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A Rare Case of Transient Foot Drop Post Spinal Anesthesia
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ABSTRACT

The preferred anesthetic technique for cesarean section is spinal anesthesia. Neurological complications following
spinal anesthesia are very rare and often transient. Here we present the case of 23 yr old female who underwent
emergency LSCS under spinal anesthesia and developed foot drop 48 hours post operatively. Patient was thoroughly
evaluated and started on rehabilitation and followed up regularly. Early clinical assessment and diagnostic
interventions is of prime importance to establish the etiology and to start appropriate management.
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INTRODUCTION

The most common technique of anesthesia for caesarean section
is subarachnoid block also known as spinal anesthesia.
Neurological complications following regional anesthesia are
rare. The prevalence of these complications following epidural
anesthesia and spinal anesthesia is about 0-36 per 10,000 and
35 per 10,000 cases respectively [1,2]. In a study conducted by
Scott and Tunstall, the neurological deficits were reported in 8
out of 14,856 deliveries with subarachnoid block (0.054%), all of
which were transient [3]. Foot drop is caused by injury to
lumbosacral trunk and damage to common peroneal nerve. The
symptoms of this neurological disorder include unilateral
movement disorders of the ankles with sensory impairment or
paresthesia. However, this type of complication is rare after
caesarean section [4].

CASE REPORT
A 23 yr old primigravida at 40 weeks of GA with 150 cm height

and 57 kg weight was posted for emergency caesarean section
due to grade 3 meconium stained liquor. Thorough pre-
anesthetic check-up was performed and routine investigations
performed according to institutional protocol were checked.
Patient was categorized into ASA physical status 2. After taking
written informed consent, patient was shifted to operation
room, standard ASA monitors were attached and IV fluid
started via 18G cannula in left upper limb. Patient was
positioned in left lateral decubitus position for spinal anesthesia.
Under aseptic precautions spinal anesthesia (2 ml of 0.5%

hyperbaric bupivacaine) was performed at L3-L4 intervertebral
space using a 25G Quinke needle after confirming clear and free
flow of CSF. Level of blockade was confirmed with sensory level
attained till T4 and motor modified Bromage score 3, after
which surgery was started. Duration of surgery was 45 minutes
with blood loss of 700 mL and 1500 mL of Ringer Lactate was
given i.v. Intra operative period was uneventful and patient was
shifted to post anesthesia care unit with stable hemodynamics.
After 90 minutes sensory level was T10 and motor blockade
returned to modified Bromage score of O in 180 mins. Patient
was monitored in PACU for a period of 24 hours before shifting
towards.

On post op day 2 patients complained of weakness and par
aesthesia in the left lower limb. On examination patient had
grade 2/5 power of left ankle dorsiflexion and sensory deficit
along L4, L5 and S1 dermatomes. Right lower limb was normal
on examination. Lumbar MRI was done which was inconclusive.
Motor Nerve conduction study of the left lower limb was done
(Table 1). Left peroneal nerve F-waves were absent (Table 2).
Patient was started on steroids (intravenous methylprednisolone
500 mg daily for 3 days and gradually reduced over the next
days), anti-inflammatory drugs, electrical stimulation and
physiotherapy. Complete recovery of sensory deficit was achieved
by post-operative day 5. Patient was followed up every 7 days for
a period of 3 months. Two months post -operatively, patient
recovered to power 4/5 and was able to walk without support.
Written informed

publication of her case details as per journal guidelines.

consent was taken from patient for
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Nerve Site Latency 1 Duration Amplitud Nerve
(ms) (ms) e (mV) conducti

on
velocity
(m-s™!)

Left Ankle 3.5 10 6.9 52.8

peroneal

nerve Knee 8.8 10.4 5.6 57.1

Table 1: Motor nerve conduction study.

Nerve Fmin latency Fmax latency Fmean latency
(ms) (ms) (ms)

Right Peroneal 41 3 38

Left Tibial 43.5 3.4 40.1

Right Tibial 43.4 3.2 40.2

Table 2: F- wave.

DISCUSSION

Spinal anesthesia is frequently employed technique for caesarean
delivery. The most encountered adverse effects of this technique
include hemodynamic changes, back pain, nausea, vomiting,
and Post Dural Puncture Headache (PDPH). Neurological
complications due to spinal anesthesia are uncommon and
shortlived. The prevalence is about 3.5% [1]. The causes for
neurological adverse effects are direct needle trauma, local
anesthetic-induced neurotoxicity and hematoma.

In a study, 24 of the 71,053 patients with neuraxial blocks had
neurological deficits [5]. Repeated attempts, needle placement or
injection contributed to lumbosacral nerve injury leading to
paraesthesia [6,7]. A similar study showed that two-thirds of
patients who had neurological adverse effects complained of
pain during needle placement or local anesthetic injections.

Foot drop usually occurs as a result of injury to common
peroneal nerve, sciatic nerve injury radiculopathy, lumbosacral
lesions, or cauda equina syndrome [8]. Epidural hematoma,
epidural abscess, meningitis, and anterior spinal artery
syndrome are some more causes of foot drop. A retrospective
study showed that 17 out of more than 10,000 patients with
subarachnoid blockade had permanent nerve deficits for up to 1
year [9]. Nerve paralysis following labor is three to four times
more common after regional anesthesia. The common cause for
postpartum nerve injury includes pressure between the fetal
head and sacral trunk, which occurs as a result of an
inappropriate lithotomy position.
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The early diagnosis of postoperative foot drop can be made in
susceptible patients by thorough follow up and clinical
examination. Magnetic Resonance Imaging (MRI) has to be
done to confirm spinal injury. The Nerve conduction study and
electromyography is advised to know its neurological or
muscular origin respectively. Timely start of anti-inflammatory
agents and physiotherapy form an integral part of treatment of
these complications.

The onset, recovery time rate, and extent of neurological
symptoms vary among patients. In a study by Auroy et al. on
1,03,000 patients with subarachnoid blockade, the neurological
deficits began to appear within 48 hours, and their recovery
took from 2 days to 3 months [5]. In our case, the complication
appeared 48 hours after recovery from spinal anesthesia and the
patient regained 75% of ankle function 2 months post
operation.

CONCLUSION

We advise a thorough neurological examination of the lower
limbs before performing spinal anesthesia. It is important for
immediate diagnosis of acutely developed foot drop following
spinal anesthesia as early initiation of treatment is essential for
improved long term outcomes in such patients.
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