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INTRODUCTION
• In 2022, approximately 200,000 lower segment caesarean sections (LSCS) were performed (around 35% of deliveries)1 in England.
• Central neuraxial blocks (CNB) are commonly performed for LSCS, for which complications are well documented.
• However, we present 2 recent cases of patients with unusual patterns of neurological deficit after spinal anaesthesia for LSCS.
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Figure 2.
A&B: imaging examples of normal head & lumbar spine as is
the case in FND
C-I: imaging examples of potential differential diagnoses; C:
cerebral infarction; D: subarachnoid haemorrhage; E: venous
sinus thrombosis; F: ventral cord syndrome; G: transverse
myelitis; H: arachnoiditis; I: lumbar intradural haematoma

CASE STUDY 1
•40-year-old F&W G2P1 parturient.
•Previous uncomplicated emergency LSCS in last pregnancy.
•This pregnancy: pregnancy-induced hypertension (PIH).

A Category 3 LSCS at term was performed under a standard, straight-forward spinal
anaesthetic, no immediate complications were noted.

5-hours post spinal: alongside residual lower limb weakness, she complained of a severe
headache & new weakness of her upper limbs & face. Tone & sensation were normal, but
motor power was reduced bilaterally in all upper & lower limb muscle groups. No history of
incontinence. Given her history of PIH, she was treated with IV magnesium & a single bolus
of IV labetolol. Bloods were normal. CT head, cranial magnetic resonance
venography/arteriography, & MRI whole spine ruled out acute intracranial / spinal pathology
though possible features of chronic raised pressure were reported.

Day 1 post LSCS: facial weakness resolved, but she felt she had residual weakness in all 4
limbs. A Consultant Neurologist felt she had normal cranial nerves & upper limb power & tone
& normal lower limb tone, but noted objective weakness in her lower limbs with 3/5 power
proximally & 4/5 distally. The unusual neurological pattern with absence of identifiable
pathology led to a diagnosis of Functional Neurological Disorder (FND). She recovered full
neurological function by 4 days post-partum.

CASE STUDY 2
•35-year-old F&W G2P1 parturient with history of anxiety.
•Previous emergency LSCS under epidural top-up. The epidural had been difficult to site but
she had no neurological sequelae.
•This pregnancy: uncomplicated. Category 4 LSCS planned.

Several attempts were made by 2 senior anaesthetists (Consultant & ST7) to site the spinal
during which time staff reassured the patient as she was anxious due to the above factors.
Eventually, a standard dose spinal was administered to good effect. & an uncomplicated
LSCS performed.

5-hours post-spinal: virtually no recovery of motor or sensory function in lower limbs.
Neurological examination was normal for cranial nerves & upper limbs. Lower limb
examination; normal tone but distal-predominant reduced power (L>R) & a light-touch
sensory level at T10. She required very little analgesia for the first 24 hours. No history of
incontinence but remained catheterised for several days due to lack of mobility. Blood tests &
MRI lumbar spine were normal. The Neurology team examined her & felt this might represent
a functional neurological event. Gradually over the next week, the patient regained full
sensory function. However, it took around 2 weeks for full motor function to return.

Figure 1. Diagnostic criteria for Functional 
Neurological Disorders (FND) & possible 
underlying mechanisms

A. One or more symptoms of altered voluntary motor 
or sensory function.
B. Clinical findings provide evidence of 
incompatibility between the symptom and 
recognized
neurological or medical conditions.
C. The symptom or deficit is not better explained by 
another medical or mental disorder.
D. The symptom or deficit causes clinically 
significant distress or impairment in social, 
occupational, or
other important areas of functioning or warrants 
medical evaluation.
Acute (< 6 months) or persistent (> 6 months)2.

DISCUSSION
Differential diagnoses for neurological deficit after CNB are listed in Figure 2.

Functional Neurological Disorder (FND) is the experience of neurological symptoms in the
absence of neurological disease (Figure 1)2. Research supports more stress preceding FND symptoms
but there are many cases in which no trauma or stress can be identified.

FND after anaesthesia is rare but has been reported after both general anaesthesia & CNB, for
surgery of all specialties & in those with & without prior stress3. It is more likely to occur in people
who have previously had FND & there’s often a link between the functional symptoms experienced & area
of the body operated on; those who had lower limb symptoms mostly had surgery below the umbilicus or
on part of the spine supplying that area. It is difficult to predict who may develop FND but look out for
those who have experienced it before & consider ways to minimise stress.

Mechanistic theories:
1. The experience of anaesthesia or the anticipation of it, may offer a neurological ‘model’ of paralysis.
2. Powerlessness experienced during anaesthesia, can stimulate memories of previous trauma.

In summary, it is important to be aware of pre-disposing factors in anyone presenting with unusual
neurology after anaesthesia, but without neglecting to rule out urgent pathology.
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