
Pain Physician Vol. 7, No. 4, 2004

492 493

Pain Physician Vol. 7, No. 4, 2004

Rinoo V. Shah, MD
Assistant  Professor & Pain 
Fellowship Education Director
Dept. of Anesthesiology and Pain 
Services
International Pain Institute 
Texas Tech University Health 
Sciences Center
4430 South Loop 289
Lubbock, TX 79414
E-mail: rinoo_shah@yahoo.com

Alan D. Kaye, MD, PhD
Chairman and Professor
Dept. of Anesthesiology and Pain 
Services
Professor of  Pharmacology 
3601 4th Street
Lubbock, TX 79430
E-mail: Alan.Kaye@ttuhsc.edu

Comment on Fluoroscopic Interlaminar Epidural Steroid Injections 

To the Editor:
The article by Botwin  et al (1) ap-

pears to strengthen conclusions from past 
studies that imply low efficacy of blind 
epidural injections (2,3). Although the au-
thors do not draw conclusions about effi-
cacy, they cite the benefits of placing med-
ication in the ventral space as was shown 
in other studies (4,5).  With the benefits 
of contrast enhanced image-guided fluo-
roscopic injections, we can assess our abil-
ity to precisely deliver medication to this 
space. In this new study the authors dem-
onstrate that, in a fluoroscopically guided 
posterior, interlaminar epidural steroid 
injection, the medication injected will of-
ten (64 percent) fail to reach the ventral 
epidural space. 

Previous studies without the use 
of fluoroscopy have demonstrated that 
only 70-87 % of “blind” injections reach 
the epidural space at all (2,3). The im-
age-guided injections in Botwin’s article 
were placed in the epidural space. Conse-
quently, adding Botwin’s data to the pre-
vious work we can say that, using blind 
epidural injection, the injectate will reach 
the ventral space only 25 to 31 percent of 

the time. Factors such as prior spinal sur-
gery (increased epidural scarring), skill of 
the individual in location and placement 
of the needle and other variables can only 
reduce this level further. Spine surgeons 
who order these injections prior to con-
sidering surgery should be alert to the low 
likelihood of benefit of the blind epidural 
approach. This may spare the patient un-
necessary surgery if a more effective treat-
ment is offered, one that places maximum 
concentration/ controlled volume of cor-
ticosteroid most precisely at the inflamed 
lesion site.

In summary, we appreciate Dr. Bo-
twin and his group for revealing impor-
tant contrast study data that will ultimate-
ly lead us closer to the science (standard-
ization) of where and why we perform our 
injections. An important conclusion can 
be drawn by combining data he present-
ed in his article with that of other stud-
ies, which will hopefully help lead to the 
extinction of non-fluoroscopically guided 
spinal injections.  
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