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ABSTRACT

Morvan syndrome is a rare condition distinguished by hyperactivity within the
central, autonomic, and peripheral nervous systems. Due to the limited number
of cases, this presents clinical challenges stemming from the scarcity of
published literature. We present a successful anesthetic approach for a patient
diagnosed with Morvan syndrome scheduled for elective TURP. The patient had
being diagnosed 6 months before the surgery when he was evaluated for
insomnia, hyperhidrosis, generalized body pain, paresthesia more in bilateral
lower limbs.
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Introduction

Morvan's syndrome is a rare condition primarily
diagnosed through clinical evaluation. Itis frequently
linked with autoantibodies targeting voltage-gated
potassium channel complexes (VGKCs). The typical
manifestations encompass hyperexcitability of the
central nervous system (including neuropsychiatric
features such as insomnia, confusion, amnesia and
hallucinations), the peripheral nervous system
(involving neuromyotonia and neuropathic pain),
and the autonomic system (characterized by dysau-
tonomia with symptoms like hyperhidrosis and
cardiovascular instability) . Herein, we present a
case illustrating a successful anesthetic manage-
ment of Morvans Syndrome.

Case Presentation

A 53-year-old man chronic smoker with no known
comorbidities diagnosed with Morvan syndrome
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was scheduled for TURP. The diagnosis of Morvan

syndrome was established 6 months before when
the patient began experiencing insomnia, general-
ized body pain, paresthesia more in bilateral lower
limbs. Positive tests for contactin-associated pro-
tein-like 2 (Caspr2) antibodies were obtained.
However, the patient was not tested for anti-
acetylcholine receptor (Anti-AChR) antibodies,
which are relevant in the context of the use of
neuromuscular blockade drugs. He had underwent
5 cycles of plasmapheresis for the same.

Six months before our intervention the patient had
a symptomatic resurgence marked by excessive
sweating, insomnia, generalized body pain and
neuromyotonia, which subsequently improved after
5 cycles of plasmapheresis. Electromyography
revealed myokymic discharges in bilateral Vastus
medialis, gastrocnemius and right deltoid. Nerve
conduction study of bilateral lower limbs were within
normal limits. CECT chest showed mild paraseptal

Page 63



CASE REPORT

and centri lobar emphysema and fibtotic bands in

left lower zone. CECT abdomen and pelvis,
Echocardiography was normal. At the time of our
surgery, the patient was under neurology consulta-
tion and receiving wysolone 20 mg/day, diltiazem
30mg/day and gabapentin 100mg/day.

Upon hospital admission, which occurred on the day
before the surgery, the patient was asymptomatic
with no recent episodes of hyperexcitability phe-
nomena, changes in sleep patterns, or excessive
sweating. The preoperative analytical assessment
revealed no abnormalities, including thyroid func-
tion. Patient was asked to continue Prednisolone,
diltiazem and gabapentin perioperatively.

The patient underwent TURP under graded epidural
anesthesia. Epidural catheter was placed at L2-L3
space and tested using plain lignocaine. Anesthetic
induction was with 0.5% ropivacaine with fentanyl as
adjuvant ( 6ml) to achieve a sensory level of T10
followed by continuous infusion of 0.5% ropivacaine
at 3ml/hour. Additionally, an arterial line was inserted
for hemodynamic monitoring. The recommenda-
tions outlined in the American Society of
Anesthesiologists (ASA) Standards for Basic
Anesthetic Monitoring were followed. There were no
signs of autonomic dysfunction perioperatively. The
patient was transferred to the post-anesthesia care
unit (PACU), where he remained for 24 hours after
the surgery.

