
International Journal of 

                  Case Report

Mancha DG, Ode MB, Taiwo O, Shilong DJ, Bot GM, Alfin DJ and Binitie OP  

Department of orthopedics and trauma, Jos University Teaching Hospital, Nigeria 

*Corresponding authors: Mancha DG, Department of orthopedics and trauma, Jos University Teaching Hospital, Nigeria

Received: May 29, 2024                                                                                                       Published: October 02, 2024

Copyright © All rights are reserved by Mancha DG, Ode MB, Taiwo O, Shilong DJ, Bot GM, Alfin DJ and Binitie OP

Clinical Studies & Medical  Case ReportsISSN 2692-5877

1

DOI: 10.46998/IJCMCR.2024.41.001004

DOI: 10.46998/IJCMCR.2024.41.001004

Injury – Intervention Time in Spine Inured Patients in a Tertiary Hospital In 
North Central Nigeria

Abstract

Background: Spine injuries present with devastating physical incapacitation with extreme morbid psychological and nihilistic 
consequences. The need for early presentation and urgent intervention by trained physicians is required in order to limit further 
deterioration by way of increase intervention time. This will further mitigate the effect of the impact and positively ameliorate 
the effect of secondary response. In this way the supposedly guarded outcome and its consequential effects may be mitigated. 
In these patients, the duration from the time of injury to first intervention by trained physician in an accredited institution is 
critical in preventing further morbidity and enhancing better outcome. We sought to determine the extent of this time lag to 
intervention in our center.

Patients and Method: This is a retrospective study of the duration taken for acute spine injured patients to present in Jos 
University Teaching Hospital from June 2013 to June 2023.Information about when the injury was sustain to the time of first 
intervention in the accident and emergency department, mechanism of injuries, clinical and radiographic spine level of injuries 
and severity with respect to American Spinal Injury Association (ASIA) grading of the victims obtained from records in the 
accident and emergency department, patient folders and operation register.

Results: There were 151 spine injured patients admitted via the accident and emergency department of Jos University Teach-
ing Hospital (JUTH) by two units (neurosurgeons and orthopedic surgeons) and managed between January 2014 and Decem-
ber 2023 that made the criteria. There were 131 males and 20 females with male: female ratio of 6.5:1. The mean age was 
39.2+-136 years. The median age was 37 with IQR 28-47 years. Road traffic crash was responsible for 86 (56.9%) falling from 
height was 31(20.5%), mining associated injuries 31(20.5%) building collapse 2(1.3%), objects falling on individual was 1 
(1.3%) and gunshot 1(1.3%). Cervical spine injuries were 54(35.7%), thoracic spine were38(25.1%) while 59(39.0%) were 
lumbar spine injuries.Cervical spine injuries were 54(35.7%)), thoracic spine injuries were 38 (25.1%)) while 59 (39.0%) sus-
tained lumbar spine injuries. The number of patients with their respective ASIA grading of the injuries were A 110(72.8%) , B 
20(13.2%), C 10(6.5%),D 6 and E was 5(3.3%).The average injury- intervention time was 64.7 +-61.2 hours.

Conclusion: The average duration of time spent to convey patients to the nearest facility (JUTH) for the intervention is over a 
day. This is a long way to achieve early optimal care for patients that require this urgent critical care requiring highly special-
ized form of treatment in which timely intervention is lifesaving in preventing livelong morbidity and mortality 
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Introduction
Spinal injuries present as sudden life-threatening insult to the 
cord and adjourning structures with overwhelming deteriora-
tion of all neurological functions. It is a leading cause of death 
globally [1,2]. In this regard injury-presentation time can be of 
essence in determining the efficiency of our pre-hospital set-
ting, state of preparedness of our emergency department which 
further provides a window of opportunity to determine the ef-
ficacy and efficiency of our early intervention in the accident 

and emergency department. The import of this is how it high-
lights and possibly reduce the impact of primary injuries on the 
overall outcome [3]. This is based on the premise that the risk 
of further secondary injuries in patients with acute traumatic 
spine injuries may be lessened in patients who present with-
in 360 minutes to obtain acute care and surgical intervention 
within 24 hours from the time of injury [4]. Besides, time, be-
ing this hidden link of trauma care may define the golden hour 
when resuscitation and stabilization becomes most beneficial 
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to the patient and gratifying to the attending physician. It is of 
importance to note that most of the knowledge of influence of 
time on the empirical outcome of intervention in our setting 
are anecdotal and few. This is further compromised by obvious 
ethical concerns and often not recorded. In spite of this, injury-
presentation time must to be accorded high consideration in 
early intervention of spine injured and other trauma patients.

