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INTRODUCTION

Cervical spinal cord injuries (SCls) are among the
most devastating and challenging conditions managed
by healthcare professionals. Upper cervical injuries,
particularly those at the C1-C4 level, are associated
with significant morbidity and mortality due to the
involvement of critical respiratory and autonomic
functions'”. Despite advances in acute care and
rehabilitation, patients with Upper cervical injuries
often experience a range of complications and
long-term disabilities that significantly impact their

quality of life®?.

Case Details: A 24-year-old male hailing from Mayong
in Morigaon District of Assam came to Neurosurgery
OPD, CN Center, GMCH on 10/10/2023 with a history
of Fall from Height (approx. 10 feet) around 8 months
back. On examination, the power of B/L Upper limbs
were 2/5, Power of B/L lower limbs were 2/5. Hand
Grip in B/L upper limbs were roughly 10%. Sensory
sensation was decreased below C4. Reflexes were
increased with knee and ankle clonus present. Planter
was extensor. Bowel and Bladder was involved and the
patient was on Per-Urethral Catheter (PUC).

Investigations: In the next one week of hospitalization,
careful clinical and diagnostic evaluation was done
with strict cervical spine immobilization.

e Xray Cervical Spine revealed Grade V
Anterolithesis of C2 over C3

e CT CVJUNCTION confirmed the same

e CT3DRECONSTRUCTION was also done to see the
vertebral artery course

e MRI Cervical Spine with Screening of whole spine
was done which revealed Grade V Anterolithesis
of C2 over C3 with Severe Canal Stenosis And Cord
Compression At C2-C3 Level

In addition to this all other routine pre-operative
investigations were done.

Why Out of the Box? he patient was given cervical
traction for 3 days after initial admission after which
bedside x-ray was done. X-ray revealed that the facets
were fixed without any positive result of the traction.
We could not go for the ideal 360 degree fixation. The
odds were against us. So there was need to think
something out of the box and we planned to proceed
anteriorly.

Surgical Procedure: The patient was taken up for
surgery on 18/10/2023.

With the help of fluoroscopy, the transverse incision
was made at the mid of C3 vertebral body.

Platysma undermined around 4cm above and below
taking care of superficial draining veins. Bridging veins
were coagulated.

Platysma was opened in midline laterally. Strap
muscles were separated and retracted using blunt
method as described Smith-Robinson’s Approach
(SRA).

Then the C2-C3 disc space was identified with
fluoroscopy. C2-C3 and C3-C4 discectomy was
performed. Then C3 Corpectomy followed by partial
Corpectomy of C4 vertebra done using high speed drill
to exposed the dura underneath. No CSF leak was
found.

Expandable Cage (Size: 20x25mm with 4 nos. of 14 mm
screws) with anterior cervical plating was done as
shown in figure with screws inserted in the body of C2.
Wound was then closed in layers with 10F drain.
Platysma closed in interrupted fashion using Vicryl 3-0.
Skin was closed with Vicryl Rapide 3-0 in subcuticular
fashion.

Post op Care: Postoperatively, patients were managed
in the intensive care unit (ICU) with a focus on
respiratory support, hemodynamic monitoring, and
prevention of complications. They received
comprehensive rehabilitation, including physiotherapy
of chest and limbs from post operative day 1 (POD-1).
The patient was extubated on day 5. He was shift to
general ward on Day 7 and discharged on Day 10 with
PUCinsitu. In the immediate post operative period the
patient’s power of limbs gradually improved which was
further aided by physiotherapy. On examination, the
power of B/L Upper limbs increased to4/5, Power of
B/L lower limbs were 4/5. Hand Grip in B/L upper limbs
increased to roughly 60%. Sensory sensation is seen to
improve from POD-1.

Follow-Up: Patients were followed up at regular
intervals (6 weeks, 3 months and 6 months) after
discharge. Neurological status, functional outcomes,
and complications were assessed at each follow-up
visit. At 6 weeks follow up the patient came with
normal bladder function without PUC. At 3 month
follow up the patient was able to sit up from lying
down position. At 6 month follow up the patient was
able to walk with normal gait, brush his teeth and even
shake hands.

RESULTS AND DISCUSSION

The present case study demonstrates the potential
for significant improvements in neurological and
functional outcomes following surgical management of
Upper cervical injuries. The results of this study are not
are consistent with previous studies that have
highlighted the importance of early surgical

| ISSN: 1993-6095 | Volume 18 | Number 6 |

| 2024 |



Res. J. Med. Sci., 18 (6): 489-492, 2024

4

Fig. 1: Saggital mri showing grade 3 listhesis of C2 over

Fig. 2: Aaxial mri showing severe canal stenosis and
cord compression at C2-C3 level

Fig. 3:CT 3D reconstruction showing vertebral artery
course

Fig. 4:Intra operative fluoroscopy showing use of
expandable cage with plate over C2 and C4 body

Fig. 6: Follow up after 3 months

Fig. 7: Follow up after 6 months

intervention but is consistent with previous studies
which emphasise the importance of multi disciplinary
care and comprehensive rehabilitation in optimizing
outcomes for this challenging patient population®®..
The mean time from injury to surgery in this study
was 8 months, which is not within the range reported
in previous studies®”. While the optimal timing of
surgical intervention remains controversial, there is
growing evidence to support early surgery in patients
with Upper cervical injuries®. Early surgical
intervention may help to minimize secondary injury to
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the spinal cord, reduce the risk of complications, and
facilitate early rehabilitation™.

The surgical approaches and procedures used in
this study is out of the box and not consistent with
current practice in the management of Upper cervical
injuries™. The choice of approach and procedure
depends on various factors, including the level and
type of injury, the presence of spinal instability, and
the surgeon's preference™. The low incidence of intra
operative complications and the absence of surgical
site infections in this case study suggest that these
procedures can be performed safely in experienced
hands.

However, it is important to recognize that the
extent of recovery varies widely among patients and
depends on various factors, including the severity of
the initial injury, the timing of surgical intervention,
and the intensity of rehabilitation™***.

Further research is needed to refine the
management strategies for these complexinjuries and
to improve the quality of life for affected patients.

CONCLUSION

The present case study demonstrates the potential
for significant improvements in neurological and
functional outcomes following surgical management of
Upper cervical injuries. Though early surgical
intervention is the rule, yet out of the box intra
operative decisions can lead to life changing post
operative neurological improvement and an enhanced
quality of life for affected patients.
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