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ELECTROCAUTERY RHIZOTOMY USING
WANDING OF ENERGIZED
ELECTROCAUTERY PROBE

CROSS-REFERENCE TO RELATED
APPLICATIONS

This application is a continuation of U.S. application Ser.
No. 18/488,849, filed Oct. 17, 2023, which claims benefit of
U.S. Provisional App. No. 63/440,342, filed Jan. 20, 2023,
which is hereby incorporated by reference herein in its
entirety.

TECHNICAL FIELD

This document relates generally to thermal ablation sys-
tems and methods, including but not limited to, improved
systems and methods for performing rhizotomies.

BACKGROUND

As a result of injury or the aging process, joints can
become painful. The pain from a joint is worsened with
movement of the joint. Chronic pain is most often the result
of an overactive sensory nerve at the injured joint. One
manner of treating joints suffering chronic pain includes
thermal ablation.

Thermal ablation involves the creation of temperature
changes sufficient to produce necrosis in a specific target
tissue within a patient and, in this case, particularly at the
joint. The target tissue for treatment of joint pain is the
sensory nerve. A significant challenge in ablation therapy is
to provide adequate treatment to the targeted tissue while
sparing the surrounding tissue structures from injury. An
additional challenge with common ablation procedures and
associated medical devices is that the effect of the treatment
is temporary, e.g., lasting between six to twelve months and
must be repeated for longer term pain relief.

RF ablation uses electrical energy transmitted into a target
volume through an electrode to generate heat in the area of
the electrode tip. The radio waves emanate from a non-
insulated distal portion of the electrode tip. The introduced
radiofrequency energy causes molecular strain, or ionic
agitation, in the area surrounding the electrode as the current
flows from the electrode tip to ground. The resulting strain
causes the temperature in the area surrounding the electrode
tip to rise.

At least some current ablation procedures employ an
elongated RF needle that is inserted percutaneously and
navigated to a location adjacent a target nerve. In various
procedures, access to a target nerve may be limited (e.g.,
limited to a restricted angular range) and/or locating the
probe in close proximity to the nerve may only be roughly
approximated, thereby raising significant challenges in
directing the field generated by the probe at the target nerve
to provide optimal clinical outcomes. Additionally, anatomi-
cal variations of the nerve location relative to anatomical
landmarks can compound the issue of locating and ablating
the nerve of interest.

For example, a known rhizotomy procedure uses a small
needle directed to the nerves at a facet joint between
vertebrae. The needle is very flexible, and is inserted to a
pinpoint target using a stylus. The stylus may be removed
and then the energy may be applied at the pinpoint target to
ablate the tissue around the needle point. However, the
location of targeted nerves can vary from patient-to-patient,
making it difficult to conclude with certainty that the pin-
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point target includes the nerves to be ablated. Another
problem with known rhizotomy procedures is that the needle
needs to be removed and reinserted into the patient to a
different pinpoint target to target a different nerve.

SUMMARY

An electrocautery probe is employed for cautery ablation
and transection of a target nerve in a rhizotomy procedure.
Ablation includes thermally burning. Transecting includes
cutting to section and/or divide. The electrocautery probe
and method have a number of advantages over methods
employing typical RF ablation. The electrocautery probe has
an increased size, rigidity, and power output relative to prior
RF ablation tools. A methods using such probe is provided
having improved clinical outcomes. The surgeon moves the
distal tip of the probe while the probe is energized and
proximate the target nerve. This increases the likelihood the
nerve will be efficaciously affected by the RF energy deliv-
ered by the probe. The probe is preferably “wanded” (e.g.,
operated like wand) to displace the distal tip throughout a
wanded area, i.e., about various locations in and above a
surface area where the targeted nerve is expected to be. For
some joints, the wanded area may be in the range of 50-1000
mm?; for other joints the wanded area may be significantly
smaller, and as small as 10 mm?>. In all cases, the wanded
area is larger than the treatment areas of standard RF needle
probe ablation, which is typically approximately no more
than 4 mm® Additionally, the increased size and power
output of the electrocautery probe delivers energy to a larger
field or zone of tissue. Further, the probe and tip have a
sufficiently small size such that it can be advanced percu-
taneously and navigated to the treatment location under
imaging.

By way of example, a dorsal ramus rhizotomy procedure
may be performed by wanding the tip of the probe along
vertebrae near a facet joint where the dorsal ramus is
expected to be. For example, the tip of the probe may be
moved along the transverse process to the pedicle to ablate
and optimally transect the medial branch of the dorsal ramus
adjacent the facet joint.

The effect of these advantages of employing an electro-
cautery probe in, e.g., a dorsal ramus rhizotomy may be to
denervate the target nerve for a longer period of time and
potentially permanently in the case the probe transects the
target nerve preventing it from regenerating over time.
When the target nerve is destroyed, pain at the joint is
reduced and movement of the joint is facilitated. Joint
movement promotes an active and healthy lifestyle.

An example (e.g., “Example 17) of a method for perform-
ing a rhizotomy may include creating an incision in a body
of a patient, directing an electrocautery probe through the
incision, navigating a distal tip of the probe to a location
adjacent a target nerve, energizing the probe to deliver radio
frequency (RF) energy to the target nerve, and moving the
distal tip of the probe in a plurality of directions while the
probe is energized to direct the RF energy at the target nerve.

In Example 2, the subject matter of Example 1 may
optionally be carried out by inserting the probe in a percu-
taneous minimally invasive manner.

In Example 3, the subject matter of any one of Examples
1-2 may optionally be configured such that the incision in
the body of the patient is made with the energized electro-
cautery probe.

In Example 4, the subject matter of Examples 1-3 may
optionally be carried out with the probe navigated through
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the incision to the location adjacent the target nerve and in
the plurality of directions under imaging; such imaging may
be via fluoroscopy.

In Example 5, the subject matter of any of Examples 1-4
may optionally be carried out such that the plurality of
directions be in three dimensions. In Example 5, it is
preferred that the probe be moved along a boney surface, as
well as above the boney surface, in the location adjacent a
joint capsule.

In Example 6, the subject matter of any of Examples 1-5
may optionally be carried out such that movement of the
probe, in conjunction with the delivered RF energy, operate
to transect the target nerve.

In Example 7, the subject matter of any of Examples 1-6
is carried out to target a sensory branch nerve immediately
outside the joint before the nerve enters the joint capsule to
innervate the joint.

In Example 8, the subject matter of any one of Examples
1-7 may optionally be configured such that the boney
surface includes a vertebra of a spine.

In Example 9, the subject matter of Example 8 may
optionally be configured such that the vertebra includes
vertebra in a lumbar region of the spine.

In Example 10, the subject matter of Example 8 may
optionally be configured such that the vertebra includes
vertebra in a cervical region of the spine.

In Example 11, the subject matter of Example 8 may
optionally be configured such that the vertebra includes
vertebra in a thoracic region of the spine.

In Example 12, the subject matter of any one of Examples
1-11 may optionally be carried out such that the target nerve
is a medial branch of a dorsal ramus that passes along a
transverse process to innervate a facet joint in a spine, and
moving the distal tip includes wanding the distal tip along
the transverse process to a pedicle to ablate, and more
preferably transect, the medial branch of the dorsal ramus.

In Example 13, the subject matter of Example 12, the
target nerve is ablated and more preferably transected at a
location between a root of the nerve and a facet joint
synovium; ablation preferably occurs outside of the facet
joint synovium.

In Example 14, the subject matter of any of Examples 1-6
may optionally be carried out such that the target nerve is a
nerve that runs along a sacrum.

In Example 15, the subject matter of any of Examples 1-6
may optionally be carried out such that the target nerve is a
nerve that runs along a sacroiliac joint.

In Example 16, the subject matter of any one of Examples
1-15 may optionally be carried out such that moving the
distal tip of the probe comprises moving the distal tip
laterally, medially, rostrally, caudally, and/or along a facet
joint.

In Example 17, the subject matter of any one of Examples
1-15 may optionally be carried out such that moving the
distal tip of the probe comprises moving the distal tip
laterally-to-medially and/or medially-to-laterally.

In Example 18, the subject matter of any one of Examples
1-15 may optionally be carried out such that moving the
distal tip of the probe comprises moving the distal tip of the
probe rostrally-to-caudally and/or caudally-to-rostrally.