In well organize trauma systems severely injured are brought 
directly to the major trauma centers because they are more 
equipped and provide more optimal care hence the lower mor-
tality in such specialized centers [5]. The period and interval of 
such debacle is of ethical relevance when other aspect of inter-
vention in critical care such as transport, means of transport, 
distance covered, reception protocols and financial burden are 
factored in. However, the relevance of time is not often con-
sidered in our routine recordings. It is of great concern that a 
clinically significant variable such as injury-presentation time 
that contributes significantly to the outcome of pre-hospital 
care and early interventions is not often assessed [6]. This, in 
the long run often become the neglected but veritable stitch 
which when sought early saves the ninth. Despite this appar-
ent neglect the importance of time of injury to presentation in 
specialized care is highlighted in advance trauma life support 
(ATLS) guidelines among trauma patients [7].

The right time of surgical intervention to achieve optimal out-
come of neurologic recovery in traumatic spine injury is con-
tentious [8]. What may not be contentious is the fact that early 
presentation and early life saving measures may go a long way 
to prevent morbidity and mortality among such patients. More-
over, timely intervention balanced by adequate availability of 
resources may be useful in optimizing these critical conditions 
especially in accident and emergency departments [9].

While early intervention in the process of optimizing the vic-
tim has not been clearly defined, early surgery is defined as 
surgical decompression within 24 hours of injury [10-13]. De-
spite the recommendation for intervention within 24 hours, a 
significant number of patients with complete injuries are not 
essentially treated within this interval of time, rather incom-
plete injured are often offered more priority [14]. Although this 
practice may be subject of ethical consideration the outcome of 
these injuries may be considered as guarded. The spine tissue is 
not also immune to uneventful resolution [15,16]. The current 
guidelines that justify early intervention in incomplete injuries 
has sound pathophysiologic basis and is not inimical in most 
instances [17].

Advocates of early trauma care suggest mandatory institution 
of care as early as possible or even at the field [18]. The import 
of this pre-hospital care is to improve the impact early hospital 
intervention and reduce high mortality that occurs at this stage 
especially as noted in Africa [18]. In Ghana, for instance 81% 
mortality was recorded while 72% recorded in Latin America 
and 59% mortality in (Seattle) USA [19]. These early trauma 
related deaths are due to life threatening conditions (airway ob-
struction and bleeding). Immediate intervention with available 
emergency medical services can be lifesaving. Fortunately, 
most of these preventable deaths among which spine injured 
are also involved may be avoidable with the presence of formal 
Emergency Medical and functional ambulance services. This 
is lacking in our setting and in most low- and middle-income 
countries. The presence of which could mitigate the impact of 

the time lag in injury-presentation of spine patient to specialist 
center [18,20].

There must be a formal time-honored system in which the se-
verely ill or the severely injured are conveyed to obtain for-
mal and impactful medical care. Acute spine injured presents 
with both immediate threat of grievous devastating physical 
and psychological consequences which has profound effect on 
hemodynamic status of the patient. It has potential of creating 
victims with tendency of developing multiple devastating ir-
recoverable complications like sores and contractures.

In Nigeria there has been upsurge in the construction of struc-
tures by the federal road safety corps along major highways 
[21]. The incorporation of this into emergency medical service 
care may rightly impact on early intervention and better out-
come in trauma care not only among spine injured patients. 
Concerted efforts must be made to reduce injury–presentation 
time in order to ameliorate the morbidity associated with this 
debacle. One of the ways is the introduction of emergency 
medical service. This can be made in specific designated sites 
in cities and major high ways.

The need for concerted efforts must be viewed with urgency in 
order to limit the devastating effect of further loss of sensory, 
motor and autonomic deficit and unfavorable consequences 
particularly on the integuments [22]. Besides the perception 
of delay may limit the confidence on the health care system. 
The role of early in-hospital care is to further strengthen the 
achievement of the pre-hospital setting such that further dis-
ability and mortality may be curtailed to the barest minimum. 
This will involve the need for comparative evaluation of mor-
bidity and mortality rates of persons with life threatening but 
treatable injuries such as spine injured in centers handling sim-
ilar cases at regular intervals [23]. Discrepancy will however 
exist because of problems of deficiencies in availability of hu-
man and material resources [18,23].

