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Abstract  
Background: Cervical radiculopathy is a common cause of neck and upper-extremity pain, often resulting from degenerative 

cervical spine conditions. While many patients respond to conservative management, a substantial proportion experience 

persistent symptoms requiring interventional treatment. Cervical epidural corticosteroid injections have emerged as a widely 

used option for short-term pain relief in refractory cases. 

Aim: This article aims to review the indications, anatomical considerations, procedural techniques, complications, and 

nursing roles associated with cervical epidural corticosteroid injections in the management of cervical radiculopathy. 

Methods: A narrative review approach was used, integrating anatomical knowledge, clinical indications, injection techniques, 

imaging guidance, complication profiles, and interprofessional nursing responsibilities. Evidence from clinical studies and 

established procedural practices was synthesized to provide a comprehensive clinical overview. 

Results: Cervical epidural injections, particularly via the interlaminar approach, demonstrate effective short-term pain relief 

for selected patients, with approximately half achieving significant symptom reduction for up to three months. Fluoroscopic 

guidance enhances procedural accuracy and safety. Although generally safe, these injections are associated with potential 

complications, especially with transforaminal techniques, underscoring the importance of meticulous patient selection and 

skilled execution. Nursing involvement is critical in pre-procedural preparation, intra-procedural monitoring, and 

post-procedural care. 

Conclusion: Cervical epidural corticosteroid injections represent a valuable interventional modality for cervical radiculopathy 

when conservative therapies fail. Optimal outcomes depend on appropriate patient selection, precise technique, and 

coordinated interprofessional care. 
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Introduction 

Cervical epidural injections are an 

established interventional approach for managing 

cervical radiculopathy, particularly in patients who 

do not achieve adequate symptom relief through 

conservative measures. Standard non-invasive 

therapies include rest, non-steroidal anti-

inflammatory drugs (NSAIDs), cervical 

immobilization with collars, and structured physical 

therapy programs. When these interventions fail to 

produce significant improvement after a period of six 

to eight weeks, cervical epidural injections may be 

considered, provided there is no evidence of 

progressive neurological compromise. Cervical 

radiculopathy demonstrates a notable epidemiologic 

pattern, affecting approximately 107 per 100,000 men 

and 63 per 100,000 women annually, with the highest 

incidence observed in individuals aged between 40 

and 60 years [1][2][3]. Although many cases of 

cervical radiculopathy resolve spontaneously or with 
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conservative management, interventional procedures 

such as epidural steroid injections have been shown 

to provide significant short-term symptom relief in 

refractory cases. Clinical evidence suggests that 

roughly 50% of patients report at least a 50% 

reduction in pain lasting up to three months following 

epidural administration [4][5][6]. Standard treatment 

protocols generally involve an initial injection, which 

may be followed by one or two subsequent injections 

at intervals of two to four weeks, depending on 

symptom persistence and patient response [7]. The 

most common etiologies include degenerative disc 

disease, cervical spondylolisthesis, and spinal 

stenosis, with nerve root compression being the 

principal mechanism for pain and neurological 

symptoms [2][8]. Among the available injection 

techniques, the transforaminal approach allows more 

precise delivery of medication to the affected nerve 

root. However, this method is associated with a 

higher risk profile, including potential complications 

such as infection, spinal headaches, nerve injury, and, 

in rare cases, catastrophic outcomes such as paralysis 

or death [9][10]. Catheter-based techniques, which 

utilize a 20-gauge catheter advanced via a loss-of-

resistance syringe, provide access to higher cervical 

levels and can be particularly valuable for 

interventions near the cervicothoracic junction. These 

methods allow targeted delivery of therapeutic agents 

while minimizing systemic exposure and optimizing 

clinical efficacy, making them a critical tool in the 

management of complex cervical radiculopathy. 

Anatomy and Physiology 
Cervical epidural injections are administered 

into the epidural space, a potential anatomical 

compartment located between the vertebral canal and 

the dural sac. This space provides access to the 

cervical nerve roots, which, when compressed or 

inflamed, contribute to radicular pain in the neck, 

shoulder, and upper extremities. The therapeutic goal 

of epidural corticosteroid injections is to reduce 

inflammation, edema, and nociceptive signaling at 

the site of nerve root compression, thereby alleviating 

pain and improving functional outcomes. In patients 

with cervical radiculopathy, inflammatory changes, 

rather than pure mechanical compression, are often 

the predominant driver of symptoms. Elevation of 

inflammatory biomarkers, such as 1T2k VT at the 

neuroforamina (P < 0.04), but not along the spinal 

cord, supports the use of localized corticosteroid 

therapy as a targeted intervention [11][12]. 

