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(57) ABSTRACT 

Methods and apparatus are provided for selective Surgical 
removal of tissue. In one variation, tissue may be ablated, 
resected, removed, or otherwise remodeled by standard small 
endoscopic tools delivered into the epidural space through an 
epidural needle. The sharp tip of the needle in the epidural 
space, can be converted to a blunt tipped instrument for fur 
ther safe advancement. The current invention includes spe 
cific tools that enable safe tissue modification in the epidural 
space, including a barrier that separates the area where tissue 
modification will take place from adjacent vulnerable neural 
and vascular structures. A nervestimulator may be provided 
to reduce a risk of inadvertent neural abrasion. 
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DEVICES AND METHODS FORTISSUE 
MODIFICATION 

CROSS REFERENCE TO RELATED 
APPLICATIONS 

0001. This application is a continuation of U.S. patent 
application Ser. No. 12/428,369, filed Apr. 22, 2009, entitled 
DEVICES AND METHODS FOR TISSUE MODIFICA 
TION', which is a continuation of U.S. patent application 
Ser. No. 1 1/251,165, filed Oct. 15, 2005, entitled “DEVICES 
AND METHODS FORTISSUE MODIFICATION', which 
claims the benefit of U.S. Provisional Application No. 
60/619,306, filed Oct. 15, 2004, entitled “METHODS AND 
APPARATUS FOR THE TREATMENT OF TISSUE 
IMPINGEMENT IN THE SPINE and U.S. Application No. 
60/622,865, filed Oct. 28, 2004, entitled “METHODS AND 
APPARATUS FOR SELECTIVE SURGICAL REMOVAL 
OF TISSUE, each of which is incorporated by reference 
herein in its entirety. 

INCORPORATION BY REFERENCE 

0002 All publications and patent applications mentioned 
in this specification are herein incorporated by reference to 
the same extent as if each individual publication or patent 
application was specifically and individually indicated to be 
incorporated by reference. 

FIELD OF THE INVENTION 

0003. The present invention relates to methods and appa 
ratus for selective Surgical removal of tissue. Such as for the 
treatment of spinal neural and neurovascular impingement, 
through selective resection, ablation, and remodeling of tis 
Sue in the lateral recess, neural foramina and central spinal 
canal, more particularly, for safely performing lateral recess 
and neuroforaminal enlargement of the spine. 

BACKGROUND OF THE INVENTION 

0004 Pathological compression of spinal neural and neu 
rovascular structures is an age-related process, increased in 
prevalence and severity in elderly populations, with potential 
congenital anatomic components, that result in back, radicu 
lar extremity pain and both neurological (e.g., sensory) and 
mechanical (e.g., motor) dysfunction. Prevalence is also 
influenced by congenital spinal anatomy. Disease progres 
sion leads to increased neural irritation, impingement, and 
ischemia, and is frequently accompanied by progressively 
increased pain, often in conjunction with reflex, sensory and 
motor neurological deficits. 
0005. In the United States, Spinal Stenosis occurs with an 
incidence of between 4 percent and 6 percent of adults 50 
years of age or older, and is the most frequent reason cited for 
back Surgery in patients 60 years of age and older. 
0006 Spinal Stenosis often includes neural or neurovas 
cular impingement, which may occur in the central spinal 
canal, the lateral recesses of the spinal canal, or in the spinal 
neural foramina. The most common causes of neural com 
pression within the spine are spinal disc disease (collapse, 
bulging, herniation); ligamentum flavum buckling, thicken 
ing and/or hypertrophy; Zygapophysial (facet) joint hypertro 
phy; osteophyte formation; and spondylolisthesis. 
0007 Disease progression increases neural irritation, 
impingement, and ischemia, and is frequently accompanied 
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by progressively increased pain, often in conjunction with 
reflex, sensory and motor neurological deficits. 
0008 Current surgical treatments for Spinal Stenosis 
include laminectomy (usually partial, but sometimes com 
plete) and/or facetectomy (usually partial, but sometimes 
complete), with or without fusion. While standard surgical 
procedures lead to improvements in Symptoms for 6 months 
or more in approximately 60% of cases, there is an unaccept 
able incidence of long-term complications and morbidity. 
0009. Several companies offer tools that facilitate surgical 
access to the areas of the spine where neural impingement is 
likely to occur, in order to allow the Surgeon to decompress 
the impinged neural structures through the removal of verte 
bral lamina, ligamentum flavum, facet complex, bone spurs, 
and/or intervertebral disc material. These Surgical resections 
are frequently (i.e., occurs in 15% to 20% of cases) accom 
panied by fusion (arthrodesis). Spinal arthrodesis is per 
formed to fuse adjacent vertebrae and prevent movement of 
these structures in relation to each other. The fusion is com 
monly a treatment for pain of presumed disc or facet joint 
origin, for “unstable spines', and for spines that have been 
rendered “unstable' by the surgical decompression proce 
dures, as described above. The definition of “spinal instabil 
ity” remains controversial in current literature. 
0010 Spinal arthrodesis may be achieved through various 
Surgical techniques. Biocompatible metallic hardware and/or 
autograft or allograft bone is commonly secured anteriorly 
and/or posteriorly in the vertebral column in order to achieve 
Surgical fusion. These materials are secured along and 
between the vertebral bodies (to restore vertebral height and 
replace disk material) and/or within the posterior elements, 
typically with pedicle screw fixation. Autograft bone is often 
harvested from the patient's iliac crest. Cadaveric allograft is 
frequently cut in disc shaped sections of long bones for 
replacement of the intervertebral discs in the fusion proce 
dure. 

0011 Critics have frequently stated that, while discec 
tomy and fusion procedures frequently improve symptoms of 
neural impingement in the short term, both are highly destruc 
tive procedures that diminish spinal function, drastically dis 
rupt normal anatomy, and increase long-term morbidity 
above levels seen in untreated patients. 
0012. The high morbidity associated with discectomy 
may be due to several factors. First, discectomy reduces disc 
height, causing increased pressure on facet joints. This stress 
leads to facet arthritis and facet joint hypertrophy, which then 
causes further neural compression. The Surgically-imposed 
reduction in disc height also may led to neuroforaminal Steno 
sis, as the vertebral pedicles, which form the superior and 
inferior borders of the neural foramina, become closer to one 
another. The loss of disc height also creates ligament laxity, 
which may lead to spondylolisthesis, spinal instability or 
osteophyte or “bone spur' formation, as it has been hypoth 
esized that ligaments may calcify in their attempt to become 
more “bone-like'. In addition, discectomy frequently leads to 
an incised and further compromised disc annulus. This fre 
quently leads to recurrent herniation of nuclear material 
through the expanded annular opening. It may also cause 
further buckling of the ligamentum flavum. The high morbid 
ity associated with fusion is related to several factors. First, 
extensive hardware implantation may lead to complications 
due to breakage, loosening, nerve injury, infection, rejection, 
or scar tissue formation. In addition, autograft bone donor 
sites (typically the patient's iliac crest) are a frequent source 
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of complaints, such as infection, deformity, and protracted 
pain. Perhaps the most important reason for the long-term 
morbidity caused by spinal fusion is the loss of mobility in the 
fused segment of the spine. Not only do immobile vertebral 
segments lead to functional limitations, but they also cause 
increased stress on adjacent vertebral structures, thereby fre 
quently accelerating the degeneration of other discs, joints, 
bone and other soft tissue structures within the spine. 
0013 Recently, less invasive, percutaneous approaches to 
spinal discectomy and fusion have been tried with Some suc 
cess. While these less invasive techniques offer advantages, 
Such as a quicker recovery and less tissue destruction during 
the procedure, the new procedures do not diminish the fact 
that even less invasive spinal discectomy or fusion techniques 
are inherently destructive procedures that accelerate the onset 
of acquired spinal Stenosis and result in severe long-term 
consequences. 
0014. Additional less invasive treatments of neural 
impingement within the spine include percutaneous removal 
of nuclear disc material and procedures that decrease the size 
and volume of the disc through the creation of thermal disc 
injury. While these percutaneous procedures may produce 
less tissue injury, their efficacy remains unproven. 
00.15 Even more recently, attempts have been made to 
replace pathological discs with prosthetic materials. While 
prosthetic disc replacement is a restorative procedure, it is a 
highly invasive and complex Surgery. Any synthetic lumbar 
disc will be required to withstand tremendous mechanical 
stresses and will require several years of development before 
it will achieve the longevity desired. Further, synthetic discs 
may not be an appropriate therapeutic approach to a severely 
degenerative spine, where profound facet arthropathy and 
other changes are likely to increase the complexity of disc 
replacement. Like most prosthetic joints, it is likely that Syn 
thetic discs will have a limited lifespan and that there will be 
continued need for minimally invasive techniques that delay 
the need for disc replacement. Even if prosthetic discs 
become a viable solution, a simpler, less invasive approach to 
restoration of functional spinal anatomy would play an 
important role in the treatment of neural impingent in the 
spine. The artificial discs in U.S. clinical trials, as with any 
first generation prosthesis, are bound to fail in many cases, 
and will be very difficult to revise for patients. The prostheses 
will, therefore, be best avoided, in many cases. Lumbar pros 
thetic discs are available in several countries worldwide. 
0016. In view of the aforementioned limitations of prior 
art techniques for treating neural and neurovascular impinge 
ment in the spine, it would be desirable to provide methods 
and apparatus for selective Surgical removal of tissue that 
reduce or overcome these limitations. 

SUMMARY OF THE INVENTION 

0017. In view of the foregoing, the present invention pro 
vides apparatus and methods for selective removal of tissue, 
e.g., Soft tissue and bone, preferably in a minimally invasive 
fashion. An embodiment of the present invention provides 
apparatus and methods for safe and selective delivery of 
Surgical tools into to the epidural space; and for apparatus 
methods that enable safe and selective Surgical removal, abla 
tion, and remodeling of Soft tissue and bone, preferably in a 
minimally invasive fashion, with the apparatus delivered into 
the epidural space. In an important preferred variation of the 
methods and apparatus are used to treat neural and neurovas 
cular impingement in the spine, through a novel approach to 
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safe and selective enlargement of the pathologically narrow 
spinal neural foramen, the impinged lateral recess, and cen 
tral canal. 

0018. In a preferred embodiment, the methods and appa 
ratus include the placement of a working backstop or barrier 
into the epidural space or neural foramina, to a location 
between the tool positioned for tissue alteration, and adjacent 
Vulnerable neural or vascular structures, to help prevent neu 
ral or vascular injury during Surgery. In a further preferred 
embodiment, the methods and apparatus utilize neural stimu 
lation techniques, to enable neural localization, as a means of 
improving the safety of the procedure. 
0019. In one variation of the present invention, an epidural 
needle may be converted to a working tool in order to resect 
or remodel spinal tissue, which is enabled by the use of herein 
described methods and apparatus: 
0020. After placement of an epidural needle into the epi 
dural space, a special epidural catheteris threaded through the 
needle into the epidural space. This catheter apparatus con 
tains a needle tip cover in its distal end, which, after it is 
converted to an open position in the epidural space, is pulled 
back over the needle tip, by pulling on the proximal portion of 
the catheter. The catheter based cover blunts and thereby 
protects the Vulnerable structures of the spine, such as the 
dura, from the sharp epidural needle tip. With the epidural 
needle tip covered, the needle may be more safely advanced 
into the epidural space, in a direction somewhat parallel to the 
dura, towards the contralateral or ipsilateral lateral recess and 
neural foramen. The needle may be advanced blindly; with 
image guidance; or with endoscopic guidance. 
0021. The epidural catheter, with the cap or cover for the 
epidural needle, may or may not contain a rigid or flexible 
fiberoptic cable. With a fiberoptic element and a clear tip to 
the catheter, the epidural needle may be converted to an 
epidural endoscope or “needlescope'. 
0022. One preferred embodiment of the epidural needle 
apparatus contains two adjacent lumens ("double barreled'), 
with a working channel adjacent to the epidural needle. The 
working channel may be fixed and permanent, or removable, 
as in with a rail and track connection. A removable working 
channel, in one embodiment, may be inserted or removed 
while the tip of the epidural needle remains in the epidural 
space. The distal beveled opening of the working channel, in 
a preferred variation, is located proximal to and on the same 
side of the needle as the epidural needle tip beveled opening 
faces, facilitating visualization of the working channel tools 
when a fiberoptic element has been placed in through the 
epidural needle lumen. 
0023 The epidural needle or the working channel of the 
epidural needle may be a vehicle for insertion of a working 
backstop or barrier, another apparatus that facilitates safe 
tissue resection and remodeling in the epidural space. The 
barrier is a thin flat device that may be delivered into or 
adjacent to the epidural space or neural foramina, through the 
needle or working channel, or through an endoscope or open 
incision. Such a backstop may consist of a flexible, curved, 
thin and flat piece of material. This barrier will serve to 
protect neural and neurovascular structures from being dam 
aged during tissue manipulation and resection, because it will 
be placed between the tissue to be ablated, resected, irritated, 
manipulated or remodeled, and the vulnerable neural and 
vascular structures or dura. The tools for tissue resection and 
ablation will be used on the side of the barrier opposite from 
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the Vulnerable neural and vascular structures, which will be 
safely protected from inadvertent injury. 
0024. In one variation of the present invention, a tissue 
abrasion device is placed, either percutaneously or through an 
open Surgical approach, through the neural foramina of the 
spine, around the anterior border of the facet joint, and ante 
rior to the ligamentum flavum. The abrasion device alterna 
tively or additionally may be placed through the neural fora 
men anterior to the facet joint, but through or posterior to the 
ligamentum flavum. After spinal neuroforaminal placement, 
the device is used to remove tissues that impinge on the 
neurovascular structures within the lateral recess and neural 
foramen, anterior to the facet joint. 
0025. The abrasion device may, for example, include a 
thin belt or ribbon, with an abrasive, shaving, and/or cutting 
Surface, which is placed through the neural foramina and is 
held firmly against the tissue to be removed. The belt option 
ally may be placed, at least partially, within a protective 
sheath or covering, with the treatment area exposed to the 
abrasive surface of the device somewhat limited to the area 
where tissue abrasion and removal is desired. The abrasive 
element may be provided in one or more of a variety of 
potentially interchangeable shapes, ranging from flat to 
curved; narrow to wide; or solid to perforated. The abrasive 
Surface may also have various enabling designs, or Surface 
patterns, or coarseness of abrasive material. The apparatus is 
placed with both free ends of the abrasive element, as well as 
the ends of the optional protective sleeve or covering, external 
to the patient for manipulation by a medical practitioner. 
0026. When the optional protective sleeve or sheath is 
provided, both ends of the sleeve may be held under tension, 
external to the patient, such that the abrasive belt or ribbon 
may be pulled back and forth through the sleeve without 
causing significant friction against and/or trauma to adjacent 
tissues. Initially, both ends of the abrasive ribbon are pulled 
simultaneously, pulling the device in a posterior and/or lateral 
direction, thereby bringing impinging spinal tissue in contact 
with the abrasive and/or cutting surface of the ribbon. When 
one end of the ribbon is pulled with more force than the other, 
the ribbon moves in the direction of the stronger pull, while 
the lesser pull on the opposite end maintains force and creates 
friction with movement between the abrasive surface and the 
tissue to be resected. 
0027. In an open surgical variation, the ribbon or belt 
and/or the protective covering or sleeve may be placed 
through the Surgical incision. In a percutaneous variation, the 
device may be inserted through a needle or over a wire. As 
with the percutaneous approaches, placement may be aided 
by the use of image guidance and/or the use of an epidural 
endoscope. 
0028. Once the surgical apparatus has been placed, the 
medical practitioner may enlarge the lateral recess and neural 
foramina Via cutting, shaving, filing, rasping, Sanding, ablat 
ing or frictional abrasion, i.e., by sliding the abrasive or cut 
ting Surface across the tissue to be resected. Impinging tissue 
to be targeted for abrasion may include, but is not limited to, 
lateral ligamentum flavum, anterior and medial facet, and 
osteophytes. The medical practitioner controls the force and 
speed of the abrasive surface against the tissue to be removed, 
while optional covers define the tissue exposed to the abrasive 
element. 