In Example 19, the subject matter of any one of Examples
1-6 may optionally be carried out such that the target nerve
is a sensory nerve innervating a joint of an extremity, and
moving the distal tip includes causing the distal tip to
transect the nerve.
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In Example 20, the subject matter of any one of Examples
1-6 may be carried out such that the target nerve is a sensory
nerve innervating a shoulder joint.

In Example 21, the subject matter of Example 20 may be
carried out such that the target nerve includes one or more
of the following sensory nerves: an articular branch of the
suprascapular nerve, an articular branch of the axillary
nerve, an articular branch of the lateral pectoral nerve, and
an articular branch of the subscapular nerve.

In Example 22, the subject matter of Example 20 may be
carried out such that the probe is moved along a boney
surface comprising a posterior neck of a scapula at a base of
a glenoid extending in a superior-to-inferior and/or interior-
to-superior direction, and lateral to a spinoglenoid notch.

In Example 23, the subject matter of any one of Examples
1-6 may be carried out such that the target nerve is a sensory
nerve innervating a sacroiliac joint.

In Example 24, the subject matter of Example 23 may be
carried out such that the target nerve includes at least one of
the dorsal ramus branch nerves extending between the S1.
S2, S3 and S4 posterior foramen and the sacroiliac joint they
innervate; and the L5 dorsal ramus nerve.

In Example 25, the subject matter of Example 23, carried
out such that the probe is moved along at least one of a
sacrum lateral to the S1, S2, S3 and S4 posterior foramen
towards a sacroiliac joint between the posterior foramen and
the sacroiliac joint they innervate; and a posterior sacrum.

In Example 26, the subject matter of any one of Examples
1-6 may be carried out such that the target nerve is a sensory
nerve innervating the hip joint.

In Example 27, the subject matter of Example 26 is
configured such that the target nerve includes one or more of
the following sensory nerves: an articular branch of the
femoral nerve, an articular branch of the obturator nerve, an
articular branch of the superior gluteal nerve, and an articu-
lar branch of the nerve to the quadratus femoris.

In Example 28, the subject matter of Example 26, carried
out such that the probe is moved along a boney surface
comprising at least one of a bone surface inferomedial to the
anterior inferior iliac spine along the superior rim of the
acetabulum exterior to a joint capsule; the bone surface at
the junction of the pubic and iliac bones in the region of the
“teardrop,” as well as the bone surface immediately inferior
to the teardrop; and posterior along the acetabulum proximal
to the joint labrum.

In Example 29, the subject matter of any one of Examples
1-6 may be carried out such that the target nerve is a sensory
nerve innervating the knee joint.

In Example 30, the subject matter of Example 29 is
configured such that the target nerve includes one or more of
the following sensory nerves: a superolateral genicular
nerve, a superomedial genicular nerve, and an inferomedial
genicular nerve.

In Example 31, the subject matter of Example 29, carried
out such that the probe is moved along a bone surface
comprising at least one of a junction of a femoral shaft and
a lateral femoral condyle; a junction of the femoral shaft and
a medial femoral condyle; and a tibial shaft and a medial
tibial tubercle.

In Example 32, the subject matter of any one of Examples
1-31 may optionally be configured such that the electrocau-
tery probe comprises shovel shaped distal tip.

In Example 33, the subject matter of Example 31 may
optionally be configured such that the shovel shaped distal
tip comprises a blunt curved distal end.
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In Example 34, the subject matter of Example 31 may
optionally be configured such that the shovel shaped distal
tip comprises a beveled surface.

In Example 35, the subject matter of Example 34 may
optionally be configured such that navigating the distal tip
comprises employing the beveled surface of the distal tip to
turn the distal tip away from the beveled surface.

In Example 36, the subject matter of any one of Examples
1-35 may optionally be configured such that the distal tip of
the electrocautery probe comprises a cross-section having a
major dimension that is greater than approximately 3 mil-
limeters (0.118 inches).

In Example 37, the subject matter of any one of Examples
1-35 may optionally be configured such that the distal tip of
the electrocautery probe has a shaft with a diameter between
3 mm and 6 mm.

In Example 38, the subject matter of any one of Examples
1-35 may optionally be configured such that the distal tip of
the electrocautery probe has a shaft with a diameter between
3 mm and 5 mm.

In Example 39, the subject matter of any one of Examples
1-38 may optionally be configured such that a portion of the
electrocautery probe adjacent the distal tip is at least par-
tially covered with a guard.

In Example 40, the subject matter of Example 39 may
optionally be configured such that the guard comprises a
polymer.

In Example 41, the subject matter of any one of Examples
39-40 may optionally be configured such that the guard is
formed from a material to resist deformation from heat and
motion during when the probe is energized and the distal tip
is moved.

In Example 42, the subject matter of any one of Examples
39-41 may optionally be configured such that the guard has
a tapered end to resist deformation from motion.

In Example 43, the subject matter of any one of Examples
39-42 may optionally be configured such that the distal tip
includes exposed metal with a length of between 3 mm to 7
mm beyond the guard.

In Example 44, the subject matter of any one of Examples
1-43 may optionally be configured such that the probe
includes a shaft with the distal tip, wherein the distal tip is
tapered.

In Example 45, the subject matter of any one of Examples
1-44 may optionally be configured such that the probe
includes a shaft with an electrical conductor for delivering
electrical energy to the distal tip when the probe is ener-
gized, wherein the moving the distal tip includes wanding
the shaft of the probe while energizing the probe, wherein
the shaft is sufficiently stiff to resist deformation when the
shaft is wanded to move the distal tip of the probe.

In Example 46, the subject matter of Example 45 may
optionally be configured such that the electrical conductor
enables the shaft to be sufficiently stiff to resist deformation.

In Example 47, the subject matter of any one of Examples
1-46 may optionally be configured such that energizing the
probe comprises energizing the probe in a range over 100
Watts.

In Example 48, the subject matter of any one of Examples
1-47 may optionally be configured such that energizing the
probe comprises energizing the probe to a temperature over
100 C.

In Example 49, the subject matter of any one of Examples
1-48 may optionally be configured such that energizing the
probe comprises energizing the probe to a temperature
within a range between 150 C and 1250 C.
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In Example 50, the subject matter of Example 49 may
optionally be configured such that energizing the probe
comprises energizing the probe to a temperature within a
range between 250 C and 1000 C.

In Example 51, the subject matter of any one of Examples
1-50 may optionally be configured such that energizing the
probe comprises energizing the probe with sufficient energy
to coagulate or vaporize without charring tissue.

In Example 52, the subject matter of any one of Examples
1-51 may optionally be configured such that energizing the
probe comprises energizing the probe to deliver RF energy
to the target nerve for a time period in a range from
approximately 5 seconds to approximately 10 seconds.

In Example 53, the subject matter of any one of Examples
1-52 may optionally be configured to further include navi-
gating a needle to the location adjacent the target nerve, and
delivering medicine through the needle to the location
adjacent the target nerve.

In Example 54, the subject matter of Example 53 may
optionally be configured such that the medicine comprises at
least one of a local anesthetic and an anti-inflammatory
medicine.

In Example 55, the subject matter of Example 54 may
optionally be configured such that the medicine comprises at
least one of novocaine or procaine (Novocain), bupivacaine
(Marcaine), and methylprednisolone (Depo-Medrol).

In Example 56, the subject matter of Example 45 may
optionally be configured such that the medicine comprises a
combination of novocaine, bupivacaine, and methylpred-
nisolone.

In Example 57, the subject matter of any one of Examples
1-53 may optionally be configured such that the electrocau-
tery probe is cannulated having a lumen extending along a
longitudinal axis of the probe from near a proximal end to
near the distal tip.

In Example 58, the subject matter of Example 57 may
optionally be configured to further include delivering medi-
cine through the lumen of the cannulated electrocautery
probe to the location adjacent the target nerve.

In Example 59, the subject matter of Examples 58 may
optionally be configured such that the medicine comprises at
least one of a local anesthetic and an anti-inflammatory
medicine.

In Example 60, the subject matter of Example 59 may
optionally be configured such that the medicine comprises at
least one of novocaine, bupivacaine, and methylpredniso-
lone.

In Example 61, the subject matter of Example 60 may
optionally be configured such that the medicine comprises a
combination of novocaine, bupivacaine, and methylpred-
nisolone.

In Example 62, the subject matter of either Examples 53
or 57 may optionally be configured such that the target nerve
is a medial branch of the dorsal ramus.

In Example 63, the subject matter of Example 62 may
optionally be configured such that the target nerve is the
medial branch of the dorsal ramus at a cervical, thoracic and
lumbar vertebrae.

