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Epidural Injection - Transforaminal 
 
Epidural injections have been used in the treatment of back pain and sciatica for about 90 years.  
The use of epidural injections has seen some controversy in the 1980s because of the use of 
cortisone.  Since that time, the National Health and Medical Research Council has concluded that 
there are no definite adverse effects with the use of cortisone in the epidural space. Within the 
spinal canal is the spinal cord enclosed within a sac of fluid, contained by a membranous layer 
called the dural sac.  The epidural space is the space between this dural sac and the discs and 
bony vertebral canal. 

 

 

Transforaminal epidural injection 
target between disc and nerve    

 
Disc prolapse pressing on nerve root causing inflammation 

of nerve. 

 

An epidural injection is where fluid is injected into that space between the disc and the painful 
irritated nerve root.  Transforaminal epidural injections are similar to nerve root (sleeve) injections 
or nerve root blocks. The difference being that in this case dye is used to confirm needle 
placement and the injected material is aimed more at the area of inflammation inside the spinal 
canal rather than just numbing the nerve in the case of a root block.   
 
How does an epidural work?  
A number of theories about the action of the epidural exist.  The proposed mechanisms of action 
include: 
 
1. Stretching of scar tissue or adhesions:   One of the body’s responses to a disc injury is the 

formation of new tissue.  Adhesions are bands of tissue that can form between the disc and 
normal structures in the back such as the lining of the spinal cord (the dura) and the nerve 
roots.  The injection may act by breaking down these adhesions.   

2. Allowing the tight and painful nerves to be stretched:  In back problems with predominant 
leg pain, one method of pain relief and scar tissue prevention is to stretch the sciatic nerve.  An 
epidural can provide the necessary relief to perform full stretches of the nerves and prevent 
adhesions. 

3. Breaking the pain cycle:  After an injury, changes in the electrical activity of the spinal cord 
occur, building up over time.  Local anaesthetic and cortisone can help break the cycle of pain. 

4. Decreasing muscle spasm:  By blocking the pain the muscles can relax.  This may help the 
healing process. 
 

When is an epidural used? 
The major indication for epidural injections is sciatica or severe shooting leg pains due to a disc 
prolapse or irritation of the nerve roots in the spine. The pain is typically a shooting or electric 



 

 

shock-like pain down the leg, sometimes burning in quality, associated with pins and needles.  
Epidurals are also occasionally used for other types of pain in the buttocks or leg, where there is 
thought to be nerve irritation, but in general Epidural injections are not effective for localized back 
pain.  
 
Precautions: 
If you are taking medications to thin the blood you should notify us when the booking is made as 
these may need to be stopped prior to the procedure.  (Aspirin and Warfarin for 5 days, Plavix for 7 
days & Iscover for 8  days)  
 
Method of injection 
A new more precise technique of transforaminal epidural injection has been developed with the 
assistance of C-arm fluoroscopy (a high tech X-ray machine that looks at the spine from all 
directions).  In this instance the needle is aimed under X-ray guidance directly between the nerve 
root and the corner of the disc.  
The injection is performed at the Alfred Centre.  It typically takes about 10 to 20 minutes.  The 
patient lies face down over a number of pillows on the table.  The skin of the back is sterilized with 
a cold alcohol based solution.  A small needle is placed in the lower back under X-ray guidance.  
There is some discomfort but no sharp pains unless the nerve is inadvertently touched ( about one 
in 10 cases).  Once in position a small amount of dye is injected to confirm the flow of fluid into the 
spinal canal.  Then local anaesthetic ( Xylocaine 0.5% ) and cortisone ( Celestone Chronodose ) is 
injected.  The anaesthetic may cause some tingling and numb feeling on the affected leg / toes for 
up to 1-2 hours.  You may feel weak and unsteady for up to an hour afterwards also, and for this 
reason it is advisable to have another person drive you home.    
 
Side effects 
With any injection there are risks and in this case the risks fall into two main categories: those 
associated with the injection itself, and those associated with the use of contrast, cortisone or 
steroid.    
Injection needle risks:   
1. The most common problem is inadvertent needling of the nerve root causing temporary 

aggravation of radicular pain (one in ten procedures). Risks associated with needle placement 
are minimised using the X-ray machine and contrast agent, but bleeding and nerve injury are 
potentially possible.  

2. There is a rare risk of the needle puncturing the spinal fluid sac leading to headaches (easily 
remedied) 

3. Rarely, but possible, is potential spinal infection or hemorrhage with substantial, neurological 
complications. 

Side effects relating to injected substances including cortisone (steroid):   
1.    Allergic reaction to contrast agent is rare now with the advent of non ionic contrast material 
2.     Some patients experience a hot flush for 24 hours afterwards related to cortisone being 

absorbed by the blood vessels.  Cortisone causes a temporary increase in blood sugar and 
may result in nausea and restlessness that usually settles within 1 to 2 days.   

3.   Transient numbness and weakness in one leg on the side of the injection lasts up to one hour 
related to the local anaesthetic.  Very rarely there may be temporary loss of bladder or bowel 
function.  

4.  Arachnoiditis (Inflammation of the dura) has been reported in the 1980s with inadvertent 
intrathecal injection following other types of epidurals and is a potential complication of 
interlaminar epidural injections, but rarely occurs in transforaminal injections.  The use of 
contrast dye to check needle position and flow of injected fluids virtually eliminates this risk.   

5. Rarely, but possible, is potential spinal infection or hemorrhage with substantial, neurological 
complications. 

 
Recovery and discharge 
There will be partial numbness of the affected nerve root causing transient weakness of the leg for 
up to one hour. Most patients can walk afterwards, but are advised to be driven home and rest for 
one day. Improvement can be expected within 48 hours and continuing over a period of 4 to 6 
weeks.  



 

 

 
 
After the injection 
Generally speaking you should go home and lie down and take it easy for the day. The next day 
you can resume light activity including return to light work.  It usually takes 7-10 days for the full 
effects of the injection to work. 
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