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Abstract  Percutaneous  vertebroplasty  is  a  relatively  safe,  simple  and  commonly  performed
interventional  procedure  for  the  management  of  vertebral  compression  fractures.  However,
serious complications  are  rarely  reported  in  the  procedure.  Those  are  pulmonary  embolism,
severe infection,  paraplegia  and  an  occurrence  of  a  new  fracture  in  an  adjacent  vertebra  after
vertebroplasty.  Acute  complications  are  generally  associated  with  the  procedure.  We  present
the case  of  neuraxial  anesthesia,  developed  after  local  anesthesia  with  8  mL  of  2%  prilocaine,
in a  68-year-old  woman  who  underwent  percutaneous  vertebroplasty  after  an  osteoporotic
collapsed  fracture  in  the  L1 vertebra  due  to  trauma.  To  our  knowledge,  this  is  the  first  case  in
the literature.
©  2014  Sociedade  Brasileira  de  Anestesiologia.  Published  by  Elsevier  Editora  Ltda.  All  rights
reserved.
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Bloqueio  neuroaxial  após  anestesia  local  para  manejo  de  complicação  de
vertebroplastia  percutânea  durante  vertebroplastia

Resumo  Vertebroplastia  percutânea  é  um  procedimento  intervencionista  relativamente
seguro, simples  e  comumente  realizado  para  tratar  fraturas  por  compressão  vertebral.  No
entanto, as  complicações  graves  relacionadas  ao  procedimento  são  raramente  relatadas,
incluindo  embolia  pulmonar,  infecção  grave,  paraplegia  e  a  ocorrência  de  uma  nova  fratura
em vértebra  adjacente  após  a  vertebroplastia.  Complicações  agudas  são  geralmente  associadas
ao procedimento.  Apresentamos  o  caso  de  bloqueio  neuroaxial,  realizado  após  anestesia  local
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com  8  mL  de  prilocaína  a  2%,  em  uma  mulher  de  68  anos  de  idade,  submetida  à  vertebroplastia
percutânea  após  fratura  osteoporótica  na  vértebra  L1 devido  a  trauma.  De  acordo  com  nossa
pesquisa,  este  é  o  primeiro  caso  na  literatura.
© 2014  Sociedade  Brasileira  de  Anestesiologia.  Publicado  por  Elsevier  Editora  Ltda.  Todos  os
direitos reservados.

Introduction

Percutaneous  vertebroplasty  (PV)  is  a  relatively  safe,
simple,  and  commonly  performed  procedure  for  the  man-
agement  of  vertebral  compression  fractures,  but  serious
complications  have  been  reported,  including  pulmonary
embolism,1 severe  infection,2 paraplegia3 and  an  occur-
rence  of  a  new  fracture  in  an  adjacent  vertebra  after
vertebroplasty.4 Acute  complications  are  mostly  related  to
surgical  procedures,  which  include  leakage  of  bone  cement,
infection,  and  fracture  along  the  path  of  the  vertebroplasty
cannula.5,6

We  present  a  rare  case  of  neuraxial  anesthesia  corre-
lated  with  local  anesthesia  during  a  surgical  PV  using  the
transpedicular  approach.

Case report

A  68-year-old  and  75  kg  weighing  female  patient  was  admit-
ted  to  the  Emergency  Department  of  Tavas  Community
Hospital  with  back  pain  due  to  trauma  following  falling  down
at  home.  The  patient  had  an  osteoporotic  collapsed  fracture
in  the  L1 vertebra,  which  was  treated  conservatively  with
bedrest,  corset  and  analgesic  medications.  At  the  3rd  week
follow-up  examination,  pain  had  not  reduced  and  on  the
direct  radiograph  more  than  50%  of  the  fractured  L1 verte-
bra  was  observed  to  have  collapsed  compared  to  the  upper
adjacent  vertebra  (Fig.  1).  PV  was  recommended  for  the
patient.

