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ABSTRACT

Despite low back pain being common in pregnancy, cauda equina syndrome is rare. Misdiagnosis and delay in treatment 
may cause neurological sequelae including urinary and fecal incontinence, sexual dysfunction in patients. A case 
of cauda equina syndrome in a pregnant woman at 25-week gestation is presented here. The patient underwent an 
emergency, standard lumbar microdiscectomy under general anesthesia on prone position. Neither the patient nor 
the baby had any complication related to surgery.
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Lumbar disk herniation presented with cauda 
equina syndrome in a pregnant woman

Case Report

Introduction

Mechanical and positional stresses of pregnancy are 
the primary inciting factors that cause lumbosacral 
pain accompanying gestation. Although low back pain 
is common, fortunately, the incidence of symptomatic 
lumbar disk herniation in pregnancy is about 1:10,000.[1] 
Cauda equina syndrome from lumbar disk herniation is 
a very serious problem that characterized with bilateral 
sciatica, bilateral weakness of legs especially below 
the knees, saddle hypesthesia and/or anesthesia and 
incontinence.[2] Although there are cases of lumbar disk 
herniation in pregnancy, reports about the association 
of these two conditions – cauda equina syndrome 
secondary to the disk herniation and pregnancy – are 
very few.[3-5] As clinicians we should be aware of this 
condition because a potential misdiagnosis and delay 
in treatment may be ended with neurological sequelae.

Case Report

A 34-year-old woman presented at 25-week gestation 
in her third pregnancy with a 2-day history of low 

back pain, numbness in her buttocks, urinary and 
fecal incontinence. Neurological examination revealed 
bilateral positive sciatic nerve stretch, saddle paraesthesia 
and diminished anal tone. Magnetic resonance imaging 
(MRI) displayed a large extruded disk fragment at 
L5-S2 level [Figure 1]. After evaluation of the patient 
by obstetrician and anesthesiologist, an emergency, 
standard right L5-S1 partial hemilaminotomy and 
microdiscectomy performed under general anesthesia on 
prone position. The postoperative period was uneventful. 
She discharged on the fourth postoperative day and 
delivered a healthy infant at term. At 6-month follow-
up, although bowel and bladder were nearly normal, 
the reduced sensation in the sacral area was continuing.

Discussion

Cauda equina syndrome is a serious problem that should 
be managed as an emergency condition in patients 
whether they are pregnant or not. This study reports 
that the management of cauda equina secondary to the 
lumbar disk herniation during pregnancy can be done 
successfully.

Hormonal changes and mechanical strain emerge as 
backache which is a very common symptom in late 
pregnancy. If a pregnant woman has a severe back and/ or 
leg pain lumbar disk prolapse should be considered[6] 
not be evaluated as a normal occurrence. To avoid 
any misdiagnosis and delay, a rectal examination with 
sensory examination of the sacral area recommended 
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in the patients having a history of urinary incontinence 
and saddle anesthesia.[7]

An imaging examination is required in these patients 
because cauda equine syndrome is a clinical diagnosis. [4,7] 
Imaging not only confirms the diagnosis but also 
reveals the level of disk herniation prior surgery. MRI 
(magnetic resonance imaging) is an useable diagnostic 
tool in pregnant woman; it permits a detailed spinal 
examination without the ionizing effects of x-ray and 
its acknowledged biological risk to the developing 
fetus. [1,3,5] Despite the safety of MRI during pregnancy 
being not proven, there is no report stressing that the use 
of clinical MR procedures during pregnancy produces 
adverse effects.

Most of these patients can be easily treated with 
conservative modalities. Surgical management may 
require in case of severe intractable back pain and 
leg pain unresponsive to conservative management, 
progressive neurological deficits or cauda equina 
syndrome in the patients.[3,5] Motor weaknesses in legs, 
severe pain, urinary and/or gaita incontinence and 
sexual dysfunction are the sign and symptoms of cauda 
equina. Cauda equina syndrome may develop in a few 
hours. Especially in the presence of neurological deficit 
as cauda equina syndrome, emergency decompression 
is recommended to avoid permanent neurological 
sequelae in every gestational week of the pregnant 
woman.[3,5] Cauda equina syndrome secondary to 
lumbar disk compression may be reversible if it can 
be managed acutely.[8] Timothy et  al.[7] reported that 
urinary and fecal incontinence were persisted in a 
primigravida for delaying surgical treatment. In the 
presented case, the patient had a two day history of 
cauda equine syndrome and sphincter dysfunctions 

disappeared rapidly following surgery. Even though 
an emergency decompression was made following 
diagnosis, reduced sensation in the sacral area was 
continued for 6 months.

MRI,[1] anesthesia[9] and surgical lumbar disk excision is 
not contraindicated in any stage of gestation.[3,5] Brown 
et  al.[10] performed a disk excision for cauda equina 
syndrome secondary to a massive lumbar disk herniation 
and a caesarian section for term pregnancy during the 
same anesthesia. They thought that epidural injection 
combined with the stress of repeated Valsalva maneuvers 
for vaginal delivery could increase intratechal pressure. 
So they performed cesarean delivery under general 
anesthesia followed an immediate disk excision.

Abou-Shameh et  al.[6] pointed that an additional care 
should be taken for the position of the pregnant woman 
during surgery for excessive pressure can cause preterm 
delivery. İyilikçi et al.[9] recommend a left lateral decubitis 
position to avoid the risk of aortacaval compression after 
the second trimester. During the third trimester, a right 
lateral decubitis position should not be used due to the 
risk of aortacaval compression of the inferior vena cava. 
Gupta et  al.[8] reported that they preferred a cesarean 
section prior to discectomy since the prone position 
for discectomy was difficult to achieve with a 35-week 
gravid uterus. Lumbar disk excision can be done safely 
via a standard surgical[3,4,6,7,9] or endoscopic[5] technique 
during pregnancy. We used the standard microsurgical 
discectomy technique in prone position in this case. 
No complication was seen related with surgery and/or 
patient with her baby.

In conclusion, although low back pain is common, 
detailed physical examination with MR scanning should 

Figure 1: (a) Sagittal T2 weighted magnetic resonance imaging demonstrating a large sequestered disk fragment at L5-S1 level causing cauda 
equina compression (white arrow), the enlarged uterus with fetus (asterisk). (b) Axial T2 weighted MRI demonstrating a large sequestered central-
right paracentral disk fragment at L5-S1 level (white arrow)
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be done in the case of sudden incapacitating back 
or leg pain during pregnancy. If there is progressive 
neurological deficit and/or signs and symptoms of cauda 
equine syndrome, it is essential to make decompressive 
lumbar disk surgery for avoiding neurological sequelae.
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