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RESUMO

Silva EV, Resende MAC, Pantoja A, Carvalho ABRF, Silva AB, Car-
doso FA — Plexopatia Lombar apds Histerectomia Abdominal. Rela-
to de Caso.

JUSTIFICATIVA E OBJETIVOS: As lesbes neuroldgicas diagnosti-
cadas no periodo pds-operatdrio muitas vezes sdo atribuidas ao
ato anestésico, embora possam também decorrer do ato cirdrgi-
co. O objetivo deste relato foi apresentar o caso de uma paciente
submetida a interveng&o cirtrgica pélvica que evoluiu com quadro
de plexopatia lombar e discutir as possiveis causas.

RELATO DO CASO: Paciente do sexo feminino, 38 anos, 58 kg, 1,63
m de altura, estado fisico ASA |, internada para tratamento de
leiomiomatose uterina, com indicac&o de histerectomia total abdo-
minal. A monitorizag&o inicial incluiu oximetro de pulso, pressdo ar-
terial ndo-invasiva, eletrocardioscdpio e diurese. Apds pungédo
venosa no membro superior esquerdo com cateter 18G foram ad-
ministrados, por via venosa, cefazolina (2 g), dipirona (2 g),
dexametasona (10 mg) e metoclopramida (10 mg). A anestesia
peridural foi realizada com agulha Tuohy 16G, no espago L L, na
linha mediana com a paciente em decubito lateral esquerdo. Foram
administrados 15 mL de ropivacaina a 0,75% e 2 mg de morfina, a
seguir posicionado cateter para analgesia pds-operatdria. A interven-
¢ao cirdrgica néo teve intercorréncia, mantendo-se a paciente es-
tdvel sob o ponto de vista cardiovascular. Na visita pds-anestésica,
oito horas apds o procedimento, a paciente ndo deambulava e apre-
sentava monoparesia no membro inferior esquerdo. Apds investiga-
¢bes clinicas e radioldgicas foi descartada a hipdtese diagndstica
de sindrome radicular. Como né&o houve regressdo do quadro, 30 dias
apds foi realizada eletroneuromiografia que foi compativel com
plexopatia lombar de possivel origem traumdtica.
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CONCLUSOES: O anestesiologista deve estar atento as compli-
cacbes neuroldgicas que podem surgir no pos-operatorio, partici-
pando da elucidagdo das causas, do tratamento e da sua evolugéo.

Unitermos: CQMPLICAQ()ES, Neuroldgica: plexopatia lombar; TEC-
NICAS ANESTESICAS, Regional: peridural continua.

SUMMARY
Silva EV, Resende MAC, Pantoja A, Carvalho ABRF, Silva AB, Cardoso
FA — Lumbar Plexopathy after Abdominal Hysterectomy. Case Report.

BACKGROUND AND OBJECTIVES: Very often, neurological in-
juries diagnosed postoperatively are attributed to the anesthesia,
but they can also be secondary to the surgery itself. The aim of this
report was to present the case of a patient who underwent a pelvic
surgery and developed lumbar plexopathy, and to discuss the
possible causes.

CASE REPORT: A woman patient, 38 years old, 58 kg, 1.63 m,
physical status ASA I, was admitted to undergo a total abdominal
hysterectomy for treatment of uterine leiomyomatosis. Initial
monitoring included pulse oxymetry, non-invasive blood pressure,
electrocardioscope, and urine output. After venous cannulation in
the left upper limb with an 18G catheter, cefazoline (2 g), dypirone
(2 g), dexamethasone (10 mg), and metochlopramide (10 mg) were
administered. With the patient in left lateral decubitus, a 16G Tuohy
needle was inserted in the L -L, space, in the median line, for the
epidural block. Fifteen milliliters of 0.75% ropivacaine and 2 mg of
morphine were administered, followed by placement of the catheter
for postoperative analgesia. The surgery was uneventful, and the
patient’s cardiovascular parameters were stable. Eight hours after
the procedure, at the postanesthetic follow-up, the patient could not
walk and presented monoparesis in the left lower limb. The
hypothesis of radicular syndrome was ruled out after clinical and
radiological evaluation. Since symptoms did not resolve, an
electroneuromyography was done 30 days later, and was compatible
with lumbar plexopathy, which was possibly caused by trauma.

