Rev Bras Anestesiol
2003; 53: 2: 209 - 213

INFORMAGAO CLINICA
CLINICAL REPORT

Anestesia Subdural apés Puncao Peridural. Relato de Dois Casos*
Subdural Anesthesia after Epidural Puncture. Two Case Reports

Carlos Escobar Vasquez ', Tomio Tomita ?, Antonio Bedin, TSA 3, Renato Almeida Couto de Castro, TSA *

RESUMO
Vasquez CE, Tomita T, Bedin A, Castro RAC - Anestesia Sub-
dural apés Puncgao Peridural. Relato de Dois Casos

Justificativa e Objetivos - Anestesias condutivas peridurais
sdo realizadas amplamente no nosso meio. A anestesia
subdural acidental apds pungao peridural é uma complicagao
rara. O objetivo deste relato é descrever dois casos de inje¢ao
subdural que coincidentemente ocorreram de forma
consecutiva realizadas pelo mesmo anestesiologista.

Relato dos Casos - Caso 1: Paciente do sexo masculino, 41
anos, estado fisico ASA I, a realizar procedimento cirurgico de
retirada de calculo renal. Optou-se por anestesia peridural.
Apbés 30 minutos do inicio da anestesia, o paciente
mantinha-se comunicativo mas sonolento com SpO, de 100%,
quando lentamente comegou a apresentar diminuigdo da SpO,
chegando a 80%. Apresentava-se inconsciente com apnéia e
anisocoria. A partir deste momento foi levantada hipotese
diagnostica de anestesia subdural acidental. O paciente foi
entdo intubado e mantido em ventilagao controlada mecéanica.
Terminada a cirurgia, foi encaminhado para a sala de
recuperagdo, recebendo alta apdés 6 horas, sem nenhuma
alteragdo clinico-neurolégica. Caso 2: Paciente do sexo
feminino, 82 anos, estado fisico ASA Il, programado para
procedimento cirtirgico de fixagdo de fratura
transtrocanteriana. Optou-se por anestesia peridural continua.
Assim como no caso anterior, apos 30 minutos, a paciente
comegou a apresentar diminuigdo da SpO, para 90%.
Mostrava-se inconsciente e com anisocoria, entretanto, sem
apnéia. Optou-se por manter a paciente sob vigilancia
constante, ndo sendo necessaria intubacdo. A hipdétese
diagnostica aventada também neste caso foi de anestesia
subdural acidental. Terminada a cirurgia, a paciente foi
encaminhada a sala de recuperagdo pdés-anestésica, tendo
alta apds 4 horas, sem nenhuma alteragéo clinico-neuroldgica.

Conclusbées - Anestesia subdural acidental é uma
complicagdo extremamente rara. A hipotese diagnoéstica de
anestesia subdural acidental, nestes casos, limitou-se aos da-
dos clinicos. As complicagbes do bloqueio subdural podem ser
das mais variadas, mas na sua grande maioria sdo de facil
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resolugdo, desde que sejam diagnosticadas e tratadas
rapidamente.

UNITERMOS: CQMPLICAQC)ES: injecao subdural;
TECNICAS ANESTESICAS, Regional: peridural

SUMMARY
Vasquez CE, Tomita T, Bedin A, Castro RAC - Subdural Anesthe-
sia after Epidural Puncture. Two Case Reports

Background and Objectives - Epidural anesthesia is a widely
used procedure nowadays. Accidental subdural anesthesia af-
terepidural puncture is an uncommon complication. This report
aimed at describing two cases of subdural injection which coin-
cidentally have happened in consecutive anesthesias induced
by the same anesthesiologist.

