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Al types of surgeries
trending toward m
invasive surgery worldwid
including spine surge

preservation of sp
accomplished throug
accumulated experien
and endoscopic spine s

An effective, safe, less LEe
traumatic  and easier spine
surgery  is welcomed by h
professionals and patients
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# GPS - of using traumatic cutting surgery
Instead B B P = H

Using GPS - Grid Positional System
Not the traditional traumatic approach

A Using fAdil at at i o minimeetbsoedrbumgy 6 t o
A Designed to facilitate better MISS

o ol
Right posterolateral
approach - prone
position

p
for endoscopic lumbar
MISS

spinecenter




R o
b e
ﬁ 2 s -
A o :

-
r »
/

Anatomical Bz

Pathophysidlogy
1<

i

m’” L :




it st
crookeo
hunchbac
Providing t
bodily leverag
liting, twisting
Serving with the fur
protect the nervou
of the spinal cord and
nerves

Preservation of free spinal
motion
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jelly donut k
If you have a  bac
back , you will have
a bad ride
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Introduction:

Herniated Lumbar Discs Causing Nerve Impingement
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- Radiculopathy

If conservative

treatment fails , and
continue to have persistent
significant symptoms
affecting their daily
activities and ability to
work this can lead to the
need for surgical
decompression of the
disc

Inthe past , the only
method was open
traumatic lumbar

surgery  with cutting of
the muscle, bone and the
disc, and even spinal
fusion, which are
associated with long
periods of recovery, wound
healing, blood loss,
hospitalization, and others
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MISS Surgical Indications:

I Herniated
discs /degenerative spine
disease

I Post fusion Junctional
Disc Herniation
Syndrome  (JDHS) or
Adjacent Segment
Disease (ASD)

T Vertebral compression
fracture  (Osteoporotic
and post -traumatic )
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MISS Surgical Indications:

For treatment of:

—1

i Lumbar spinal stenosis and
spondylolisthesis

i Cervicogenic headache and
discogenic pain

i Intraspinal lesions [ —

i Synovial cyst and degenerative cyst \’

I Intraspinal tumor, lipoma - ‘

I Others i

spinecenter

< cMIS




G

Challenges Facing
raditional - Current
Open Spine
Surgery/Fusion
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Challenges Confronting Open Traditional Spine
Surgery/Fusion, Spinal Arthroplasty and Disc Replacement

A Obvious challenges:
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A Obvious challenges:

Larger surgical incision T longer
healing time
More traumatic than MISS and

more blood loss

Often is performed under general
anesthesia

Higher risk  and complication rate

Long and painful recovery time '\
Higher long term complication R e
rate including post fusion junctional a
disc herniation syndrome ( JDHS 19 - 3'.\.; i
49% after4  -5years ) -

Alarming highrateof fAf ai | ed ba
syndr ome o0

Long term benefit and outcome in
question by numerous studies

published

Disc replacement

technology/arthroplasty is yet to

be proven i only time will tell

(another 8 -15 years)

More difficult in high risk
patients  with morbid obesity,
cardiac pulmonary disease,
advanced diabetes, elderly
Affecting spinal segmental
motion
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The modern concept - algorlth
spine care like walking up a stairce
G , ¥

For treatment of degeneratlve and
herniated spinal discs, and spinal sten03|s

ly Inva
nal Surg
(85-90%)

MISS and NFT
(85% 90%)

Pain Management
Injectional Therapy and RF
-
Conservative
Treatment
— it '.,' spinecenter com -
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What is Minimally Invasive Spine Surgery (MISS)?
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Advancements in
micro -spinal
instrumentation, fiber
optics, improved
fluoroscopic imaging,
high resolution video
imaging endoscopy,
along with the
accumulation of
experience in
percutaneous endoscopic
laser spine surgery  made
MISS possible

MISS does not de -
stabilize the vertebral
segments

Can safely treat
multiple level
symptomatic spinal discs,
spinal stenosis and high
risk spinal patients
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Advantages of MISS

- nby Obvious advantages of MISS:

An out patient or isame day surgeryif,
hospitalization

Less traumatic
Small or tiny incision

Costs less - approximately 40% less than a open

- D 0
4 40% spinal surgery/fusion

Economic savings for the employee and employer
are significant due to earlier return to work

Done under local anesthesia

Early post 1 op exercise one day after surgery

o o o Do Do o Do Do

. _ b d Surgical triad approach and critical "fan  -sweep
B ¢ W i A4 maneuver" further facilitate the disc decompression
and improves surgical result

b

v 3 = Multiple level spinal discectomy can be performed
Y w at one sitting with minimal risk

A Can be done for high risk anesthesia patients
G , with morbid obesity, emphysema, and cardiac
N ~ / conditions under local anesthesia/lV sedation at
' much less risk

o P> o To To P To To To I
N

A Intra -operative neurophysiological/lEMG )
T / : v monitoring , and direct visualized endoscopic
. f H (1) significantly reduces the chance of inadvertent injury
5 of neural structure
G - A

Preserves spinal motion

( H°) , N L e Sl (trauma i n sur ger Y
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Surgical Procedure/Technique:

A t
AT
TE) )
1~ 1T RR
oxymetry
i
A
A

%00 =

Preparing for MISS

Anesthesia

Bis) 2

Anesthesia : Local/lV
conscious Sedation

Intra -operative
continuous
monitoring of vital
signs (pulse rate,
blood pressure, RR),
pulse oxymetry C02
content ,
neurophysiological
monitoring 1T EEG,
EMG, onintra -
operative wave form
display /monitor

To insure safety and
to facilitate MISS
Potentially to avoid
complication and
risk
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A. b 3
LUMBAR ENDOSCOPIC MISS TECHNIQUE:

E T8 B
Posterio-lateral and posterioi median surgical approaches

3
v

A - A Patient positioning and
i K1 B =/ localization

4 i Prone position e

I Orinlateral decubitus po

Af, i Localization i skin marki
| 7 portal of entry
needle
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Under fluoroscopic guidance

Provocative discography  to confirm
the damaged herniated disc

Point of incision 1 by placing the
Abulelybeso t arget device to
determine the portal of entry and

skin incision
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78/ /
Surgical Plane/Approach/Technigue:

Right lateral
decubitus position

i

for right posterolateral
endoscopic lumbar MISS
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78/ /
Surgical Plane/Approach/Technique:

Left lateral
decubitus
position

for right
posterolateral
endoscopic lumbar
MISS
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Surgical Plane/ pp

*

' /Technlque

/

Extreme obese
patient had left
posterolateral
endoscopic lumbar
disectomy with
geometric
line/plane and
GPS system
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