CONCLUSIONS: The anesthesiologist must be aware of the
postoperative neurological complications and should be part of the
efforts to diagnose their causes, of the treatment, and its evolution.

Key Words: ANESTHETIC TECHNIQUES, Regional: continuous
epidural; COMPLICATIONS, Neurologic: lumbar plexopathy.

INTRODUCAO

C omplicagdes neuroldgicas graves tém sido descri-
tas apds anestesia regional. As neuropatias no perio-

do pds-operatério muitas vezes séo atribuidas ao ato anes-

tésico; entretanto, podem decorrer também do ato cirurgico.
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As plexopatias e as neuropatias podem ser secundarias a
bloqueios anestésicos, sendo algumas das causas a inje-
¢do intraneural 1, a formagao de hematoma 22, erros de po-
sicionamento 4 e neurite local.

As lesbes dos nervos femoral, cutaneo lateral femoral e
obturador, apesar de incomuns, ocorrem apds intervengdes
cirurgicas pélvicas e o mecanismo mais freqlente é de origem
traumatica. A lesdo do nervo femoral é citada na literatura
em diferentes procedimentos cirurgicos, como herniorrafia
inguinal, artroplastia total de quadril, procedimentos cirur-
gicos ginecoldgicos ou vasculares intra-abdominal e, com
menos freqléncia, em apendicectomia, simpatectomia
lombar e procedimentos laparoscépicos 5. O objetivo des-
te relato foi apresentar o caso de uma paciente submeti-
da a cirurgia pélvica para histerectomia total abdominal,
cuja evolugéo foi a de um quadro de plexopatia, e discutir
suas provaveis causas.

RELATO DO CASO

Paciente do sexo feminino, 38 anos, 58 kg, 1,63 m de altura,
estado fisico ASA |, internada para tratamento de leiomio-
matose uterina, com indicagédo de histerectomia total abdo-
minal.

A medicacao pré-anestésica constou de midazolam 7,5 mg,
por via oral, as 22 horas na véspera do procedimento cirur-
gico, e as 7 horas da manha, uma hora antes do ato anes-
tésico-cirurgico.

A paciente foi monitorizada com oximetro de pulso, presséao
arterial ndo-invasiva, eletrocardioscopio na derivagéo D, e
diurese. Apos pungéo venosa com cateter 18G no membro
superior esquerdo foi iniciada infusdo de solugéo de Ringer
com lactato.

Com a paciente em decubito lateral esquerdo foi realizada
pungéo peridural com agulha Tuohy 16G no espago L-L,, na
linha mediana. O espaco peridural foi identificado pela téc-
nica de perda de resisténcia ao ar na seringa. Apds aspiracao
negativa para sangue e liquor, foram administrados 3 mL de
lidocaina a 2% (60 mg) com adrenalina 1:200.000 como
dose-teste e posteriormente 15 mL de ropivacaina a 0,75%
com 2 mg de morfina, seguido da colocag¢éo de cateter para
analgesia continua pds-operatéria. Apds 20 minutos do blo-
queio peridural, o nivel sensitivo maximo foi obtido em T,.
Foram administrados cefazolina (2 g), dipirona (2 g),
dexametasona (10 mg) e metoclopramida (10 mg), no ini-
cio do procedimento e efedrina (5 mg), 15 minutos apds a
instalacdo do bloqueio, quando houve diminuicdo da pres-
sao arterial em torno de 30% dos valores iniciais.

O procedimento evoluiu sem intercorréncias com duracgéo
de 160 min, até o encaminhamento da paciente para a sala
de recuperacgéo pods-anestésica.

