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Abstract: The loss of resistance (LOR) method has been used exclusively to identify epidural space.
It is difficult to find the epidural space without the risk of dural puncture. Various devices have
been developed to improve the accuracy of the LOR method; however, no method has overcome the
problems completely. Therefore, we devised a ligamentum flavum rupture method (LFRM) in which
the needle tip is placed only on the ligamentum flavum during the epidural injection, and the injection
pressure is used to rupture the ligamentum flavum and spread the drug into the epidural space. We
confirmed the accuracy of this method using ultrasound with superb microvascular imaging (SMI) to
visualize the epidural space. Here, we report two cases of 63-year-old and 90-year-old males. The
63-year-old patient presented with severe pain in his right buttock that extended to the posterior
lower leg. The 90-year-old patient presented with intermittent claudication every 10 min. LFRM was
performed, and SMI was used to confirm that the parenteral solution had spread into the epidural
space. Our results indicate that LFRM can be used for interlaminar lumbar epidural steroid injections.

Keywords: lumbar; epidural injection; sonography; loss of resistance method; superb microvascular
imaging; rupture

1. Introduction

The loss of resistance (LOR) technique is the most commonly used method for identi-
fying epidural space for an epidural block [1]. However, a lumbar epidural block, such as a
trigger point injection performed in an outpatient department, cannot be easily performed
due to complications [2,3]. Needle guidance using fluoroscopy, computed tomography
(CT), sonography [4–13], and special devices to increase the sensitivity of the LOR method
have been used to minimize these complications. Since the epidural fat layer varies in
thickness from patient to patient, the placement of the needle tip in the same area cannot
completely avoid the risk of complications. To avoid complications, the needle tip should
be placed as far away from the dura mater as possible. Therefore, we devised a ligamentum
flavum rupture US-guided lumbar epidural injection technique in which the needle tip
is placed only on the ligamentum flavum during the epidural injection, and the injection
pressure is used to rupture the ligamentum flavum and spread the drug into the epidural
space. The method was confirmed by the superb microvascular imaging (SMI) method,
which allows real-time visualization of the spread of the drug solution on the cross-sectional
image [14,15]. Therefore, we aimed to report the development of a ligamentum flavum
rupture US-guided lumbar epidural injection technique using SMI (Figure 1). We discov-
ered that the ligamentum flavum rupture method may aid in interlaminar lumbar epidural
steroid injections.

Tomography 2023, 9, 285–298. https://doi.org/10.3390/tomography9010023 https://www.mdpi.com/journal/tomography

https://doi.org/10.3390/tomography9010023
https://doi.org/10.3390/tomography9010023
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/tomography
https://www.mdpi.com
https://orcid.org/0000-0002-9279-9141
https://orcid.org/0000-0002-2352-1963
https://orcid.org/0000-0001-6671-6894
https://orcid.org/0000-0002-2300-611X
https://doi.org/10.3390/tomography9010023
https://www.mdpi.com/journal/tomography
https://www.mdpi.com/article/10.3390/tomography9010023?type=check_update&version=2


Tomography 2023, 9 286

Tomography 2023, 9 286  
 

 

mentum flavum rupture US-guided lumbar epidural injection technique using SMI (Fig-

ure 1). We discovered that the ligamentum flavum rupture method may aid in interlami-

nar lumbar epidural steroid injections. 

 

Figure 1. Ultrasound-guided lumbar epidural injection technique. (A) Ligamentum flavum rupture 

lumbar epidural injection using ultrasound with SMI method. The needle was guided in-plane to-

ward the ligamentum flavum via ultrasound (US). The monitor and ligamentous resistance tactile 

sensation transmitted to the syringe were used to confirm that the needle tip had reached the liga-

mentum flavum. Once the needle tip reached the ligamentum flavum, the US was switched to su-

perb microvascular imaging (SMI) mode to confirm the spread of the injectant. The syringe was 

pressed, and the needle was brought close to the epidural fat layer within the ligamentum flavum. 

We stopped advancing the needle and injected the remaining injectant when the ligamentum fla-

vum ruptured, and the SMI signal appeared in the epidural fat layer. (B) Sonogram of needle guid-

ance to the ligamentum flavum. The dotted yellow line indicated the injection needle trajectory. 

Abbreviations: L. flavum, ligamentum flavum; ADM, anterior dura matter; PDM, posterior dura 

matter. 

2. Technique Description 

The laminae were visible in the cross-section as sloping hyperechoic lines in a “saw-

tooth” pattern in a paramedian sagittal oblique view of the lumbar spine. An interlaminar 

foramen was identified between the laminae. Two deeper hyperechoic lines representing 

the posterior dura mater and the anterior dura mater, separated by the hypoechoic in-

trathecal space, were identified from the interlaminar foramen (Figure 1A,B). The L5–S1 

interlaminar foramen following the sacral tilt was identified, and the L1–L2 interlaminar 

foramen was traced upward (Figure 2). After identifying the target interlaminar foramen 

level, the probe was rotated by 20° from the paramedian sagittal plane (Figure 3A) to ob-

tain the center of the interlaminar foramen, which is the most developed epidural fat layer 

at this level (Figure 3B). 

