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Clinical features and prognosis of COVID-19/SARS-CoV-2
infections in persons with spinal cord injury: a review of current
literature
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STUDY DESIGN: Focused literature review.
OBJECTIVES: Objective of the study was to perform a literature search and summarise the clinical features and prognosis of
persons with spinal cord injury (SCI) infected with COVID-19 from the published articles.
SETTING: India.
METHODS: PubMed, CENTRAL and MEDLINE were systematically searched using specific keywords. The study assessed
2747 scientific studies involving COVID-19 and SCI for possible inclusion in a meta-analysis of SCI and SARS-COV-2. Studies involving
persons with SCI who were tested positive for severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) in the nasopharyngeal
or throat swab polymerase chain reaction were included.
RESULTS: Out of 2747 articles, 11 articles (206 participants), including six case reports, were included in this review. Fever was the
most frequently observed symptom of COVID-19 infection in the SCI population. C-reactive protein (CRP) and lymphocytopenia
were common abnormal laboratory parameters. The most common radiological finding in COVID-19 infection was ground glass
opacities in lung fields. Prophylactic/therapeutic anticoagulation was given in a significant number of SCI persons infected with
COVID-19. Persons with SCI who were diagnosed early showed good outcomes.
CONCLUSIONS: Based on the few studies published on COVID-19 and SCI populations since 2019, this study determined fever,
elevated CRP, lymphocytopenia and ground glass opacities, which indicated inflammation, compromised immune response, and
lung edema, as the main clinical features of COVID-19 infection in SCI population. Though COVID-19 infection reported an increased
number of deaths in few studies, a significant number of SCI populations with positive RT-PCR were treated successfully and
discharged at home.

Spinal Cord Series and Cases           (2021) 7:58 ; https://doi.org/10.1038/s41394-021-00420-7

INTRODUCTION
The coronavirus disease-2019 (COVID-19) is a serious health
concern caused by a novel virus named severe acute respiratory
syndrome coronavirus-2 (SARS-CoV-2) [1]. At the time of the
drafting of this review, more than 220 countries and 76,382,044
persons around the world have been diagnosed with COVID-19,
and 1,702,128 persons have died from it [2]. SARS-CoV-2 was first
reported in December 2019 in Wuhan municipality, China [3]. The
World Health Organization declared this COVID-19/SARS-CoV-2
disease as pandemic on March 11, 2020 [2].
Though SARS-CoV-2 is a respiratory disease, studies have shown

it can affect multiple organs and cause systemic diseases and
blood coagulation disorders. Risk factors for severe illness in
COVID-19 infection are not yet completely clear, although male
gender, older persons, and those with a higher number of
comorbid medical conditions appear to be at high risk for
developing severe illness [4–6].
Persons with spinal cord injury (SCI) of any duration of injury

(acute versus chronic) are at increased risk of developing

respiratory complications [7]. Studies [8–15] have shown that
hypertension (HTN) (prevalence in SCI, 25.9%) [9], diabetes
(prevalence in SCI, 20%) [9, 10, 15], coronary artery disease
(prevalence in SCI, 64%) [14, 16], overweight/obesity (prevalence
in SCI, 83%) [9], urinary infections (incidence in SCI, 20%) [17] and
thromboembolic disorders (incidence in SCI, 3–12%) [13] are
common comorbidities in persons with chronic SCI, and are also
recognised to increase the risk of COVID-19 infection [18]. In
addition to that, due to noradrenergic over-activation and excess
glucocorticoid release, persons with SCI may have systemic
immunosuppression, which can further contribute to COVID-19
infection [19, 20].
Much has been documented in the literature regarding the

clinical presentations and impact of the SARS-CoV-2 virus on the
general population. However, the quantum of articles and
research related to the persons with SCI during this pandemic at
the time of this review is woefully low compared to the others.
This article aims to segregate the relevant publications related to
COVID-19 specific to the SCI and to provide a synopsis of the
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information regarding their presenting symptoms and clinical
course published or known to date. It is hoped that this article will
help physicians and health care workers to get an objective idea
of what is being done or is needed for taking care of the persons
with SCI during this pandemic.

