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Introduction

• Vertebro-medullary pathology can have as consequences some of the most severe and 
complex disabling human conditions: tetraplegia or paraplegia.

• According to the definition of the American Spinal Injury Association, the notion of 
paraplegia refers to the sublesional loss, in varying degrees, of voluntary, sensitive, 
motor and vegetative functions, secondary to the damage of the myelo-radicular nerve 
structures of the thoracic and/or lumbar segments.[4]



• Data from specialized literature reveals the fact that spinal cord injuries are 
continuously increasing, especially among middle-aged patients. [1] 

• However, their incidence varies in different countries of the world, their most 
frequent etiology being traumatic injuries from road accidents[3]. 



• From a neurological and functional point of view, according to the AIS-ASIA 
Impairment Scale, spinal cord injuries are classified into 2 major types: complete 
and incomplete. Complete lesions are defined by the absence of any sensory-
motor function below the level of the lesion, including at the level of the S4-5 
sacral segments(AIS-A). In incomplete lesions, there is a degree of functional 
preservation below the level of the lesion.(AIS B-C-D)



• The first 3 months after the occurrence of the trauma are very important from the 
point of view of the recovery of these patients. Most of the progressions from 
AIS/Frankel A to AIS/Frankel B-C occur in the first 6-9 months after the 
occurrence of the acute event. [2]



Case presentation 
E.G. (metainitials) a 33-year-old male patient , was admitted to 
Neuromuscular Recovery Clinic of SCUBA on 26.10.2023 for: 
-motor deficit paraplegia type AIS Frankel B severe ,level T6, occurring 
due to a car accident
-severe locomotor and self-care dysfunction
-nursing care and rehabilitation program.
Family history: non-significant
Living and working: urban, mechanic 
Behaviors(smoking, alcohol): chronic smoker



History of case

• The patient suffered a road accident on 06.10.2023 resulting in T5 
comminuted fracture, T5-T6-left articular mass and T5 lamina; 
operated T6 dislocation fracture: decompression and bilateral fixation 
with T4 and T7 screws joined by 2 interconnecting rods; rib fracture at 
the level of the right C6 costal articular process – consolidated; 
neurogenic bladder an intestine.

• The patient was admitted to the Neuromuscular Recovery Clinic of 
SCUBA for AIS/FRANKEL B severe paraplegia, bilateral lower limb 
hypoesthesia, neurogen vsevere locomotor and self-care dysfunction 
and specific recovery program. 



Physical examination at admission

• GENERAL HEALTH STATE:Good 
• NUTRITION STATUS: obesity grade II; 
• TEGUMENTS: normally colored and hydrated; toracal post surgery scar
• LYMPHATIC nodes: non-palpable, painless superficial nodes; 
• CARDIOVASCULAR system: pulse = 73 bpm, BP = 116/70 mmHg, rhythmic heart sounds, no pathological 

murmurs, pulsating peripheral arteries; 
•  RESPIRATORY system: SpO2=98%, MV present bilaterally, symmetrical enlargements and amplexations, 

normally conformed chest, without pathological breaths.
• DIGESTIVE system: abdomen distended by the fatty panicle, mobile with respiratory movements, painless 

spontaneously and on superficial palpation. Neurogen intestine.
• LIVER, BILE TRACTS, SPLEEN: liver with the lower edge at the right costal rim; spleen not palpable. 
• UROGENITAL tract: free, painless renal lobes; non-palpable kidneys, Giordano negative, SUF mounted in 

another unit .
• NERVOUS system:conscious, cooperating, temporo-spatially orieted



Neuro-mio-artro-kinetic evaluation (NMAK)

• Conscious, cooperative, temporo-spatially oriented and self-conscious 
patient

• No signs of meningeal irritation 
• Cranial nerves: normal
• Motor deficit: paraplegia
• Sensitivity impairment :bilateral lower limb hypoesthesia 
• ROT:  absent 
• Tulburari sfincteriene : neurogenic bile and intestine(uretro-vezical catheter from 

another unit)
• Functionally at admission:The patient keeps bed rest and sits shortened on the edge of 

the bed.He can not make transfers 
• The patient was clinically-functionally evaluated according to the standardized protocols 

implemented in our clinic, throug evaluation scales (modified Ashworth scale , ASIA 
evaluation, Independence assessment scale in daily activities ADL, evaluation of muscle 
strength on MRC scale, FAC international scale, SCIM), paraclinical investigations and 
interdisciplinary consultations.



ASIA SCALE MRC SCALE





Independence assessment scale in daily activities ADL

Admission score=1 highly 
dependent



Imagistic investigations

• Thoracic Radiography (01.11.2023)



Vertebral fixation device T4-T7 with rods 
and screws, bilateral. Possible fracture path 
at the level of the right costo-vertebral joint 
C VI.



