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1
THERAPEUTIC DELIVERY DEVICE

RELATED APPLICATIONS

This application is a non-provisional application of U.S.
provisional application Ser. No. 61/258,070, entitled “Thera-
peutic Delivery Device”, filed Nov. 4, 2009; and U.S. provi-
sional application Ser. No. 61/258,314, entitled “Therapeutic
Delivery Device”, and filed Nov. 5, 2009. Each of these
references is incorporated herein by reference in its entirety.

FIELD OF THE INVENTION

The invention generally relates to devices and methods for
treatment of damaged tissue, and more particularly, to devices
and methods for delivery of therapeutics to specific sites
within a damaged tissue, for example, delivery of stem cells to
a site within an intervertebral disc.

BACKGROUND OF THE INVENTION

There are particular tissue repair procedures that require
the delivery of therapeutics to a target site in a patient’s body.
Optimally, these repair procedures are performed in a way to
minimize damage caused by the repair procedure itself while
maximizing the accuracy of placement of the therapeutic in
relation to the damage site. Often these repair sites are diffi-
cult to reach within a patient’s body or are sites in tissue
where any disturbance of the surrounding environment can
exacerbate and limit the repair process.

In this light, although repair procedures utilizing biologic
therapeutics have become more prominent, delivery proce-
dures have not. For example, stem cell therapies directed at
cartilage or bone repair are now being widely researched, and
procedures developed to maximize the therapeutics capacity
for a particular target tissue. However, placement of the stem
cells at the target tissue site is generally taken for granted,
relying on direct placement of the cells by a surgeon, injection
of the cells into the site using an 18 g or 20 g needle, or
intravenous infusion of the cells into the patient (relying on
the cells inherent capacity to find the correct environment or
sheer numbers to gain a foothold at the site). A particular
tissue repair site of interest is utilized herein to further illus-
trate the concepts discussed above, the intervertebral disc.

Intervertebral disc, or disc herein, lie between and separate
each vertebra of the spine. Vertebrae within the spine are
referred to as being in the cervical, thoracic, lumbar or sacrum
regions. Each vertebra comes together to form the spinal
column, or spine, which function is to protect the spinal cord,
and support the body and head.

Discs make up approximately one fourth of the spine’s
length, each disc acting as a cushion or shock absorber to
protect the vertebrae and other aspects of the spine and brain
during movement.

Discs are generally non-vascular, fibrocartilaginous tissue
composed of a nucleus pulposus and an annulus fibrosus. The
nucleus pulposus is centrally located in the disc and com-
posed of a mucoprotein gel that resists compression and pro-
vides the cushion of the disc. The annulus fibrosus is a series
of concentric sheets of collagen fibers that surround and
enclose the nucleus pulposus. Since the annulus fibrosus sur-
rounds and thereby encloses the nucleus pulposus, the
nucleus pulposus is capable of providing an even distribution
of'pressure across the disc. The annulus fibrosus also provides
a tethering point between the disc itself and endplates of
adjacent vertebra. Manipulation of the disc environment,
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annulus or pulposus, can lead to additional damage and can
further limit the capability of the disc to be repaired by a
therapeutic.

Back pain often results from disruption of one or more disc
in a patient’s spine. Disc disruption is typically caused by
trauma, inflammation, herniation, and/or instability of adja-
cent vertebral bodies. Conventional therapies address the
severity of the disc injury, while attempting to minimize risk
and cost to the patient. Often, non-surgical approaches are
utilized to treat disc-involved back pain, for example, rest,
therapeutic exercise and medications are often a first-line
defense in the treatment of back pain. These non-surgical
approaches are targeted at a gradual and progressive improve-
ment in symptoms for a patient.

However, in some circumstances a damaged disc requires
surgical intervention to facilitate repair of the damaged tissue.
Surgical intervention includes invasive and/or minimally
invasive procedures, where the type of procedure depends on
the severity of the injury or damage. With regard to minimally
invasive procedures, a number of endoscope or endoscope-
like devices tailored for use in the spine have been developed.
For example, disc repair procedures that utilize an endoscope
(or other like instrument) include procedures for chemo-
nucleolysis, laser directed techniques, and mechanical
directed techniques.

Recently, procedures have been proposed for utilizing bio-
logic therapies in disc repair procedures. However, little
advancement has been made to facilitate these new therapies,
especially with regard to the placement of the therapeutics in
the damage site. These procedures require delivery of mate-
rials into the disc, for example delivery of stem cells into a site
within the disc. Little progress has been made in these stem
cell or therapeutic delivery techniques.

As such, there is a need in the art for improved therapeutic
delivery devices and methods for the delivery of a therapeutic
to a site in a patient. The need in the art requires delivery of
therapeutics with high accuracy while minimizing distur-
bance to the environment of the damage. These devices and
methods can be used in the treatment of disc, ligaments,
labrum and other like sites.

Against this backdrop the present disclosure is provided.

SUMMARY OF THE INVENTION

Embodiments of the invention provide devices and meth-
ods for optimized or facilitated delivery of therapeutics to a
target site in a patient in need thereof. For purposes of the
present disclosure a “target site,” “damaged site,” or “target
tissue” refers to a site in a patient in need of a biologic
therapeutic, typically the site in need of a therapeutic is a site
having damage in need of facilitated repair. [llustrative target
sites of the invention include disc, ligaments, e.g., ligaments
in the upper cervical, posterior longitudinal ligament, facet
capsulary ligament, and labrum, e.g., shoulder and/or hip.
Embodiments of the invention herein provide a surprising and
unexpected improvement over conventional technologies, as
will be apparent upon a review of the following disclosure.

In one embodiment, a therapeutic delivery device, or deliv-
ery device, is provided that includes a needle assembly. The
needle assembly can include either: 1) an introducer needle
that internally constrains an advanceable cannula or 2) an
introducer needle having the advanceable cannula and further
includes an advanceable catheter internally constrained
within the cannula. Aspects of the needle assembly allow the
cannula and catheter to be independently advanced by a user
from the introducer needed to exact distances and with exact
arch. The ability to advance the cannula and catheter to spe-
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cific distances and arches allows for minimal invasiveness of
and within the environment of the target site by the delivery
device. Needle assembly embodiments herein allow for accu-
rate delivery of therapeutics to target sites in the patient by
minimizing damage to the environment around the target site.
Aspects of the needle assembly have also been optimized to
minimize damage to the therapeutic during the delivery pro-
cess, for example, minimize damage to stem cells while mov-
ing through the delivery device to the target site ensuring high
viability of the delivered cells. The catheter and cannula can
be produced from memory metal alloys, for example, Nitinol.
The introducer needle and cannula can include an alignment
marker to ensure proper alignment between the two and pro-
vide the user with additional information on positioning of
cannula during use.

In another embodiment, a delivery device is provided that
includes a handle assembly and a needle assembly. In typical
embodiments the handle assembly and needle assembly
cooperate to house and deliver the introducer needle, cannula
and potentially the catheter to a target site in a patient in need
thereof. The arch and distance that the cannula extends from
the introducer needle occurs as the cannula is extended out of
a pre-positioned introducer needle. As described above, a
catheter can be constrained within the cannula and is further
advanced out of the cannula once the cannula is positioned
within the target site. The handle assembly provides grip
convenience to the user during use of the needle assembly.
The handle assembly can also include a controller for control
of'aspects of the needle assembly off of the handle assembly.