Figure 1. Ultrasound-guided lumbar epidural injection technique. (A) Ligamentum flavum rupture
lumbar epidural injection using ultrasound with SMI method. The needle was guided in-plane
toward the ligamentum flavum via ultrasound (US). The monitor and ligamentous resistance tac-
tile sensation transmitted to the syringe were used to confirm that the needle tip had reached the
ligamentum flavum. Once the needle tip reached the ligamentum flavum, the US was switched
to superb microvascular imaging (SMI) mode to confirm the spread of the injectant. The syringe
was pressed, and the needle was brought close to the epidural fat layer within the ligamentum
flavum. We stopped advancing the needle and injected the remaining injectant when the ligamentum
flavum ruptured, and the SMI signal appeared in the epidural fat layer. (B) Sonogram of needle
guidance to the ligamentum flavum. The dotted yellow line indicated the injection needle trajec-
tory. Abbreviations: L. flavum, ligamentum flavum; ADM, anterior dura matter; PDM, posterior
dura matter.

2. Technique Description

The laminae were visible in the cross-section as sloping hyperechoic lines in a “saw-
tooth” pattern in a paramedian sagittal oblique view of the lumbar spine. An interlaminar
foramen was identified between the laminae. Two deeper hyperechoic lines represent-
ing the posterior dura mater and the anterior dura mater, separated by the hypoechoic
intrathecal space, were identified from the interlaminar foramen (Figure 1A,B). The L5–S1
interlaminar foramen following the sacral tilt was identified, and the L1–L2 interlaminar
foramen was traced upward (Figure 2). After identifying the target interlaminar foramen
level, the probe was rotated by 20◦ from the paramedian sagittal plane (Figure 3A) to obtain
the center of the interlaminar foramen, which is the most developed epidural fat layer at
this level (Figure 3B).

A completely aseptic technique was used during the procedure. First, the skin was
disinfected using a chlorhexidine solution, which remained on the skin for at least 2 min
to kill bacteria causing deep tissue infections following skin puncture (Figure 4A). After
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visualizing the ligamentum flavum, which had low echogenicity due to anisotropy, and
the epidural fat layer, posterior dura mater, and anterior dura mater, which had high
echogenicity at the plane of the causative lesion (Figure 1B), a 23 G 60 mm Catelan needle
(Nipro Corporation, Osaka, Japan) was inserted toward the ligamentum flavum in-plane
with the US probe, with the needle tip visible in a lateral-to-medial direction (Figure 4B).
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Figure 3. Direction of the probe during injection. The probe was rotated by 20° at the paramedian 

sagittal oblique plane to obtain the angle of the needle (A) to the obtuse dura mater and direct the 

needle tip to the midline, where the epidural fat layer is thickest at the lesion (B). The yellow line 

indicates the L5 lamina. Abbreviations: ADM, anterior dura matter; PDM, posterior dura matter. 

A completely aseptic technique was used during the procedure. First, the skin was 

disinfected using a chlorhexidine solution, which remained on the skin for at least 2 min 

to kill bacteria causing deep tissue infections following skin puncture (Figure 4A). After 
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Figure 2. Panoramic paramedian sagittal oblique sonogram of the lumbar and lumbosacral junctions.
The posterior surface of the sacrum was identified as a flat hyperechoic band with an acoustic shadow
anterior to it. The gap between the sacrum and lamina of L5 is the L5/S1 intervertebral space. The
L4/L5 and L3/L4 intervertebral spaces were identified by counting upward. The image in the
inset shows the reconstruction of the computed tomography lumbar spine image. Abbreviations:
L, lumbar.

We confirmed that the needle tip had reached the ligamentum flavum by observing
the monitor and by the ligamentous resistance tactile sensation transmitted to the syringe.
Once the needle tip approached the ligamentum flavum, the US was switched to SMI mode
to confirm the position of the needle tip and injectant spread (Figure 5A). The syringe was
pressed, and the needle was slowly advanced close to the epidural fat layer within the
ligamentum flavum. The needle advancement was stopped, and the remaining injectant
(9 mL of 0.25% lidocaine and 4 mg dexamethasone) was injected when the ligamentum
flavum ruptured and the SMI signal appeared in the epidural fat layer (Figure 5B–F,
Supplementary Video S1). While injecting the injectant, the SMI signal was monitored in
the epidural space until the drug infusion was completed. The infusion of the injectant
was stopped immediately, and the needle tip was repositioned when a signal was detected
in the thecal sac (Figure 6). If the dural canal was stenotic, cerebrospinal fluid (CSF) flow
was observed as a pulsatile SMI signal (Figure 7), which can be differentiated from the
steady-state SMI signal associated with the injection (Figure 8). In addition, pulsatile SMI
signals appeared at inflamed sites, such as protruding discs (Figure 9).



Tomography 2023, 9 288

Tomography 2023, 9 287  
 

 

 

Figure 2. Panoramic paramedian sagittal oblique sonogram of the lumbar and lumbosacral junc-

tions. The posterior surface of the sacrum was identified as a flat hyperechoic band with an acoustic 

shadow anterior to it. The gap between the sacrum and lamina of L5 is the L5/S1 intervertebral 

space. The L4/L5 and L3/L4 intervertebral spaces were identified by counting upward. The image 

in the inset shows the reconstruction of the computed tomography lumbar spine image. Abbrevia-

tions: L, lumbar. 

