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Case Report

Surgical Stabilization in Unstable Vertebral Fractures
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1. Introduction
Spinal fractures of the thoracolumbar segment have experienced a high incidence in current medical practice, in the
majority of patients it is due to falls in height, traffic accidents and direct traumatisms; affect young population
groups in full physical and mental conditions [1-3]. In the developed countries that have reached great scientific and
technical advances, the risky work of man has been replaced by machines, so that the frequency of falls of heights
has diminished and car accidents predominate, this is not the case in the underdeveloped countries [4, 5]. Traumatic
spinal injuries constitute a serious biosychosocial problem, because the trauma caused by this injury left the patient
paraplegic, at the expense of the complications of bed rest and social support [6]. Due to the high morbidity of these
lesions many scientists tried the knowledge and proper treatment. The causes of the irreversibility of the
neurological lesion caused by this disease are unknown [7, 8]. In the 20th century, large sums of money were
allocated for the study and treatment of these injuries. Large surgeons such as Harrintong, Luque, Roy Camile,
among others, designed several surgical methods for the reduction and stabilization of these fractures, stabilization
systems were created with bars, segmentaries, sublaminar wires and recently the transpedicular screws, with
increasingly biocompatible materials like titanium, the latter extremely expensive and the acquisition by poor
countries is impossible [9-13].

The latest studies have shown that the way to achieve some degree of neurological recovery is making a diagnosis
and treatment as urgent as possible. Early decompression criteria in traumatic spinal injuries are well demonstrated,
as well as surgical stabilization in unstable vertebral fractures. This allows to avoid post-traumatic spinal cord
ascending edema and prolonged spinal or root ischemia, which causes dysfunction or blockage of motor or sensory
transmissions through the medullary cords by vascular or neurochemical changes, which is known as secondary
injuries of the trauma [12]. In addition, stabilizing the spine correcting as close as possible to its physiological
Journal of Spine Research and Surgery

29

J Spine Res Surg 2019; 1 (1): 029-032

DOI: 10.26502/fjsrs005

curves, allows it to fulfill its load and spinal protection functions. The anatomical characteristics of the
thoracolumbar vertebral segment, and the existence of a change from an area with little mobility to another with
greater movement, make it more vulnerable to traumatic injuries. The highest incidence of vertebral involvement in
this series was in T12-L1, which supports what has been said and also coincides with that reviewed in other articles
[13, 14].

2. Clinical Case
Patient suffering vertebral fracture after precipitation in the MRI (Figure 1), you can see the occupation of the
Lumbar spine of more than 80%. The patient did not present neurological focality. Under general anesthesia, a
minimally invasive percutaneous surgery was performed. In the X-rays and CT-Scan (Figures 2, 3), the alignment of
the spine can be observed, after the surgery the patient began walking, being discharged 5 days after the surgery.

Figure 1: RMI-It shows the vertebral fracture with the occupation of the Lumbar Spine.

Figure 2: X-rays The vertebral fixation is shown with minimally invasive surgery.

Figure 3: CT Scan: Perfect alignment of the lumbar spine.
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3. Discussion
We agree with Cain, [13] in which confirmation of the diagnosis of these fractures is made with simple radiographs
in A-P and lateral views, CT and nuclear magnetic resonance make it possible to specify details of this injury and
include the degree of compression of the nerve structures. Thoracolumbar spinal fractures are clinically
characterized by presenting a history of trauma, usually due to falls from heights, although occasionally they occur
due to automobile accidents also of high intensity [13, 14]. The falls of fruit trees are observed very often, because
our economy is mainly agricultural. Many authors state that patients go to the body of the guard, usually on
stretchers, physical examination shows the ecchymosis and increased volume at the level of the injured vertebrae,
spontaneous pain that is exacerbated by the movements and palpation, exquisite pain in the processes of said
vertebrae may or may not radiate to one or both lower limbs [13]. Many authors report that when these fractures
cause neurological damage by compression of the nervous structures they contain, they are added to the clinical
picture. The most severe neurological defect is called paraplegia (grade A of the ASIA scale) [14, 15].

As documented in the literature reviewed, men [16] continue to contribute the most cases, which is due to the fact
that they are more exposed to accidents due to the tasks they usually perform. In terms of age, the average figures
are quite similar and are given to be the most active age of life [17, 18]. If urgent measures are not taken with these
patients, that is to say, if the diagnosis is not made early and the vertebral fracture is unstable, it may reach a
neurological injury due to a sudden movement. If there is, from the beginning, the diagnosis of the neurological
lesion, the treatment must be intensive and early from the medical point of view as surgical, since the longer the
nerve structures are compressed, the greater the tissue ischemia and the more irreversible the neurological damage
[19, 20].

4. Conclusion
Surgeons defend the idea that in all unstable thoracolumbar spine injuries, although there are no neurological
injuries, surgical treatment should be performed as soon as possible to avoid the complications of bedding and thus
reduce their morbidity and mortality.
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