METHODS
Search strategy
We searched on PubMed, CENTRAL and MEDLINE with a strategy
“Coronavirus”[MeSH] OR coronavirus[tiab] OR SARS-Cov-2[tiab] OR
COVID-19[tiab] AND “Spinal cord Injury”[MeSH] OR “SCI”[MeSH] OR
“Paraplegia”[MeSH] OR “Paraparesis”[MeSH] OR “Tetraplegia”[MeSH] OR
“Tetraparesis” [MeSH] OR “Quadriplegia”[MeSH] OR “Quadriparesis”
[MeSH] OR “spinal cord injury” [tiab] OR “SCI” [tiab] OR “paraplegia” [tiab]
OR “tetraplegia” [tiab] OR “quadriplegia” [tiab], which revealed total of
2747 articles. The authors assessed the titles and abstracts of each article
for screening and inclusion. Articles evaluating COVID-19 infections in
persons with SCI were reviewed in full text. We also searched manually and
reviewed relevant references in of identified articles.

Inclusion criteria and study selection
Studies were deemed eligible for inclusion if they (1) were observational
studies or case series, or case reports; (2) were confirmed with reverse
transcriptase-polymerase chain reaction (RT-PCR) on nasal exudate or
sputum sample; (3) were on persons with SCI due to any aetiology;
(4) reported clearly regarding either clinical features, complications and
or outcomes. Correspondences or letters which were fulfilling the
aforementioned criteria were included in this review.
The exclusion criteria were as follows: (1) duplicate studies; (2)

abstract-only studies; (3) meta-analyses, review articles, consensus
documents, comments, opinion articles and letters not presenting the
original data; (4) publications with suspected COVID-19 cases but not
confirmed with RT-PCR test; (5) articles written in languages other than
English.

Study selection
Two reviewers (AB and SSR) independently searched the titles and
abstracts of each article according to the inclusion and exclusion criteria.
Full-text articles were obtained for evaluation. Any discrepancies during
the selection were resolved by discussion and consensus.

Data extraction
Two reviewers (AB and SSR) extracted the data independently with a
standardised data collection form, including (1) demographic information
(age and gender), (2) basic information regarding SCI (aetiology, level of
SCI, completeness of injury), (3) clinical symptoms, (4) abnormal blood test
reports, (5) radiological findings, (6) therapies and (7) outcomes.

Data analysis
For continuous outcome, data were presented in mean (standard deviation
(SD)). For dichotomous outcomes, the total number of events and total
participants were extracted. If mean and SD were not reported in the
particular study, it was calculated manually from the reported indicators. If
data were not available or reported in an unusable way, the particular
study was excluded from meta-analysis, and then data were presented
descriptively.

RESULTS
The outcome of the electronic search
A total of 2747 articles were retrieved for the time frame January
2020 to January 2021. After excluding irrelevant (not matching the
inclusion and exclusion criteria) and duplicate articles, 30 full-text
articles were assessed (Fig. 1). Ultimately 11 articles [5, 21–30], out
of which six were case reports [5, 26–30], were included in this
review. Among the included articles, one was a cohort study (7
participants) [21], one case-control study (15 participants) [22], one
case series (7 participants) [25] and two were retrospective data
analyses (177 participants) [23, 24].