In one embodiment the delivery device is optimized for
placement of a biologic therapeutic to a target site in a disc.
Device embodiments herein are optimized for their capacity
to place therapeutics at a specific site of interest in the disc, all
the while allowing the health care professional to take a
transpedicular approach, for example. Other embodiments of
the delivery device are optimized for placement of a biologic
therapeutic to a ligament or to a labrum. In some embodi-
ments the delivery device is optimized for placement of cells,
for example stem cells, e.g., mesenchymal stem cells, embry-
onic stem cells, very small embryonic stem cells, blastomere
like stem cells, hematopoetic stem cells, annulus fibrosis
cells, cord blood cells, other adult stem cells at a target site,
including minimizing forces acting on cells during movement
through the delivery device. Still other embodiments of the
delivery device are optimized for placement of growth fac-
tors, glycoaminosglycans, fibrin, fibrin glue, or other sub-
stances meant to initiate repair of the annulus.

In another embodiment, a method is provided for opti-
mized delivery of a therapeutic to a target site in a patient in
need thereof. The method includes obtaining visual or experi-
mental confirmation of the damage in need of repair, includ-
ing x-rays, MRI, and the like; inserting an embodiment of the
delivery device herein to a position adjacent to or within a
distance providing access of the delivery device to the target
site (by advancing the tip of the introducer needle to the
position); advancing a cannula to a location within or adjacent
to the target site, i.e., advancing a particular distance and arch.
In some embodiments, a catheter is further advanced from the
cannula to a site adjacent or within the target site. In some
embodiments confirming that the cannula or catheter is posi-
tioned correctly for therapeutic injection into the target site,
and injecting the therapeutic through the delivery device to
the target site.

In one particular embodiment a method is provided to
deliver a therapeutic to a damaged disc. The method includes
placing the patient in need of the therapeutic in a prone
position; taking x-rays (or other like visual techniques) on the
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patient to establish a transpedicular approach to the target
disc; inserting a delivery device of the present invention via a
transpedicular approach in the disc; advancing the tip of the
needle in the delivery device to an appropriate position within
the disc; advancing a moveable cannula in a predetermined
path to position the distal end of the cannula adjacent to the
site of damage in the disc; advancing a catheter out of the
cannula to the exact location of interest; and injecting the
therapeutic through the delivery device into the disc. In some
aspects catheter positioning is confirmed prior to therapeutic
injection. In other embodiments, a catheter is not required and
therapeutics are delivered directly to the disc site through the
cannula.

These and various other features as well as advantages
which characterize the invention will be apparent from a
reading of the following detailed description and a review of
the appended claims.

BRIEF DESCRIPTION OF THE DRAWINGS

FIG. 1 illustrates a perspective view of a delivery device of
the invention, including a handle and needle assemblies.

FIG. 2 is a cross-sectional view along line 2-2 of FIG. 1.

FIG. 3 is an expanded view of one embodiment of the
introducer needle, guide cannula and catheter in accordance
with the invention.

FIG. 4 an exploded view of a delivery device of the inven-
tion, including the handle assembly and needle assembly in
accordance with the present invention.

FIGS. 5 and 6 illustrate placement of the delivery device in
a disc in accordance with the present invention.

FIG. 7 is a longitudinal cross-sectional view of a delivery
device, showing advancement of the guide cannula within
and out of the distal end of the introducer needle.

FIGS. 8,9 and 10 provide blown-up views of the distal end
of the needle assembly, including advancement of the guide
cannula and catheter from the introducer needle.

FIGS. 11A,11B, 12 A and 12B provide illustrative delivery
device positioning in accordance with embodiments of the
present invention. In more detail, FIG. 11A shows a left
transpedicular (posterior) approach with the device coursing
through the cannula across the nucleus and into the annulus at
a site different from the entry point. FIG. 11B shows a left
posterior approach whereby the device courses across the
annulus into the nucleus. The cannula, cannula and catheter or
catheter is then advanced across the nucleus into the annulus.

FIGS. 13, 14A, 14B, 15A, 15B, 16A, 16B, 17A, 17B, and
18 provide x-ray views of illustrative delivery device embodi-
ments tested on cadavers.

FIG. 19A, 19B, and 19C illustrate an alternate view of a
delivery device in accordance with embodiments of the
present invention.

DETAILED DESCRIPTION OF THE INVENTION

Overview Of Embodiments

Embodiments in accordance with the present invention
provide devices and methods for delivering biologic thera-
peutics to a target site in a patient in need thereof. A patient in
need thereof for purposes of the present invention refers to a
vertebrate and more typically refers to a mammal. In some
cases a patient in need thereof is a human, typically a human
having a damaged or defective tissue in need of a repair
procedure. Target sites in accordance with the present disclo-
sure include: intervertebral disc (disc herein), ligaments,
joints, meniscus and labrum. Interverterbral disc targets can
be cervical, thoracic and lumbar where both intradiscal and
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extra-discal approaches can be employed. Joint targets are
typically intra-articular: peripheral, cervical, thoracic and
lumbar. Labrum targets can be in the shoulder and/or hip.
Ligament targets can be upper cervical, posterior longitudinal
ligament, facet capsulary ligament and the like.

In one embodiment, the devices and methods described
herein are designed for delivery of therapeutic materials to
target locations within a target site, for example to a damaged
disc where the site is in the posterior disc annulus. Various
aspects of the invention provide unexpected improvement
over conventional therapeutic delivery apparatuses and meth-
ods, both in ability to limit damage to the target site during
delivery, and in accuracy of the location that biologics are
delivered within the site. Further, embodiments herein have
been designed to minimize damage to the therapeutic, for
example, designed to deliver viable cells to the site (and to
facilitate delivering non-clumped cells). For purposes herein,
the term therapeutic is used to include any material that a
health care specialist would use to treat a damaged or defec-
tive target site, or to immunize a target site. In one embodi-
ment the therapeutic is stem cells and in particular autologous
stem cells. Stem cells can be mesenchymal stem cells or other
mesenchymal-like stem cells. Therapeutics can also include
hormone therapy, vaccines, drugs, tissues, or any other bio-
logic based material that can facilitate repair or improvement
in a target site.

In one embodiment, a delivery device is provided that
includes a needle assembly, the needle assembly including an
elongated, hollow introducer needle having an adjustable
cannula therein. The introducer needle (or “needle”) has a
first end that defines an opening, an elongated cylindrical
shaft, and a second end, the second end defining a tip. The tip
has an opening so that the openings in the first end and tip
allow passage of materials through the needle. The tip is sharp
to allow entry of the introducer needle, and thereby the needle
assembly, into a patient. Introduction of the introducer needle
in a patient is typically based on the location of the target site
in need of repair. In one embodiment the introducer needle is
a trocar. In another embodiment the introducer needle is a 20
g Sprague needle.

A cannula is internally received through the first end of the
introducer needle and extends internally along its shaft. As
described further below, the cannula can be advanced in rela-
tion to the needle so that a distal end of the cannula can extend
through the tip of the needle. In one embodiment, the cannula
is made from a memory metal, for example made from a
nickel-titanium alloy (Nitinol is one illustrative material).
The cannula can be formed to advance out of the needle tip
with a pre-determined shape or arch and to a pre-determined
distance optimized for locating the distal cannula end in a
target location within the patient (determined by the injury
site within the patient). Therapeutics are then administered
through the cannula. Cannula length and arch can be varied
based on the location of the target site, so where a target site
is easily accessible to the introducer needle, the cannula may
require a very different length and arch than where the target
site is inaccessible and distant from the introducer needle.