0029. One variation of the abrasive element cover enve 
lopes the abrasive surface and the backside of the belt or 
ribbon in areas where tissue removal is not intended. A nerve 
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stimulator may be incorporated into the tissue removal Sur 
face and/or the protective cover or sleeve in order to verify 
correct placement and enhance safety by allowing the medi 
cal practitioner to ensure that neural tissue is not subject to 
inadvertent trauma or abrasion during the procedure. 
0030 The present invention also describes methods and 
apparatus that may be used as a compression dressing, after 
tissue resection or ablation. Following neuroforaminal and 
lateral recess enlargement, one variation of the compression 
dressing is placed in a position where it is firmly wrapped 
against the abraded tissue Surface around the facet and liga 
mentum flavum through the neural foramina. By tightly 
pressing against treated tissue Surfaces. Such a device serves 
to promote desired tissue remodeling; to prevent edema that 
may lead to impingement on neural or vascular tissue during 
early healing; to contain debris; to promote postoperative 
hemostasis; to block scar formation between the raw tissue 
Surfaces and the adjacent neural and vascular structures; to 
avoid inflammation or irritation to neural and Vascular struc 
tures from contact with adjacent resected tissue surfaces; and 
as a mechanism for Sustained drug delivery, possibly as a 
depot, to the operative site post-operatively (e.g. Steroids, 
procoagulants, adhesion barriers). Finally, the dressing 
would also present a smooth Surface towards the nerve root 
during the immediate post-operative period. 
0031. This neuroforaminal compression dressing may, for 
example, comprise the optional protective sheath, percutane 
ously held tightly in place against the abraded surface. Alter 
natively or additionally, a separate percutaneously removable 
compression dressing may be placed following tissue abra 
sion, with or without a biodegradable component. In a further 
alternative embodiment, an entirely biodegradable compres 
sion dressing may be placed tightly against the abraded Sur 
face, with the compression dressing remaining completely 
implanted following the procedure. 
0032 Safe tissue removal, ablation and remodeling with 
these methods and devices are further enabled by comple 
mentary methods and apparatuses that assist with accurate 
neural localization. Neural localization will be performed by 
neural stimulation through electrically conductive materials 
located within the capped epidural needle tip; within the 
epidural tools that will be in contact with tissue to be modi 
fied; or one or both sides of the working barrier. Neural 
stimulation will be performed in conjunction with monitoring 
of the patient for sensory and/or motor response to the elec 
trical impulses. 
0033 Said backstop may also contain neural localization 
capabilities, including a conductive element on the working 
side and/or the non-working side. The conductive element 
may be used to ensure that the neural and their adjacent 
vascular structures are on the non-working side of the barrier. 
In the instance that the barrier is placed through the lateral 
recess or neural foramina, appropriate low intensity electrical 
stimulation on the non-working Surface should result in the 
stimulation of sensory or motor nerves in the patient's 
extremity, while appropriate electrical conduction on the 
working Surface should result in no neural stimulation. Neu 
ral stimulation may be monitored by monitoring Somatosen 
sory-evoked potentials (SSEPs), motor-evoked potentials 
(MEPs), and/or by looking for visual signs of muscular con 
traction within the extremities. (Somatosensory evoked 
potentials (SSEPs) are non-invasive studies performed by 
repetitive, Sub-maximal, electrical stimulation of a sensory or 
mixed sensory and motor nerve. In response to the nerve 
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stimulation the brain generates cerebral action potentials 
(electrical waves), that can be measured and recorded over the 
Scalp and spine with Surface electrodes. In many cases, needle 
electrodes are used for intraoperative SSEP monitoring, as 
they require less current, and reduce artifact. The recorded 
response is a series of waves that reflect activation of neural 
structures.) SSEP SEP MEP or EMG feedback may be moni 
tored and/or recorded visually, or may be monitored audibly, 
potentially conveying quantitative feedback related to the 
Volume or frequency of the auditory signal (e.g., a Geiger 
counter type of quantitative auditory feedback). Intensity of 
signal or stimulation may be monitored and used to localize 
the nerve during placement, as well. 
0034) For example, the surgeon may use the neural stimu 
lator to ensure that there is not stimulation of Vulnerable 
neurons on the working side of the barrier, prior to initiating 
tissue manipulation with the working tools. For example, 
with the barrier in position in the lateral recess or neural 
foramina, the Surgeon may send electrical current first along 
the working side of the barrier, then along the backside of the 
barrier. Low level stimulation of the working side would be 
expected to result in no neural stimulation, while the same 
stimulation on the backside of the barrier would be expected 
to stimulate dorsal roots, nerve roots, or ganglia. 
0035) Neural localization may be further enabled by the 
addition of Surgical instruments (e.g. cautery devices, grasp 
ers, shavers, burrs, probes, etc.) that are able to selectively 
stimulate electrically while monitoring nerve stimulation in 
similar fashions. Quantification of stimulation may enable 
neural localization. For instance, one might use a calibrated 
sensor input that recognizes stronger stimulation as the device 
is closer the neural structures. For added safety, a Surgical 
device may be designed to automatically stimulate before or 
during resection, and may even be designed to automatically 
stop resection when nerve stimulation has been sensed. 
0036. A method for modifying spinal anatomy is dis 
closed. The method includes delivering a Surgical apparatus 
to an epidural space and Surgically altering tissues that 
impinge neural or vascular structures in the lateral recess, 
neural foramina or central canal of the spine with the appa 
ratus. Surgically altering tissues can include ablating tissue, 
resecting tissue, removing tissue, abrading tissue, retracting 
tissue, Stenting tissue, retaining tissue, orthermally shrinking 
tissue. Surgically altering tissues can additionally include 
enlarging the lateral recess, neural foramina or central canal 
of the spine. 
0037 Delivering the surgical apparatus to an epidural 
space can include delivering an epidural needle to the epidu 
ral space, and enlarging the lateral recess, neural foramina or 
central canal of the spine can include focally altering tissue 
with tools delivered through the epidural needle. Delivering 
the Surgical apparatus to an epidural space also can include 
delivering an epidural needle to the epidural space, and 
enlarging the lateral recess, neural foramina or central canal 
of the spine also can include focally altering tissue with tools 
delivered through a working channel disposed adjacent to the 
epidural needle. 
0038. Delivering the surgical apparatus can include con 
Verting the epidural needle to an endoscope within the epidu 
ral space. Delivering the Surgical apparatus to an epidural 
space also can include delivering a working endoscope to the 
epidural space, and enlarging the lateral recess, neural 
foramina or central canal of the spine can also include focally 
altering tissue with tools delivered through the working endo 
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Scope. Delivering the Surgical apparatus can also include 
converting the epidural needle into a blunt tipped instrument 
after placement of the needle's tip within the epidural space. 
Converting the epidural needle can also include threading an 
epidural catheter through the epidural needle into the epidural 
space, and covering the needle's tip with an epidural needle 
cover delivered via the catheter. 

0039. Delivering the surgical apparatus can also include 
converting the epidural needle into an endoscope via a visu 
alization element disposed within the epidural catheter. 
Delivering the Surgical apparatus can include infusing fluid 
into the epidural space to improve visualization. Delivering 
the Surgical apparatus can include inserting a removable 
working channel alongside the Surgical apparatus. Delivering 
the Surgical apparatus can include inserting a distal tip of a 
dual lumened epidural needle into the epidural space and 
using at least one of the dual lumens as a working channel for 
the delivery of instruments into the epidural space. Delivering 
the Surgical apparatus can include inserting an instrument 
chosen from the group consisting of a tissue cauterization 
tool, a tissue laser device, a radiofrequency delivery device, a 
ronguer, a tissue grasper, a tissue rasp, a probe, a bone drill, a 
tissue shaver, a burr, a tissue sander and combinations thereof 
through the Surgical apparatus. 
0040 Delivering the epidural needle can include inserting 
the epidural needle to a position with a tip of the needle in 
proximity to where treatment will be directed. Delivering the 
epidural needle can include inserting the epidural needle at an 
interspace below the level of the spine where the treatment 
will be directed. 

0041. Delivering Surgical apparatus can include delivering 
the apparatus via an open Surgical route. Delivering the epi 
dural needle can include delivering the needle via a posterior, 
interlaminar percutaneous route. Delivering the epidural 
needle can include delivering the needle via a posterior, trans 
laminar, percutaneous route. Delivering the epidural needle 
can include delivering the needle via a posterior, midline, 
interspinous, percutaneous route. Delivering the epidural 
needle can include delivering the needle via a percutaneous 
route through the neural foramen from its lateral aspect. 
Enlarging can include placing a mechanical barrier or back 
stop between tissue to be resected and adjacent neural or 
vascular structures. The barrier can be steerable. 

0042. The method of modifying the spinal anatomy can 
include confirming proper placement of the Surgical appara 
tus. Confirming proper placement can include confirming 
proper placement with a nervestimulator. Confirming proper 
placement with a nervestimulator further comprises confirm 
ing proper placement with stimulation leads placed on a tis 
Sue remodeling side of the Surgical apparatus. The method of 
modifying the spinal anatomy can include confirming proper 
placement of the Surgical apparatus or barrier with a nerve 
stimulator having stimulation leads placed on a tissue remod 
eling side of the barrier or on a back side of the barrier. 
0043. The method of modifying the spinal anatomy can 
include monitoring nerve stimulation with the nervestimula 
tor via somatosensory evoked potentials (SSEPs). The 
method of modifying the spinal anatomy can include moni 
toring nerve stimulation with the nerve stimulator via motor 
evoked potentials (MEPs). The method of modifying the spi 
nal anatomy can include monitoring nerve stimulation with 
the nervestimulator via motor evoked patient movement. The 
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method of modifying the spinal anatomy can include moni 
toring nerve stimulation via verbal patient sensory response 
to the nervestimulator. 

0044) The method of modifying the spinal anatomy can 
include monitoring enlargement via imaging. The method of 
modifying the spinal anatomy can include Surgically altering 
the tissues under fluoroscopic imaging. MRI imaging, CT 
imaging, ultrasound imaging, radiological imaging, Surgical 
triangulation, infrared or RF Surgical triangulation. 
0045. The method of modifying the spinal anatomy can 
include placing an element that provides tissue compression 
of Surgically remodeled tissue or bone Surface in order to 
enlarge the neural pathway or foramina post-Surgical enlarge 
ment. The method of modifying the spinal anatomy can 
include placing an element that provides tissue compression 
and retention in order to remodel tissue or bone surface in 
order to enlarge the neural pathway or foramina de novo. 
Placing the element can include placing the element using a 
percutaneous technique via the epidural space, through a 
neural foramen at a level to be treated for spinal Stenosis, and 
around a facet complex or a lamina adjacent to the facet 
complex. The method of modifying the spinal anatomy can 
include tightening the element to a determined tension. Plac 
ing the element can include placing an element having a 
posterioranchor that is a cord or tie looped through a hole that 
has been drilled in the cephalad lamina of the immediately 
adjacent vertebrae. The method of modifying the spinal 
anatomy can include tensioning the element to a determined 
level via a tension gauge or other measurement device ele 
ment holding tension against the tissue to be remodeled. 
0046. The method of modifying the spinal anatomy can 
include releasing a biologically active material for the pur 
poses of decreasing inflammation, or promoting remodeling 
of soft tissue or bone growth from the element. 
0047 Apparatus for focal tissue alteration are disclosed 
herein. The apparatus have an element configured for place 
ment into an epidural space, and Surgical tools configured for 
delivery through the element into the epidural space to 
remodel spinal anatomy that impinges upon neural, neurovas 
cular or tendon structures. The element can include an epidu 
ral needle, and wherein the Surgical tools further comprise a 
tissue remodeling device configured for placement via the 
epidural needle. 
0048. The epidural needle can be configured for place 
ment into the epidural space via an approach chosen from the 
group consisting of a posterior interspinal midline approach, 
a posterior paramedian interlaminar approach, a posterior 
translaminar paramedian approach through a hole in the 
lamina, a neural foramina approach around an anterior border 
of a facetjoint, and combinations thereof. The epidural needle 
can include two adjacent lumens, the second lumen config 
ured to act as a working channel for the delivery of the 
Surgical tools into the epidural space. 
0049. The apparatus can have an epidural catheter config 
ured to convert the epidural needle into a blunt tipped instru 
ment via an epidural needle tip cover that may be opened and 
then pulled back to cover the needle's tip. The epidural cath 
eter can have a fiberoptic cable for visualization. The appa 
ratus can have an insertable and removable working channel 
for tool access configured for placement alongside the needle. 
0050. The tissue remodeling device can be chosen from 
the group consisting of a tissue cauterization tool, a tissue 
laser device, a radiofrequency delivery device, a ronguer, a 
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tissue grasper, a tissue rasp, a probe, a bone drill, a tissue 
shaver, a burr, a tissue Sander, and combinations thereof. 
0051. The surgical tools can produce nerve stimulation. 
The apparatus can have a device for monitoring neural stimu 
lation to identify when a working Surface of the Surgical tools 
is in close proximity to Vulnerable neural tissue during tissue 
remodeling. 
0.052 An apparatus for protecting adjacent structures dur 
ing remodeling of spinal anatomy that impinges upon neural, 
neurovascular or tendon structures is disclosed. The appara 
tus has a mechanical barrier configured for placement 
between tissue to be resected and the adjacent structures. The 
mechanical barrier can be configured for insertion through an 
open incision. The mechanical barrier can be configured for 
insertion through a working channel of an endoscope. 
0053. The apparatus can be configured for use with a visu 
alization element. The visualization element can be chosen 
from the group consisting of an epidural endoscope, a fluo 
roscope, ultrasound, XRay, MRI and combinations thereof. 
The apparatus can have a nervestimulator to facilitate proper 
placement of the barrier. A conductive element can be 
included on a tissue modification side of the barrier or on a 
backside of the barrier to facilitate nerve localization. A work 
ing Surface of the tissue remodeling device can have neuro 
stimulation capabilities, thereby allowing for a positive and 
negative control in localizing neural tissue prior to tissue 
removal. 
0054 The apparatus can include a monitoring technique 
for monitoring electrical nerve stimulation. The monitoring 
technique can be chosen from the group consisting of SSEPs 
(somatosensory evoked potentials); MEPs (motor evoked 
potentials); EMG; verbal inquiries of the patient's sensory 
experience to the electrical stimulation; visual techniques, 
mechanical techniques, tactile techniques monitoring neuro 
muscular stimulation and movement, and combinations 
thereof. 
0055. The apparatus can include an element configured to 
provide tissue compression against Surgically remodeled tis 
Sue or bone Surface in a neural pathway or foramina post 
enlargement. The element is configured for percutaneous 
placement via the epidural space, through the neuroforamen 
at the level to be treated for spinal stenosis, and around the 
facet complex or the lamina adjacent to the facet complex. 
The element is configured to release a biologically active 
material for the purposes of decreasing inflammation, or pro 
moting remodeling of Soft tissue or bone growth. 
0056. The apparatus can be configured for tightening to a 
determined tension for purposes of relieving spinal Stenosis. 
The element can include a posterior anchor having a cord or 
tie looped through a hole that has been drilled in the cephalad 
lamina of the immediately adjacent vertebrae. Tension of the 
element is configured to be set at a determined level by a 
tension gauge, or other measurement device element holding 
tension against tissue to be remodeled. 
0057 The apparatus can have a neuro foraminal compres 
sion element configured to retract and hold pressure on spinal 
tissue when placed under tension, in order to relieve pressure 
on impinged neural and vascular structures and promote tis 
Sue remodeling. The apparatus can have a tensioning device 
for the neuro foraminal compression element configured to 
secure two ends of the element together at a posterior aspect 
of the vertebral lamina at a desired tension by pulling the 
element to the desired level of tension prior to locking the 
opposite ends of the element together at said tension. 
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0058. The apparatus can have a tensioning device config 
ured to tighten a loop formed by the neuro foraminal com 
pression element around the facet joint complex, within the 
lateral aspect of the lamina, and configured to tighten the 
compression element across a locking or crimping element to 
a specified tension, pulling the ligamentum flavum posteri 
orly in the spinal canal, in the lateral recess and in the neural 
foramen. 
0059. The apparatus can have a tensioning device config 
ured to tighten a loop formed by the neural foraminal com 
pression element around the lamina, close to a facet joint 
complex, within a lateral aspect of the lamina, and configured 
to tighten the compression element across a locking or crimp 
ing element to a specified tension, pulling the ligamentum 
flavum posteriorly in the spinal canal, in the lateral recess and 
in the neural foramen. 
0060. At least one free end of the neural foraminal com 
pression element can be configured for Subcutaneous place 
ment to facilitate future removal of the element. The com 
pression element can be biodegradable. 
0061 The compression element can contain a therapeutic 
agent chosen from the group consisting of medications, bio 
active compounds, steroids, depot steroids, anti-inflammato 
ries, and combinations thereof. The agent can be configured 
for immediate release. The agent can be configured for Sus 
tained local delivery. 
0062. A method of altering bone or soft tissue in a patient 

