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Abstract 

Objective: To compare the clinical efficacy of lumbar endoscopic Delta large channel and microscopic tubular Quad-
rant channel unilateral laminotomy with bilateral decompression in the treatment of elderly patients with lumbar 
spinal stenosis.

Methods: A total of 40 patients aged above 75 years with lumbar spinal stenosis admitted from June 2019 to August 
2021 were reviewed, in which the observation group was treated with the Delta large channel technique and the 
control group was treated with Quadrant channel open decompression. The general data, duration of illness, opera-
tion time, intraoperative bleeding, VAS score preoperatively, 3 days postoperatively, 3 months postoperatively and 
6 months postoperatively, and ODI index of the two groups were recorded in the two groups.

Results: The observation group had significantly shorter operation time (59.93 ± 10.46 min vs 77.66 ± 12.44 min, 
P < 0.001) and less intraoperative bleeding (21.06 ± 4.59 mL vs 51.00 ± 10.02 mL, P < 0.001) than the control group. 
There were no significant differences between the two groups in the duration of illness (11.85 ± 5.08 years vs 
13.80 ± 7.40 years, P = 0.337), VAS score preoperatively (6.05 ± 1.19 vs 6.40 ± 1.47, P = 0.412), 3 days postoperatively 
(1.90 ± 0.85 vs 2.00 ± 1.08, P = 0.746), 3 months postoperatively (1.10 ± 0.31 vs 1.20 ± 0.41, P = 0.389) and 6 months 
postoperatively (1.25 ± 0.44 vs 1.30 ± 0.57, P = 0.759), and ODI index preoperatively (0.78 ± 0.07 vs 0.74 ± 0.07, 
P = 0.09), 3 months postoperatively (0.28 ± 0.06 vs 0.30 ± 0.05, P = 0.189) and 6 months postoperatively (0.21 ± 0.07 vs 
0.22 ± 0.04, P = 0.444) (P > 0.05). The ODI index 3 days postoperatively in the observation group was significantly lower 
than that in the control group (0.33 ± 0.06 vs 0.37 ± 0.05, P = 0.022).

Conclusion: Both surgical methods had good clinical outcomes for the treatment of lumbar spinal stenosis. How-
ever, Delta large channel endoscopy had a clearer vision, less trauma and lower incidence of early postoperative back 
pain than that of Quadrant channel open decompression.
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Introduction
Lumbar spinal stenosis (LSS) is defined as narrow-
ing of the lumbar central canal, nerve root canal, lateral 
saphenous fossa, or intervertebral foraminal cavity due 
to various causes, resulting in compression of the spinal 
cord, dural sac, and neurovascular vessels, and eventu-
ally leading to the corresponding clinical symptoms [1]. 
It is primarily manifested as intermittent claudication 
of neurogenic origin, accompanied by lumbar pain and 
radiological pain, numbness and weakness of the lower 
limbs. Therefore, it is also called as lumbar spinal steno-
sis syndrome [2]. Symptoms are aggravated by walking or 
prolonged standing and relieved by forward bending or 
sitting [3]. In the past, the main treatment methods for 
LSS included conservative treatment and posterior open 
surgical treatment. The conservative treatment refers to 
the treatment by anti-inflammatory and analgesic drugs 
[4]. Although this method can relieve the pain of patients, 
it fails to fundamentally solve the problem. Especially 
for elderly patients, conservative treatment is often less 
effective because of the long duration of illness and the 
thickening of the ligamentum flavum, calcification and 
bony hyperplasia of the articular eminence are more seri-
ous [5]. Open surgery can be performed by fully exposing 
the posterior lumbar structures for adequate decompres-
sion, repositioning, and fusion fixation. However, most 
elderly patients are unable to tolerate open surgery due to 
its shortcomings, such as high trauma, high complication 
rate, and slow postoperative recovery [6].

The emergence of Quadrant channel open decompression 
has well solved this contradiction, which achieves complete 
decompression while greatly reducing the surgical trauma. 
With the continuous advancement of minimally invasive 
techniques, Delta large channel endoscopy has been cre-
ated and was used for minimally invasive treatment of LSS 
in elderly patients. However, few studies [7, 8] have investi-
gated the clinical efficacy of Delta large channel endoscopy 
and Quadrant channel open decompression in the treat-
ment of LSS in elderly patients. In this study, we retrospec-
tively analyzed the clinical efficacy of Delta large channel 
endoscopy in a cohort of 40 elderly LSS patients, using the 
Quadrant channel open decompression as the reference 
technique as previously reported [9].

Materials and methods
General materials
A total of 40 LSS patients aged above 75  years admit-
ted from June 2019 to August 2021 were selected and 
included in this study.

