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Endoscopic Minimally 
Invasive Discectomy

SCIENCE:   Continues to advance:

In the old days:
Gallbladder surgery (Extremely Painful) :  Then  vs Now (open  vs closed).
Cardiac Surgery: Open chest  vs  Stent placements. 



Endoscopic Minimally Invasive
Discectomy

Similarly, to other specialties, Pain Management and Interventional Pain Management has also 
advanced, progressing to minimally invasive procedures and surgeries:

We can now perform:  Discectomies, fusions, laminectomies, ablations/lysis of nerves under direct 
vision, amongst others.

All facilitated by companies like Elliquence, and others, who have focused and developed equipment 
and supplies which facilitates our capacity to do “less and achieve the same results.”



Endoscopic Minimally Invasive Discectomy

We can now do and achieve the same results doing LESS:  Discectomy using Elliquence DiscFX, tools 
and supplies.

How?
Anatomy of a disc:  Annulus Fibrosa, Nucleus Pulposus
Disc Degeneration
Herniations/ Bulges  VS  Sequestered/ Prolapsed



Endoscopic Minimally Invasive Discectomy

Patient Selection is key:
Recommendation: Anatomy of posterior annulus remains intact (herniated/bulge)  NOT 
sequestered/prolapse.

For Sequestered/Prolapse discs, refer for a more invasive procedure (the surgeons).



An Innovative Minimally Invasive
Discectomy System



Disc-FX® System* ( DFX)
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Grasping Forceps (DFX-G)
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Depth Stop

Disc-FX® System / Accessories

Instruments are not t o scale



Disc-FX kit, sterile, single use
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Visualization



• Patient with symptomatic lumbar contained herniation,  
protrusion or black disc (DDD)

• Contained Lumber Disc herniation must be no greater  
then 1/3 of the sagittal diameter of the spinal channel

• Annular Tear- Discogram (+)
• Discogenic Low Back Pain - Discogram (+)
• Radicular Pain
• Patient who failed 6 weeks conservative treatment,  

including medications, physical therapy and epidural  
injections

• Patient has concordant clinical signs (pos. SLR, radiating  
pain, axial pain, coughing pain, sensory signs) with  
images (CT or MRI)

Specific Clinical Indications



• Patient with spinal fracture or tumor

• Infection of the spine

• Clinical evidence of cauda equina syndrome

• Grade 2 spondylolisthesis or unstable Grade 1 spondylolisthesis  
(confirm with flexion/extension lateral X-ray of LS spine)*

• Progressive neurological deficits

• Allergy to contrast media or the drugs to be used in the procedure

• Evidence of sequestered disc herniation on MRI

*Modification – AJ Rastogi, MD

Specific Clinical Contraindications



1. I.V. sedation with Versed 1-2 mg initially,  
then can add on to total 2-4 mg

2. Fentanyl 50 mcg I.V. for pain control.  
No Propofol

3. I.V. antibiotics 30’ before procedure

Anesthesia



Procedure Setup Guide



Kambin’s Triangle































2.7mm endoscope



As an option, a  
small 2.7  
endoscope can  
be used  
periodically  
during the  
procedure















1. Reclined position in bed or lie in the bed with head lifted up

2. Ice pack on the entry site with lumbar brace

3. Appropriate pain medication: Percocet or other medication

4. Light physical therapy depending on the patient

5. Gradually return to regular daily activity without lifting for 6 weeks.

6. LSO brace to be worn at least two weeks to avoid re-herniation.

7. Avoid prolonged sitting, bending, lifting, driving, or other activities that  
may result in increased intra-discal pressure

Post-Op Regime



• Discitis – septic or aseptic

• Nerve root injury

• Epidural hematoma

• Dural tear

• Exacerbation of pain

• Failure to relieve the pain either short or long term

• Allergic reactions

Potential Complications





Treatment of Contained Lumbar Disc Herniations via Radiofrequency  
Assisted Micro-Tubular Decompression and Ablation: Four Year Results in  
a Prospective Cohort of 74 patients (S. Hellinger)

• Prospective study by a fixed protocol for the clinical outcome,  
recurrence rate, and complications after 4 years

• 47 patients with pre-op VAS >5/10, radicular or discal pain (due to HNP  
or DDD), 6 weeks of unsuccessful conservative treatment

• Back Pain = 8.6/10 reduced to 2.3 (73% reduction)

• Leg Pain = 7.8/10 reduced to 2.3 (70% reduction)

• 83% of patients satisfied with their outcomes and quality of life

• Long term re-occurrence rate was 6.4% & no reported complications

Conclusion: Comparing the outcomes to open surgery, the procedure  
causes less surgical trauma and should be considered as an excellent  
alternative treatment in the presence of controlled hernias.

* Courtesy - AJ Rastogi, MD