Case Reports - Case 1: Male patient, 41 years old, physical
status ASA I, submitted to surgical ureteral calculi removal. Our
choice was epidural anesthesia. Thirty minutes after beginning
of induction, patient was communicative but sleepy with 100%
SpO,, when he slowly began to show oxygen saturation de-
crease reaching 80% SpO,. Patient was unconscious with
apnea and anisocoria. At this moment the diagnostic hypothe-
sis was accidental subdural anesthesia. Patient was then
intubated and maintained under mechanically controlled venti-
lation. After surgery, patient was referred to the recovery room
and was discharged 6 hours after without any neurological com-
plications. Case 2: Female patient, 82 years old, physical sta-
tus ASA IlI, submitted to surgical proximal femur fracture
fixation. Our choice in this case was continuous epidural anes-
thesia. Similarto the previous case, 30 minutes after she began
to show SpO, decrease, reaching 90%. Patient was uncons-
cious with anisocoria, however without apnea. We decided to
maintain the patient under constant surveillance and intubation
was considered unnecessary. Our diagnostic hypothesis in this
case was also accidental subdural anesthesia. At surgery com-
pletion patient was referred to the recovery room and was dis-
charged 4 hours after without any neurological complication.
Conclusions - Accidental subdural anesthesia is a very un-
common complication. The diagnostic hypothesis, in our
cases, was limited to clinical data. There are several subdural
blockade complications, but most of the times they are easily
managed, provided they are promptly diagnosed and treated.

KEY WORDS: ANESTHETIC TECHNIQUES, Regional:
epidural; COMPLICATIONS: subdural injection

INTRODUGAO

nestesias condutivas peridurais sédo realizadas ampla-

mente no nosso meio. Esta anestesia divulgada especi-
almente por Dogliotti, desde 1931, mantém os principios
técnicos conhecidos até hoje. Complicagdes resultantes
desta técnica incluem raquianestesia total, cefaléia
pos-puncgdo de duramater, hematoma peridural, infecgoes
entre outras.
A anestesia subdural acidental apds puncéao peridural é uma
complicacéo raracomincidénciaque variade0,1%a0,82% .
O objetivo deste relato é descrever dois casos de injegédo
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subdural que coincidentemente ocorreram de forma conse-
cutiva, realizadas pelo mesmo anestesiologista.

RELATO DOS CASOS

Caso 1: Paciente do sexo masculino, 41 anos, estado fisico
ASAI, arealizar procedimento cirurgico de retirada de calcu-
lorenal. Optou-se poranestesia peridural. Como medicagao
pré-anestésica foi usado midazolam (7,5 mg) via oral 1 hora
antes da cirurgia. Amonitorizagao foi feita com cardioscopia
continua, oximetriade pulsoe pressaoarterialndoinvasivae
avenoclise com cateter 18G em veiado membro superiores-
querdo. A pungdo lombar (Unica) foi realizada no espago
Ls-Lscomagulhade Tuohy 12 metalica, nalinhamédiae sem
intercorréncias, com teste de Dogliotti positivo. Foi injetada
lentamente uma dose teste de lidocaina a 2% (60 mg) com
epinefrinaa1:200.000. Ndo se observounenhumaalteragao
clinicaouhemodindmicadurante elogoapésainjecéo. Ase-
guir foram injetados ropivacaina a 1% (160 mg), morfina (2
mg) e fentanil (100 pg). Alaténcia para o bloqueio sensitivo
foi de aproximadamente 5 minutos, no nivel entre T,e Tg. O
paciente recebeu, como medicagdo complementar, por via
venosa, dipirona (1g), metoclopramida (10 mg) e dimenidra-
to B (30 mg). Foi feita sedagéo com fentanil (50 pg) e mida-
zolam (2 mg). Foi colocado cateter nasal com fluxo de oxigé-
niode 1 L.min"". Neste momento foi autorizado o inicio da ci-
rurgia.