In Example 64, the subject matter of Example 63 may
optionally be configured such that the target nerve is the
medial branch of the dorsal ramus at or adjacent one of the
C2-3 through the [L.5-S1 facet joints.

In Example 65, the subject matter of Examples 53 or 57
may optionally be configured such that the location adjacent
the target nerve comprises a junction of a transverse process,
a pedicle, and superior facet.
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In Example 66, the subject matter of any of Examples 53
or 57 may optionally be configured such that the that the
location adjacent the target nerve comprises a location
targeting the sensory nerves innervating the shoulder joint.

In Example 67, the subject matter of Example 66 is
carried out such that the location adjacent the target nerve
targets at least one of the following nerves: an articular
branch of the suprascapular nerve, an articular branch of the
axillary nerve, an articular branch of the lateral pectoral
nerve, and an articular branch of the subscapular nerve.

In Example 68, the subject matter of Example 66 is
carried out such that the location adjacent the target nerve is
along a posterior neck of a scapula at a base of a glenoid
extending in a superior-to-inferior, and/or interior-to-supe-
rior, direction, and lateral to a spinoglenoid notch.

In Example 69, the subject matter of any of Examples 53
or 57 may optionally be configured such that the that the
location adjacent the target nerve comprises a location
targeting the sensory nerves innervating the sacroiliac joint.

In Example 70, the subject matter of Example 69 is
carried out such that the location adjacent the target nerve
targets at least one of the following nerves: the dorsal ramus
branch nerves extending between the S1, S2, S3 and S4
posterior foramen and the sacroiliac joint they innervate; and
the LS dorsal ramus nerve.

In Example 71, the subject matter of Example 69 is
carried out such that the location adjacent the target nerve is
along at least one of a sacrum lateral to the S1, S2, S3 and
S4 posterior foramen towards a sacroiliac joint between the
posterior foramen and the sacroiliac joint they innervate; and
a posterior sacrum.

In Example 72, the subject matter of any of Examples 53
or 57 may optionally be configured such that the that the
location adjacent the target nerve comprises a location
adjacent a sensory nerve innervating the hip joint.

In Example 73, the subject matter of Example 72 is
carried out such that the location adjacent the target nerve is
adjacent one of the following nerves: an articular branch of
the femoral nerve, an articular branch of the obturator nerve,
an articular branch of the superior gluteal nerve, and an
articular branch of the nerve to the quadratus femoris.

In Example 74, the subject matter of Example 72, carried
out such that the location adjacent the target nerve is at least
one (i) along the bone inferomedial to the anterior inferior
iliac spine along the superior rim of the acetabulum exterior
to the joint capsule, (ii) along the bone surface at the junction
of the pubic and iliac bones in the region of the “teardrop”
as well as the bone surface immediately inferior to the
teardrop. (iii) posterior along the acetabulum proximal to the
joint labrum.

In Example 75, the subject matter of any of Examples 53
or 57 may optionally be configured such that the that the
location adjacent the target nerve comprises a location
adjacent a sensory nerve innervating the knee joint.

In Example 76, the subject matter of Example 75 is
carried out such that the location adjacent the target nerve is
adjacent one of the following nerves: a superolateral gen-
icular nerve, a superomedial genicular nerve, and an infero-
medial genicular nerve.

In Example 77, the subject matter of Example 75, carried
out such that the location adjacent the target nerve is at least
one (i) a junction of a femoral shaft and a lateral femoral
condyle, (ii) a junction of the femoral shaft and a medial
femoral condyle, and (iii) a tibial shaft and a medial tibial
tubercle.

This Summary is an overview of some of the teachings of
the present application and not intended to be an exclusive
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or exhaustive treatment of the present subject matter. Further
details about the present subject matter are found in the
detailed description and appended claims. Other aspects of
the disclosure will be apparent to persons skilled in the art
upon reading and understanding the following detailed
description and viewing the drawings that form a part
thereof, each of which are not to be taken in a limiting sense.
The scope of the present disclosure is defined by the
appended claims and their legal equivalents.

BRIEF DESCRIPTION OF THE DRAWINGS

Various embodiments are illustrated by way of example in
the figures of the accompanying drawings. Such embodi-
ments are demonstrative and not intended to be exhaustive
or exclusive embodiments of the present subject matter.

FIG. 1 is a schematic depicting an example medical
system in accordance with the present disclosure.

FIG. 2 is a schematic depicting an example electrocautery
probe in accordance with this disclosure.

FIGS. 3A and 3B are schematics depicting the distal tip of
the example electrocautery probe of FIG. 2.

FIG. 4 is a flowchart depicting an example method in
accord with the disclosure.

FIG. 5 illustrates wanding motion of a cautery probe,
where the distal tip is able to move in any 3D direction.

FIGS. 6 to 10 illustrate distinctions between a conven-
tional radio frequency ablation (RFA) and wanded cautery
rhizotomy procedure as described herein using a model of a
cervical spine.

FIGS. 11 to 16 illustrate distinctions between a conven-
tional radio frequency ablation (RFA) and a wanded cautery
rhizotomy procedure as described herein using a model of a
lumbar spine.

FIG. 17 illustrates target anatomy and the areas of treat-
ment for a wanded cautery rhizotomy procedure on a
sacroiliac joint.

FIGS. 18 to 20 illustrate target anatomy and the areas of
treatment for a wanded cautery rhizotomy procedure on a
shoulder joint, with FIG. 18 illustrating the right anterior
shoulder joint, FIG. 19 illustrating the lateral shoulder joint,
and FIG. 20 illustrating the right posterior shoulder joint.

FIGS. 21 and 22 illustrate target anatomy and the areas of
treatment for a wanded cautery rhizotomy procedure on a
hip joint, with FIG. 21 illustrating the right anterior hip joint,
and FIG. 22 illustrating the right posterior hip joint.

FIGS. 23, 24 and 25 illustrate target anatomy and the
areas of treatment for a wanded cautery rhizotomy proce-
dure on a knee joint, with FIG. 23 illustrating medio-
posterior view of a left knee joint, FIG. 24 illustrating an
anterior view of a left knee joint, and FIG. 25 illustrating a
lateral-anterior view of a left knee joint.

FIG. 26 is a side elevation of a cautery device system,
with handle, needle adapter, and medical vial described
herein.

FIG. 27 is a side elevation view of the cautery device of
the cautery device system.

FIG. 28 is a longitudinal section across the cautery device
of FIG. 27.

FIG. 29 is a top view rotated 90° from the side elevation
of FIG. 27.

FIG. 30 is an enlarged distal end side view of the distal tip
of the cautery device of FIG. 27.

FIG. 31 is an enlarged distal end of the cautery device of
FIG. 27, rotated 90° relative to FIG. 30.

FIG. 32 is an enlarged perspective view of the distal end
of the cautery device of FIG. 27.
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FIG. 33 is an enlarged perspective view of the proximal
end of the cautery device of FIG. 27.

FIG. 34 is an enlarged longitudinal section view of
proximal end of the cautery device.

DETAILED DESCRIPTION

The following description of the present subject matter
refers to the accompanying drawings which show, by way of
illustration, specific aspects, and embodiments in which the
present subject matter may be practiced. These embodi-
ments are described in sufficient detail to enable those
skilled in the art to practice the present subject matter. Other
embodiments may be utilized, and structural, logical, and
electrical changes may be made without departing from the
scope of the present subject matter. References to “an”,
“one”, or “various” embodiments in this disclosure are not
necessarily to the same embodiment, and such references
contemplate more than one embodiment. The following
detailed description is, therefore, not to be taken in a limiting
sense, and the scope is defined only by the appended claims,
along with the full scope of legal equivalents to which such
claims are entitled.

In addition, the drawings depicting anatomy are not
intended to be true depictions of the target nerves, underly-
ing bone structure, and surrounding anatomy. Rather, the
drawings are meant to be mere representations of the type of
treatment that can be performed in both general and specific
locations, and particularly at referenced joints. The drawings
should not be relied upon for the exact or approximate size,
shape or location of treatment areas in relation to the target
nerves.

FIG. 1 is a schematic depicting an exemplar medical
system 100 in accordance with the present disclosure. The
system 100 can be employed in a variety of procedures,
including, for example, in a rhizotomy. In examples, the
system 100 is employed in a dorsal ramus rhizotomy. In an
example dorsal ramus rhizotomy, a patient 102 can be
positioned face down on the table 104 to allow access along
the spine of the patient. The table 104 may be made of
radiolucent materials substantially transparent to x-rays.

