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Introduction: Erector spinae plane blocks 

are commonly used analgesic adjuncts for 

a variety of operations. At our institution 

we routinely perform preoperative 

bilateral lumbar erector spinae plane 

blocks for all posterior lumbar spine 

surgeries. Although the majority of these 

blocks occur without issue, we present a 

case of epidural spread in the setting of 

unilateral hypoplastic facet joints.

Methods and Materials: We performed a 

retrospective review of one case and a 

literature review on the topic. The patient 

provided consent for this case to be 

written up. Given that the case report 

does not include identifiable patient 

information, it is exempt from IRB review 

requirements per Hartford Healthcare 

policy.
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Discussion: Epidural spread following lumbar ESP blocks is a rare 

complication that has been reported (4).  These complications have 

been seen in healthy patients (4) but to our knowledge, this is the first 

reported case in a patient with hypoplastic facet joints.  It is fortunate 

that our workflow of performing the blocks preoperatively allowed us 

to identify this complication, as unrecognized epidural spread may 

interfere with intraoperative neuromonitoring and affect the safety of 

the operation.  Although the preoperative lumbar spine CT scan 

showed a smaller and shorter transverse process on the right (Fig 1) 

and hypoplastic facet joint on the right (Fig 2), these imaging studies 

are not routinely reviewed by the anesthesia team.  Furthermore, 

detailed information about the patient’s anatomy is not routinely 

communicated to the anesthesia team by the surgeon. There is limited 

literature regarding the spread pattern of erector spinae plane blocks, 

especially in patients with unusual anatomy. There are some articles 

that describe the variability in spread using radiographic evaluation. 

Sørenstua et al (2) describe the spread of several erector spinae 

injections in ten healthy volunteers observed using MRI. Several had 

spread to the neural foramina and paravertebral space. Five of the 

volunteers had spread to the epidural space, suggesting that this 

complication may occur more often than recognized. However, all of 

these volunteers had normal anatomy.  Although these articles suggest 

possible mechanisms as to how this complication occurred,it is unclear 

how ESP local anesthetic spread is affected in patients with abnormal 

anatomy. This case helps to identify the importance of communication 

between the surgical and anesthesia teams regarding risk factors in 

patient anatomy that may contribute to post-block complications. 

There is still more research to be done regarding this topic and we hope 

that this case report sparks further evaluation into patient/anatomical 

risk factors in erector spinae plane blocks.

Case Report
A 66-year-old woman with a history of hypertension and hyperlipidemia presented with worsening lower back pain with radiation to the right 

lower extremity. She presented to the Bone and Joint Institute for L2-L3 interbody fusion. This patient received a routine bilateral lumbar ESP block 

under mild sedation with 2 mg IV Midazolam in the preoperative area. With the patient in the seated position, the left sacrum ultrasound image 

was identified with a curvilinear transducer and used to count up to the L2 vertebrae.  The needle was advanced under direct in plane ultrasound 

guidance to the left L2 transverse process, and 25 ml of 0.25% bupivacaine with 1:400k epinephrine and 2.5mg dexamethasone was deposited 

deep to the erector spinae muscle.  The same technique was used on the right side, however, the transverse processes appeared abnormal. They 

were more difficult to identify than the left as they were significantly smaller and deeper, but they were able to be identified.  Shortly after 

injecting the injectate, the patient fell limp onto her right side after 25 ml was injected. The patient was placed supine and felt sleepy,  had no 

neurological deficits, and remained hemodynamically stable. 

Ten minutes after block completion while still in the preoperative holding area, the patient developed hypotension with systolic blood pressures as 

low as 60. She required IV fluid boluses and high dose pushes of phenylephrine and ultimately, a phenylephrine drip. She denied any lower 

extremity motor or sensory changes. The patient was reassessed approximately every 5-10 minutes and she continued to deny any neurological 

symptoms. One hour after block completion, the patient developed progressive numbness and weakness of the bilateral lower extremities. Her 

symptoms were consistent with local anesthetic epidural spread and given that this would interfere with intraoperative neuromonitoring, the case 

was postponed. The patient remained in the preoperative holding area for two additional hours, during which the phenylephrine drip was weaned 

off and her neuro exam had returned to baseline. The patient returned to the OR the following day without a preoperative ESP block, underwent a 

successful L2/L3 XLIF, with no abnormalities detected during intraoperative neuromonitoring. She worked with PT post operatively without any 

neuro deficits and was discharged home on POD 3.
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