In one embodiment the introducer needle and cannula are
manufactured as a single unit—so the entire introducer
needle assembly is provided for a particular use (length and
arch of cannula). In this embodiment the introducer needle
and guide cannula are integrated as a single unit. In other
embodiments the introducer needle is fitted with one of a
series of cannula that work for that particular patient target
site. In these embodiments, the introducer needle and cannula
are manufactured as independent units from each other.
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In another embodiment of the invention the needle assem-
bly includes an adjustable catheter (can also be prepared from
amemory metal like Nitinol) located in the lumen of the guide
cannula. The catheter has the capacity for advancement
within and relative to the guide cannula, following the pre-
determined length and arch of the extended cannula, and
further extending from the distal end of the cannula and
advancing with an additional length and arch specific to the
catheter. In this aspect, therapeutics are administered through
the catheter. Note that various device embodiments can
include different cannula and catheters having different
lengths and having different pre-shaped arches (forming dif-
ferent arches). Cannula and catheter shapes and lengths are
determined by a variety of parameters including: target site,
location of the injury in the target site, type of injury, type of
therapeutic, size of patient, etc. As discussed above for the
introducer needle and cannula, the catheter can be integrated
into a needle assembly (a single integrated device) or can be
provided separately and mixed and matched with the various
length cannula. The combination of cannula and catheter
lengths and arches provide an impressive range of potential
“throws” that a user can accomplish. For example, a user may
only need to deliver a therapeutic to a location close to the
entry point of the introducer needle. In such case a short
cannula and catheter with minimal arch may accomplish the
utility of the delivery device. However, in cases where the
target site is difficult to reach and deep within a patient, a
longer length cannula and catheter may be required, one that
may require up to a 90° arch from the shaft of the introducer
needle. For purposes of these inventions the degree arch is
determined by the distal end of the cannula or catheter from
the shaft of the introducer needle (or straight shafts of the
cannula and catheter therein).

In some embodiments the introducer needle and cannula
each include an alignment marker for aligning the needle and
cannula during use. The alignment marker allows the user to
advance the cannula to a particular length and along a par-
ticular arch plane. A particular arch plane provides the plane
along which the user is advancing the cannula and/or catheter
to locate at the target site.

In one embodiment where a catheter advances from a can-
nula the catheter is aligned so as to maintain the plane of the
cannula. In this manner the user need not be concerned that
the catheter exits the cannula in a new plane from the cannula.

In another embodiment, a device is provided that includes
aneedle assembly and a handle assembly. The needle assem-
bly is as described above, with a first end of the assembly
attached to and extending from a first or distal end of the
handle assembly. The needle assembly and handle assembly
are in communication such that movement of the cannula and
catheter in the needle assembly can be independently con-
trolled on the handle assembly. In some aspects, therapeutics
enter through a port or other opening in the handle assembly,
flow through an internal chamber in the handle assembly, into
the needle assembly and out the needle assembly to the target
site in the patient. Various embodiments allow for the thera-
peutics to enter the needle assembly via the catheter, or in
embodiments that do not include a catheter, through the can-
nula.

In yet another embodiment, a device is provided that
includes a needle assembly, a handle assembly and an inter-
face assembly, the interface assembly positioned between the
needle assembly and handle assembly. The interface assem-
bly does not interfere with the handle assembly and control
over the needle assembly, but provides the ability to minimize
damage to the therapeutics as they enter and exit the delivery
device. As discussed further below, the interface assembly is
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designed to resist cell adherence within, alleviate cell clump-
ing and reducing shearing forces on therapeutics. Addition-
ally, port sites in the interface assembly allow for administra-
tion of therapeutics at the interface rather than through the
handle assembly. Further, an oscillator may be integrated at
the interface assembly to facilitate therapeutic injection into
the needle assembly and thereby the damaged target site.

The present invention also provides methods for delivering
biologics to a site within a target site of a patient. Methods
include insertion of the delivery device needle assembly into
or adjacent to a target site, manipulation of the device to
maneuver the guide cannula to the defect or adjacent the
defect in the target site (including various visualization tech-
niques) and optionally extension of the catheter from the
cannula into the site where delivery of therapeutics most
beneficial to the patient. Therapeutics are delivered once the
catheter is properly positioned relevant to the site of delivery.
The method is provided for delivery of therapeutics within the
target site, so that a material would be inserted through the
catheter into the position that the user intended. In some
embodiments, the methods herein include a determination of
what length and arch the cannula requires for best results in
delivery of therapeutics to the patient. In such embodiments,
the method includes modification of a delivery device to
include the proper cannula (length and arch) for the target site
in a patient.

The device and methods herein are described in more detail
in relation to intervertebral disc, but other target uses are
contemplated herein. For example, the devices and methods
herein can also be utilized in manipulation and/or delivery
into kidney, heart, lung, endocrine organs, muscle, ligament,
labrum, joints, and the like. As such, the description below is
meant as illustrative but not limiting.

Each of these embodiments therefore is described in
greater detail below.

Intervertebral Disc

In general, an intervertebral disc has a gelatinous and cen-
trally located nucleus pulposus that resists compression from
the weight of the body and provides shock absorptive capa-
bilities to the disc. The gelatinous material of the nucleus
pulposus is highly pressurized and surrounded (and
entrapped) by a fibrous structure known as the anulus fibro-
sus. The anulus fibrosus is formed by a series of collagen
sheets called Lamellae which form a strong, cartilage-like
container.

A posterior longitudinal ligament is located at the anterior
aspect of the vertebral canal, which is attached to the outer
portion of the anulus fibrosus. Posterior to the disc is the
epidural space, a space within which blood vessels and fat
tissue are located.

The anulus fibrosus is further defined as having a posterior
portion, located between the nucleus pulposis and the poste-
rior longitudinal ligament, and an anterior portion, located
toward or adjacent to the body cavity. Within the posterior
anulus fibrosus is a vascular or vascularized zone, present to
receive and deliver oxygen and nutrients to the disc interior
(typically through diffusion). A vascularized transitional
zone of the posterior anulus fibrosus disc is also shown,
located between the avascular portion of the posterior disc
anulus fibrosus and the vascular portion. As such, a disc
includes various environments having specialized functions,
interruption to any one environment can further exacerbate
repair of any other environment.

One aspect of the invention is to provide therapeutic mate-
rials for treatment of a disc tear or other damage area within
a disc by minimizing trauma to the delivery site. In addition,
an aspect of the invention is to accurately locate the delivery
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of' the therapeutic in a position within the disc so as to maxi-
mize the therapeutics’ capacity to effect repair of the damage.
Due to the anatomy of a disc a delivery device is optimal that
can minimize entry and damage within the disc tissue and
facilitate the delivery of material to a specific location within
the disc. Embodiments of the present invention minimize the
additional damage to the disc tissue while entering and deliv-
ering therapeutics to a target site (note that a target site, as
described previously, is the location within the disc that is
considered relevant for therapeutic delivery based on the disc
injury).