Apds 30 minutos do inicio da anestesia, o paciente manti-
nha-se comunicativo mas sonolento com boa saturagéo de
oxigénio (Sp0O; 100%), quando lentamente comegou a apre-
sentardiminuigcdoda SpO,,chegandoa80%. Inicialmentefoi
aventada hipotese de depresséo respiratéria devido a seda-
¢ao. O paciente ndo respondia aos estimulos. Foi ventilado
sob mascara voltando a SpO, a 100%. Nova revisao clinica
foi realizada devido a falta de resposta do paciente, sendo
queomesmo apresentavaapnéiae anisocoriacomdiametro
pupilar maior a esquerda. Apartir deste momento, foifeita hi-
potese diagndstica de anestesia subdural acidental. O paci-
ente foi entao intubado (tubo 8 mm com balonete) e mantido
em ventilagcdo mecanica com FiO, = 0,5 com mistura de ar
comprimido. Naofoiutilizadonenhumfarmaco neste proces-
so. O paciente ndo apresentou nenhuma resposta hemodi-
namica as manobras de intubacéao traqueal. Adicionou-se
também capnografia a monitorizagéo.

Decorridos 45 minutos, o paciente voltou a ter ventilagao es-
pontadnea detectada na capnografia, mantendo-se, entéo,
em ventilagdo espontanea por alguns minutos. Com boa sa-
turacéo de oxigénio, procedeu-se a extubagéo do paciente.
Neste momento, apresentava-se ainda sonolento, mas res-
pondendo ao comando. Mantinha ainda discreta anisocoria,
mostrando involugdo comparada com o quadro inicial. Em
nenhum momento houve alteragcdes hemodindmicas. Apés
otérminodo procedimentocirdrgico, quedurou2horas, opa-
ciente foiencaminhado a salade recuperagao pés-anestési-
ca (SRPA), onde se manteve estavel. Recebeu altada SRPA
apods 6 horas sem nenhuma alteragao clinico-neurolégica,
sendo entdo encaminhado a enfermaria.
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Caso 2: Paciente do sexo feminino, 82 anos, estado fisico
ASAII, arealizar procedimento cirdrgico de fixagao de fratu-
ra transtrocanteriana. Optou-se, neste caso, por anestesia
peridural continua. Foi administrada, como medicagao
pré-anestésica, diazepam (5 mg) por via oral, uma hora an-
tesdacirurgia. Rotinas de monitorizagao anestésica e veno-
clise foram totalmente idénticas ao procedimento anterior.
Pungao peridural unica paramediana com agulha de Touhy
16 metalica foi realizada no espacgo L4-Ls, sendo o teste de
Dogliotti positivo. Foi feita dose teste de lidocaina a 2% (60
mg) com epinefrina a 1:200.000 sem intercorréncias. Apds
isso, trés quartos (3/4) da dose total de anestésico foramin-
jetados diretamente pela agulha. Nesse momento, foi intro-
duzido o cateter peridural, convencionalmenteinserido atéa
marca trés da sua graduacao. O restante da dose injetado
através do cateter. Adose total de anestésico foi: ropivacai-
naa 1% (100 mg), morfina (2 mg) e fentanil (100 pg). Alatén-
ciafoide 5 minutos e o nivel sensitivoficouentre T, e Tg. Ndo
foifeitasedagéo. Foiadministradacomo medicagdocomple-
mentar cefazolina (1 g), dipirona (1 g) e metoclopramida (10
mg) e liberado o inicio da cirurgia.

Assim como no caso anterior, apés 30 minutos, a paciente
comegou aapresentardiminuigdodasaturagéo (Sp0,90%).
Mostrava-se sem resposta aos estimulos. Verificou-se, en-
tdo, anisocoria com diametro pupilar maior a direita. Mesmo
assim, a paciente ndo apresentou apnéia, mantendo fre-
quénciarespiratériaem 12 movimentos por minuto. Foi colo-
cadacanulade Guedelparafacilitaraventilagao e evitarobs-
trucao. O fluxo de oxigénio foi aumentado para 3 L.min'ea
paciente manteve a SpO, em torno de 99%. Optou-se por
manter a paciente sob vigilancia constante, ndo sendo ne-
cessariaintubacao traqueal. Ahip6tese diagndstica aventa-
da também neste caso foi de anestesia subdural acidental.
Decorridos 30 minutos, a paciente ficou mais responsiva di-
minuindo gradativamente a anisocoria. Terminada a cirur-
gia, que durou 3 horas, por medida de seguranca foiretirado
o cateter peridural. A seguir, a paciente foi encaminhada a
SRPA, tendo alta, ap6s 4 horas, para a enfermaria sem ne-
nhuma alteragao clinico-neurolégica.

