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Introduction

Spinopelvic dissociation (SPD) is a rare but severe injury that involves a 
complete separation of the sacroiliac joint from the spine, resulting in significant 
neurologic and musculoskeletal injury. The sacroiliac joint is a large joint that 
connects the sacrum (a triangular bone at the base of the spine) to the ilium (a 
bone in the pelvis). SPD typically occurs as a result of high-energy trauma, such 
as a motor vehicle accident, fall from height, or sports injury. In this article, we will 
discuss the neurologic injury that can result from SPD, its diagnosis, treatment, 
and long-term outcomes.

SPD can result in significant neurologic injury, including spinal cord injury, 
nerve root injury, and cauda equina syndrome. The severity of neurologic injury 
depends on the degree of displacement of the sacrum from the ilium and the 
extent of associated soft tissue injury. In general, neurologic injury is more 
common in patients with complete SPD, in which there is a complete separation 
of the sacrum from the ilium, than in patients with incomplete SPD, in which there 
is a partial separation of the sacrum from the ilium [1].

Description

Spinal cord injury can occur in SPD as a result of compression or stretching of 
the spinal cord or its nerve roots. The severity of spinal cord injury can range from 
mild transient neurologic deficits to complete spinal cord injury with permanent 
paralysis. The level of spinal cord injury depends on the location of the SPD, with 
higher levels of injury associated with more severe neurologic deficits. Nerve root 
injury can occur in SPD as a result of traction or compression of the nerve roots 
as they exit the spinal cord. The severity of nerve root injury depends on the 
degree of displacement of the sacrum from the ilium and the extent of associated 
soft tissue injury. Nerve root injury can result in pain, numbness, and weakness 
in the affected limb.

Cauda equina syndrome is a rare but severe complication of SPD that results 
from compression of the cauda equina (a bundle of nerve roots that extends from 
the lower end of the spinal cord). Cauda equina syndrome can result in severe 
lower extremity weakness, bladder and bowel dysfunction, and loss of sensation 
in the saddle area. The diagnosis of neurologic injury after SPD is based on 
a thorough clinical evaluation, imaging studies, and electrophysiologic testing. 
The initial evaluation should focus on identifying any neurologic deficits, including 
motor weakness, sensory deficits, and bladder or bowel dysfunction [2].

Imaging studies, including X-rays, computed tomography (CT), and 
magnetic resonance imaging (MRI), can help to confirm the diagnosis of SPD 
and identify any associated neurologic injury. Electrophysiologic testing, such 
as electromyography (EMG) and nerve conduction studies (NCS), can help to 
identify the location and severity of nerve root injury. The treatment of neurologic 
injury after SPD depends on the severity and location of the injury and the 

extent of associated soft tissue injury. In general, the goals of treatment are to 
stabilize the SPD, decompress any compressed neural structures, and promote 
neurologic recovery.

The goals of operative treatment are to restore spinal stability, decompress 
any compressed neural structures, and promote neurologic recovery. Spinopelvic 
dissociation (SPD) is a rare but severe injury that involves the disconnection of 
the spine from the pelvis. This injury occurs when the force of a traumatic event 
exceeds the strength of the ligaments and bones that connect the spine to the 
pelvis. SPD can result in significant neurologic injury, including spinal cord injury 
and nerve damage, which can have long-term consequences for patients. In this 
article, we will discuss the neurologic injury that can occur after SPD and its 
management [3].

The neurologic injury that occurs after SPD can be significant and life-
altering. The most common type of neurologic injury is spinal cord injury, which 
can occur due to the stretching or tearing of the spinal cord as a result of the 
dissociation. The severity of the spinal cord injury can vary, depending on the 
degree of dissociation and the force of the trauma. In some cases, the spinal 
cord may be completely severed, resulting in complete paralysis below the level 
of the injury. In other cases, the spinal cord may be partially damaged, resulting 
in partial paralysis, numbness, or tingling in the lower extremities.

In addition to spinal cord injury, SPD can also cause nerve damage, which 
can result in a range of symptoms. Nerve damage can occur due to compression 
or stretching of the nerves that pass through the pelvis or spine. The symptoms 
of nerve damage can include pain, numbness, weakness, and loss of sensation. 
In some cases, nerve damage may be temporary, while in other cases, it 
may be permanent. The management of neurologic injury in SPD requires a 
multidisciplinary approach, involving neurosurgeons, orthopedic surgeons, and 
rehabilitation specialists. The management plan will depend on the severity and 
type of neurologic injury, as well as the patient's overall health and age [4].

The management of spinal cord injury after SPD will depend on the level and 
severity of the injury. In cases of complete spinal cord injury, the patient will require 
immediate surgical intervention to stabilize the spine and prevent further damage. 
The surgical procedure may involve spinal fusion or decompression, depending 
on the specific nature of the injury. In some cases, the patient may require a 
period of immobilization to allow the spine to heal. Nonoperative treatment may 
be appropriate for patients with mild neurologic deficits or incomplete SPD. 
Nonoperative treatment typically involves bed rest, immobilization with a brace 
or cast, and pain management with medications. Operative treatment is typically 
necessary for patients with complete SPD or severe neurologic deficits.

After surgery, the patient will require intensive rehabilitation to help them 
regain as much function as possible. This may involve physical therapy, 
occupational therapy, and other forms of rehabilitation. The patient may also 
require assistive devices, such as a wheelchair or braces, to help them move 
around and maintain independence. Rehabilitation may involve physical therapy, 
occupational therapy, and other forms of therapy, such as speech therapy or 
cognitive therapy. The goal of rehabilitation is to help the patient regain strength [5].

Conclusion

The management of nerve damage after SPD will depend on the location and 
severity of the injury. In some cases, nerve damage may be temporary and may 
resolve on its own over time. In other cases, nerve damage may be permanent, 
and the patient may require ongoing management to manage the symptoms. The 
management of nerve damage may involve pain management, physical therapy, 
and other forms of rehabilitation. In some cases, surgery may be required to 
repair the damaged nerves or relieve compression on the nerves. The patient 

Short Communication
Volume 6:2, 2023

mailto:P.Spencer56@gmail.com


J Brain Res, Volume 6:2, 2023Spencer P.

Page 2 of 2

may also require assistive devices, such as braces or splints, to help them move 
around and maintain independence. Rehabilitation is an essential component 
of the management of neurologic injury in SPD. Rehabilitation aims to help the 
patient regain as much function as possible, and to manage the symptoms of the 
injury. The specific rehabilitation program will depend on the nature and severity 
of the injury, as well as the patient's overall health and age.
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