
INTRODUCTION

• Sacroplasty is an effective intervention for sacral 

insufficiency fractures

• It provides rapid pain relief and functional improvement.

• While radiographic cement leakage occurs in up to 19% of 

cases, symptomatic nerve root compression is rare but 

clinically significant. 

• Prompt recognition and management of this complication 

are essential to prevent persistent neurological deficits. 

• This case highlights the unique presentation and 

management of radiculopathy secondary to canal cement 

extravasation following sacroplasty.

ASSESSMENT/RESULTS

• 71-year-old woman with a history of osteopenia and a 

recent left tibial plateau fracture presented with severe right 

low back pain. 

• MRI revealed bilateral S1 sacral ala fractures with bone 

marrow edema. 

• She remained symptomatic despite conservative care; 

therefore, she underwent CT-guided sacroplasty , 

delivering 4 cc of methylmethacrylate cement on the right 

and 5 cc on the left. Patient developed significant Right leg 

pain after S1 sacroplasty .

• Post-procedural CT confirmed cement extravasation into 

the right S1 neural foramen and posterior to the thecal sac.

• Initially, there were no S1 motor deficit or bower and 

bladder deficits. 

• However, she developed right ankle pain, tingling, and 

decreased sensation above the ankle. EMG was normal. 

• Oral steroids provided partial relief, but the patient still had 

persistent radicular symptoms. 

• This ultimately prompted a right L5 transforaminal epidural 

steroid injection with significant pain reduction to 2–3/10). 

• At follow-up, she reported only mild residual right leg pain 

with activity and had resumed physical therapy. 

DISCUSSION/CONCLUSIONS

• Despite most cement leakages being asymptomatic, it is critical to 

recognize the importance of symptomatic cement leakage into the 

foramina because it can cause acute radiculopathy that may require 

targeted intervention such as injections or decompression [1-5].

• Symptomatic cement extravasation into the neural foramen is rare 

(< 1%). They can lead to pain, numbness and weakness 

• Factors to consider include laterality and displacement of sacral 

fractures, violation of the medial boarder of the sacral vertebrae 

during procedure, and consistency of the cement and speed of  

cement delivery. In this case, the needle path was too close to the 

medial S1 border with potential violation leading to leakage.

• Most cases resolve with conservative management with surgical 

decompression reserved for refractory cases. Vigilant procedural 

technique and prompt recognition of new radiculopathy or 

myelopathy are essential [1-3].
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Despite most cement leakages being asymptomatic, it is 
critical to recognize the importance of symptomatic 

cement leakage into the foramina because it can cause 
acute radiculopathy that may require targeted 

intervention.

Figure 1.  Top row: T2 weighted images post sacroplasty demonstrating cement intra-canal 
extravasation with compression of L5-S1 nerve roots.  
Figure 2. Bottom row: CT confirmation of cement extravasation  with rostral flow towards L5 
and intra-canal extravasation along the path of  S1 nerve root.

Figure 3. CT-guided transverse imaging showing sacroplasty on the 
right and left. 
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