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Short-term clinical effect of percutaneous unilateral biportal
endoscopy technique in treatment of upper lumbar disc herniation*

Shao Rongxue, Zhang Wei, Zhu Chengyue, Cheng Wei, Yue Jun, Zhu Hang, Pan Hao
(Department of Spine Minimally Invasive Surgery, Hangzhou Hospital of Traditional Chinese Medicine,
Hangzhou, Zhejiang 310007, China)

Abstract: Objective To investigate the clinical efficacy of unilateral biportal endoscopy (UBE) technique in
treatment of upper lumbar disc herniation (ULDH). Methods Clinical data of 28 ULDH patients treated with UBE
from January 2020 to December 2021 were retrospectively analyzed. The operation time under endoscopy,
postoperative drainage, postoperative hospital stay and complications were recorded and analyzed. The clinical
efficacy was evaluated according to the modified MacNab score, Oswestry disability index (ODI) and visual
analogue scale (VAS) of low back pain and lower limb pain at pre-operation, 1 week, 1 month, 3 months after
operation and the last follow-up. Results All the patients completed the endoscopic operation successfully.
Operation time under endoscopy of non fusion were (47.50 + 11.84) min in monosegment and (75.00 + 20.66) min

in two segments, while fusion was (77.50+21.02) min. Postoperative drainage of non fusion were
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(25.00 + 13.94) mL in monosegment and (38.00 + 11.83) mL in two segments, while there was (71.25 £ 31.72) mL
in fusion cases, respectively. Postoperative hospital stay was (8.28 +4.22) d, the follow-up time was (15.82 + 4.54)

months. There was statistical significance in ODI and VAS before and after operation (P < 0.05). According to the

modified MacNab scoring standard, the ratio of excellent and good was 96.43% at the last follow-up. There were 2

cases with transient numbness and pain of lower limbs and no activity disorder after operation, and they all

recovered after conservative treatment. Conclusion The clinical effect of UBE technique in the treatment of ULDH

is reliable. According to the needs of the disease, the interlaminar approach or paravertebral approach of UBE

technique can be selected. It takes into account the effect of treating diseases, achieves the purpose of minimally

invasive, and does not need to prepare special instruments. It is worthy of clinical application.

Keywords: upper lumbar disc herniation (ULDH); unilateral biportal endoscopy (UBE); interbody fusion;

surgical approach; clinical efficacy
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Fig.1 Diagrammatic drawing of UBE preoperative
localization
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JEE e Sl v R A TR ) A1 ) K% G g S 43 08 TR
corner X3, SN ELEMES AR NZHR, FFEAN



[ N B

5520 %

[BRAN AR, MR e A, I RIS
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Fig.2 Schematic diagram of first visual field (isthmus ) of
paravertebral approach
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50 ~ 110 mL, “F¥J (71.25+31.72) mL.
22 AREHEEREM

WP B EARFWKE NN, RJF1~3 dIrgssk
A, BEREIR: TOIR RN R A RSB AR, R
RERZIH RSB BCRBING, HEE AWK, B i i
W, ARRLGRE BB TEH LI RN, ARSI i
Ak SLALREE] 1 UL 3~7 . Fl-A BIHE AR B 7T
Rl 2% S N T O s . MR 9] 2 LRI 8~11,



%510 ) AR, A 2R LU T PN B AR IR T o R AR 5 5 A P R I PR 7 A

L /L FIL/LHER S5, Jos thiiz ik, A JRIE; B: L/LEER; C: L/L MK,
E3 EEEGI1MABCT
Fig.3 Preoperative CT of typical case 1
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Fig.4 Preoperative MRI of typical case 1
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Fig.5 Intraoperative endoscopic image, surgical incision and intraoperative extraction of typical case 1
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Fig.6 Postoperative CT of typical case 1
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Fig.7 Postoperative MRI of typical case 1
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Fig.8 Preoperative imaging of typical case 2
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Fig.9 Intraoperative operation of typical case 2
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Fig.10 Postoperative X-ray imaging of typical case 2
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Fig.11 Postoperative CT and MRI imaging of typical case 2
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fil G RT3 A AR B AR A, 4 14T 5 E] B
MER BRI Rl & 8, RIS 3 Nk BT 47 5%
PRI H AN . ARRBEVIET, HE 2 %) MacNab 17453
PR D024, R36I, AT, R4 96.43%.
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AL, A2 BB FE A BT BORRA R
TG, JCNUI RS S, 3R/ BRI G
T AR B Rk Al G IR, 1T A AR

#1 AEATE SFZRRE VASFIODIEEE  (x+S)

Table 1 Comparison of low back pain and leg pain of VAS and ODI in different time points  (x + s)
I WL VAS/43 Jh9E VAS/43 ODI/%
ARHT 5.75+1.29 6.82+1.93 63.84+12.46
ENERUE 2.86+1.01 3.11£1.37 36.5149.50
ENEREE 2.110.92 1.89+0.88 27.36+10.58
RG34 H 1.68+0.72 1.79+0.83 18.26+7.80
RUKE 1.2120.57 1.11=0.50 7.26+4.48
FE 103.37 100.24 232.23
PIH 0.000 0.000 0.000
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KBRS AR A A TR T, A3 A0 U HE R R
IREA% ZH L SO B 25, DASE U . S T8
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