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Spinal cord infarction is a rare entity that is encountered less but has a high mortality and
morbitiy rate. 43 years old female presented to emergency department with acute lower
limb weakness. Urgent MRI was performed that showed long segment intramedullary signal
abnormality involving anterior and middle half of cervical spinal cord, showing restricted

diffusion and possible questionable faint enhancement. Another smaller similar abnormal

Keywords:
Spinal cord infarct
Spinal cord

signal intensity intramedullary focus at T1-T2 level. No heterogenous signal or abnormal
enhancement was noted in adjacent visualized vertebral bodies. Considering restricted dif-
fusion first differential possibility is of anterior spinal cord ischemia/infarct with no fever
or trauma history. This is a rare case presentation of spinal infarct in Pakistan presenting

Radiology acutely.
Pakistan © 2025 The Authors. Published by Elsevier Inc. on behalf of University of Washington.
This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/)
N emergency and requires quick work-up and diagnosis. MRI is
Introduction seney a d b &

Spinal cord infarction is an uncommon entity when compared
to ischemic brain injury. There is abrupt onset of symptoms
including bilateral limb weakness, parasthesias and neck pain
[1]. The clinical presentation is similar to other diseases like
acute myelopathic syndromes [2]. Spinal cord infarction can
de due to variety of causes like atherosclerotic disease, haem-
orrhage, arteriovenous malformations and aneurysms. Spinal
infarcts usually follow vascular territories. The involved part
of the spinal cord depends upon the etiology. It is a medical
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the most essential and sensitive modality in diagnosing spinal
cord infarction [3].

So we present a case of a spinal cord infarction in a patient
who presented with acute neurological problem.

Case presentation

A 43-year-old female, previously healthy, with no significant
past medical history, presented to the emergency department
(ED) with complaints of neck pain for 1 day followed by acute
onset weakness in both upper and lower limbs along with
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Fig. 1 - Cervical cord infarct.

moderate back pain. Upon physical examination, the patient
was alert and oriented. His vital signs were within normal lim-
its, except for mildly elevated blood pressure (140/90 mmHg).

Neurological examination revealed 0/5 in both upper and
lower extremities, diminished sensation below the T1 der-
matome, and impaired bowel or bladder function at presen-
tation. There were no signs of head or cervical spine trauma,
and cranial nerve examination was unremarkable. Cardiovas-
cular and respiratory examinations were normal. The patient
had no history of trauma, recent infections, or coagulation dis-
orders.

Initial laboratory workup included complete blood count
(Hemoglobin 10.7g/dL, white blood cell count 6390/uL,
platelets 299000/uL), CRP 4.52 mg/L, random glucose level
113 mg/dL, cardiac markers (CKMB 1.2 ng/mL and Troponin-
I < 3.2 pg/mL), BS34-ENA profile which was negative.

Magnetic resonance imaging (MRI) whole spine, performed
urgently, revealed a long segment intramedullary signal ab-
normality involving the anterior and middle half of the cervi-
cal spinal cord and upper thoracic spinal cord. A complimen-
tary DWI sequence was performed and an ADC map was cre-
ated which showed restricted diffusion in the aforementioned
areas of signal abnormalities. An MRI brain and postcontrast

CT chest were also ordered which showed no significant find-
ings. An echocardiography was also normal.

Initially, the patient was managed with pulse doses of
steroids and antiplatelets.

Additional detailed investigations to rule out other causes
included negative Anti Aquaporin-4 antibodies, negative ANA
(Antinuclear Antibody), Factor V Leiden, Protein C, Protein S
which were within normal ranges, absent oligoclonal bands
in CSF and serum, negative herpes simplex DNA, negative
MOG antibodies and negative MTB DNA by PCR in CSF, blood
C/S which showed Staphylococcus Caprae, urine C/S which
showed no growth.

Considering the clinical presentation, laboratory investiga-
tions, and radiological findings, a diagnosis of anterior spinal
cord ischemia/infarct was made and further evaluation with
MRI brain and CT angiography chest was advised which ruled
out other possible differentials.

After 1 week of hospital stay, the patient was discharged
and the family was counseled regarding bedsore precautions,
rehabilitation therapy, and use of medications. The patient’s
medication on discharge was Aspirin, Rosuvastatin, Omepra-
zole, Pregabalin, Sucralfate, Apixiban, Duloxetine, and Ito-
pride.
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Fig. 2 - Characteristic owl eye appearance of spinal cord infarct.

On follow-up appointments, the patient was in stable
condition with 1/5 power in upper limbs and 0/5 power in
lower limbs and needed assistance in activities of daily living
Figs. 1 and 2.

Discussion

Spinal cord infarction (SCI) is a relatiely infrequent occur-
rence, representing approximately 1% of all ischemic stroke
cases. It arises from the occlusion of the arteries that supply
blood to the spinal cord. The annual incidence of SCI is esti-
mated at 3 cases per 100,000 individuals, making it a rare form
of stroke that constitutes about 1.2% of all ischemic strokes
[4,5].

A variety of pathologic conditions can produce spinal cord
infarction, an uncommon but serious illness that is consis-
tently less common than ischemic brain damage [6]. Most in-
stances of spinal cord infarction have an abrupt onset, and
only a small percentage of patients have symptoms that
worsen over a few hours or minutes. The vascular region af-
fected determines the neurologic manifestation, which can
range in severity from mild weakness to paraplegia. Depend-
ing in part on the underlying etiology, the affected cord level
might vary greatly. Up to 70% of instances of spinal cord in-
farction are accompanied with back or neck discomfort, usu-
ally near the site of the lesion [7,8].

Spinal cord infarction presents a significant diagnostic
challenge owing to the low specificity and considerable vari-

ability of its associated clinical manifestations. Additionally,
the differential diagnosis encompasses a broad spectrum of
conditions including compressive myelopathy, infectious, au-
toimmune disorders and other vascular pathologies of the
spinal cord, such as dural arteriovenous fistulas. Magnetic res-
onance imaging (MRI) is the most effective diagnostic modal-
ity for distinguishing spinal cord infarction from other eti-
ologies of myelopathy. Diffusion-weighted MRI (DWMRI) has
gained popularity in assessing the spinal cord in patients sus-
pected of having ischemic events. DWMRI enhances the sensi-
tivity of MRI for the identification of acute spinal cord infarc-
tion due to its reduced sensitivity to magnetic susceptibility
artifacts and bulk motion effects [4,9]. While neuroimaging is
used to confirm the diagnosis and/or rule out other illnesses,
clinical findings are the primary basis for the diagnosis of
spinal cord infarction. The best diagnostic to diagnose spinal
cord infarction is magnetic resonance imaging (MRI) [10]. De-
spite being an uncommon occurrence, emergency physicians
should always consider this possibility when assessing pa-
tients who have had an abrupt loss of lower limb sensibility
and/or strength.

Conclusion

Spinal cord infarction is a rarity and and might differ in in-
cidence, severity, prognosis, and recovery, doctors may find it
difficult to diagnose them. There are still no clear treatment
options for this very uncommon ailment.
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Patient consent

IRB from the ethical committee taken as well as from the pa-
tient. This can be provided if asked.
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