Characteristics of the included observational studies/case
series
Epidemiological characteristics. A total of 206 persons with SCI
with COVID-19 were reported from the five studies [21–25]. The
mean age of the persons with SCI across these five studies
[21–25] was 57.3(11.7) years. The level of injury was reported in
111 persons (four articles) [21–23, 25]. Burns et al. [23] did not
mention the level of injury in 58 persons. However, he reported
neurological classification in the remaining 82 cases. Among
the 111 cases [21–23, 25], 40.54% persons with SCI (n= 45)
sustained a cervical injury, 57.65% (n= 64) sustained thoracic
injury (Table 1). Rodriguez-Cola et al. [21] in their study included
four persons with SCI on tracheostomy tubes.
Median diagnostic time (the period from the onset of

symptoms to confirmed COVID-19 infection with RT-PCR test)
was reported only in one study [21]. The median diagnostic
time was 4 days (interquartile range, 1–10 days). The other four
studies [22–25] did not report mean diagnostic time.
Comorbidities were reported in three studies (n= 29)

[21, 22, 25]. Pooling data from these three studies, it was found
diabetes mellitus was present in 6(20.69%), dyslipidemia in 12
(41.38%), HTN in 13(44.83%), chronic heart disease in 4(13.79%)
and lung diseases were present in 6(20.69%) persons. Only one
study [22] mentioned metabolic syndrome (n= 6, 40%).

Clinical characteristics
Out of five articles [21–25], three studies (n= 29) [21, 22, 25],
reported the clinical symptoms of COVID-19 infection. Among
them (n= 29), six (20.69%) persons remained asymptomatic
throughout the disease. Pooled analysis from these three studies
[21, 22, 25] showed that among the symptomatic persons (n= 23),
fever (n= 19, 82.61%) was the most common presentation of
COVID-19, followed by cough (n= 16, 69.56%), asthenia/fatigue
(n= 7, 30.44%), dyspnoea (n= 9, 39.13%) (Table 2). Dhakal, in their
study, cited fever as the most common presenting feature of
COVID-19 infection in their SCI population (n= 37).
Chest imaging findings were reported in 29 persons (three

articles) [21, 22, 25]. Among them (n= 29), 19 persons had
abnormal chest imaging findings. Ground glass opacities (n=
10, 34.48%) were the most common radiological features,
followed by uni- and/or multi-lobar pneumonia (n= 8, 27.59%).
Of note, ten persons (34.48%) had no obvious radiological
abnormalities (Table 2).
Two studies (n= 14) [21, 25] reported laboratory variables

related to COVID-19 infection. Increased C-reactive protein (n=
14, 100%) was reported from all persons, followed by lymphocy-
topenia (n= 12, 85.71%), thrombocytopenia (n= 8, 57.14%) and
increased ferritin (n= 7, 50%) showing increased inflammation
and compromised immune function.

Treatments and outcomes. Two articles (n= 22) [22, 25] reported
treatments of COVID-19 infection. Ventilator support in ICU was
needed for three persons. Oxygen therapy was required in 13
persons (59.1%). Seventeen (77.27%) persons with SCI received
low molecular weight (LMW) heparin at the time of hospital stays.
There was only one case-control study [22], which compared the
management strategies of COVID pneumonia between SCI and
non-SCI populations. In their case-control study (n= 22), D’
Andrea et al. [22] did not find any difference in the management
strategies of COVID-19 infection of persons with SCI (cases) from
persons with able-bodied healthcare workers (control) with COVID
pneumonia. In this study [22], participants recruited in both
groups (SCI versus healthcare workers) were older (58 years versus
45 years). However, there were no significant differences in clinical
features (p= 0.21) between these two groups [22].
Burns et al. [23] reported a case fatality rate of 19% (26 out of

140 persons) among veterans affected by SCI and COVID-19. In
their study, Galea et al. [25] reported three deaths (42.86%) in SCI
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persons who were treated in veterans’ administration hospital.
These three deceased persons were in critical condition, presented
with multiple organ failure, including respiratory failure, septic
shock, and renal disease. The average age of these three persons
was 76.3(8.65) years, duration of injury was 13(7.55) years, body
mass index was 30.0(4.45) kg/m3, the number of comorbidities
was 7(1.00). These SCI persons were on mechanical ventilation and
were admitted to COVID-19 ICU. However, Galea et al. [25] did not
find any correlation of mortality with the level and completeness
of SCI. Other than these two studies, the other three studies (n=
59) [21, 22, 24] did not report any death. In these three studies, all
[21, 22, 24] persons with SCI, including 37 persons, reported from
Nepal were treated successfully.

