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Epidural Blockade for Labor and Cesarean Section with
Associated L4-5 Lipomyelocele
Matthew D. Thompson, M.D.,* Gary M. S. Vasdev, M.D.,t James Y. Findlay, M.B., Ch.B.%

A LIPOMYELOCELE is an intraspinal lipoma that is asso-
ciated with disruption of the meninges, displacement of
neural elements, and spina bifida. Similar to other disor-
ders of the lumbar spine, it may represent a relative
contraindication to neuraxial anesthesia and analgesia.
We report a case of successful epidural blockade for
labor analgesia and later cesarean section in a parturient
with a lipomyelocele.

Case Report

A 23-yr-old primigravida woman, 92 kg and 168 cm, was admitted at
term with spontaneous rupture of membranes. Her history was remark-
able for a congenital lumbosacral lipomyelocele associated with distal
lower extremity muscular wasting and neurogenic bladder. She under-
went extensive prepregnancy evaluation by multiple specialists. Her
neurology consultant suggested that extremes of Valsalva maneuvers
associated with vaginal delivery, although not supported in the litera-
ture, posed a theoretical and remote risk of a burst of the distal spinal
canal. Magnetic resonance imaging of the lumbar spine revealed a
lumbosacral lipomyelocele that extended from L4 through the sacrum.
The spinal cord was tethered at L4, where the neural canal opened to
a large intraspinal lipoma that was continuous with subcutaneous fat
(fig. 1).

A plan developed in the early prenatal period by obstetrics and
anesthesia called for forceps-assisted vaginal delivery during regional
anesthesia to minimize pushing, or cesarean section during general or
regional anesthesia. During the anesthetic evaluation, it was thought
that epidural placement above the level of the lesion (L3) should
provide adequate analgesia, although the extent of distal spread, in
light of her disrupted epidural space, was unknown.
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Labor started with spontaneous rupture of membranes and, because
fetal presentation appeared to be acceptable, vaginal delivery was
attempted. After the risks and benefits of regional anesthesia were
explained to the patient, including risks of subarachnoid puncture and
headache and the possibility of cord injury, she agreed to placement of
an epidural catheter. A volume preload was given, and hemodynamic
monitoring was instituted.

With the patient in the right lateral position, and an 18-gauge Hus-
tead needle was inserted in the L2-3 interspace midline using a loss-
of-resistance-to-saline technique. A 20-gauge epidural catheter was ad-
vanced, but resistance was encountered approximately 2 cm beyond
the tip of the needle and was immediately followed by free flow of
liquid consistent with cerebral spinal fluid. The catheter and needle
were promptly removed. The epidural was reattempted at the L1-2
interspace and was threaded cephalad to 4 cm.

After a negative 3-ml lidocaine, 1.5%, with 1:200,000 epinephrine
test dose, a 15-ml bolus of bupivacaine, 0.125%, with 2 p/ml fentanyl
was injected, and a continuous infusion of the same solution at 5 ml/h
was begun. Diminished sensation to cold was reported at T7 through
sacral dermatomes, and the patient reported excellent pain relief
during contractions. No significant hemodynamic changes were ob-
served.

Progression of labor was slow, despite oxytocin augmentation. After
18 h of active labor, transverse arrest at 9 cm caused by cephalopelvic
disproportion was diagnosed, and the decision was made to proceed to
cesarean section. The epidural catheter was injected with 10 ml lido-
caine, 2%, with epinephrine, and in approximately 10 min, a surgical
block to T5 was attained. A healthy 4,100-g boy was delivered 17 min
after incision. Postoperatively, 2.5 mg preservative-free morphine sul-
fate with 7.5 ml normal saline was injected into the epidural catheter
and the catheter was removed. The patient had an uneventful recovery
and denied any symptoms of postdural puncture headache throughout
her 4-day hospital stay.

Discussion

Spina bifida, in this instance caused by a lipomyelo-
cele, results from the failure of the neural arch to close
during embryogenesis, and is associated with herniation
of meninges or neural elements. As surgical techniques
have advanced, the number of surviving children with
these lesions has improved from 40% in the 1970s, to
70-90% by the mid-1980s.> A once very rare condition in
pregnant women will be seen by anesthesiologists with
increasing frequency. :
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To date, very few related cases are documented. Using
MEDLINE, we found three reports of neuraxial blockade
used in gravid patients with spina bifida cystica lesions.
In one, a patient with a previously corrected lumbosa-
cral cystic lesion received an epidural block that worked
successfully for vaginal delivery.” Two other cases report
spinal anesthesia for cesarean sections. Unlike our pa-
tient, these were obese women with significant kyphosis
and extensive scaring over the lumbosacral spine from
previous surgeries.”® Epidural block in patients with
occult lesions and in pediatric patients with lumbosacral
spinal anomalies have also been documented.””

Epidural space anatomy associated with cystica lesions
is unpredictable,'” and unusual septa or adhesions may
exist adjacent to the lesion. This raises the question of
irregular spread of local anesthetic and reliability of neu-
ral blockade.>" In this particular case, a standard dosing
regimen produced excellent analgesia and anesthesia for
labor and operative delivery.

This case shows that the carefully planned use of epidural
anesthesia for labor analgesia and cesarean section can be
successfully applied to a patient with spina bifida.
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Fig. 1 (4) T1-weighted sagittal magnetic
resonance image showing the lipoma (ar-
rows) in the lumbar spinal canal and
overlying disruption of bony elements.
(B) T1-weighted axial image at the L5
level showing incursion of the lipoma in
the spinal canal and fatty extension into
the subcutaneous tissues (arrows).
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