
Spinal cord injury presentation to intensive care can be due to acute traumatic events, peri-operative 
injury, controlled surgical trauma to fix the spinal metastatic process, or perfusion limitation with exit-
ing compression. One aspect which is not clear about the presentation is the perfusion of the spinal 
cord after chronic severe compromise if relieved1,2). Patients have symptoms and signs of spinal cord 
limitations for a certain period followed by imaging which confirms the compromise. A surgical deci-
sion is made upon multiple factors including the severity of symptoms, progression of spinal cord com-
pression, and findings on the imaging. Here we describe a new concept of spinal cord focal reperfusion 
injury after a chronic severe compromise is partially relieved via endoscopic decompression. 

A 44-year-old male with a history of T8-9 disc bulge for 6 months presented to our intensive care 
unit with new BLE weakness after undergoing a right lateral endoscopically guided T8-9 microdiscec-
tomy at an outpatient surgical center. His symptoms started 6 months ago with numbness of the right 
leg with no weakness. His symptoms before surgery were urinary retention, perineal numbness, erec-
tile dysfunction, and right flank numbness. An MRI was done before the surgery showing at the T8-T9 
level a 13 ×  9 ×  13 mm extramedullary extradural lesion which was favored to represent a partially 
calcified disc herniation (Fig. 1A and Fig. 2B). A repeat MRI of the thoracic spine on admission to the 
intensive care unit showed significant central canal stenosis and evidence of cord compression which is 
displaced towards the left and posteriorly within the spinal canal. There was evidence of cord signal ab-
normality suggesting cord edema (Fig. 1B and Fig. 2B). His right leg strength was limited to antigravity, 
he was not able to bear weight and his sensory deficit was to both superficial and deep touch. The re-
flexes were markedly reduced. The management for the acute spinal cord injury started with fluids, 
MAP goal of >  85 mmHg for 72 hours, Dexamethasone and Minocycline. The next day he felt a little 
better with increased strength in the right leg, not able to weight bear, and getting rehabilitation in 
the bed. On the third day, the MAP goal was relaxed and fluids were stopped. He was able to bear 
weight and take a few steps. The steroids were weaned off and Minocycline was restricted to a total 
of 7 days. He was discharged to the stroke unit followed by acute neurological rehabilitation. A for-
mal and written informed consent was obtained from the patient for the publication of the case in-
formation and images. 

Hyperperfusion is a phenomenon that is seen when circulation is provided after perfusion was limit-
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ed for some time3,4). The best example seen in neurocritical care is 
the middle cerebral artery hyperperfusion after internal carotid ar-
tery stenosis corrective procedure5). Here we notice a reperfusion 
injury or central spinal cord edema due to relief of severe single-lev-

Fig. 1. T2 Axial FLAIR, Sagittal sections. (A) Centered at the T8-T9 
level there is a 13 × 9 × 13 mm extramedullary extradural lesion, par-
tially calcified disc herniation. (B) Interval resection of a described 
via a right transforaminal approach. Fluid and hematocrit layers in the 
resection cavity, which approximates the size of the resected lesion.

Fig. 2. T2 Axial FLAIR, transverse section. (A) Significant central 
canal stenosis and evidence of cord compression which is displaced 
towards the left and posteriorly within the spinal canal. (B) Mass ef-
fect on the cord remains severe though intramedullary edema at the 
level of the lesion is more obvious.

el compression. There is no intraoperative injury noticed and pa-
tient improvement was seen within a few days to be able to stand 
and take a few steps. This process will require further confirmation 
with an experimental severe subacute focal cord compression. 
Meanwhile, clinicians should consider this phenomenon in chron-
ic severe focal spinal cord pathologies. 

NOTES

Conflict of interest 
No potential conflict of interest relevant to this article was re-

ported. 

REFERENCES 

1. Wiginton JG 4th, Brazdzionis J, Mohrdar C, Sweiss R, Lawandy 
S. Spinal cord reperfusion injury: case report, review of the liter-
ature, and future treatment strategies. Cureus 2019;11:e5279. 

2. Todd NV. Spinal reperfusion syndrome. A literature review and 
medicolegal implications. Br J Neurosurg 2021;35:541–546. 

3. Taher F, Lebl DR, Cammisa FP, Pinter DW, Sun DY, Girardi FP. 
Transient neurological deficit following midthoracic decom-
pression for severe stenosis: a series of three cases. Eur Spine J 
2013;22:2057–2061. 

4. Antwi P, Grant R, Kuzmik G, Abbed K. “White cord syn-
drome” of acute hemiparesis after posterior cervical decompres-
sion and fusion for chronic cervical stenosis. World Neurosurg 
2018;113:33–36. 

5. Liu AY, Do HM, Albers GW, Lopez JR, Steinberg GK, Marks 
MP. Hyperperfusion syndrome with hemorrhage after angio-
plasty for middle cerebral artery stenosis. AJNR Am J Neurora-
diol 2001;22:1597–1601. 

A

A

B

B

37www.e-jnic.org

Therapeutic momentum and neurotrauma Tariq Janjua et al.

https://doi.org/10.7759/cureus.5279
https://doi.org/10.7759/cureus.5279
https://doi.org/10.7759/cureus.5279
https://doi.org/10.1080/02688697.2021.1900539
https://doi.org/10.1080/02688697.2021.1900539
https://doi.org/10.1007/s00586-013-2829-y
https://doi.org/10.1007/s00586-013-2829-y
https://doi.org/10.1007/s00586-013-2829-y
https://doi.org/10.1007/s00586-013-2829-y
https://doi.org/10.1016/j.wneu.2018.02.026
https://doi.org/10.1016/j.wneu.2018.02.026
https://doi.org/10.1016/j.wneu.2018.02.026
https://doi.org/10.1016/j.wneu.2018.02.026
https://www.ncbi.nlm.nih.gov/pubmed/11559514
https://www.ncbi.nlm.nih.gov/pubmed/11559514
https://www.ncbi.nlm.nih.gov/pubmed/11559514
https://www.ncbi.nlm.nih.gov/pubmed/11559514