Case reports. There were a total of six articles (n= 6) [5, 26–30]
that reported one individual in each case for a total of six case
studies. The average age of the six persons was 54.3(17.19) years.
Korupolu et al. [30] reported that the diagnosis of COVID-19 in
their case was delayed by 2 weeks from the initial onset of fevers.
Righi and Del Popolo [5] reported that their diagnosis was delayed
by 8 days from the onset of fever. In both cases, both persons
were initially treated for urinary tract infection (UTI). Five articles
[5, 26–28, 30] mentioned COVID-19 symptoms in their cases. One
article [29] did not mention COVID-19 symptoms. All five articles
[5, 26–28, 30] reported that their cases (five persons, 100%)
presented with fever (Table 3). In addition to fever, three articles

[26–28] mentioned back pain and or muscle pain at initial
presentation. Three persons [5, 27, 28] reported dyspnoea. One
person [26] developed extensive bilateral deep vein thrombosis
(DVT) even after chemoprophylaxis. One person [29] reported
deterioration of neurological deficits after 6 weeks of COVID-19.
Four persons [5, 26, 28, 30] developed ground glass opacities, and
bilateral/unilateral pneumonic consolidation on chest radiograph.
Three persons [5, 26, 28] reported abnormal laboratory variables,
increased C-reactive protein, ferritin, ESR, D-dimer, lymphocyto-
penia, leucopenia and thrombocytopenia. Four articles [5, 26–28]
discussed treatment during hospitalisation. Most reported cases
were treated with oxygen therapy, antiviral therapy, hydroxy-
chloroquine, LMW heparin, antibiotics and immunoglobulin.
Prophylactic/therapeutic anticoagulation was administered in
three reported cases [26–28]. Among six persons reported from
six case reports, one person [27] expired. This person (28 years)
had acute SCI (motorcycle accident), was diagnosed with having a
C5-C6 burst fracture (C5 AIS A tetraplegia). Four days after surgical
fixation of the cervical spine, he was diagnosed with having
COVID-19 infection. On post-op day 10 (7 days after diagnosis of
COVID-19 infection), this person was found unconscious. Cervical
spine injury was indicated as a cause of death in legal
documentation, and COVID-19 pneumonia was indicated as a
comorbid condition [27]. Out of six case reports, one study [29] did
not mention anything about the outcome of the person. Other
reported cases [5, 26, 28–30] were treated successfully.

Fig. 1 Search strategy process. PRISMA (Preferred reporting items for systematic reviews and meta-analyses) flow diagram for the study
selection process.
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DISCUSSION
We conducted a review of published research articles (till January
2021) on clinical presentations and the impact of the SARS-CoV-2
virus in SCI populations. For that, an extensive literature search
was conducted in the various database using relevant keywords.
Eleven articles, out of retrieved 2747 articles, fulfilled the inclusion
criteria. Among them, six articles (n= 6) were case reports.
Ultimately, 212 persons with SCI, who were diagnosed with
COVID-19 infection, were included in this review. Most articles
cited fever as the most common presenting feature of COVID-19 in
persons with SCI. The other symptoms were cough, fatigue,
dyspnoea, expectoration, diarrhoea and anosmia. In many persons
with SCI, diagnosis of COVID-19 infection was delayed, as fever
was attributed to the symptom of UTI instead of the initial
symptom of COVID-19-infection. The most common abnormal
laboratory parameters were raised C-reactive protein and lym-
phocytopenia. Ground glass opacities (on chest radiograph) were
the most commonly seen radiological features of COVID
pneumonia. Persons with SCI with COVID pneumonia were
treated with oxygen therapy, antiviral therapy, hydroxychloro-
quine, LMW heparin and antibiotics. Prophylactic/therapeutic
anticoagulation was advised in most of the admitted persons
with SCI, along with other medications. With treatment, 91.2%
(n= 182) persons with SCI with COVID-19 were successfully
managed and discharged from the hospital setup. Injury at the
spinal cord was not the criteria for admission and or transfer of the
person in ICU set up. None of the authors suggested or
recommended the admission at a higher setup or critical care
unit based on the level and completeness of SCI (American Spinal
Injury Association impairment score/ISCoS International Standards
for Neurological Classification of Spinal Cord Injury [31].
Thermoregulatory dysfunction, lack of the typical febrile