One illustrative aspect of the present invention is to deliver
therapeutics, i.e., medicaments and/or cellular therapeutics
(including stem cells), to the vascularized zone of the poste-
rior anulus fibrosus. Conventional methodologies, although
not designed for delivery of therapeutics, have achieved
access to the posterior anulus fibrosis by entering the anterior
anulus fibrosus with a probe device and moving the probe
through the nucleus pulposis and into the posterior anulus
fibrosus. This route and size of the delivery device to the disc,
results in additional damage and inaccurate placement of
therapeutics. Embodiments of the present invention provide
for surprisingly accurate and low damage placement of thera-
peutics under similar circumstances. Additional illustrative
aspects of delivery are provided in FIGS. 11A, 11B, 12A and
12B below. In addition, embodiments herein are provided for
entering the posterior annulus fibrosis with a probe that dis-
sects the annular fibers as it is advanced around the annulus to
the targeted area (access to the anterior annulus fibrosis is
only achieved through a posterior annulus entry with
advancement of a catheter in a circumferential path).
Delivery Device

Referring to FIG. 1 (and FIGS. 19A, 19B and 19C for
alternative views), an illustrative perspective view of a deliv-
ery device 100 in accordance with one embodiment of the
present invention is provided. The delivery device 100 incor-
porates a handle assembly 102 and a needle assembly 104.
The handle assembly 102 is typically elongated defining an
internal chamber (not shown in FIG. 1) and is ergonomically
shaped for manipulation by a user.

Handle assembly embodiments typically include an elon-
gated shaft 105, a first end 106 and a second end 108. In one
embodiment the first end 106 defines a port 107 having access
into the interior of the handle (see FIGS. 2, 4, 7 and 19A).

Still referring to FIG. 1, the needle assembly 104 includes
a hollow introducer needle 112 (for example a trocar or 20
gauge Sprague Needle) for penetration and placement of the
needle assembly in the damaged disc. In one embodiment,
one or more cannula/catheter members sits constrained
within the lumen of the introducer needle. Each of the one or
more members is capable of independent advancement
within the introducer needle. Advancement of the cannula
and/or catheter can be through direct manipulation by a user
(move or slide the cannula with respect to introducer needle)
or, as described in greater detail below, controlled by an
advancement member 114 located on the handle assembly
(see FIGS. 2 and 4). Note that aspects of the introducer needle
can include a removable stylet 115 to ensure that the cannula
and/or catheter does not exit the needle until required by the
user. The stylet also prevents the device from being occluded
by tissue as the device is being advanced. Generally the
introducer needle must define a sufficient diameter to allow
for a cannula or catheter having at least a 0.0145 inch diam-
eter and more preferably a 0.015 inch diameter, a 0.0155 inch
diameter, a 0.016 inch diameter, a 0.0165 inch diameter, a
0.017 inch diameter, a 0.0175 inch diameter, a 0.018 inch
diameter, a 0.0185 inch diameter, a 0.019 inch diameter, a
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0.0195 inch diameter, a 0.0205 inch diameter, a 0.021 inch
diameter, a 0.0215 inch diameter, 0.022 inch diameter, a
0.0225 diameter, a 0.023 inch diameter, a 0.0235 inch diam-
eter and a 0.024 inch diameter. Larger diameters are contem-
plated herein, although minimization of tissue disturbance
contemplates using a smaller diameter in relation to the func-
tional capacity of the therapeutic, i.e., using a diameter that
minimizes tissue disturbance but maximizes, for example,
cell viability. The above described diameters provide this
benefit.

In some embodiments, an interface, support member or
base 116 extends radially from the device, the support mem-
ber acts as a base to the introducer needle. The support mem-
ber provides a manipulation site for a health care professional
during insertion of the introducer needle into a disc. In some
embodiments the support base is ergonomically shaped for
optimal use. In other embodiments the support base defines a
port to couple the lumen of the needle assembly to an access
point for the therapeutic to be administered (not shown).

FIG. 2 shows a cross-sectional view along line 2-2 of FIG.
1. The handle assembly 102 has a generally cylindrical
shaped wall 118 that defines a chamber or handle lumen 120
(note that other wall shapes are within the scope of the present
invention). A luer lock 122 or other port attachment site is
shown at the first end 106 of the handle assembly. As dis-
cussed further below, an alternative access point 124 is
shown, where the access point can slide within a groove 126
and in relation to the outer wall 128.

An advancement member 130 sits within the handle assem-
bly lumen. The advancement member has a threaded shaft
portion 132, a middle portion 134, and an engagement portion
136. A threaded engagement ring 138 is shown integrated into
the handle assembly for engagement with the threaded shaft
portion of the advancement member. User manipulation of
the engagement portion 136 advances the member 130 later-
ally in relation to the handle wall. Manipulation of 136
advances the member 130 along a rotational axis. Movement
of the member 130 is limited by the proximal end 140 of the
threaded shaft portion 132. The distances that the member
130 can move in relation to the handle wall is determined by
various embodiments of the delivery device and length and
extension required for the cannula. Note that in one embodi-
ment, port 124 moves with the advancement member 130
within groove 126 of the handle wall.

FIG. 3 shows a blow-up cross-sectional view of one
embodiment of the needle assembly 104. An introducer
needle 112 constrains an internally located guide cannula
142. A proximal end 144 of the guide cannula is attached
(either fixedly or removable are contemplated) to the
advancement member 130 (not shown in FIG. 3). In some
embodiments, a catheter 146 sits within the lumen of the
cannula. The cannula and catheter are configured to allow for
relative movement relative to each other and to the introducer
needle. A bore or opening 148 in the introducer needle pro-
vides an egress point for the cannula (as moved or extended
laterally by the advancement member). Note that some
embodiments have the catheter extending from the advance-
ment member or advanced through the proximal end of the
cannula 144 (see FIG. 3). Where the catheter is positioned on
the advancement member, a lumen or passage in the handle
assembly will allow transport of the therapeutics from the
handle entry point to the advancement member.

Although not shown in the figures, needle assembly
embodiments, having no handle assembly, can be utilized by
a user where the cannula is directly advanced by the user
through and out of the introducer needle. In such aspects the
cannula could be griped by the user and moved through and
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out the tip of the introducer needle to the predetermined
location for therapeutic delivery. A catheter could also be
manually advanced through the cannula.

FIG. 4 is an exploded view of an illustrative delivery device
100 in accordance with the present invention. The advance-
ment member 130 with cannula 142 engages the handle ring
138. The handle ring 138 is set internally within a pair of
internally extending flanges 150 of the handle wall. The set
handle ring provides a point against which the advancement
ring is fed (particularly the threaded shaft portion). The move-
ment of the advancement member moves the guide cannula
142 in relation to the introducer needle 112. As the advance-
ment member is manipulated, the cannula advances through
the introducer needle and, once the distal end of the cannula
exits the needle, a pre-formed shape is taken 152 (the pre-
formed shape is constrained until exit by the walls of the
introducer needle). A catheter is shown as it extends from a
port entry site and through the advancement member, and
thereby through the cannula. Dashed lines 154 show the con-
tainment pattern for both the catheter and cannula within the
handle and needle assemblies.