is disclosed. The method includes placing a tissue abrasion 
device through tissue to be altered, holding the tissue abrasion 
device under tension to bring an abrasive surface of the device 
firmly against the tissue to be altered, and sliding the abrasive 
surface of the abrasive element against the tissue to be altered, 
thereby altering bone or soft tissue immediately adjacent to 
the abrasive Surface. Altering can include abrading, remov 
ing, or remodeling. Placing the tissue abrasion device through 
tissue to be altered can include placing the device through 
spinal tissue that impinges on neural, neurovascular or liga 
mentous structures in the patient's spine. Placing the tissue 
abrasion device can include placing the tissue abrasion device 
through a neural, neurovascular, or ligamentous pathway 
within the patient's spine, holding the tissue abrasion device 
under tension to bring the abrasive surface against tissue 
within the pathway, and where sliding includes enlarging the 
pathway via frictional abrasion of the tissue. Placing a tissue 
abrasion device through the pathway can include placing the 
tissue abrasion device through neural foramina of the 
patient's spine and around the anterior border of a facet joint. 
Placing the tissue abrasion device through neural foramina of 
the patient's spine and around the anterior border of a facet 
joint can include placing the device via a route chosen from 
the group consisting of an open Surgical approach, a percu 
taneous approach, a posterior percutaneous approach, an 
interlaminar percutaneous approach, a translaminar percuta 
neous approach, an interSpinous percutaneous approach, 
through the neural foramen from a lateral direction, and com 
binations thereof. Placing the tissue abrasion device can 
include placing the device within a protective sheath or cover. 
0063. The method can include altering spinal tissues that 
impinge on neural, neurovascular, or ligamentous structures 
in the patient's spine. 
0064. Enlarging the pathway can include enlarging a dis 
eased pathway within the patient's spine. 
0065 Holding the tissue abrasion device under tension 
against tissue within the pathway can include placing an 
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abrasive surface of the tissue abrasion device against tissue 
chosen from the group consisting of an anterior Surface of 
facet joint capsule, a medial Surface of facet joint capsule, a 
Superior articular process of the facet joint, ligamentum fla 
Vum, tissues attached to ligamentum flavum, extruded spinal 
disc material, Scar tissue, and combinations thereof. 
0066. Sliding the tissue abrasion device against the tissue 
can include sliding the abrasive surface of the tissue abrasion 
device against the tissue. Sliding the abrasive Surface can 
include enlarging the lateral recess, neural foramina or central 
spinal canal via frictional abrasion. Sliding the abrasive Sur 
face can include preferentially abrading tissue chosen from 
the group consisting of ligamentum flavum, bone spurs, facet 
capsule, Superior articular process, extruded spinal disc mate 
rial, Scar tissue and combinations thereof that impinge on 
neural or vascular structures. 

0067. The method can include confirming proper place 
ment of the tissue abrasion device. Confirming proper place 
ment of the device can include confirming proper placement 
with a nerve stimulator. Confirming proper placement with a 
nerve stimulator can include confirming proper placement 
with a nerve stimulator having stimulation leads placed at a 
location chosen from the group consisting of a non-abrasive 
side of the tissue abrasion device, a back side of a protective 
sleeve or cover placed over the tissue abrasion device, an 
abrasive side of the tissue abrasion device, a working side of 
the tissue abrasion device, and combinations thereof. Con 
firming proper placement can include confirming placement 
via a modality chosen from the group consisting of fluoro 
scopic. MRI, CT, infrared, ultrasound imaging, Surgical tri 
angulation, and combinations thereof. 
0068. The method can include monitoring nerve stimula 
tion via somatosensory-evoked potentials (SSEPs) with the 
nerve stimulator. The method can include monitoring nerve 
stimulation via motor-evoked potentials (MEPs) with the 
nerve stimulator. The method can include monitoring nerve 
stimulation via Verbal patient sensory response to the nerve 
stimulator. 

0069. The method can include replacing the tissue abra 
sion device with a compression element that is held against 
altered tissue or bone. 

0070 Apparatus for the removal of impinging soft tissue 
orbone within a patient are disclosed. The apparatus can have 
a tissue abrasion device configured for placement through 
impinged tissue pathways. The tissue abrasion device can 
have an abrasive surface configured for placement adjacent to 
the impinging tissue. The impinged tissue pathways can have 
pathways chosen from the group consisting of neural path 
ways, neurovascular pathways, ligamentous pathways, and 
combinations thereof. The tissue abrasion device can be con 
figured for the removal of spinal structures that impinge neu 
ral or neurovascular tissues within the patient, and wherein 
the tissue abrasion device is configured for placement through 
neural foramina of the patient's spine and around the anterior 
border of a facet joint. 
0071. The apparatus can have a protective cover disposed 
about the tissue abrasion device, where the protective cover is 
configured to limit exposure of an abrasive Surface of the 
device to areas where tissue removal is desired. The apparatus 
can have a nervestimulator in communication with the tissue 
abrasion device to facilitate proper placement of the device. 
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0072 The apparatus can have a conductive element dis 
posed on an abrasive surface of the device to enable nerve 
localization by sending a small electrical current through the 
conductive element. 

0073. The apparatus can have an epidural needle, where 
the tissue abrasion device is configured for placement through 
the epidural needle. 
0074 The apparatus can have a visualization element for 
direct visualization of the neural foramina. The apparatus can 
have a neural foramina compression element. 
0075. The compression element can be configured to pro 
mote hemostasis and desired tissue remodeling during heal 
ing. The element can be configured to be left in place after 
being secured with adequate tension against tissue abraded 
with the tissue abrasion device. The compression element can 
be configured to protect a tissue surface abraded with the 
device. The compression element can be configured to pre 
vent adhesions during healing. The compression element can 
be configured to protect Vulnerable structures adjacent to 
tissue abraded with the tissue abrasion device from an inflam 
matory response triggered by tissue abrasion. 
0076. The tissue abrasion device can be configured for 
placement in front of across, and then behind tissue to be 
abraded, such as through a naturally occurring or artificially 
created anatomical foramen or tissue pathway. The abrasive 
Surface can be disposed on all or part of one side of the tissue 
abrasion device. The abrasive Surface can be disposed on an 
element chosen from the group consisting of a length of 
ribbon, strap, cable, belt, cord, string, suture, wire and com 
binations thereof. The ends of the device can be configured 
for manual grasping. The apparatus can have a handle to 
which ends of the device are attached for manual grasping. 
The device can be configured for attachment to an electrome 
chanical power-driven device. 
0077. The device can be configured to be placed under 
tension in order to bring the abrasive surface into contact with 
tissue to be removed. The abrasive surface can be configured 
to be pulled against tissue to be removed. The abrasive device 
can have multiple abrasive elements with different abrasive 
Surfaces, configured for interchangeable use. The multiple 
abrasive elements can have varying grades of abrasive mate 
rial. The multiple abrasive elements can have different 
grooves, patterns of grooves, or material patterns on the abra 
sive surface to facilitate preferential abrasion of tissue at 
desired locations. The patterns of grooves can have diagonal 
parallel grooves that preferentially move the abrasive element 
towards one direction on the Surface being abraded as the 
abrasive element is pulled in one direction, and towards an 
opposing direction as the abrasive element is pulled in a 
second direction. The multiple abrasive elements can have 
different shapes that guide the extent and location of tissue 
removal. 

0078. The apparatus can be configured to carry debris 
away from the site of tissue removal. 
007.9 The tissue abrasion device can vary in profile along 

its length. The tissue abrasion device can have openings that 
facilitate passage of debris behind the device for storage or 
removal. 

0080. The apparatus can have a monitor for monitoring 
electrical nerve stimulation with the nerve stimulator. The 
monitor can be configured to monitor a feedback chosen from 
the group consisting of SSEPs, MEPs, EMG, verbal commu 
nication of patient sensation, visual monitoring, mechanical 
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monitoring, tactile means, monitoring of neuromuscular 
stimulation and movement, and combinations thereof. 
I0081. The compression element can be biodegradable. 
The compression element can contain a therapeutic agent 
configured for delivery to abraded tissue or adjacent neural 
and neurovascular structures. The therapeutic agent can be a 
medication, bioactive compound, Steroid, depot steroid, anti 
inflammatory, adhesion barrier, procoagulant compound, or 
combination thereof. 
I0082. The protective cover can be attached, external to the 
patient, to a Suspension system that includes elements to 
firmly and individually grasp each end of the cover and hold 
it in position under tension against the tissue surface to be 
abraded, with an open portion of the cover exposing the 
abrasive element directly over tissue to be abraded. The pro 
tective cover can be configured to protect a non-abrasive side 
of the tissue abrasion device. The protective cover can have 
channels along its lateral aspects for the insertion and sliding 
of the tissue abrasion device. The protective cover can include 
channels along its lateral aspects for the insertion and sliding 
of a second protective cover configured for placement 
between anabrasive surface of the tissue abrasion device, and 
tissue adjacent to tissue to be abraded with the abrasive sur 
face. 
I0083 Finally, the present invention also describes meth 
ods and apparatus that promote tissue remodeling, separate 
from the tissue resection or ablation. These devices tightly 
wrap, retract, or hold in position, under tension, impinging 
tissues within the spinous posterior elements. 
I0084. It is expected that the apparatus and methods of the 
present invention will facilitate a minimally invasive 
approach to the selective elimination of pathological spinal 
tissue, thereby enabling symptomatic relief inpatients suffer 
ing from spinal Stenosis. 

BRIEF DESCRIPTION OF THE DRAWINGS 

I0085. The above and other objects and advantages of the 
present invention will be apparent upon consideration of the 
following detailed description, taken in conjunction with the 
accompanying drawings, in which like reference characters 
refer to like parts throughout, and in which: 
I0086 FIG. 1 is a cross section through the posterior aspect 
of the lumbar spine; 
I0087 FIG. 2 is a sagittal section through the lumbar spine; 
I0088 FIGS. 3a, b, c are sagittal views through a patient's 
spine, illustrating a prior art method for epidural needle inser 
tion, a loss of resistance method; 
I0089 FIG.3a illustrates a needle inserted to an interspinal 
ligament. 
0090 FIG. 3b illustrates constant pressure applied on the 
Syringe plunger. 
0091 FIG. 3c illustrates saline injected into the epidural 
Space. 

0092 FIG. 4 is a cross-sectional view through a patient's 
spine, illustrating two prior art variations of the method of 
FIGS. 3 a, b, c, 
(0093 FIG. 5 is an illustration of standard Touhy epidural 
needle tips; 
0094 FIG. 6 are schematic side views illustrating a 
method and apparatus, in accordance with the present inven 
tion, for covering with a cap and blunting the sharp tip of an 
epidural needle post-insertion; 
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0095 FIG.7 are also a schematic side view of variations of 
the apparatus of FIG. 6 with a method for also limiting the 
depth of insertion of cannula, access portal, or needle; 
0096 FIG. 8 are schematic side views illustrating a 
method and apparatus in accordance with the present inven 
tion for covering with a cap and blunting the tip of the epidural 
needle post-insertion, and optionally converting the epidural 
needle to an epidural endoscope, for safe further advance 
ment of the needle into the epidural space; 
0097 FIG.9 are also a schematic side view of variations of 
the apparatus of FIG. 8: 
0.098 FIG. 10 are also a schematic side view of variations 
of the apparatus of FIG. 6 or 8: 
0099 FIG. 11 are also a schematic side view of variations 
of the apparatus of FIG. 8: 
0100 FIGS. 12 a, b, c are schematic side views of varia 
tions of the apparatus of FIG. 6 or 8; 
0101 FIGS. 12 d e are schematic side views of an epidural 
portal over needle apparatus, as shown in 
0102 FIGS. 12 a, b, c, with a distal anchor engaged ante 
rior to the ligamentum flavum, when the portal has been 
inserted over the needle, into the epidural space; 
0103 FIG. 13 is a schematic side view of variations of the 
apparatus of FIG. 6 or 8; 
0104 FIG. 14a is a schematic side view, partially in sec 