 

Figure 3. Direction of the probe during injection. The probe was rotated by 20° at the paramedian 

sagittal oblique plane to obtain the angle of the needle (A) to the obtuse dura mater and direct the 

needle tip to the midline, where the epidural fat layer is thickest at the lesion (B). The yellow line 

indicates the L5 lamina. Abbreviations: ADM, anterior dura matter; PDM, posterior dura matter. 

A completely aseptic technique was used during the procedure. First, the skin was 

disinfected using a chlorhexidine solution, which remained on the skin for at least 2 min 

to kill bacteria causing deep tissue infections following skin puncture (Figure 4A). After 

visualizing the ligamentum flavum, which had low echogenicity due to anisotropy, and 

Figure 3. Direction of the probe during injection. The probe was rotated by 20◦ at the paramedian
sagittal oblique plane to obtain the angle of the needle (A) to the obtuse dura mater and direct the
needle tip to the midline, where the epidural fat layer is thickest at the lesion (B). The yellow line
indicates the L5 lamina. Abbreviations: ADM, anterior dura matter; PDM, posterior dura matter.
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injectant (9 mL of 0.25% lidocaine and 4 mg dexamethasone) was injected when the liga-
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Figure 4. Needle insertion technique. Panel (A) shows the orientation of the transducer and the
needle direction.The ligamentum flavum rupture US-guided epidural injection was performed using a
20◦-rotated paramedian sagittal oblique approach. The needle tip was introduced into the ligamentum
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flavum. We confirmed whether the needle tip was within the ligamentum flavum by injecting a small
amount of fluid and ensuring that the SMI signal did not flow back to the surface of the ligament;
that is, it remained within the ligament (A). The needle was slowly advanced close to the epidural fat
layer within the ligamentum flavum as pressure was applied to the syringe. When the ligamentum
flavum ruptured and the SMI signal appeared in the epidural fat layer, needle advancement was
stopped, and the remaining injectant (B) was injected. While injecting the injectant, the SMI signal
was monitored in the epidural space until the drug infusion was completed. We detected SMI signals
when a signal appeared in the thecal sac. Drug infusion was discontinued immediately, and the
needle tip was repositioned. Abbreviations: SMI, superb microvascular imaging.
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US-guided epidural injection. The inset shows the orientation of the transducer and the direction of 

the needle in which the Cathelin needle was introduced (in-plane) during the epidural injection. 
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injectant was injected. The SMI signal spread to the posterior indicated by the red arrow and anterior 

epidural spaces indicated by the yellow arrow (D,E). The SMI signal was localized in the posterior 
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Figure 5. Paramedian sagittal oblique view (rotated by 20◦) of the lumbar spine during real-time
US-guided epidural injection. The inset shows the orientation of the transducer and the direction of
the needle in which the Cathelin needle was introduced (in-plane) during the epidural injection. The
Cathelin needle tip (white arrows) was embedded in the ligamentum flavum which was confirmed
by observing the monitor before changing to SMI mode and by the ligamentous resistance tactile
sensation transmitted to the syringe; the green arrow indicates the SMI signal in the ligamentum
flavum associated with injection. The yellow dotted line represents the outline of the ligamentum
flavum (A). When the ligamentum flavum ruptured and the SMI signal indicated by the red arrow
appeared in the epidural fat layer (B,C), needle advancement was stopped, and the remaining
injectant was injected. The SMI signal spread to the posterior indicated by the red arrow and anterior
epidural spaces indicated by the yellow arrow (D,E). The SMI signal was localized in the posterior
epidural space (F). While injecting the injectant, the SMI signal was monitored in the epidural space
until the drug infusion was completed. Abbreviations: ADM, anterior dura mater; PDM, posterior
dura mater; L.flavum, ligamentum flavum.
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Figure 6. SMI signal associated with intrathecal injection. A 90-year-old male patient with lumbar 

spinal canal stenosis with intermittent claudication underwent US-guided lumbar epidural injection 

with loss of resistance from L5/S1. The SMI signal appeared in the thecal sac during the epidural 

injection. The injection was stopped immediately due to a suspected dural puncture, and the patient 

did not experience complications of spinal anesthesia. (A) Scan image of the L5–S1 intervertebral 

space showing the paramedian sagittal oblique orientation (rotated by 20°). The SMI signal associ-

ated with the injection appeared in the thecal sac. (B) Schema of (A). (C) Transverse median plane 

scan image of the L5–S1 intervertebral space. The SMI signal detected in (A) was confirmed in the 

transverse median scan image in the thecal sac. (D) Schema of (C). Abbreviations: SMI, superb mi-

