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INTRODUCTION

Autonomic dysreflexia (also known as autonomic
hyperreflexia) is an acute medical emergency demanding
immediate and decisive management (Adsit and Bishop,
1995; Padhiar and Bristow, 1995). It occurs in 65-80% of
people with quadriplegia and paraplegia at or above a
neurological level of T6 (Lee et al, 1995; Bashford, 1997).
However, it has also been reported in patients with injury as
low as T10 (Comarr and Eltorai, 1997). Autonomic
dysreflexia causes extreme hypertension that can lead to
death from cardiac dysfunction or a stroke (Comarr and
Eltorai, 1997). While autonomic dysreflexia typically
presents within the first year following spinal injury, it’s
initial occurrence has been reported up to thirteen years
after spinal damage (Comarr and Eltorai, 1997). Although
the condition was first described in 1860 (Lee et al, 1995;
Comarr and Eltorai, 1997), autonomic dysreflexia is still a
relatively unknown medical condition resulting in frequent
misdiagnosis (Lundqvist et al, 1991; Bashford, 1997) and
mismanagement (Erikson, 1980; Howlett and Stevens, 1985).

PHYSIOLOGY OF AUTONOMIC DYSREFLEXIA

The autonomic nervous system consists of the sympathetic
and parasympathetic components. The sympathetic nervous
system is responsible for the ‘fight, flight, fright’ reactions
of the body, whereas the parasympathetic nervous system
is more concerned with homeostasis. Normally the two
systems work together providing each other with feedback
in order to maintain ideal body function.

The sympathetic nervous system can conduct information
from the body’s periphery back to the central nervous
system via the sympathetic tract. The sympathetic tract lies
lateral to the spinal column and remains complete even
after spinal cord injury. The sympathetic nervous system is
responsible for the body’s response to painful stimuli. In
people with spinal cord injury pain receptors are lost below
the level of severance because of disruption to the sensory
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ABSTRACT

Autonomic dysreflexia is an acute, life threatening, medical
emergency, usually occurring in people with spinal cord
injury at or above the level of T6. After spinal injury, the
body’s autonomic nervous system becomes fragmented,
with consequential alterations in neurological function. While
the sympathetic component remains patent throughout the
body, the parasympathetic nervous system is only functional
above the level of spinal cord injury. As a result, when the
spinal cord injured person experiences noxious stimuli
below the level of their spinal injury, the overwhelming,
unchallenged, sympathetic activity is evidenced by pilomotor
erection (goose bumps), chills and pallor. However, above
the level of spinal injury the body responds
parasympathetical ly,  characterised by extreme
hypertension, pounding headache, sweating and anxiety.
Without intervention at this stage, the person may die. The
most effective treatment is to remove the noxious stimuli.
Autonomic dysreflexia is most frequently triggered by
urogenital and rectal problems, however ingrown toenails
are also a well documented cause. Podiatrists may both
inflict and treat the nociceptive stimuli initiating an episode
of autonomic dysreflexia and should therefore by aware of
the clinical signs and symptoms that this condition may
present.