Understanding cervical spine anatomy is therefore 

essential to ensure accurate needle placement, 

maximize therapeutic efficacy, and minimize the risk 

of complications, especially since the posterior 

epidural space above the C7-T1 level is relatively 

limited. The posterior epidural space assumes a 

triangular configuration, extending longitudinally 

from the foramen magnum to the sacral hiatus. 

Internally, it is bounded by the dura mater, which 

encases the spinal cord, dorsal root ganglia, and nerve 

root sleeves. Externally, the epidural space is 

confined by the vertebral canal and its periosteal 

lining. The anterior boundary is formed by the 

posterior longitudinal ligament, while the posterior 

boundary is defined by the lamina and ligamentum 

flavum. Importantly, midline gaps in the ligamentum 

flavum exist in approximately 50% of individuals, 

where the interspinous ligament may also be absent, 

which has implications for midline needle approaches 

during injection [13]. Laterally, the epidural space is 

limited by the pedicles and intervertebral foramina. 

The foramen itself is defined posteriorly by the 

superior articular process of the facet joint and 

anteriorly by the intervertebral disk and adjacent 

vertebral endplate. Within this space lie fat, radicular 

and cervical arteries, lymphatic channels, arachnoid 

granules, a venous plexus, and spinal nerve roots. 

Spinal nerves emerge from the dorsal and ventral 

rootlets of the spinal cord and exit via the 

intervertebral foramina, encased in the dural root 

sleeve. The dura terminates at the level of the dorsal 

root ganglion proximally, forming the initial segment 

of the nerve root sheath. Vascular supply to the 

cervical epidural space is complex, involving 

contributions from the vertebral artery, ascending 

cervical artery, subclavian branches, and deep 

cervical arteries. These vessels penetrate the foramina 

and bifurcate into anterior and posterior radicular 

arteries, supplying both neural and meningeal 

structures [14]. This intricate vascular anatomy 

underscores the necessity for precise needle 

placement during cervical epidural injections to avoid 

arterial injury, intravascular injection, or hemorrhagic 

complications. Knowledge of epidural fat 

distribution, nerve root orientation, and ligamentous 

landmarks is therefore critical for safe and effective 

administration of corticosteroids and local anesthetics 

in the management of cervical radiculopathy. 

Indications 
Cervical epidural injections are primarily 

indicated for patients experiencing radicular pain or 

neck pain originating from discogenic pathology, 

including degenerative disc disease, cervical 

spondylosis, or herniated intervertebral discs. Clinical 

presentation often includes sensory disturbances such 

as numbness, tingling, burning sensations, or 

dysesthesia following a dermatomal distribution 

corresponding to the affected nerve root. Prior to 

intervention, careful assessment of symptom 

progression is essential. Serial neurological 

examinations should evaluate motor strength, 

reflexes, and the presence of upper motor neuron 

signs to ensure that there is no evidence of acute or 

worsening neurological compromise. These 

injections are generally preferred for patients whose 

pain escalates despite conservative management—

including physical therapy, non-steroidal anti-

inflammatory drugs, or activity modification—
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provided there is no progressive motor deficit. 

Preprocedural imaging using magnetic resonance 

imaging (MRI) or computed tomography is critical to 

confirm stable nerve root compression and to identify 

anatomical variations or high-risk levels, reducing the 

risk of complications such as inadvertent high spinal 

anesthesia, intravascular injection, or cord injury 

[13][14]. 

 
Fig. 1: Cervical Epidural Injection. 