Inclusion criteria for cases
(1) Aged above 75  years; (2) neurogenic intermittent 
claudication as clinical symptom with or without radicu-
lopathy and single segment LSS diagnosed by imaging; 
(3) unsatisfactory relief of symptoms such as low back 
pain and intermittent claudication after systematic con-
servative treatment (more than 3  months); (4) no con-
traindications to surgery; (5) able to complete 6-month 
follow-up; (6) patients and their families voluntarily 
signed the informed consent forms.

Exclusion criteria
(1) Patients with a history of previous lumbar spine 
related surgery or fracture; (2) those with spinal tumors 
and infectious diseases such as tuberculosis; (3) those 
with serious heart, liver and kidney impairment disease; 
(4) those with symptomatic multi-segmental lesions of 
the lumbar spine; (5) those who were unable to cooperate 
to complete in the 6-month follow-up.

All patients were divided into the observation group 
and the control group according to the inclusion criteria 
and different treatment methods, in which the observa-
tion group was treated by Delta large channel technique 
and the control group was treated by Quadrant channel 
open decompression, with 20 patients in each group.

Treatment methods
Observation group [10]: After successful general anes-
thesia, the patient was fixed on the operating table in a 
prone position with the chest and iliac bone partially 
elevated and the target vertebral space positioned on 
the body surface. The skin was routinely disinfected and 
covered with sterile cavity wipes. The positioning needle 
was placed at about 2  cm of paracentral opening of the 
spinous process. The C-arm machine determined that 
the positioning needle was located at the midpoint of 
the vertebral plate space at the inner edge of the articu-
lar eminence. A guide wire was inserted and the skin 
was incised at the insertion point, approximately 1  cm 
in diameter. The dilatation tube was placed along the 
incision step by step, and finally the working sleeve was 
placed to establish the working tube. The working sleeve 
should be well positioned with the C-arm machine, and 
connected with the light source, endoscope and flushing 
saline. The fluoroscope was placed into the working tube 
and the appropriate water flow was adjusted. The micro-
scopic radiofrequency tip was used for the processing of 
the soft tissue on the superior and inferior edges of the 
lamina and on the surface of the ligamentum flavum. A 
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microscopic power grinder was placed to endoscopi-
cally grind the lower edge of the superior lamina and the 
upper edge of the inferior lamina. A punch forceps was 
used to bite off part of the lamina and widen the lamina 
gap, thus revealing the ligamentum flavum. The ligamen-
tum flavum was excised from the center to the lateral side 
with punch forceps to expose the dural sac and the lateral 
edge of the nerve root, and if necessary, part of the artic-
ular eminence was excised to fully expose and release the 
nerve root for lateral saphenous fossa decompression; 
followed by radiofrequency hemostasis. The herniated 
intervertebral disc of the diseased segment was observed, 
the nucleus pulposus with grasping forceps was slowly 
removed, and the intervertebral space was cleared. After 
sufficient decompression, radiofrequency ablation and 
fibrous annuloplasty were performed. Finally, the work-
ing channel was withdrawn, the surgical incision was 
sutured, and the adjuvant patch was applied, as shown in 
Fig. 1.

Control group [11]: After successful general anes-
thesia, the patient was fixed on the operating table in a 
prone position, with pillow cushioned on the chest and 
hips. The surgical site was further identified by C-arm 
fluoroscopy, routinely disinfected with 2.5% iodophor, 
and routinely laid with surgical towels. After position-
ing under fluoroscopy, the guide needle was inserted, 
and the corresponding puncture needle was removed. 
The skin, subcutaneous tissue and lumbar fascia were 
incised sequentially at approximately 3 cm away from the 
spinous process of the affected lesion, and the paraverte-
bral muscles were separated with a Quadrant instrument 
and placed into the outer edge of the patient’s lamina 
as well as the articular facet joint to establish a channel. 
On the affected side of the lesioned segment, the lower 
edge of the upper lamina and the upper edge of the lower 
lamina were exposed. Subsequently, the patient’s lower 
vertebral joint and the superior half of the upper articu-
lar process of the lower vertebral body were removed 
with an electric grinder to "open the window". Obvious 
hypertrophy of the ligamentum flavum, partial adhesion 
of the dura mater, and stenosis of the central spinal canal 
were found. The hypertrophic ligamentum flavum was 
removed and the central spinal canal was decompressed. 
The herniated disc was seen in the lesion segment, which 
compressed the nerve root on the affected side. The her-
niated nucleus pulposus was removed using instruments 
such as nerve probes, nerve hooks, grasping forceps, and 
biting forceps, and the fibrous ring breach was scarified 
with an electric knife. The nerve root on the affected side 
was adequately decompressed on re-exploration. After 
the procedure was completed, the working channel was 
removed, the incision was flushed with saline, and the 

wound was sutured after a drainage tube was left in place, 
as shown in Fig. 2.