System 100 includes an electrosurgical generator 106, an
electrocautery probe 108, and a fluoroscopy system 110. The
electrosurgical generator 106 may be electrically connected
to the electrocautery probe 108. The fluoroscopy system 110
may include a number of different types of fluoroscopy
systems/devices, including, for example an intraoperative
X-ray system configured to produce multiple orthogonal
views of the anatomy of patient 102. For example, the
fluoroscopy system 110 may include an intraoperative X-ray
system configured to produce anterior-posterior, lateral, and
oblique views.

The electrosurgical generator 106 may be a variety of
different types of electric generators that are configured to
generate energy this is delivered through the probe 108 to
patient tissue. The generator 106 may be configured to
generate energy delivered through the probe 108 in the radio
frequency band, e.g., in a frequency range from approxi-
mately 450-500 kHz. The generator 106 may also be con-
figured for closed-loop control of the energy emanating from
the electrocautery probe 108 based on, e.g., temperature. For
example, the probe 108 may include a temperature sensor,
e.g., a thermocouple, to measure the temperature at/around
the site within the body of the patient 102 that is the target
of the treatment. The generator 106 may receive measure-
ments from the temperature sensor and control energy
output based the desired temperature for the electrocautery
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procedure. Data may also be available from the generator
106, e.g., power level and/or impedance, which may also be
used for closed-loop control of the probe 108. The generator
106 and the probe 108 may be configured to operate at and
deliver variable energy. In this manner they can be opti-
mized to perform cutting at a relatively higher first power
and/or first waveform and coagulation at a relatively lower
second power and/or second waveform. Alternatively, a
combination of simultaneous cutting and coagulation can be
achieved via a variable power and/or a variable waveform,
which limits blood loss during cutting. The probe includes or
is coupled to user input controls (e.g., buttons, thumb/finger
wheels, foot pedals, etc.) for operation of the probe 108,
including, e.g., for activating electrical energy generated by
generator 106 and delivered through the probe 108 and an
electrode at the distal tip 204 (FIG. 2).

The generator 106 and the electrocautery probe 108 are
typically configured for monopolar energy delivery to the
target site within the patient 102. However, systems may be
designed for bipolar energy delivery. In instances where the
probe 108 is monopolar, a return electrode pad 112 may be
attached to patient 102 to complete a circuit from the
generator 106, through the probe 108, through a portion of
the patient 102, and back to the generator 106 through the
return electrode 112. In bipolar arrangements, the electro-
cautery probe may include at least one supply and at least
one return electrode to define the electrical circuit that
transmits energy to the target site within patient 102. While
an RF energy generator is preferred, another energy genera-
tor suitable to apply energy at the tip that permits the tip to
transect the target nerve can also be used. One suitable
electrosurgical generator 106 is the ValleyLab Force 2
electrosurgical generator.

While prior rhizotomies are commonly performed with a
small, flexible RF ablation needle at relatively lower abla-
tion energies, the electrocautery probe 108 for conducting
energy to the target location is specifically adapted to deliver
higher energies to target nerves, e.g., the medial branch of
the dorsal ramus at the C2-3 through [.5-S1 facet joints, and
the sensory nerves at the sacroiliac joint, the shoulder, hip,
and knee joints as described hereinbelow, all treatment
locations by way of example only. Employing the electro-
cautery probe 108 can provide a number of advantages over
employing a typical RF ablation needle. The increased size
and power output of the electrocautery probe can facilitate
improved clinical outcomes by allowing the surgeon to
move the distal tip of the probe in vivo adjacent the
approximated location of the target nerve, which increases
the likelihood the nerve will be efficaciously affected by the
RF energy delivered by the probe. Efficacious therapeutic
effect preferably includes transecting the nerve, i.e., cutting
through the both the epinerium and perinerium connective
tissue layers surrounding the nerve fibers within a nerve,
such that the cauterized nerve is permanently prevented
from regrowth. Additionally, the increased size and power
output of the electrocautery probe delivers a larger field or
zone of affected tissue when the probe is energized. Further,
the probe and its distal tip can be moved through tissue and
along nerves while energized.

In some examples, the electrosurgical generator 106 is
configured to energize the electrode using power in a range
from approximately 20 Watts to approximately 60 Watts. In
some examples, the electrosurgical generator 106 is config-
ured to energize the electrode using power in a range from
approximately 20 Watts to approximately 100 Watts. In
some examples, the electrosurgical generator 106 is config-
ured to energize the electrode using power over 100 Watts.



US 12,685,583 B2

11

In some examples, the electrosurgical generator is config-
ured to energize the electrode to be heated to a temperature
over 100 C. In some examples, the temperature is within a
range between 150 C and 1250 C. In some examples, the
temperature is within a range between 250 C and 1000 C.

FIG. 2 is a schematic depicting one example electrocau-
tery probe 108 in accordance with this disclosure. The probe
108 may include a handle 200, a shaft 202, a distal tip 204,
and optionally a lumen 206. In addition, the probe may be
fluidically connected to a source of medication or other
therapeutic agent which can be then be delivered through
lumen 206. As such, the probe 108 provides a single device
that can deliver medication and energy to the target site.

The handle 200 may include user input controls 300. The
input controls 300 may include separate buttons 302, 304 or
other actuators for different energy application for cutting
and/or coagulation. The handle 200 may also include the
fluid connector 306, e.g., in the form of Luer connector.

Referring to FIGS. 2, 3A and 3B, the shaft 202 may
include multiple sheaths, catheters, etc. to form the elon-
gated shaft that is navigated through the patient’s anatomy
to place the distal tip 204 and associated electrode(s) at the
target location within the patient. For example, the shaft 202
may include an outer sheath/guard layer 212 that surrounds
the lumen 206 and an elongated electrical connection to the
electrode(s) at the distal tip 204. The outer sheath/guard
layer of the shaft 202 may be made from polyether ether
ketone (PEEK), which provides insulation to the covered
portion of the probe and enhances rigidity. The guard/outer
sheath 212 can extend toward the end 210 of the distal tip
204. In an example, the distal end 308 of the guard 212 can
extend toward the end 210 opposite the beveled surface 208,
and optionally beyond one or both of a proximal surface 310
of the beveled surface 208 and the opening of the lumen 206.
Additionally, the lumen 206 may terminate at beveled sur-
face 208 such that the lumen defines an aperture 214 in the
beveled surface 208. In some embodiments, a length of
exposed metal beyond the guard (insulator) may be within a
range from about 3 mm to 7 mm beyond the electrical
insulator.

The distal tip 204 of the electrocautery probe 108 includes
or defines one or more electrodes by which electrical energy
can be delivered to a target site, i.e., a sensory nerve. In
examples, distal tip 204 has a shovel shape with a beveled
surface 208. The shovel shaped distal tip 204 defines a
curved distal end 210 and can include/define an elliptical or
oblate shape. The shape of distal tip 204 can have a number
of benefits in procedures in which probe 108 can be used,
including, by way of example and not limitation, dorsal
ramus rhizotomies. The distal tip is appropriately shaped, to
permit puncture, incision, and percutaneous insertion of the
probe through tissue to a location on a boney surface
adjacent a target nerve while the probe is energized. The
shovel shaped curved end 210 in combination with the
beveled surface 208 may improve navigation through the
patient’s anatomy to the target location by allowing the
distal tip 204 of the probe 108 to turn without inadvertently
digging into, puncturing, cutting or otherwise being
entangled with tissue. Additionally, the shovel shaped bev-
eled surface 208 may assist in better steering electrical
energy in a desired direction and may increase the surface
area of the electrode by which such energy is delivered.

The distal tip 204 of the electrocautery probe 108 may
include a cross-section having a major dimension A that is
approximately 3 millimeters is size, or greater than 3 mil-
limeters (0.118 inches). The increased size of the distal tip
204 and associated increased surface area improved by
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beveled surface 208 can allow probe 108 to deliver more
energy to a larger area/zone at the target location within the
patient, which, in turn, can improve clinical outcomes of
procedures conducting using the probe.