Em nenhum momento do pés-operatoério, os pacientes apre-
sentaram queixas relacionadas ao procedimento anestési-
co.

DISCUSSAO

Complicagdes decorrentes de anestesias peridurais podem
didaticamente ser divididas em dois grupos: complicagdes
devidas ao anestésico e complicagdes devidas a técnica 2
No primeiro grupo sédo considerados os efeitos toxicos sisté-
micos e as alergias. Nosegundo grupo, sdo araquianestesia
total, cefaléia pds-pungédo da duramater, fistula liquorica,
bloqueio simpatico, hipotensao arterial, nausea, vomito, de-
pressaorespiratoria, infecgdo, sangramento, hematoma pe-
ridural e peridural total, entre outras.

Pelos casos descritos, inicialmente a primeira suspeita foi a
de estarmos frente a casos tipicos de depresséao respirato-
ria. Mas, como os pacientes nédo respondiam ao comando e
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aos estimulos, percebemos que ndo se tratava somente dis-
so. Ao depararmo-nos com a anisocoria e juntamente como
tempo de evolucéo de 30 minutos do surgimento deste qua-
droapdsaanestesia, descartamos também tratar-se deuma
raquianestesia total e ficamos com a hipotese diagnostica,
por excluséo, de anestesia subdural acidental.

Outro dado a corroborar nossa hipotese foi o de lembrar que
no momento de fazer a pungédo, em ambos os casos, as agu-
Ihas de Touhy utilizadas, eram ambas metalicas, reutilizaveis
e coincidentemente novas, recentemente fornecidas ao
Centro de Material Esterilizado. O que chamou mais ainda a
nossaatencao, foique osbiséisdasagulhas estavam pontia-
gudos e muito afiados nos dois casos. Isso nos leva a pensar
que provavelmente esses biséis podem ter lesado discreta-
mente a duramater, produzindo nela uma solugéo de conti-
nuidade, sem, no entanto, acometer o espago subaracnoi-
deo?®. Dessaforma,uma parte do anestésico poderiatersido
injetada inicialmente no espacgo peridural, tendo difundido
lentamente e se difundido pelo espago subdural, dando esse
tempo de laténcia de 30 minutos até o surgimento de incons-
ciéncia, depresséo respiratoria e anisocoria.
Posteriormente, asagulhasforamlocalizadas e coincidente-
mente eram as Unicas duas que apresentavam essas carac-
teristicas dentre as agulhas novas, sendo, entéo, inutiliza-
das.

Elliott e col. referiram que, na dependéncia da dose e da
quantidade do anestésico que se difunde para o espago sub-
dural, os efeitos do bloqueio podem ser clinicamente indis-
tinguiveis comparados ao bloqueio peridural e, com certeza,
seriam exacerbados quando da ruptura da membrana suba-
racnéidea*. Em contrapartida, Richardson e col. discutiram
que o bloqueio subdural € imediato e vem acompanhado de
grave hipotensao arterial °. Acreditamos que isso realmente
acontega quando um volume de anestésico relativamente
grande é injetado diretamente no espago subdural ®''. Nos
nossos casos, os bloqueios atingiram T4 —Tsem 5 minutos e
a perda da consciéncia ocorreu em 30 minutos.

O espaco subdural é trabecular, portanto os niveis do blo-
queio usualmente podem apresentar-se de forma irregular
2 Esta disposicdo anatdmica poderia justificar a anisocoria
encontrada nestes dois casos.