Efficacy and scoring standards
The gender, age, duration of illness, operation time, and 
intraoperative bleeding of the two groups were recorded 
in the two groups. The VAS score and ODI index of the 
two groups were recorded.

Statistical method
The collected data were analyzed by SPSS 25.0 and pre-
sented by x ± s or case(percentage), as appropriate. The 
data were compared by independent-samples t-test or 
Chi-square test or Fisher’s exact test, as appropriate. 
A two-sided P value less than 0.05 denoted statistical 
significance.

Results
General information
There were 5 male patients and 15 female patients in 
both groups. The mean age was 81.10 ± 3.44 years in the 
observation group and 82.65 ± 5.12  years in the control 
group. There were no significant differences in terms of 
gender, age, presence of radiculopathy, co-morbidities 
of hypertension and diabetes, and duration of illness 
between the two groups (P > 0.05), as shown in Table 1.

General results
The observation group had significantly shorter operation 
time (59.93 ± 10.46  min vs 77.66 ± 12.44  min, P < 0.001) 
and less intraoperative bleeding (21.06 ± 4.59  mL vs 
51.00 ± 10.02  mL, P < 0.001) than the control group, as 
shown in Table 2. No significant differences were noted 
with regard to the number of intraoperative X-ray expo-
sures, level of surgery and postoperative complications 
(nerve root injury, dural sac injury, hematoma and inci-
sion infection).

Comparison of VAS Score
As shown in Table 1, there was no significant difference 
between the two groups in the VAS score preoperatively 
(P = 0.412), 3 days postoperatively (P = 0.749), 3 months 
postoperatively (P = 0.389) and 6 months postoperatively 
(P = 0.759). The postoperative VAS score in each group 
was significantly lower than that before the operation 
(P < 0.05, Table 2).

Comparison of ODI Index
As presented in Tables 1 and 2, there was no significant 
difference between the two groups in the ODI index 
preoperatively (P = 0.09), 3  months postoperatively 
(P = 0.189) and 6  months postoperatively (P = 0.444). 
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Fig. 1 The imaging data of a 76-year-old woman with LSS treated by Delta large channel endoscopy. A, B Preoperative MRI showed L4/5 spinal 
canal stenosis. C, D Patient’s position and established operating channel. E Exposure of the nerve roots and dural sac of the L4/5 segment. F 
Postoperative cross-sectional CT showed adequate decompression of the L4/5 spinal canal. White arrow indicates level of decompression
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The ODI index 3  days postoperatively in the observa-
tion group was significantly lower than that in the control 
group (0.33 ± 0.06 vs 0.37 ± 0.05, P = 0.022).

Discussion
LSS characterized by intermittent claudication is a com-
mon degenerative disease of the lumbar spine. With the 
progression of disease, the patient’s walking distance is 

Fig. 2 The imaging data of a 78-year-old man with LSS treated with Quadrant channel open decompression. G, H Preoperative MRI showed 
L4/5 spinal canal stenosis. I, J The patient’s posture and operating channel and fixing devices. K Intraoperative positive and lateral X-ray showed 
the situation of the tube placement. L Postoperative cross-sectional CT showed adequate decompression of the L4/5 spinal canal. White arrow 
indicates level of decompression
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gradually decreased, which will seriously affect the qual-
ity of life of the patient eventually [12]. It is the main 
cause of low back pain and even bilateral lower limb 
paralysis in the elderly [13]. The main causes of LSS in 
elderly patients are the dysfunction of blood circulation 
caused by compression and the effects of inflammatory 

factors. Due to the morphological transformation of lum-
bar bone and its surrounding soft tissue, the increase of 
intraspinal pressure results in the compression of spinal 
cord or nerve root, which in turn leads to the aggrava-
tion of the disease [14]. Conservative treatment and sur-
gical treatment are used in the clinical treatment of LSS. 
Conservative treatment, such as oral analgesics, transfo-
raminal epidural block and selective nerve root block can 
potentially allow for the spontaneous total resolution of 
symptoms in young patients [15]. The surgical treatment 
includes traditional posterior open surgical and mini-
mally invasive channel therapy. The safety of surgery is 
particularly critical in elderly patients as these people are 
often complicated with a variety of medical diseases, and 
their physiological function is significantly deteriorated, 
making it poorly tolerated, with high surgical risks, high 
complication rates, and a greater chance of dural injury. 
Therefore, it is necessary for the operator to make a rea-
sonable choice of surgical approach according to the sur-
gical indications, so that elderly patients can also receive 
surgical treatment. Due to a large exposed area of tradi-
tional open surgery, the patients are prone to great bleed-
ing, increasing the risk of infection, and destroying the 
structure of facet joints, which harms the stability of the 
patient’s spine and greatly increase the chance of postop-
erative low back pain. As a result, it is difficult to be toler-
ated by elderly patients and was not conducive to their 
recovery. Therefore, orthopedic doctors urgently need to 
find a new surgical method to make up for the shortcom-
ings of open surgery.

