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Anaesthesia in a Pregnant Female with Infective Spondylodiscitis Posted for 
Laminectomy with Posterior Instrumentation
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Introduction
Spondylodiscitis in pregnancy is a rare condition. If spondylodiscitis 
is associated with a progressive neurovascular deficit, the pregnant 
woman, regardless of gestational age, can be taken up for surgical 
intervention[1]. Though it is estimated that 1-2% of expectant 
women undergo non-obstetric surgeries, the literature on anaesthesia 
for neurosurgery in pregnant females has been under-documented 
[2].
This is documentation of the management of anaesthesia on a 
pregnant woman with infective spondylodiscitis undergoing 
decompression surgery.

Case Description
The 30-week-pregnant 25-year-old primigravida presented with 
bilaterally symmetrical lower limb paraparesis, which she developed 
over a period of ten days. The weakness was sudden in onset, 
progressive in nature, and it was associated with a lower back ache that 
had been radiating to bilateral lower limbs for the past two months. 
MR dorsal spine revealed infective spondylodiscitis involving D4-D5 
vertebrae with severe spinal cord compression, most likely of 
tubercular aetiology. (Fig. 1,  2)
Preoperatively, the patient's vitals and airway evaluation were normal. 
Injection Hydroxyprogesterone 500 mg (tocolytic) was administered 
intramuscularly 12 hours before surgery. Prior to the surgery, the heart 
rate of the foetus was checked and documented using a hand-held 
Doppler.        

A wedge was positioned under the right groin while the pregnant 
female was taken to the operating room. Aspiration prophylaxis 
included injection Ondansetron (0.1mg/kg) (slow IV), injection 
Metoclopramide (0.15mg/kg) (IV), and injection Pantoprazole (1 
mg/kg) (IV). Vitals monitoring included 5-lead electrocardiography, 
invasive blood pressure monitoring, pulse oximetry, capnography, 
capillary blood sugar monitoring, and blood gas analysis.
Preoxygenation was done with 100 percent oxygen for 5 minutes, and 
the surgical induction of anaesthesia was done with injection Fentanyl 
(2µg/kg) (IV), injection Propofol (2 mg/kg) (IV) and injection 
Succinylcholine (2 mg/kg) (IV). Moreover, it was a rapid sequence. 
Intubation was done with a 6.5 mm cuffed endotracheal tube using a 
video laryngoscope. Maintenance of anaesthesia was with 50% 
Oxygen, 50%  Nitrous oxide, Sevoflurane at 0.5 to 1% concentration, 
and injection Fentanyl (IV). After securing the arterial line, the 
subject was shifted to the left lateral position. (Fig. 3) The pressure 
points were carefully padded, and the abdominal lead guard 
concealed the gravid uterus.
Without the aid of fluoroscopy, an indirect decompression via 
laminectomy spanning D5 to D7 vertebrae and posterior 
instrumentation spanning D3 to D7 was completed in 6 hours. (Fig. 4, 
5) With a blood loss of approximately 450 ml and a urine output of 
approximately 300 ml, the patient received 1200 ml of crystalloid and 
one pint of packed RBC containing 300 ml. The maternal 
hemodynamics were maintained throughout the surgery. The patient 

owas returned to supine with a 15  left tilt at the end of the surgery. She 
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was extubated once the extubation criteria were met. Postoperatively, 
the patient was monitored in the ICU in the left lateral position, and 
the heart rate of the foetus was documented with a hand-held 
Doppler. Since the patient was a case of infective spondylodiscitis, 
placement of epidural catheter was avoided. For this reason, 
multimodal analgesia was used for post operative pain relief, which 
included Injection paracetamol (15 mg/kg) (I.V) 6 hourly, Injection 
Tramadol (1 mg/kg) (I.V) (8 hourly), and Tablet Pregabalin (75 mg) 
(P.O) 12 hourly. 

Discussion
Spondylodiscitis with progressive neurodeficit during pregnancy is 
extremely rare, necessitating immediate surgical intervention. The 
basis of anaesthesia management was an amalgamation of neuro and 
obstetric anesthesiology. Numerous prospects, such as the 
participation of an interdisciplinary team, documentation of foetal 
heart rate monitoring, aspiration prophylaxis, use of tocolytics, 
maternal vital sign monitoring, surgical position, and good analgesia, 
were given priority. Our surgical team consisted of anesthesiologists, 
surgeons, obstetricians, and neonatologists. The chances of an 
emergency caesarean section were explained to the patient, and 
informed consent was obtained. As care was taken to lower the chance 
of foetal death and preterm delivery, meticulous care was taken to 

