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Moving Forward: Epidurals After Fungal Meningitis Epidemic

By Marc A. Huntoon, MD

Chief, Division of Pain Medicine

The latter part of 2012 was a dark time in the
history of pain medicine. Tennessee was the state
hardest hit by the fungal meningitis epidemic.
Many patients were killed or injured after receiv-
ing epidural injections for spinal radicular pain,
simply due to a tainted batch of corticosteroids
from a now-disgraced and extinct pharmaceuti-
cal supplier.'2 Unfortunately, the procedure itself
has subsequently been maligned by many, who
have either incomplete or erroneous information.®
Having spent my dinical and research efforts
throughout a ca-

cations. In the medical literature, approximately
half of the patients diagnosed with bacterial
abscesses or meningitis after injections had some
form of immune compromise, e.g., cancer, diabe-
tes mellitus, collagen vascular disease. The best
ways to mitigate these infectious risks are simple.
First, epidural corticosteroid injections should not
be performed in individuals who are actively
infected. This might also include greater care
than “uvsual” with patients who may be immuno-
compromised, e.g., hyperglycemic patients. Sec-
ond, all potential safeguards should be used
(proper hand washing; use of a chlorhexidine /
alcohol skin prep

reer focused on
making pain inter-
ventional treat-
ments safer and
more efficacious, |
feel it is important
to darify the risks
and benefits of
these injections.**

Are patients still
at risk for fungal
meningitis?

The best answer is yes, but the risk is extremely
low, far less than 1/100,000. We know what the
spontaneous rate for epidural abscess is
(~8/100,000) from a population-based epide-
miological study in Rochester, MN.® These cases
were all MRI-confirmed baderial, not fungal,
organisms and occurred without obvious cause.
Outside of the catastrophic type of pharmaceuti-
cal contamination seen last fall, the risk for fungal
abscess is negligible. We know that the majority
of bacterial epidural abscesses that occur after
corticosteroid injections do not lead to meningitis,
drawing from literature reviews of these compli-

instead of pov-
idone/iodine;
wearing a face
mask; swabbing
the top of “sterile”
vials with alcohol
prior to dispensing;
sterile tray /gloves;
and the use of
pharmaceuticals
approved by the
FDA. & 910 Note that all steroids used in the epi-
dural space, despite greater than 50 years of
practice, are used in an “off-label” manner, even
if they are from a FDA-regulated pharmaceutical
company. It is also very important that the inter-
ventionalist has extensive training and preferably
board certification as well.

Are these injections efficacious?

Again, the best answer is yes, but to a point. Re-
cent meta-analyses and extensive reviews sup-
port the efficacy of these procedures for short-
term relief of symptoms of radicular pain, often
due to disk protrusions/herniations and the result-
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Moving Forward, continued from page 1

ant inflammatory changes. 45112 Epidural steroid injedions have
less efficacious/less clear effeds for conditions such as post-spinal
surgical pain, spinal stenosis, and simple low badk pain. It is for
these types of pain that cenfounding results dilute overall results.
Thus patient selection is critical. It is far more important to refer
patients early for conservative management and assessment, part
of which might include an injedtion, than to start patients on opioids
for indeterminate periods of time. The duration of relief from ther-
apeutic epidurals tends to be from about é-12 weeks in most of
these large reviews. It is well recognized that the pathophysiclegy
involves both mechanical factors and inflammation, with locally
released inflammatory cytokines (interleukin 1, 6, 8 and tumor-
necrosis factor-alpha) being important targets. The reason that
corticosteroids work is that they reduce that inflammation better
than many other agents.

Are there other things | need to worry about?

Yes. A small task force, organized through the FDA Safe Use Initia-
tive, has been working for the last year to come up with guidelines
for the safe performance of transforaminal epidural injections.®
Our deliberations have focused on the use of particulate steroids
methylprednisolone, triomcinclone, betamethasone) in particular,
Studies suggest that with well-lecalized pathology, e.g., a left L5
radiculopathy, that o transforaminal injection (injecting through the
neural foramina instead of the posterior interlaminar epidural
opening) is mere efficacous. However, in a rare number of pa-
tients, particles have entered the bloed supply to the spinal cord or
brain stem, causing spinal cord infarcts, or brain stem strokes.'* The
likely action of our group will be to recommend to the FDA that
these injections be performed at upper lumbar and all theracic
and cervical levels only with non-particulate corticosteroids, from

which no cases of catastrophic injury have been noted in the world
literature. It is important to realize that although this is a devastat-
ing complication, it is quite rare.

Are there alternatives on the horizon?

Actually, yes. Several groups are looking at the use of other drugs
with anticytokine adivity to target the inflammatory changes
around the spinal nerve. Initial studies with etanercept, a disease
medifying anti-rheumatic drug (DMARD), have been conducted. A
human trial of transferaminal epidural injection of etanercept was
positive fer intermediate pain relief.’ Other groups have looked
at monoclonal antibodies to interleukin-&, with good results in com-
parison to dexamethasone.!® Finally, the use of clonidine, an FDA-
approved agent for cancer-related neurepathic pain via the epi-
dural route, has recently been trialed in comparisen to triameino-
lone.'® Although triamcinclone had slightly greater effects on func-
tion than clonidine, pain scores were similar in both groups. Dura-
tion of action may have been one petential drawback, as

clonidine’s anticytokine effects peak at three days via this route.
This agent has been extensively safety tested and recently was
formulated as a long-acting pellet to attempt to overcome the
durability issue. It is likely that in the future, corticosteroids will still
have seme role in therapeutic epidural injections, but these other
agents or similar ones may emerge as effective therapies as well.
It is entirely plauvsible that concomitant administration of a “soup”
of different adive agents will become the new normal.

Conclusion

The fungal meningitis crisis points cut the necessity of a secure and
safe drug supply. Nevertheless, therapeutic epidurals remain o
viable and effective treatment for patients with spinal radicular

pain who have been well evalvated.
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