With the development of medical technology, mini-
mally invasive channel surgery has gradually developed. 
Minimally invasive microscopic or endoscopic decom-
pression surgery can fully expand the spinal canal which 
can avoid the shortcomings of traditional posterior open 

Table 1 Comparison of demographics and clinical characteristics  
between the 2 groups

ODI Oswestry Disability Index

Variables Observation 
group 
(n = 20)

Control group 
(n = 20)

P value

Age (years) 81.10 ± 3.44 82.65 ± 5.12 0.269

Gender (n, %)

 Male 5 (20.00) 5 (20.00)  > 0.999

 Female 15 (80.00) 15 (80.00)

Disease duration 
(years)

11.85 ± 5.08 13.80 ± 7.40 0.337

Radiculopathy (n, %)

 Yes 13 (65.00) 11 (55.00) 0.519

 No 7 (35.00) 9 (45.00)

Obesity (n, %)

 Yes 8 (40.00) 6 (30.00) 0.507

 No 12 (60.00) 14 (70.00)

Hypertension

 Yes 7 (35.00) 9 (45.00) 0.519

 No 13 (65.00) 11 (55.00)

Diabetes

 Yes 3 (15.00) 6 (30.00) 0.256

 No 17 (85.00) 14 (70.00)

Pre-operative VAS 
score

6.05 ± 1.19 6.40 ± 1.47 0.412

Pre-operative ODI 0.78 ± 0.07 0.74 ± 0.07 0.090

Table 2 Comparison of operative and post-operative data between the 2 groups

Variables Observation group (n = 20) Control group (n = 20) P value

Operation time (min) 59.93 ± 10.46 77.66 ± 12.44  < 0.001

Volume of blood loss (ml) 21.06 ± 4.59 51.00 ± 10.02  < 0.001

No. of X-ray exposures 24.54 ± 4.50 22.03 ± 4.12 0.073

Level of surgery (n, %) 0.327

L4/5 9 (45.00) 6 (30.00)

L5/S1 11 (55.00) 14 (70.00)

Post-operative complications (n, %) 2 (10.00) 4 (20.00) 0.661

Post-operative day 3 VAS 1.90 ± 0.85 2.00 ± 1.08 0.746

Post-operative months 3 VAS 1.10 ± 0.31 1.20 ± 0.41 0.389

Post-operative months 6 VAS 1.25 ± 0.44 1.30 ± 0.57 0.759

Post-operative day 3 ODI 0.33 ± 0.06 0.37 ± 0.05 0.022

Post-operative months 3 ODI 0.28 ± 0.06 0.30 ± 0.05 0.189

Post-operative months 6 ODI 0.21 ± 0.07 0.22 ± 0.04 0.444
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surgery such as large openings and incomplete decom-
pression [16]. At present, there is still a great debate 
about the surgical treatment of LSS in the elderly. Com-
pared with traditional posterior open surgery, Quad-
rant channel open decompression has the advantages 
of shorter operation time, less intraoperative bleeding, 
less postoperative lumbar spine slippage and degenera-
tion, and lower postoperative infection rate [17]. Besides, 
Quadrant channel open decompression creates a work-
ing channel through the continuous expansion using 
the working trocar needle, which can eliminate the need 
for extensive dissection of the paravertebral muscles to 
reveal skeletal landmarks [18], making it one of the effec-
tive treatment methods for LSS. Due to the large pressure 
on the surrounding soft tissues during the placement of 
the step-by-step expansion channel, however it is easy to 
cause local skin and subcutaneous tissue necrosis at the 
operation site if the operation is performed for a long 
time, which will affect the healing of the incision [19]. In 
addition, when the channel is installed, muscle and joint 
capsule tissue will be left to varying degrees at the bot-
tom of the channel due to the influence of the articular 
process. To obtain a better exposure, therefore, the soft 
tissue at the bottom of the channel needs to be removed 
inevitably during the surgery, which may lead to the 
injury of the muscle attachment points and joint capsule 
of the surgical segment, and easily result in postoperative 
chronic low back pain. At the same time, due to the limi-
tation of the channel, the surgical field of vision is small, 
coupled with intraoperative blood seepage, and the clar-
ity and comfort of the surgical field of vision is poor, so 
it is often necessary to use a special surgical microscope. 
Besides, the requirements for accuracy in positioning are 
more stringent, and the operation time is relatively long, 
which is easy to cause muscle fatigue of the operator 
[20], thus increasing the technical difficulty of the opera-
tion for the surgeon. Some researchers have suggested 
that a “precise” fenestration operation should be per-
formed under the intervertebral foraminal microscope 
for decompression, which aims to effectively alleviate 
the disease with minimal trauma [21], so percutaneous 
transforaminal endoscopic technique has emerged [22]. 
However, the intervertebral foraminal microscope can-
not fully reduce the pressure for the severe LSS. The 
emergence of Delta large channel endoscopy technol-
ogy responds to the requirements of development. The 
Delta endoscope is further optimized and improved on 
the basis of the traditional foraminal endoscope, and the 
scope of decompression under the endoscope is further 
expanded by expanding the working channel [23]. It also 
has a large diameter, simple operation, and has a field 
of view similar to that of open surgery [24], as well as 
equipped with a larger grinding drill that is large enough 

