasive unilateral laminectomy for 
bilateral decompression and open laminectomy: clinical article. 
J Neurosurg Spine. 2014;21(2):179–186. doi:10.3171/2014.4.SP
INE13420
 77. Uehara M, Takahashi J, Hashidate H, et al. Comparison of 
spinous process- splitting laminectomy versus conventional laminec-
tomy for lumbar spinal stenosis. Asian Spine J. 2014;8(6):768–776. 
doi:10.4184/asj.2014.8.6.768
 78. Tang S, Mok TN, He Q, et al. Comparison of clinical 
and radiological outcomes of full- endoscopic versus microscopic 
lumbar decompression laminectomy for the treatment of lumbar 
spinal stenosis: a systematic review and meta- analysis. Ann Palliat 
Med. 2021;10(10):10130–10146. doi:10.21037/apm-21-198
 79. Butler AJ, Alam M, Wiley K, Ghasem A, Rush Iii AJ, Wang 
JC. Endoscopic lumbar surgery: the state of the art in 2019. Neuros-
pine. 2019;16(1):15–23. doi:10.14245/ns.1938040.020
 80. Wu PH, Kim HS, Jang IT. How i do it? Uniportal full 
endoscopic contralateral approach for lumbar foraminal ste-
nosis with double crush syndrome. Acta Neurochir (Wien). 
2020;162(2):305–310. doi:10.1007/s00701-019-04157-z
 81. Kim HS, Wu PH, Jang IT. Lumbar endoscopic unilateral 
laminotomy for bilateral decompression outside- in approach: a proc-
torship guideline with 12 steps of effectiveness and safety. Neuros-
pine. 2020;17(Suppl 1):S99–S109. doi:10.14245/ns.2040078.039
 82. Heo DH, Lee N, Park CW, Kim HS, Chung HJ. Endo-
scopic unilateral laminotomy with bilateral discectomy using 
biportal endoscopic approach: technical report and preliminary 
clinical results. World Neurosurg. 2020;137:31–37. doi:10.1016/j.
wneu.2020.01.190
 83. Kim HS, Choi SH, Shim DM, Lee IS, Oh YK, Woo YH. 
Advantages of new endoscopic unilateral laminectomy for bilateral 
decompression (ULBD) over conventional microscopic ULBD. 
Clin Orthop Surg. 2020;12(3):330–336. doi:10.4055/cios19136
 84. Gadjradj PS, Rubinstein SM, Peul WC, et al. Full endo-
scopic versus open discectomy for sciatica: randomised controlled 
non- inferiority trial. BMJ. 2022;376:e065846. doi:10.1136/bmj-
2021-065846
 85. Komp M, Hahn P, Oezdemir S, et al. Bilateral spinal 
decompression of lumbar central stenosis with the full- endoscopic 

interlaminar versus microsurgical laminotomy technique: a 
prospective, randomized, controlled study. Pain Physician. 
2015;18(1):61–70.
 86. Hasan S, McGrath LB, Sen RD, Barber JK, Hofstetter CP. 
Comparison of full- endoscopic and minimally invasive decom-
pression for lumbar spinal stenosis in the setting of degenerative 
scoliosis and spondylolisthesis. Neurosurg Focus. 2019;46(5):E16. 
doi:10.3171/2019.2.FOCUS195
 87. Lee CW, Yoon KJ, Jun JH. Percutaneous endoscopic 
laminotomy with flavectomy by uniportal, unilateral approach 
for the lumbar canal or lateral recess stenosis. World Neurosurg. 
2018;113:e129–e137. doi:10.1016/j.wneu.2018.01.195
 88. Müller SJ, Burkhardt BW, Oertel JM. Management of 
dural tears in endoscopic lumbar spinal surgery: a review of the 
literature. World Neurosurg. 2018;119:494–499. doi:10.1016/j.
wneu.2018.05.251
 89. Kwon H, Park JY. The role and future of endoscopic 
spine surgery: a narrative review. Neurospine. 2023;20(1):43–55. 
doi:10.14245/ns.2346236.118
 90. Gao S, Wei J, Li W, et al. Accuracy of robot- assisted per-
cutaneous pedicle screw placement under regional anesthesia: a 
retrospective cohort study. Pain Res Manag. 2021;2021:6894001. 
doi:10.1155/2021/6894001
 91. D’Souza M, Gendreau J, Feng A, Kim LH, Ho AL, Veer-
avagu A. Robotic- assisted spine surgery: history, efficacy, cost, 
and future trends. Robot Surg Res Rev. 2019;6:9–23. doi:10.2147/
RSRR.S190720
 92. Pierzchajlo N, Stevenson TC, Huynh H, et al. Augmented 
reality in minimally invasive spinal surgery: a narrative review 
of available technology. World Neurosurg. 2023;176:35–42. 
doi:10.1016/j.wneu.2023.04.030
 93. Rasouli MR, Rahimi- Movaghar V, Shokraneh F, Moradi- 
Lakeh M, Chou R. Minimally invasive discectomy versus micro-
discectomy/open discectomy for symptomatic lumbar disc 
herniation. Cochrane Database Syst Rev. 2014;2014(9):CD010328. 
doi:10.1002/14651858.CD010328.pub2
 94. Perez- Cruet MJ, Foley KT, Isaacs RE, et al. Microen-
doscopic lumbar discectomy: technical note. Neurosurgery. 
2002;51(5 Suppl):S129–36.
 95. Mayer HM, Brock M. Percutaneous endoscopic discec-
tomy: surgical technique and preliminary results compared to 
microsurgical discectomy. J Neurosurg. 1993;78(2):216–225. 
doi:10.3171/jns.1993.78.2.0216
 96. Gibson JNA, Subramanian AS, Scott CEH. A randomised 
controlled trial of transforaminal endoscopic discectomy vs micro-
discectomy. Eur Spine J. 2017;26(3):847–856. doi:10.1007/s00586-
016-4885-6
 97. Ruetten S, Komp M, Merk H, Godolias G. Full- endoscopic 
interlaminar and transforaminal lumbar discectomy versus con-
ventional microsurgical technique: a prospective, randomized, 
controlled study. Spine (Phila Pa 1976). 2008;33(9):931–939. 
doi:10.1097/BRS.0b013e31816c8af7
 98. Chen KT, Choi KC, Shim HK, Lee DC, Kim JS. Full- 
endoscopic versus microscopic unilateral laminotomy for bilateral 
decompression of lumbar spinal stenosis at L4- L5: comparative 
study. Int Orthop. 2022;46(12):2887–2895. doi:10.1007/s00264-
022-05549-0
 99. Yang JC, Kim SG, Kim TW, Park KH. Analysis of factors 
contributing to postoperative spinal instability after lumbar decom-
pression for spinal stenosis. Korean J Spine. 2013;10(3):149–154. 
doi:10.14245/kjs.2013.10.3.149