Contraindications 
Cervical epidural corticosteroid injections 

carry both absolute and relative contraindications that 

must be carefully evaluated prior to performing the 

procedure. Absolute contraindications include the 

presence of active local or systemic infection, which 

increases the risk of introducing pathogens into the 

epidural space and can precipitate epidural abscess or 

meningitis. Patients with uncontrolled coagulopathy, 

including those on oral anticoagulants or with 

underlying bleeding disorders, are at elevated risk of 

epidural hematoma formation, which may lead to 

permanent neurological compromise. Progressive 

neurological deficits, such as worsening motor 

weakness or sensory loss, constitute another absolute 

contraindication, as these patients require urgent 

surgical evaluation rather than conservative 

interventional management. High-grade cervical 

spondylolisthesis or critical spinal stenosis that 

threatens cord integrity also precludes the use of 

cervical epidural injections until surgical stabilization 

can be performed. Uncontrolled hyperglycemia is a 

further consideration, particularly when 

corticosteroids are used, as they may exacerbate 

glycemic instability. Relative contraindications 

include poorly controlled chronic conditions, such as 

hypertension or diabetes mellitus, which may 

increase procedural risk. Pregnancy is considered a 

relative contraindication due to the potential 

teratogenic effects of fluoroscopic radiation and 

systemic corticosteroids. Other factors, such as severe 

anatomical variations, prior cervical spine surgery, or 

patient inability to cooperate during the procedure, 

also necessitate careful evaluation. Overall, 

meticulous patient selection based on a 

comprehensive medical history, current 

comorbidities, and pre-procedural imaging is 

essential to minimize complications and optimize 

procedural outcomes. Proper counseling regarding 

risks, benefits, and alternatives is a critical 

component of pre-procedural preparation [14][15]. 

Equipment 
Cervical epidural corticosteroid injections 

require specialized equipment to ensure precise 

delivery and patient safety. Topical anesthetics, 

typically lidocaine, are applied to minimize 

procedural discomfort and facilitate accurate needle 

placement. The selection of an appropriate needle is 

crucial: a Tuohy epidural needle (17–20 gauge) is 

standard for interlaminar approaches, whereas a 

Quincke spinal needle (22–25 gauge) is often used 

for transforaminal injections to allow precise 

targeting of the nerve root. Syringes with low 

resistance facilitate controlled delivery of the 

injectate, which generally comprises preservative-

free corticosteroids, local anesthetic, and sometimes 

saline. Corticosteroids may be particulate or non-

particulate depending on the approach and target 

anatomy, with non-particulate formulations favored 

for transforaminal injections to reduce the risk of 

embolic complications. Fluoroscopic imaging is 

essential for real-time needle guidance, with a C-arm 

positioned to obtain multiple projections. Contrast 

dye is used to confirm epidural space placement and 

ensure accurate spread of medication. Radiation 

safety requires all personnel in the procedure room to 

wear lead aprons and thyroid shields, with proper 

monitoring of cumulative exposure. Optional adjunct 

equipment may include nerve stimulators or 

ultrasound devices for anatomic localization, 

although fluoroscopy remains the primary imaging 

modality. Hemostatic materials and standard sterile 

instruments are also required for site preparation and 

sterile field maintenance. Ensuring all equipment is 

functional and accessible prior to initiation is critical 

to maintaining procedural efficiency, accuracy, and 

patient safety [14]. 

Personnel 
Cervical epidural injections necessitate a 

multidisciplinary team to ensure procedural safety 

and effectiveness. The primary operator is typically a 

pain management specialist, often trained in 

anesthesiology, physical medicine, and rehabilitation, 

with competency in interventional spine procedures. 

Neurosurgeons, orthopedic spine surgeons, and 

interventional radiologists may also perform these 

procedures in select settings. A radiologic 

technologist operates the C-arm, facilitating imaging 

acquisition and optimizing needle visualization, 

although the proceduralist maintains control over 

needle trajectory. A circulating nurse, physician 

assistant, or medical assistant supports patient 

monitoring, documentation, and sterile field 
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management, delivering instruments and supplies as 

needed. Although most cervical epidural injections 

are performed with minimal or no sedation, personnel 

trained in procedural sedation must be available when 

sedation is indicated. Continuous monitoring of vital 

signs and readiness to manage emergent 

complications, including high cervical block, airway 

compromise, or cardiovascular instability, is 

essential. Equipment for immediate resuscitation, 

including a crash cart, must be accessible. Post-

procedure monitoring depends on sedation status; 

patients who receive sedatives require extended 

observation for respiratory depression, hemodynamic 

instability, or delayed neurological changes. Effective 

interprofessional communication is critical, 

particularly in recognizing early signs of neurological 

compromise, hemodynamic instability, or adverse 

reactions to corticosteroids, ensuring timely 

intervention and patient safety [14]. 