Apés oito horas do procedimento, a paciente ndo deambula-
va e apresentava monoparesia no membro inferior esquerdo.
Avaliada pelo servigco de Neurocirurgia, recebeu diagnésti-
co provavel de sindrome radicular. Ao exame fisico apresen-
tava parestesia na raiz da coxa esquerda, face lateral e
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anterior da coxa esquerda, reflexo patelar ausente a esquer-
da, reflexos aquileu presente e simétrico bilateralmente.
Foram realizadas radiografias de coluna lombossacral e
abdébmen sem evidéncias de anormalidades; tomografia de
coluna lombossacral ndo evidenciou alteragoes.

A paciente evoluiu sem melhora dos sintomas e sinais, sub-
metendo-se, 30 dias apds, a eletroneuromiografia, que re-
velou neuroconducgdo normal e exame de agulha mostrando
ondas positivas e fibrilagdo nos musculos quadriceps es-
querdo e adutor da coxa esquerda, sugerindo plexopatia
lombar.

DISCUSSAO

O plexo lombar € constituido pelas raizes nervosas de T, a
L,%7. Os nervos femoral, cutaneo lateral femoral e obturador
sao formados a partir das raizes superiores de L,-L-L, e
responsaveis pela inervagao sensitivo-motora da coxa, prin-
cipalmente 8. Na pelve, o nervo femoral emerge do psoas
maior e desce até a profundidade da fascia iliaca. O nervo
femoral termina 4 cm abaixo do ligamento inguinal, por tras
do qual se dirige a coxa, quando o ramo anterior origina o
nervo cutadneo medial da coxa e o nervo cuténeo intermedi-
ario que inervam a face anteromedial da coxa até o joelho.
O ramo posterior do nervo femoral inerva o quadriceps femo-
ral e o musculo sartério. O ramo terminal é o nervo safeno,
cuja topografia inclui a pele da face medial da perna até a
margem medial do pé 7. O nervo cutaneo femoral migra la-
teralmente e passa sob o ligamento inguinal préximo da
espinha iliaca antero-superior. O nervo obturador, terceiro
ramo do plexo lombar, permanece medialmente e poste-
rior na pelve; ao emergir do foramen obturador, supre fibras
sensitivo-motoras da parte medial da coxa e borda medial
do joelho 8.

O estudo neurofisiolédgico pode apresentar limitagdes
interpretativas nas radiculopatias. Pode haver dificuldade em
diferenciar, por exemplo, radiculopatia em L,-L, ou L, de
plexopatia lombar ou neuropatia femoral, por sobreposi¢éo
de inervacao dessas trés raizes nos musculos da coxa °.
Pollok '°, em 1933, afirmou que a paralisia do nervo femoral
seria raramente produzida por doenga ginecoldgica e que
tal les@o ocorreria apds cirurgias ginecoldgicas, como re-
sultado de trauma e aderéncias pés-operatorias. Até sua pu-
blicagcdo havia relato de apenas quatro casos de paresia de
nervo femoral associadas a procedimentos cirurgicos gine-
coldgicos.

Winkelman e Johnson 2, em 1958, relataram a ocorréncia
de paralisia de nervo femoral isolada ou em combinacéo
com a do nervo obturador, em procedimentos cirdrgicos nos
quais as extremidades inferiores eram mantidas em posicéo
de rotacdo, abducéo e flexdo extrema. A neurite que acome-
teria nervos isolados, apds intervencgéao cirdrgica, seria se-
cundaria a isquemia ou a fator mecanico, como compressao,
estiramento ou trauma direto '®. Foram descritos quatro graus
de leséo por tal processo: (1) nenhum efeito; (2) paralisia
com recuperagao rapida por liberagdo de presséo; (3) pa-
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ralisia com recuperacao lenta sem degeneracéo e (4) leséo
anatémica com fendmeno degenerativo .