Patients and Method
This is a retrospective study of the duration taken by all acute 
spine injured patients to present in Jos University Teaching 
Hospital from January 2014 to December 2023. Information 
about patient’s biodata and time of injury was sustained to 
the point of early intervention, mechanism of injuries, clinical 
and radiographic evidence depicting the anatomical (cervical, 
thoracic or lumbar) level of injuries.  American Spine Injury 
Association (ASIA) grading of patients was obtained from re-
cords in accident and emergency department, patient folders 
and operation records.

Results
A total of 151 patients admitted by the accident and emergency 
department of Jos University Teaching Hospital (JUTH) dur-
ing the period, January 2014 to December 2023. There were 
131(86.8%) male and 20(13.2%) female with male: female 
ratio of 6.5:1. The mean age of the patients was 39.2+-13.6 
years. The median age was 37 years with IQR of 28-47 years. 
The mean age of male patients was 38.3 years while that of 
female was 44.6 years. Majority of patients fall within 30 and 
49 years with 75(79%) cases. Road traffic crash was responsi-
ble for 86(56.9%) patients, falling from height was 31(20.5%) 
patients, mining associated injuries 31(20.5%) patients, build-
ing collapse 2(1.3%) patients, objects falling on individual 
was 1(0.006%) and gunshot 1(0.006%). Cervical spine in-
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juries were sustained among 54(35.8%) patients, thoracic 
spine injuries among 38(25.1%) while 59(39.1%) sustained 
lumbar spine injuries. Severity of injury was graded using 
American Spinal Injury Association (ASIA) system in which 
A were 110(72.8%), B were 20(13.2%), C were 10(6.6%), D 
were 6(3.9%) and E, were 5(3.3%). Patients that remained 
in the course treatment until discharge of were 120(79.5%), 
those who discharge themselves against medical advice were 
20(13.2%),  4(2.6%)developed extensive pressure sores that 
limited surgical intervention while 7(4.6%) mortality recorded 
in the course of treatment. The mean time of presentation was 
64.7(+-61.3) hours while the median time was 48 hours with 
IQR of 24-72 hours. Only 19 (12.6%) presented in 24 hours out 
of which 12(7.9%) patients presented within 6 hours,61(40%) 
presented between 24 hour and 48 hours while 46 (30.3%) be-
tween 72 and 96 hours. The number of spine injuries across 
years shows that the highest number of spine injuries occurred 
in 2022, with 35.1%, followed by 2023 with34.4%. Converse-
ly, the years 2015, 2018, and 2019 had the lowest incidence.

Table A: Injury-presenting time.

Table B: Age and frequency of presentation.

Table 1C:  Patients status and outcome of course of 
intervention.

Table E: Relationship between intervention time and Sex of 
study participant (Relationship of gender and time of presen-

tation).

Table F: Relationship between mechanism of injury and 
injury-presenting time, MOI, ASIA score and level of injury.

Table G: Association between injury-presenting time and Sex.

Time in days (hours) Frequency n-151 Percent
<1(<24hours) 19 12.5
1-2 (24-48hours) 61 40.1
3-4 (49-96hours) 46 30.3
5-6 (97-144hours) 10 6.6
≥7(≥145hours) 16 10.5
Mean±SD, Median (IQR) 64.7±61.3 48(24-72)
Total 151 100

SD= Standard Deviation; IQR=Interquartile Range

Variable Frequency 
n-151 Percent

Age (years)   
<30 41 27.1
30-39 44 29.1
40-49 30 19.9
50-59 19 12.6
≥60 17 11.3
Mean±SD 39.1±13.6 Median (IQR)=37(28-46)
Sex   
Female 20 13.2
Male 131 85.8

SD= Standard Deviation; IQR=Interquartile Range

The average age of study participants was 39.2±136years, me-
dian age was 37 years, with an interquartile range (IQR) of 
28-47 years. The mean age of male participants was 38.3years 
while that of females was 44.6years. The age distribution in-
dicated that the majority of cases fall within the age range of 
30 to 49 years, with a total of 75 cases (49.0%) while those 
aged 60 years and above were the least (11.2%). The study 
participants were 20 female cases (13.8%) and 131 male cases 
(85.2%), demonstrating a clear gender disparity in spinal in-
jury cases. 

