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Causes of Fracture of Th-L Spine

Forces which tend to flex the spine ± rotation

1- Falling from a height
2- Motor car accidents
3- Blows across the back e.g. in 
mining



1- Stable

Stable and Unstable fractures

The vertebral column will not be displaced 
by normal movements

2- Unstable
Significant risk of displacement  and 
consequent damage or further damage to 
the neural tissue



Three Column Theory

Anterior Column Middle Column



McAfee Classification
1- Wedge Compression Fracture

-Results from forward 
flexion.
-Isolated failure of anterior 
column.
-Stable
-No neurological deficit



1- Wedge Compression Fracture



2- Burst Fracture  (L1)

Axial compression

CT

Tomography



3- Chance Fracture
Failure of both the posterior and middle columns 

under tension forces 

Through the bone



4- Flexion Distraction Fractures

*Ant. Column fails in compression (wedged)
*Middle and post. Columns failed in tension
*Severely unstable



5- Translational Fracture



Clinical Picture
- Adult with major trauma or elderly with minor 
trauma.
- Acute pain at fracture site, often with radiation 
due to nerve  root irritation.
- Severe tendereness, muscle spasm, and sometimes 
ecchymosis.
- Angulation.
- Associated injuries
-Traumatic paraplegia



1- Neurological deficit: 70% of spinal cord injury
are due to trauma

2- Bowel and bladder complications 
3- DVT and pulmonary embolism
4- Spinal deformity either scoliosis or kyphosis
5- Bed sores
6- Pneumonia 

Complications



A: absent motor and sensory function

B: sensation present, motor function absent

C: sensation present, motor function present but 
not useful  (gd 2-3/5)

D: sensation present, motor function active and useful 
( gd 4-5/5)

E: normal motor and sensory function

Frankel Classification of Neurological Deficits 



1- Plain radiographs AP and lat views
2- Myelography
3- Tomography
4- CT scan and CT Myelography
5- MRI

Imaging Studies



Treatment
I. First Aid Measures:

1- When fracture spine 
is suspected the patient 
must be handled as one 
segment

2- Avoid unnecessary 
movements.
3- Transport the patient 
on a stretcher.
4- Treatment of associated 
injuries.
5- Anti-shock measures



Treatment
I. Conservative:

Method
1- Bed rest
2- Plaster Jacket
3- Corset

Indications 
1- Stable fractures
2- No neurological 
deficit.
3- Neurological deficit 
not due to spinal cord 
compression



II. Operative

Principles of 
Surgery:
1-Decompression
2- Restoration of 
alignment
3- Fixation

Indications of 
Surgery:
1- Spinal Instability
2- Neurological deficit 
due to compression
•Incomplete: hoping 
for improvement
•Complete: for easy 
rehabilitation



1- Posterior Surgery

2- Anterior Surgery



1- Steroids: methylprednisolone as a bolus (30 
mg/kg body weight) followed by infusion (5.4 
mg/kg/hr) for 23 hours. Patients with an acute 
spinal cord injury treated within the first 8 
hours following the accident appear to respond 
best. 
2- Mobilization in bed
3- Prevention of joint deformity
4- Care of the bladder
5- Bowel enemata
6- Rehabilitation

Treatment of Traumatic Paraplegia



1- Spine is formed of three columns
2- Any patient with major injury must be 
examined for a possible fracture spine.
3- Any patient with suspected spinal 
fracture must be handled as one segment.
4- Indications for operation are 
neurological deficit and unstable fracture.

Remember…..