In another embodiment of the advancement member (not
shown), the advancement member has a distal and proximal
end. Advancement of both the guide cannula and catheter is
achieved through standard screw drives. A distal screw has
both internal and external threads. Advancement of the guide
cannula results from rotation of a distal housing by the user
relative to the introducer needle, causing advancement dis-
tally of the distal screw drive by virtue of the outer threads.
Advancement of the catheter results from rotation of the
proximal housing by the user, wherein the proximal screw
drive will screw into the internal threads of the distal screw
drive.

In another embodiment of the invention, an alignment
marker is provided on each of the introducer needle and
cannula to ensure that user advances the cannula to a correct
distance and on a correct plane (control arch). Alignment
markers can be a visible line (red, black, etc) or elevation that
allows correct alignment of the introducer needle and can-
nula. Alignment markers can include angular and length
information relative to the shaft of the introducer needle. In
one embodiment the alignment marker is a radio-opaque
marker located on each of the introducer needle, guide can-
nula and catheter. The radio-opaque marker ensures the
proper advancement of the guide cannula and catheter in the
same plane.

Embodiments of the invention include a number of differ-
ent shaped cannulas and catheters. Variation in cannula and
catheter length and arch are meant to cover a multitude of
different possibilities. Length and arch are generally deter-
mined by the patient’s body habitus, the target site in need of
repair, the location of the damage in the target site, and other
like considerations. Embodiments herein include pre-fabri-
cated delivery device that include a particular length and arch
for a cannula and catheter. The arch shape being maintained
by a memory alloy. So for example, a cannula that can extend
from 0.1 inch to 4.0 inches from the introducer needle ata 15
to 180° angle from the introducer needle shaft (determined
from the distal end of the advanced cannula or catheter). A
user would have access to a variety of delivery devices that
cover a multitude of length and arch requirements. Embodi-
ments herein also include delivery device where a particular
length and arch cannula/catheter can be replaced into the
device, thereby limiting the number of delivery device a user
requires to one, with a number of cannula and catheter options
to insert dependent on any particular patient’s need.
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FIGS. 5 and 6 provide a view of a delivery device 100
positioned to treat a damaged disc 156 in accordance with
embodiments herein. For example, treatment options include
but are not limited to: annular placement, transannular and
into the nucleus, and transannular, into the nucleus and then
back into the annulus as a site different than the entry site (see
FIG. 6). Introducer needle placement and cannula advance-
ment into the disc provides a pre-shaped or pre-determined
pathway for treating a disc. Typically, a health care profes-
sional makes a determination prior to a procedure for which
shape (length and arch) cannula (and where appropriate, cath-
eter) is most beneficial to the patient.

FIG. 7 illustrates advancement of the guide cannula 142
and catheter 146 from the distal end of the introducer needle
112. In one embodiment, turning of the advancement member
130 extends the member along the path of arrow 158. As the
advancement member engages the handle ring, it moves lat-
erally away from the handle wall. The cannula attached to the
advancement member is then advanced through the bore at
the tip of the introducer needle, allowing the cannula to form
its pre-determined shape (based on the memory metal alloy).
The extension of the cannula can be visualized via arrow 160.
In some embodiments there is no catheter, and therapeutics
can be delivered through the handle assembly, through the
advancement member and through the cannula, and ulti-
mately be extruded through the distal end of the cannula. In
other embodiments, as shown in FIG. 7, a catheter is con-
strained within the cannula. The catheter has additional
length compared to the cannula and will continue to advance
out the distal end of the cannula as the advancement member
is moved laterally away from the handle wall. Other advance-
ment controls for the cannula and catheter are contemplated
and are within the scope of the present invention.

FIGS. 8, 9 and 10 show several pre-shaped or pre-deter-
mined shapes that the cannula can take after full extension
from the introducer needle. These shapes minimize disrup-
tion of the tissue anatomy and are selected at the discretion of
the health care user. Different shaped distal ends of the can-
nula can be used for delivery of therapeutics at different sites
within the tissue. Note that a tapered end of the cannula can be
utilized to facilitate movement through the disc tissue. The
tapered direction would correspond to the pre-determined
direction that the cannula end would move.

FIGS.11A,11B, 12A and 12B show relative positioning of
a needle assembly of the invention in relation to a damaged
disc. FIG. 11A shows the delivery device entering the left
posterior approach and deployed to treat a right posterior
lateral disc tear (note that the catheter in this example would
typically be used only to the back of the disc annulus, not
beyond as is shown). FIG. 11B shows a delivery device enter-
ing the left posterior approach and deployed to treat a right
lateral disc tear. FIG. 12 A illustrates the delivery device enter-
ing the left posterior approach and deployed to treat a poste-
rior disc tear just left to mid-line. Note in this example, the
health care professional has chosen not to insert the catheter
to reach the lesion. Finally, in FIG. 12B the delivery device
enters the left posterior approach and is deployed to treat a left
posterior disc tear. Note in this example, the health care
professional has chosen not to insert the catheter to reach the
lesion. Note that the device can be used to insert into the
posterior annulus only (not shown).

Alternative embodiments herein include a delivery device
where the handle assembly and needle assembly are separate.
Prior to insertion of the handle assembly onto the needle
assembly base, an interface adapter (not shown) is provided.
The interface adapter is inserted between the handle and
needle assemblies in order to reduce sheering forces on the
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therapeutics. This would be particularly useful when the
therapeutic is a cell based biologic. In some embodiments the
interface adapter is prepared from a material that: 1) resists
the cells from adhering to surface; 2) resists the cells or other
therapeutic clumping; and 3) reduces the shearing forces on
injectate which can be achieved through—a) a tapered reduc-
tion in internal diameter from the proximal port (connected to
the handle) down to the distal port (connected to the intro-
ducer needle), b) side-port which allows for injection of
therapeutics which will decrease concentration of cells,
reduce clumping and reduce shear forces and c¢) side-port
which will allow for an automated device to be connect,
where the automated device will have the potential to inject
substances in a automated, controlled fashion with the ability
to regulate injection rates and injection forces. In some
aspects the automated device can include an oscillator for
gently agitating therapeutics.

After extensive testing (see Examples herein), cannula and
catheter materials have been identified for maximal utility.
Cannula and catheters of the invention include shape memory
metals and shape memory polymers. Typical embodiments
herein are made from nickel and titanium alloy, e.g., nitinol,
and other like materials. The unexpected and surprising find-
ings disclosed in Examples 1-4 show that nitinol effects
viability of cells only to the same extent as does polyether
ether ketone (PEEK). Note that PEEK is one of the conven-
tional materials used in the medical device and biologics
industries for contact with and manipulation of biologic
materials. As such, use of nitinol based materials herein have
little or no adverse effect on delivery of biologic therapeutics,
while providing the benefit of shape memory and super elas-
ticity.

Cannula and catheter embodiments herein can illustra-
tively have the following parameters: loading plateau stress at
3% strain can range from 300-600 MPa/72,500 psi; tensile
strength of 1,250 MPa/181,000 psi; maximum residual elon-
gation after 8% strain ranges from 0.4 to 0.6% and minimum
elongation to failure of 10% (strain is deformation in the
material, and is shown as a %; tensile strength is shown as a
load per cross sectional area and applies to both cannula and
catheter). Embodiments herein, when constructed from shape
memory metals, will always be used in the austenite phase.