• IRM toracal spine native

Subject to mettalic artifacts T4-T7 fixation rods and 
screws with intrapedicular routes
No other detectable signal anomalies at the level of 
the spinal cord at the time of examination.
No notable changes in the vertebral alignment of the 
posterior wall.
Favourable evolution,no complications.





After one month

•  The costal fracture is consolidated. Medical recovery may begin with a medium-
tension compression brace (Hessing) – acording to the Thoracic surgery 
consultation (15.11.2023)

• Removal of the urethrovesical catheter , the patient becomes continent with 
normal spontaneous mictions

• Regained motor control over the right inferior limb MRC: 3/5 PID (first distal 
then proximal)

• Functionally: the patient can maintain orthostatism standing on the trellis for 10-
15 seconds.



• After two months the walk between parallel bars with  help from the 
kinetotherapeut is initiated

• Medium-tension compression brace (Hessing) is removed.
• A Scott Craig orthosis is recomended
• During the first 3 months after the occurrence of the acute event, the 

conversion from AIS FRANKEL B severe to AIS FRANKEL B-C was 
achieved, currently reaching AIS FRANKEL C-D at the level of the 
lower right limb.



• Functionally: the patient can walk a few steps between parallel bars with minimal 
help from another person.






• Late occurrence of exhaustible clonus at the level of the right biceps brachii 
muscle without being able to detect its concrete cause(02.02.2024) 

• An EMG evaluation si made:Neurography within 
   normal limits; with spontaneous potential
    activity of fibrillation and fasciculations 






• Spasticity also continues to increase so an Installation of an intrathecal pump with 
Baclofen is considered, but according to the NCH consultation, the patient does 
not present an indication for its installation at the time of the consultation



After five months
• The patient has autonomy in a wheelchair and tolerates sitting >6h/day and is able 

to make all transfers.
• He is able to perform walking with the help of a tetrapodal frame and a hip-ankle-

foot orthosis type Scott-Craig 






Ongoing motivative rehabilitation progresses  

• In the present the patient is diagnosed with Asymmetrical spastic  
paraparesis (AIS/FRANKEL C-D left lower limb, AIS/FRANKEL D 
right lower limb

• He is able to walk medium distances alone with a tetrapodal frame but 
he still has foot drop syndrome.





• Therefore  Bioness LIMB 300 
stimulation system is 
recommended


















Complications 

• Infectious : -Urinary tract infection with Stenotrophomonas maltophilia  (26.11.2023)
                     -Urinary tract infection with Klebsiella Pneumoniae (07.02.2024)

• Vascular :  suspicion of deep vein thrombosis(DVT). After ecoDoppler examinantion the 
result came out negative.

• Neurological: late appearance of strong but exhaustible clonus in right brachial biceps



Prognostic

• Ad vitam-favorable, if the recommendations and treatment are fully 
respected

• Ad functionem-favorable,recovery of walking and increasing autonomy

• Ad laborem- favorable, patient with re-employment prospects at a job that 
does not require physical labor.



Case Particularities

• The occurrence of exhaustible clonus at the level of the 
right biceps brachii muscle without being able to detect its 
concrete cause.

• Foot drop syndrome



Recomandations at discharge
I.Hygienic-prophylactic, kinetological and ambulatory medical supervision:
• Adequate hydration (2 l/day), hypocaloric, hypolipidic, normoglucidic, hypoprotein diet, rich in fiber, vitamins and minerals 

(vegetables, fruits)
• He will avoid drinking alcohol, smoking
• He will slowly lose 20-25 kg in weight
• Rigorous skin hygiene, daily, with soap and water.
• He will avoid skin contact with very cold or hot liquids/objects
• He will avoid traumas and microtraumas of any type
• He will avoid cold, humidity, cold air currents, distresses of any kind
• Anti-slip mattress and protective cushion for the wheelchair, permanent
•    Changing the position in bed every 2-3 hours
•    In case of constipation (absence of stool for more than 48 hours), natural or possibly pharmacological laxatives will be administered
•    He will maintain your position by sitting in a wheelchair for 30-60 minutes every day, several times a day, up to 5-6 hours in 24 
hours
•    He will continue the physical exercises according to those learned during hospitalization and the instructions received at discharge.



II. Medical treatment:
• a) – drug treatment according to Rp
1.Aspenter 75 mg 0-1-0, with cardiologic reevaluation

2.Almacor 5 mg 0-0-1, with cardiologic reevaluation

3.Lipantil Nano 145 mg , with cardiologic reevaluation

4.Atoris 20 mg 0-0-1 ,with cardiologic reevaluation

5.Lioresal 25 mg 1-1-1, with neurological reassessment
5. Milurit 100 mg 0-1-0, with rheumatological reevaluation
6. Urimil forte 1-0-0, with neurological reassessment
7. Controlgast Duo 1-0-1 or Dicarbocalm 1-1-1
8. Sindolor gel local applications at the level of of left calf and knee
9. Alle gel local applications at the level of the left lower limb

• b) Balneotherapy is recommended at : Techirgiol, Baile Felix.






Thank you!
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