Estudo prospectivo realizado por Kvist-Poulsen e Borel ° re-
velou que a lesdo de nervo femoral apds histerectomia ab-
dominal é bem mais freqliente do que a citada na literatura,
com incidéncia entre 7,45% e 11,6%. Essa alta incidéncia
sugere que muitos casos nos quais a lesdo do nervo
femoral é menos intensa, podem ficar sem diagndstico pela
curta duracdo do quadro ou pela falta de conhecimento
acerca dessa complicacdo. De 17 pacientes estudados, 15
tiveram recuperagéo espontanea e apenas dois apresenta-
ram disturbios de sensibilidade residuais, sem sequlelas
mais seérias.

Na maioria dos casos relatados na literatura, houve recupe-
racdo dentro de um a seis meses, mas em um caso houve
perda de sensibilidade e disfungao motora, acompanhada
até seis anos apos o procedimento 3.

Em geral, nos casos de neuropatia do obturador ha altera-
¢bes sensitivas, embora disfungdo motora dos musculos
adutores da coxa possa ocorrer. A neuropatia do cutaneo la-
teral femoral costuma ser temporaria, uma vez que, ao con-
trario dos outros dois nervos, ele é somente sensitivo 6.
Um estudo prospectivo britdnico com 100 pacientes subme-
tidas a histerectomia total abdominal tentou analisar a
disparidade entre a incidéncia relatada por Kvist-Poulsen e
Borel e a incidéncia real, uma vez que havia apenas um Uni-
co relato de caso no Reino Unido. Sete pacientes apresen-
taram evidéncia clinica de lesao nervosa, e, o estudo revelou
lesdo de nervo cutaneo femoral lateral da coxa em seis pa-
cientes, como complicagdo desse procedimento cirurgico,
no qual o afastador de Balfour foi utilizado 7.

Os afastadores estaticos ao realizarem pressao continua no
musculo ileopsoas estiram o nervo femoral e o tornam
isquémico por oclusédo da artéria iliaca externa ou compri-
mem vasos sanglineos com intima relagdo com o nervo ao
passarem através do musculo. O nervo obturador pode ser
estirado ou comprimido por afastadores colocados profun-
damente no assoalho pélvico. A abdugéo excessiva da coxa
em relacdo ao quadril pode causar estiramento do nervo
obturador. Pode haver também pressao direta do nervo
cutédneo femoral lateral que tem trajeto varidavel. Pequenos
ramos deste podem perfurar o ligamento inguinal e a hiper-
flexdo do quadril sobre o abdémen pode aumentar a pres-
sdo dentro do ligamento '©.

Trés fatores sdo apontados como predisponentes para a
lesdo: a incisdo de Pfannenstiel, biotipo magro e a neces-
sidade de aplicagéo de maior pressédo nos afastadores uti-
lizados para melhor exposi¢cdo do campo cirtrgico, com
compressao nervosa direta 713718 Ainda contribuem para a
patogénese da lesdo, o bloqueio neuromuscular e o posi-
cionamento inadequado da paciente #'¢. No entanto, alguns
trabalhos descartam como fatores patogénico-especificos:
a técnica operatdria, a doenga pélvica, o tipo de inciséo e a
habilidade técnica do cirurgiao '>'8.
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A maioria das neuropatias de membros inferiores é sinto-
matica logo apds a regressao dos efeitos da anestesia. O
contrario é observado nos membros superiores, em que a
lesédo do nervo ulnar, a com maior prevaléncia, apresenta
inicio tardio de sintomas em 62% dos casos 2.

A prevaléncia de lesdo de nervo periférico relacionada com
a anestesia peridural tem indices de 0,1% para a lesao tem-
poraria e 0,02% para lesdo permanente, e € em geral as-
sociada a diluentes e aditivos presentes na solucdo de
anestésico local 182123,

Embora muitas vezes seja atribuida ao ato anestésico, a le-
sao do nervo periférico pode ter outras origens como o trau-
ma mecénico associado ao uso do instrumental cirurgico.
E fundamental ressaltar a importancia da visita pés-anes-
tésica, assim como do diagnéstico dessa complicagéo
incomum em cirurgias pélvicas. Atualmente esse acompa-
nhamento é parte integrante da defesa do anestesiologista
diante de eventuais processos médico-legais.

