Percutanous Endoscopic Lumbar Discectomy
Update on modern techniques for lumbar disc surgery with the Full Endoscopic
Lumbar Discectomy
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There are many causes of low back pain but lumbar disc herniation remains the entity that concerns both patients and doctors. It is
a common problem that may lead to disabling neurological deficits that will impact the patient’s ability to resume regular daily activities and
affects his productivity.

Not all lumbar disc herniation require surgical treatment, it is estimated that about 10% of patients will eventually need surgery.
When it comes to surgery, the golden standard for decades has been the classical open laminectomy and excision of the herniated fragment of
the lumbar disc. This surgery requires general anesthesia, open incision in the middle of the back cutting through muscles, ligaments and
bone, retraction on the Dura (the sac of spinal nerves) and mobilization of the pinched nerve itself. Although the success of this surgery is
good with relief of symptoms in 85% of cases, yet the complications of open surgery remain present. These include complication of general
anesthesia, bleeding, injury to the dura or nerve root, postoperative infection and postoperative pain with slow recovery that may take weeks.

Over the last few years the open surgery technique was modified with the addition of the “operative microscope” to have better visualization

and make the incision smaller and the tissue damage less. This did improve the results and improved the recovery time. However, it is still an
open surgery that requires general anesthesia and have the same complications as the open traditional technique.

What is Percutanous Endoscopic Lumbar Discectomy?

This is a modality of surgery for excision of the herniated fragment of the lumbar disc done under local or general anesthesia
through a skin puncture only and without dissection of tissues through the midline (Interlaminar approach) or away from the midline of the
back (Transforaminal approach). It is performed under x-ray control in the operating room. It involves inserting a small tube through the skin
down to the disc along with a special endoscope with fibro-optic light through which special manual instruments and radiofrequency probe
are introduced to remove and melt the disc fragment.

Intra-operative X-ray control Inter-laminar Lumbar Approach Transforaminal Lumbar Approach

After the surgery, the pain immediately disappears and the patient gets up, walks and can go home the same day of surgery. Daily outdoor
regular activities are resumed after 10 days and the patient will be completely back to normal three weeks after surgery.

This type of surgery is not new, it has been performed since the 80°s and started to improve with new instrumentation and
technique till 10 years ago when, with the help of new scopes and technology, the results improved to yield a 90% good results and
broadened the indication to be applicable to almost all cases of lumbar disc herniation with almost nil complications. The satisfaction of
patients having the surgery is so promising that it will make Percutanous Endoscopic Lumbar Discectomy the golden standard of disc
surgery, and only very few cases will still need to have open surgery. The well trained surgeon will choose the proper approach that can give
the best result for the patient. Eventually, with continuous improvements we are working on, the good patients’ outcome will very soon push
all our disc patients to demand this surgery making the open surgery outdated.

The new technique is a demanding procedure to learn with a long learning curve. Therefore, adequate training, special equipment, and a
competent spine surgeon familiar with percutanous spine techniques are key factors for its success.
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