Discussion

Morvan’s syndrome is a rare autoimmune neurologi-
cal disorder characterized by peripheral nerve
hyperexcitability (neuromyotonia), autonomic dys-
function, and encephalopathy with associated
insomnia. The etiology remains poorly understood.
There have been reports of its emergence following
heavy metal poisoning, as paraneoplastic syn-
dromes associated with thymomas in some cases
with myasthenia gravis (MG) and other neoplasms
(small-cell lung cancer, teratomas, prostate ad-
enoma and carcinoma in situ of the colon). The
association with elevated cerebrospinal fluid immu-
noglobulin G and oligoclonal bands, as well as
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against contactin-2 [1,3]. Experimental evidence
suggests that these antibodies can induce neuronal
hyperexcitability by inhibiting voltage-gated potas-
sium outward currents required for the repolarization
of the motor nerve [3]. Depending on the type of
protein targeted by the antibodies, patients exhibit
some phenotypic differences. Characteristics such
as the presence of MG, weight loss, and thymomas
are frequently associated with patients with anti-
Caspr2

antibodies. On the other hand, the syndrome of
inappropriate antidiuretic hormone secretion, de-
lirium, mood changes, and myoclonus typically arise
in patients with anti-LGI1 antibodies.

Contactin-2 is expressed in cardiac conduction
tissue. Patients with anti-contactin-2 antibodies
have exhibited signs of cardiovascular instability,
including tachycardia and alterations in blood
pressure [1,3]. Anti-AChR antibodies are also
described in patients with thymoma who clinically
present with Morvan syndrome but without concur-
rent MG. An increase in muscular activity, contrary
to that observed in MG, was noted [3,7,8]. Anti-N-
type calcium channels, antistriated muscle, and
antititin antibodies have also been reported in a
patient with Morvan syndrome with thymoma [7].
The most frequent symptoms of the syndrome
involve the central nervous system including
neuropsychiatric features such as insomnia, confu-
sion, amnesia, and hallucinations. Peripheral symp-
toms commonly include neuromyotonia as well as
neuropathic pain. Additionally, autonomic symptoms
such as hyperhidrosis, and autonomic instability
characterized by arrhythmias and hypertension, are
often observed [1,3].

Anesthetic management of patients with Morvan'’s
syndrome poses significant challenges due to
potential autonomic instability, altered response to
anesthetic drugs, and neuromuscular abnormalities.
These patients may exhibit dysautonomia mani-
fested by fluctuations in blood pressure, heart rate
variability, excessive sweating, or temperature
instability. Additionally, central nervous system
involvement can cause altered mental status or
agitation, which necessitates careful preoperative
evaluation.
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The decision to employ regional anesthesia
(epidural anesthesia) in this patient was appropriate
and advantageous. Epidural anesthesia provided
good intraoperative analgesia and hemodynamic
stability while avoiding the risks associated with sub
arachnoid block, general anesthesia, such as
hemodynamic instabilities like BP fluctuations,
tachycardia/ bradycardia, potential interaction be-
tween anesthetic agents and autonomic dysfunc-
tion, altered response to neuromuscular blockers,
and postoperative respiratory complications. The
graded epidural technique with slow titration of 0.5%
ropivacaine and fentanyl helped achieve a control-
led sensory block (T10) without hemodynamic
compromise. Continuous infusion allowed for stable
postoperative analgesia and minimized autonomic
fluctuations. Intraoperatively, no episodes of dysau-
tonomia, arrhythmia, or hemodynamic instability
were noted, which demonstrates the safety of
carefully titrated regional anesthesia in such
patients. Continuation of preoperative medications
— particularly prednisolone, diltiazem, and gabap-
entin — was important to prevent symptom
exacerbation and maintain autonomic balance.

Postoperative monitoring is critical in these patients
due to the risk of delayed autonomic dysfunction or
respiratory compromise secondary to neuromuscu-
lar involvement. In this case, the postoperative
course was uneventful, indicating adequate anes-
thetic planning and monitoring.

CONCLUSION

Morvan’s syndrome is a rare autoimmune disorder
with multisystem involvement that poses unique
challenges to anesthetic management due to
potential autonomic dysfunction and neuromuscular
instability. This case demonstrates that with thor-
ough preoperative evaluation, continuation of base-
line medications, and careful intraoperative monitor-
ing, graded epidural anesthesia can be safely and
effectively used for surgical procedures such as
TURP in patients with Morvan’s syndrome. The
absence of intraoperative or postoperative compli-
cations highlights the importance of a tailored,
vigilant anesthetic approach to ensure hemody-
namic stability and optimal outcomes in such
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complex patients.
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