A duragdo dos efeitos normalmente apresentam-se por um
pequeno periodo &', Ainconsciéncia comumente persis-
te no maximo por uma hora e a completa recuperagéo dos
sintomas da-se emtorno de duas horas '°. Anecessidade de
intubacao traqueal sera considerada conforme as circuns-
tancias '®. Os bloqueios subdurais acidentais, nos nossos
casos, nao provocaram nenhuma sequela, demonstrando
ser uma complicacdo que, quando diagnosticada pronta-
mente, pode ser muitobemtratada. Aconfirmacao diagnosti-
ca, quando se dispbe de cateter peridural ja colocado no pa-
ciente, pode ser conseguida com o estudo daimagem radio-
I6gica produzida através da dispersao do contraste inserido
através do cateter '’.

Naliteratura, aanestesia subdural acidental é descritacomo
uma complicagdo extremamenterara'®. Ahiptese diagnds-
tica de anestesia subdural acidental limitou-se aos achados
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clinicos. As complicagbes podem ser das mais variadas,
mas na suagrande maioriasao defacilresolugédo, desde que
diagnosticadas rapidamente.

Subdural Anesthesia after Epidural
Puncture. Two Case Reports

Carlos EscobarVasquez, M.D., Tomio Tomita, M.D., Antonio
Bedin, TSA, M.D., Renato Almeida Couto de Castro, TSA,
M.D.

INTRODUCTION

Epidural anesthesia is a widely used procedure nowadays.
This technique, advocated by Dogliotti in 1931, maintains
technical principles known to date. Complications include to-
tal spinal anesthesia, post-dural puncture headache,
epidural hematoma and infection, among others.
Accidental subdural anesthesia after epidural puncture is an
uncommon complication with an incidence varying from
0.1%1t00.82% '. This reportaimed atdescribingtwo cases of
subduralinjection which coincidentally happenedin consec-
utive anesthesias induced by the same anesthesiologist.

CASE REPORTS

Case 1: Male patient, 41 years old, physical status ASAI,
submitted to surgical renal calculiremoval. Our choice was
epidural anesthesia. Patient was premedicated with oral
midazolam (7.5 mg), one hour before surgery. Monitoring
consisted of continuous cardioscopy, pulse oximetry and
non-invasive blood pressure. Venoclysiswas achieved with
an 18G catheter in a left upper limb vein. Lumbar puncture
(single) was performed in L4-Ls interspace with a metal 12
Tuohyneedleinthe midline and withoutintercurrences, with
positive Dogliotti test. Atest dose with 2% lidocaine (60 mg)
and epinephrine 1:200,000 was slowly injected. There has
beennoclinicalorhemodynamicchangesduringandimme-
diately afterinjection. Then, 1% ropivacaine (160 mg), mor-
phine (2 mg) and fentanyl (100 ug) were injected. Sensory
blockonsetwas approximately 5 minutestoreach Tsand Ts.
As complementary medication, patient received intrave-
nous dipirone (1 g), metochlopramide (10 mg) and
dimenhydrinate Bg (30 mg). Sedation was induced with
fentanyl (50 ug)and midazolam (2 mg). Anasal catheterwas
installed with 1 L.min™’ oxygen flow. At this moment surgery
was authorized.

Thirty-minutes after beginning of induction patient was com-
municative but sleepy and with good oxygen saturation
(100% SpOy,), when slowly started to show SpO, decrease,
reaching80%. Thefirsthypothesis was sedation-inducedre-
spiratory depression. Patient did not respond to stimulation,
was ventilated under mask and SpO, returned to 100%. New
clinicalreview was performed due to patient’s unresponsive-
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ness added to apnea and anisocoria with larger left pupil di-
ameter. Atthis moment, accidental subdural anesthesia was
diagnosed. Patient was then intubated (8 mm cuffed tube)
and maintained in mechanical ventilation with FiO, = 0.5 with
compressed air. No drug was used during this process. Pa-
tient had no hemodynamic response to tracheal intubation.
Capnography was added to monitoring.