to easily remove excess bone and enlarge synapses [25], 
which avoids the shortcomings of the limited field of 
view in Quadrant channel open decompression. Moreo-
ver, with a large operation space and less damage to the 
muscle attachment point and joint capsule of the surgi-
cal segment, the risk of postoperative low back pain is 
greatly reduced. The report of Wu et al. showed that the 
Delta large channel endoscopy technology has a signifi-
cant effect on the treatment of LSS [26], which can not 
only release the compression of the nerve by the dural 
sac and the bone around the nerve root, but also release 
the compression of soft tissues such as the intervertebral 
disc, posterior longitudinal ligament and ligamentum fla-
vum, and without obvious damage to the lumbar spine 
[27], thereby effectively alleviating the the patient’s low 
back and bilateral lower extremity radiological pain and 
improving the body function of the patient. Moreover, it 
can shorten the operation time and reduce the amount 
of intraoperative bleeding, and uses water as the operat-
ing medium, which can make the field of vision clearer 
[28]. During the operation, continuous normal saline 
irrigation can flush out various inflammatory mediators 
around the diseased intervertebral disc and the by-prod-
ucts left by electrocoagulation, which can relieve postop-
erative pain [29].

In this study, all the 40 patients successfully completed 
the surgery. 19 out of the 20 patients in the observation 
group had no postoperative complications, and 1 case of 
surgical site infection occurred, which was cured after 
symptomatic treatment with anti-inflammatory and 
standard drug change. In the control group, 15 out of 20 
patients had no postoperative complications. 1 case of 
cerebrospinal fluid leakage occurred, which was cured 
after bed rest and conservative treatment with antibiot-
ics; 3 cases of low back pain were cured after treatment 
with anti-inflammatory and analgesic drugs; 1 case of 
limited necrosis at the skin edge of the surgical incision 
was cured after drug change. Ultrasonic bone knife was 
used during the Quadrant channel open decompression 
operation, whose vibration would generate heat. Due to 
the small incision, it was inevitable to contact the skin 
during the operation. Therefore, the heat generated by 
the ultrasonic bone knife might burn the skin in contact, 
which resulted in skin infection and necrosis.

In summary, Quadrant channel open decompression 
can shorten the operation time, reduce intraoperative 
bleeding, and reduce surgical trauma [30]. It has a short 
learning curve, and has a strong three-dimensional sense 
and overall sense during the operation. However, the sur-
gical field of view is small, special operating microscopes 
are required, and the probability of postoperative chronic 
low back pain is high.
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The emergence of Delta large channel endoscopy has 
made up for the shortcomings of the Quadrant channel 
open decompression, with less damage to the patient 
and a better curative effect and obvious advantages in 
relieving back and leg pain and improving patients’ daily 
life status. It greatly shortens the bed rest and hospitali-
zation time, and has a low incidence of complications, 
which greatly ensures the quality of life of patients, and 
is worthy of clinical promotion. Although the Delta large 
channel endoscopy has a long learning curve and cer-
tain limitations [31]; for example, when the interlami-
nar approach is placed in the working channel, the dura 
mater is sometimes compressed, and the nerve root is 
stretched and injured and excessive saline flushed too 
fast intraoperation can lead to increased epidural pres-
sure. However, as a modification and optimization of the 
total spine endoscopy, it has more potential for develop-
ment in terms of trauma, visual field and work efficiency. 
There were still some shortcomings in this study. For 
example the sample size was small and the clinical obser-
vation time was short. There might be some deviations 
in the report on the treatment effect, which needed to be 
further studied at a later stage. In addition, the treatment 
should be comprehensively considered according to the 
patient’s body condition and economic conditions.

Acknowledgements
Not applicable.

Author contributions
JZ: writing—original draft. WQ: writing—review and editing. DL: investigation. 
MX: methodology. KY: data curation. DZ: formal analysis. All authors read and 
approved the final manuscript.