Lumbar Plexopathy after Abdominal
Hysterectomy. Case Report

Elizabeth Vaz da Silva, TSA, M.D.; Marco Antonio Cardoso de
Resende, TSA, M.D.; Alberto Pantoja, TSA, M.D.; Adriana
Barrozo Ribeiro Furuguem Carvalho, M.D.; Alexandre Barbosa
da Silva, M.D.; Fabricio Azevedo Cardoso, M.D.

INTRODUCTION

Severe neurological complications have been described
after regional block. Postoperative neuropathies are fre-
quently attributed to the anesthesia; however, it may also be
secondary to the surgery itself.

Plexopathies and neuropathies are secondary to anesthetic
blocks, and can be caused by intraneural injection ', hema-
toma 23, mispositioning # and local neuritis.

Lesions in the femoral, lateral femoral cutaneous, and
obturator nerves, although rare, do occur after pelvic
surgeries, and trauma is the most frequent mechanism.
Femoral nerve lesion is reported in the literature asso-
ciated with several surgical procedures, such as inguinal
herniorrhaphy, total hip arthroplasty, gynecological surge-
ries, and intra-abdominal vascular surgeries, and, less
often, with appendectomy, lumbar sympathectomy, and
laparoscopies °. The objective of this report was to present
the case of a patient who underwent total abdominal hys-
terectomy and went on to develop plexopathy, and to dis-
cuss the probable causes.

CASE REPORT

A woman patient, 38 years old, 58 kg, 1.63 m, physical status
ASA |, was admitted to the hospital for a total abdominal
hysterectomy for uterine leiomyomata.
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Premedication included midazolam 7.5 mg PO at 10 p.m.,
the night before the surgery, and at 7 a.m., i.e., one hour be-
fore the surgery.

Monitoring included pulse oxymetry, non-invasive blood
pressure, electrocardioscope in the D, derivation, and urine
output. Ringer’s lactate was administered after venous
cannulation with an 18G catheter in the left upper limb.

The patient was placed on left lateral decubitus and epidural
puncture was done with a 16G Tuohy needle in the median
line in the L,-L, space. The epidural space was identified by
the loss of resistance technique. After making sure there was
no blood or cerebrospinal fluid return, a test dose of 3 mL of
2% lidocaine (60 mg) with adrenaline 1:200.000 followed by
15 mL of 0.75% ropivacaine with 2 mg morphine were admi-
nistered. A catheter for postoperative analgesia was then
placed. Twenty minutes after the epidural block, the maxi-
mum sensitive blockade obtained was in T,.

Cefazoline (2 g), dypirone (2 g), dexamethasone (10 mg),
and metochlopramide (10 mg) were administered in the begin-
ning of the procedure, and ephedrine (2 mg) 15 minutes after
the block, when there was a 30% drop in blood pressure.
There were no complications during the surgery, which lasted
160 minutes, and the patient was transferred to the postha-
nestetic recovery unit.

Eight hours after the procedure, the patient could not am-
bulate and developed monoparesis in the left lower limb.
She was evaluated by the Neurology service, being diagno-
sed with a probable radicular syndrome. On physical exam,
she presented paresthesia in the upper left thigh, lateral and
anterior aspect of the left thigh, patellar reflex absent on the
left, Achilles reflex present and equal bilaterally.

X-rays of the lumbosacral spine and abdomen did not show
any abnormalities; CT scan of the lumbosacral spine was
normal.

The patient’s signs and symptoms remained the same and,
30 days after the surgery, an electroneuromyography was
done. It showed a normal nervous conduction, the needle
exam showed positive waves and fibrillation of the left qua-
driceps and left adductor muscles, suggesting the diagnosis
of lumbar plexopathy.