Turning now to FIGS. 26 through 29, another embodi-
ment of an electrocautery probe 1108 is shown. The probe
1108 includes rigid shaft 1202, a metal tip 1204 at a distal
end 1203 of the shaft that is adapted to cut when energized,
and a proximal end 1205. An electrode 1216 extends through
the shaft into electrical communication with the distal tip
1204 and also preferably protrudes from the proximal end
1205. The shaft 1202 includes an external insulated guard or
barrier material 1212, as described above, about the elec-
trode 1216. The distal tip 1204 preferably extends from a
center of the distal end 1203 of the shaft 1202. The shaft
1202 is preferably a unitary body from the proximal end
1205 to the distal end 1203. The shaft 1202 smoothly tapers
to the distal end 1203 without any interruption, protrusion,
shoulder structure, or shrink wrap material than could catch
on tissue; that is, it is preferred that the distal portion of the
shaft have a smooth surface profile to aid in tissue insertion.

In an embodiment, the metal tip 1204 has a length of 4.3
mm (0.17 inch), a thickness of 0.5 mm (0.02 inch) at where
it extends from the shaft 1202, and tapers over a distal 3.0
mm (0.12 inch) portion of its length; the tip has a width of
2.3 mm (0.09 inch), and has a radius of 1.14 mm (0.045
inch) forming a semicircular tapered distal edge 1210. Each
of the foregoing dimensions can also optimally be varied in
a range of +20%. The distal tip 1204 is sharp in a direction
transverse to the radiused edge 1210, and stiff, adapted to not
bend under normal use.

Referring back to FIG. 26, a handpiece or handle 1200,
preferably adapted to be removable from the shaft at the
electrode 1216, is couplable at the proximal end 1205 of the
shaft 1202. The handle 1200 includes actuation controls
1300 (e.g., to trigger one of coagulation or cutting RF energy
to be applied from the RF generator to the distal cutting tip
1204) and electrical connection (not shown) to the RF
generator. The shaft 1202 is preferably a single use, dispos-
able device, whereas the handle 1200 may be reusable.

Referring to FIG. 28, a fluid lumen 1206 extends through
the shaft 1202, preferably parallel to the electrode 1216. The
distal end 1203 of the shaft 1202 includes a tapered portion
1230 that is adapted to interference fit within a female Luer
connector to make a substantially fluid tight connection.
More particularly, the tapered portion is preferably tapered
at a Luer taper angle of 1.72°; however, based on material
tolerances, tapers outside of the standard Luer taper angle
and in a range of 0.5-6° may be suitable to effect sufficient
interference for a fluid tight interference fit.

Referring to FIGS. 26 through 29 and 32 through 34, the
proximal portion of the shaft includes a syringe connector
1218, preferably in the form of female Luer connector. The
syringe connector 1218 is in fluid communication with the
lumen 1206, which has an exit 1220 at the tapered distal
portion 1203 of the shaft 1202 adjacent the width-wise
center of the distal cutting tip 1204. The syringe connector
1218 has a central axis A, that is axially offset and prefer-
ably obliquely angled by angle f§ relative to the longitudinal
axis A; of the shaft. The angle f§ is preferably between
5°-90°, more preferably between 10°-45°, and even more
preferably between 10-20°, and is adapted to orient a syringe
1320 connected at the syringe connector 1218 without
interference with the handle 200, while also permitting
operation of the plunger 1322 of the syringe 1320 in either
a single handled or two-handed operation by the surgeon
while holding the handle 1200 connected to the probe 1108.
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Referring to FIG. 26, in one method of use, a syringe 1320
is coupled at syringe connector 1218, and a vial adapter
1340 is provided. The vial adapter 1340 includes a receiver
1342 that engages the tapered distal end 1203 of the shaft
1202, and a needle 1344 extending from in and fluid
communication with the receiver 1342. The receiver 1342
can be a female Luer connector. The needle 1344 can have
a sharp piercing tip. Alternatively, it can have other structure
adapted to penetrate or otherwise open a septum or other
closure of a medication vial. The receiver 1342 is positioned
and secured on the tapered distal end portion 1203 of the
shaft 1202. Importantly, when the distal end 1203 of the
shaft 1202 is positioned in the receiver 1342, the metal tip
1204 does not bottom out within the receiver 1342. The
dimensions and fit are designed in this manner. The needle
1344 is then inserted into the vial of medication 1350. Then
the plunger 1322 of the syringe 1320 is drawn back to pull
medication from the vial 1350, through the fluid lumen
1206, and up into the barrel of the syringe 1320. Then, the
medical vial 1350 and vial adapter 1340 are removed from
at the distal end 1203 of the shaft 1202 of the probe 1108 to
re-expose the distal cutting tip 1204. The shaft 1202 of the
probe 1108, attached to the handle 1200 either before or after
the above-described process, is then operated in accord with
one or more of the methods herein. As such, the preceding
steps can be performed before, during, or after making an
incision in the patient or before or after wanding the probe
at a location in the patient. The probe can be employed for
any appropriate purpose described herein. In addition, the
described probe can be used in any other suitable electro-
cautery procedure.

The conductor of the electrode at the distal cutting tip 204,
1204 is relatively thick to provide provides stiffness, which
allows the probe to be controlled like a wand without
bending or breaking. The ability to wand the probe, as well
as the power directed by the tip of the probe, enables an
improvement in rhizotomy procedures, as discussed in more
detail below. Further, in distinction from conventional elec-
trocautery devices (such as of the type sold by Bovie
Medical Corp.), the distal tip has a tapered and beveled
surface leading to an edge that allows the distal tip 204, 1204
of an energized probe to function in place of a scalpel and
make fine incisions.

Hereinafter, all references to handle 200, shaft 202, probe
108, or distal tip 204 or any other structure or features of the
probe, shall be considered as referring separately and to the
multiple embodiments of the probes described herein, as if
the individual embodiments were separately set forth at each
such instance. It is appreciated that the shaft 202 of the probe
108 and distal tip 204 therefor are intended to be portions of
manual, handheld operated instruments, which are to be
directly inserted through an incision. As such, they have a
length preferably no longer than 300 mm (12 inches), more
preferably less than 240 mm (9 inches), and more practically
for most patients in a range not exceeding 100 mm to 160
mm (4 to 6 inches). This is in distinction from longer
instruments that may be adapted for use with laparoscopic
ports, but which would be unwieldy for the methods
described herein.

Turning now to FIG. 4, a flowchart depicts one exemplar
method 400 for rhizotomy in accordance with this disclo-
sure. The method 400 includes directing an electrocautery
probe through an incision in the body of a patient 402,
navigating a distal tip of the probe onto a boney surface at
or adjacent a target nerve 404, energizing the probe to
deliver radio frequency (RF) energy to the target nerve 406,
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and moving the distal tip of the probe in a plurality of
directions to direct the RF energy at the target nerve 408.

More particularly, the method 400 may be performed
using the system 100 and the electrocautery probe 108 of
FIGS. 1-3B as follows. A physician may mark a location on
the skin of a patient, e.g., using a metal localizer, and makes
a small incision, e.g., 3 millimeters at the marked location.
Using the handle 200, the physician may insert the distal tip
204 and shaft 202 of electrocautery probe 108 through the
incision into the body of the patient. The incision may be
made by scalpel or other non-electrical sharp surgical instru-
ment. Alternatively, the probe may be energized and oper-
ated to create the small, minimally invasive incision with the
distal tip of the probe. The distal tip 204 of the probe is
navigated under imaging to the target location within the
patient by physician manipulation of the shaft 202 of the
probe. Navigation is preferably conducted using fluoroscopy
110, including, e.g., intraoperative X-ray producing anterior-
posterior, lateral, and oblique views.

A numbing agent is injected or otherwise applied at the
skin and superficial tissues prior to making the incision.

The distal tip of the probe is optionally energized to
deliver RF energy while the probe is placed through the
incision and/or while the probe is navigated to the boney
surface.

Once at the boney surface, preferably prior to ablating,
cauterizing and transecting the nerve, the physician delivers
numbing/desensitization and/or anti-inflammatory medicine
to the target nerve. Other medicines may also be delivered.
The medicines are preferably delivered through lumen 206
and out of aperture 214 to the target location. The numbing/
desensitization and/or anti-inflammatory may include one or
more of novocaine, bupivacaine, and methylprednisolone.

Then, the methods are carried out such that movement of
the probe in the plurality of directions, in conjunction with
the delivered RF energy, operate to ablate, cauterize and
optimally transect the target nerve.