At  the  preoperative  evaluation  of  patient,  laboratory
tests,  electrocardiogram  and  X-ray  of  lung  were  normal.
There  was  no  chronic  systemic  disease.  And  her  physical  sta-
tus  was  evaluated  as  level  1  according  to  American  Society
of  Anesthesiologist’s  scale.  The  preoperative  visual  analogue
pain  scale  score  (VAS)  was  8.  After  obtaining  informed  con-
sent,  patient’s  fracture  line  was  located  with  fluoroscopy
in  prone  position  and  then  under  fluoroscopic  control,  local
anesthesia  of  8  mL  of  2%  prilocaine  was  applied  from  the
pedicle  entrance  as  far  as  the  subcutaneous  tissue.  No  neu-
rological  deficit  was  determined  following  local  anesthesia.
After  location  of  the  pedicle  entrance  of  the  fractured  ver-
tebra  under  fluoroscopy,  an  11G  needle  was  entered  from
the  pedicle.  When  the  needle  reached  2/3  anterior  of  the
vertebral  corpus  on  the  lateral  view,  the  anterior---posterior
view  was  regarded  and  that  the  tip  of  the  needle  was  at
the  same  level  as  the  spinous  process.  The  needle  position
was  checked  by  fluoroscopy.  At  this  stage,  the  neurological
examination  of  the  patient  was  normal.  After  confirmation

of  the  needle  tip  location,  8  mL  of  cement  was  injected  into
the  fracture  line  (Fig.  2).

During  and  following  the  cementing,  the  neurological
examination  of  the  patient  was  normal.  After  setting  of  the
cement,  the  patient  was  placed  in  a  supine  position.  Imme-
diately  after  the  patient  was  positioned  supine,  a  bilateral
lower  extremity  loss  of  strength  (2/5)  and  sensation  deficit
occurred.  It  was  noticed  by  the  operator  during  neurological
examination.  Blood  pressure  was  measured  as  90/50  mmHg
and  500  mL  of  0.9%  NaCl  was  administered.  As  the  sensation
loss,  at  T10 level  at  first  examination,  reached  up  to  T5.  The
patient  was  moved  into  the  beach-chair  position  to  prevent
further  development  of  neuraxial  block.

The  patient  was  again  evaluated  neurologically,  and
bilateral  loss  of  strength  (0/5)  in  the  lower  extremities
and  anesthesia  were  observed.  6  mg  betamethasone  was
administered  intramuscularly.  The  patient  was  evaluated
with  direct  radiographs  at  operating  theater  and  cement
was  not  observed  in  canal  (Fig.  3).  30  min  after  the  onset
of  the  sensation  deficit,  blood  pressure  was  measured  as
110/90  mmHg  and  the  deficit  had  returned  to  the  level  of  the
umbilicus.

On  evaluation  of  patient  by  computer  tomography,  no
cement  was  observed  in  canal  (Fig.  4).  At  the  4th  hour
of  follow-up  sensation  and  motor  deficit  was  completely
resolved.  The  patient  was  mobilized.  We  did  not  observe
hypotension  or  bradycardia  and  no  inotropic  drug  was
needed.

Discussion

Vertebroplasty  has  been  widely  used  to  treat  vertebral  body
compression  fractures  (VCFs)  caused  by  varied  patholo-
gies  including  hemangioma,  multiple  myeloma,  osteolytic
metastases,  and  primary  or  secondary  osteoporosis.7 VCFs
are  the  most  common  type  of  osteoporotic  fractures,  result-
ing  in  severe  back  pain,  spinal  deformity,  muscle  atrophy,
prolonged  hospitalization,  and  potential  risk  of  increased
mortality.8

In  meta-analysis  of  PV,  low  complication  rate  of  0.4---3.8%
has  been  reported.9 Overall  complication  rates  due  to  PV  are
reported  to  be  very  low.  However,  the  procedure  is  not  free
of  risk.  Rare,  but  serious  complications  have  been  observed
during  PV  application  such  as  pulmonary  embolism,  car-
diac  perforation,  epidural  cement  extravasion  paraspinal,
intradisc  or  venous  system  cement  leakage,  infection  or
fractures  of  adjacent  vertebra.
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