Variable Frequency n-151 Percentage
Normal 120 79.5
DAMA 20 13.2
Dead 7 4.7
Pressure Sore 4 2.6

Table 2C: Asia scoring and number of patients.

A 110 72.8
B 20 13.2
C 10 6.6
D 6 4
E 5 3.4

Table D: Level of injuries with number of patients.

Cervical 54 35.7
Lumbar 59 39.1
Thoracic 38 25.2

Variable Mean±SD Median 
(IQR)

Mann 
Whiney U P-value

Sex   994 0.046*
Male 67.3±62.7 48(24-72)   
Female 48.7±49.7 24(12-72)   

*= Statistically Significant; SD = Standard Deviation; IQR = 
Interquartile Range

Variable Mean±SD Median 
(IQR)

Kruskal 
Wallis

P-
value

MOI   11.041 0.012*
RTC 58.2±55.6 48(24-72)   
Fall 75.3±88.4 48(33-72)   
Mining 78.2±40.6 72(48-96)   
Building 
collapse 25.5±31.8 25(3-48)   
Gunshot 48 48   
Object 
Fall 5 5   
Asia   4.03 0.402
A 60.7±49.1 48(24-72)   
B 101.1±109.7 84(25-138)   
C 47.4±38.6 42(19-78)   
D 54.0±31.8 60(18-78)   
E 42.7±46.9 24(8-96)   
Level   3.38 0.185
C 68.4±56.2 48(36-72)   
L 56.4±52.0 48(24-72)   
T 71.9±80.2 72(28-78)   

*= Statistically Significant; SD = Standard Deviation; IQR = 
Interquartile Range

Time (days) Sex X2 P-
value

 Female Male   
<1(<24hours) 8(38.1) 11(8.4)   
1-2 (24-48hours) 6(28.6) 55(42.0)   
3-4 (49-96hours) 4(19.0) 42(32.1)   
5-6 (97-144hours) 2(9.5) 8(6.1)   
≥7(≥145hours) 1(4.8) 15(11.5)   
Total 21(13.8) 131(86.2) 15.685 0.003*

The table illustrates the association between the time lag be-
fore treatment and the gender of the patients. Among females, 
8 cases (38.1%) received treatment within Less than 1 day 
(<24 hours), while among males, 11 cases (8.4%) did. Females 
accounted for 6 cases (28.6%) receiving treatment within 
1-2 days (24-48 hours), while males accounted for 55 cases 
(42.0%).
Four cases (19.0%) among females and 42 cases (32.1%) 
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among males received treatment within 3-4 days (49-96 hours). 
Two cases (9.5%) among females and 8 cases (6.1%) among 
males received treatment within 5-6 days (97-144 hours). One 
case (4.8%) among females and 15 cases (11.5%) among males 
received treatment at 7 days(≥145 hours)  or more.

The chi-square test revealed a significant association between 
the time lag before treatment and gender (X2 = 15.685, p = 
0.003*), indicating that the distribution of time intervals before 
treatment significantly differs between males and females.

However, patient with ASIA B had the highest mean injury-
presenting time of 101.1 hours. Perhaps the preservation of 
sensory function propelled this group not to present early. But 
ASIA E presented early 42.7 hour (male) and 24 hours(female) 
among all of them which shows that patients with paraparae-
sis are more eager to recover. ASIA A with 60.7 hours while 
the rest of the ASIA A, C, D, and have mean injury-presenting 
time ranging from 42.7 to 54.0 hours. This delayed presenta-
tion can be explained by the level of preparedness of the rela-
tions, believe pattern and possibly distance from the hospital or 
the means of transportation.

The influence of mechanism of injury on the injury-presenting 
time is noted with object falling on individual presenting early 
while mining associated injuries present late. This is not unex-
pected because most of these group of patients (miners) are not 
physically, emotionally and financially prepared for the sudden 
disability and hence the delay. These are itinerant work force 
in practice and often considered” casual” in their practice of 
mining with no formal training nor resources to cater for un-
certainty.