response and respiratory muscle weakness are usually encoun-
tered in persons with SCI lesions at thoracic level 8 or above. Due
to diaphragmatic and thoracoabdominal muscle weakness,
persons with SCI may present with impaired cough reflex, reduced
lung volume, retention of oral secretions and autonomic
dysfunctions [32, 33]. For these reasons, many authors expected
that fever and cough, which are the main clinical features of
COVID-19 in the normal population, would be impaired or might
not be evident in the SCI population. However, in this review, we
did not find very different presentations of COVID-19 from the
normal population. Stillman et al. [34] conducted an international
online survey (from March 23, 2020 to March 27, 2020) to
investigate the health care professionals’ (SCI medical community)
experience and or engagement in assessing, screening and
treating persons with SCI with suspected and or confirmed
COVID-19 cases. In this survey, a total of 783 SCI clinicians from six
continents submitted their responses on the experience of COVID-
19 infection among the SCI population. Out of 783 clinicians, only
4.4% reported that they had encountered persons with SCI with
COVID-19 (till March 23, 2020). Other clinicians (till March 23, 2020)
had not seen and or encountered an SCI person with COVID-19.
According to this survey, commonly reported symptoms of COVID-
19 in SCI were fever (86.2%), dyspnoea (62.1%), body aches,
worsening pain (20.7%), sweats (20.7%) and chest pain (13.8%).
Increased spasticity (10.3%) and rigour (6.9%) were also reported
as atypical presentations of COVID-19. Similarly, Gustafson et al.
[35] conducted another online international survey from May 21,
2020 to June 10, 2020, to assess the health care professionals’
experiences, knowledge and concerns of the COVID-19 pandemic
SCI. Three hundred and sixty-six professionals (among them 63.1%
were rehabilitation physicians) participated. Out of 366 profes-
sionals, only 12.1% responded that they had patients with SCI with
COVID-19 infection. In this review [35], the most frequently cited
presenting symptoms were fever (7.9%), shortness of breath
(6.8%), sweats (1.6%), increased spasticity (1.6%), increased pain
(1.4%), rash/peripheral lesions (1.4%) and anosmia (1.1%). In bothTa
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surveys [34, 35]), the cough was not reported as a common
presenting feature of COVID pneumonia in SCI. In their case-
control study, D’ Andrea et al. [22] evaluated the differences in
clinical features and evolution of COVID-19 between persons with
SCI and normal health care workers. The study did not find any
significant difference in presenting symptoms of COVID-19
infection among persons with SCI and health care workers. Also,
in the laboratory (RT-PCR) and radiographic findings, D’ Andrea
et al. [22] did not find any significant difference between these
two groups.
In their study, Rodriguez-Cola et al. [21] observed that >50% of