Cautery energy is preferably applied for a time period in
a range from approximately 3 seconds to approximately 10
seconds. Additionally, while the physician is energizing the
electrode(s) at distal tip 204 of probe 108, the physician
moves the distal tip 204 in the several dimensions of
movement, and preferably through the three dimensions of
movement both along and above the boney surface. Turning
to FIG. 5, the three dimensions are preferably in X, Y and Z
planes along a boney surface where the nerve extends and
adjacent the target nerve, as well as above the boney surface
in the locations adjacent the target nerve. Movement above
the boney surface is preferably up to 5 mm above the boney
surface. Such multi-dimensional movement of the distal end
of the probe in the area of the target nerve while the probe
is energized ensures that the nerve is ablated, cauterized, and
optimally transected such that it is permanently prevented
from regenerating.

For example, the physician may move distal tip 204
laterally, medially, rostrally, caudally, and/or anteriorly, pos-
teriorly, as well as on and off the bone adjacent the expected
location at which the medical branch of the dorsal ramus
nerve extends along the vertebra. The movement of distal tip
204 may include lateral-to-medial and/or medial-to-lateral
movement, and/or rostral-to-caudal and/or caudal-to-rostral
movement, and/or anterior-to-posterior and/or posterior-to-
anterior movement along the bone and above the bone.
Moving the distal tip both along the bone and above the bone
may be important, as it has been recognized by applicant that
the target sensory nerves at the treatment sites do not always
extend flush with the bone surface and may unpredictably
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extend away from the boney surface and then return. Addi-
tionally, to steer the surface 208 of the distal tip 204 of the
probe 108, the physician may twist/spin distal tip 204 around
the longitudinal axis of shaft 204. It has been found that
movement of the probe tip, as set forth herein, to extend
through an area on and above a target location relative to the
boney surface over which the target sensory nerve is
expected to traverse has predictably reliable results in suc-
cessful transection of the target sensory nerve. Depending on
the nerves treated at a target location, the size of the wanded
treatment area may be as small as 10 mm?, up to and larger
than 25 mm?, up to and larger than 50 mm?, up to and larger
than 100 mm?®, up to and larger than 200 mm?, up to and
larger than 300 mm?, up to and larger than 400 mm?, up to
and larger than 500 mm?, and even up to 1000 mm?> for
various therapeutic treatment applications. Because the
nerves can be small dimensions and extend in different
routes on different patients, the relatively large wanded
treatment areas increase the probability of successfully
treating the target nerve. This is in contrast to prior RFA
needle ablation treatments which are point treatments to a
target that exists at an uncertain target location.

Additional burn regions to ablate and/or cauterize other
sensory nerves on the same or adjacent bones forming the
joint can be performed. In most situations, the probe can be
directed to the other sensory nerve regions without removing
the distal tip of the probe from the incision. After sufficiently
ablating and/or cauterizing tissue, including transecting the
nerve, at the target location with RF energy using probe 108,
the physician can deactivate the probe, retract the instru-
ment, apply pressure to the incision in case of any bleeding,
and close the incision. Alternatively, after transecting the
nerve, the probe can be used in its coagulation function to
stop bleeding of tissues near the treated nerve, at the
incision, or tissues therebetween.

For treatment of other areas, it may be preferred or
necessary to treat a joint via an approach from multiple
incisions. In a manner similar to the above, a first treatment
location is accessed and one or more target nerves are treated
at the first target location via wanding the probe tip along
and above a boney surface to ablate and/or cauterize and
optimally transect one or more nerves in a first wanded area.
Then, the probe can be removed from the incision and
delivered to a second treatment location, and one or more
target nerves are treated at the second target location via
wanding the probe tip along and above a boney surface
thereat to ablate and/or cauterize and optimally transect one
or more nerves in a second wanded area. The probe can be
delivered to additional treatment locations, as necessary, to
treat the joint.

Cervical Spine Rhizotomy

More specifically, a rhizotomy procedure on the cervical
spine 500 may be practiced as follows. With the use of
medical imaging including intraoperative fluoroscopy, the
appropriate cervical facet joint may be identified on anterior-
posterior (AP), lateral, and oblique diagnostic imaging for
purposes of localization and navigation. The patient may be
prepped and draped in a standard sterile fashion. The patient
may be positioned prone, and the back of the neck is sterilely
prepped and draped. A diagnostic x-ray may be used for
localization and navigation with AP, lateral, and oblique
views. A surgical incision may be marked out directly above
the affected facet joint, and local analgesic may be infiltrated
under the skin near the surgical incision marking. A small
incision is made (e.g., a 3 mm incision such as may be made
using a #11 scalpel), and an electrocautery probe is advanced
through the soft tissues targeting the lateral edge of the
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lateral mass 530 above and below the affected facet joints
532. The probe may be advanced through the soft tissues
under medical imaging guidance. The probe may be docked
on the boney surface in the middle of the lateral mass 530
below and above the facet joints 532 sequentially. Alterna-
tively, without prior incision, the energized probe is percu-
taneously advanced at the marking site, and navigated under
medical imaging guidance cutting through the soft tissues to
target the lateral edge of the lateral mass 530 above and
below the affected facet joints 532, and then docked on the
boney surface in the middle of the lateral mass below and
above the affected facet joint. In addition, one or more
analgesic may be injected at the marking site prior to
advancing the probe and continuously or intermittently
while advancing the probe. The injection may occur while
the probe is energized with sufficient RF energy at the distal
tip to cut or coagulate adjacent tissue, or the electrosurgical
generator may be operated to interrupt RF energy during
analgesic injection.

The energized tip of the device may be wanded from the
top of the lateral mass to the bottom of the lateral mass both
above and below the affected facet joint along the lateral
edge of the lateral mass essentially running from the bottom
of the facet capsule of the lateral mass below the affected
facet joint for denervation and rhizotomy of the affected
nerves along the lateral third of the lateral mass from the top
of the lateral mass to the bottom. This wanding motion with
the probe in the active mode may rhizotomize and destroy
the nerves innervating the facet joint that run along the
lateral border of the lateral mass both below and above the
affected facet joint. This procedure may be performed at the
lateral mass both above and below the affected facet joint to
denervate the facet joint using the wand. The physician is
able to control the movement of the tip of the probe and
allow for a wider burn field to incorporate all the possible
locations of the nerve innervating the facet joint to allow
denervation of that facet joint. For multiple facet joints, the
treatment is repeated again coagulating along the lateral
third of the lateral mass both above and below the affected
facet joints to the edge of the lateral mass laterally where it
falls off anteriorly to ensure adequate coagulation of all
potential locations of the nerves innervating that painful
facet joint. The procedure preferably requires 3 to 10 sec-
onds per lateral mass treated.

FIGS. 6 to 10 illustrate distinctions between a prior radio
frequency ablation (RFA) with a needle and the higher
energy radio frequency cautery probe and procedure
described herein, referred to herein as a wanded cautery
rhizotomy procedure, using a model of a cervical spine.
FIGS. 6 and 7 illustrate a portion of the cervical spine 500
with vertebrae 534 and targeted nerves 536. Each vertebra
534 includes lamina 538 that connects the spinous process
542 and the transverse process 544. Facet joints 532 function
as a hinge between adjoining vertebrae 534, enabling some
spine movement such as bending and twisting. Each verte-
bra 534 has a superior articular facet that faces upward and
an inferior articular facet that faces downward. The superior
articular facet from one vertebra forms a facet joint with the
inferior articular facet from another vertebra. The medial
branch of the dorsal ramus is the target sensory nerve that
extends from the facet joint 532 at the cervical spine. As
such, rhizotomies may target the medial branch of the dorsal
ramus.

In known radio frequency ablation (RFA), a very flexible
needle is utilized to perform rhizotomies. A stylus within the
needle may be used to insert the needle to a pinpoint target.
Once inserted, the flexible needle remains stationary until it
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is removed. After removing the stylus, the energy may be
applied at the pinpoint target to ablate the tissue around the
needle point. However, the location of targeted nerves can
vary from patient-to-patient, making it difficult to conclude
with certainty that the pinpoint target includes the nerves to
be ablated. Another problem with known rhizotomy proce-
dures is that the needle needs to be removed and reinserted
into the patient to a different pinpoint target to target a
different nerve. Furthermore, a facet joint may be innervated
by both a medial branch of a dorsal ramus descending from
a superior spinal nerve and a medial branch of a dorsal
ramus ascending from an inferior spinal nerve. Both of these
nerves may be targeted for the rhizotomy procedure. How-
ever, as known rhizotomy procedures use a flexible needle,
the needle may need to be placed two separate times into
position for both of these pin-point targets. FIG. 7 illustrates
a portion of the cervical spine at which small RFA pin-point
burn regions 502, 504 are made using conventional RFA
rhizotomies in an attempt to disrupt the medial branch of the
dorsal ramus.

