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Abbreviations

CNS= central nervous system.
CSF=cerebrospinal fluid.

CT= computerized tomography.
CSI=Cervical Spine Injuries.

MRI=: magnetic resonant image.

LCT = lateral corticospinal tract.

ACT = anterior corticospinal tract.

PC = posterior column.

STT = spinothalamic tract .

NASCIS = National Acute Spinal Cord Injury Study.
PMMA = Poly Methyl Meth Acrylate cement.
pp = pinprick.

temp = temperature.

vs = vibration sense.

Jps = joint position sense.

It = light touch.
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Introduction

Cervical spine is classified as upper cervical spine C1 and C2, and Lower cervical
spine C3 to C7.

(Nightgale et al., 2002)

The yearly incidence of the spinal cord trauma ranges from 28 to 50
patients per million people. There are approximately 10000 new cases
occurring each year .

An increase in prevalence during the past decade has been attributed
mainly to enhanced longevity of spinal injuried patients. Increased
survivorship as well as improvement in the neurological outcome have been
attributed to enhanced medical, surgical and pre-hospital care.

(Wilkins , 2005)

The most important factor associated with the genesis of significant cervical injury is
the concomitant occurrence of a serious head or trunk injury .

(Eismont et al., 2004)

Optimal treatment of patient with cervical injury relies on an accurate

radiological assessment of the traumatic lesions with respect to existing
abnormalities and the underlying mechanism of injury.

(Bachetal .,2001)
Cervical spine injuries are frequently associated with compressive damage

to neural tissue and consequently poor clinical outcomes. Neurological
injury typically occurs from disc, ligamentous or bony occlusion of the
spinal canal and intervertebral foraminal spaces dynamically during an
injury event or with abnormal alignment and position after the injury event .

(Nuckley et al., 2002)



Cervical traction creates a longitudinal pull along the cervical spine which reduces

deformity, restores normal anatomic alignment and provides stabilization.
There are essentially three methods of applying cervical traction; the head
halter ,cranial tongs and the hallo ring .
(Wilkins, 2005)
In contrast to the thoraco-lumbar spine, the cervical spine beers a lower
biomechanical load and therefore, anterior stabilization of a fracture is a
definitive procedure of a majority of cases. What remains the matter of
choice is screw fixation of the body of the vertebra involved.
(Stulik et al., 2003)



Aim of the study

To review the incidence, diagnosis and management of lower

cervical injury.



Development

At birth most vertebrae are composed of three bony regions: the body and two
lateral masses, which will constitute the neural arch, these regions correspond to three
initial centers of ossification that are joined by hyaline cartilage .The point of union
between the body and the arch (pedicles) is known as the neurocentral synchondrosis.

This synchondrosis may persist for several years.

In the cervical vertebrae, the lateral ossification centers form a greater amount of the
body than they do in the vertebrae of other regions .The fifth, sixth, and seventh
cervical vertebrae have additional ossification centers for the costal processes, In the
remaining cervical vertebrae, the costal processes ossify by growth of the lateral
ossification centers. If the costal processes of the seventh cervical vertebrae remain

separate, they will develop into cervical ribs. (Snell,2001)

FORMATION OF THE VERTEBRAE FROM SCLEROTOMES :

During the 4" week of development, cells of the sclerotomes shift their position to
surround both the spinal cord and notochord. This positional change is effected by
differential growth of the surrounding structures and not by active migration of the
sclerotomal cells. This mesenchymal column retains traces of its segmental origin as
the sclerotomic blocks are separated by less dense areas containing intersegmental

arteries.

During further development, the caudal portion of each sclerotomal segment
proliferates extensively and condenses. This proliferation is, so extensive that it
proceeds into the subjacent intersegmental tissue and binds the caudal half of one

sclerotome to the cephalic half of the subjacent sclerotome. Hence, by incorporation of