It is important to note that despite the severity of the ailment 
some of the delay is from patronage of traditional healers and 
prayer homes prior to presentation [26]. These alternative cares 
are apparently popular as a result of historical and cultural 
practices that are often cheaper. This conception still persist 
despite acknowledgement of the fact that orthodox interven-
tion is the better option and of necessity. 

In spite of the lateness in presentation a significant number 
of these patients still could not afford the definitive treatment 
meant for them. Among our patients 20(13.2%) discharged 
themselves against medical and surgical advice despite persua-
sion from the attending physicians and the social welfare de-
partment and were never seen again. This often occur among 
persons of low socioeconomic status, male gender and younger 
age often on drugs [27]. In addition, this tendency to abscond 
are almost always due to poor finances and the weakness in 
the health care financing system that cannot intervene further 
without directly outsourcing financial support from sympathiz-
ers or relations [26,27].

Patients with spinal cord injuries are at high risk of mortality 
and 48% mortality was reported in India within week and 52% 
after a week of sustaining injury [28,30]. There is correlation 
between mortality and spinal level of injury and spine injury-
presentation time as all the diseased patients sustained mid-
cervical injuries. High mortality is reported among complete 
injuries and pulmonary complications are most commonly im-
plicated. Higher mortality in lumbar spine injury was however 
reported in Southern Iran [29]. These patients also sustained 
associated injuries to the chest and abdomen. This pattern of 
injuries is common among the miners.

Pressure sores remain a great source of concern in spine injured 
patients because apart from pulmonary and urinary systems it 
constitutes a great source of sepsis to a spine patient. Among 
the others that got healed at early stage 4(2.6%) became re-
calcitrant to treatment protocol and became a source of great 
debility. This is often complicated by osteomyelitis, joint de-
struction, muscle necrosis, soft tissue erosions and recurrence 
[31,32]. This lesion is very difficult and expensive to manage.
Consequent over these futures is the rising number of spines 

Figure 1: Pie chart mechanism of injury.

Figure 2: Yearly incidence of spinal injury for ten-year period 
(2014-2023).

Discussion
Injury-presenting time varies from one patient to another [24].  
Our overall injury-presenting time is 64.7 +- 62.7 hours. This is 
a far cry from what obtains in advanced countries with respect 
to victims of traumatic injuries. In an ideal and optimally func-
tioning trauma system it is considered acceptable for only 10% 
of patients to arrive after 360 minutes(6hours) of injury [25]. 
In our study however, only 12(7.9%) presented within the 360 
minutes. This is a far cry from ideal as majority of our patients 
presented between 24 hours and 96 hours (74.4%). Those who 
presented within 24-48 hour accounted for 61(40.1%) while 
those between  49-96 hours accounted for 30.3% of cases. Only 
19 (12.6%) patients presented within 24 hours out of which 
12(7.9%) arrived in the golden hours of 6(360 minutes). This 
clearly signify gross delay in arrival of patients that needed 
critical care within a short period.

There was no statistically significant difference in injury-
presenting time among ASIA score categorization (Table F). 



 ijclinmedcasereports.com                                                                                                                                           Volume 41- Issue 1

5

References
1. Harmsen AMK, Giannakopoulos GF, Moerbeek PR, 

Jansma HJ, Bonjer HJ, Blomers FW. The influence of pre-
hospital timeon trauma patient’s outcome: a systematic 
review. Research Article, 2015; 46(4): 602-609.

2. Thietje R, Pouwm H, Schulz AP, Kienast B, Hirschfeld 
S. Mortality in patients with traumatic spinal cord 
injury:Descriptive analysis of 62 diseased subjects.j spinal 
cord medspt, 2011; 34(5): 482-487.

3. Christante AF, Baros Filho TE, Macron RM, Letaif OB, 
Rocha ID. Therapeuticapproacbes to spinal cord injury.
clinics, 2012: 67(10): 1219-1224.

4. Sherwood LN, Dhaliwal S, Ball J, Burns B, Flower O, 
Joseph A, et al. Emergency and acute care management 
of traumatic spinal cord injury: a survey of current prac-
ticeamong senior clinicians in Australia. BMC Emerg 
med, 2018; 18: 67.