DISCUSSION

The lumbar plexus is formed by the nervous roots of T, to
L, 57. The femoral, lateral femoral cutaneous, and obturator
nerves are formed by the superior roots of L,-L-L,, being
responsible for the sensitive-motor innervation of the thigh &.
In the pelvis, the femoral nerve emerges from the major
psoas muscle, descending deep within the iliac fascia. The
femoral nerve ends 4 cm below the inguinal ligament;
behind this ligament, the anterior branch gives rise to the
medial cutaneous nerve of the thigh and the intermediate
cutaneous nerve that innervate the anteromedial aspect of
the thigh down to the knee. The posterior branch of the fe-
moral nerve innervates the quadriceps femoris and sartorius
muscles. The saphenous nerve represents the terminal
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branch that innervates the skin of the medial aspect of the leg
down to the medial portion of the foot 7. The femoral cuta-
neous nerve migrates laterally, running under the inguinal
ligament close to the anterosuperior iliac spine. The obtu-
rator nerve, the third branch of the lumbar plexus, runs me-
dially and posteriorly in the pelvis; when it emerges from the
obturator foramen, it provides sensitive-motor fibers to the
medial portion of the thigh and medial aspect of the knee &.

The neurophysiological study has interpretative limitations in
radiculopaties. It might be difficult to differentiate, for example,
L,-L, or L, radiculopathy from lumbar plexopathy or femoral
neuropathy because the innervation of the thigh muscles by
these three nerve roots overlaps °. In 1933, Pollock '° stated
that the paralysis of the femoral nerve is rarely caused by
gynecological disease and that such lesion would happen
after gynecological surgeries, resulting from trauma and
adhesions. Until that publication only four cases of paresis
of the femoral nerve associated with gynecological surgeries
had been reported.

In 1958, Winkelman and Johnson "2 reported paresis of the
femoral nerve, isolated or combined with paresis of the obtu-
rator nerve, in surgical procedures with rotation, abduction
and internal flexion of the lower limbs. The neuritis affecting
isolated nerves after surgeries would be caused by ischemia
or a mechanical factor, such as compression, stretching, or
direct trauma '®. Four degrees of lesions were described: (1)
no effects; (2) paralysis with fast recovery due to release of
pressure; (3) paralysis with slow recovery without degene-
ration; and (4) anatomical lesion with degeneration .

A prospective study by Kvist-Poulsen and Borel ** showed that
the lesion of the femoral nerve after abdominal hysterectomy
is much more frequent than indicated in the literature, with an
incidence between 7.45% and 11.6%. This high incidence sug-
gests that many cases of milder lesion of the femoral nerve might
not be diagnosed due to the short duration of the symptoms or
lack of knowledge about this complication. Fifteen of 17 patients
studied had spontaneous recovery and only two had residual
sensitive disturbances, without more serious changes.

Most cases reported in the literature had spontaneous reco-
very within one to six months, but one case had loss of
sensitivity and motor dysfunction 3.

As a rule, there are sensitivity changes in cases of neuro-
pathy of the obturator nerve, but there might be motor dys-
function of the adductor muscles of the thigh. The neuropathy
of the lateral femoral cutaneous nerve is usually temporary
since, unlike the other two nerves, it is only sensitive ©.

A British prospective study with 100 patients who underwent
total abdominal hysterectomy tried to analyze the disparity
between the reported incidence by Kvist-Poulsen and Borel
and the real incidence, since there was only one case in the
United Kingdom. Seven patients presented clinical evidence
of nerve lesion, and the investigation demonstrated there
was a lesion of the lateral femoral cutaneous nerve, at the
level of the Balfour retractor, in six patients as a complication
of the surgery .
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Static retractors, by exerting continuous pressure on the
ileopsoas muscle, stretch the femoral nerve, making it ische-
mic by occlusion of the external iliac artery or compressing
blood vessels closely related to the nerve when going
through the muscle. The obturator nerve can be stretched or
squeezed by retractors placed deeply in the pelvic floor.
Excessive abduction of the thigh can stretch the obturator
nerve. There can also be direct pressure over the lateral
femoral cutaneous nerve, since its trajectory varies. Small
branches of this nerve can puncture the inguinal ligament,
and the hyperflexion of the thigh over the abdomen can
increase the pressure on the ligament 6.

