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To the Editor:

A 35-year old, 164-cm, 57-kg, ASA-1 woman under-

went rectosigmoidectomy for infiltrating endometriosis.

Surgery lasted 540 min, in the supine position on a vacuum

mattress that molded to the contour of the patient. The right

arm was positioned alongside the body. The left arm

position was abduction \80�. The following morning, the

patient reported an inability to move all five left fingers, as

well as numbness of the palmar hand surface. Neurological

examination disclosed a loss of sensation to light touch at

the palmar surface of all five fingers of the left hand and

was otherwise normal. Due to the lengthy duration of the

procedure, an intraoperative positioning injury was pre-

sumed to have caused this neurologic deficit [1]. No

immediate electromyography was required. Sensory and

motor function had returned to normal 5 days after surgery.

Approximately 6 weeks later, the patient complained about

the reoccurrence of upper left limb symptoms, as well as a

new area of hyperesthesia on the inner side of the left thigh.

Decreased reflexes were recorded in the left knee and ankle

joints, and in the left upper limb. Blood screening for

infectious, systemic, inflammatory, autoimmune, and col-

lagen vascular diseases was negative [2]. Cerebrospinal

fluid examination showed (a) a normal albumin level and

no cells and (b) one IgG-kappa and two IgG-lambda

monoclonal bands in the light chains and three oligoclonal

IgG bands, which were not detected in serum [2]. Magnetic

resonance imaging (MRI) showed several ovoid lesions at

C2, C3–C4, C6, T1–T2–T3–T4, and T8–T9 [3]. Medulla

morphology was unaltered. Hyperintense signals from the

white matter of the supratentorial region of the brain were

observed [3]. An inflammatory disease of the central ner-

vous system (CNS) was diagnosed [2]. All the neurological

symptoms spontaneously resolved in 3 weeks. Five months

later, neurological symptoms recurred. The MRI detected

additional periventricular lesions of increased signal intensity

and one subcortical lesion in the right frontal lobe together

with annular enhancement of the left-posterior periventricu-

lar lesion [3]. Multiple sclerosis (MS) was diagnosed [2, 3].

The initial neurological deficit was assumed to be a

result of an intraoperative positioning injury [1]. Long-

duration surgery associated with frequent head-up and

head-down repositioning can contribute to positioning

injuries [1]. In retrospect, clinical features of MS, which is

a relapsing and remitting rare autoimmune demyelinating

disorder of the CNS, commonly affecting women of about

30 years of age, were present [4]. Most reports of postop-

erative MS exacerbation are anecdotal or consistent with

baseline and exacerbation rates occurring in non-surgical

patient populations [4]. Epidural analgesia did not increase

the risk of neurological deficits in parturients with MS [4].
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Analogous to the post-partum situation, one might

speculate that the hormonal changes following the removal

of endometrial tissue caused the onset of MS symptoms or

a relapse of subclinical MS in this patient [5]. Importantly,

consistently assuming that the onset of a neurological

deficit in the early postoperative period resulted from an

intraoperative injury can result in a serious misdiagnosis

with potential medical-legal implications.
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by Prof. B. Christoforov, President of the ‘‘Comité de Pro-
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was obtained from the patient to publish this clinical report.

Conflict of interest This work was supported only by institutional

support. No conflict of interest exists.

References

1. Cheney FW, Domino KB, Caplan RA, Posner KL. Nerve injury

associated with anesthesia: a closed claims analysis. Anesthesiol-

ogy. 1999;90:1062–9.

2. Rolak LA, Fleming JO. The differential diagnosis of multiple

sclerosis. Neurologist. 2007;13:57–72.

3. Filippi M, Rocca MA, De Stefano N, Enzinger C, Fisher E,

Horsfield MA, Inglese M, Pelletier D, Giancarlo Comi G.

Magnetic resonance techniques in multiple sclerosis. The present

and the future. Arch of Neurol. 2011;68:1514–20.

4. Confavreux C, Hutchinson M, Hours MM, Cortinovis-Tourniaire

P, Moreau T. Rate of pregnancy-related relapse in multiple

sclerosis. Pregnancy in multiple sclerosis group. New Engl J Med.

1998;339:285–91.

5. Hayashi A, Tanabe A, Kawabe S, Hayashi M, Yuguchi H,

Yamashita Y, Okuda K, Ohmichi M. Dienogest increases the

progesterone receptor isoform B/A ratio in patients with ovarian

endometriosis. J Ovarian Res. 2012;5:31.

638 J Anesth (2013) 27:637–638

123


	Misdiagnosis of an early postoperative upper limb deficit
	Conflict of interest
	References


