Epidemiology and Classification



Epidemiology of thoracolumbar
Injuries |.

* Incidence of spinal Injuries Is c.a.
64/100,000 population/year

» Thoracolumbar fractures are more frequent
In men, and the peak Incidence is observed
between 20 and 40 years

e Thoracic and lumbar fractures account for
30% to 60% of all spinal injuries



Epidemiology of thoracolumbar
injuries II.

» Among the thoracolumbar injuries: 50% In the
transitional zone (T11-L2), 35% in the thoracic
spine and 15% in the lower lumbar spine and
sacrum

« Multi-level spinal fractures are present in 20% of
spinal Iinjury patients

« Incidence of neurological deficit ranged from
22% to 51% depending on the fracture type
(22% in type A, 28% in type B and 51% in type
C fractures, according to the AO classification)
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Bohler 1930

Importance of injury mechanism

Determines proper reduction maneuver

Evaluated fractures using:

Plain X-rays, anatomic dissection of fatalities
6 types of spinal fractures included in system

Compression
Flexion
Extension
|_ateral flexion
Shear
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Morphologic Classification
Stable vs. Unstable

Nicoll 49

« Based on review of 152 coal miners
» Recognized importance of posterior ligaments

» 4 fracture types:
— Stable = post ligaments Intact
— Unstable = post elements disrupted






Mechanistic Classification
AO

e Review of 1445 cases (Magerl, Gertzbein et al. European
Spine Journal 1994)

« Based on direction of injury force

« 3 types,53 injury patterns
— Type A - Compression
— Type B - Distraction Increasing severity

— Type C - Rotational




Fig. 4.1 Essential characteristics of the three injury types

a Type A, compression injury of the anterior column

b Type B, two-column injury with either posterior or anteri-
or transverse disruption

¢ Type C, two-column injury with rotation




TLICS

3 independent predictors
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Actual AO classification

« Simplify old AO classification

» Merging old AO classification with TLICS
(posterior tension band!)



Actual AO classification:
Compression injuries (A)
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Actual AO classification: Neurology and
Modifiers (better communicate or describe
Injuries e.g. in ER)

Neurologic injury Modifiers
Neurologic status at the moment of admission should be There are two modifiers, which can be used
scored according to the following scheme: in addition to ad 1 and 2:

m Neurologically intact This modifier is used to designate fractures with an indeterminate
injury to the tension band based on spinal imaging with or

n Transient neurologic deficit, which is no longer present without MRI. This modifier is important for designating those
injuries with stable injuries from a bony standpoint for which

m Radicular symptoms Iigam'ent_ous'insufﬁcie.ency may help determine whether operative
stabilization is a consideration.
m Iictroniets el o ok e dopree O L ealins i Is used to designate a patient-specific comorbidity, which might
_ y argue either for or against surgery for patients with relative
Complete spinal cord injury surgical indications. Examples of an M2 modifier include

ankylosing spondylitis or burns affecting the skin overlying the
m Neurologic status is unknown due to sedation or head injury injured spine.
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B1. Transosseous tension
band disruption /
Chance fracture




B2 distraction injury (ligamentous)

B2. Posterior tension
band disruption




B3 - Th.IV-Th.V disc rupture
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