There are a number of different cannula embodiments that
illustrate a variety of different cannula arches and lengths.
Cannula embodiments can be produced having a 15°, 30°,
45°, 60°, 75°, 90°, 105°, 120°, 135°, 150°, 165°, and 180°
angle between the shaft of the cannula (or introducer needle)
and the distal end of the cannula (other angles are also con-
templated to be within the scope of the present invention). In
addition, each cannula showing an arch can have an arch
region or length of the cannuala that extends 0.25 inches, 0.5
inches, 0.75 inches, 1.0 inches, 1.25 inches, 1.5 inches, 1.75
inches, 2.0 inches, 2.25 inches, 2.5 inches, 2.75 inches, 3.0
inches, 3.25 inches, 3.5 inches, 3.75 inches and 4.0 inches
(from the introducer needle). Other arch angles and lengths
are also contemplated herein and are considered within the
scope of the present invention. The combination of arch angle
and arch length provides the health care professional with a
multitude of options to both minimize disturbances in the
tissue site environment and, where required, to go around or
avoid environments completely (for example where the site is
located next to or within a particularly delicate location).
Delivery Methods

Methods of the invention include therapeutic delivery of
biologics to a target site in accordance with the present inven-
tion. The method includes obtaining visual or experimental
confirmation of the damage in need of repair (and establish
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the appropriate disc level), including x-rays, MRI, and the
like; inserting an embodiment of the delivery device herein to
aposition adjacent to or within a distance providing access of
the delivery device to the target site (by advancing the tip of
the introducer needle to the position); advancing a cannula to
a location within or adjacent to the target site, i.e., advancing
a particular distance and arch. In some embodiments, a cath-
eter is further advanced from the cannula to a site adjacent or
within the target site. In some embodiments confirming that
the cannula or catheter is positioned correctly for therapeutic
injection into the target site, and injecting the therapeutic
through the delivery device to the target site.

Note that an alternative use is that the device can be used for
ipsilateral lesion, for example a left sided transpedicular
approach for a left sided disc lesion.

In one embodiment, an initially a determination is made by
a health care professional that the treatment regiments of the
present invention would be useful in facilitating repair of one
or more of the patient’s disc. In one embodiment, a patient in
need of treatment is prepared for surgery using standard pre-
operative techniques. The patient is then placed on an x-ray
table in the prone position, i.e., face down on the table. A
sterility preparation is performed on the patient to limit
opportunity for infection. A series of intermittent x-rays are
performed on the patient to establish a transpedicular
approach to the damaged disc(s). Where the defect is located
on the left side of a disc a right transpedicular approach is
used, and where the defect is located on the right side of the
disc a left transpedicular approach is utilized.

The health care professional then places a tip of a needle of
a needle assembly in the defective disc utilizing the above
mentioned transpedicular approach with intermittent x-ray.
In one embodiment, a cannula from the needle assembly is
advanced in a predetermined shape into the damaged disc to
facilitate placement of the cannula (and in some embodi-
ments the catheter) into the area of damaged tissue. In some
method embodiments a catheter is not provided, rather the
therapeutics are delivered directly through the cannula. In
another embodiment the needle is straight at its distal end.
The needle has a lumen through which the catheter and sub-
sequent stylets or trochars are advanced. The lumen can be a
standard size lumen for a trocar or other endoscopic like
device.

Once the health care professional has positioned the needle
assembly, a stylet from the introducer needle is removed and
a steerable catheter is advanced through the introducer needle
into the nucleus pulposis (or other site within the disc). The
health care professional then navigates the cannula and cath-
eter to the site of damage in the disc which requires traversing
from the disc nucleus pulposis to the posterior annulus fibro-
sus (for example). In one embodiment, the needle assembly
provides an alignment marker for ensuring that advancement
is along the correct plane.

In typical embodiments, the health care profession con-
firms the placement of the catheter in the correct region of the
posterior annulus fibrosus. Positioning confirmation can be
tactile and/or via x-ray. In some cases the stylet within the
catheter is removed and a small amount of contrast is injected
to confirm placement at or within the target location in the
posterior annulus fibrosus. In such cases an annulogram is
performed to confirm location and to document for future use.

As discussed herein, the catheter of the invention can have
one or more different configurations based on the length and
shape of the cannula. Cannula configurations are generally
used for delivery of target therapeutics to the target site in the
defective disc. In one embodiment the cannula has been opti-
mized for delivery of stem cells to the site in which the
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cannula has been positioned. Cannula shapes are pre-deter-
mined using shape memory metals (alloys) and are utilized
based on the shape and site of injury, size of disc, and other
parameters determined by the user.

The health care professional obtains the biologics for deliv-
ery where delivery is through the above described methods. In
one embodiment the biologic is stem cells and in particular
autologous mesenchymal stem cells. The health care profes-
sional injects the biologic into the delivery device and ulti-
mately to the catheter, which has a lumen, with resultant
implantation of the stem cells into the target region of the
posterior annulus fibrosis (for example). Note that the injec-
tion of a biologic is performed over a period of time sufficient
to inject an appropriate number of cells or growth factor (in
the absence of causing damage to the cells or biologic).
Where the biologic is an amount of expanded autologous
stem cells, injection should be performed over a period suf-
ficient to allow for injection but minimize damage to the cells.
Once the health care professional is satisfied that the correct
type and amount of biologic has been injected, the catheter is
removed. Note that in general, therapeutic ejection rates are
from 5 pl/min to 50,0000 pl/min.

Once the catheter has been removed the health care pro-
fessional withdrawals the needle from the site and through the
nucleus pulposis to the superior, posterior aspect of the tar-
geted neural foramen. In one embodiment an amount of con-
trast is injected or inserted into the device is to confirm the
flow into the epidural space. Finally, the health care profes-
sional takes from about 5 to 15 cc of the patient’s blood, and
more particularly about 10 cc of the patient’s blood, and
injects or inserts the blood into the introducer needle at this
site. The patient’s blood provides an epidural blood patch and
thereby minimizes bleeding and inflammation into the site of
repair (as well as leakage from the nucleus and annulus). As
such, the blood patch acts to provide a sealant where the
introducer punctured the annulus fibrosus and prevents leak-
age of'the injected biologics from the posterior annulus fibro-
sus.

Mesenchymal Stem Cells as a Therapeutic

Mesenchymal stem cells (MSCs) are pluripotent blast or
embryonic-like cells located in blood, bone marrow, dermis
and periosteum. In general these cells are capable of renewing
themselves over extended periods of time as well as, under
various environmental conditions, differentiating into carti-
lage, bone and other connective tissue. Recently, various
investigators have researched the potential for using these
cells to repair or regenerate target tissues, e.g., bone, carti-
lage, cardiac muscle, etc. In this manner MSCs have been
reported to have regenerative capabilities in a number of
animal models. See Acosta et al. (2005) Neurosurg Focus
19(3):E4; Barry (2003) Novartis Found Symp. 249:86-102,
170-4, 239-41; Brisby et al. (2004) Orthop Clin. North Am.
35(1):85-89; Buckwalter and Mankin (1998) Instr Course
Lect. 47:487-504; Caplan (1991) J Orthop Res. 9(5):641-650.
Each of these references is incorporated by reference in their
entirety for all purposes.