persons with SCI showed either only one or two symptoms at the
time of COVID-19 confirmation and all these SCI persons followed
benign outcomes [21]. None of the persons with SCI with COVID-
19 from studies [21, 22, 24] needed ICU care during the hospital
stay. However, based on these reported studies, it is very difficult
to conclude that persons with SCI demonstrate less COVID-
associated symptoms and follows a benign course. A major
number of SCI people are unable to walk independently and
depend on caretakers for their daily activities. Even for seeking
medical treatment or visiting the hospital for their difficulties,
persons with SCI are dependent on others. Therefore, there is a
high possibility that persons with SCI, due to fear of isolation or
separation from their family members, may underreport their
COVID-associated symptoms. Due to this COVID-19 pandemic and
or lockdown in their local areas, SCI persons are already living with
fear, anxiety and or uncertainty about their future [36]. The
Modified Early Warning System (MEWS) is a scoring system, which
helps in assessing the deterioration risk in hospitalised patients
based on abnormal changes in physiological parameters such as
vital signs or mental status [37]. MEWS score of ≥3 indicates severe
COVID-19 [22]. Rodriguez-Cola et al. [21], in their study, recorded
MEWS scores in their SCI persons. According to the MEWS scoring,
five persons (out of seven) were categorised under the “severe”
category [21]. However, all persons (n= 7) in their study
(Rodriguez-Cola et al.) [21] recovered gradually from the COVID
infection.
Many authors [5, 28, 30, 36] reported that diagnosis of COVID-19

in their SCI persons was delayed as initial fever was attributed to
either UTI or sepsis. It is evident from the literature that persons
with SCI with COVID-19 infection may pose a unique diagnostic
challenge in the current pandemic environment as many
symptoms of COVID-19 infections may overlap with the complica-
tions of SCI. Common complications of SCI, like UTI, bacteremia,
pneumonia, DVT and autonomic dysreflexia, can also cause a rise
in body temperature and altered mental status. COVID-19
symptoms can sometimes overlap with the signs of respiratory
failure due to SCI. Besides these, there is also a lack of knowledge
about the challenge of identifying, monitoring and or recognising
longer-term symptoms of COVID-19. All of these factors can
complicate the accurate clinical diagnosis and management of
persons with COVID-19. Burns et al. [23] reported mortality 2.4
times higher due to COVID-19 in the SCI population compared to
the non-SCI population. However, in this study [23], only the
veteran population with an average age of 67.0 years were
included. In the literature, there are few reports of serious
complications of COVID infection in SCI if it was not diagnosed
and treated at an early stage. There is an increased risk of venous
thromboembolic disorders following COVID infection, secondary
to its associated hypercoagulable state. Pisano et al. [26]
demonstrated a person with T11 (AIS-A) paraplegia who devel-
oped extensive bilateral lower limb DVT even after chemopro-
phylaxis. Pattanakuhar et al. [27] reported the sudden death of his
case after initial improvement due to cardiac arrest.
This is the first review article related to COVID-19 and SCI. This

study gives an idea of the current pattern of clinical presentation
of COVID-19 in the SCI population, which can provide valuable
information regarding accurate diagnosis and early management.

LIMITATION
This review has several limitations and confounding factors.
This study included a large number of case studies. The search
criteria were limited to English language articles only. There was
a lack of a uniform database on morbidity and mortality
statistics. This review included only those SCI persons who were
tested and found positive for COVID-19. The number of spinal
cord injured person in the included study was very less. A large
number of asymptomatic persons or persons with minimal
symptoms of COVID-19 with SCI were not included in this
review. There was also a possibility that persons with SCI with
symptoms of COVID-19 were misattributed to other medical
conditions or complications of SCI during hospital treatment.
Most of the published articles were reported from the
developed countries and well-established hospital setup. Most
of these SCI persons were probably rehabilitated previously and
received the best care treatment for COVID-19 infection during
the hospital stay. Therefore, the outcome of these SCI persons
might not represent the outcome of the whole SCI population
in general.

CONCLUSIONS
Based on the few studies published on COVID-19 and SCI
populations since 2019, this study determined fever, elevated C-
reactive protein, lymphocytopenia and ground glass opacities,
which indicated inflammation, compromised immune response
and lung edema, as the main clinical characteristics of COVID-19
infection among SCI population. Though COVID-19 infection
reported an increased number of deaths in few studies, a major
number of SCI populations with positive RT-PCR were treated
successfully and discharged at home. However, there is a need for
more focused research and information on the impact of the
pandemic on persons with SCI.
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