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The Devil Is in the Details

To the Editor:

In a consensus opinion by the multidisciplinary group regard-
ing the safeguards to prevent neurological complications after
epidural steroid injections, Rathmell ez a/! correctly point
out that the number of cases with catastrophic neurologi-
cal injury related to epidural steroid injection is not trivial.
Whereas spinal cord and brain infarction secondary to par-
ticulate steroid embolization is an important concern, it is to
be noted that in a recent analysis of malpractice closed claims,
neurological injuries related to direct needle trauma outnum-
bered the injuries related to spinal cord or brain embolic
infarction.” In this analysis, fluoroscopy was used in 76% of
cases in which neurological injury occurred; hence, mere use
of fluoroscopy does not guarantee safety. In the current con-
sensus, the authors correctly point out that in addition to the
anteroposterior view, the lateral or the contralateral oblique
(CLO) view may be used to gauge needle depth.

Given that devastating injuries continue to occur
despite the use of fluoroscopy, an important safety ques-
tion is, “does a lateral fluoroscopic view reliably visualize
the needle tip and estimate the depth of insertion particu-
larly at the C7-T1 level?” The limitation of the lateral view
in providing good needle tip visualization when access-
ing cervical or cervicothoracic epidural space by the inter-
laminar approach was highlighted by our study where the
needle tip was not visualized or not well visualized in the
lateral view in 16 of 24 cases in the low cervical and upper
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cervicothoracic spine.? Furthermore, the lateral view did
not provide consistent location of the needle tip in the epi-
dural space with respect to bony landmarks.? These limita-
tions of the lateral view could account for some cases of
spinal cord injury despite the use of fluoroscopy. In con-
trast to this, the CLO view provided crisp visualization
of the needle tip and less variability in needle tip location
when visualized at an angle of 50 degrees. Based on this,
we propose that the preferred use of the CLO view for
depth of insertion during interlaminar epidural access has
the potential of reducing complications related to direct
spinal cord injury. This is likely to be especially true in
cases where the needle tip is not well visualized in the
lateral view. Correct use of the CLO view as well as the
pitfalls of the lateral view should be taught routinely in fel-
lowships and in society educational workshops to promote
the safe access to the epidural space.
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Insufficient Clarity of Statement 6 in
the Consensus Opinions to Prevent
Neurologic Complications after
Epidural Steroid Injections

1o the Editor:
I read with interest the consensus opinions to prevent neu-
rologic complications after epidural steroid injections in the
May 2015 issue.!

The working group deserves the thanks of practitioners of
interventional pain medicine. The statements serve to direct

Correspondence

20z Iidy 0z uo 3s8nb Aq Jpd'6£000-0 00109102/S89YLE/L 12/ LIvTL/Pd-8o1ie/ABO|OISBYISBUER/WOD IBYDIBA|IS ZESE//:dJY WOI) papEo|umoq

Copyright © 2015, the American Society of Anesthesiologists, Inc. Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.


mailto:jsgill@bidmc.harvard.edu