tion, of variations of the apparatus, illustrating methods of 
safely utilizing the apparatus (e.g., safe tool access) for safe 
placement and use of Surgical tools in or around the epidural 
Space, 
0105 FIG. 14b are side views, partially in section, illus 
trating a method and apparatuses for safe placement of a tool 
or working channel into the epidural space; 
0106 FIG. 15 are side views illustrating apparatuses that 
include a double barreled epidural needle, with the epidural 
needle as the most distal point, and with the working channel 
the more proximal tip. This system may also be converted to 
an endoscope and may be used for safe placement of instru 
ments into the epidural space; 
0107 FIGS. 16-18 are cross-sectional views through a 
patient's spine, illustrating a method and apparatus for place 
ment of a double barreled epidural needle or endoscope, the 
sharp tip of which has been covered in FIG. 17, and thereby 
blunted, for safe advancement towards the lateral recess and 
neural foramina. The blunted epidural needle apparatus may 
contain a fiberoptic cable for direct visualization, in a pre 
ferred embodiment; 
0108 FIG. 19 is a cross-sectional view through a patient's 
spine that illustrates a method, following FIGS. 16-18, for 
placement of a working backstop or barrier into the lateral 
recess and/or neural foramina. The barrier or backstop may 
contain elements for neural localization; 
0109 FIGS. 20-21 are cross-sectional views through a 
patient's spine that illustrate alternative methods and appara 
tuses for placement of a working backstop or barrier to enable 
safe tissue resection, ablation, abrasion or remodeling; 
0110 FIG.22 is a cross-sectional view through a patient's 
spine that illustrates a tool inserted through the working chan 
nel (example shows a shaver or burr), with its tip in position 
for tissue removal or debridement, adjacent to a protective 
working backstop or barrier. 
0111 FIGS. 23a-23d are schematic views of a working 
backstop or barrier apparatus, including an optional rail for 
controlled tool placement in relation to the barrier, and an 
optional conductive element for neural localization. 
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0112 FIG. 23b is a frontal view from above: 
0113 FIG. 23c is a front view: 
0114 FIG.23d is a frontal view of the working backstop or 
barrier apparatus folded for compact delivery: 
0115 FIG. 24 is a cross-sectional view through a patient's 
spine that illustrates a methods and apparatuses for providing 
neural stimulation and neural localization, within a working 
backstop or barrier, and/or within a tool (a bone burr placed 
adjacent to a spinal bone spur in the lateral recess, in this 
illustrative example), for safety in tissue resection, abrasion 
or remodeling; 
0116 FIGS. 25-32 are cross-sectional views through a 
patient's spine, illustrating a method and apparatus for place 
ment and use of elements for selective Surgical removal of 
tissue; 
0117 FIGS. 33-36 are cross-sectional views through a 
patient's spine, illustrating a variation of the method and 
apparatus of FIGS. 25-32: 
0118 FIGS. 37 a-d are cross-sectional views through a 
patient's spine, illustrating another variation of the method 
and apparatus of FIGS. 25-32: FIG.37e shows a cross-section 
through a placement apparatus as indicated in FIG. 37b. 
0119 FIG. 38 are a detailed view and a close up of the 
cross section of a preferred embodiment of the apparatus used 
in FIG. 37d: 
I0120 FIG. 39 an alternative embodiment of the apparatus 
of FIG.38: 
I0121 FIGS. 40-45 are partial cross-sectional views 
through a patient's spine, illustrating a method for use with 
single or multiple lumen delivery systems, for placement of 
an abrasion apparatus through the neural foramina for selec 
tive Surgical removal of tissue; 
0.122 FIGS. 46-58 are cross-sectional views through a 
patient's spine, illustrating a variation of the methods and 
apparatus of FIGS. 40-45, which may also be used with single 
or multiple lumen delivery systems; 
I0123 FIG. 59 is a cross-sectional view through a patient's 
spine, illustrating a methods and apparatus that, under ten 
Sion, anchors and Suspends the working sheath or protective 
sleeve that covers the neuroforaminal abrasion device; 
0.124 FIG. 60 is a cross-sectional view through a patient's 
spine, illustrating a method and apparatus that, under tension, 
provides a percutaneous compression dressing over the 
abraded area. In this illustration, the compression dressing is 
the same working sheath or protective sleeve that had covered 
the neuroforaminal abrasion device; 
0.125 FIG. 61 is a schematic cross-sectional view through 
a patient's spine, illustrating a method and apparatus for 
achieving neural localization prior to or during use of the 
tissue removal apparatus; 
0.126 FIG. 62 are schematic views of additional appara 
tus, showing a spool or reel to reel configuration of a portion 
of the device that may be utilized for selective surgical 
removal of tissue; 
0127 FIGS. 63-70 are schematic cross-sectional views 
through a patient's spine of a method and apparatus for a 
posterior midline or paramedian approach to placement of a 
posterior elements compression, retraction or retention 
device around the facet complex, through the neural 
foramina; 
0.128 FIG. 71 are schematic cross-sectional views 
through a patient's spine illustrating a posterior lateral 
approach to placement of the spinal compression, retraction 
or retention apparatuses; 
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0129 FIG. 72 are schematic cross-sectional views 
through a patient's spine of a fully implanted compression or 
retraction remodeling apparatus or compression dressing 
apparatus; 
0130 FIG. 73 is a schematic cross-sectional view through 
a patient's spine of an apparatuses for a compression remod 
eling strap integrated with a working backstop or barrier. 
0131 FIG. 74 is a cross-sectional view through a patient's 
spine that shows a facet drill with a ligament retraction device 
around a working backstop, and demonstrates a image guided 
drill used in conjunction with the backstop; 
(0132 FIGS. 75-78 are schematic views of cable strap con 
figurations for temporary removable, permanent, or biode 
gradable compression dressings or remodeling tools; 
0.133 FIGS. 79-80 are schematic cross-sectional and lat 
eral views through a patient's spine of apparatuses for tem 
porary or permanent retraction and retention of the ligamen 
tum flavum; 
0134 FIG. 81 are sagittal cryosection images through 3 
cadaveric spines (images courtesy of Wolfgang Rauschning, 
Md.) that illustrate pathological anterior bulging and “buck 
ling of the ligamentum flavum, encroaching on the spinal 
canal or lateral recess, a frequent contributing factor in spinal 
Stenosis. In circumstances when similarly protruding liga 
mentum flavum impinges neural and neurovascular structures 
in the spinal canal, lateral recess, or neural foramina, then 
retraction of said ligaments, as in FIGS. 79 and 80 may be 
beneficial to the patient; 
0135 FIGS. 82a-82c are cross-sectional views through a 
protective sleeve or sheath, compact during insertion (b), and 
expanded (c) by passing the apparatus through its lumen; 
0136 FIG. 83 are schematic cross section views of addi 
tional apparatus that may be utilized for selective Surgical 
removal of tissue; 
0137 FIG. 84 are schematic cross section views of addi 
tional apparatus that may be utilized for selective Surgical 
removal of tissue, and Subsequently as a compression dress 
ing, with the ability to act as a therapeutic drug depot; 
0138 FIG. 85 are schematic cross section views of addi 
tional apparatus that may be utilized for selective Surgical 
removal of tissue; 
0139 FIG. 86 is a schematic cross section views of addi 
tional apparatus that may be utilized for selective Surgical 
removal of tissue; 
0140 FIG. 87 are close-up schematic views of the resect 
ing element in FIG. 86 that may be utilized for selective 
Surgical removal of tissue; 
0141 FIGS. 88-93 are schematic lateral views of addi 
tional apparatus that may be utilized for visualization in the 
epidural space, enabling the selective Surgical removal of 
tissue; 
0142 FIG. 88 illustrate an embodiment of an endoscope in 
a clear tipped cannula: 
0143 FIG. 89 illustrate an embodiment of a O-degree 
endoscope rotated in unison with a curved, clear tipped can 
nula: 
014.4 FIG. 90 illustrate an embodiment of a 30-degree 
endoscope rotated separately inside of a clear tipped cannula: 
0145 FIGS. 91a-c illustrate various embodiments of a 
clear tipped cannula with a clear shaft; 
0146 FIGS. 91d-fillustrate various embodiments of a 
clear tipped cannula with an opaque shaft; 
0147 FIG. 92 illustrate an embodiment of a clear tipped 
cannula with a flexible neck; 
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0148 FIG. 93 illustrates an embodiment of an endoscope 
with a built-in clear cover (e.g., a combination device 
embodiment); 
014.9 FIGS. 94-99 are schematic lateral views of similar 
apparatus for visualization in the epidural space, along with 
additional method and apparatus that enable the safe place 
ment and use of tools for selective Surgical ablation, resec 
tion, abrasion and remodeling of tissue; 
0150 FIG. 94 illustrate various embodiments of a clear 
tipped cannula with a free adjacent tool; 
0151 FIG. 95 illustrate various embodiments of a clear 
tipped cannula with an attached adjacent tool; 
0152 FIG.96a illustrates an embodiment of a clear tipped 
cannula with a working channel for a tool; 
(O153 FIG.96billustrates an embodiment of a clear tipped 
cannula with a nervestimulator at a working channel exit; 
0154 FIG. 97 illustrate various embodiments of cannulas 
with a nerve stimulator at the tip (e.g., EMG sensors periph 
erally placed); 
0155 FIG. 98 illustrate various embodiments of a clear 
tipped cannula with a nervestimulator at a tip of the free tool; 
and 
0156 FIG. 99 illustrate various embodiments of a clear 
tipped cannula with a nerve stimulator at a tip of the free or 
attached tool. 

DETAILED DESCRIPTION OF THE INVENTION 

0157. The present invention relates to methods and appa 
ratus for the selective surgical removal or alteration of tissue 
that impinges upon spinal neural or vascular structures, with 
particular attention towards avoiding injury to the affected or 
adjacent neural and neurovascular structures. More particu 
larly, a preferred embodiment of the present invention relates 
to methods and apparatus for lateral recess 108 and neural 
foraminal enlargement of the spine, in cases of neurovascular 
impingement, through a novel approach to selective and safe 
enlargement of the pathologically narrow spinal neural fora 
men 110, impinged lateral recess 108 and/or compromised 
central spinal canal. Tissues that impinge the spine's central 
canal, lateral recess 108, and neural foramen 110 may 
include, but are not limited to, ligamentum flavum 10: bone 
spurs or ligamentous calcifications; localized disc extrusions; 
enlarged facet joint complex 12, facet capsule, and Superior 
articular processes; and scar tissue or adhesions. 
0158. The variations of the invention designed to treat 
spinal Stenosis are summarized in this paragraph, and 
described in greater detail in the paragraphs that follow. The 
methods begin with insertion of an epidural needle 2 appara 
tus, which is converted, after placement in the epidural space, 
from a sharp tipped instrument, into a blunt tipped tool. The 
blunt tool is manipulated within the epidural space. Accurate 
tool manipulation may be facilitated with the use of image 
guidance; direct vision via an accompanying epidural endo 
Scope; or direct vision when the instrument itself is given 
endoscopic function. The same blunt tipped epidural instru 
ment may have an attached fixed or removable working chan 
nel. An additional apparatus of the current invention, a work 
ing backstop or barrier 96 that serves to protect adjacent 
Vulnerable structures during the procedure, may Subse 
quently be inserted into the epidural space, as well as through 
the neural foramina, through the needle or endoscope or an 
adjacent working channel. Safe resection, ablation, and 
remodeling may be further ensured through integration into 
the invention of electrical neural stimulation and monitoring 
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for localization, optionally available through nerve stimula 
tion functionality in the epidural instrument; in the working 
tools used through the needle or working channel; and/or in 
either or both sides of the working backstop 96. Finally, 
further variations of the device and method enable the Sur 
geon to remodel Stenotic spinal anatomy, either after tissue 
resection, cutting, or abrasion or as stand-alone procedures, 
through the placement of devices for holding, retracting or 
retaining anatomic structures away from Vulnerable neural 
and neurovascular structures within the posterior elements of 
the spine. 
0159 FIG. 1 shows the posterior elements of the spine in 
axial cross section. The epidural space 42 in the spine is 
consistently more accessible in its posterior most aspect, a fat 
filled Zone most popular for safe epidural needle 2 placement, 
posterior to the dura mater 46. The dura 46 covers and con 
tains the central neural elements of the spine, including the 
spinal cord, cauda equina 140, nerve roots 62, and spinal 
fluid. FIG. 2 illustrates the spine in sagittal section. FIGS. 1 
and 2 show two of the most important anatomic structures 
involved in the impingement of neural and neurovascular 
tissue in spinal Stenosis—the ligamentum flavum 10 and the 
facet joint complex 12. FIG. 2 illustrates spinous processes 
80. 

0160 For posterior approaches to the lateral recess 108 
and neural foramen 110, the needle 2 is insertedator one level 
below the spinal interspace where tissue abrasion and 
removal is desired. The epidural needle 2 may be inserted into 
the epidural space 42, midline, ipsilateral, or contralateral to 
the area where the spinal canal, lateral recess 108 and/or 
neuroforaminal Stenosis or impingement is to be treated. 
Referring now to FIG. 3, a prior art method for epidural 
needle 2 insertion is shown, comprising a standard loss-of 
resistance technique. Needle based device placement may be 
approached from either the medial or the lateral side of the 
neural foramen 110. FIG. 3 illustrate a midline interspinous 
approach to the posterior epidural space 42. Using this tech 
nique, a large bore (e.g. 12 to 18 gauge) epidural needle 2 is 
inserted into interspinal ligaments, and is directed towards the 
posterior epidural space 42, while fluid (e.g. sterile saline) or 
air is compressed within the Syringe 60, meeting resistance to 
injection. Upon entry of the needle tip into the epidural space 
42, perhaps through the ligamentum flavum 10, there is a 
manually perceptible “loss of resistance' to the continued 
pressure on the plunger of the Syringe 60, as the compressed 
fluid or air easily enters the epidural space 42, without resis 
tance, signifying correct needle tip position (i.e., placement). 
The epidural space has a slight negative pressure. 
0161 Alternative posterior epidural needle 2 entry 
approaches into the epidural space are illustrated in FIG. 4. 
including interlaminar paramedian and midline interspinous 
techniques, a preferred approach to the medial side of the 
neural foramen 110. An alternative posterior translaminar 
approach, where the needle is placed through a hole in the 
lamina 122 LA, is not shown. The epidural space may also 
be entered via a more lateral, neuroforaminal approach to 
needle placement, as shown in FIG. 71. With any percutane 
ous epidural approach, after a sterile prep and drape, the 
epidural needle's 2 sharp tip is inserted through the skin to 
perform a loss-of-resistance technique. 
0162. When a midline approach is used, the epidural nee 
dle's 2 sharp tip is inserted through the skin until it begins to 
engage the interspinous ligaments 78. Subsequently, a fluid or 
air filled (loss of resistance) syringe 60 is depressed and will 
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meet resistance to injection, until the needle tip is advanced, 
through the ligamentum flavum 10, entering the epidural 
space 42, which actually has a slight negative pressure. There 
is a clear “loss of resistance' to the pressurized contents of the 
Syringe 60, which occurs upon entering the epidural space 42, 
signifying correct needle tip placement. 
0163 When interlaminar access is not possible (e.g. 
unusual cases when laminae 122 are too tightly approxi 
mated, even with flexion of the back), the epidural space may 
be entered via a translaminar burr hole, using a drill 176 (e.g., 
an image guided drill) designed for safe epidural entry. Each 
of these approaches allows placement of the epidural needle 
2 tip in the posteriorepidural space 42, poised for access to the 
lateral recess 108 and neural foramen 110. 