Funding
The authors received support from ‘Jiangsu Provincial Ministry of Science and 
Technology Provincial Social Priority Development Project (BE20200625)’ for 
the submitted work.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article.

Declarations

Ethics approval and consent to participate
All procedures performed in studies involving human participants were in 
accordance with the ethical standards of the institutional and/or national 
research committee and with the 1964 Helsinki Declaration and its later 
amendments or comparable ethical standards. The study was approved by the 
Bioethics Committee of the Nanjing Hospital of Chinese Medicine Affiliated to 
Nanjing University of Chinese Medicine. Informed consent was obtained from 
all patients to participate in the study.

Consent for publication
Patients signed informed consent regarding publishing their data and 
photographs.

Competing interests
The authors did not receive support from any organization for the submitted 
work and have no relevant financial or non-financial interests to disclose.

Author details
1 NanJing Hospital of Chinese Medicine Affiliated to Nanjing University of Chi-
nese Medicine, Nanjing 210001, Jiangsu, China. 2 Nanjing University of Chinese 
Medicine, Nanjing 210001, Jiangsu, China. 3 Department of Orthopedic, Nan-
Jing Hospital of Chinese Medicine Affiliated to Nanjing University of Chinese 
Medicine, 157 Da Ming Road, Nanjing, China. 

Received: 7 July 2022   Accepted: 9 October 2022

References
 1. Costa F, et al. Lumbar Spinal Stenosis: introduction to the World Federa-

tion of Neurosurgical Societies (WFNS) Spine Committee Recommenda-
tions. World Neurosurg X. 2020;7: 100075. https:// doi. org/ 10. 1016/j. wnsx. 
2020. 100075.

 2. Luo H, et al. Discussion on the treatment status and prospect of lumbar 
spinal stenosis. J Liaoning Univ TCM. 2020;22(12):104–10. https:// doi. org/ 
10. 13194/j. issn. 1673- 842x. 2020. 12. 025.

 3. Cook CJ, Cook CE, Reiman MP, et al. Systematic review of diagnostic accu-
racy of patient history, clinical findings, and physical tests in the diagnosis 
of lumbar spinal stenosis. Eur Spine J. 2020;29:93–112. https:// doi. org/ 10. 
1007/ s00586- 019- 06048-4.

 4. Chen X, et al. Clinical effectiveness of conservative treatments on lumbar 
spinal stenosis: a network meta-analysis. Front Pharmacol. 2022;13: 
859296. https:// doi. org/ 10. 3389/ fphar. 2022. 859296.

 5. Kalff R, et al. Degenerative lumbar spinal stenosis in older people: current 
treatment options. Dtsch Arztebl Int. 2013;110(37):613–23. https:// doi. 
org/ 10. 3238/ arzte bl. 2013. 0613.

 6. Chang F, et al. Comparison of the minimally invasive and conventional 
open surgery approach in the treatment of lumbar stenosis: a systematic 
review and a meta-analysis. Ann Acad Med Singap. 2017;46(4):124–37.

 7. Han S, et al. Clinical application of large channel endoscopic systems with 
full endoscopic visualization technique in lumbar central spinal stenosis: 
a retrospective cohort study. Pain Ther. 2022. https:// doi. org/ 10. 1007/ 
s40122- 022- 00428-3.

 8. Wen J, et al. Treatment of grade I and II degree degenerative lumbar 
spondylolisthesis with minimally invasive surgery-transforaminal lumbar 
interbody fusion under Quadrant channel. Zhongguo Gu Shang. 
2019;32(3):199–206. https:// doi. org/ 10. 3969/j. issn. 1003- 0034. 2019. 03. 002.

 9. Zhang JJ, et al. Clinical efficacy study of the quadrant channel and 
delta large channel technique in the treatment of lumbar degenerative 
diseases. Int J Gen Med. 2021;14:2437–47. https:// doi. org/ 10. 2147/ IJGM. 
S3092 72.

 10. Wu B, et al. Clinical outcomes of MED and iLESSYS® Delta for the treat-
ment of lumbar central spinal stenosis and lateral recess stenosis: a 
comparison study. Exp Ther Med. 2020;20(6):252. https:// doi. org/ 10. 3892/ 
etm. 2020. 9382.

 11. Wang HL, Lü FZ, Jiang JY, Ma X, Xia XL, Wang LX. Minimally invasive 
lumbar interbody fusion via MAST Quadrant retractor versus open 
surgery: a prospective randomized clinical trial. Chin Med J (Engl). 
2011;124(23):3868–74.

