
77

Neuropathic Knee Joint ‑ A Complication of Syrinx 
Following Spinal Anesthesia: A Rare Case Report and 

Review of Literature
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Introduction

Most common anesthesia given in day to day practice is spinal due to its 
cost‑effectiveness, safety, and efficacy, which provides both motor and 
sensory block with a high success rate. Complications such as hypotension, 
headache, and urinary retention are relatively common [1, 2]. However, 
permanent neurological complications are very rare.

Neurological complications due to spinal anesthesia are burning sensation 
over buttocks, dysesthesia, paresthesia, transverse myelitis, anterior spinal 
artery syndrome, and cauda equina syndrome [1, 3]. We report a case of 

the neuropathic left knee joint which developed because of formation 
of a syrinx following inadvertent dural penetration during spinal 
anesthesia [2, 3].

Case Report

A 33‑year‑old female gravida 2 came with a complaint of weakness of 
left lower limb and swelling in the left knee. The patient was apparently 
normal before and underwent lower segment cesarean section under 
spinal anesthesia in November 2014. She is unaware of the level of 

Case Report Journal of Orthopaedic Case Reports 2016 Sep-Oct: 6(4):77-79

What to Learn from this Article?

Spinal anesthesia is not without any complication, it might result in complications such as neuropathic joint.
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Abstract

Introduction: Neurological complications due to spinal anesthesia are dysesthesia, paresthesia, cauda equina syndrome, and 
neuropathic joint. However, neurological complications are rare. We report a case of neuropathic joint of knee as a complication of 
syrinx following postspinal anesthesia.

Case Report: A  33‑year‑old female came with complaints of pain and instability of her left knee and left foot drop. She had 
developed weakness of her left lower limb following her cesarean section surgery done under spinal anesthesia. Clinically and 
radiologically, she had features of the neuropathic left knee joint which had occurred as a complication of syrinx following spinal 
anesthesia.

Conclusion: The case is reported for its rarity and to highlight the possible neurological complications of spinal anesthesia.
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which it was given. Immediately, after introduction of the spinal lumbar 
puncture needle, she experienced severe shooting pain and tingling 
sensation over left lower limb. Postoperatively, the patient was not having 
any bladder/bowel incontinence, but she had weakness of her left lower 
limb which showed no recovery and was gradually progressive. 2 months 
before presentation, the patient had a history of slip and fall over her left 
knee while walking following which she developed swelling over her left 
knee joint.

On examination, diffuse swelling was noted over left knee. Knee flexion 
was possible up to 90 degrees with some extensor lag. Gross abnormal 
mobility was present in both sagittal and coronal planes (Fig. 1). Anterior 
and posterior drawer tests were positive. Valgus and varus instability tests 
were also positive.

The power of left lower limb was reduced (Table 1).

Knee, ankle, and plantar reflexes were absent.

Pain and temperature  (crude sensations) were absent involving L4, 
L5, and S1 dermatomes. Vibration and joint position sensations were 
intact.

Routine blood investigations are done found to be within normal limits 
except erythrocyte sedimentation rate (90).

X‑ray and computerized tomography of knee joint were done which 
show marked destructive changes, sclerosis, dislocation, and subchondral 
fractures of knee joint (Fig. 2).

Magnetic resonance imaging of the whole spine was done which show 
syrinx at D7, D9, D10, and D12 and L1 level (Fig. 3).

The patient was counseled regarding the possible options of treatment. 
Arthrodesis could be attempted but with high failure rates and loss of 
available knee movements. Knee replacement with constrained/hinged 
custom mega prosthesis (in view of gross instability) could be done with 
high rates of early loosening and infection. The patient was not willing 
for any surgical procedure, and hence, she was advised and fitted with 
orthoses.

Discussion

The incidence of permanent neurological injury following spinal 
anesthesia varies between 0 and 4.2/10000  patients [1]. Preexisting 
spinal pathology or disease increases the incidence of post‑operative 
neurological complication following neuraxial blockade [4].

Reynolds reported a series of cases of conusmedullaris injury 
postspinal anesthesia  [5]. The possible reason for this was indicated 
as misplacement of needle at the lower end of the spinal cord, 

misidentification of Tuffier’s line  (line drawn between the highest 
points of iliac crest in adults which corresponds to L4 spinous 
process) [6, 7], arachnoid membrane attachment to the conus like a 
web. A  traumatic needle insertion can cause severe disturbance in 
intramedullary microcirculation, and the direct toxicity of anesthetic 
agent over the injured cord resulted in syrinx [8, 9].

Neuropathic arthropathy develops in weight bearing joints, and the most 
common cause is diabetes mellitus [10], other causes being leprosy, 
meningomyelocele, syringomyelia, spinal cord injury, tabesdorsalis and 
syphilis [11, 12]. The most common joints affected are the ankle and 
joints of the feet. Involvement of the knee joint is very uncommon and 
rarely reported till date [4].

Painless abnormal mobility due to the destruction of afferent 
proprioceptive fibers, loss of sensation of joint, followed by severe 

Table 1: The power of left lower limb was reduced
Hip 5/5
Knee flexion and extension 4/5
Ankle‑Dorsi flexion 1/5
Plantar flexion 2/5
EHL and EDL 0/5
FHL, FDL 2/5
EHL: Extensor hallucis longus, EDL: Extensor digitorum longus, FHL: Flexor hallucis longus, 
FDL: Flexor digitorum longus

Figure 1: Clinical picture of left knee joint and varus and varus instability test.

Figure 2: X-ray and computed tomography films of left knee joint.

Figure 3: Magnetic resonance imaging showing syrinx.
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degenerative changes, osteophyte formation, and subchondral fractures 
suggests neuropathic joint.

Conclusion

Syrinx can occur as a complication of spinal anesthesia. Neurological 
deficit as a complication of syrinx can be disabling and can lead to the 
neuropathic joints even in larger joints as illustrated in this case report.

Clinical Message

Patients who have severe radicular pain following spinal 
anesthesia should be carefully followed up for the development 
of a syrinx and neurological deficit. The neuropathic knee 
can occur as a complication and is difficult to treat with poor 
outcome.
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