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Key Learning Points 
 

• There are 12,000 new cases of spinal cord injury (SCI) each year in the United States; 
35% from MVAs and an estimated first year cost of $225,000. 

 
• The ASIA impairment scale is used to document function after a SCI: A = complete 

absence of motor and sensory below the neurologic level, E = normal motor / sensory 
function. 

 
• Spinal shock results in loss of motor and sensory function though if the lesion is 

incomplete the perianal response to pinprick is generally intact.  For prognosis, the exam 
at 72 hours and 30 days is generally used. 

 
• Spinal cord injury is associated with necrosis (immediate - primary insult) and apoptosis 

(delayed cell death from secondary insult). 
 

• Methylprednisolone has questionable value in improving outcomes in SCI and evidence 
based guidelines from the American Academy of Neurologic Surgeons consider its use an 
“option.” 

 
• The most common complications during rehabilitation from SCI are pressure ulcers, 

DVT and PE, atelectesis and pneumonia, and autonomic dysregulation. 
 

• Autonomic dysfunction can result initially in hypotension during the first days following 
SCI followed by sympathetic hyperactivity with hypertension. 

 
• Autonomic hyperreflexia can result in hypertension and headache; management focuses  

on removing noxious stimuli such as bladder distention or fecal impaction: Alpha 
blocking drugs can be used in refractory cases. 
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• Neuropathic spinal pain can be extremely difficult to control; management generally 
involves use of centrally acting agents such as tricyclics or anticonvulsants. 

 
• Suprasacral SCI generally allows for return of bladder reflexes; absence of perianal 

pinprick sensation and toe position sense at 72 hours predicts no return of volitional 
bladder function. 

 
• Infection, calculi, and stones are potential complications in SCI patients. 

 
• Hypertrophic bone formation can cause localized swelling and dysfunction; it may mimic 

DVT. 
 

• Spasticity results from upper motor neuron damage and is treated with physical therapy 
and baclofen. 
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