Preparation 
Pre-procedural preparation for cervical 

epidural injections is essential to maximize safety and 

efficacy. Patient positioning is critical: supine or 

prone positioning with the neck slightly flexed allows 

optimal access to the epidural space. Sedation is 

minimized to permit continuous patient feedback, as 

sudden paresthesia or motor response may indicate 

needle proximity to neural structures. Prior imaging, 

ideally MRI or CT, is mandatory to identify 

anatomical variations, the degree and level of nerve 

root compression, and to rule out conditions such as 

severe spinal stenosis or tumor. In patients with 

contraindications to MRI, myelography or computed 

tomography can provide alternative visualization of 

the epidural space. Electrodiagnostic studies may 

supplement imaging when diagnostic uncertainty 

exists. Aseptic technique is strictly maintained, with 

the proceduralist and all personnel donning sterile 

gowns, gloves, and masks. The skin overlying the 

targeted cervical level is disinfected thoroughly, and 

local anesthesia is infiltrated along the planned 

needle trajectory. Fluoroscopic guidance is used 

throughout needle advancement, with intermittent 

imaging to confirm alignment and final positioning. 

Contrast dye is injected to verify epidural spread, 

followed by the administration of the corticosteroid 

and anesthetic mixture. Post-injection, the patient is 

monitored for vital sign stability, neurological 

integrity, and potential adverse reactions. Clear post-

procedural instructions are provided regarding 

activity restrictions, warning signs of complications, 

and follow-up schedules to optimize outcomes. 

Technique or Treatment 
Cervical epidural corticosteroid injections 

are primarily performed under fluoroscopic guidance 

to ensure accurate delivery of medication into the 

epidural space and to minimize the risk of 

complications.[15][17] Fluoroscopy provides real-

time imaging that allows the clinician to visualize 

bony landmarks, guide needle trajectory, and confirm 

correct positioning. Although computed tomography 

(CT) fluoroscopy offers superior resolution and more 

detailed anatomical visualization, its use is limited 

due to high radiation exposure to both the patient and 

the operator, making it impractical for routine clinical 

practice.[18][19] Patient positioning is a critical 

component of the procedure. The patient is typically 

placed in a prone position with arms positioned 

comfortably at the sides and the head supported in 

slight flexion. This positioning facilitates optimal 

exposure of the cervical interlaminar spaces and 

widens the posterior elements of the cervical spine, 

providing safer access to the epidural space. Sterile 

preparation of the injection site is mandatory to 

reduce the risk of infection, with agents such as 

iodine-based solutions or chlorhexidine applied 

carefully to cover the posterior cervical skin over the 

target level. The most frequently employed technique 

is the interlaminar approach, which involves insertion 

of a Tuohy needle between the laminae of adjacent 

vertebrae. The needle is advanced until a ―loss of 

resistance‖ is felt, indicating penetration through the 

ligamentum flavum into the epidural space. Once in 

the epidural space, contrast dye is injected under 

fluoroscopic control to confirm correct distribution, 

followed by aspiration to rule out intrathecal or 

intravascular placement. Only after these verification 

steps is the corticosteroid administered, typically 

combined with preservative-free saline and optionally 

a local anesthetic. Corticosteroid selection depends 

on the procedure type; particulate steroids, such as 

triamcinolone, are used cautiously, while non-

particulate steroids like dexamethasone are preferred 

for high-risk procedures due to lower risk of embolic 

complications. Continuous communication with the 

patient throughout the procedure is essential to detect 

early neurological symptoms, which may indicate 

inadvertent nerve root or spinal cord contact. The C7-

T1 level is often preferred for interlaminar injections 

because the ligamentum flavum is consistently 

present at this level, providing a safer and more 

reliable landmark and reducing the risk of 

complications such as dural puncture or spinal cord 

injury. 

The transforaminal approach provides direct 

delivery of corticosteroids adjacent to the affected 

nerve root but carries higher procedural risk and is 

therefore less commonly used. This approach 

requires oblique fluoroscopic views to optimize 

visualization of the neural foramen and associated 

vascular structures. A fine spinal needle, commonly a 

Quincke needle, is advanced beneath the pedicle of 

the superior vertebra into the posterior aspect of the 

neural foramen. Fluoroscopic angulation of 

approximately 70° toward the ipsilateral side 

improves visualization and facilitates safe needle 

placement while avoiding arterial and venous 

structures within the foramen.[24] Live contrast 
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injection is performed to ensure that there is no 

intravascular spread, and a non-particulate 

corticosteroid combined with local anesthetic and 

saline is administered. Patient monitoring during the 

transforaminal procedure is critical, as inadvertent 

vascular injection can lead to catastrophic outcomes 

including spinal cord infarction. Emerging imaging 

modalities, such as ultrasound-guided cervical 

epidural injections, have demonstrated potential 

advantages in select studies. Ultrasound allows 

visualization of vascular structures in real time, 

which may reduce the risk of inadvertent arterial 

puncture and improve procedural safety.[25] 

