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Preoperative lumbar T2-weighted D : The withdrawn lumbar catheter was warped
sagittal image showing mild disc bulging (arrow) proximally to the valve. Around this
(arrow) at the L2/3 level. However, the redundant part, subcutaneous tissues were
lumbar subarachnoid space was wide tugged to the underlining fascia to prevent
enough. Hence, the lumbar catheter the catheter from returning into the lumbar
could be inserted. canal.
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Neuralgia Caused by a Looped Lumbar
Catheter after the Placement of a Lum-
boperitoneal Shunt: A Case Report

Ryuji SAKAMOTO ", Yutaka MITSUHASHI ”, Yumiko OKADA ", Hirotsune NARUSE "

1) Department of Neurosurgery, Seichokai Fuchu Hospital

Leg radiculopathy after lumboperitoneal (LP)
shunt placement is a rare but non-negligible
complication. Herein, we present a 78-year-old
woman who previously underwent
ventriculoperitoneal (VP) shunting for
communicating hydrocephalus after the resection
of a meningioma. Then, the patient developed
bacterial meningitis. After antibiotic therapy and
VP shunt removal, LP shunting for recrudescent
hydrocephalus was performed. One week after LP
shunting, the patient presented with neuralgia in
both thighs. Lumbar magnetic resonance imaging
revealed that the lumbar catheter was warped and
formed a loop in the lumbar canal, thereby
compressing the nerve roots. However, the
analgesics were not effective in relieving
neuralgia. Thus, the patient was treated surgically
by withdrawing the catheter under fluoroscopic
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guidance to eliminate the loop. After the revision
surgery, neuralgia immediately disappeared.
Hence, this complication might be addressed by
minimizing the length of the catheter placed in
the lumbar canal and by inserting a lumbar
catheter under fluoroscopic guidance. Plain
lumbar radiography should be conducted
immediately after the initial surgery while the
patient is still on the operating table to correct the
placement of the lumbar catheter, if necessary,
before the anesthesia wears off.

Key Words : lumboperitoneal shunt, radiculopathy,
neuralgia, nerve root compression
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Fig.1|

Preoperative lumbar T2-weighted sagittal image showing
mild disc bulging (arrow) at the L2/3 level. However, the
lumbar subarachnoid space was wide enough. Hence, the
lumbar catheter could be inserted.
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L7c7:0, JBHEMERES v > MRE 20 HRRICHFM 21 7o 72, &G ICHEE
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Lumbar computed tomography scan (A) and T2-weighted coronal images (ventral [B] to dorsal [D]) revealed that the lumbar
catheter (dotted arrow) was warped and formed a loop at the L2/3 level. The tip of the catheter was placed at the caudal mar-
gin of the disc bulging (asterisk) on the left side at the L2/3 level. The warped catheter compressed (arrows) the L3 nerve
roots (arrow heads) bilaterally.
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Fig.3

A:

Fluoroscopic image during the revision surgery showed the catheter (arrow heads) looping in the lumbar
canal.

: The catheter (arrow heads) was withdrawn until the looping was eliminated.
: Lumbar computed tomography scan after the surgery confirmed that the catheter (arrow) was straightened.
: The withdrawn lumbar catheter was warped (arrow) proximally to the valve. Around this redundant part,

subcutaneous tissues were tugged to the underlining fascia to prevent the catheter from returning into the
lumbar canal.
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