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ABSTRACT 

A 25 year old man was given a subarachnoid anaesthetic for repair of hydrocele. He developed 
left-sided hemiplegia and retrobulbar neuritis three hours rafter the procedure. He recovered 
45 days later after steroid therapy. There was some residual neurological deficit. The 
differential diagnosis is discussed. 
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THE ADMINISTRATION of subarachnoid anaes- 
thesia for pelvic and lower abdominal operations 
has become so common, particularly in a devel- 
oping country such as India, that its safety is 
taken for granted. Large series have been re- 
ported without major complication t'z yet various 
monographs 3'4 suggest that neurological compli- 
cations are not at all uncommon. This is the 
report of a patient who developed hemiplegia and 
retrobulbar neuritis three hours after subarach- 
noid block. 

CASE REPORT 

A right handed 25 year old sedentary worker 
was admitted to our hospital 30th March 1980 for 
repair of hydrocele of six months duration. He 
had been in good health until the early part of 
1975, when he was operated under general anaes- 
thesia for peptic ulcer and had made an unevent- 
ful recovery. The present operation took place 
under subarachnoid block the day after admis- 
sion. 

Preoperative assessment and laboratory inves- 
tigation did not reveal any abnormality. There 
was no history suggestive of diabetes, hyperten- 
sion, syphilis, collagen or neurological disease, 
muscular weakness, convulsions, myocardial in- 
farction, vaccination, upper respiratory tract in- 
fection. There was no family history of neuro- 
logical disease. 

S.V. Ghate, M.D., Lecturer in Anaesthesiology; 
S.G. Kulkarni, M.D., Lecturer in Medicine; G.S. 
Sarate, M.D., Reader in Anesthesiology, Swami Ram- 
andand Teenh Rural Medical College, Ambajogai, 
Dist. Bee& Maharashtra, India. 

Address Correspondence to: Dr. S.V. Ghate, Lec- 
turer in Anaesthesiology, S.R.T.R. Medical College, 
Ambajogai. Dist. Beed. Maharashtra, India. Pin code 
No. 431517. 

Canad. Anaesth. Soc. J., vol. 28, no. 3, May 1981 

He was not premedicated. The subarachnoid 
puncture was done at the L2/3 interspace with a 
21 gauge needle and 1.5 ml of lidocaine five per 
cent was injected. The intraoperative course was 
uneventful. 

Half an hour after conclusion of the operation 
he experienced severe pain in the cervical region 
and a generalized throbbing headache, not re- 
lated to posture. Three hours later focal convul- 
sive movements were noticed followed by numb- 
ness and weakness of the left upper extremity and 
after six hours the left lower extremity became 
involved along with diminution of vision in the 
left eye. He remained fully conscious during this 
period. He was incontinent of urine but not of 
faeces. 

On examination he was found to be febrile with 
temperature of 38.4~ The left eye was tender 
and the field of vision constricted. Neurologically 
there was hemianaesthesia below the 4th cervical 
dermatome, hypotonia and areflexia of the left 
extremities with grade II power in the left lower 
and none in the left upper extremity. The left 
plantar reflex was doubtful. Laboratory and 
radiological investigation were normal. Dexa- 
methasone 4 mg was given intramuscularly there- 
after every six hours. On the fifth postoperative 
day there was still complete hemianaesthesia but 
with brisk reflexes on the left side. By the 18th 
postoperative day the vision in the left eye had 
become reduced to finger counting at a distance 
of two metres. Only thirty per cent sensation was 
present in a patchy manner on left side. When 
tested the following week there was again com- 
plete hemianaesthesia with still further diminu- 
tion of vision. Dexamethasone 0.5 ml was in- 
jected into the retrobulbar space for the next two 
days. Vision returned to normal within these two 
days, and the neurological picture improved dur- 
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ing the next two weeks. Steroids were tapered 
off. One and one half months after the operation 
there was grade II1 and IV power in upper and 
lower limbs respectively. Deep tendon reflexes 
were still brisk. Further follow up could not be 
done as the patient absconded from hospital. 

central nervous system structure suggest that the 
neurological complications in our patient might 
be due to multiple sclerosis, but such a diagnosis 
was not substantiated by the laboratory investi- 
gations. Trauma t~ or postoperative fever t2 might 
have precipitated multiple sclerosis. 

DISCUSSION ACKNOWLEDGEMENT 

Hemiplegia developing within a few hours of 
an uneventful subarachnoid block in a young 
patient suggests the possibility of a pre-existing 
systemic disorder, such as encephalitis, menin- 
gitis, rheumatic heart disease, intracranial tu- 
mour, diabetes, syphilis, collagen disease, hyper- 
tensive encephalopathy, atherosclerosis, 
uraemia, multiple scelerosis, sickle cell anaemia, 
homocystinuria or an incidental event, as for 
instance cortical venous thrombosis. The patient 
was investigated with these possibilities in mind. 
All investigations were within normal limits. 

The subarachnoid analgesia cannot be incrimi- 
nated in this complication as the lesion was not 
restricted to the lower spinal level and developed 
within a few hours of the p rocedure :  Most 
neurological complications after subarachnoid 
block follow cardiac arrest s or severe hypoten- 
sion. 7 None of these occurred during operation in 
our patient. Hemiplegia due to transient anglo- 
spasm or a small thrombosis due to vascular 
disease has been reported. 8 This seems to be 
unlikely in this young patient in the absence of a 
systemic disorder. 

Subarachnoid analgesia can precipitate 8'9 or 
exacerbate t~ pre-existing neurological disease. 
Hemiplegia due to ascending myelitis pro- 
gressing to encephalomyelitis has been reported: 
Restriction of the neurological lesion to one side 
of the body in a conscious patient with normal 
cerebrospinal fluid rules out this possibility in our 
patient. Macdonald 8 and Fleiss 9 have reported 
multiple sclerosis to be precipitated by subarach- 
noid block. Acute onset,  a fluctuating clinical 
course, response to steroids, unilateral retrobul- 
bar neuritis, and affection of more than one 
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RI~SUMF~ 

Les auteurs rapportent un cas d'hgmipl6gie avec ngvrite optique survenue trois heures apr6s 
une rachi-anesthgsie administr~e pour une cure chirurgicale d'hydroc~le. 

Le malade rgcup6ra en grande partie, sous corticothgrapie, mais prgsentait encore certains 
dgficils neurologiques a son dgpart de l'h6pital, quarante-cinq jours apr6s l'intervention. En 
discussion, on pr,~sente le diagnostic diff~rentiel de cecas. 