crovascular imaging. 
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Figure 6. SMI signal associated with intrathecal injection. A 90-year-old male patient with lumbar
spinal canal stenosis with intermittent claudication underwent US-guided lumbar epidural injection
with loss of resistance from L5/S1. The SMI signal appeared in the thecal sac during the epidural
injection. The injection was stopped immediately due to a suspected dural puncture, and the patient
did not experience complications of spinal anesthesia. (A) Scan image of the L5–S1 intervertebral
space showing the paramedian sagittal oblique orientation (rotated by 20◦). The SMI signal associated
with the injection appeared in the thecal sac. (B) Schema of (A). (C) Transverse median plane scan
image of the L5–S1 intervertebral space. The SMI signal detected in (A) was confirmed in the
transverse median scan image in the thecal sac. (D) Schema of (C). Abbreviations: SMI, superb
microvascular imaging.
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Figure 7. Paramedian sagittal oblique sonogram of the lumbar spine. A pulsatile SMI signal associated
with the cerebrospinal fluid flow was detected in lumbar disc herniation. The (left) image shows no
SMI signal at the L4/5 and L5/S1 interlaminar spaces without stenosis. The (right) image shows the
SMI at the L4/5 and L5/S1 interlaminar spaces with an L5/S1 disc herniation. Strong SMI signals
were observed at the site of stenosis with disc herniation. Abbreviations: L. flavum, ligamentum
flavum; L, lumbar; SMI, superb microvascular imaging.
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Figure 8. SMI steady-flow signal associated with injection. Paramedian sagittal oblique view (ro-

tated by 20°) of the lumbar spine during real-time US-guided epidural injection. Abbreviations: 

ADM, anterior dura matter; PDM, posterior dura matter; SMI, superb microvascular imaging. 

 

      
       

         

        

                      

                 

                     
             

   

                 

   

                

                

 
  
 

 
  
 

         

                

          

                

 
  
 

 
  
 

                  

Figure 8. SMI steady-flow signal associated with injection. Paramedian sagittal oblique view (rotated
by 20◦) of the lumbar spine during real-time US-guided epidural injection. Abbreviations: ADM,
anterior dura matter; PDM, posterior dura matter; SMI, superb microvascular imaging.
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Figure 9. Paramedian sagittal oblique sonogram of the lumbar spine. Pulsatile SMI signal associated
with inflammation. The (left) image shows no SMI signal at the L4/5 interlaminar spaces without
disc herniation. The (right) image shows SMI signals indicated by a red line on the herniated disc.
The SMI signals indicated by red arrows were detected as pulsatile flow in the epidural space between
the epidural fat layer and the anterior dura mater. Abbreviations: L. flavum, ligamentum flavum; L,
lumbar; SMI, superb microvascular imaging.

To confirm the accuracy of the ligamentum flavum rupture US-guided ILEDSI, we
used a contrast medium instead of dexamethasone (5 mL iohexol-240 [Omnipaque-240;
GE Healthcare Pharma, Tokyo, Japan]) in 5 mL of 0.25% lidocaine. After injecting the
contrast medium, the anterior-posterior and lateral epidurograms of the lumbar spine
were captured (Figure 10A,B). The patients were subsequently placed supine within the
gantry of the CT scanner (Aquilion Start Canon Medical System, Tochigi, Japan), and CT
was performed from L5 to Th7 several minutes after injection. Epidurograms for epidural
contrast were reviewed to confirm technical success. In addition, the spread of contrast
within the epidural space was assessed using CT epidurograms (Figure 10C–F).
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Figure 10. Epidurography and CT epidurography after US-guided epidural injection at L1/2 admin-

istered to a 63-year-old male with severe pain in his right buttock extending to the posterior lower 

leg associated with lumbar canal stenosis (case 1). Anteroposterior (A) and lateral view (B) of epi-

durogram revealed compression of the dural sac with incomplete epidural contrast spread on the 

caudal border of L2. The anterior and posterior epidural space could be identified on the transverse 
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Figure 10. Epidurography and CT epidurography after US-guided epidural injection at L1/2 ad-
ministered to a 63-year-old male with severe pain in his right buttock extending to the posterior
lower leg associated with lumbar canal stenosis (case 1). Anteroposterior (A) and lateral view (B) of
epidurogram revealed compression of the dural sac with incomplete epidural contrast spread on the
caudal border of L2. The anterior and posterior epidural space could be identified on the transverse
views at the Th9 (C), Th11 (D) and L1 (E) levels by CT epidurography. The axial CT epidurogram
(F) confirmed the spread of the contrast from L2 to Th9.

3. Case Reports

Case 1: A 63-year-old man presented with severe pain in his right buttock extend-
ing to the posterior lower leg. No obvious neurological symptoms were observed. The
visual analog scale (VAS) score was 10. Diagnostic facet joint and sacroiliac joint blocks
had no effect. Magnetic resonance imaging (MRI) revealed L2/3, L3/4, and L5/S1 disc
herniation. A total US-guided epidural injection of 1 mL dexamethasone (4 mg), 4 mL
of 0.25% xylocaine, and 5 mL of 0.9% saline were administered at L1/2 as his pain had
persisted for 2 weeks. During examination, SMI was used to confirm that the parenteral
solution had spread into the epidural space. The spread of contrast within the epidural
space was assessed using epidurograms and CT epidurograms to confirm the accuracy of
the US-guided LFRM. The axial CT epidurogram confirmed the spread of the contrast from
L1 to Th9 (Figure 10). Subsequently, the VAS score decreased from 10 to 4. Four additional
blocks were performed at weekly intervals, leading to pain resolution. No pain recurrence
was observed at the 3-month follow-up.