The present inventor, and others, has proffered potential
therapeutic uses for delivery of stem cells, and in particular,
mesenchymal stem cells, to a damaged disc (see U.S. patent
application Ser. No. 11/773,774 and U.S. patent application
Ser. No. 12/161,911, each of which is incorporated herein by
reference for all purposes). Delivery of these cells to a site in
a disc in a manner that minimizes additional damage to the
disc’s integrity is a concern for the health care industry.
Embodiments of the present invention, including device and
methods, optimize delivery of these highly useful therapeutic



US 9,113,950 B2

15

tools to the disc. Embodiments herein provide an unexpected
improvement over conventional stem cell delivery proce-
dures.

Other Therapeutic Therapies for Disc Repair

Embodiments of the present invention include positioning
of biologics in repair sites of defective or damaged disc.
Embodiments of the present invention are useful for delivery
of biologic therapeutics to a specific site within a damaged
disc, for example, delivery of growth factors, inflammatory
inhibitors and/or intracellular regulatory proteins for treat-
ment of degenerative disc disease. Delivery of biologics to a
damaged disc using conventional methodologies can be prob-
lematic, especially where intrusion into the disc is required.
Embodiments as described herein provide an unexpected
improvement over conventional apparatus and methods for
delivery of biologic materials to a specific site within a dam-
aged disc.

Additional embodiments of the present invention also
include positioning non-stem cell biologics into non-disc tar-
get sites. For example, vaccines, collagen, growth factors,
anti-inflammatory agents, and other know therapeutics can be
delivered via the delivery device of the present invention.

EXAMPLES
Example 1

Cadaver Testing Utilizing Several Delivery Device
Embodiments

FIGS. 13, 14A and B, 15A and B, 16A and B, 17A and B
and 18 provide illustrative visualization of a delivery device
embodiment of the invention in use during cadaver testing.
X-rays were taken of variously positioned device embodi-
ments in accordance with the present invention. FIG. 13
shows a guide cannula fully deployed with catheter advanced
to annular-nucleus interface; FIG. 14A shows a L5/S1 Lat-
eral, with rotation of bevel up resulting in cannula and cath-
eter driving cephalad and FIG. 14B shows L5/S1 Lateral,
with rotation of bevel down resulting in cannula and catheter
driving caudally; FIG. 15A shows 1.5/S1, rotation of bevel up
resulting in cannula and catheter driving cephalad and FIG.
15B shows [.5/S1, rotation of bevel down resulting in cannula
and catheter driving caudally; FIG. 16A shows an end table
view where the arrow points to a catheter exiting a guide
cannulaand FIG. 16B shows a end table view where the arrow
points to a catheter exiting a guide cannula; FIG. 17A shows
a L5/S1 lateral with rotation of bevel and caudal direction, the
cannula extending to NP/AF interface; FIG. 17B shows
L.5/S1 lateral with rotation of bevel and cephalad direction,
the cannula extending beyond NP/AF interface; and FIG. 18
shows an [.5/S1 end of table view of a guide cannula not
sufficiently deployed so that the catheter exits in a lateral
angle.

Example 2

Stem Cells Viability Based on Cannula Composition
and Diameter

In order to further ascertain utility of various embodiments
of the delivery device, mesenchymal stem cell viability was
determined before and after injection through a Nitinol guide
cannula.

A guide cannula constructed from Nitinol having a 0.024
inch diameter shows little adverse effect on cell viability as
cells were injected/passed through the length of the cannula.
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Cell viability was similar to that of cells injected/passed
through a stainless steel 18 g needle (0.049 inch diameter).

In particular, cultured mesenchymal stem cells were har-
vested and viability verified by testing a sample via a trypan
blue exclusion test. Cells were then broken into two groups
for injection through either the 18 g stainless steel needle or
the Nitinol guide cannula. After injection, cell viability was
re-determined based on how many viable cells were present
after exit from either the needle or the cannula. There were
2.55%10° viable cells after injection through the 18 g needle
and 2.75x10° viable cells after injection through the Nitinol
guide cannula.

This Example illustrates the capability of a Nitinol guide
cannula to support cell viability in a manner similar to or
better than an 18 g stainless steel needle. In addition, the data
indicates that few if any cells were lost by injection through
the cannula. This Example shows the utility of using a Nitinol
cannula to inject cells and that the composition of the Nitinol
and the diameter of the cannula are not detrimental to cell
viability during delivery procedures described herein.

Example 3

Stem Cell Viability Based on Catheter Composition
and Diameter

In order to further ascertain utility of various embodiments
of the delivery device, mesenchymal stem cell viability was
determined before and after injection through a Nitinol cath-
eter.

A catheter constructed from Nitinol having a 0.011 inch
diameter shows little adverse effect on cell viability as cells
were injected/passed through the length of the catheter. Cell
viability was similar to that of cells injected/passed through a
stainless steel 18 g needle (0.049 inch diameter). However,
unlike cells passed through the stainless steel needle, there
was some cell loss in the catheter as compared to the 18 g
needle.

In particular, cultured mesenchymal stem cells were har-
vested and viability verified by testing a sample via a trypan
blue exclusion test. Cells were then broken into two groups
for injection through either the 18 g stainless steel needle or
the Nitinol catheter. After injection, cell viability was re-
determined based on how many viable cells were present after
exit from either the needle or the catheter. There were 5x10°
viable cells after injection through the 18 g needle and 2.5x
10° viable cells after injection through the Nitinol catheter.
The number of dead cells passed through the 18 g needle and
catheter were few in number.

This Example illustrates the capability of a Nitinol catheter
to support cell viability in a manner similar to an 18 g stainless
steel needle. However, unlike the data in Example 2, there
was some cell loss by injection through the catheter (likely
due to cell adherence to catheter walls). This Example shows
the utility of using a Nitinol catheter to inject cells and that the
composition of the Nitinol and the small diameter of the
catheter are not detrimental to cell viability during delivery
procedures described herein. The small diameter (and Nitinol
composition) of the catheter provides unexpected utility for
using a delivery device to deliver cells into sites where entry
damage of the catheter should be minimized.

Example 4

Nitinol Based Catheter Provides Alternative to PEEK
Based Catheters

Conventional catheter technology, where manipulation of
the catheter is required, has utilized PEEK materials as the
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substance of choice. The present Example was performed to
determine if Nitinol allowed for similar results in cell viabil-
ity and number as standard PEEK composed catheters.

Mesenchymal stem cells were prepared as in Examples 2
and 3 and passed through an 18 g stainless steel needle, a 0.01
inch diameter PEEK catheter, a 0.007 inch diameter PEEK
catheter and a 0.015 inch diameter Nitinol catheter.

The 0.015 inch diameter Nitinol catheter performs in a
similar manner as the 0.01 and 0.007 inch PEEK catheters for
delivery of viable cells.

Results for Example 4 illustrate the utility of using a Niti-
nol based catheter over of a PEEK based catheter. Because a
Nitinol catheter has significant functional improvement in
regard to shape memory and super elasticity over a PEEK
catheter, the present results provide further support for use of
Nitinol for catheter preparation.

While the invention has been particularly shown and
described with reference to a number of embodiments, it
would be understood by those skilled in the art that changes in
the form and details may be made to the various embodiments
disclosed herein without departing from the spirit and scope
of the invention and that the various embodiments disclosed
herein are not intended to act as limitations on the scope of the
claims. All references cited herein are incorporated in their
entirety by reference.