Patientreturnedto capnography detected spontaneous ven-
tilation in 45 minutes and was maintained in spontaneous
ventilation for some minutes. Patient was extubated after
reaching good oxygen saturation. At this moment, patient
was still sleepy but responding to commands. There was still
mild anisocoria howeverimproving as compared to the initial
presentation. There has been no hemodynamic changes at
any time. Atsurgery completion 2 hours later, patient was re-
ferred to post-anesthetic recovery unit (PACU) where he re-
mained stable and was discharged 6 hours later without any
clinical-neurological complication, being referred to the
ward.

Case 2: Female patient, 82 years old, physical status ASAII,
submitted to surgical proximal femur fracture fixation. Our
choice in this case was continuous epidural anesthesia. Pa-
tient was premedicated with oral diazepam (5 mg) one hour
before surgery. Monitoring and anesthetic routines were
identical to previous case. Single paramedial epidural punc-
ture was performed at L4-Lsinterspace with metal 16G Tuohy
needle and Dogliotti test was positive. A test dose with 2%
lidocaine (60 mg) and epinephrine 1:200,000 was injected
without intercurrences. Then, 3/4 of total anesthetic dose
was injected directly through the needle. At this point, the
epidural catheter was conventionally inserted until the third
graduation mark. Remaining dose was injected through the
catheter. Total anesthetic dose was: 1% ropivacaine (100
mg), morphine (2mg)andfentanyl (100 ug). Onsetwas 5 min-
utes and sensory block remained between T, and Ts. Com-
plementary medication was kefazoline (1 g), dipirone (1 g)
and metochlopramide (10 mg) and surgery was then autho-
rized.

As with the previous case, 30 minutes after patient started
showing oxygen saturation decrease (90% SpO,) without re-
spondingto stimulation. Anisocoriawas observed with larger
right pupil diameter. Even then, patient had no apnea and
maintained respiratory rate at 12 movements per minute. A
Guedel tube was inserted to help ventilation and prevent ob-
struction. Oxygen flow wasincreasedto 3 L.min"" and patient
maintained SpO,inapproximately 99%. Ourapproachwasto
maintain patient in continuous surveillance without tracheal
intubation. Alsoin this case, diagnostic hypothesis was acci-
dental subdural anesthesia. After 30 minutes patient was
more responsive with gradual anisocoriaimprovement. After
surgery, which lasted 3 hours, the epidural catheter was re-
moved as a safety measure. Patient was then referred to
PACU and was transferred to the ward 4 hours later without
any clinical-neurological complication.

Patient had no complaints about the anesthetic procedure in
any postoperative moment.

212

DISCUSSION

Epidural anesthesia-induced complications may be didacti-
cally divided in two groups: drug-induced complications and
technique-induced complications 2. Systemic toxic effects
andallergies areincludedinthefirstgroup. Total spinalanes-
thesia, post-dural puncture headache, CSF fistula, sympa-
thetic block, arterial hypotension, nausea, vomiting, respira-
tory depression, infection, bleeding, epidural hematoma and
total epidural anesthesia, among others, are included in the
second group.

In our cases, the first suspicion was typical respiratory de-
pression. But since patients did not respond to commands
and stimulations, we noticed that it should be more than
that. Anisocoria together with the 30-minute period after
anesthesia for the development of the situation, made us
rule out total spinal anesthesia and we remained with the
diagnostic hypothesis, by exclusion, of accidental subdural
anesthesia.

Another data to confirm our hypothesis was the fact that
Tuohy needles used in both cases were metallic, reusable
and coincidentally new, recently supplied to the Sterelized
Material Center. What has called even more our attention
was the fact that needle bevels were pointed and very sharp
inboth cases. This has led us to think that those bevels might
have mildly injured the dura cutting it without, however,
reaching the spinal space . This way, part of the anesthetic
solution could have been slowly spreadinthe subdural space
causing this 30-minute onset of unconsciousness and respi-
ratory depression.

Afterwardthe needles were located and, coincidentally, were
the only two with those characteristics among all new nee-
dles, being then discarded.