 by guest on March 6, 2025https://www.ijssurgery.com/Downloaded from 

https://www.ijssurgery.com/


Evolving Role of Lumbar Decompression

International Journal of Spine Surgery, Vol. 19, No. 1128

 100. Guiot BH, Khoo LT, Fessler RG. A minimally invasive 
technique for decompression of the lumbar spine. Spine (Phila Pa 
1976). 2002;27(4):432–438. doi:10.1097/00007632-200202150-
00021
 101. Knight M, Goswami A. Management of isthmic spon-
dylolisthesis with posterolateral endoscopic foraminal decompres-
sion. Spine (Phila Pa 1976). 2003;28(6):573–581. doi:10.1097/01.
BRS.0000050400.16499.ED
 102. Lewandrowski KU. “Outside- in” technique, clinical 
results, and indications with transforaminal lumbar endoscopic 
surgery: a retrospective study on 220 patients on applied radio-
graphic classification of foraminal spinal stenosis. Int J Spine Surg. 
2014;8:26. doi:10.14444/1026
 103. Ahn Y, Keum HJ, Shin SH, Choi JJ. Laser- assisted endo-
scopic lumbar foraminotomy for failed back surgery syndrome in 
elderly patients. Lasers Med Sci. 2020;35(1):121–129. doi:10.1007/
s10103-019-02803-7
 104. Li Y, Wang MY. Robotic- assisted endoscopic lami-
notomy: 2- dimensional operative video. Operative Surg. 
2021;20(5):E361–E361. doi:10.1093/ons/opaa441
 105. Molina CA, Theodore N, Ahmed AK, et al. Aug-
mented reality- assisted pedicle screw insertion: a cadaveric 
proof- of- concept study. J Neurosurg Spine. 2019;31(1):139–146. 
doi:10.3171/2018.12.SPINE181142
 106. Ghaednia H, Fourman MS, Lans A, et al. Augmented 
and virtual reality in spine surgery, current applications and 
future potentials. Spine J. 2021;21(10):1617–1625. doi:10.1016/j.
spinee.2021.03.018

Funding: The authors received no financial support 
for the research, authorship, and/or publication of this 
article.

Declaration of Conflicting Interests: The 
authors report no conflicts of interest in this work.

Disclosures: Sagar Telang, Sahil S. Telang, Ryan 
Palmer, Andy Ton, William J Karakash, Jonathan 
Ragheb, and Siddharth Patel have nothing to disclose. 
Jeffrey C. Wang has received intellectual property 
royalties from Zimmer Biomet, NovApproach, 
SeaSpine, and DePuy Synthes, and stock options from 
Bone Biologics, Electrocore, PearlDiver, and Surgitech. 
Raymond J. Hah has received grant funding from SI 
bone, consulting fees from NuVasive, and support 
from the North American Spine Society to attend 
meetings. Ram K. Alluri has received grant funding 
from NIH, consulting fees and stock options from HIA 
Technologies, and payment from Eccential Robotics for 
lectures and presentations.

Corresponding Author: William J. Karakash, 
Department of Orthopaedic Surgery, Keck School of 
Medicine of USC, 1500 San Pablo St, Los Angeles, CA 
90033, USA;  wkarakas@ usc. edu

Published 24 February 2025
Copyright © 2025 ISASS. The IJSS is an open access 
journal following the Creative Commons Licensing 
Agreement CC BY- NC- ND. To learn more or order 
reprints, visit http://  ijssurgery. com.

 by guest on March 6, 2025https://www.ijssurgery.com/Downloaded from 

https://www.ijssurgery.com/

	Evolving Role of Lumbar Decompression: 
A Narrative Review
	ABSTRACT
	INTRODUCTION
	OPEN LUMBAR DECOMPRESSION
	Laminectomy
	Laminoplasty
	Laminotomy
	Foraminotomy

	MINIMALLY INVASIVE LUMBAR DECOMPRESSION
	Minimally Invasive Laminotomy
	Percutaneous Minimally Invasive Lumbar 
Decompression

	ENDOSCOPIC LUMBAR DECOMPRESSION
	Endoscopic Microdiscectomy
	Endoscopic ULBD
	Transforaminal Endoscopic Lumbar 
Foraminotomies
	Limitations of Endoscopic Approaches

	FUTURE OF LUMBAR DECOMPRESSION
	CONCLUSION
	References