0164. After the epidural needle's distal tip has been placed 
in the posterior epidural space 42, a specially designed epi 
dural catheter 24 is threaded through the needle 2. Once 
threaded into the epidural space 42, the epidural catheter's 
unique epidural needle tip cap or cover 36, located in the 
distal end of the epidural catheter 24 (with needle tip covering 
capabilities) is opened and pulled back to cover the sharp 
epidural needle 2 tip, locked in place, and thereby converts the 
needle to a non-sharp (e.g., blunt) instrument. The needle, 
thus converted, may be manipulated and more safely 
advanced in the epidural space. The blunted needle is subse 
quently advanced in a direction parallel to the dura 46, in a 
gentle manner, taking care to avoid inadvertent dural, neural 
or vascular trauma. With reference to FIGS. 6, 8,9, 10, 11, 12, 
and 13, methods and apparatus for protecting, covering and 
blunting the sharp tip of the epidural needle 2 post-insertion, 
and optionally converting the epidural needle 2 to an epidural 
endoscope 132, are described. The catheter apparatus 24 is 
inserted through the needle, and into the epidural space 42, as 
in FIGS. 6b, 8b, 9a, 10b, 1 b, 12a, and 13c. The catheter tip 
may be converted to the open position by one of several 
mechanisms, for example, the catheter illustrated in FIG. 9 
has a port 34 for injection of air or liquid to the open the 
epidural needle tip cover. The injected air or liquid drives 
(e.g., opens) the actuator for the catheter's tip (needle cover). 
By forcing air or fluid into port 34 in the epidural catheter 24, 
a portion of the catheter's tip 36 may be expanded, as in FIG. 
6b. 8c, 9b, 11c. 12b, or 13e, to inflate or otherwise open the 
needle's protective cover or cap 36. In another variation, an 
alternative means of actuation of the cap system on the epi 
dural catheter 24 may be a wire or string that pulls the cap into 
a new shape. For example, FIG. 12 demonstrate a sliding 
umbrella-like mechanism for actuation of the distal epidural 
catheter 24 based needle tip cover 36. FIG. 9B shows the 
epidural “needle cap' or “fiber cap'36 in the opened position. 
In certain embodiments, the catheter may next need to be 
pulled back proximally through the needle 2 until, as in FIG. 
9C, until the epidural needle cover 36 is engaged over the 
distal needle tip, protecting the dura 46, neural and vascular 
structures from the sharp point of the needle 2, which is no 
longer exposed. Markings on the catheter may be used to 
demonstrate to the Surgeon that the catheter is in the correct 
position, allowing the blunted epidural instrument to be 
safely advanced. 
0.165. Once the tip of the epidural needle 2 has been 
blunted or capped, and no longer has a sharp exposed portion, 
the needle may be safely advanced within the epidural space, 
preferably in a direction parallel to the dura 46 (FIG. 13). In 
one variation, the epidural needle 2 tip is covered by the 
catheter based device, then is advanced through the epidural 
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space under image guidance (e.g. fluoroscopy, CT, X-ray, 
MRI, Ultrasound, etc.), towards the area where tissue resec 
tion, ablation or remodeling is to be performed. 
0166 In an alternative variation of the method and device, 
as in FIGS. 8, 9, 11, and 13, the epidural catheter 24, in 
addition to a needle tip cover, also contains a fiberoptic cable 
38 (or clear cover over the distal end of the fiberoptic cable 
within the epidural catheter), which enables conversion of the 
epidural needle 2 into an epidural endoscope 132. The 
fiberoptic component 38 of the catheter provides the surgeon 
with an ability to directly visualize the epidural space 42. In a 
further variation of the method, both fiberoptic visualization 
and image guidance may be used concurrently. 
0167. In this apparatus and method for enabling safe 
manipulation of the apparatus in the epidural space, an epi 
dural needle 2 is first placed in the posterior epidural space 42 
in a similar manner to what was described above. With the 
needle tip in the epidural space 42, an epidural catheter 24 
apparatus is used to deliver a cover to the sharp epidural 
needle 2 tip, converting the needle to a blunt instrument for 
further atraumatic advancement of the apparatus into the epi 
dural space, as shown in FIGS. 6, 9, 11, and 12. After the 
catheter 24 is advanced through the epidural needle 2 into the 
epidural space 42, as in FIGS. 6a and 9a, a distal portion of the 
catheter is converted to a shape that will be used to cover the 
sharp epidural needle 2 tip, as illustrated in FIG. 6b. 
0168 Once the cover 36 in the distal catheter 24 is opened, 
the catheter 24 is gently pulled back until the needle tip is 
covered and thereby blunted. The capped needle is next care 
fully advanced within the epidural space 42, between the 
ligamentum flavum 10 and the dura 46, somewhat parallel to 
both, towards one of the neural foramen 110, with much less 
risk of inadvertent dural puncture. In order to further facilitate 
safe advancement of the capped needle in the epidural space, 
image guidance may be used. Additionally or alternatively, 
the epidural needle 2 may be converted to an epidural endo 
Scope. Conversion to an endoscope may be performed by 
either converting the epidural needle 2 to an endoscope 
directly (“needlescope), or by utilizing the epidural needle 2 
to enable placement of an endoscope cannula or portal 56. 
which will replace the needle 2. The needle 2 may be con 
verted to an endoscope directly through use of the catheter 24 
that is used to cover, blunt, or “safe' the epidural needle 2 tip. 
The epidural catheter 24 optionally may contain a rigid or 
flexible fiberoptic element 38, through which the surgeon 
may view the epidural space 42, thereby converting the epi 
dural needle 2 into an epidural endoscope. The tip of the 
fiberoptic catheter would, in such a case, be clear 38. 
(0169 FIG. 7 illustrates a distal epidural anchor 40. The 
distal epidural portal anchor 40 can, in its engaged position, 
hold the distal portion of the epidural apparatus in the epidural 
space, anterior to the ligamentum flavum. FIG. 7 also illus 
trates that the portal, needle, or endoscope may include a 
proximal epidural anchor, stopper or lock 28 (e.g., to anchor 
on the skin) that may be advanced from the proximal end of 
the device (skin side), in order to help to prevent the percu 
taneous device from advancing further into the epidural space 
than is desired (as in FIG. 7b). The lock 28 can be inserted 
over the portal and against the skin when the portal is at a 
desired depth. 
0170 In a further variation of the apparatus and method, 
an epidural portal 56 would allow interchangeable epidural 
endoscopes to be used to view or work within the epidural 
space. An epidural needle 2 may be used to place an endo 
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Scope portal 56, using one of the three following general 
approaches: (a) In one variation, a portal is an expandable 
catheter (e.g. FIG. 82) that is delivered as a catheter through 
the epidural needle 2; (b) In another preferred embodiment, 
an epidural needle 2 may be inserted into the epidural space, 
with a thin walled epidural cannula or portal 56 already in 
place over it, similar to the method and apparatus of standard 
intravenous cannulation with IV catheters used today. This 
technique would ideally be used in conjunction with the epi 
dural needle 2 method and apparatus, so that the needle may 
be advanced far enough to safely also place the neck of the 
cannula orportal 56, which is a short distance proximal to the 
distal tip of the epidural needle 2, into the epidural space. In 
order be able to safely advance the portal 56 into the epidural 
space, the needle may be covered or blunted, as described 
above, using a catheter that does not contain a fiberoptic 
element, as in FIG. 6. With the sharp tip covered, the needle 
may be Subsequently advanced a few millimeters, until the 
distal tip of the portal has also been advanced into the epidural 
space 42; (c) In a third embodiment of the method and appa 
ratus, the portal 56 may be inserted over a soft tipped flexible 
guidewire that has been placed through the epidural needle 2. 
analogous to the popular “Seldinger Technique' (a standard 
cannula over needle insertion approach to vascular access). 
(0171 With reference to FIG. 14, additional variations of 
the apparatus of FIG. 9 are described, illustrating methods of 
safely utilizing the apparatus, in combination with additional 
Surgical tools. Safe tool access, for example, may be facili 
tated by the inclusion of either a working channel 50 on an 
epidural endoscope, or by sliding the tool along a rail 52 and 
slot 58 interface on the epidural cannula or “needlescope'56. 
FIG. 14A shows tool 54 (illustratively a grasper) fitted with 
rail 52 that mates with a slot 58 of epidural endoscope, so that 
it may be inserted directly into the epidural space 42 and 
placed in the “safe Zone', without the need for a working 
channel along endoscope/needle. 
0172. In FIG. 14B, working channel 50 is disposed along 
epidural needle 2. “needlescope', or endoscope, e.g., is inte 
grally formed with the endoscope or is positioned via a rail 
and slot mating, or a similar removable fastening mechanism, 
with the endoscope. FIG. 14B illustrates an epidural working 
channel 50 in place, connected to the cannula, needle, or 
endoscope, with its tool-presenting end adjacent to the “safe 
Zone'. 

0173. In order to further facilitate working in the epidural 
space 42, the epidural portal or cannula 56 may have, prefer 
ably close to its distal tip, an anchor system 40 to prevent said 
apparatus from inadvertently slipping out of the epidural 
space 42, as illustrated in FIG. 7. The anchor 40 may be 
engaged towards the distal tip of the cannula or portal 56. 
anterior to the ligamentum flavum 10. The portal 56 may also 
be anchored external to the epidural space 42, e.g., to the 
patient's skin 70 (e.g., of the patient's back), or within inter 
spinous 78 or Supraspinous ligaments. 
0.174 Referring now to FIG. 15, an additional method and 
apparatus for placement of the tissue modification elements is 
illustrated. A twin (i.e., double) lumen epidural needle 84 is 
illustrated, comprising a working channel 50 adjacent to the 
epidural needle 2. The second lumen serves as a working 
channel 50, or for the delivery of tools into or adjacent to the 
epidural space 42. Note that the distal beveled aperture of the 
working channel is proximal to the epidural needle 2 tip, and 
opens onto the side of the epidural needle 2 that the epidural 
bevel faces. The double lumen epidural needle 84 can have a 
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proximal bevel representing a working channel and a distal 
bevel representing an epidural access needle and, potentially, 
an endoscopy port or an additional working channel. 
(0175 Referring now to FIGS. 16-19 and 42-45, an addi 
tional method and apparatus for placement of a tissue abra 
sion apparatus for selective Surgical removal or remodeling of 
tissue is described. In FIG. 16, the double lumen epidural 
needle apparatus is positioned for advancement into the epi 
dural space 42. FIGS. 17 and 18 show how the covered and 
blunt tip of the epidural needle 2, double lumen epidural 
needle 84, or the bluntend of the epidural endoscope, may be 
advanced into the ipsilateral or contralateral lateral recess 
108, towards the neural foramen 110, in a direction parallel to 
both the adjacent ligamentum flavum 10 and the dura 46. In 
the illustrated example of the apparatus and method labeled 
FIG. 17, a fiberoptic element 38 has been placed within epi 
dural needle 2, providing both a means for fiberoptic visual 
ization of the epidural space 42 and a means to blunt the 
needle and thereby protect the tip of the needle from damag 
ing the dura 46 or neural or vascular structures. In FIG. 18, the 
endoscope has been advanced along ligamentum flavum 10 
(visually yellow, otherwise known as “the yellow ligament”) 
to the lateral recess 108. “Safe Zone' 44 designates the area in 
which a medical practitioner may resect, ablate, or otherwise 
modify tissue safely, directly visualizing the are of tissue 
modification through the fiberoptic element. The safe Zone 44 
is the area posterior to the apparatus in the epidural space, 
where dura is known to be on the other side of the apparatus, 
and is therefore a safe Zone for tissue alteration without dam 
aging dura or central nervous system structures, particularly 
when using fiberoptic visualization through the distal lumen. 
The second lumen of the two lumened needle 84 or endoscope 
may be used as a working channel 50, or to dispense the 
abrasive element 14 and/or its protective sleeve 6, or the 
working barrier described in the primary patent referenced 
herein. After the neural foramen 110 has been cannulated 
with a non-sharp curved needle 16 or catheter, and after the 
flexible, sharp, Straight needle or wire 4 (e.g., a guidewire) has 
been passed through the curved needle 16 until its tip is 
advanced through the skin in the patient's back 70, the abra 
sion apparatus 14 and/or its sleeve or cover 6 are pulled 
through the neural foramen 110, as illustrated in FIGS. 43-45. 
The curved needle 16 or tube may, for example, be fabricated 
from a spring steel, Nitinol, or other memory material that 
will allow it to be inserted through a straight needle, but to 
return to a fixed curve upon exiting the straight epidural 
needle 2 or working channel 50. The curved needle 16 option 
ally may be steerable. Preferably, the curved needle tip is not 
sharp, but is rounded or designed in other fashions less likely 
to cut tissue, in order to reduce a risk of neural or vascular 
damage. 
0176). In yet an additional embodiment of the invention 
(portal over epidural needle' variation), an epidural portal 
56 may be inserted into the epidural space 42 as a catheter 
over the epidural needle 2 (as in FIG. 12), similar to the design 
for placement of standard intravenous catheters used today. 
With Such an approach, advancing the blunted needle (sharp 
tip covered) by several millimeters will also bring the distal 
tip of the portal into the epidural space 42. Subsequently, the 
needle may be withdrawn from the portal, which is held in 
place by the Surgeons other hand, leaving the epidural portal 
in the epidural space 42 as a working channel or endoscope 
guide. 
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0177. In one variation, the epidural needle 2, needle based 
endoscope, flexible or rigid endoscope, or portal 56 (for 
placement over an epidural needle 2) may have, preferably 
close to its distal tip, an (e.g., distal) anchor mechanism 40 
and 48 (in its un-engaged position) that may be inflated or 
otherwise opened (e.g., in the epidural space 42), to help 
prevent inadvertent removal of the device from the epidural 
space 42. It is expected that utilization of an anchor to, or 
within, the ligamentum flavum 10, will prevent the portal 
from being pulled inadvertently through the ligamentum fla 
vum, and will enhance the reliability and safety of epidural 
access for minimally invasive endoscopic Surgery. 
0.178 FIG. 14 illustrates additional methods of safely uti 
lizing a blunted epidural apparatus in conjunction with addi 
tional Surgical tools. Safe tool access may, for example, be 
facilitated with either a fixed working channel 50, as shown in 
FIG. 15, or by the creation of a rail 52 and slot 58 interface on 
the tool or epidural endoscope, cannula or “needlescope' 
132, as shown in FIG. 14b. The working channel 50 can be 
insertable and removable and can be for attachment to the 
epidural apparatus. The rail portion 52 of the epidural instru 
ment can be for guiding the epidural tools along the blunted 
epidural apparatus into the epidural space. The slot portion 58 
of the epidural instrument or portal can be for guiding the 
epidural tool or working channel into the epidural space. Note 
the rail 52 and slot 58 may be reversed, with the rail 52 on the 
sleeve or scope and the slot 58 on the tool or working channel. 
0179 FIG. 14a shows a tool 54 (illustratively a grasper) 
fitted with a rail 52 that mates with a slot 58 of epidural 
endoscope 132, so that it may be inserted directly into the 
epidural space 42 and then advanced until it is placed in the 
'safe Zone' 44 (e.g., for tissue resection or modification, on 
an opposite side of the epidural tissue), without the need for a 
working channel along endoscope/needle 132. The part of the 
epidural tool that is expected to be in direct contact with the 
impinging spinal tissues 124 that the Surgeon intends to 
modify provides an ideal location for neural stimulator lead 
placement 130. In the example illustrated in FIG. 14a, an 
insulated tool shaft is combined with a conductive surface 
130 on the tip of the grasping tool 54, to be used for neural 
stimulation. (note: the use of neural stimulation with sen 
Sorimotor monitoring, for neural localization, in conjunction 
with the current invention, will be discussed later in this 
document) 
0180. In one variation, the epidural needle 2 is curved 
towards its distal end, e.g. into a hockey Stick shape. In a 
curved configuration, the lumen exits the bevel, distal to, and 
on the concave side of the bend in the needle's distal shaft. 
With such a configuration, a “safe Zone' 44 is created by 
inserting the needle so that the side opposite the bevel (convex 
side of the bend) is in direct contact with the dura, and the 
lumen, on the concave side of the bend, faces the ligamentum 
flavum. This configuration provides a “safe Zone' 44, where 
tools, or a working channel 50, may be reliably placed on the 
needle side opposite the dura 46. 
0181. In FIG. 14b, a removable working channel 50 is 
disposed along epidural needle/endoscope 132, e.g., is inte 
grally formed with the endoscope or is positioned via a rail 52 
and slot 58 mating with the endoscope 132. FIG. 14b illus 
trates an epidural “needlescope 132 or endoscope cannula 
with the working channel 50 in place, with its tool-presenting 
end adjacent to the “safe Zone'. 
0182 Referring now to FIGS. 16-19, an additional method 
and apparatus for selective Surgical removal of tissue is 
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described. In FIG. 15, a double barrel epidural needle 164 is 
illustrated, comprising a working channel 50 adjacent to the 
epidural needle 2. In FIG. 16, the double lumen epidural 
needle apparatus is positioned for advancement into the epi 
dural space 42 (e.g., a safe triangle, an area at the most 
posterior aspect of the epidural space 42, where epidural 
needle 2 tip insertion is most consistently safely performed). 
In FIG. 17, a catheter based fiberoptic element 38 has been 
placed within epidural needle 2, providing both a means for 
fiberoptic visualization of the epidural space 42 and a means 
to blunt the needle and thereby protect the tip of the needle 
from damaging the dura 46 or neural or vascular structures. In 
FIG. 18, the endoscope has been advanced along the ligamen 
tum flavum 10 to the lateral recess 136. “Safe Zone' 44 
designates the area in which a medical practitioner may 
resect, ablate, or otherwise modify tissue safely, under direct 
visualization. The second barrel or lumen of the double bar 
reled needle 164 or endoscope may be used as a working 
channel 50, or to dispense a tissue modification barrier or 
working barrier or backstop 134. 
0183 In addition to the insertion of tools through the epi 
dural needle 2, or through an adjacent working channel 50. 
the same channels may be utilized to insert a barrier 134, or 
“working backstop” 134 (FIGS. 19, 20b, 21b, 22,23,24), into 
the spine. In a further variation of the present invention, a 
flexible, flat, thin mechanical barrier (“working backstop') 
134 is placed between the tissue to be resected and adjacent 
Vulnerable neural or vascular structures that are desired to be 
left intact and uninjured. The barrier provides protection for 
the dura 46, nerve root 62, dorsal root ganglia, and/or vascu 
lature, by providing insulation and/or preventing direct con 
tact between the tools and these vulnerable structures during 
tissue manipulation, resection, abrasion, or remodeling. The 
protective barrier may be placed between the needle based or 
endoscopically delivered tools and the dura 46 in the central 
spinal canal; in the lateral recess 136; or between the tools and 
the neural and neurovascular structures within the neural 
foramen 110. The barrier 134 may be placed through the 
neural foramen 110 anterior to the facet joint 77, either ante 
rior to the ligamentum flavum 10 (epidural space 42) or 
within or posterior to the ligamentum flavum 10 (posterior to 
the epidural space 42). Tools that may be used in conjunction 
with this barrier include, but are not limited to, cautery 
devices (monopolar or bipolar), lasers (erbium, etc.), rasps, 
ronguers, graspers, burrs, Sanders, drills, shavers, or probes. 
0184 The barrier or backstop 134 may be placed percuta 
neously via a needle 2, endoscope 132, or double barreled 
needle 164. In addition to epidural endoscopy, image guid 
ance may be combined with the use of straight, curved, or 
steerable guidewires for the proper placement of the barrier or 
backstop 134. In an open Surgical variation, the barrier or 
backstop device 134 may be placed through the Surgical inci 
S1O. 