5. Candefjord S, Asker L, Caragounis E. Mortality of trauma 
patients treated at trauma centers compared to non-trauma 
centers in Sweden: a retrospective study.Eur J Trauma 
Emerg Surg, 2022; 48(1): 525-536.

6. Bigdeli M, Khorasani-Zavareh D, Mohammadi R. Pre-
hospital care time intervals among victims of road traf-
fic injuries in Iran. A cross sectional study.BMC Public 
Health, 2010; 10: 406.

7. American college of surgeons: The committee on trauma. 
Advance trauma life support: Students course manual, 
Chicago; American college of surgeons, 2018.

8. Ter Wengel PV, Feller RE, Stadhouder D, Verbaan D, Oner 
FC, Gosling JC, et al. Timing of surgery in traumatic spi-
nal cord injury:a national multinational, multidisciplinary 
survey. European spine journal, 2019; 1831-1838.

9. Siripakarn Y, Trinity L, Sirivilaitho W. Association of 

injured patients in our center over the period is due to the avail-
ability of spine services becoming visible and available to the 
community. This is exhibited by the modest increase in number 
of spine injured (Figure 2) presenting for treatment compared 
to the number that were treated between 1984 to 1997 in the 
same center and in other centers such as in Maiduguri Ilorin 
and in Maiduguri, Nigeria [33,34].

The gross gender disparity as depicted by the ratio clearly dem-
onstrates that spine injuries, although a sub-set of trauma, is 
a disease of the male not only in Nigeria, but also in Iceland 
(Europe) [35]. Women emerged prominently only in inadver-
tent situations such as road traffic crash, falls, falling object and 
building collapse. Whereas male gender, are involve in deliber-
ate events in search of means of livelihood. This is evident by 
increasing deliberate involvement in mining which although 
dangerous still attracts enormous patronage among the young 
adult male. Despite this, the injury presenting-time among 
women is shorter than that of men despite the fact that they are 
less financially endowed. Factors such as family support and 
the role of responsible spouse suffices here.

Road traffic crash has remain the major and established cause 
of spinal cord injuries in developing countries and in devel-
oped countries [32-35]. While in developed countries not us-
ing seat belt is the main cause of injuries in those climes, in 
Nigeria, other causes suffice. The intervention of Federal Road 
Safety corps has reduced the presentation time of accidentally 
injured patients on the highway. In spite of this, the injury-
presenting time has remained high 58.2 hours (Table C). The 
distance from site of crash may be responsible but the input of 
the bread winner or the person responsible for the bills in deci-
sion making might have prolong this period.

The emerging trend with respect to mechanism of injuries is the 
prominence of mining associated injuries which is becoming 
more visible [26]. The city of Jos made its global prominence 
as a result of its historic commercial mining fields of tin and 
columbite over the past century. Commercial mechanize min-
ing started in 1904 and became a prominent export commodity 
for the country [36,37]. The absence of regulated, mechanize 
and protected mining protocols gave room to sudden rise of 
itinerant artisans who are relentlessly becoming victims of 
fallen land mass and often buried alive [37]. The occupational 
hazards exposed to these miners exceeds the tolerable and ac-
ceptable limits which are often not clearly defined. While in 
Malaysia issue of work place hazards among miners are those 
of ergonomics and disabilities which usually occur after retire-
ment but in our setting, it’s a matter of life threatening and 
incapacitating spine injuries and even death [38]. 

There are many causes of spine injuries spine injuries yet 
trauma does not discriminate among all ages. It is known to 
be common among young male individuals [39,40]. The age 
difference is grossly skewed to the detriment of the young. Pa-
tients below 40 years alone, responsible for 56.3% of all the 
victims of spine injuries in our study. What may be responsible 
is the abundant amount of energy and the quest to succeed and 
the instinctive pursuit to thrive in the mist of harsh economic 
reality unemployment among the youths. In underdeveloped 
and poor countries pedestrians, passengers, in buses and trucks 
drivers and cyclists suffer higher burden of morbidity and mor-
tality due to increase exposure to hazardous but legitimate ac-
tivities [41]. The mean age of these male patients is 38.3 years 

while that of female is 44.6 years. Almost all of the victims of 
mining mishaps are young adults and usually from low socio-
economic class too. This portents’ an unimaginably dangerous, 
disproportionate burden of incapacitation on the families and 
society as a whole. They form the bulk 20(13.2%) of those who 
sign against further intervention due lack of funds for investi-
gation and treatment.