Case 2: A 90-year-old man presented with intermittent claudication every 10 min. No
obvious neurological symptoms were observed. The VAS score was 10 and the MRI revealed
lumbar canal stenosis. In the examination room, SMI was used to confirm that the parenteral
solution had spread in the epidural space. Unfortunately, the SMI signals appeared in the
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thecal sac (Figure 6); therefore, the US-guided epidural injection with the loss of resistance
method was interrupted, and the ligamentum flavum rupture epidural injection technique
was performed. Thus, the complications associated with spinal anesthesia were avoided.
Symptoms were alleviated by two additional ligamentum flavum rupture US-guided
epidural injections at weekly intervals. No pain recurrence was observed at the 3-month
follow-up.

4. Discussion

An epidural block is usually a four-step process:

1. Guide the needle into the ligamentum flavum.
2. Advance the needle to the depth where resistance disappears (LOR).
3. Confirm that the site of LOR is the epidural space.
4. Confirm that the drug solution is appropriately distributed into the epidural space.

Processes two through four are difficult to assess in real-time, and it is difficult to
assess whether they were done appropriately, which can lead to complications. To solve
these problems, we devised a method of breaking the ligamentum flavum with injection
pressure that does not involve the LOR method.

4.1. Measurement of Epidural Space Depth and the Proper Needle Angle (Needle Guide)

The distance from the insertion point to the ligamentum flavum was measured before
injection to perform LOR and avoid dural puncture complications. However, the LOR
method cannot accurately identify the epidural space if there is a false lumen with the
LOR outside the epidural space, as it only uses a decrease in pressure as an indicator.
Efforts have been made to improve the success rate by measuring the distance from the
epidermis in advance using MRI, CT, or sonography to avoid mistaking the false lumen
for the epidural space [4–6]. Imaging procedures have been used to enhance the safety
and efficacy of epidural injection by providing anatomical precision and accurate needle
placement (angle and distance) [9,10], with fluoroscopy recommended for all interlaminar
and transforaminal injections by a multispecialty working group sponsored by the United
States Food and Drug Administration [11].

4.2. US-Guided Techniques

Ultrasonography can be used for the preprocedural imaging of anatomical landmarks
or the real-time US guidance of the procedure. Moreover, ultrasonography is more accurate
than surface landmarks or palpation in identifying a specific intervertebral level. Palpation
could result in inaccuracies of two or more intervertebral levels from the targeted level [16].
US also provides information on the depth of the epidural space and the angle of needle
insertion [5,17]. Pre-scanning decreases the number of needle passes while significantly
increasing the first-pass success rate [5,18,19]. This is of benefit to patients with difficult
spinal anatomy [5,20].

4.3. Capture Pressure Changes Using Devices

The success of the LOR method depends on the finger senses of the surgeon to detect
subtle changes in pressure. Furthermore, attempts have been made to identify the epidural
space using special devices to measure pressure changes without using finger senses [7,8].
These methods do not visually guide the needle into the epidural space and are only
complementary to the LOR method, which reduces complications to some extent but is not
satisfactory.

4.4. Devices to Accurately Capture the Needle Tip

Several methods have been reported for evaluating whether the needle tip is in the
epidural space, including multiple intraoperative CT scans [21], fluoroscopic confirmation
using contrast media [10], and color Doppler ultrasonography [22]. Using high radiation
exposure in CT guidance to examine the needle tip position in the epidural fat layer poses
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a problem [23], and CT cannot image the epidural space without a contrast medium, which
can cause adverse effects [24]. Furthermore, CT emits ionizing radiation that can cause
cancer [25].

US-guidance is difficult to be determined by the US alone, especially when the needle
is deep and the trajectory has passed through several layers of soft tissues so that the edge
shadow may sometimes block the needle tip view. LOR may help to confirm the epidural
access but is still not accurate, and dural puncture has been reported [22,26–28], US color
Doppler has been developed to identify the epidural space, injectate flow, or movement
of the needle tip, but it is not sensitive [22], therefore, the SMI has been evolved to assist
physicians to visualize the needle tip and injectate flow more easily in the deep spaces, e.g.,
the epidural spaces or fat layer.

In the present study, we developed a US-guided lumbar intervertebral epidural injec-
tion to address this problem in the lumbar region. The ligamentum flavum was bluntly
ripped by applying injection pressure to the needle tip within the ligamentum flavum rather
than penetrating the needle tip (shown in Figure 5), which is guided to the ligamentum
flavum and then to the epidural fat layer. This method avoids proximity to the dura mater,
which reduces the risk of further dural puncture complications as it does not depend on
LOR confirmation of the epidural space. In addition, US-guided blocks have the following
advantages:

1. Accurate needle tip guidance into the ligamentum flavum behind the epidural fat
layer;

2. Palpation of resistance by finger sense during ligamentum flavum insertion while
confirming with sonography;

3. Confirmation of the position of the needle tip in the ligamentum flavum;
4. Tracing the spread of the drug in the epidural space using SMI during the injection.

