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ABSTRACT 

Traumatic cervical spinal cord lesions are highly su- 
sceptibility to produce life threatening complications 
like respiratory failure, cardiac failure and gastroin- 
testinal complications. We are presenting a case of 
traumatic cervical cord injury with quadriplegia, 
presented with chief complaints of constipation with 
abdominal distention and altered sensorium. After 
detailed examination and history, patient diagnosed 
as case of post traumatic cervical spine with inciden- 
tal finding of gastric perforation and managed surgi- 
cally in emergency. 
 
Keywords: Gastric Perforation; Cervical Spinal Cord 
Injury; Viscus Perforation 

1. INTRODUCTION 

Gastrointestinal complications after acute spine injury 
are not uncommon but misdiagnosed and frequently le- 
thal. Cervical spine cord injury (CSCI) affects the physi- 
ology of the gastrointestinal system [1]. Gastric motility 
changes in cervical spine injury because of dissociation 
of duodenal motility with manifestation of autonomic 
dysreflexia [2]. Surgical and medical treatment of trau- 
matic spinal cord injury is well proved in literature but it 
may present with complication like perforation of hollow 
viscus due to stasis of gastric acid, disruption of mucosal 
and bicarbonate barrier and bacterial overgrowth [3]. 

2. CASE HISTORY 

A 60 years old male was admitted in the ward as fol- 
low-up with the chief complaints of traumatic quadri- 
paresis of two weeks duration. He was bedridden for last  

3 years with urinary catheter. His general and systemic 
examination was unremarkable. 

Neurologically, higher mental functions and cranial 
nerve examination were normal. There was hypotonia in 
all limbs. He had sensory loss below C4-5 and power 
grade was 1/5. Deep tendon reflexes were mildly de- 
creased. Babinski signs were positive bilaterally. 

X-ray cervical spine was normal. MRI cervical spine 
showed traumatic cord compression (C3-5 level) with 
signal intensity changes. His baseline blood investiga- 
tions were within normal limit. 

Patient was managed conservatively and was on 
NSAID’S, Baclofen with low dose steroid.  

After 24 hr of admission in hospital, patient developed 
hypotension, feeble pulse and weakness. He was drowsy 
but arousable. Per abdomen examination reveals mild 
distension and chest examination was normal. Based on 
these findings, spinal shock was suspected and medical 
management with proton pump inhibitors, steroid and 
intravenous fluid started. The patient gradually became 
alert, pulse and blood pressure became normal.  

After 48 hours, he developed massive abdominal dist- 
ension. Per abdominal examination revealed distension, 
diffuse tenderness and rebound tenderness over the ab- 
domen. On auscultation of abdomen, bowel sound was 
absent and shifting dullness was absent on percussion. 
Routine investigation revealed high leukocyte count with 
16,800/cumm. Supine X-ray chest and abdomen were 
normal (Figure 1). Patient was unable to stand up for 
erect abdominal X-ray and facility of computer tomogra- 
phy of abdomen was not available, so we decided to pro- 
ceed with abdominal X-ray in lateral decubitus, which 
showed free air in the peritoneal cavity (Figure 2). A 
diagnosis of perforation of hollow viscous with peritoni-
tis, electrolyte imbalance and septicemia was made.  

With all pre-operative preparation, patient underwent 
emergency laparotomy and a pyloric perforation was  *Corresponding author. 
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Figure 1. Supine X-ray abdomen appears normal. 

 

 
Figure 2. Abdominal X-ray in lateral decubitus reveals gas 
inside the peritoneum. 
 
identified and repaired (Figure 3). Post operative period 
was uneventful and patient discharged after 10 days. 

3. DISCUSSION 

Patients with traumatic cervical cord lesions have inc- 
reased susceptibility to develop life threatening gastroin- 
testinal complications [1,4]. 

Spinal cord injury patients presents with disruption of 
autonomic innervation of the gastrointestinal tract [3]. 

The Pelvic and Vagus nerve are the source of paras- 
ympathetic innervations to the gut [2,3]. 

The parasympathetic nerve most of the time remains 
intact after cervical spine injury, but sympathetic inner- 
vations lost. This results in uncontrolled parasympathetic 
activity, which enhances gastric stasis, pancreatic and 
gastric secretions and relaxes sphincters, causing the 
majority of gastrointestinal complications in spinal cord 
injuries [3,5]. 

The use large-dose NSAID’S, Baclofen and steroid 
administration has been advocated in spine-injured pa- 
tients to lessen neurologic deficits: however it can act a 
two-edged sword particularly in patient with spinal cord 
lesions [6,7]. 

 
Figure 3. Intra-operative image reveals perforation in pylo-
ric part of the stomach. 
 

The incidence of hemorrhaging and perforating ga- 
strointestinal lesions is higher in patients with cervical 
spinal cord lesions and more so in patients with complete 
deficits [7,8]. 

As in present case, to complicate the issue further, the 
patients with complete high cervical cord lesions can 
develop painless penetration, perforation, and peritonitis, 
with increased morbidity [8]. 

Present case illustrates that in the background of acute 
spinal card lesion, silent, hidden and life-threatening ab- 
dominal complication can occur and the clinical mani- 
festations may be masked by the associated neurological 
deficits like loss of sensation, hypotonia of abdominal 
muscles and associated bowel/bladder disturbance [6]. 

As in the literature, we recommend that a high index 
of suspicion and an aggressive therapeutic approach is 
necessary to avoid increase in morbidity [4,6]. 

Accurate and smart use of radiological technology and 
emergency surgical intervention requires in special con- 
dition like our case. 

4. CONCLUSION 

Life-threatening acute abdomen in the background of 
acute spinal card injury or lesion is usually silent and 
findings may be masked either due to loss of sensation 
and tone of abdominal muscles or because of ongoing 
steroid therapy. This requires a high index of suspicion 
and correct basic evaluation. Quadriplegics needs a lat-
eral view of X-ray abdomen specially after pushing 80 - 
120 ml air through nasogastric tube to delineate gastric 
perforation. Careful use of steroid therapy is warranted 
for spinal shock patients. In emergency hours, definitive 
investigations and accurate approach can change the re- 
sults of life threatening condition like hallow viscus per- 
foration. 
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