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Spinal Cord Injury—an Unusual Presentation for
Advanced Asymptomatic Ankylosing Spondylitis

Khalil Ahmad', Sumeera Matee', Saeed Bin Ayazz, Hussain Rashid Thsan’

Abstract-

Purpose: Ankylosing spondylitis affects the axial skeleton over many years, predisposing to osteoporosis
and subsequent fractures. However, very rarely, it can be incidentally discovered in spinal cord injury

cases.

Case Report: A 44-year-old male veteran who had previously been well and asymptomatic presented with
paraparesis secondary to fractured dorsal vertebrae 10 and 11, following fall from a height. He had
been referred to our institute for rehabilitation after surgical fixation of his vertebral fractures. X-rays

of his spine, done after the injury brought to light the incidental finding of advanced ankylosing

spondylitis.

Conclusion: Ankylosing spondylitis can be asymptomatic in a minority of patients, highlighting the
importance of keeping a high index of suspicion, especially in patients presenting with vertebral
fractures with/without spinal cord injury following relatively minor trauma.
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INTRODUCTION

Ankylosing spondylitis (AS) is a chronic inflam-
matory rheumatic disease that predominantly affects
the vertebral column and sacroiliac joints. This disease
presents with insidious onset low back pain and stiffness
that improves with exercise and gets worse in the morning
or with inactivity . Enthesopathic lesions and peripheral
joint involvement occur in 30-50% of all patients ‘.
Generalized symptoms that may accompany the primary
complaints are fatigue, fever and weight loss, which may
occur during periods of active disease . In a minority
of patients, the disease may be silent and is discovered

incidentally . Presentation with spinal cord injury (SCI)
in asymptomatic individuals is a rare occurrence and has
never been reported from Pakistan. We present here the
case of an individual who presented with SCI secondary to
vertebral fracture following trauma and was incidentally
found to have AS as the primary predisposing factor.

CASE PRESENTATION

A 44-year-old matriculate veteran had developed
weakness in his legs after fall from a height, six feet from
ground in April 2014. He was evaluated in the spinal
surgery department of a Military Hospital where his
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radiographs revealed fractures of dorsal vertebrae 10 and
11 along with fractures of adjoining ribs. Another finding
that was picked up incidentally was the bambooing of
the spine and bilateral sacroilitis raising a suspicion of
underlying AS (Fig.1). He also had left sided hemo-thorax
due to the accompanying rib fractures, which mandated
chest intubation. Posterior spinal fixation was done for
the fractured vertebrae (Fig.1) and after removal of chest
tube and for further stabilization; he was transferred to our
institute for comprehensive rehabilitation approximately
one month after the injury.

On presenting to us, he was unable to stand but was
continent for bowel and bladder and partially independent
in self-care activities. He complained of low backache
and burning in his legs. He denied any family history of
chronic back ache. On examination, his vitals were stable.
He had a spasticity of grade-2 according to Modified
Ashworth Scale in lower limbs. The power in his upper
and lower limbs was 5/5 according to Medical Research

Council Scale ®

except in iliopsoas, which possessed a
power of 4/5. Reflexes were brisk, plantars were upgoing
bilaterally and anal tone was intact. The sensations for
fine touch and pinprick were normal. He was diagnosed to
have SCI at the level of T,, with American Spinal Injury
Association Impairment Score (AIS) D . Rest of the
examination was unremarkable.

His baseline laboratory investigations and chest x-ray
for lung fields were normal. Serum rheumatoid factor and

C-reactive protein were negative. The human leucocyte

Figure 1. X-ray of the dorsolumbar spine showing
bambooing of the spine and posterior spinal
fixation for the fractured vertebrae
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antigen (HLA)-B,, was positive. His magnetic resonance
imaging (MRI) showed a central collapse of DV, and
DV,, and anterior wedging of DV, and DV, causing an
indentation upon the thecal sac and compression on the
cord. (Fig. 2) There was a cut-off of the cerebrospinal
fluid column at the same level. His serum D-dimers were
significantly raised (>800 <1200 ng/ml; normal: <200
ng/ml). Venous Doppler ultrasonography showed partial
thrombosis in left popliteal vein with sluggish blood flow.

The patient was started on enoxaparin 30 mg
subcutaneously twice daily, pregabalin 50 mg twice
daily, acetaminophen 650 mg + orphenadrine 50mg twice
daily, omeprazole 20 mg once daily and mecobalamin
500 microgram thrice daily. As soon as his deep venous
thrombosis settled and D-dimers returned to normal,
electrical muscle stimulation (EMS) to iliopsoas and
glutei, range of motion exercises to upper and lower
limbs, stretching exercises of iliopsoas, glutei and tibialis
anterior, strengthening of quadriceps, ankle dorsiflexors
and extensor hallucis longus and gradual physiological
standing were commenced. At the completion of his
treatment, his pain had reduced to a bearable intensity and
he was ambulating without support.

. \‘ r -
Figure 2. Magnetic resonance imaging of dorsolumbar
spine showing a central collapse of DV, and DV,
and anterior wedging of DV, and DV, causing an

indentation upon the thecal sac and compression
on the cord.
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DISCUSSION

The term “Ankylosing spondylitis” is derived from
Greek (“ankylos" meaning “fused” and “spondylos”
meaning “vertebra”). It is a chronic inflammatory disease
of the axial skeleton, with variable involvement of the
peripheral joints and non-articular structures . Overtime
the disease process produces extensive remodeling of the
spine and makes it more fixed, brittle and osteoporotic
©® The spine becomes prone to fractures, even after
minor trauma . The altered biomechanics as well as a
variable degree of peripheral joint arthritis exacerbate
gait unsteadiness, increasing susceptibility to falls. Loss
of support due to ossification of supportive soft tissues
predisposes to displacement of fractured vertebrae, which
may result in neurologic deficits .

The percentage of patients developing neurological
deficits in AS is quite high. A systematic review of the
literature, evaluating ninety-three studies revealed that
67.2% of AS patients with vertebral fractures had a
neurologic deficit at the time of admission ranging from
AIS-A to AIS-D . Compared to previously healthy
individuals, amongst whom only 0.08% of the patients had
a decline in spinal cord function after sustaining traumatic
spinal fractures, this percentage was alarmingly high "".

The spinal fractures in AS should preferably be
stabilized surgically. If a definite stabilization method is
not available for such patients, transfer and manipulation
should proceed with maximum caution. Surgical
treatment improves neurological status better than
conservative treatment but the mortality rate and the
clinical outcome are considerably worse as compared to
the general trauma population "”. After stabilization of
the spine, the subsequent management should be inter-
disciplinary with spinal surgeon, rheumatologist and
physiatrist being the essential components of the team.
Comprehensive rehabilitation strategy includes control of
pain and stiffness, treating and preventing extra-skeletal
manifestations, maintaining function and finally improving
the quality of life.

In conclusion, AS is a disease with myriad clinical
presentations. It can be asymptomatic in a minority of
patients, highlighting the importance of keeping a high
index of suspicion, especially in patients presenting with
vertebral fractures following relatively minor trauma.
The fractures should preferably be stabilized surgically
and rehabilitation must follow the surgery to achieve
maximum independence in life activities.
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