Needle movement during injection caused by unintentional patient movement due to
pain or other factors can cause a subarachnoid block; however, the risk can be minimized if
interrupted by a small drug infusion. Our method can detect intrathecal injection during
epidural injection and prevent subarachnoid block.

Toshiba has developed an innovative Doppler US technology called SMI using the
Aplio™ i-series (Toshiba Medical Systems Corporation, Tochigi, Japan), which enables
the visualization of slow-flow vessels without the need for a contrast medium. SMI
is a promising new tool for detecting injection flow [15]. SMI images can be obtained
as increased peri-discal blood flow behind the intervertebral disc, where blood flow is
normally not captured, and inflammation is expected due to herniation. We also visualized
the CSF flow with SMI in areas where the flow velocity is accelerated by stenosis or other
factors. The CSF flow signal is pulsatile, whereas the SMI signal associated with the
injection is steady and can be differentiated.

Peri-discal blood flow is a thin, narrow flow that is continuous to the base of the hernia
and presents an SMI image in the epidural space, whereas CSF flow is a wider flow than
this but does not flow epidurally, resulting in flow in the dural canal even if the stenosis
is strong. In addition, CSF flow is susceptible to spinal extension, and SMI in the case of
strong stenosis is not affected by inflammation around the intervertebral disc, whereas
the SMI signal associated with CSF flow is also lost because CSF flow is lost with lumbar
extension. The CSF flow is also more susceptible to SMI signal enhancement due to the
dura mater being pushed down with an epidural block, whereas the inflammatory SMI
signal in the disc is not affected.

We believe that SMI signaling via CSF flow or peri-discal blood flow may have a
potential application in identifying the responsible vertebral body or disc level in patients
with multiple lesions.

4.5. Real-Time Needle Guidance

Many fluoroscopic methods have been reported to guide the needle in real-time but
have limitations due to the use of the bone as a landmark, and some complications have
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also been reported [12,13]. Karmakar et al. reported real-time US-guided paramedian
epidural access with a single operator inserting an epidural needle in the plane (in-plane)
of the US beam [23]. They claimed to have successfully used real-time US guidance for
needle access to the epidural space, and precisely guided the needle to the ligamentum
flavum using the LOR method from the ligamentum flavum to the epidural space. These
techniques complement the LOR method but do not visualize the needle and considerably
reduce complications.

Since the epidural fat layer varies in thickness from patient to patient, the placement
of the needle tip in the same area cannot completely avoid the risk of complications. To
avoid complications, the needle tip should be placed as far away from the dura mater
as possible. Therefore, we devised a method in which the needle tip is placed only on
the ligamentum flavum during the epidural block and the injection pressure is used to
rupture the ligamentum flavum and spread the drug into the epidural space. The most
important difference from the cervical epidural block is the depth to the epidural space and
the volumetric measurement of the surrounding tissue. In the cervical region, the needle
can be inserted tangential to the dura mater and parallel to the probe, allowing good needle
visibility and the accurate location of the needle tip by echo, whereas in the lumbar region,
it is difficult to insert the needle tangential to the dura mater and parallel to the probe.
Therefore, the needle is inserted at an acute angle to the dura and at an angle to the probe,
resulting in poor needle visibility.

This method requires the application of a sufficiently high injection pressure to break
the ligamentum flavum, making it difficult to evaluate whether the drug has flowed into
the epidural space with the usual LOR method.

To evaluate whether the epidural ligament was correctly ruptured and the drug flowed
into the epidural space, the SMI method was used as shown in the cervical epidural block.
The advantages of this method are the accurate assessment of the needle tip position,
real-time tracking of the spread of the drug, and the ability to visualize the intrathecal
injection by dural puncture, which allows early interruption of the injection.

To the best of our knowledge, this is the first study to identify ligamentum flavum
rupture epidural steroid injections as a possibility. The SMI method is a safe adjunct to our
injection technique because it allows us to visualize the needle tip, the spread of the drug
into the epidural space, and the intrathecal injection in real-time.

4.6. Limitation

A limitation of this study is that SMI is only available in Canon medical ultrasonic
equipment but not in others, which will limit the generalization of this technique to
spine intervention.

5. Conclusions

The main advantage of the US-guided LFRM is its lack of radiation exposure and
use of a contrast medium. Furthermore, predicting epidural space spread using the SMI
method during US-guided LFRM is accurate and feasible in clinical settings. This method
predicts the injectant spread into the epidural space and prevents intrathecal injection by
attempting epidural steroid injection under US guidance.

Supplementary Materials: The following supporting information can be downloaded at:
https://www.mdpi.com/article/10.3390/tomography9010023/s1, Video S1: Ligamentum flavum
rupture US-guided lumbar epidural injection using SMI mode.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was performed at the Maeda Orthopedic Clinic
and was approved by its Institutional Review Board (Commission of Ethics), 00000004.

