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Cauda equina syndrome 
following an uneventful spinal 
anaesthesia

DOI: 10.4103/0019-5049.60505

Sir,

Serious neurological complications after spinal 
anaesthesia are rare but extremely distressing. We 
report a case of cauda equina syndrome following 
spinal anaesthesia in a patient who had no identifiable 
risk factor. 

A young female patient was referred to our hospital 
with persistent weakness of lower limbs along with 
bladder and bowel incontinence following caesarean 
section done 16 days back under spinal anaesthesia. 
The records revealed that spinal anaesthesia was 
given in L2-3 interspace with 23 G single use 
Quincke needle in lateral position with 2.4 ml of 
0.5% hyperbaric bupivacaine. Three attempts were 
made before successful spinal puncture. There 
was no paraesthesia or back pain during needle 
placement or drug injection, but blood stained CSF 
was aspirated at the first attempt. There was adequate 
surgical anaesthesia after 12 minutes and the 45 
minutes of surgical duration was uneventful. In the 
postoperative period, the anaesthetic effect showed 
no improvement after 12 hours. She developed 
faecal and urinary incontinence the next day. A 
neuro-physician managed conservatively. Seeing no 
improvement even after 15 days, the relatives brought 
her to our hospital. 

Examination by the neurosurgeon showed bilateral 
sensory motor deficit of both the limbs with impaired 
sensation to pinprick in the perineal region. A clinical 
diagnosis of cauda equina syndrome was made. 
Lumbosacral MRI showed thickening and clumping of 
cauda equina nerve roots at L2-3 level [Figure 1] along 
with post contrast (gadolinium) dural enhancement 
consistent with the diagnosis of arachnoiditis. There 
was no epidural abscess, haematoma or spinal canal 
stenosis. The patient was managed conservatively 
on heavy doses of steroids. Lower limb weakness 
gradually improved over three months (Grade 2 motor 
power). 

Cauda equina syndrome is characterized by varying 
degree of saddle anaesthesia, sphincter dysfunction 
resulting in faecal incontinence, urinary retention 
and paraplegia. Although rare, case reports have 
shown an association with spinal anaesthesia.[1-3] 
Damage to nerve roots of cauda equina following 
spinal anaesthesia may occur due to compression, 
inflammation, stretching due to abnormal position, 
direct trauma, and spinal ischaemia or as a result of 
neurotoxicity of local anaesthetics. [2-4] 

The most likely causes in our case could be 
neurotoxicity, haematoma or trauma to nerves or 
spinal cord. We presume that bleeding due to trauma 
could have resulted in haematoma formation and 
compression of nerve roots (this was not seen on MRI as 
it was done after about 18 days of spinal anaesthesia). 
The blood later would have been absorbed causing 
clumping of nerve roots and arachnoiditis.[4] Direct 
trauma to spinal cord or intraneural injection though 
can produce bilateral limb deficit were unlikely 
causes as the patient did not have any paraesthesia 
at the time of spinal anaesthesia.[5] Neurotoxicity of 
local anaesthetic is usually due to maldistribution[3] In 
the described patient, the thoracic sensory level block 
was bilateral and reached T8 level within 12 minutes, 
thus chances of neurotoxicity are minimal. Other 
possible causes of cauda equina syndrome after spinal 
anaesthesia were not identified in our patient. 
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Figure 1: MRI of the spinal cord showing arachnoiditis
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Are we reluctant to share our 
experiences through E-mail and 
still love postal survey?
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Sir,

All of us know that air is a preferred choice of medium 
during epidural localisation although evidences 
support the superiority of saline, and also many of us 
must be practicing epidural blood patch (EBP) for post 
dural puncture headache (PDPH). 

To know the Indian perspective regarding use of saline 
for epidural localization and use of blood patch in 
PDPH, I conducted an email-survey using two popular 
internet sites (used by many of our colleagues) 
and personal e-mail list of anaesthesia colleagues. 
A questionnaire was sent with a request to share 
experiences and opinions about the use of saline for 
epidural localisation and epidural blood patch for 
PDPH. The response was very poor - only 10 responses 
to 100 e-mails (representing only 15 doctors). I really 
don’t know the real cause of this poor response. It 
could be due to non-importance of these issues as far 
as modern anaesthesia practices are concerned, or 
reluctance to share our experiences through e-mail. 

To know the probable answer of this poor response, 
literature was searched.

Today, medical practice is evidence-based and, 
medical audit and surveys helps in data collection to 
make opinions, decisions and guidelines. In the past 
when technology was not so advanced and internet 
facilities were not available, surveys were done 
either collecting data on data sheets by contacting 
individual basis or by sending postal quarries (postal 
survey). Now, due to advancement in technology 
(patient electronic record) and internet, surveys can 
be conducted either through direct patients’ data 
retrieval or sending e-mails to participants (patients 
or care takers) and also electronic methods are proved 
superior to conventional methods like manually 
filling forms and postal surveys.[1-3] 

Results of recently published meta-analyses of 39 
studies within the last 10 years, comparing Web and 
mail survey modes, showed that college respondents 
appear to be more responsive to Web surveys, while 

some other respondents (e.g. medical doctors, school 
teachers, and general consumers) appear to prefer 
traditional postal mail surveys.[4]

Many more prospective controlled studies are required 
before reaching any conclusion regarding better 
choice for medical surveys. However, this observation 
highlights the fact that doctors prefer postal survey 
over e-mail surveys and, therefore, for better response 
rate we should use postal surveys.
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