
HELP YOUR LSS PATIENTS STAND LONGER 
& WALK FARTHER WITH LESS PAIN



LUMBAR SPINAL STENOSIS (LSS) WITH
NEUROGENIC CLAUDICATION



LSS PATIENT POPULATION

LSS is one of the most commonly diagnosed and 
treated pathologic conditions affecting the spine

2M

Patients in LSS treatment1

LSS is prevalent in 10–15% 
of patients aged 60+2



YOU SEE THESE PATIENTS EVERYDAY

Easy to identify due to limited mobility and pain



LSS SYMPTOMS & NEUROGENIC CLAUDICATION 

Neurogenic claudication (NC) is a common symptom of LSS

of LSS patients have 
neurogenic claudication3

Narrowing of spinal canal leads 
to LSS and NC symptoms



mild REMOVES A ROOT CAUSE OF NC

Decompression is required to effectively treat LSS with NC

Hypertrophic ligamentum 
flavum (HLF)

Thecal sac compression / ischemia
Symptom: neurogenic claudication4,5

Treatment: decompression

Nerve root inflammation
Symptom: radicular pain4

Treatment: anti-Inflammatory4



mild REMOVES THE PROBLEM 
& LEAVES NOTHING BEHIND

After mild

Debulking the ligament reduces 
spinal canal pressure and helps to 
alleviate NC symptoms6

Before mild

HLF = problem



THE NEXT LEAST INVASIVE CHOICE TO TREAT NC

Low risk – Least aggressive Higher risk – Most aggressive

PT
Meds

Epidural Steroid 
Injections (ESIs)

Minimally Invasive 
Lumbar Decompression

Surgical 
Procedures

mild offers a durable and safe early LSS treatment option

LSS TREATMENT ALGORITHM



PATIENT OUTCOMES & SAFETY



ESTABLISHED PROCEDURE

> 25k patients treated to date

14 clinical trials including 
Level 1 data6

Published in 20+ peer-reviewed 
journal articles

Simple coverage requirements
• Medicare beneficiaries- regardless of age
• Diagnosis of LSS with NC
• No surgery in lumbar region in previous 12 

months (laminectomy, laminotomy, fusion, 
interspinous process decompression, or mild)

National Medicare
Coverage 
All plan types



WALKING & STANDING IMPROVEMENT
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MIDAS ENCORE Study, 2-year Outcomes6
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Numeric Pain Rating Scale (NPRS)

Mean NPRS improvement of 3.6-points at 2 years
(2-point improvement is clinically significant)

DURABLE FUNCTION & PAIN IMPROVEMENT

Oswestry Disability Index (ODI)



% Patients by stenosis type(s) ODI Response Rate*

95%
MULTIPLE TYPES OF STENOSIS

Central in combination 
with foraminal &/or lateral

5%
Central only

*Percent of patients achieving ODI improvement of  ≥ 10 points at 2 year follow-up.

0% 100%

MULTIPLE TYPES OF STENOSIS
95% patients

LATERAL RECESS NARROWING
60% patients

FACET HYPERTROPHY
83% patients

FORAMINAL NARROWING
85% patients

SIGNIFICANT IMPROVEMENT 
IN PATIENTS WITH COMORBIDITIES

MIDAS ENCORE Study, 2-year Outcomes6,7



OUTPATIENT PROCEDURE SAFE BY DESIGN

Constant visualization
Via epidurogram

Instruments
Designed for safety

Tiny incision
Size of a baby aspirin 

5.1mm

No implants No general anesthesia No sutures



CLINICALLY PROVEN TO BE AS SAFE AS AN ESI6

2-year Outcomes mild6
Interspinous Spacers (ISS) Surgical 

Decompression10,11 Fusion12-16

Superion®9 X-STOP®9,10

Reoperation 5.6% 20.0% 14.4–26.0% 6–7.8% 12.5–16.9%

Device- and procedure-related 
AEs 1.3%

Device-related
11.6%                        7.5%

Procedure-related
14.2%                      15.9% 

Intraoperative
9.9% 

Postoperative
12.3%

23.3%

18% early –
6% lateDevice- and procedure-related 

serious AEs 0% 8.4% 9.5% 

Lumbar spine fractures 0% 16.3% 8.5% — 4.2%

Removal of hardware No implants 16.3% 12.4% No implants 4.3%

Clinically demonstrated safest decompression procedure17



PATIENT IDENTIFICATION,   
CONSULTATIONS & 

ASSESSING OUTCOMES



STEP 1: IDENTIFY PATIENTS WITH NC SYMPTOMS

Limited functionality is a key indicator of NC

Pain, numbness and/or heaviness 
PRESENT when:

Standing Walking

Pain, numbness and/or heaviness 
RELIEVED by:

Bending Sitting



NC ASSESSMENT QUESTIONS

NC ID questions
1. Where do you experience discomfort?
2. Does sitting or bending forward relieve your discomfort?
3. How long can you stand before you need to rest?
4. How far can you walk before you seek relief?
5. Which daily activities are affected due to your discomfort?