 12. Zhao XB, et al. Percutaneous endoscopic unilateral laminotomy and 
bilateral decompression for lumbar spinal stenosis. Orthop Surg. 
2021;13(2):641–50. https:// doi. org/ 10. 1111/ os. 12925.

 13. Anderson DB, et al. A critical appraisal of clinical practice guidelines 
for the treatment of lumbar spinal stenosis. Spine J. 2021;21(3):455–64. 
https:// doi. org/ 10. 1016/j. spinee. 2020. 10. 022.

 14. Han HY. Comparison of conservative treatment and surgical treatment 
of senile lumbar spinal canal stenosis. Smart Healthc. 2017;3(07):125–6. 
https:// doi. org/ 10. 19335/j. cnki. 2096- 1219. 2017. 07. 58.

 15. Beyer F, Geier F, Bredow J, et al. Non-operative treatment of lumbar spinal 
stenosis. Technol Health Care. 2016;24(4):551–7. https:// doi. org/ 10. 3233/ 
THC- 161139.

 16. Korge A, Mehren C, Ruetten S. Minimally invasive decompression tech-
niques for spinal cord stenosis. Orthopade. 2019;48(10):824–30. https:// 
doi. org/ 10. 1007/ s00132- 019- 03732-7.

 17. Scholler K, et al. Lumbar spinal stenosis associated with degenerative 
lumbar spondylolisthesis: a systematic review and meta-analysis of sec-
ondary fusion rates following open vs minimally invasive decompression. 

https://doi.org/10.1016/j.wnsx.2020.100075
https://doi.org/10.1016/j.wnsx.2020.100075
https://doi.org/10.13194/j.issn.1673-842x.2020.12.025
https://doi.org/10.13194/j.issn.1673-842x.2020.12.025
https://doi.org/10.1007/s00586-019-06048-4
https://doi.org/10.1007/s00586-019-06048-4
https://doi.org/10.3389/fphar.2022.859296
https://doi.org/10.3238/arztebl.2013.0613
https://doi.org/10.3238/arztebl.2013.0613
https://doi.org/10.1007/s40122-022-00428-3
https://doi.org/10.1007/s40122-022-00428-3
https://doi.org/10.3969/j.issn.1003-0034.2019.03.002
https://doi.org/10.2147/IJGM.S309272
https://doi.org/10.2147/IJGM.S309272
https://doi.org/10.3892/etm.2020.9382
https://doi.org/10.3892/etm.2020.9382
https://doi.org/10.1111/os.12925
https://doi.org/10.1016/j.spinee.2020.10.022
https://doi.org/10.19335/j.cnki.2096-1219.2017.07.58
https://doi.org/10.3233/THC-161139
https://doi.org/10.3233/THC-161139
https://doi.org/10.1007/s00132-019-03732-7
https://doi.org/10.1007/s00132-019-03732-7


Page 9 of 9Zhang et al. European Journal of Medical Research          (2022) 27:222  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Neurosurgery. 2017;80(3):355–67. https:// doi. org/ 10. 1093/ neuros/ 
nyw091.

 18. Li HW, Han X, Wang XF, et al. Curative effect of Quadrant channel trans-
foraminal lumbar interbody fusion in the treatment of recurrent lumbar 
disc herniation. Clin Med Chin. 2017;33(04):338–41. https:// doi. org/ 10. 
3760/ cma.j. issn. 1008- 6315. 2017. 04. 012.

 19. Zhang B, et al. Degenerative central lumbar spinal stenosis: is endoscopic 
decompression through bilateral transforaminal approach sufficient? 
BMC Musculoskelet Disord. 2020;21(1):714. https:// doi. org/ 10. 1186/ 
s12891- 020- 03722-3.

 20. Chen CW, Liao ZW, et al. Comparison of clinical effects between Quad-
rant channel and foraminal endoscopy in the treatment of lumbar disc 
herniation with spinal canal stenosis in the elderly. Modern Hospitals. 
2021;21(04):623–6. https:// doi. org/ 10. 3969/j. issn. 1671- 332X. 2021. 04. 038.

 21. Kong C, et al. Safety and efficacy of surgical treatment for aged patients 
with degenerative lumbar spinal stenosis. Chin J Spine Spinal Cord. 
2018;28(11):1004–10+1019. https:// doi. org/ 10. 3969/j. issn. 1004- 406X. 
2018. 11. 07.

 22. Xiong C, Li T, Kang H, et al. Early outcomes of 270-degree spinal canal 
decompression by using TESSYS-ISEE technique in patients with lumbar 
spinal stenosis combined with disk herniation. Eur Spine J. 2019;28(1):78–
86. https:// doi. org/ 10. 1007/ s00586- 018- 5655-4.

