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Fluoroscopy comes to the rescue in anaesthesia management of a case of
ankylosing spondylitis
Chetan M. Pataki1
Ankylosing spondylosis is always a challenge when patient has
severe deformities to choose between general anaesthesia versus
regional anaesthesia. Regional anaesthesia is always a choice either
at institutionally or at smaller private hospital set ups.
Schewley and colleagues compared regional versus general
anaesthesia over 10 years and shown that regional anaesthesia is
equally good choice [1].
There are many case reports which suggest that regional
anaesthesia could be a safer option in severe Ankylosing
spondylosis patients [2].
Author has managed to achieve neuraxial access by using
fluoroscopy. However, interpretation of images by fluoroscopy
could be difficult for anaesthetists without chronic pain
management background. Also, availability of fluoroscopy could
be variable as it may be busy in other theatres to be available later for
surgery.
Use of ultrasound to view spaces could be useful in cases with
difficult neuraxial access to find the space. Most of the anaesthetists
practicing regional anaesthesia have expertise in using ultra-sound
and also are comfortable to interpret the images. USG could also be
helpful in pre-operative setting to identify and plan for central
neuraxial blockade [4].
There are many case reports of use of USG guidance for neuraxial
anaesthesia in such cases [3].
However, central neuraxial blocks in these patients come with
risks. The placement of epidural anaesthesia is technically difficult
and is associated with an increased risk of an epidural hematoma.
Wulf reported five out of 51 patients with spinal haematoma
occurred in patients with AS in a comprehensive review of spinal
haematoma associated with epidural anaesthesia over a 30‐year
period. These were related to difficult or traumatic insertion. In his
review article, he also mentions Ankylosing spondylosis as one of
the risk factors for spinal or epidural haemoatoma [5].
Li et al also present a case report where patient developed epidural
haematoma after epidural anaesthesia for total hip arthroplasty in
patient with AS [6].

There is always a chance that epidural anaesthesia might fail or
cause inadequate block. Advanced calcified posterior longitudinal
ligament can cause a physical barrier to rostral spread of local
anaesthesia solution within epidural space [7].
A recent case report described a total spinal anaesthetic following
epidural test dose in an AS patient with anticipated difficult airway
for a total hip replacement [8].
Peripheral neuraxial blockade is another option and there are
plethora of blocks to perform e.g. lumbar plexus block, sacral
plexus block, quadrates lumborum block and lower paravetebral
block. One needs good skill set and access to ultrasound machine
for successful blocks. There are case reports of use of Lumbar
plexus block with sacral plexus block and paravertetbral block for
hip and knee arhtroplasty [9]. However, such blocks also carry
risks of haematoma, failure. Guay et al in Cochrane review
concluded that use of peripheral nerve blocks when compared to
neuraxial block offer no difference in pain relief, hospital stay, or
patient satisfaction [10].
Airway management could be a challenging if general anaesthesia is
planned. It could be particularly difficult if there is involvement of
temporo-mandibiular joint and cervical spine which can affect the
movement. With recent advances in airway adjuncts, general
anaesthesia could be a feasible option. Awake fibreoptic intubation
is the safest option, especially in those patients where it is not
possible to visualise the larynx on indirect laryngoscopy or those
with severe chin on chest deformity.
In my opinion, general anaesthesia could be safer option if well
planned and executed with help of airway adjuncts like fiberoptic
bronchoscope in high-risk Ankylosing spondylosis patients.
However, regional anaesthesia with use of USG in difficult cases
could also be choice in low-risk patients. One needs to be aware of
anatomy if attempting fluoroscopy guided blocks.
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