However, the utility of ultrasound is limited in the 

cervical spine for interlaminar approaches due to the 

obstruction caused by bony elements, which prevent 

direct visualization of the epidural space. As a result, 

fluoroscopy remains the standard imaging technique 

for cervical epidural corticosteroid injections, with 

ultrasound currently serving as an adjunct or 

alternative for select transforaminal procedures where 

vascular mapping is critical. In summary, cervical 

epidural corticosteroid injection requires careful 

planning, precise anatomical knowledge, and 

meticulous technique. Proper patient positioning, 

strict adherence to sterile protocols, real-time 

imaging guidance, careful selection of corticosteroid 

formulation, and continuous patient communication 

are all critical components that contribute to 

procedural success and minimize risks. Both 

interlaminar and transforaminal approaches have 

distinct advantages and limitations, with fluoroscopy 

remaining the standard of care, while ultrasound-

guided techniques represent an emerging modality 

with potential safety benefits in select clinical 

scenarios. 

Complications 
Cervical epidural corticosteroid injections 

are generally considered safe, yet complications—

although uncommon—can be significant, especially 

with the transforaminal approach. Serious adverse 

events such as paralysis, spinal cord injury, or death 

have been reported, though these occurrences are 

rare.[4][26][27] The overall complication rate for 

cervical epidural injections is estimated at 

approximately 16.8%, encompassing both minor and 

major adverse outcomes.[28] Complications may 

arise if the needle inadvertently contacts the spinal 

cord, nerve roots, or vascular structures, or if 

contamination occurs during the 

procedure.[18][29][30] Mechanisms for severe 

complications remain incompletely understood, but 

proposed causes include arterial embolism, thrombus 

formation, arterial vasospasm, aortic dissection 

leading to hemorrhage, and dural puncture, all of 

which can precipitate catastrophic neurological 

sequelae.[27][28][31][32] Potential adverse outcomes 

include epidural hematoma, spinal abscess, 

hemorrhage, infarction, or paralysis. Notably, no 

severe complications have been documented with 

dexamethasone, suggesting a relative safety 

advantage of non-particulate corticosteroids. Specific 

complications differ between the interlaminar and 

transforaminal approaches. Interlaminar injections 

carry risks such as dural puncture, nerve root injury, 

transient paresthesias, vasovagal reactions, epidural 

hematoma, subdural hematoma, transient blindness, 

spinal cord injury, epidural abscess, paralysis, and 

death. Transforaminal injections are associated with 

increased radicular pain, vasovagal reactions, dural 

puncture, temporary lightheadedness, transient global 

amnesia, vertebral artery injury, cerebellar infarction, 

and death. The most frequently reported minor 

complications include neck pain (6.7%), headache 

(1.7%), insomnia (1.7%), and vasovagal reactions 

(1.5%). The incidence of dural puncture is 

approximately 0.3% for transforaminal injections, 

while interlaminar injections show a reported rate of 

0.25% to 2.0%. Headache following interlaminar 

injection has been reported in 4.5% of patients, and 

transient exacerbation of radicular pain has been 

noted in up to 18% of cases.[33][34][35][36] 

Although rare, these complications highlight the 

importance of careful patient selection, meticulous 

technique, and immediate availability of emergency 

care resources. 

Clinical Significance 
Cervical epidural corticosteroid injections 

offer targeted intervention for patients with radicular 

pain due to cervical nerve compression, providing 

short-term pain relief when conservative therapies 

fail.[2] The efficacy of these injections is closely 

related to the etiology and severity of nerve root 

compression. Studies suggest that up to one-third of 

patients may experience recurrent radicular 

symptoms following initial treatment, indicating that 

repeated injections within a year may provide 

synergistic benefit in selected cases. Interlaminar 

injections are supported by more robust evidence 

compared to transforaminal injections, which carry a 

higher risk of vascular complications and have more 

limited data regarding effectiveness.[37][38] Cervical 

epidural injections are particularly effective for pain 

caused by cervical disc herniation, central spinal 

stenosis, and post-surgical syndromes. Randomized 

controlled trials remain limited in number and 

quality, especially regarding long-term outcomes. 