Informed Consent Statement: Written informed fconsent has been obtained from the patients to
publish this paper.

https://www.mdpi.com/article/10.3390/tomography9010023/s1


Tomography 2023, 9 297

Data Availability Statement: Data supporting the findings of this study are available via the supple-
mentary material of this article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Sicard, J.A.; Forestier, J. Methode radiographique d’exploration de la cavite epidurale par le Lipiodol. Rev. Neurol. 1921, 28,

1264–1266.
2. Goodman, B.S.; Posecion, L.W.; Mallempati, S.; Bayazitoglu, M. Complications and pitfalls of lumbar interlaminar and trans-

foraminal epidural injections. Curr. Rev. Musculoskelet. Med. 2008, 1, 212–222. [CrossRef]
3. Stoll, A.; Sanchez, M. Epidural hematoma after epidural block: Implications for its use in pain management. Surg. Neurol. 2002,

57, 235–240. [CrossRef] [PubMed]
4. Knezevic, N.N.; Paredes, S.; Cantillo, S.; Hamid, A.; Candido, K.D. Parasagittal approach of epidural steroid injection as a

treatment for chronic low back pain: A systematic review and meta-analysis. Front. Pain Res. 2021, 2, 676730. [CrossRef] [PubMed]
5. Grau, T.; Leipold, R.W.; Conradi, R.; Martin, E. Ultrasound control for presumed difficult epidural puncture. Acta Anaesthesiol.

Scand. 2001, 45, 766–771. [CrossRef] [PubMed]
6. John, H.; Sohn, K.; Kim, J.H. Relationship between needle depth for lumbar transforaminal epidural injection and patients’ height

and weight using magnetic resonance imaging. Korean J. Pain 2022, 35, 345–352. [CrossRef]
7. Kartal, S.; Kösem, B.; Kılınç, H.; Köşker, H.; Karabayırlı, S.; Çimen, N.K.; Demircioğlu, R.I. Comparison of Epidrum, Epi-Jet,

and Loss of Resistance syringe techniques for identifying the epidural space in obstetric patients. Niger. J. Clin. Pract. 2017, 20,
992–997.

8. Le Guen, M.; Charvet, A.; Leone, M.; Fischler, M. Epidrum is an unreliable device for identifying the thoracic epidural space. Eur.
J. Anaesthesiol. 2018, 35, 716–717. [CrossRef]

9. Elsharkawy, H.; Sonny, A.; Chin, K.J. Localization of epidural space: A review of available technologies. J. Anaesthesiol. Clin.
Pharmacol. 2017, 33, 16–27. [CrossRef]

10. Silbergleit, R.; Mehta, B.A.; Sanders, W.P.; Talati, S.J. Imaging-guided injection techniques with fluoroscopy and CT for spinal
pain management. Radiographics 2001, 21, 927–939; discussion 940–942. [CrossRef]

11. Rathmell, J.P.; Benzon, H.T.; Dreyfuss, P.; Huntoon, M.; Wallace, M.; Baker, R.; Riew, K.D.; Rosenquist, R.W.; Aprill, C.; Rost,
N.S.; et al. Safeguards to prevent neurologic complications after epidural steroid injections: Consensus opinions from a
multidisciplinary working group and national organizations. Anesthesiology 2015, 122, 974–984. [CrossRef]

12. Husseini, J.S.; Simeone, F.J.; Staffa, S.J.; Palmer, W.E.; Chang, C.Y. Fluoroscopically guided lumbar spine interlaminar and
transforaminal epidural injections: Inadvertent intravascular injection. Acta Radiol. 2020, 61, 1534–1540. [CrossRef] [PubMed]

13. Shim, E.; Lee, J.W.; Lee, E.; Ahn, J.M.; Kang, Y.; Kang, H.S. Fluoroscopically guided epidural injections of the cervical and lumbar
spine. Radiographics 2017, 37, 537–561. [CrossRef] [PubMed]

14. Maeda, N.; Maeda, M.; Tanaka, Y. Direct visualization of cervical interlaminar epidural injections using sonography. Tomography
2022, 8, 1869–1880. [CrossRef]

15. Maeda, M.; Maeda, N.; Masuda, K.; Nagano, T.; Tanaka, Y. Ultrasound-guided cervical intervertebral disc injection without
fluoroscopy. J. Ultrasound Med. 2022, 42, 239–246. [CrossRef] [PubMed]

16. Furness, G.; Reilly, M.P.; Kuchi, S. An evaluation of ultrasound imaging for identification of lumbar intervertebral level. Anaesthesia
2002, 57, 277–280. [CrossRef]

17. Arzola, C.; Davies, S.; Rofaeel, A.; Carvalho, J.C. Ultrasound using the transverse approach to the lumbar spine provides reliable
landmarks for labor epidurals. Anesth. Analg. 2007, 104, 1188–1192. [CrossRef]

18. Grau, T.; Leipold, R.W.; Conradi, R.; Martin, E.; Motsch, J. Ultrasound imaging facilitates localization of the epidural space during
combined spinal and epidural anesthesia. Reg. Anesth. Pain Med. 2001, 26, 64–67. [CrossRef]

