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Sir,
A 61‑year‑old male with multiple system atrophy‑cerebellar 
type (MSA‑C) was posted for fracture shaft of the right femur 
fixation. His magnetic resonance imaging of the brain revealed 
the classic hot cross bun sign [Figure 1a and b]. He had syncope, 
intension tremors, dysdiadochokinesia, decreased plantar 
reflexes, positive Babinski sign, sluggish reaction of pupils to 
light, vocal cords paresis, and positive tonometric hand grip 
and cold pressor tests. His heart rate was 68 beats/min with 
no sinus arrhythmia. Blood pressure was 110/70 mmHg with 
insignificant postural variation. His relevant blood and clinical 
investigations were within normal limits.

After an informed high‑risk consent, monitors were attached. 
Central venous and invasive blood pressures were also 
measured. Injection ondansetron 0.1 mg/kg was given. After 
preloading with 10 ml/kg lactated Ringer’s solution, combined 
spinal epidural anesthesia (CSEA) was administered. Sensory 
level of T10 was achieved with intrathecal 2.5 ml of 0.5% 
bupivacaine (hyperbaric). Hypotension was corrected with 
injection phenylephrine 50 mcg intravenously. Five milliliters 
of 0.5% bupivacaine (normobaric) was given on regression 
of sensory level. Surgery lasted for 3 h and blood loss was 
within allowable limits. Patient’s vitals remained stable. 
Postoperative continuous epidural infusion with 5 ml/h of 
0.125% bupivacaine (normobaric) facilitated early mobilization.

MSA‑C denotes a distinctive motor subtype characterized 
by progressive adult‑onset sporadic gait ataxia, scanning 
dysarthria, limb ataxia, and cerebellar oculomotor dysfunction. 
In addition, there is an autonomic failure and variable degrees 
of parkinsonism.[1] At present, no definitive cure is available.

The anesthetic considerations are as follows:
• Airway: MSA may manifest with central or obstructive 

sleep apnea, dysrhythmia, dyspnea, hypoxemia, 
inspiratory sighs, and laryngeal stridor.[2] Selective 
paralysis of vocal cord abductors worsens during 
sleep and may lead to airway obstruction and death.[3] 
When administered general anesthesia (GA), patients 
may require prolonged ventilation, reintubation, or 
emergency tracheostomy postoperatively

• Hemodynamics: Autonomic neuropathy involves both 
sympathetic and parasympathetic nervous systems. 
Supine hypertension induces pressure natriuresis and 
worsens orthostatic hypotension.[4] It occurs due to fluid 
redistribution from inferior limbs; medications such as 

9‑alpha‑fludrocortisone, impairment of baroreceptor 
activity, and sympathetic hypersensitivity.[5] GA may 
cause arrhythmias or hypertension (tracheal intubation/
extubation), or hypotension (induction agents, volatile 
anesthetics, or positive pressure ventilation) aggravated 
with positioning and rapid blood loss or fluid resuscitation. 
Subarachnoid block may cause profound hypotension

• Risk of aspiration due to impaired gastric motility
• Thermoregulation: Inability to sweat or lacking 

thermoregulator y  vasoconstr ict ion [4] causes 
hypo/hyperthermia

• Procedural and patient positioning difficulties due 
to tremors, dystonia, and rigidity. Aseptic necrosis of 
pressure points may occur due to impaired periosteal 
vascular control

• Patient noncooperation due to depression or cognitive 
impairment

• Drugs: Patients may show increased sensitivity or resistance 
to vasopressor and vasoactive drugs. Phenylephrine 
with selective adrenergic alpha‑1 agonist activity and 
early peak effect is preferred for hypotension. The 
enzyme dopamine beta‑hydroxylase which converts 
dopamine to norepinephrine may be deficient or 
completely absent.[4] Hence, noradrenaline is the preferred 
vasopressor. Bradycardia may not respond to atropine 
since vagal tone is already diminished. Hence, alternatives 
such as isoproterenol and temporary pacemaker can be 
lifesaving.[4] Opioids are avoided. The effects of prolonged 
steroid (fludrocortisone) treatment should be considered.

Our patient was cooperative with mild tremors, dysautonomia, 
and vocal cord dystonia. Thus, the previously unreported CSEA 
(with titrated drug dosages) seemed better with lesser airway 
complications and hemodynamic fluctuations compared to 
general or spinal anesthesia. Continuous epidural analgesia 
postoperatively provided excellent patient satisfaction and 
early ambulation. To conclude, in MSA‑C patients, managing 
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Figure 1: (a) The hot cross bun sign of pons (b) T2 flair hyperintense signal 
of pons
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the three D’s ‑ Dysautonomia, Dystonia (vocal cords), and 
Drugs with guided fluid therapy are the cornerstone for a 
successful outcome.
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Sir,
Spinal cord stimulators (SCSs) have been used since 1967 to 
successfully treat many chronic pain conditions. The Food and 
Drug Administration (FDA) has approved the use of SCS for 
the treatment of multiple chronic pain conditions including 
chronic pain of the trunk and limbs, complex regional pain 
syndrome, and intractable low back pain, leg pain, and pain 
from failed back surgery syndrome.[1] In addition, the use 
of neuromodulation technologies has been emerging for 
alternate indications. Chronic pelvic pain is continuous or 
intermittent pain that occurs in the lower abdomen or pelvic 
area, and it causes a functional limitation in activities of daily 
living or reduced quality of life. The etiology of pelvic pain is 
often multifactorial, and its pathophysiology is complex and 
incompletely understood.[2] Even when the pathology is defined, 
evidence‑based management options for chronic pelvic pain is 
limited, and few therapeutics have shown meaningful clinical 
efficacy.[3] We present a patient with intractable pelvic pain 
successfully treated with spinal cord stimulation.

A 56‑year‑old female presented to our clinic with pelvic pain 
that had been present since she was a teenager. The patient 
was involved in three motor vehicle accidents in the 1990s, 
which aggravated her pain. She has tried several modalities 
including multiple types of opioids, antidepressants, 
anti‑seizure medications, steroid injections, and physical 
therapy as well as seeing a chiropractor and pain psychologist. 
The patient’s severe pelvic pain remained unresponsive to 
treatment, and after discussion of the benefits and side 
effects, we decided to proceed with SCS trial. After passing 
the psychological evaluation, the patient underwent an SCS 
trial where we placed two Octad leads in a retrograde fashion 
to be placed into the sacral canal. The patient experienced 
approximately 80% improvement in her pain during the trial 
week. We then moved forward with the permanent implant 
by placing two Octad leads in a retrograde fashion; the leads 
were entered at the L3–L4 space and advanced to the S3 level 
bilaterally. The patient continued to have pain improvement 
at 1‑year follow‑up.

Retrograde placement of spinal cord stimulator leads for 
treating resistant pelvic pain
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