 23. Song YK, Su GY, Li YJ, et al. Analysis of the efficacy of unilateral approach 
and bilateral decompression under DELTA endoscope in the treatment 
of lumbar spinal stenosis. J Cervicodynia Lumbodynia. 2022;43(01):33–6. 
https:// doi. org/ 10. 3969/j. issn. 1005- 7234. 2022. 01. 007.

 24. Wang HJ, Wu ZP. Comparison of single channel-spinal endoscopy (Delta) 
and unilateral biportal endoscopic technique for the treatment of senile 
lumbar spinal stenosis. J Xi’an Jiaotong Univ Med Sci. 2021;42(06):797–
801. https:// doi. org/ 10. 7652/ jdyxb 20210 6001.

 25. Kim HS, Paudel B, Jang JS, et al. Percutaneous full endoscopic bilateral 
lumbar decompression of spinal stenosis through uniportal-contralat-
eral approach: techniques and preliminary results. World Neurosurg. 
2017;103:201–9. https:// doi. org/ 10. 1016/j. wneu. 2017. 03. 130.

 26. Wu F, Kong W, Liao W, et al. Percutaneous total endoscopic resection 
of partial articular processes for treatment of lateral crypt stenosis and 
lumbar spinal stenosis: technical report and efficacy analysis. Biomed Res 
Int. 2018;2018:9130182. https:// doi. org/ 10. 1155/ 2018/ 91301 82.

 27. Zhang JJ, et al. Clinical efficacy study of the quadrant channel and 
delta large channel technique in the treatment of lumbar degenerative 
diseases. Int J Gen Med. 2021;2021(14):2437–47. https:// doi. org/ 10. 2147/ 
IJGM. S3092 72. eColl ection.

 28. Wei FL, et al. Therapeutic effect of large channel endoscopic decompres-
sion in lumbar spinal stenosis. Front Surg. 2021;8: 603589. https:// doi. org/ 
10. 3389/ fsurg. 2021. 603589.

 29. Zhao D.D, et al. 2020. Efficacy of iLESSYS Delta Endoscopic System 
and Microendoscopic Discectomy in the Treatment of Lumbar Spinal 
Stenosis. Mil Med J S Chin. 34(02): 82–87. https:// doi. org/ 10. 13730/j. issn. 
1009- 2595. 2020. 02. 003

 30. Zhang K. Comparison of curative effect between minimally invasive 
channel and traditional surgery in the treatment of lumbar spinal steno-
sis. Shenzhen J Integr Tradit Chin West Med. 2017;27(15):129–31. https:// 
doi. org/ 10. 16458/j. cnki. 1007- 0893. 2017. 15. 060.

 31. Tang ZH, et al. Clinical study of translaminar approach under delta chan-
nel of spinal endoscopy in the treatment of lumbosacral 1 disc hernia-
tion. World Latest Med Inf. 2019;19(63):29–30.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1093/neuros/nyw091
https://doi.org/10.1093/neuros/nyw091
https://doi.org/10.3760/cma.j.issn.1008-6315.2017.04.012
https://doi.org/10.3760/cma.j.issn.1008-6315.2017.04.012
https://doi.org/10.1186/s12891-020-03722-3
https://doi.org/10.1186/s12891-020-03722-3
https://doi.org/10.3969/j.issn.1671-332X.2021.04.038
https://doi.org/10.3969/j.issn.1004-406X.2018.11.07
https://doi.org/10.3969/j.issn.1004-406X.2018.11.07
https://doi.org/10.1007/s00586-018-5655-4
https://doi.org/10.3969/j.issn.1005-7234.2022.01.007
https://doi.org/10.7652/jdyxb202106001
https://doi.org/10.1016/j.wneu.2017.03.130
https://doi.org/10.1155/2018/9130182
https://doi.org/10.2147/IJGM.S309272.eCollection
https://doi.org/10.2147/IJGM.S309272.eCollection
https://doi.org/10.3389/fsurg.2021.603589
https://doi.org/10.3389/fsurg.2021.603589
https://doi.org/10.13730/j.issn.1009-2595.2020.02.003
https://doi.org/10.13730/j.issn.1009-2595.2020.02.003
https://doi.org/10.16458/j.cnki.1007-0893.2017.15.060
https://doi.org/10.16458/j.cnki.1007-0893.2017.15.060

	Comparison of the short-term effects of lumbar endoscopic and microscopic tubular unilateral laminotomy with bilateral decompression in the treatment of elderly patients with lumbar spinal stenosis
	Abstract 
	Objective: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Materials and methods
	General materials
	Inclusion criteria for cases
	Exclusion criteria
	Treatment methods
	Efficacy and scoring standards
	Statistical method

	Results
	General information
	General results
	Comparison of VAS Score
	Comparison of ODI Index

	Discussion
	Acknowledgements
	References