0185. The barrier 134 may be synthesized from one of 
several possible materials, for example, it may be partially 
fabricated from a spring steel, Nitinol, polymers, or other 
memory material that will allow a thin, flat barrier to be 
reconfigured into a more condensed configuration for passage 
through a straight needle 23d, after which it returns to its 
desired shape 23c upon exiting the needle 2. The barrier 
134, optionally, may be steerable. 
0186. As is illustrated in FIG. 24, correct anatomic place 
ment of the backstop device 134 may be validated via moni 
tored electrical neural stimulation through the barrier device 
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134. Electrical nerve stimulation function may be added to 
the apparatus via dual conductive elements, the first conduc 
tive element 104 for neural stimulation and localization 
placed on the working side (e.g., on the Surface) of the back 
stop (or the tool used on the working side or the epidural 
endoscope tip), where tissue remodeling and resection will 
occur. The neural stimulation delivery box 114 can be 
attached to the ground electrode 116. In the example illus 
trated in FIG. 23, the working nerve stimulator on the work 
ing side of the barrier may be integrated with the rail 128, 
through which nervestimulation may be tested before sliding 
the tool or sleeve over the rail for tissue modification. A 
conductive element (e.g., for neural stimulation) may also be 
placed on the non-working side of the backstop 130. To gain 
accuracy in neural localization, the stimulation leads on the 
device are separated by insulation material within the back 
stop material. 
0187. The patient may be kept awake and responsive 
throughout this procedure, with no neuraxial anesthetics and 
no systemic analgesia. In this manner, the medical practitio 
ner may, through Verbal questioning, elicit responses from the 
patient in order to ensure that any severe pain that would 
accompany undue pressure on the nerve root 62 during place 
ment of the tissue modification device and/or during tissue 
removal or remodeling is immediately recognized prior to 
nerve injury. Alternatively, for a deeply sedated patient, or 
one under general anesthesia, nervestimulation may be moni 
tored via SSEPs or SEPs; visually (motor movement of 
extremities); via MEPs; and/or via EMG (motor stimulation). 
In one embodiment of the device, one might use a calibrated 
sensor, combined with computer analysis, to accurately quan 
tify neural stimulation at different locations, in order to more 
accurately localize neural structures. 
0188 As is illustrated in FIG. 24, there should be no nerve 
root 62 or dorsal root ganglion stimulation in the exact loca 
tion where tissue alteration is intended to take place, when 
one sends appropriate Small electrical current through an 
insulated electrode that is located on the working side of an 
insulated working barrier, prior to tissue modification tool 
placement. Correct neural location, relative to the tissue 
modification tools and barrier may further be ensured by the 
addition of focused neural stimulation functionality to 
accompanying Surgical instruments. For example, tools used 
for probing, tissue resection, tissue cauterization, thermal 
treatment, tissue lasering, tissue manipulation, tissue retrac 
tion, and tissue abrasion may contain conductive elements for 
neural localization 104. The nerve stimulation capabilities 
may be used to ensure that the neural elements are not in 
dangerous proximity, or they may be used to assist with more 
concise neural localization. For instance, a probe fitted with 
neural stimulation capabilities in its tip may be used to iden 
tify neural structures, through monitoring of sensory or motor 
stimulation. However, electrical stimulation on the non 
working surface of the working barrier, which is in director 
indirect contact with neural structures, should result in motor 
and/or sensory action potentials, which may be monitored as 
described above, thereby providing a positive control and 
assurance of proper barrier placement. For added safety, a 
Surgical device may be designed to automatically stimulate 
before or during resection, and may even be designed to 
automatically block resection when nerve stimulation has 
been sensed. 

0189 In a preferred variation, impinging spinal tissue is 
removed using tissue abrasion apparatus and method. Varia 
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tions of the apparatus and method may be utilized during an 
open Surgical procedure(s); during an endoscopic Surgical 
procedure(s); or via a percutaneous (needle delivered) Surgi 
cal approach. Use of a needle-based posterior interlaminar or 
interspinous approach, a posterior-lateral neuroforaminal 
approach or a minimally-invasive Surgical approach for 
placement of the neuroforaminal abrasive tissue removal 
device avoids unnecessary tissue resection and minimizes 
tissue injury. In addition, further embodiments of the device 
include nervestimulation and monitoring capabilities, which, 
when added to a spinal tissue alteration device, may enable 
the Surgeon to more safely perform the procedure. 
0.190 FIG.25 shows the needle tip anterior to the ligamen 
tum flavum 10, but still posterior to the dura 46 in the poste 
rior epidural space 42. FIG. 26 illustrates a preferred method 
of cannulating the neural foramina, where a blunt, curved 
needle composed of memory material 16 is passed through 
the straight epidural needle 2 (alternatively, a stiff epidural 
catheter 24, or steerable guidewire may be inserted through 
the needle for this step). The curved needle 16 is flexible 
enough to be passed through the straight epidural needle 2. 
but is made of a memory material that returns it to its curved 
configuration upon when it is passed into tissue. The second 
needle 18 (alternatively, a steerable, stiff catheter, needle or 
guidewire), is advanced through the epidural space 42, pos 
sibly passing through a portion of the ligamentum flavum 10, 
towards and then through the ipsilateral or contralateral neu 
ral foramen 110. The Surgeon may use any combination of 
tactile feel, image guidance, direct visualization, and/or 
fiberoptic visualization to ensure that the curved element 16 is 
driven through the neural foramen 110, anterior to the facet 
(Zygapophysial) joint complex 12, but posterior to the nerve 
root 62 or ganglion. Once the curved element is in position 
through the neural foramen 110, the Surgeon Subsequently 
passes a smaller gauge straight and sharp flexible wire 4 (or 
needle), as in FIG. 27 through the lumen of the larger curved 
needle that is in position through the neural foramen 110. 
until it exits into the tissue lateral to the neural foramen 110 
(FIG. 27). This straight wire 4 or straight needle exits the 
curved element with its tip facing in a posterior or posterior 
lateral direction. It is advanced further in this direction, pass 
ing to, and then through the skin of the patient's back 70, as in 
FIG. 27. 

0191 Studies and tests may be performed to ensure that 
the transforaminally placed apparatus has been properly posi 
tioned between the nerve root 62 or ganglia and the facet joint 
complex 12. For example, imaging of the abrasion element 
and spinal anatomy (fluoroscopic or other imaging modali 
ties); monitored neural stimulation through the apparatus; or 
direct (endoscopic or open) visualization may be utilized. 
0.192 After proper placement has been confirmed, the 
curved element 16 that was used to initially cannulate the 
neural foramen 110 is removed, by pulling it back out of the 
hub of the epidural needle 2, leaving the transforaminal wire 
4 in place, as illustrated in FIG. 28. Next the epidural needle 
2 may also be removed, if desired, again leaving the wire 4 in 
its position, through the neural foramen 110. As shown, both 
ends of the element remain external to the patient, having 
exited the skin (percutaneous procedure) or exited the tissue 
through the Surgical wound (open procedure). 
0193 With the wire in position through the neural 
foramina, there are multiple possible methods for replacing 
the wire with the abrasion apparatus. One method is illus 
trated in FIGS. 43-45, where the wire 4 is used to pull into 
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position the abrasion element 14; the abrasion element sleeve 
or cover 6; or the abrasion element 14 and cover 6 together, as 
is described in greater detail below. Alternatively, as shown in 
FIGS. 29 and 30, separate protective sleeves or covers 6 may 
be passed over both the proximal and distal ends of the trans 
foraminal wire 4. Each sleeve or cover may be advanced to the 
neural foramen 110. Next, the neuroforaminally placed wire 
4 is connected distally, or proximally, to the abrasive element 
14, with anabrasive surface on one side. The abrasive element 
14, connected by one end to the transforaminal wire 4, is 
pulled through the neural foramen 110, and through the pro 
tective sheaths or covers 6, as in FIGS. 31 and 32, until the 
abrasive element 14 has completely replaced the initially 
placed wire 4 (or needle). Passage of a tissue dilator over the 
transforaminal wire 4 or needle, may be helpful, either before 
or after placement of the sleeve. Protective sleeve(s) 6 illus 
tratively are disposed over both ends of the transforaminal 
wire 4, in order to protect non-Surgical tissues from the abra 
sive or cutting portion of the device, when it is pulled into 
place. Alternatively, a protective abrasive element sleeve 98. 
which may be expandable, as illustrated in FIG. 83, may be 
attached to the end of the wire and pulled through the neural 
foramina, thereby replacing the initial transforaminally 
placed element. The abrasive element sleeve 98 covers the 
abrasive element in tissue and is a conduit for insertion and 
exchange of abrasive elements. 
0194 Inan alternative preferred embodiment, the abrasive 
element 14 is positioned within the protective sleeve cover 6, 
before or after placement of the abrasive element in position 
through the neural foramina. Please note that the terms “pro 
tective sleeve' and “protective cover are used interchange 
ably in these descriptions of several examples of the appara 
tus and methods for protecting vulnerable tissue from the 
abrasion apparatus. Embodiments of the protective methods 
and apparatus are illustrated in FIGS. 82-85. With the abra 
sive element 14 already inside the protective apparatus 6 or 
96, with or without an opening over the abrasive surface 
where tissue abrasion is to be performed the protective cov 
ering, with the abrasive apparatus already inserted within it, 
may be connected to one end of the needle or guidewire that 
remains in place through the neural foramen 110. In this 
preferred method, the combined protective sleeve and 6 the 
abrasive element 14 are then pulled simultaneously through 
the neural foramen 110, by pulling from the opposite end of 
the preliminarily placed neuroforaminal element, while it is 
removed. A conductive element 90 for neural stimulation can 
be on the working side of the apparatus. 
0.195 Once the abrasion apparatus has been properly posi 
tioned through the neural foramina, with its protective cover 
in place, it is ready to be tested to ensure it has been properly 
located. The apparatus may subsequently be utilized for tis 
Sue abrasion, tissue removal, and tissue remodeling, as will be 
described in detail below. Before describing tissue modifica 
tion in further detail, however, we will describe alternative 
approaches for placement of the abrasion device into position 
through the neural foramina. 
(0196. Referring now to FIGS. 33-36, a variation of the 
method and apparatus of FIGS. 25-32 is described compris 
ing an alternative approach for placement of the tissue modi 
fication device, wherein the apparatus 14 is placed from the 
lateral side of the neural foramen 110. As seen in FIG. 33, a 
steerable or needle wire 18 is placed through the neural 
foramina 110 from the lateral towards the medial side of the 
foramen 110. This lateral to medial neuroforaminal approach 
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may begin with a curved, blunt wire through a straight needle 
(as described in the previous technique), or using a curved 
needle technique, a steerable guidewire technique, a needle 
through-a-needle technique, or common variations thereof. 
FIG. 36 illustrates that the protective sleeve 6 or cover can 
have a neural barrier portion 8 for the abrasion element. While 
a loss of resistance technique is not as helpful with this trans 
foraminal approach to the epidural space 42, as it was in the 
previously described posterior approach to the epidural space 
42, the method is, in many other aspects, otherwise similar to 
the method illustrated in FIGS. 25-32. 

0.197 With reference to FIGS.37 a-e, another variation of 
the method and apparatus of FIGS. 25-32 is described. In 
FIG. 37a, the apparatus 20 is placed from an interlaminar; a 
translaminar, interspinous; or a transforaminal insertion, 
illustratively via a paramedian, ipsilateral approach. A lateral 
to medial transforaminal approach with the same type of 
apparatus may alternatively be used. The blunt or rounded 
distal tip of apparatus 20 optionally may be somewhat 
sharper, to facilitate placement. The apparatus 20 may be 
preceded by a guidewire, a dilator, or a needle introducer 
(possibly with or followed by an expandable sheath). This 
variation of the apparatus and method, as seen in FIG. 37b, 
contains a rigid, curved wire or needle 22, which may be 
steerable, which is driven from the tip of the apparatus 20, 
laterally through the neural foramen 110 and then posteriorly, 
around the facetjoint complex 12 and back towards apparatus 
20, where the needle may be received once again by the 
apparatus. Arrow 26 in FIG. 37d illustrates the direction of 
movement of the abrasive element. FIG.38 provides a cross 
section through apparatus 20 that illustrates an exemplary 
geometry for the apparatus comprising a feature that facili 
tates receiving of the distal end of the needle or rigid 
guidewire back within the apparatus. Alternative geometries 
will be apparent. Once received back within apparatus 20, the 
wire 22 completely encircles the facet joint 12, as in FIG.37c, 
d. In FIGS. 37d,38, and 39, guidewire 22 has been replaced 
by tissue abrasion device 32, e.g., a belt, strap or ribbon, 
preferably within a protective sheath or cover, with the abra 
sive surface of the device in contact with the anterior-medial 
facet complex. Apparatus 20 is pulled back, bringing the 
working Surface (exposed abrasive portion) of the instrument 
into firm contact with operator controlled pressure against the 
surface from which tissue removal will occur. Neuroforami 
nal enlargement begins with the movement of the abrasive 
surface 30 against the anterior and medial portion of the facet 
complex 12, in the lateral recess and neural foramen 110. The 
abrasive surface 30 can be of an abrasive element in an elec 
tromechanical abrasion device. 