Conclusion
Too much time is spent in deciding to when to present spine 
injured victims to a tertiary health care center in our setting. 
This does not contribute positively to early intervention. The 
absence of emergency medical services even makes it even 
worse. The tertiary health care system still dependent on cash 
and carry method which does not auger well for conditions that 
that are live threatening requiring immediate intervention.  
Primary prevention must involve identifying high risk sports, 
occupations and involvement of stake holders in health educa-
tion and training of artisans on safety precautions.

Elaborate emergency response care with a compliment of well-
trained team with a functional ambulance is required to limit 
injury-presenting time. The aim is to attain to emergency care 
within minutes of injury. This will definitely require mobiliza-
tion of both human and material resource by the Government. 
For the mining disasters it is imperative to make policies in 
which only accredited mining companies with expertise and 
proven records are allowed to embark on mechanized mining 
as the mineral reserves lie deep underground. In the interim 
training of these artisan miners on the safety precautions in 
mining and provision of ambulances to be deployed around 
major mining camps to reduce the injury-intervention time and 
to mitigate the unfavorable outcome. In the overall, strengthen-
ing the health system and improving the socioeconomic status 
of the citizenry is paramount.



 ijclinmedcasereports.com                                                                                                                                           Volume 41- Issue 1

6

scene time with mortality in major traumatic injuries ar-
rived by emergency medical service.J Emerg Trauma 
Shock, 2023; 16(4): 156-160.

10. Badhiwala JH, et al. Influence of timing of surgical de-
compression for acute spinal cord injury: a pooled analysis 
of individual patient data. The Lancet Neurology, 2021; 
20(2): 117-126.

11. Wilson JR, et al. Early surgery for traumatic spine injury: 
Where Are We Now?Global spine J, 2020; 10(1 suppl): 
84S-91S.

12. Ahuja SS, Badhiwala JH, Fehlings MG. Time is spine: 
Importance of early intervention for traumatic spinal cord 
injury.Spnal cord, 2020: 58(9).

13. Wilson JR. Timing of decompression in patients with trau-
matic spinal cord injury: A systematic review.Global spine 
j, 2017; 7(3 suppl): 95S-115S.

14. Wengel PV, Dehaan Y, Feller RE, Oner FC, Verndertop 
WP. Complete spinal cord injury : Current Insights Re-
garding Timing of Surgery and Level of Injury .Global 
spine j, 2020; 10(3): 324-331.

15. Hung KS, Lui CC, Wang CH, Wang CJ, Howng SL. Trau-
matic spinal subdural hematoma with spontaneous resolu-
tion.Spine, 2002; 27(24): E534-E538.

16. Greiner-Perth R, MoshenAY, Silbermann J, Ghr R. Trau-
matiic subdural hematoma of the thoracolumbar junction-
of spinal cord.J spinal disord Tech, 2007; 20(3): 239-241.

17. Ahuja SS, Badhiwala JH, Fehlings MG. Time is spine: 
Importance of early intervention for traumatic spinal cord 
injury. Spnal cord, 2020: 58(9):1037-1039.

18. Mock C, Quansa R, Kubosingye O, Goosen J. Trauma 
care in Africa: The way forward. Afric J trauma, 2014; 
3(1): 3-10.

19. Jurkovich GJ, Mock CN, NII-Amon-Kotei D, Arreola-Risa 
C, Maier RV. Trauma mortality pattern in three nations at 
three economic levels: Implications for global tgrauma 
system development.J Trauma, 1998; 44: 804-812.

20. Konbaz FM, Al Eissa SI, Al Habeeb AY, AI Howaish TS, 
Alhamed GS, Masuadi EM, et al. Consequences of ne-
glected traumatic spinal cord injuries. J Taibah Univ. Med 
Sci, 2023; 18(2): 265-270.

21. Abiodun AF, Jembola AD. Role of the federal road safety 
corps FRSC in managing road accidents on Nigerian high-
ways.  J Humanities soci sci. 28(12):214-224.

22. Bigdeli M, Khorasani-Zavareh D, Mohammadi R. Pre-
hospital care time intervals among victims of road traf-
fic injuries in Iran. A cross sectional study.BMC Public 
Health,2010; 10: 406.