There are three predisposing factors for the lesion: Plan-
nenstiel incision, slender build, and the need to apply greater
pressure on the retractors used to better expose the surgical
field, causing direct nerve compression 7'3718_ The neuro-
muscular blockade and inadequate positioning of the patient
also contribute to the pathogenesis “'¢. However, some
studies indicate that the following factors cannot be conside-
red specific pathogenic factors: surgical technique, pelvic di-
sease, type of incision, and the surgeon’s technical ability 518,
Most neuropathies of the lower limbs are symptomatic shortly
after regression of the anesthesia. The opposite is seen in the
upper limbs, where the symptoms of lesion of the ulnar nerve, the
most frequent, have a late beginning in 62% of the cases 2.
Peripheral nerve lesion related to epidural anesthesia has
a prevalence of 0.1%, for the transitory lesion, and 0.02%, for
the permanent lesion, and is usually associated with di-
luents and addictives in the solution of the local anesthetic 182123,
Although a peripheral nerve lesion is often attributed to the
anesthesia, it can have other causes, such as mechanical
trauma associated with the surgical instruments. It is im-
portant to emphasize the importance of the postanesthetic
follow-up as well as of the diagnosis of this unusual compli-
cation of pelvic surgeries. Nowadays, this follow-up is an in-
tegral part of the anesthesiologists’ defense in face of
possible medical-legal suits.
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RESUMEN

Silva EV, Resende MAC, Pantoja A, Carvalho ABRF, Silva AB, Car-
doso FA — Plexopatia Lumbar después de la Histerectomia Abdomi-
nal. Relato de Caso

JUSTIFICATIVA Y OBJETIVOS: Las lesiones neuroldgicas diag-
nosticadas en el periodo postoperatorio muchas veces se atribuyen
al acto anestésico, aunque puedan también decorrer del acto
quirdrgico. El objetivo de este relato fue presentar el caso de una
paciente sometida a la intervencion quirdrgica pélvica que
evoluciond con un cuadro de plexopatia lumbar y discutir las
posibles causas.

RELATO DEL CASO: Paciente del sexo femenino, 38 afios, 58 kg,
1,63 m de altura, estado fisico ASA |, internada para tratamiento de
leiomiomatosis uterina, con indicacion de histerectomia total ab-
dominal. La monitorizacion inicial incluyé oximetro de pulso,
presion arterial no invasiva, electrocardioscopio y diuresis.
Después de la puncion venosa en el miembro superior izquierdo
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con catéter 18G, fueron administrados, por via venosa, cefazolina
(2 g), dipirona (2 g), dexametasona (10 mg) y metoclopramida (10
mg). La anestesia peridural fue realizada con aguja Tuohy 16G, en
el espacio L L, en la linea mediana con la paciente en decubito
lateral izquierdo. Fueron administrados 15 mL de ropivacaina a
0,75% y 2 mg de morfina, a continuacion posicionado catéter para
analgesia postoperatoria. La intervencion quirdrgica no tuvo
intercurrencia, manteniendo a la paciente estable bajo el punto de
vista cardiovascular. En la visita posanestésica, 8 horas después
del procedimiento, la paciente no deambulaba y presentaba
monoparesia en el miembro inferior izquierdo. Después de las
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investigaciones clinicas y radioldgicas fue descartada la hipdtesis
diagndstica de sindrome radicular. Al no haber regresion del
cuadro, 30 dias después fue realizada una electroneuromiografia
que quedo compatible con plexopatia lumbar de posible origen
traumatica.

CONCLUSIONES: El anestesidlogo debe estar atento a las
complicaciones neuroldgicas que puedan surgir en el postope-
ratorio, participando de la elucidacion de las causas, del tratamiento
y de su evolucion.

Revista Brasileira de Anestesiologia
Vol. 56, N2 6, Novembro-Dezembro, 2006