Document ICD-10 M48.062 on patient file

Educational tools to guide a simple 
and efficient patient ID process



STEP 2: CONFIRM WITH IMAGING

Use ESI as a diagnostic tool

• Post interlaminar ESI, administer contrast
• Assess ligament thickness/buckling
• Follow-up with MRI review to confirm 

assessment and plan procedure

Use MRI to CONFIRM:

• Lumbar spinal stenosis
• Hypertrophic ligamentum flavum verified > 2.5 mm
• Spinal stability: ≤ grade 2 spondylolisthesis
• Interlaminar access 

Limited dye flow will highlight HLF and 
levels impacted

NC symptoms are caused by hypertrophic ligamentum flavum 
(HLF), which contributes to 50-85% of spinal canal narrowing18



LOOK FOR THE LIGAMENT

• 2.5 mm is the starting point and all spinal 
canals are different. Look for the thickened 
ligament impinging on the central canal.

• If there is a ligament >2.5mm, mild is least 
invasive step in the LSS treatment algorithm.

What does a 2.5mm ligament look like?

2.5 mm



STEP 3: EDUCATE CANDIDATES &
SET EXPECTATIONS

• Low complication risk 
• Outpatient procedure
• No general anesthesia
• No stitches 
• No implants 
• Resume light activities within a few days

5.1 mm

mild is a safe procedure that can help patients stand longer 
and walk farther with less pain7

Performed through a tiny incision, smaller 
than a baby aspirin:



STEP 4: CONDUCT FOLLOW-UP VISITS

During follow-up visit, remind patients of the Cleveland 
Clinic study results and functional improvement over time8

During follow-up visit:
• Assess and document post-op outcomes
• Inspect incision
• Discuss conditioning plan: PT prescription
• Schedule 6-month appointment to measure optimal 

outcomes and consider assessing for other treatments

Remember: Patients often report soreness from 
increased mobility and muscle use



MIST GUIDELINES & 
CLINICAL DECISION-MAKING 

WORKFLOW IN YOUR PRACTICE



Confirm LSS 
with NC

1. Physical examination
2. Advanced imaging

Assess Spinal 
Stability

• Use flexion/extension 
films to determine score

Evaluate Ligamentum 
Flavum (LF) Hypertrophy  

(>2.5mm)

• LF present
• Stability ≤ grade 2 

spondylolisthesis

PILD* Direct 
Decompression

MIST GUILDELINES: DECISION MAKING WITH PREDOMINANT 
CENTRAL CANAL SPINAL STENOSIS19

• Non-LF multifactorial causes
• Stability = grade 1 

spondylolisthesis

ISS**Indirect 
Decompression

*Percutaneous Image-guided Lumbar Decompression
**Interspinous Spacers



Hypertrophic 
ligamentum 
flavum (HLF)

Central canal 
narrowing 

Bulging disc

Lateral recess 
narrowing

Facet 
arthropathy

Facet 
hypertrophy

Foraminal 
narrowing

Lumbar spine with LSS and 
comorbidities
• Comorbidities are not contraindications 
• mild has been shown to treat 

multifactorial etiologies

Comorbidities have been shown to be 
positive predictors for success19

MIST GUIDELINES: PILD TREATS COMORBIDITIES



mild CLINICAL DECISION-MAKING WORKFLOW

Identify NC

• Confirm symptomology
• Establish baseline mobility

Evaluate Imaging

• Symptomatic stenosis
• Assess ligament
• Evaluate stability (if needed)

Procedure

Administer ESI for 
Radicular Pain & 

Diagnostic

mild Planning
• Post interlaminar ESI, 

administer contrast
• Assess ligament 

thickness/buckling
• Determine access in 

contralateral oblique view

ESI Failure

Assess ESI 
Effectiveness
• Follow up at 2 weeks: Does 

discomfort persist?

• May add steroid after 
procedure to decrease 
inflammatory response

• Prescribe conditioning / core 
exercise program for 6 months

Consider 
Assessing 

at 6 Months to 
Treat Other 
Conditions



PRACTICE INTEGRATION & 
COMMITMENT



WHERE mild FITS IN YOUR PRACTICE

• Solution for undertreated population
• Patients stay in your practice longer
• Frequently need other treatments 
• Does not eliminate future treatment 

options

• Not surgical candidates
• Can’t tolerate general anesthesia
• Early disease / don’t want surgery 

• Positive word of mouth
• Attract new patients
• Differentiator to referring physicians

NC
surgery 

Effective treatment 
for NC

Option for underserved 
patient population 

Differentiate your 
practice



INTEGRATION INTO YOUR PRACTICE

Vertos access: 
• Ensure patient evaluation is routine 

and patient flow process is in place
• Educate all patient touchpoints
• Assist in creating a trigger for MRI 

ordering and review
• Confirm radiologist is educated on 

mild and reports provide HLF 
measurement

Staff engagement Clinical efficiency

Scheduling: 
• Schedule regular treatment times 

(weekly/monthly) and perform 
cases in blocks

• Perform cases solo once procedure 
comfort is established

Patient outcomes

Tracking: 
• Ensure regular review of patient 

outcomes (walking/standing, 
pain) by practice staff 



NATIONAL MEDICARE 
COVERAGE



SIMPLE COVERAGE REQUIREMENTS 
& CLAIMS SUPPORT

The Reimbursement Group:
- Connects directly with your billers to ensure claims are set up 

properly and submitted correctly upon first submission
- Provides prior-auth support for Medicare Advantage & 

commercial payors

• Medicare beneficiaries- regardless of age
• Diagnosis of LSS with NC 
• No surgery in lumbar region in previous 12 months 

(laminectomy, laminotomy, fusion, interspinous process decompression, or mild)

(original, advantage, supplement)All Medicare plan types covered 
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