What is claimed is:

1. A minimally invasive device for delivering a therapeutic
to a target location in relation to a target site, the device
comprising:

an elongated hollow needle having a first end, a hollow

shaft, and a second end, the first and the second ends
forming openings and in communication along the hol-
low shaft of the elongated needle and the second end
further defining a tip configured to allow insertion of the
needle tip to the target site, wherein the hollow shaft of
the needle is sufficiently rigid to maintain a pre-insertion
shape during insertion of the needle tip to the target site;

a cannula that sits internally within the hollow shaft of the

needle, the cannula configured to advance along the
shaft of the needle and through the opening at the tip of
the needle, wherein a distal end of the cannula exits the
tip of the needle in a preconfigured single constant-
radius arch to full extension; and

a catheter that sits internally within the cannula and is

independently advanced in relation to the needle and
cannula, the catheter capable of advancement though the
preconfigured single constant-radius arch at the distal
end of the cannula and into the target location of the
target site;

wherein the device, once positioned in the target location,

is capable of delivering the therapeutic through the cath-
eter to the target location in relation to the target site.

2. The device of claim 1 further comprising:

an elongated handle assembly operably attached to the first

end of the needle, the handle defining a passageway in
communication with the opening in the first end of the
needle, the passageway extending the length of the
handle; and

separate means within the passageway for accepting,

attaching and independently advancing the cannula and
catheter;

wherein the handle has a port for receiving and allowing

passage of the therapeutic into the catheter.

3. The device of claim 2 wherein the catheter is a spinal
catheter.
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4. The device of claim 2 wherein the handle port is a luer
lock and the therapeutic is delivered to the handle by locking
a syringe having the therapeutic to the luer lock on the handle.
5. The device of claim 2 wherein the therapeutic is stem
cells.
6. The device of claim 5 wherein the stem cells are mesen-
chymal stem cells (MSCs).
7. The device of claim 1 wherein the cannula is made from
a shape memory material.
8. The device of claim 7, wherein the shape memory mate-
rial is a shape memory metal or a shape memory polymer.
9. The device of claim 7, wherein the shape memory mate-
rial is Nitinol.
10. The device of claim 1 wherein the cannula and the
catheter are made from a shape memory material.
11. The device of claim 1 wherein the target site is an
intervertebral disc, a joint, a labrum or a ligament.
12. The device of claim 1 wherein the cannula forms a
single constant-radius arch between 1° and 180° when fully
advanced from the tip of the hollow needle, measured
between the shaft of the hollow needle and the distal end of
the cannula.
13. The device of claim 1, wherein the configuration of the
single constant-radius arch is based on the target location.
14. The device of claim 1, wherein the cannula has a length
0f 0.1 to 4.0 inches.
15. The device of claim 1 wherein, upon insertion of the
needle and the extension of the cannula and catheter to the
target location, the distal end of the catheter is positioned at a
distance from the first end of the elongated hollow needle that
is less than the distance between the first end of the elongated
hollow needle and the opening at the tip of the needle.
16. The device of claim 1 wherein the cannula forms a
single constant-radius arch of greater than 90° when fully
advanced from the tip of the hollow needle, measured
between the shaft of the hollow needle and the distal end of
the cannula.
17. A minimally invasive device for delivering a therapeu-
tic to a target location in relation to a target site, the device
comprising:
an elongated hollow needle having a first end, a hollow
shaft, and a second end, the first and the second ends
forming openings and in communication along the hol-
low shaft of the elongated needle and the second end
further defining a tip configured to allow insertion of the
needle tip to the target site, wherein the hollow shaft of
the needle s sufficiently rigid to maintain a pre-insertion
shape during insertion of the needle tip to the target site;
and
a cannula that sits internally within the shaft of the elon-
gated hollow needle, a distal end of the cannula config-
ured to advance along the length of the needle and
through the opening at the tip of the needle in a precon-
figured single constant-radius arch to full extension;

wherein the device, once positioned at the target location,
is capable of delivering a therapeutic through the can-
nula to the target location.

18. The device of claim 17 further comprising:

an elongated handle assembly operably attached to the first

end of the needle, the handle defining a passageway in
communication with the opening in the first end of the
needle, the passageway extending the length of the
handle; and

means within the handle assembly for accepting, attaching

and advancing the cannula within the needle;

wherein the handle assembly has a port for receiving and

allowing passage of the therapeutic into the cannula.
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19. The device of claim 18 wherein the handle port is a luer
lock and the therapeutic are delivered to the handle by locking
a syringe having the therapeutic to the luer lock on the handle.

20. The device of claim 17 wherein the therapeutic is stem
cells.

21. The device of claim 20 wherein the stem cells are
mesenchymal stem cells (MSCs).

22. The device of claim 17 wherein the cannula is made
from a shape memory material.

23. The device of claim 22, wherein the shape memory
material is a shape memory metal or a shape memory poly-
mer.

24. The device of claim 22, wherein the shape memory
material is Nitinol.

25. The device of claim 17 wherein the target site is an
invertebral disc, a joint, a labrum or a ligament.

26. The device of claim 17 wherein the cannula forms a
single constant-radius arch of between 1° and 180° when
fully advanced out the tip of the hollow needle, measured
between the shaft of the hollow needle and the distal end of
the cannula.

27. The device of claim 17, wherein the configuration of
the single constant-radius arch is based on the target location.

28. The device of claim 17, wherein the cannula has a
length of 0.1 to 4.0 inches.

29. The device of claim 17 wherein, upon insertion of the
needle and the extension of the cannula to the target location,
the distal end of the cannula is positioned at a distance from
the first end of the elongated hollow needle that is lesser than
the distance between the first end of the elongated hollow
needle and the opening at the tip of the needle.

30. The device of claim 17 wherein the cannula forms a
single constant-radius arch of greater than 90° when fully
advanced from the tip of the hollow needle, measured
between the shaft of the hollow needle and the distal end of
the cannula.

31. A minimally invasive device for delivering a therapeu-
tic to a target location in relation to a target site, the device
comprising:
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a needle assembly having an elongated needle with a first
end and a second end, the first and the second ends
forming openings in communication along the length of
the elongated needle and the second end further defining
atip configured to allow insertion of the needle assembly
to the target site, wherein the elongated needle is suffi-
ciently rigid to maintain a pre-insertion shape during
insertion of the needle tip to the target site, and wherein
the needle assembly further comprises a cannula that sits
internally within the elongated needle, the cannula con-
figured to advance along the length of the needle and
through the opening at the tip of the needle in a precon-
figured single constant-radius arch to full extension;

an adapter that operably attaches to the needle assembly,
the adapter configured with a port for connection to the
therapeutic, the adapter configured to reduce shearing
force on the therapeutic once the therapeutic enters the
adapter;

wherein the device, once positioned at the target site, is
capable of delivering the therapeutic through the can-
nula of the needle assembly to the target location within
the target site.

32. The device of claim 31 further comprising a handle
assembly, the handle assembly defining a passageway in
communication with the adapter and needle assembly, the
passageway extending the length of the handle.

33. The device of claim 31 wherein, upon insertion of the
needle and the extension of the cannula to the target location,
the distal end of the cannula is positioned at a distance from
the first end of the elongated hollow needle that is lesser than
the distance between the first end of the elongated hollow
needle and the opening at the tip of the needle.

34. The device of claim 31 wherein the cannula forms a
single constant-radius arch of greater than 90° when fully
advanced from the tip of the hollow needle, measured
between the shaft of the hollow needle and the distal end of
the cannula.



