
of a condom catheter in men or a permanent indwelling catheter.
Surgical options include the creation of an artificial bladder by
isolating a segment of intestine that can be catheterized
intermittently (enterocystoplasty) or can drain continuously to an
external appliance (urinary conduit). Bladder areflexia due to acute
spinal shock or conus lesions is best treated by catheterization.
Bowel regimens and disimpaction are necessary in most patients to
ensure at least biweekly evacuation and avoid colonic distention or
obstruction.

Patients with acute cord injury are at risk for venous thrombosis
and pulmonary embolism. Use of calf-compression devices and
anticoagulation with low-molecular-weight heparin are
recommended. In cases of persistent paralysis, anticoagulation
should probably be continued for 3 months.

Prophylaxis against decubitus ulcers should involve frequent
changes in position in a chair or bed, the use of special mattresses,
and cushioning of areas where pressure sores often develop, such
as the sacral prominence and heels. Early treatment of ulcers with
careful cleansing, surgical or enzyme debridement of necrotic tissue,
and appropriate dressing and drainage may prevent infection of
adjacent soft tissue or bone.

Spasticity is aided by stretching exercises to maintain mobility of
joints. Drug treatment is effective but may result in reduced function,
as some patients depend on spasticity as an aid to stand, transfer, or
walk. Baclofen (up to 240 mg/d in divided doses) is effective; it acts
by facilitating γ-aminobutyric acid–mediated inhibition of motor reflex
arcs. Diazepam acts by a similar mechanism and is useful for leg
spasms that interrupt sleep (2–4 mg at bedtime). Tizanidine (2–8 mg
tid), an α2 adrenergic agonist that increases presynaptic inhibition of
motor neurons, is another option. For nonambulatory patients, the
direct muscle inhibitor dantrolene (25–100 mg qid) may be used, but
it is potentially hepatotoxic. In refractory cases, intrathecal baclofen
administered via an implanted pump, botulinum toxin injections, or
dorsal rhizotomy may be required to control spasticity.

Despite the loss of sensory function, many patients with spinal
cord injury experience chronic pain sufficient to diminish their quality
of life. Randomized controlled studies indicate that gabapentin or


