
 
Fluoroscopic-Guided Lumbar Puncture  

Preparation Guidelines 
 

Pre-Procedure Assessment: 

1. Anticoagulation:  Please see separate document “Perioperative Management of Antithrombotic Therapy.” 

2. Imaging: at a minimum, MRI or CT of the head must be performed within 30 days of the procedure and 

any images and report available to the radiologist. If there has been a change in neurologic status or new 

onset of neurologic symptoms, repeat head imaging should be performed prior to the procedure. 

a. Established patients (i.e. stable patients returning for therapeutic LP for intracranial hypertension 

or intrathecal chemotherapy) if there has been no interval neurologic change and no break in 

neurologic care, repeat imaging is not required. 

b. Questionable cases (i.e. imaging greater than 30-days or report available but not images) may be 

reviewed with the performing Neuroradiologist on a case-by-case basis. 

c. Uncomplicated myelogram request with an indication of "back pain" or "radiculopathy" does not 

warrant head imaging prior to a myelogram. 

3. Pregnancy: Fluoroscopic-guided lumbar puncture uses ionizing radiation centered over the abdomen and 

is therefore unsuitable for patients who are pregnant. 

4. Need for CSF studies and data: CSF laboratory studies requested, volume of fluid, need for opening or 

closing pressure, or other requested test results must be clearly documented and conveyed to Radiology 

staff prior to the procedure. 

 

Non-Image Guided Attempts: 

1. Fluoroscopy requires additional staff and complexity and incurs additional cost above the level of the 

bedside lumbar puncture and may not be tolerated as well by some patients. 

a. If there is a clinician with suitable training, 3 attempts at bedside lumbar puncture may be 

performed.  If bedside lumbar puncture is attempted and unsuccessful, clear communication of 

number of attempts and level(s) of attempts should be communicated to the Radiology staff. 

b. If there is no clinician with suitable training available, or if patient condition or preference is 

otherwise, bedside attempts are not required prior to fluoroscopic-guided lumbar puncture but 

should be clearly documented. 

 

Unstable Patients: 

1. Unstable patients may be unsuitable for fluoroscopic-guided lumbar puncture. 

a. Fluoroscopic-guide lumbar puncture requires the patient to be positioned prone on the 

fluoroscopy table.  The space available for additional staff in the fluoroscopy suite is limited, and 

additional staff must be prepared for prolonged time in shielded (“lead”) gowns. 

b. Patients who are ventilated require clearance by Anesthesiology, as well as appropriate staff to 

monitor ventilation status during the procedure as well as patient transfer to and from the 

fluoroscopy suite. 

c. Patients who are agitated or unable to cooperate with positioning requirements during the 

procedure may need additional medication, nursing, or other staff as appropriate to successfully 

perform a fluoroscopic-guided lumbar puncture. 

 

Myelography:  

 

Myelography entails additional risk beyond the routine lumbar puncture, including the risk of contrast reaction or 

seizure.  Certain medications may lower the seizure threshold and result in minimally elevated risk of seizure over 

the general population and are held prior to myelography.  For outpatients, these medications should be held both 

before and after the procedure for the recommended 48/24 hours. If the patient has not held the meds, they should 

be rescheduled.  Please see separately maintained document for medications held prior to myelography. 

 



 Cervical Myelogram: 10 cc Isovue M 300 

 Thoracic Myelogram: 10 cc Isovue M 300 

 Lumbar Myelogram: 12-13 cc (but can go up to 15cc) Isovue M 200 

 Total spine Myelogram: 10 cc Isovue M 300 

 Should not exceed 3 grams iodine for single myelographic procedure 

Contraindications to Lumbar Puncture: 

 

 Absolute:  

o Uncorrected coagulopathy; except in an emergent setting where benefit outweighs the risk, at the  

discretion of the performing radiologist.  

o Chiari 1 malformation, except in an emergent setting where benefit outweighs the risk, at the  

discretion of the performing radiologist.  

o Obstructive hydrocephalus or obstruction to CSF flow 

    

 Relative:  

o Lack of informed consent 

o Medically unstable/unable to cooperate 

o Infection at site or epidural abscess 

o Pregnancy 

o Patient weight greater than table limits 

o Low-lying conus, tethered cord, myelomeningocele  

 

 Risks of Lumbar puncture: 

o Cerebral herniation 

o Cord compression 

o Nerve injury 

o Infection/meningitis 

o Headache 

o Epidermoid tumor 
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