
Letters to Editor

Journal of Anaesthesiology Clinical Pharmacology | Volume 38 | Issue 4 | October‑December 2022 679

Ventriculitis following 
neuraxial block

Dear Editor, 
Ventriculitis has been mostly reported following neurosurgical 
procedures such as external ventricular drains, ventricular 
shunts, trauma, immunocompromised host, intrathecal 
chemotherapy, or meningitis.[1‑3] It is uncommon 
to have ventriculitis following neuraxial blockade for a 
non‑neurosurgical procedure.

The incidence of meningitis after a neuraxial block is extremely 
low (about 0–2 cases every 10,000 procedures).[4] To best 
of our knowledge, no case of ventriculitis has been reported 
following a neuraxial block. We report a case of a patient 
developing ventriculitis following a neuraxial block.

A 53‑year‑old Indian male presented to the trauma center 
with circumferential degloving injury of the left lower extremity 
following a road traffic accident. After a primary survey the 
patient was taken to the operation theater for debridement 
and skin grafting. The procedure was done under combined 

neuraxial‑epidural block in L4–5 intervertebral space and the 
epidural catheter was left in situ for postoperative analgesia. 
Two days later, a second debridement was done under 
neuraxial block in L3–4 intervertebral space. The epidural 
catheter was removed 2 days after this surgery.

On the third postoperative day, the patient complained of 
a severe headache and continued to deteriorate and on the 
seventh day became irritable with febrile episodes. Emergent 
intubation was done in the ward to secure the airway and the 
patient was shifted to ICU. By the end of the second day in 
the ICU, the GCS/Glasgow coma scale deteriorated even 
further. Non‑contrast computerized tomography of brain 
did not reveal any abnormalities. The patient continued to 
worsen clinically with absent pupillary and corneal reflexes 
and doll’s eye.

MRI of the brain was done, which showed signs of debris in 
the occipital horns of both the lateral ventricle and cisterna 
magna suggestive of periventriculitis [Figure 1].

The CSF samples were collected after external ventricular 
drain insertion which showed Acinetobacter baumanii infection 
sensitive only to Colistin. Colistin was initiated, both systemic 
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and intrathecal. By the end of the third day of colistin 
initiation, improvement in GCS was observed. CSF became 
sterile by the end of the fourth day. EVD/external ventricular 
drain as replaced by ommaya reservoir and intrathecal 
colistin administration was continued through ommaya 
reservoir for 4 weeks. By the end of 1 week GCS improved 
significantly. The patient was extubated and discharged after 
a 4‑week course of intrathecal therapy. In the absence of the 
causes mentioned above  we postulate that the possible 
source for ventriculitis could be related to the procedure of 
neuraxial block at the time of the second surgery as there 
was Acinetobacter baumanii suggesting hospital‑acquired 
infection rather than community‑acquired.
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Figure 1: Isointense‑dependent contents in occipital horns of bilateral lateral 
ventricles and cisterna magna, likely ventriculitis
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