
491

Pain Physician Vol. 7, No. 4, 2004

Pain Physician. 2004;7:491-493,  ISSN 1533-3159

Letters to the editor

Clopidogrel use after Spinal Cord Stimulator Implantation

To the Editor:
Regarding your recent review of 

bleeding risk in interventional pain prac-
tice, we noted there was no reference to 
the safety of initiating or maintaining 
clopidogrel, a thienopyridine derivative, 
in patients for whom spinal cord stimu-
lators (SCS) have already been implanted 
(1).  An extensive Medline search revealed 
that this question has yet to be addressed 
in the literature. An ever increasing num-
ber of patients will be requiring hemosta-
sis altering drugs as vascular disease re-
mains the leading cause of death in the 
United States and Europe. 

The insertion of epidural and sub-
arachnoid needles and catheters in pa-
tients taking hemostasis-altering med-
ication runs the risk of spinal cord he-
matoma and resulting compression. The 
incidence of spinal hematoma following 
epidural injection is estimated to be <1 
in 150,000 to <1 in 220,000 spinal anes-
thetics (2).  Is the risk so low as to make 
randomized controlled trials difficult to 
perform? What then do physicians use 
as guidelines – case reports, consensus 
boards, and clinical judgment on individ-
ual patients?

There are large number of patients 
who have or would benefit from a spinal 
cord stimulator who also have atheroscle-
rotic disease and aspirin sensitivity. This 
issue will only become more common as 
the number of SCS increases.  Isolated use 
of aspirin and non-steroidal anti-inflam-
matory medications appear to have limit-
ed risk for development of bleeding com-
plications with neuraxial procedures (3). 
This is not known for thienopyridine de-
rivatives and studies have not been done 
for SCS with NSAIDs and aspirin.

Currently, the American Society for 
Regional Anesthesia (ASRA) states that 
the risk of spinal hematoma with neur-
axial procedures is unknown. There are 
recommendations stating that thienopyr-
idine derivates be stopped 7-14 days pri-

or to neuraxial procedures (4). These rec-
ommendations are for safety and are not 
based on clinical trials. The available data 
are very limited. What about patients who 
have a successfully functioning SCS and 
then develop coronary artery stenosis re-
quiring a stent or any of a number of oth-
er vascular diseases? After stent placement 
most cardiology literature states clopido-
grel should be used for twelve months (5). 
Is this safe for patients in whom there is 
an SCS? 

At our clinic we have a 61-year-old 
male with spinal stenosis and radicular 
signs who received excellent relief from 
his SCS placed three years ago. He was 
lost to follow up for sixteen months and 
returned to our clinic when his internal 
pulse generator (IPG) had failed due to 
expired battery life. During that time he 
had a coronary artery stent placed for pro-
gressive angina and was placed on clopi-
dogrel 75 mg per day for approximately 
eleven months.  The battery was changed 
without complication.   However, we were 
concerned that if SCS lead migration, 
fracture or damage occurred while he was 
on a thienopyridine, there may be an in-
creased risk of epidural hematoma.  After 
discussion with the patient and his cardi-
ologist, it was decided that the clopido-
grel could safely be discontinued because 
he was two weeks away from completing 
his post-stent antiplatelet therapy course. 
The clopidogrel was discontinued but the 
question remains.  

Given the paucity of data and the 
very low incidence of spinal hemato-
ma with neuraxial procedures in gener-
al, would it be prudent to establish an 
anonymous database of complications re-
garding the use of clopidogrel in patients 
with SCS? The risk of hematoma may be 
negligible, but does exist. Pain physicians 
should consider the risks and benefits of 
clopidogrel in all patients with coexisting 
atherosclerotic disease who undergo SCS 
placement.
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