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Background: Although spinal cord injury is rare in young children, Spinal Cord Injury Without 
Radiological Abnormalities (SCIWORA) represents almost 38% of all spinal cord injuries in children.  
While the mechanism of injury includes high velocity or high impact trauma, anticipatory considerations 
must be made.  Conclusive evaluation and preventative management are discussed. 
 
Case Report: We report a case of a 6 year old male, bicycle vs. motor vehicle, for debridement of a left-
sided axillary laceration and placement of a chest tube for left-sided pneumothorax.  Upon evaluation, the 
child was non-cooperative with questionable ability to follow commands.  He arrived in a cervical collar 
following a needle-thoracotomy for tension pneumothorax in the field.  Initial evaluations revealed no 
intracranial hemorrhage, a large soft tissue hematoma over the left posterior parietal occipital scalp, 
normal CT of the cervical spine, left pneumothorax, left lung atelectasis, left sided rib fractures, and right 
renal contusion.  Prior to operation, the patient was transferred to the PICU. As discussed with surgery, an 
anesthetized thoracic epidural was to be placed for rib pain. Preoperative hemoglobin was 8.5.     

 
In the OR, a rapid sequence induction was performed with in-line stabilization. A left sided chest tube 
was placed and the axillary wound was debrided. After surgery, the anesthetized patient was turned to a 
right lateral decubitus position for placement of a thoracic epidural. Systolic blood pressure decreased 
immediately following positioning. A fluid bolus of 500 ml of LR was administered. The patient’s 
thoracic spine was prepped in a sterile fashion and placement of a thoracic epidural was completed with 
ease in one attempt.  One minor adjust of midline direction was made just after the tip of a two inch 
Touhy needle passed subcutaneously.  No heme was noted, and an aspiration test was negative. An 
epiduralgram verifying placement of the epidural showed “contrast located in the lower thoracic region 
without outlining of the spinal cord or nerve roots”. 

 
In the recovery room the epidural was tested with 1ml of 0.25% bupivacaine with epinephrine.  After 
observation of stable hemodynamics and EKG, the patient was given 4 ml bupivacaine per epidural.   
Pain relief was evident within ten minutes, and the patient was transferred to the PICU, where his epidural 
infusion was begun.  Approximately one hour after the initiation of the epidural infusion, a PICU nurse 
reported lost motor function in the lower extremities.  The epidural was discontinued and the patient re-
evaluated after approximately thirty minutes.  At the time of examination, there was reported return of 
lower extremity motor function, return of rib discomfort, and a new hematocrit of 17.  The epidural was 
restarted with appropriate relief of rib pain.   

 
Eighteen hours after the accident, the patient lost motor function in the lower extremities.  The epidural 
was discontinued and neurosurgical consultation and spine MRI were requested.   The MRI result read 
“there is abnormal signal within the intercanalicular space involving the CSF but without mass lesion or 
cord compression.  The signal in the cord itself is normal.”  Forty-eight hours after the initial trauma, the 
patient had not regained sensation or motor function, with a sensory deficit now progressing to T10.  
Repeat MRI showed “focal central cord edema at T6/T7.  No evidence of cord infarction.  Mild 
prominence of the central canal distal to this focus, without syrinx formation.”   

 
At the time of his discharge, (POD 19), the patient had a T2 sensory deficit.  At one month follow-up, the 
patient had  full sensation above T8 on the right and T6 on the left, absent below those levels.  He was 
noted to have subjectively gained more trunk control, but no motor function was noted in the lower 
extremities. 
 



Discussion: Because spinal cord injuries can be difficult to diagnose, a high level of suspicion must be 
exercised when the mechanism of injury involves high velocity, high impact, or thoracic trauma. 
SCIWORA is a delayed diagnosis in up to 54% of cases. Once initial stabilization and resuscitation is 
complete, frequent neurologic exams should be undertaken and radiologic and neurosurgical consultations 
obtained to evaluate radiologic studies. Neuraxial blockade often can make neurologic exams very 
difficult to interpret.  Thus, careful consideration and discussion with surgeons and family of these facts 
must be considered and accomplished if neuraxial analgesia is requested.  
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