Moderate evidence supports short-term pain relief 

(<6 weeks), although long-term data remain 

sparse.[39] Some studies indicate that corticosteroid 

epidurals provide superior immediate pain reduction 

compared to local anesthetic alone, yet this effect 

may not persist beyond three weeks. In one analysis, 

24% of patients achieved complete symptom 

resolution, 40% experienced at least 75% pain 

reduction, and 32% reported no relief. Among 

patients with structural abnormalities on imaging, 

only 35% reported a 50% or greater reduction in 

pain.[35][40][41] These findings highlight the 

variability of patient response and underscore the 
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necessity of comprehensive assessment and 

individualized treatment planning. 

Enhancing Healthcare Team Outcomes 
The management of patients undergoing 

cervical epidural injections requires a coordinated 

interprofessional approach to ensure safety and 

optimize outcomes. Comprehensive patient 

evaluation is essential prior to the procedure, 

including assessment by a primary care clinician, 

imaging confirmation of nerve root compression via 

MRI or CT, and, when indicated, nerve conduction 

studies or electromyography. Pharmacists should 

review medications, particularly anticoagulants, that 

may increase bleeding risk. In cases of severe or 

progressive neurological deficits, neurosurgical 

consultation is necessary. The injection itself is 

typically performed by a trained pain medicine 

physician, anesthesiologist, interventional 

neurologist, or physical medicine and rehabilitation 

specialist. Radiology technicians provide 

fluoroscopic support, while nursing staff monitor 

vital signs, maintain the sterile field, and assist with 

patient positioning and documentation. 

Nursing, Allied Health, and Interprofessional 

Team Interventions 
Post-procedure care emphasizes monitoring 

for adverse events, including neurological deficits, 

vasovagal reactions, and localized hematoma 

formation. Patients are typically observed for 20 to 

30 minutes, with longer monitoring if sedation was 

administered. Nursing staff provide education 

regarding post-injection activity restrictions, 

analgesic use, and potential warning signs such as 

new weakness, numbness, or severe pain. Most 

patients can return to normal activities the following 

day, though temporary soreness at the injection site is 

common and may be managed with ice or 

acetaminophen. Repeated injections, often up to three 

spaced 1–4 weeks apart, are employed for persistent 

pain. Physical therapy plays a critical role in post-

injection rehabilitation by addressing underlying 

biomechanical deficits, improving posture, enhancing 

cervical mobility, and strengthening supporting 

musculature. Individualized home exercise programs 

complement clinical therapy to promote long-term 

spinal health and reduce recurrence risk. By fostering 

collaboration among physicians, nurses, physical 

therapists, pharmacists, and radiology staff, the 

interprofessional team ensures patient safety, 

maximizes therapeutic benefit, and facilitates 

recovery from cervical radiculopathy, ultimately 

improving overall patient outcomes and satisfaction. 

Conclusion: 

Cervical epidural corticosteroid injections 

play an important role in the non-surgical 

management of cervical radiculopathy, particularly 

for patients who fail to achieve adequate relief 

through conservative measures. By delivering 

anti-inflammatory medication directly into the 

epidural space, these injections target nerve root 

inflammation and provide meaningful short-term pain 

reduction, allowing patients to regain function and 

participate more effectively in rehabilitative 

therapies. Despite their clinical benefits, cervical 

epidural injections are technically demanding 

procedures with potential risks. Complications, 

although uncommon, can be severe, particularly 

when transforaminal techniques are used or when 

anatomical and vascular considerations are not 

meticulously respected. The use of fluoroscopic 

guidance, preference for non-particulate 

corticosteroids in high-risk cases, and adherence to 

strict aseptic technique are essential to minimize 

adverse outcomes. Nurses and allied health 

professionals are integral to the success and safety of 

cervical epidural injections. Their responsibilities 

extend from pre-procedure assessment and patient 

education to vigilant monitoring for neurological or 

systemic complications following the injection. 

Collaboration among physicians, nurses, radiology 

technicians, and rehabilitation specialists ensures 

comprehensive care and optimal patient outcomes. In 

summary, cervical epidural corticosteroid injections 

are an effective adjunct in managing cervical 

radiculopathy when applied judiciously within an 

interprofessional framework that emphasizes patient 

safety, clinical expertise, and evidence-based 

practice. 
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