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INTRODUCTION

• Epinephrine is a well-known and prevalent adjunct 

to local anesthetics for peripheral nerve blockade.1

– Induces vasoconstriction of local vasculature.

–Prolongs nerve blockade by reducing systemic 

absorption.

–Reduces risk of local anesthetic toxicity (LAST).2

–Useful marker of potential intravascular injection.

• Both truncal and chest wall blocks tend to have 

higher vascular absorption of local anesthetic + 

adjuvants.

• Epinephrine can induce adverse cardiovascular 

sequelae when administered intravenously.

–β1 receptor agonism on cardiac myocytes increases 

chronotropy, shortens refractory period, facilitating 

tachyarrhythmias such as SVT.3

• Epinephrine often used to facilitate SVT and VT in 

electrophysiology studies.

–Direct adrenergic agonism may also precipitate 

uncontrolled hypertension.

• In this case, we present a suspected incident of 

epinephrine induced SVT following multiple nerve 

blocks utilizing epinephrine as an adjunct.

CASE PRESENTATION DISCUSSION
• Epinephrine acts primarily through β₁-adrenergic 

stimulation, increasing SA node automaticity, AV nodal 

conduction, and myocardial excitability. Shortens the 

refractory period and may facilitate re-entrant 

tachyarrhythmias like SVT.3

• Alternative explanations:

–LAST was considered but less likely:

• Total bupivacaine dose below recommended maximum limits.

• Absence of classic neurologic prodrome (perioral numbness, 

tinnitus, altered mental status).

• Lack of response to lipid emulsion therapy.

–Unrecognized intravascular injection, however:

• No immediate hemodynamic changes during injection.

• Aspiration negative throughout all blocks.

• Delayed presentation may suggest gradual systemic absorption.

• Contributing risk factors:

–Multiple blocks increasing cumulative epinephrine dose.

–Advanced age with potential arrhythmogenic susceptibility.

–Possible contribution from baseline hyperdynamic LV.

While uncommon, systemic epinephrine 

absorption may precipitate tachyarrhythmias 

without clear intravascular injection. Clinicians 

should weigh the benefits of epinephrine with 

patient-specific risk and cumulative dosing.
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Surgery cancelled. Patient re-admitted to SICU for hemodynamic monitoring with cardiology consult. No 
electrolyte abnormalities. Troponin-T (high sensitivity): 20 > 15. Echo with hyperdynamic LV. Cardiology 

attributed SVT to epinephrine absorption from blocks. Patient pursued non-operative management.

100 mL of 20% intralipid was given without change in rhythm. Arterial line placed. Patient was asked to 
Valsalva by blowing into a 10cc syringe and SVT broke successfully approximately 15 minutes after 

arrhythmia initiation. 

Approximately 5 minutes after last block: patient developed SVT with rates in 150s. Normotensive. Awake 
and alert complaining of jaw pain, no neurologic symptoms.

L suprascapular block:  10cc 0.5% bupivacaine + 1mg dexamethasone + 50mcg epinephrine 
L paravertebral block: 20cc 0.25% bupivacaine + 2mg dexamethasone + 100mcg epinephrine 

L erector spinae plane (ESP) block: 20cc 0.25% bupivacaine + 2mg dexamethasone + 100mcg epinephrine 

Stabilized in SICU. Acute Pain consulted on Hospital Day (HOD) 6 for perioperative analgesia planning for 
surgical fixation of scapular fracture. 

OSH:  Imaging with comminuted, displaced left scapular fracture, fractures of the left posterolateral 3rd, 4th 
and 5th ribs, comminuted and displaced fracture of the right iliac bone with large hematoma and area of 

active bleeding. Hypotensive, received 3U PRBC, 2FFP, 1 platelet, pelvic binder. Transferred.
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• Figure 1: Acute 
comminuted displaced 
intra-articular left 
scapular fracture. 
Minimally displaced 
anterior coracoid 
process fracture. Left 
3rd to 5th rib fractures
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