Elliott et al. have reported that, depending on the dose and
quantity of anesthetics spreading in the subdural space,
blockade effects may be clinically undistinguishable from
epiduralblock and, certainly would be exacerbated when spi-
nal membrane is ruptured *. Conversely, Richardson et al.
have stated that subdural block isimmediate and is followed
by severe arterial hypotension °. We believe that this is really
true when arelatively high volume of anesthetic is directly in-
jected in the subdural space ®''. In our cases, blockades
reached T4-Tsin five minutes and loss of consciousness oc-
curred in 30 minutes.

Subduralspaceistrabeculated, soblockadelevels may com-
monly beirregularm.Thisanatomicdisposition couldexplain
anisocoria found in our two cases.

In general, effects are short-lasting ®'*'*. Unconsciousness
ingeneral persists foramaximum of one hour and total symp-
toms recovery is obtained in approximately 2 hours '°. Tra-
chealintubationistobe considered depending onthe circum-
stances '®. Accidental subdural blockades in our casesleftno
sequelae, showing that this is a complication which, when
promptly diagnosed, can be successfully treated. Diagnostic
confirmation, when there is an epidural catheter in place,
may be obtained by the radiologicalimage produced through
the spread of contrast introduced via catheter .
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Accidental subdural anesthesia is described in the literature
as an extremely uncommon complication ' Our diagnostic
hypothesis of accidental subdural anesthesiawas solely lim-
ited to clinical findinds. Complications may vary, but most of
the times they are easily treated, provided they are promptly
diagnosed.
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RESUMEN
Vasquez CE, Tomita T, Bedin A, Castro RAC - Anestesia Sub-
dural después Puncién Peridural. Relato de Dos Casos

Justificativa y Objetivos - Anestesias conductivas
peridurales son realizadas ampliamente en el medio nuestro.
La anestesia subdural accidental después puncion peridural es
una complicacion rara. El objetivo de este relato es describir
dos casos de inyeccion subdural que coincidentemente
ocurrieron de forma consecutiva realizadas por el mismo
anestesiologista.

Relato de los Casos - Caso 1: Paciente del sexo masculino, 41
anos, estado fisico ASA |, a realizar procedimiento quirurgico
de retirada de célculo renal. Se optd por anestesia peridural.
Después de 30 minutos del inicio de la anestesia, el paciente se
mantenia comunicativo mas sofioliento con SpO, de 100%,
cuando lentamente comenzé a presentar disminucion de la
SpO,llegando a 80%. Se presentaba inconsciente con apneay
anisocoria. A partir de este momento fue levantada hipoétesis
diagnostica de anestesia subdural accidental. El paciente fue
entonces intubado y mantenido en ventilacién controlada
mecanica. Terminada la cirugia, fue encaminado para la sala
de recuperacion, recibiendo alta después de 6 horas, sin
ninguna alteracion clinico-neurolégica. Caso 2: Paciente del
sexo femenino, 82 afios, estado fisico ASA Il, programada para
procedimiento quirdrgico de fijacion de fractura
transtrocanteriana. Se opté por anestesia peridural continua.
Asi como en el caso anterior, después de 30 minutos, la
paciente comenzd6 a presentar disminucion de la SpO; para
90%. Se mostraba inconsciente y con anisocoria; entretanto,
sin apnea. Entonces, se opté por mantener la paciente bajo
vigilancia constante, no siendo necesaria intubacion. La
hipotesis diagnéstica aventada también en este caso fue de
anestesia subdural accidental. Terminada la cirugia, la
paciente fue encaminada a la sala de recuperacion
pos-anestésica, teniendo alta después de 4 horas, sin ninguna
alteracion clinico-neurologica.

Conclusiones - Anestesia subdural accidental es una
complicacion extremamente rara. La hipétesis diagndstica de
anestesia subdural accidental, en estos casos, se limit6 a los
datos clinicos. Las complicaciones del bloqueo subdural
pueden serde las mas variadas, méas en su grande mayoria son
de resolucién facil, desde que sean diagnosticadas y tratadas
rapidamente.
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