In contrast, as illustrated in FIG. 8, the wanded cautery
rhizotomy procedure can provide large burn areas 510, 512
where the medial branch of the dorsal ramus 536 is expected
to be located to permanently interrupt the sensory nerve
signals from passing at those locations. It is noted that the
illustration shows the wanded area over a central branched
portion of the nerve. The wanded area can be over an
extension of a single extension of the nerve or a branched
portion. and the large size of the wanded area is intended to
increase the probability and confidence level that the nerve
will extend within the wanded area and be destroyed by the
treatment. The same approach is preferably applied for
treatment locations for target nerves of all joints. Further, the
electrocautery probe may be located within a first region,
energized and wanded to create a first burn area 510 cov-
ering the first regions, turned off, and then moved to a
second region without being fully retracted, and then turned
back on to create a second burn area 512 covering the second
region. The process can be repeated as necessary for other
regions without removing the distal end of the probe from
the patient or requiring a second probe.

FIG. 9 illustrates a larger portion of the spine 500, and
further provides a comparison of small pin-point RFA burn
regions 502, 504 on the left side and wanded cautery
rhizotomy burn regions 510, 512 on the right side. The size
of the wanded cautery rhizotomy burn regions 510, 512 are
much larger than the RFA burn areas 502, 504 and will
ablate the target tissue with more certainty than the pin-point
size areas created by the small, flexible RFA needles. Addi-
tionally, the imaging and wanding process required to iden-
tify the location of and create one wanded cautery rhizotomy
burn region and then to move, identify the location of, and
create another wanded cautery rhizotomy burn region is
simpler than inserting and then reinserting the flexible RFA
needle. Wanded burn areas 510, 512 may be created through
a single incision in the skin, whereas RFA burn areas are
created through separate insertions of an RFA needle. FIG.
10 illustrates additional views of the cervical spine with the
larger ablated/cauterized regions 510, 512 on the right side.
The targeted nerve typically extends within the wanded
cautery rhizotomy burn regions. The increased size and
power output of the electrocautery probe described herein
can facilitate improved clinical outcomes by allowing the
physician to move the distal tip of the probe in vivo adjacent
the approximated location of the target nerve, which
increases the likelihood the nerve will be efficaciously
affected, cauterized and optimally transected, by the RF
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energy delivered by the probe. Additionally, the increased
size and power output of the probe delivers a larger field or
zone of affected tissue when the probe is energized.
Lumbar Spinal Rhizotomy

A lumbar spine rhizotomy procedure according to the
present subject matter may be termed a lumbar wanded
cautery rhizotomy procedure. A thoracic spine rhizotomy
procedure according to the present subject matter may be
termed a thoracic plasma rhizotomy procedure. An exemplar
lumbar wanded cautery rhizotomy procedure for lumbar
facet joints is now described, with it being understood that
the thoracic and lumbar techniques are substantially the
same.

Using medical imaging intraoperatively, the patient is
positioned prone on the operating table. The patient’s back
is sterilely prepped and draped over the affected facet joints.
Next, using AP, lateral, and oblique fluoroscopic x-ray
imaging, the standard location of the nerve innervating the
facet joint is identified. A small 3 mm skin incision may be
made with a scalpel over the affected facet joint. The
electrocautery probe may be advanced through the incision
and soft tissues under diagnostic imaging for localization
and navigation. The probe may be advanced to the top
border of the transverse process where it meets with the
superior articular process at the transverse process both
above the affected facet joint and below the affected facet
joint. An initial target for docking the probe is the bone
posterior to the transverse process where the transverse
process meets the pedicle and superior articular process for
each facet joint treated. Fluoroscopic guidance is used for
navigation. Once the tip of the probe is in contact with the
dorsal cortical bone of the transverse superior articular
process junction, the probe is activated and coagulation of
the soft tissues begins including the innervating medial
branch of the dorsal ramus. The medial branch of the dorsal
ramus are the nerves that innervate the facet joints in the
lumbar spine and transmit pain signals from the painful
joints to consciousness. These nerves run along the dorsal
cortex of the transverse process emanating from the neuro-
foramen above and traveling along the surface of the bone
within the soft tissues at the junction of the proximal one
third of the transverse process and superior articular process,
and pars interarticularis. The wanded cautery rhizotomy
procedure is carried out in a field in three dimensions that
includes the area along and above the base of the superior
articular process lateral along the superior margin of the
transverse process to the junction of the first proximal third
of the transverse process to the middle third of the transverse
process. The probe is energized and moved rostrally and
caudally moved to the bottom of the transverse process in
the same location to form another burn field. Once the
coagulation of the area of the nerve innervating the facet
joint is performed superiorly, the probe is moved to the
inferior nerve location along the back of the transverse
process and superior facet at the level below the affected
facet joint. For each facet joint treated, the field is treated
with wanded cautery rhizotomy above and below that facet
joint in the same location at the junction of the transverse
process and superior articular process and pars interarticu-
laris. Once completed, the probe is removed and the incision
is closed.

The above-described method and any method described
herein can be modified in accord with the teachings herein.
That said, procedures for making incisions and applying
medicines can be modified accordingly.

FIGS. 11 through 16 illustrate distinctions between a
radio frequency ablation (RFA) and wanded cautery
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rhizotomy procedure using a model of a lumbar spine. FIG.
11 illustrates a portion of the lumbar spine and targeted
nerves. FIGS. 12 and 13 illustrate a portion of the lumbar
spine and small pin-point ablation regions 602, 604 provided
by RFA. A stylus within the flexible needle used in known
RFA rhizotomies may be used to insert the needle to a
pinpoint target where the needle remains until it is extracted.
The stylus may be removed and the energy is applied to
ablate one of the RFA pinpoint targets. The needle may be
removed and reinserted to ablate another RFA pinpoint
target. FIGS. 14 and 15 illustrate a portion of the lumbar
spine 600 and larger cauterized regions 610, 612 provided
by the wanded cautery rhizotomy procedure. FIG. 16 illus-
trates a larger portion of the lumbar spine 600, with small
pin-point RFA burn regions 602, 604 on the left side and
larger wanded cautery rhizotomy burn regions 610, 612 on
the right side. The size of the wanded cautery rhizotomy
burn regions 610, 612 are much larger than the RFA burn
regions 602, 604 and will ablate the target tissue with more
certainty than the flexible RFA needles. The targeted tissue,
comprising sensory nerves, typically passes along the por-
tion of the vertebra within the wanded cautery rhizotomy
burn regions. The increased size and power output of the
electrocautery probe can facilitate improved clinical out-
comes by allowing the physician to move the distal tip of the
probe in vivo adjacent the approximated location of the
target nerve, which increases the likelihood the nerve will be
efficaciously affected by the RF energy delivered by the
probe. Additionally, the increased size and power output of
the electrocautery probe delivers a larger field or zone of
affected tissue when the probe is energized. The probe may
be wanded to create one wanded cautery rhizotomy burn
region and then moved to create another wanded burn
region; such procedure is simpler than inserting and then
reinserting the flexible RFA needle.

The devices and techniques described herein can also be
used to successfully treat chronic pain caused from the
activity of sensory nerves at other joints in the human body.
By way of example, the techniques can be used to pain at the
shoulder joint, at the sacroiliac joint, at the hip joint, at the
knee joint, at the ankle joint, and at the wrist joint.
Sacroiliac Joint Rhizotomy

Turning to FIG. 17, pain at the sacroiliac joint 700 can be
treated by targeting for cauterization and transection using
techniques described herein, the sensory nerves that inner-
vate the sacroiliac joint immediately outside the sacroiliac
joint. The procedure is carried out to target at least one of,
and preferably all of, the following nerves: the dorsal ramus
branch nerves 701 extending between the S1, S2, S3 and S4
posterior foramen 702, 704, 706, 708, respectively, and the
sacroiliac joint 700 they innervate; and the L5 dorsal ramus
nerve 710 by cauterizing respective wanded burn regions
712, 714, 716, 718 and 720.