23. Mock CN, Adzotor KE, Conklin E, Denno DM, Jurkov-
ich GJ. Trauma outcome in in the rural developing 
world:Comparison with an urban level 1 trauma center.J 
Trauma, 1993; 35: 518-523.

24. Kopjar B, Guldvog B. Time variations in ijury incidence. 
NIPH Ann, 1993; 16(1): 3-11.

25. Swartz EE. Cervical spine trauma: prevention strategies. 
Handb Clin Neuro, 2018; 158: 363-369.

26.  Arleth T, Rudolf SS, Svane C, Rasmussen LS. Time from 
injury to arrival at the trauma centre in patients undergoing 
inter-hospital transfer.Danish Med. J, 2020.

27.  Shilong DJ, Bot GM, Alfin DJ, Benitie OP, Isichei MW, 
Misauno MA Ale, et al. Epidemiology of spinal cord in-
jury from tin mining accidents on the Jos Hryvnyak D, 
Frost CDS pine injury prevention.Cln Sports Med, 2021; 
30(3): 429-444.

28. Alfandre DJ. “I’ m going home”Discharge Against Medi-
cal Advice.Mayo Clinic Proc, 2009; 84(3): 255-260.

29. Kraus JS, Saunders LL, Zhai Y. Stability of mortality after 
spinal cord injury. Spinal cord, 2012; 50: 281-284.      

30.    Yadollahi M, Karajizadeh M, Bordbar N, Ghahramani Z. 
Incidence and pattern of traumatic spine injury in a single 
level1 traumatic center of southern Iran.Chines J trauma-
tol, 2023; 26(4): 199-230.

31.  Lawani S, Singh V, Trikha V, Sharma V, Kumar S, Bagla 
R, et al. Mortality profile of patients with traumatic spine 
injuries at level 1 trauma center in India.Indian J med. Res                   

32. Umaru H, Ahidjo Al. Pattern of spinal cord injury in Mai-
duguri, North Eastern Nigeria. Niger J Med, 2005; 14(3): 
276-278.

33. Kruger EA, Pires M, Ngann Y, Sterling M, Rubayi S. 
Comprehensive management of pressure ulcers in spinal 
cord injury: Current concept and future trends.  J spinal 
cord Med, 2013; 36(6): 572-585.

34.  Igun GO, Obepka OP, Ugwu BT, Nwadiaro HC. Spinal 
injuries in the Plateau State, Nigeria.East Afr. Med J, 
1999; 76(2): 75-79.

35.  Solagberu BA. Spinal cord injuries in Ilorin, Nigeria. 
West Afr. J of Med, 2002; 3: 230-232.

36.  Umaru H, Ahidjo A. Pattern of spinal cord injuy in Mai-
duguri, North Eastern Nigeria. Niger J Med, 2005; 14(3): 
276-278.

37. Knutsodottir H, Sigvaldason K, Jonssson H Jr, Bjornsson 
A, Ingversson P. Epidemiology of spinal cord injuries in 
Icelandfrom 1975-2009.Spinal cord, 2012; 50(20):123-
126.

38. Hodder BW. Tin mining on the Jos Plateau of NigeriaE-
con.Geogr, 1959; 35(2): 109. doi:10.2307/142394.

39. Mllo SJ. Socioeconomic impact of artisan mining in 
Kuru (Naraguta sheet 168) Plateau state North Central 
Nigeria contJ Eng Sci, 2012; 3: 27-32. doi:10.5707/cjeg-
sci.20127.1.3.27.32.

40. Ismail CTB. Occupational Hazards in Mining and manu-
facturing sector: An analysis on Disease claims in Malay-
sia.  J legal studies, 2014; 4: 055-074.

41. Adrian S, Nau T, Koenig F, Vacsei V. Geriatricpolytrauma, 
Wein Klin Wochenschr, 2005; 117: 145-149.

42. Alemir M, Tachildiz I, Girgin S. Predicting factors forfor 
mortalirty in in penetrating abdominaltrauma. Acta chir 
Bellg, 104: 429-434. 

43. Natulya VM, Rech MR. Equity dimensions of road traffic 
injuries in low- and middle-income countries. 2003; 10(1-
2): 13-20.