19. Grau, T.; Leipold, R.W.; Conradi, R.; Martin, E.; Motsch, J. Efficacy of ultrasound imaging in obstetric epidural anesthesia. J. Clin.
Anesth. 2002, 14, 169–175. [CrossRef]

20. McLeod, A.; Roche, A.; Fennelly, M. Case series: Ultrasonography may assist epidural insertion in scoliosis patients. Can. J.
Anaesth. 2005, 52, 717–720. [CrossRef]

21. Saba, L.; Saba, F.; Dagan, R.; De Filippo, M.; Marcy, P.Y. Technical efficacy and safety of CT-guided transforaminal periradicular
infiltration using CT foot switches and MPR images. Acta Biomed. 2022, 92, e2021315. [PubMed]

22. Kim, Y.J.; Kim, H.; Kim, H.J.; Koh, W.U.; Kim, J.; Ro, Y.J. Predicting epidural space spread using ultrasound color Doppler imaging
in interlaminar epidural steroid injection: A prospective observational study. Pain Phys. 2022, 25, E349–E356.

23. Lustig, J.P.; Aubry, S.; Vidal, C.; Pazart, L.; Moreau-Gaudry, A.; Bricault, I. Body interventional procedures: Which is the best
method for CT guidance. Eur. Radiol. 2020, 30, 1593–1600. [CrossRef]

24. Ha, S.O.; Kim, D.Y.; Sohn, Y.D. Clinical characteristics of adverse reactions to nonionic low osmolality contrast media in patients
transferred from the CT room to the emergency room. SpringerPlus 2016, 5, 929. [CrossRef]

25. Wylie, J.D.; Jenkins, P.A.; Beckmann, J.T.; Peters, C.L.; Aoki, S.K.; Maak, T.G. Computed tomography scans in patients with young
adult hip pain carry a lifetime risk of malignancy. Arthroscopy 2018, 34, 155–163.e3. [CrossRef] [PubMed]

http://doi.org/10.1007/s12178-008-9035-2
http://doi.org/10.1016/S0090-3019(02)00639-0
http://www.ncbi.nlm.nih.gov/pubmed/12173390
http://doi.org/10.3389/fpain.2021.676730
http://www.ncbi.nlm.nih.gov/pubmed/35295439
http://doi.org/10.1034/j.1399-6576.2001.045006766.x
http://www.ncbi.nlm.nih.gov/pubmed/11421838
http://doi.org/10.3344/kjp.2022.35.3.345
http://doi.org/10.1097/EJA.0000000000000810
http://doi.org/10.4103/0970-9185.202184
http://doi.org/10.1148/radiographics.21.4.g01jl15927
http://doi.org/10.1097/ALN.0000000000000614
http://doi.org/10.1177/0284185120903450
http://www.ncbi.nlm.nih.gov/pubmed/32050772
http://doi.org/10.1148/rg.2017160043
http://www.ncbi.nlm.nih.gov/pubmed/27935769
http://doi.org/10.3390/tomography8040157
http://doi.org/10.1002/jum.15989
http://www.ncbi.nlm.nih.gov/pubmed/35420732
http://doi.org/10.1046/j.1365-2044.2002.2403_4.x
http://doi.org/10.1213/01.ane.0000250912.66057.41
http://doi.org/10.1097/00115550-200101000-00014
http://doi.org/10.1016/S0952-8180(01)00378-6
http://doi.org/10.1007/BF03016559
http://www.ncbi.nlm.nih.gov/pubmed/35075089
http://doi.org/10.1007/s00330-019-06490-4
http://doi.org/10.1186/s40064-016-2380-5
http://doi.org/10.1016/j.arthro.2017.08.235
http://www.ncbi.nlm.nih.gov/pubmed/29100768


Tomography 2023, 9 298

26. Karmakar, M.K.; Li, X.; Ho, A.M.; Kwok, W.H.; Chui, P.T. Real-time ultrasound-guided paramedian epidural access: Evaluation
of a novel in-plane technique. Br. J. Anaesth. 2009, 102, 845–854. [CrossRef]

27. Lechner, T.J.; van Wijk, M.G.; Maas, A.J.; van Dorsten, F.R.; Drost, R.A.; Langenberg, C.J.; Teunissen, L.J.; Cornelissen, P.H.; van
Niekerk, J. Clinical results with the acoustic puncture assist device, a new acoustic device to identify the epidural space. Anesth.
Analg. 2003, 96, 1183–1187. [CrossRef] [PubMed]

28. Miyabe, M. Genesis of “negative pressure” during hanging drop; the answer is positive pressure. J. Anesth. 2022, 36, 441–443.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1093/bja/aep079
http://doi.org/10.1213/01.ANE.0000052382.04446.42
http://www.ncbi.nlm.nih.gov/pubmed/12651681
http://doi.org/10.1007/s00540-022-03058-3

	Introduction 
	Technique Description 
	Case Reports 
	Discussion 
	Measurement of Epidural Space Depth and the Proper Needle Angle (Needle Guide) 
	US-Guided Techniques 
	Capture Pressure Changes Using Devices 
	Devices to Accurately Capture the Needle Tip 
	Real-Time Needle Guidance 
	Limitation 

	Conclusions 
	References