Shoulder Joint Rhizotomy

Referring to FIGS. 18 through 20, pain at the shoulder
joint 800 can be treated by targeting for cauterization and
transection with techniques described herein, the sensory
nerves that innervate the shoulder joint and which reside
immediately outside the joint. The procedure is carried out
to target at least one of, and preferably all of, the following
sensory nerves: an articular branch of the suprascapular
nerve 802, an articular branch of the axillary nerve 804, an
articular branch of the lateral pectoral nerve 806, and an
articular branch of the subscapular nerve 808. In an embodi-
ment, the nerves are targeted as follows. The articular
branches of the suprascapular nerve 802 cauterized in a burn
region 812 along the posterior neck of the scapula at the base
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of the glenoid moving in a superior-to-inferior direction or
vice versa. The area of treatment is lateral to the spinogle-
noid notch. The location of treatment of the articular
branches are referred to the medial and lateral subacromial
branches and the posterior glenohumeral branch. The articu-
lar branches of the axillary nerve 804 are cauterized in a
burn region 814 ascending along the lateral border of the
head of the humerus between the greater tuberosity, the
lateral metaphysis, and the surgical neck of the humerus.
The articular branches of the lateral pectoral nerve 806 are
cauterized in a burn region 816 along an anterior surface of
the coracoid process. The articular branches of the subscapu-
lar nerve 808 are cauterized in a burn region 818 along an
anterior superior scapular neck proximal to the joint. While
it is stated that the articular branches are cauterized in the
respective burn regions, it is within the scope herein to
cauterize and transect the respective nerve prior to branching
such that only a single branch of the respective nerve is
required to be ablated and transected to achieve the intended
therapeutic result.

Hip Joint Rhizotomy

Turning to FIGS. 21 and 22, pain at the hip joint 900 can
be treated by targeting for cauterization and transection with
techniques described herein the sensory nerves that inner-
vate the hip joint immediately outside the hip joint. The
procedure is carried out to target at least one of, and
preferably all of, the following nerves: an articular branch of
the femoral nerve 902, an articular branch of the obturator
nerve 904, an articular branch of the superior gluteal nerve
906, and an articular branch of the nerve to the quadratus
femoris 908. In an embodiment, the nerves innervating the
hip joint are targeted as follows. The articular branch of the
femoral nerve 902 is cauterized in a burn region 912 along
and above the bone inferomedial to the anterior inferior iliac
spine along the superior rim of the acetabulum exterior to the
joint capsule. The articular branch of the obturator nerve 904
is cauterized in a burn region 914 along and above the bone
surface at the junction of the pubic and iliac bones in the
region of the “teardrop” as well as the bone surface imme-
diately inferior to the teardrop. The articular branch of the
superior gluteal nerve 906 is cauterized in burn region 916
posterior along the acetabulum proximal to the joint labrum.
The articular branch of the nerve 908 to the quadratus
femoris is cauterized in burn region 918 posterior along the
acetabulum proximal to the joint labrum.

Knee Joint Rhizotomy

Turning to FIGS. 23 through 25, pain at the knee joint can
1000 be treated by targeting for cauterization and transection
with techniques described herein the sensory nerves that
innervate the knee joint immediately outside the knee joint.
The procedure is carried out to target at least one of, and
preferably all of, the following nerves: a superolateral gen-
icular nerve 1002, a superomedial genicular nerve 1004, and
an inferomedial genicular nerve 1006. The superolateral
genicular nerve 1002 is cauterized in a burn region 1012 at
a junction of a femoral shaft and a lateral femoral condyle.
The superomedial genicular nerve 1004 is cauterized in
region 1014 at a junction of the femoral shaft and a medial
femoral condyle. The inferomedial genicular nerve 1006 is
cauterized in burn region 1016 at a location between a tibial
shaft and a medial tibial tubercle.

The above description includes references to the accom-
panying drawings, which form a part of the detailed descrip-
tion. The drawings show, by way of illustration, specific
embodiments in which the invention may be practiced.
These embodiments are also referred to herein as
“examples.” Such examples may include elements in addi-
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tion to those shown or described. However, the present
inventor(s) also contemplate examples in which only those
elements shown or described are provided. Moreover, the
present inventor(s) also contemplate examples using com-
binations or permutations of those elements shown or
described. Where numbers are qualified herein with
“approximately”, such qualified numbers include the refer-
enced value and variations with +10%.

As such, when it is taught that a group of sensory nerves
be cauterized to eliminate pain at a joint, it is recognized and
within the scope of the methods herein, that fewer than all
of the nerves may be cauterized (where one or more nerves
are not active in signaling pain to the patient) or additional
sensory nerves may be cauterized, and all such configura-
tions are within the scope described herein.

The above description is intended to be illustrative, and
not restrictive. For example, the above-described examples
(or one or more aspects thereof) may be used in combination
with each other. Other embodiments may be used, such as by
one of ordinary skill in the art upon reviewing the above
description. While a RF cautery device is described for use
in the treatment, it is appreciated that such device includes
all suitable plasmacautery and electrocautery devices
capable of performing as required for the methods described
herein. While the methods have been discussed with respect
to ablating and transecting sensory nerves extending adja-
cent joints to treat chronic joint pain, it is appreciated that the
tools described and wanded cautery procedures can be used
to treat sensory nerves extending at regions separated from
joints. Moreover, such tools and wanded cautery procedures
can be used to ablate and transect other nerves extending
along a boney surface to treat appropriate conditions. In
addition, the above description has been discussed in appli-
cation to treat conditions of the human body, it is appreciated
that the devices and techniques can also be applied to treat
conditions on non-human animals. For example, the systems
and methods can be applied to treat chronic pain and other
conditions of the joints in a variety of mammals, including,
but not limited to, in equine, canine and feline applications.
The scope of the invention should be determined with
reference to the appended claims, along with the full scope
of equivalents to which such claims are entitled.

What is claimed is:

1. A cautery probe for coupling to a radiofrequency (RF)

generator comprising:

a rigid shaft having a proximal end, a tapered distal end,
a central longitudinal axis extending between the proxi-
mal and distal ends, an electrode extending through the
shaft parallel to the longitudinal axis, and a fluid lumen
extending through a portion of the shaft axially offset
from the electrode, the fluid lumen having a proximal
opening and a distal exit in the tapered distal end of the
rigid shaft, the distal end of the shaft adapted to form
a fluid tight seal within a Luer connector,
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a first fluid connector coupled to the shaft and in fluid
communication with the proximal opening, the first
fluid connector having a central axis axially offset from
the longitudinal axis;

a solid metal tip longitudinally fixed at the distal end of
the shaft and coupled to the electrode, the distal exit of
the fluid lumen opening adjacent the metal tip,

the proximal end of the shaft adapted to be coupled to the
RF generator to deliver RF energy from the RF gen-
erator to the metal tip,

the tapered distal end of the shaft facilitating percutaneous
insertion through an incision and into a patient.

2. The cautery probe of claim 1, wherein the distal end of
the shaft is tapered and adapted to form a friction fit within
a Luer connector.

3. A cautery probe system for use with a radiofrequency
(RF) generator for treatment of a patient, comprising:

a) a cautery probe including,

a rigid shaft having a proximal end, a distal end, a
longitudinal axis extending from the proximal end to
the distal end, an electrode extending through the
shaft parallel to the longitudinal axis, and a fluid
lumen extending through at least a portion of the
shaft, the fluid lumen having a proximal opening and
a distal exit, the proximal end of the shaft adapted to
be coupled to the RF generator to deliver RF energy
from the RF generator to the metal tip;

a first fluid connector coupled to the shaft and in fluid
communication with the proximal opening, the first
fluid connector having a central axis axially offset
from the longitudinal axis,

a metal tip at the distal end of the shaft and coupled to
the electrode, the distal exit of the fluid lumen
opening at or adjacent the cutting tip;

b) a vial adapter, including,

a receiver adapted to be removably engaged to the
distal end of the shaft, and

a needle extending from in and fluid communication
with the receiver; and

c) a syringe having a second fluid connector that is
adapted to mate with the first fluid connector.

4. The system of claim 3, wherein the receiver is adapted
to engage the distal end of the shaft in an interference fit
without the metal tip bottoming out within the receiver.

5. The system of claim 3, wherein the distal end of the
shaft has a Luer taper, and the receiver has a female Luer
fitting.

6. The system of claim 3, wherein the needle has a
piercing tip.

7. The system of claim 3, wherein the needle is adapted
to pass through a septum or other closure of a medication
vial.

8. The system of claim 3, wherein the cautery probe
includes a handle separable from the shaft, the handle
including controls to actuate the delivery of RF energy from
the RF generator to the metal tip.

* * * * *