maintain maternal hemodynamic stability throughout the 
perioperative period [3].
A pregnant patient with a viable foetus should undergo simultaneous 
evaluation of the heart rate of the foetus and contraction monitoring 
at least once before and after the procedure to verify and document 
the well-being of the foetus and the absence of uterine contractions. 
Moreover, the update goes on to state that intraoperative foetal 
monitoring can be done, provided that it is physically feasible to 
perform [1]. In our case, we were not able to perform intraoperative 
foetal monitoring because of the use of the abdominal lead guard; 
nonetheless, simultaneous verification of the foetal heart rate and 
contraction monitoring were done before and after the procedure.
Supine posture at the gestational age of 20 weeks compresses the 
descending aorta and vena cava and this could lead to a 20% reduction 
in venous return. After the gestational age of 20 weeks, the patient 
should be made to lie in the left lateral decubitus position or supine 
position while a wedge is placed under the right hip joint, thereby 
shifting the uterus to the left, and avoiding supine hypotension 
syndrome [5]. Our patient was escorted to the surgical theatre in the 
left lateral decubitus position, and the intubation was done with the 
patient lying in the supine position while a wedge was placed under 
the right hip joint. 
Pregnant patients are always considered to have a full stomach [6]. In 
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Figure 4: Posterior instrumentation spanning vertebrae D3 to D7.

Figure 2: MR imaging of the whole spine in the transverse section reveals Infective 
spondylodiscitis extending into the anterior and posterior epidural spaces with 

severe spinal cord compression

Figure 3: Left lateral decubitus position for surgical intervention with adequate 
padding.

Figure 1: MR imaging of the whole spine in the sagittal section reveals Infective 
spondylodiscitis at D4-D5 vertebrae with right paravertebral soft tissue.
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fact, the chances of aspiration may rise as pregnancy progresses 
because of the raised intra-abdominal pressure and decreased 
pressure on the lower esophageal sphincter, indicating the necessity 
for the application of cricoid pressure [7]. Therefore, aspiration 
prophylaxis is inevitable. Our aspiration prophylaxis included drugs 
such as injection Metoclopramide and injection Pantoprazole half an 
hour prior to surgery, along with the application of cricoid pressure 
during induction. 
The intraoperative position should be chosen on the basis of 
gestational age, location, and the dimensions of the lesion. After 12 
weeks of pregnancy, the left lateral posture is preferred to avoid 
aortocaval compression [8]. Regardless of position or operating table, 
careful attention should be paid to ensuring that the abdomen remains 
free throughout the procedure [9]. Our patient presented herself in 
the middle of the third trimester, so we opted to go ahead with the left 
lateral decubitus position.
Pain during surgical intervention can activate the central nervous 
system, which in turn stimulates NMDA and other excitatory 
receptors in the foetal brain. This could result in changes in pain 
sensitivity and  processing and abnormalities in neurodevelopment, 
behaviour, and cognitive functions that manifest later in childhood 
[10]. Moreover, a light plane of anaesthesia may result in a surge of 
catecholamines, which may compromise uteroplacental perfusion 
[11]. Therefore, our main objective was to attenuate pain and stress 
throughout the procedure.
No anaesthetic drug has been declared to have teratogenic effects in 
humans [1]. We used intravenous opioids, acetaminophen, muscle 
relaxants, and inhalational agents at appropriate therapeutic doses.

Since maternal hypotension is known to reduce uterine blood flow, 
the Mean Arterial Pressure was strictly kept above 70 mmHg using 
beat-to-beat blood pressure monitoring via an arterial line [12]. 
Besides maintaining adequate oxygenation and normocarbia, 
glucose-free isotonic intravenous fluid, blood transfusion, and hourly 
urine output monitoring were also done to maintain maternal 
hemodynamic stability. 

Conclusion
In conclusion, spinal surgery on an expectant female can be done in a 
considerably safe way by providing an appropriate surgical position 
and analgesia while maintaining maternal hemodynamics. 

Clinical message  
> Perioperative tocolytics, foetal heart rate monitoring, and uterine 
contraction monitoring are required to prevent and detect uterine 
stimulation and thus maintain foetal well-being.
> The patient should be escorted to the operating table in left lateral 
position and the induction of general anaesthesia should be done in 
supine position with a wedge under the right groin.
> To ensure a pressure free abdomen, left lateral decubitus position is 
preferred in the second and third trimester.
> General anaesthesia should include aspiration prophylaxis with 
Sellick's manoeuvre, appropriate dose of anaesthetic agents.
> Avoidance of hypoxia and hypo- or hypercarbia while maintaining a 
MAP above 70 mmHg is a key factor in monitoring.      
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