(0198 With reference to FIG. 38, an enlarged view of the 
mechanical portion of apparatus 20 is described. An abrasive 
surface 30 is disposed along the inside side of tissue abrasion 
element. The abrasion device may be actuated, e.g., via rota 
tion of a gear 106 within the apparatus 20. The gear or knob 
106 engages with the abrasive element, and is turned to pro 
vide movement of the abrasive element within the apparatus. 
Debris may be captured within apparatus 20, and stored in the 
shaft and/or handle 68, or removed continuously during the 
procedure. The debris can be sent in the direction of arrow 
180 for removal or storage. 
(0199 Referring now to FIG. 39, a variation of the appara 
tus of FIG. 38 is described comprising an additional protec 
tive cover 32 that covers one or more sides of the abrasive 
elements 14 of the device 20 in all regions except for the area 
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covering the tissue where abrasion is to take place. This cover 
may contain a conductive element in order to enable nerve 
stimulation 130 and/or to facilitate neural localization 104. 
Nervestimulation capabilities may be present on the internal 
abrasive surface 30 of device abrasive element 14, and/or on 
the external side (non-tissue abrading) of the device, as an 
added safety measure. For example, the user may send an 
electric impulse through a conductive element within the 
back-side (external Surface) of the device, expecting to 
achieve neural stimulation when the device is in place through 
the neural foramina, while neural stimulation should not be 
achievable with a similar electrical impulse conducted across 
a portion of the abrasive side of the device. In this manner, 
information from monitoring the nerve stimulation may 
ensure proper placement of the abrasion device and reduce a 
risk of inadvertent neural or perineural vascular abrasion. 
0200. In FIG. 40, straight wire or needle 4 is driven 
through curved needle 16 disposed in working channel 50 of 
double barrel epidural needle 164. This straight wire or 
needle is advanced until it has penetrated through the skin and 
out of the patient's body. The straight wire preferably has a 
sharp tip. In FIG. 41, the curved needle 16 has been with 
drawn from working channel 50, leaving straight wire or 
needle 4 in place. Then, as seen in FIG. 42, the epidural needle 
2 and working channel may be withdrawn from the patient, or, 
in an alternative embodiment (FIG. 14b), when using a 
detachable working channel 50, the working channel alone 
may be withdrawn from the patient, leaving straight wire 4 in 
place. In FIG. 43, straight wire 4 has been hooked to abrasion 
device 14 and/or the abrasion device's protective sleeve 6. In 
FIG. 44, the abrasion device 14 and/or the device's protective 
sleeve are pulled into position by wire 4 as the wire is 
removed. In FIG. 45, wire 4 has been completely removed, 
and the abrasion device 14 and its protective sleeve 6 are 
properly positioned for tissue resection, anterior to the facet 
12 and ligamentum flavum 10. 
0201 In an open surgical variation, the abrasive element 
14 and its cover 6 may be placed through the Surgical incision, 
from a interlaminar, translaminar, or neuroforaminal 
approach. Visualization and placement may be aided via par 
tial or complete laminectomy, facetectomy, or ligamentec 
tomy. Methods for threading the neural foramina include, but 
are not limited to the use of a wire, blunt needle, probe, 
endoscope, or Suture. After spinal neuroforaminal placement, 
the abrasion device 14 is used to selectively remove tissues 
that impinge on the neurovascular structures within the lateral 
recess 108 and neural foramen 110, on the anterior side of the 
facet joint 12. In an open approach, as with a percutaneous 
approach, the device may be inserted through a needle, 
optionally under image guidance or with the aid of an epidural 
endoscope. Once placed through the neural foramina 110 of 
the spine, around the anterior border of the facet joint 12, and 
anterior to the ligamentum flavum 10, the medical practitio 
ner may enlarge the lateral recess and neural foramina via 
frictional abrasion, i.e., by sliding the abrasive surface across 
the tissue to be resected (e.g., far lateral ligamentum flavum 
10, anterior and medial facet, osteophytes). The abrasion 
device alternatively or additionally may be placed through the 
neural foramen 110 anterior to the facet joint 12, but through 
or posterior to the ligamentum flavum 10. The medical prac 
titioner controls the force and speed of the abrasive surface 
against the tissue to be removed, while optional protective 
covers, tubes or sleeves 6 help limit the area exposed to the 
abrasive element for treatment. 
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0202 Referring now to FIGS. 46-61, a variation of the 
method and apparatus of FIGS. 40-45 is described, compris 
ing another preferred approach for placement of the abrasion 
device. This series begins with FIG. 46, in which a double 
lumen, blunt tipped, epidural device 84, has already been 
advanced to the lateral recess 108, using a technique similar to 
FIG. 18. Next, FIG. 47 shows a curved flexible needle 16, 
preferably with anatraumatic tip, that has been advanced, via 
the working channel 50 (FIG. 15), through the neural 
foramina 110. FIG. 48 illustrates threading of the straight, 
flexible, sharp tipped wire 4a through the curved needle 16, 
and advanced posteriorly until it exits the skin of the back 70. 
In FIG. 49, the curved needle has been withdrawn, leaving the 
straight wire 4a in place. In FIG.50, the double lumen epi 
dural apparatus 84 is slightly withdrawn, from the patient, so 
that the working channel 50 is directed towards the medial 
side of the facet complex 12. FIG.51 shows the curved needle 
16 advanced through the working channel again, adjacent to 
the first wire 4a, this time advancing the same or a different 
curved, flexible needle 16, towards the opposite side of the 
facet complex 12. FIG. 52 shows where a second straight 
flexible wire 4b is advanced through the second placement of 
a curved needle 16, this time on the medial side of the facet 
joint. The second sharp, flexible, straight wire 4b is threaded 
through this second curved needle, and Subsequently 
advanced posteriorly, until the sharp tip of the wire 4b exits 
the skin. FIG. 53 next shows both the curved needles and the 
double lumen apparatus removed, leaving the wires 4a and 4b 
in place. FIG. 54 shows that both wires have been attached to 
the two ends of the abrasive element and/or the cover 32 of the 
abrasive element. Alternatively, the two wires 4a and 4b may 
be opposite ends of the same continuous wire, with the cover 
32 for the abrasive element already placed over the mid 
portion of the wire 4. Alternatively, the abrasive element 14 
may already have been placed inside said cover 32, and 
attached at each end to the wires 4a and 4b. FIGS. 55 and 56 
show the two wires 4a and 4b pulled and bringing the abrasive 
element cover, possibly with the abrasive element 14 already 
placed inside said cover 32, into position through the neural 
foramina. FIG. 57 illustrates the step that follows placement 
of the abrasion element cover alone. In FIG. 57, with the wire 
in place inside the abrasion element cover 6, the abrasive 
element 14 is now seen to have been attached to the end of the 
wire. Subsequently, the cover 32 is held open at each end by 
a grasping device, which also holds the cover under tension 
against the tissue to be abraded. With the coveranchored thus, 
the abrasive element is pulled into place by the wire, replacing 
the wire, as has occurred for FIGS. 58 and 59. With the 
abrasive element in position and the abrasive element cover 
tightly held open and against the tissue to be abraded, the 
abrasion element 14 may be pulled back and forth, under 
tension, against the tissue to be abraded, as in FIG. 59. Alter 
natively, the abrasive element may be pulled in a single direc 
tion across the tissue to be abraded. FIG. 60 illustrates the 
cover following removal of the abrasive element. Said cover 
may remain in placed as a compression bandage 168, under 
tension against the freshly abraded surface, in order to pro 
mote hemostasis, promote tissue remodeling, and trap debris 
post operatively. The compression bandage 168 can be a 
percutaneous retention and compression dressing or tissue 
remodeling strap, or a retention strap or belt. 
0203) A nerve stimulator may be incorporated into the 
abrasive surface of the abrasive element, and/or incorporated 
into the protective cover 88 or sheath for the abrasive element, 
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in order to Verify correct placement and enhance safety by 
allowing the medical practitioner to ensure that neural tissue 
is not subject to inadvertent abrasion. FIG. 61 illustrates a 
neural stimulation apparatus. FIG. 61 also illustrates an abra 
sion element 14, disposed inside of a sheath or cover 6, and 
held in place by tension retaining elements 112 (shown in 
FIG. 60). The skin anchor 112 for the abrasive element cover 
or sheath can hold the cover under tension, allowing the 
abrasive element to be moved freely within. The stimulation 
apparatus 114 (e.g., the neural stimulation delivery box) 
delivers a small electrical current through the working Surface 
and/or the non-working surface (backside) of either the tools 
used in the epidural space 42, the abrasive element, and/or the 
protective cover of the abrasive element. Preferably, one elec 
trode, or wire 120 to the electrode, would be connected to 
each side (abrasive and non-abrasive) of the entire device and 
sheath complex, along the full distance where tissue abrasion 
is planned to occur, in the lateral recess, central canal, or 
neural foramen 110. Neural stimulation may be monitored via 
Verbal response to stimulation in an awake or lightly sedated 
patient, or SSEP MEP, EMG, or motor evoked muscular 
movement in an asleep or sedated patient. One possible 
mechanism for avoiding inadvertent neural damage may be to 
ensure that there is no neural stimulation when stimulating 
the working surface of the device. A positive control should 
be obtainable in the lateral recess and neural foramen 110, 
when stimulating the non working Surface (back side) of the 
device or, preferably, the backside of the device cover or 
sheath 172 (e.g., first portion of locking mechanism). 
0204 After the abrasion element, and possibly its protec 
tive sheath or cover 3, 49.50, have been placed through the 
neural foramina 110 the abrasive surface is brought into firm 
contact with the tissue to be abraded by pulling tension simul 
taneously on each end of the abrasion element. When both 
ends of the abrasive element 14 are pulled simultaneously, the 
abrasive surface of the device is brought under tension and 
into firm contact with the impinging spinal tissue on the 
anterior and medial sides of the facet joint complex 12. Sub 
sequently, one end of the abrasive element is pulled more 
forcefully than the other, sliding the abrasive surface is across 
the target tissue. When one end of the abrasive element is 
pulled with more force than the other, the ribbon moves in the 
direction of the stronger pull, while the lesser pull on the 
opposite end maintains force and creates friction with move 
ment between the abrasive surface and the tissue to be 
resected. When the optional protective cover 6 or sheath is 
provided, both of its ends of the are, in one variation, pulled 
under traction and anchored in place. Such that the abrasive 
element 14 may be pulled in either or both directions through 
the cover 6 or sheath without significant friction against and/ 
or without causing trauma to adjacent tissues. 
0205 Alternatively, the abrasive element 14 may be pulled 
in a single direction across the tissue. The abrasive belt, strap 
or ribbon may be a single length, pulled alternately in each 
direction, or it may be dispensed from a spool, as in FIG. 62a. 
or from a reel to reel configuration, as in FIG. 62b, and pulled 
in both directions or pulled in a single direction, across the 
tissue to be abraded. An alternative variation of the apparatus 
and method utilize an electromechanical, belt driven abrasive 
tool, an example of which was described previously in FIGS. 
38 and 39. 

