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ABSTRACT
Spinal cord injuries during pregnancy are not frequently
reported in the literature. In the present article, we report a
case of a 20 year pregnant female who sustained a spinal
fracture in a road traffic accident. On examination, there were
no neurological deficits. Imaging findings were suggestive of
an unstable spine fracture which was managed surgically. The
patient made a good recovery.
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INTRODUCTION
Spinal cord injuries during pregnancy are not common
and in literature there is a limited number of publications
which deals with this controversial issue.1-5 The most
common location of spinal fractures during pregnancy
is at the thoracolumbar junction and it has been shown
to associated with systemic osteoporosis during pregnancy.6-8 In present article we report a case of pregnant
female who sustained unstable spinal fracture without
neurological deficits and discuss the controversies in the
management.

CASE REPORT
A 20 year female presented to the hospital six hours after
the road traffic accident. She was hit by a lorry while
she was crossing the road. Since the time of accident she
was complaining of back pain localized over the lower
dorsal region. The pain was increased by body movements. There was a history of loss of consciousness for
ten minutes. She was complaining of pain and paresthesia
in lower limbs. There was no history of limb weakness
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or bowel, bladder disturbances. There was no history of
vomiting, seizures or ear, nose, throat (ENT) bleed. There
was history of 12 weeks of amenorrhea. She underwent
a lower segment caesarian section two years back and
had one healthy male child. Her general and systemic
examination was unremarkable. She was conscious, alert
and oriented to time place and person. Motor and sensory
examination were normal. Deep and superficial reflexes
were normally present. Local examination revealed tenderness over dorso-lumbar spinal region. Ultrasound of
the abdomen showed was normal and showed a live fetus
with good cardiac activity. Magnetic resonance imaging
(MRI) was performed, and it showed anterior wedging of
D11 and D12 vertebrae, with heterogeneous signal intensity. Wedging is more pronounced in D12 vertebrae with
convex posterior bulge causing severe anterior thecal sac
narrowing and cord indentation, terminal spinal cord at
this level is showing T2 hyperintensities suggestive of
cord edema (Fig. 1). In view of the spinal instability the
patient was planned for spinal stabilization and counseled accordingly. She underwent a posterior approach
and D11-L1 pedicle screws and rod fixation (Fig. 2). She
was exposed to minimum possible radiation, and a lead
shield cover was provided to protect the fetus. The patient
recovered well without any residual neurological deficits
and doing well at follow up. She was started on iron and
folic supplementation. Followed-up ultrasound of the
fetus was normal as per of the age of the fetus.

DISCUSSION
It has been estimated that the incidence of accidental
injuries range from 6 to 7 % of all pregnant patients9
and vehicular motor accidents are the being the leading
cause of this serious blunt trauma in pregnancy. 9, 10 These
injuries can be the cause of increased trauma-related
fetal mortality. 11In a pregnant female who present with
the suspected history of trauma, the investigations are
directed to assess the injuries sustained by mother and
to assess the fetal well-being. Focused assessment with
sonography for trauma (FAST) can easily be performed as
the initial investigation in the emergency room12 which
can be followed by details ultrasonography to as certain
gestational age and fetal well-being, fetal cardiac activity,
the volume of amniotic fluid and integrity of placenta
and amniotic membranes.13,14 Where there is suspicion
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of spinal cord injury MRI is the investigation of choice
as it is useful for obtaining detailed information on soft
tissue structures and the spinal cord.15
The management of female patients who sustain
spinal trauma during pregnancy is comprised of a
multidisciplinary approach and follows the standard
protocol, i.e., initial assessment, resuscitation, and management prioritizing towards mother and the fetus as
well.16 The interdisciplinary team include neurosurgeon,
emergency medicine physicians, trauma surgeons, obstetricians, neonatologists, and the well-trained nursing
staff.16 Apart from the addressing the obstetrical issues
(assessment of the gestational age, monitoring the fetal
activity, maintenance of uterine blood circulation, risk
of radiation exposure, medicational use, and decisions
to continue pregnancy or if it is near term to perform
caesarean delivery)16 the team should be able take care
of the spinal cord injuries.
While it comes to the management of spinal injuries,
if there are no neurological deficits or spinal instability
these patients can be managed conservatively. 6 However,
if there is neurological involvement, an early surgery is
recommended as it will enhance the chances of neurological recovery and help to prevent further injury due
to spinal instability.17,18 There are case reports which supports that the spinal cord injuries can be managed surgically (spinal decompression and instrumentation) with
relatively good maternal and fetal outcome.1,19 Radiation
exposure to the fetus is a major concern during as the
patient will need support of image intensifier to place
screws and rods, thus great care is required to reduce
the radiation exposure to the minimum.1 Radiation exposure during the first trimester of pregnancy can result in
teratogenic effects.20 Although the fetus is sensitive to the
effects of radiation during eighth to the fifteenth week
of gestation on the central nervous system, however, the
exposure needs to high.20
Patients who sustain spinal injuries (whether managed
conservatively or undergo neurosurgical intervention)
and wish to continue with pregnancy are at a greater
risk to develop complications and needs regular follow
up and close monitoring.1,21 However these patients are at
greater risk to develop pregnancy-related complications
(spontaneous abortion, fetal malformation, premature
delivery and premature detachment of the placenta).21
In addition these patients (particularly with neurological deficits) are prone to develop repeated urinary tract
infections, anemia, and unattended delivery, bed sores
and lower limb deep vein thrombosis (with increased
risk of pulmonary thromboembolism).21, 22
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CONCLUSION
In patients with complete spinal cord injury, uneventfully progression of the pregnancy with normal vaginal
delivery and a healthy term newborn has been reported.1
However for a favorable maternal and fetal outcome, a
close co-operation between multidisciplinary team and
mothers education all important for a good pregnancy
outcome.1,23

Fig. 1: Sagittal T2 weighted MRI image showing anterior
wedging of D11 and D12 vertebrae, with heterogeneous signal
intensity. Wedging is more pronounced in D12 vertebrae with
convex posterior bulge causing severe anterior thecal sac narrowing and cord indentation, terminal spinal cord at this level is
showing T2 hyper intensities suggestive of cord edema.

Fig. 2 (A) and (B) Post-operative radiographs showing screws
and rods in position
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