0206. In one variation of the invention, a tissue retention or 
compression dressing (FIGS. 60, 70, 72) method and appa 
ratus are utilized immediately following the tissue removal, 
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ablation and remodeling procedures described previously. 
For example, following neuroforaminal and lateral recess 
enlargement, it may be advantageous to leave, as a Surgical 
dressing, a thin flat element 150 pulled tightly against the 
resected, abraded, or remodeled tissue surface (e.g., around 
the facet complex 12). The neuroforaminal compression ele 
ment can be placed around the facet complex. It is expected 
that a compression dressing of this nature will enhance hemo 
Stasis, promote healing and promote Subsequent tissue 
remodeling with the neural foramen 110 widely open. Fur 
thermore, the surgical dressing 150 would provide a barrier to 
trap tissue debris away from neural or neurovascular struc 
tures, while providing an optional technique for delivering 
medication, possibly as a depot, to the operative site. The 
dressing 150 would also present a smooth surface towards the 
nerve root 62 in the immediate post-operative period. 
0207 As in FIG. 60, this neuroforaminal compression 
dressing may be percutaneously held tightly in place against 
the resected, abraded, or otherwise remodeled Surface (e.g., 
Zygapophysial (facet) joint) 77. In certain embodiments, the 
compression dressing may be either percutaneously remov 
able (as shown in FIGS. 60 and 70), either by pulling the 
dressing through the neural foramen 110, or by the inclusion 
of a biodegradable central component of the dressing, Such 
that the two ends may be removed, with the dressing separat 
ing at its biodegradable portion in the middle. Other varia 
tions such a compression dressing include a totally implanted 
and completely biodegradable dressing, as illustrated in FIG. 
72a or b. FIG. 72a also illustrates the transverse processes. 
0208 FIGS. 46-56 and 60, and FIGS. 63-70 illustrate mid 
line or paramedian approaches to percutaneous placement of 
a neuroforaminal compression device (e.g., percutaneous 
retention compression dressing or tissue remodeling strap) 
155 that is wrapped around the facet complex 12 and retracts 
the posterior aspect of the neural foramina, effectively dilat 
ing the space available for the neural and vascular structures. 
FIGS. 67a and b illustrate the first steps in a posterior lateral 
neuroforaminal approach to placement of a compression ele 
ment (Subsequent steps would share similarities with the 
approach illustrated in FIGS. 46-56 and 60). A grasper, loop 
or hook 146 can be for grabbing an end of the guidewire. 
0209. An additional embodiment of the method and appa 
ratus may combine both the working backstop 134 and the 
compression element 150, 155, as illustrated in FIGS. 73 and 
74. In these illustrations, the compression element 150, 155 
serves to keep the working barrier 134 in proper position. 
Subsequently, image guidance may be used to guide tools 
used in open or percutaneous procedural approaches to neu 
roforaminal and lateral recess enlargement. The example in 
FIG. 74 illustrates an image guided drill 176 removing a 
portion of the impinging facet complex 12. With the barrier in 
place, possibly further aided by neural stimulation/localiza 
tion capabilities, selective and safe tissue removal may be 
more readily performed. 
0210 FIGS. 75-78 illustrate some of the compression ele 
ment embodiments 150, 155. FIG. 76 also contains an area 
(e.g., a drug depot in a retention strap or compression dress 
ing) 162 for storage of medications for delivery to the tissue 
retracted by the compression element 150, 155. The compres 
sion element can have a locking mechanism that can have a 
first portion 172 that can insert through a second portion. The 
compression element can have a locking mechanism that can 
have a second portion 174 that can receive a first portion 172. 
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0211 FIGS. 79 and 80 demonstrate additional methods 
and apparatus for enlargement of the central spinal canal and 
lateral recess, by retracting the posterior spinal anatomy, in 
particular the ligamentum flavum 10 (FIGS. 79 and 80 illus 
trate translaminar ligamentum 10 retraction), in a further 
posterior direction, away from the dura 46, cauda equina 140, 
nerve roots 62, and dorsal root ganglia. Such a device would 
both serve both to retract the spinal tissue posteriorly, and to 
prevent the posterior elements, particularly the ligamentum 
flavum 10, from buckling anteriorly 138 into the spinal canal 
or lateral recess. FIG. 79 illustrates an apparatus with an 
anchor 126 anterior to or within the ligamentum flavum 10, a 
second (e.g., laminar) anchor 166 posterior to the lamina 122 
(e.g., for posterior retention) and a mechanism for maintain 
ing tension in order to retract the tissues posteriorly, towards 
the lamina 122. FIG.80 illustrates a rivet type device that is 
placed through a hole that has been drilled through the lamina 
122. Such a rivet has an anchor 126 placed anterior to the 
ligamentum flavum 10, which is retracted posteriorly in order 
to enlarge the central spinal canal and/or lateral recess. Spinal 
endoscopy may be used as a tool to place a ligamentum 
flavum 10 retraction system, or in order to confirm that correct 
placement and efficacy has been achieved. 
0212 Most of the safety issues related to the methods and 
apparatus described herein are similar to those associated 
with any Surgical procedure, e.g., infection and/or bleeding. 
Some safety issues are more specific to Surgery in and around 
the spine or spinal cord, and are therefore given special con 
sideration below. These generally relate to spinal nerve injury. 
Morbidity could result from instruments inadvertently passed 
through the dura mater 46, and creating a cerebrospinal fluid 
leak and/or damaging the cauda equina 140 (below T12-L1) 
or spinal cord (above T12-L1) when entering the epidural 
space 42. Potentially traumatized structures further include 
nerve roots 62, adjacent vasculature, or dorsal root ganglia. 
0213 FIG. 81 are sagittal midline cryosections of the lum 
bar spine, provided courtesy of Wolfgang Rauchning, Md., 
that demonstrate the ligamentum flavum 10 protruding 
("buckling) anteriorly, a potential mechanism for central or 
lateral recess neural or neurovascular impingement. The liga 
mentum flavum 10 is a potential target for abrasive tissue 
resection using the herein described methods and apparatus. 
0214 FIGS. 82.83, 84,85, 87 illustrate preferred embodi 
ments of the protective cover or sheath for the abrasion ele 
ment, in which the abrasive surface is covered 98 and the 
backside of the abrasive element may also be shielded 48, to 
prevent tissue damage in areas where tissue abrasion is not 
intended. The abrasive element's protective cover 6 is ideally 
shaped to provide optimal protection of Vulnerable tissues, at 
the same time maintaining both a very small profile, for easy 
threading of the stenotic neural foramen 110; and atraumatic 
edges (e.g. rounded), in order to prevent cutting of or trauma 
to neural, vascular or other tissue during placement, use or 
removal of the device. For example, in certain preferred 
embodiments, the abrasion device may be tubular (FIG. 82), 
with an opening over the tissue to be abraded; or may be flat 
(FIGS. 83, 84, 85, 87) with atraumatic railings or tracks that 
facilitate passage of the abrasion element, abrasion Surface 
cover, or other instruments. Side channels 82 (e.g., the edge of 
the backing for the abrasive element), through which the 
edges of the abrasion element may be maintained or held but 
are able to slide freely may be of an atraumatic shape. Said 
side channels may also hold the protective cover 94 for the 
abrasive side of the abrasion element 14. Note that neural 
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stimulation and localization may be performed through a 
conductive element 86 in the back cover, the front cover (e.g., 
a strap tension element 170), or in the abrasive side of the 
abrasive element itself 14. Both free ends of the device, as 
well as the ends of the optional protective sheath or cover, are 
positioned external to the patient for manipulation by a medi 
cal practitioner. 
0215 FIG. 84 show a similar protective cover and abrasive 
element configuration to that described in FIG. 83, this time 
with neural stimulation element 92 only illustrated in the 
non-abrasive (e.g., non-working) side of the apparatus (e.g., 
protective cover). In addition, FIGS. 84e and 84fshow that the 
abrasive element 14 has been replaced by an alternative ele 
ment for drug deposition 88 (e.g., a drug depot strip for 
insertion into the compression strap, working backstop or 
barrier device; a retention strap or belt, or a compression 
bridge), and/or to serve as part of the compression dressing, 
when the elements are left under tension against the abraded 
Surface, after the operative procedure. 
0216 FIG. 85 illustrate an additional similar embodiment 
of the abrasive element 14 with protective covers 94.96: the 
removable cover 94 for the abrasive (i.e., working) side of the 
of the abrasive element, and the protective working barrier 96 
(i.e., the working backstop) for the abrasive element. This 
time, no neural stimulation elements are illustrated. 
0217 Referring now to FIGS. 86 and 87, cross sections 
through the abrasive apparatus are illustrated. The abrasive 
element 14 is seen, housed within the protective covers. As 
shown, the abrasion element may, for example, be structured 
as a thin belt or ribbon, with an abrasive 102 and/or cutting 
surface 100 on one of its sides. The cutting surface 100 can be 
an abrasive Surface of the apparatus with a miniature blade 
design. The abrasive surface 102 can be anabrasive surface of 
the apparatus with a sandpaper design. The abrasive element 
7 may exist in a variety of shapes, ranging from flat to curved; 
from narrow to wide; and from a solid to perforated. The 
abrasive Surface of the abrasive element may, in one variation, 
contain deep grooves 118 or perforations for the transport, 
collection and removal of (tissue) debris away from the opera 
tive site. Alternatively, the pattern of abrasive may be 
designed to control the direction and speed of movement of 
the Surface across the tissue to be abraded (e.g. deep grooves 
118, at a diagonal to the edge of the straps, may be used to 
facilitate lateral movement of the abrasive element). The 
width and shape of the abrasive elements may also be varied, 
in further effort to control the area of tissue to be resected. 
Finally, in one preferred variation, the Surgeon would begin 
with a coarser grade of abrasive material, in order to gain 
more aggressive tissue removal. Sequential use of less and 
less aggressive Surfaces would serve to Smooth the abraded 
tissue Surface, with the aim of creating an atraumatic Surface 
for contact with neurovascular structures. 
0218. Placement of a tissue abrasion device 86 through 
protective sleeve(s) and 48 into position for selective tissue 
removal, brings the abrasive Surface into contact with the 
tissue to be removed. A medical practitioner may remove 
tissue in contact with abrasive surface (FIGS. 87a, b, c) by 
applying a reciprocating or unidirectional motion to the ends 
of device 86 exterior to the patient. In one variation, a spool or 
reel to reel configuration may be designed that begins with a 
coarse grade of abrasive material, and progresses towards less 
abrasive materials as the spool or reel unwinds. 
0219. In one variation, the device includes a compression 
dressing as illustrated in the percutaneous embodiment 
described above in FIGS. 60 and 61. Following neuroforami 
nal and lateral recess enlargement, it may be advantageous to 
leave, as a Surgical dressing, a belt or ribbon pulled tightly 
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against the abraded tissue Surface. It is expected that a com 
pression dressing will enhance hemostasis, promote healing 
and promote Subsequent tissue remodeling with the neural 
foramen 110 widely open. Furthermore, the surgical dressing 
would provide a barrier to trap tissue debris away from neural 
or neurovascular structures, while providing an optional tech 
nique for delivering medication, possibly as a depot, to the 
operative site. The dressing would also present a smooth 
surface towards the nerve root 62 in the immediate post 
operative period. 
0220. The neuroforaminal compression dressing may, in 
one preferred embodiment, comprise the optional protective 
sheath, percutaneously held tightly in place against the 
abraded Surface, after the abrasive apparatus has been 
removed from its lumen, for a period of time. Alternatively or 
additionally, a separate percutaneously removable compres 
sion dressing may be placed following tissue abrasion. The 
abrasive material may be followed by a length of compression 
dressing material on the same reel or spool, or a Subsequent 
reel or spool. Alternatively, a compression dressing may be 
delivered through the neural foramen 110 as a separate ele 
ment. The compression element may also be used to deliver 
medications or other bioactive components (e.g. steroid, bio 
degradable adhesion barriers, etc.), to the Surgical site. The 
compression dressing material may be, in one variation, par 
tially or completely biodegradable. An entirely biodegradable 
compression dressing may be placed tightly against the 
abraded surface, and left completely implanted following the 
procedure. 
0221) Whether placing the apparatus with an epidural 
needle 2: through the working channel of an epidural needle 
e.g. 50; with an epidural endoscope; or during an open Surgi 
cal procedure; image guidance may be used to facilitate safe 
and accurate placement. If the epidural needle 2 has been 
replaced by, or converted to, an endoscope, direct visualiza 
tion of the epidural space 42 may be accomplished. In this 
case, as illustrated in FIGS. 88-99, the clear tip of the fiberop 
tic scope will facilitate visualization through the fat present in 
the epidural space 42. The fiberoptic cable may be rigid or 
flexible. The endoscope fiberoptic cable tip may be straight or 
angled, with the flat surface of its distal tip 66 perpendicular 
(0°, for straight ahead viewing) or at an angle (e.g. 30°, 45°, or 
60°). The cannula orportal (e.g., an epidural endoscope) may 
be closed at its tip or end 76, as in FIGS. 88-99, covering and 
protecting the distal end of the fiberoptic cable with a clear tip 
74 which may be solid, fluid, or gas filled, potentially sized 
and shaped to expand the area of viewing within the fat filled 
epidural space 42. Additionally the endoscope or “needle 
Scope' may contain an additional channel or space for influ 
sion of fluid into the epidural space 42, in order to facilitate 
visualization, to create a space for visualization, and/or to 
decrease bleeding by increasing pressure, towards or above 
venous pressure, within the viewing area. 
0222 FIGS. 88 through99 illustrate several embodiments 
of closed tip portals for epidural fiberoptic visualization. 
Some description of these portals may be found in the text 
above. Basically, the portals show several preferred variations 
of designs that enable visualization through the fat that exists 
in the epidural space 42. The clear tips of the portals may be 
Solid and clear, or may contain air or clear liquid. The Volume 
of the tip creates a space for improved perspective during 
visualization. 
0223 Referring now to FIG. 88, a hockey stick shaped 
portal facilitates steering of the portal by rotation of the 
device. Such a design may be used with a flexible, partially 
flexible, or rigid fiberoptic element 64. Besides steering the 
portal tip, the fiberoptic element may be rotated separately in 
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order to direct visualization, when angled scope tips are used 
(e.g. 30°, 45°. 60). Alternative embodiments, as illustrated in 
FIG. 92, may allow the flexible neck (i.e., tip) 72 of the 
instrument (e.g., the clear tipped epidural endoscope portal) 
to be steered. FIGS. 94-96, 98, and 99 illustrate means of 
delivering tools along with the epidural endoscopic portals. 
Finally, FIG.97 show a couple of different shapes of the many 
possible variations that may be helpful in improving visual 
ization and access to the central canal, lateral recesses, neural 
foramen 110 and posterior annulus of the spine. 
0224 Many of the safety issues related to the methods and 
apparatus described herein are similar to those associated 
with any Surgical procedure, e.g., infection and/or bleeding. 
Some safety issues are more specific to Surgery in and around 
the spine or spinal cord, and are therefore given special con 
sideration below. These generally relate to spinal neural and 
neurovascular injury. Central Nervous System injury could 
result from instruments inadvertently traumatizing the dura 
mater 46 when entering the epidural space 42, injuring the 
nerve root(s) 62, the adjacent vasculature, or the dorsal root 
ganglion as the apparatus is advanced and utilized towards 
and through the neural foramen 110. 
0225. Several techniques may be used to reduce a risk of 
dural, neural or neurovascular injury, including potentially 
traumatizing structures including nerve roots 62, adjacent 
vasculature, or dorsal root ganglia. For example, the tissue 
alteration (e.g., abrasion) devices may be placed under direct 
visualization when utilizing an open Surgical approach or 
technique. Likewise, image guidance may be provided during 
placement or to confirm correct placement. Candidate image 
guidance techniques include fluoroscopy, fluoroscopy alone, 
fluoroscopy with additional technology for triangulation and 
tracking of instruments (e.g. infrared, RF, etc.), MRI, CT, 
OCT, ultrasound, etc. Catheters or guidewires may include 
their own image guidance capabilities such as catheter or 
guidewire-based image guidance, e.g., fiberoptic visualiza 
tion, catheter-based ultrasound, catheter-based MRI, optical 
tomography, etc. Alternatively or additionally, endoscopic 
visualization may be utilized (e.g. flexible fiberoptic endo 
Scope as in Epiduroscope, or via rigid Surgical endoscopes), 
during placement and/or post-placement confirmation of cor 
rect placement. 
0226. In addition to epidural endoscopy, image guidance 
may be combined with the use of straight, curved, or steerable 
guidewires for the proper placement of the neuroforaminal 
abrasive element. Placement may be achieved percutane 
ously or through a Surgical incision. Such a device may be 
implanted as an adjunct to an open Surgical procedure(s); as 
an adjunct to an endoscopic Surgical procedure(s); or as a 
separate open, image-guided percutaneous or endoscopic 
Surgical procedure. Percutaneous approaches will enable the 
Surgeon to perform the procedure under local anesthetic in 
awake or sedated patients, if desired. As discussed, nerve 
stimulation and localization capabilities may be added to the 
device in order to enable the surgeon to more safely perform 
the procedure in an anesthetized, but un-paralyzed patient. 
0227. It is expected that the apparatus and methods of the 
present invention will facilitate a minimally invasive 
approach to the selective elimination (e.g., alteration, abla 
tion, removal) of pathological spinal tissue, thereby enabling 
symptomatic relief in patients suffering from spinal Stenosis. 
Spinal neural and neurovascular impingement cause tremen 
dous pain and disability, with symptoms that include back and 
leg pain, weakness, and decreased sensation. Neuralischemia 
and injury caused by compression and inflammation may 
result in a wide range of symptoms or degrees of nerve dam 
age. Symptoms range in severity from mild to severe, and 
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from intermittent to permanent. For example, neurogenic 
claudication, which is exacerbated by back extension (as 
occurs when one stands erect and places the spine in exten 
sion), may be mild or severe. Symptoms of neurogenic clau 
dication are usually improved by changes in posture that lead 
to back flexion, such as sitting. The most severe cases of 
spinal Stenosis may lead to permanent neurological damage, 
including the possibility of the development of cauda equina 
syndrome. 
0228 Spine surgeons lack safe and effective techniques or 
tools to minimally invasively or percutaneously reduce neural 
and neurovascular impingement in the spine, while minimiz 
ing collateral tissue damage. It is expected that the apparatus 
and methods of the present invention may be utilized for 
lateral recess and neuroforaminal enlargement to provide 
adequate bone and soft tissue resection, while reducing 
unnecessary destruction of functional bone, ligament or 
muscle in order to gain access to the tissues to be resected or 
modified. 
0229 Because critical neural and neurovascular structures 
are in close proximity to the areas where Surgical manipula 
tion, dissection, resection, ablation and remodeling would be 
therapeutically valuable in the spine, safety at each step in the 
procedure is of critical importance in order to avoid disabling 
neurological damage to the patient. For this reason, safety 
measures, such as working barriers and nerve localization via 
an integrated nerve stimulator, are described. 
0230. Although preferred illustrative embodiments of the 
present invention are described hereinabove, it will be appar 
ent to those skilled in the art that various changes and modi 
fications may be made thereto without departing from the 
invention. It is intended in the appended claims to cover all 
Such changes and modifications that fall within the true spirit 
and scope of the invention. 
What is claimed is: 
1. A method for treating spinal Stenosis, the method com 

prising: 
advancing a wire from a first point outside of a patient and 

through at least one of the patient's lateral recess, spinal 
neural foramina, or central canal of the spine, around at 
least part of a target tissue, and passing the distal end of 
the wire out of the patient from a second point, whereby 
both ends of the wire are external to the patient; 

visually confirming that the spinal nerve nearest the target 
tissue is positioned anterior to the path of the wire using 
an image guidance member; 

positioning a tissue modification device adjacent to the 
target tissue using the wire; and 

modifying the target tissue with the tissue modification 
device. 

2. The method of claim 1, wherein the step of visually 
confirming comprises Visualizing using an image guidance 
member configured as a fiberoptic. 

3. The method of claim 1, wherein the step of visually 
confirming comprises visually using an image guidance 
member configured for optical tomography, infrared or ultra 
Sound. 

4. The method of claim 1, wherein the step of visually 
confirming comprises Visualizing using an image guidance 
member having a tip configured to create a space for 
improved perspective during visualization. 

5. The method of claim 1, wherein the step of visually 
confirming comprises advancing the image guidance member 
within the patient's epidural space along the same pathway 
through the patient as the wire. 
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6. The method of claim 1, wherein the step of advancing the 
wire comprises advancing the wire from the first pointlocated 
laterally on the side of the patient's body so that the wire exits 
from the second point located dorsally on the side of the 
patient's body. 

7. The method of claim 1, wherein the step of advancing the 
wire comprises advancing the wire from the first pointlocated 
dorsally, on the back of the patient's body so that the wire 
exits from the second point located laterally on the side of the 
patient's body. 

8. The method of claim 1, wherein the step of advancing the 
wire comprises percutaneously advancing the wire. 

9. The method of claim 1, wherein the step of modifying 
the target anatomy tissue comprises using a tissue modifica 
tion device selected from the group consisting of a radiofre 
quency device, a rasp, a ronguer, a grasper, a burr, a sander, a 
drill, a shaver, and an abrasive device. 

10. The method of claim 1, wherein the step of visually 
confirming that the spinal nerves are positioned anterior to the 
path of the wire comprises visually confirming that the path 
way of the wire passes posterior to the spinal nerve root or 
ganglion nearest the pathway of the wire. 

11. The method of claim 1, wherein the step of visually 
confirming that the spinal nerves are positioned anterior to the 
path of the wire is performed before passing the distal end of 
the wire out of the patient from the second point. 

12. The method of claim 1, further comprising advancing a 
tissue access instrument into the patient from the first point 
towards the target tissue; wherein the step of advancing the 
wire comprises passing the wire through the tissue access 
instrument. 

13. The method of claim 11, wherein the step of visually 
confirming that the spinal nerve nearest the target tissue is 
positioned anterior to the path of the wire comprises advanc 
ing the image guidance member through the tissue access 
instrument. 

14. A method of treating spinal Stenosis, the method com 
prising: 

advancing a guidewire from a first point outside of a 
patient, towards a target tissue, through a spinal neural 
foramina and around at least part of the target tissue, and 
passing the distal end of the guidewire out of the patient 
from a second point, whereby both ends of the guidewire 
are external to the patient; 

advancing an image guidance member towards the target 
tissue along the same pathway through the patient as the 
guidewire; 

visually confirming that the pathway of the guidewire 
through the patient passes anterior to the facet joint 
complex but posterior to the nerve root organglion near 
est the target tissue; 

positioning a tissue modification device adjacent to the 
target tissue using the guidewire; and 

modifying the target tissue with the tissue modification 
device. 

15. The method of claim 14, wherein the step of visually 
confirming comprises Visualizing using an image guidance 
member configured as a fiberoptic. 

16. The method of claim 14, wherein the step of visually 
confirming comprises Visualizing using an image guidance 
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member having a tip configured to create a space for 
improved perspective during visualization. 

17. The method of claim 14, wherein the step of advancing 
the guidewire comprises percutaneously advancing the 
guidewire. 

18. The method of claim 14, wherein the step of visually 
confirming that the pathway of the guidewire through the 
patient passes anterior to the facet joint complex but posterior 
to the nerve root or ganglion nearest the target tissue is per 
formed before passing the distal end of the guidewire out of 
the patient from the second point. 

19. The method of claim 14, wherein the step of advancing 
the guidewire comprises advancing a tissue access instrument 
into the patient from the first point towards the target tissue 
and passing the guidewire through the tissue access instru 
ment. 

20. A method of treating spinal Stenosis, the method com 
prising: 

advancing a tissue access instrument into the patient from 
a first point outside of the patient and towards a spinal 
neural foramen; 

advancing a wire through the tissue access instrument, 
towards a target tissue, through the spinal neural 
foramina and around at least part of the target tissue, and 
passing the distal end of the guidewire out of the patient 
from a second point, whereby both ends of the wire are 
external to the patient; 

advancing an image guidance member along the tissue 
access instrument towards the target tissue; 

visually confirming that the pathway of the wire through 
the patient passes anterior to the facet joint complex but 
posterior to the nerve root organglion nearest the target 
tissue; 

positioning a tissue modification device adjacent to the 
target tissue using the guidewire; and 

modifying the target tissue with the tissue modification 
device. 

21. A method of treating spinal Stenosis, the method com 
prising: 

advancing a tissue access instrument into the patient from 
a first point outside of the patient and towards a spinal 
neural foramen; 

visually confirming that the pathway of the tissue access 
instrument through the patient passes anterior to the 
facet joint complex but posterior to the nerve root or 
ganglion nearest the target tissue; 

advancing a wire through the tissue access instrument, 
towards a target tissue, through the spinal neural 
foramina and around at least part of the target tissue, and 
passing the distal end of the guidewire out of the patient 
from a second point, whereby both ends of the wire are 
external to the patient; 

positioning a tissue modification device adjacent to the 
target tissue using the guidewire; and 

modifying the target tissue with the tissue modification 
device. 

22. The method of claim 21, further comprising the step of 
advancing an image guidance member along the tissue access 
instrument towards the target tissue. 
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