
 

 

SUSPECTED SPINAL CORD COMPRESSION (Non Trauma) 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Late 15
th

 Century illuminated manuscript depicting the battle of Agincourt, 25
th

 October 1415.  

 

“…Now we shall tell of the condition of the French, who, as it has been said, lay down on the 

Thursday evening on the field between Agincourt and Tramecourt…When the battalions of the 

French were thus formed, it was very grand to see them; and as far as one could judge from 

the eye, they were in number fully six times as many as the English. And when this was done 

the French sat down by companies around their banners, waiting the approach of the English, 

and making their peace with one another; and then were laid aside many old aversions 

conceived long ago; some kissed and embraced each other, which it was affecting to witness… 

 

…The French had arranged their battalions between two small thickets…The place was 

narrow and very advantageous to the English, and on the contrary very ruinous for the French, 

for the said French had been all night on horseback, and it rained, and the pages, grooms, and 

others, in leading about the horses, had broken up the ground, which was so soft that the 

horses could with difficulty step out of the soil. And also the said French were so loaded with 

armour that they could not support themselves or move forward. In the first place they were 



armed with long coats of steel, reaching to the knees or lower…most of them had hooded 

helmets, wherefore this weight of armour with the softness of the wet ground, kept them as if 

immovable… 

 

…Then the English archers, who, as I have said, were in the wings, saw that they were near 

enough, and began to send their arrows on the French with great vigour…the French began to 

hold down their heads, especially those that had no bucklets, for the impetuosity of the English 

arrows, which fell so heavily that no one durst uncover or look up…before they could come to 

close quarters, many of the French were disabled and wounded by the arrows; and when they 

came quite up to the English, they were, as has been said so closely pressed one against the 

other that none of them could lift their arms to strike their enemies…  

 

…When the King of England saw that he was master of the field and had got the better of his 

enemies he humbly thanked the Giver of victory, and he had good cause, for of his people there 

died on the spot only about sixteen hundred men of all ranks, among whom was the Duke of 

York about whom he was very sorry… 

 

…Then the King collected on that place some of those most intimate with him and inquired of 

the name of a castle, which he perceived to be the nearest and they said, “Agincourt” 

 

…I, the author of this work, know the truth about all of this, for I was in this assemblage on the 

French Side...” 

 

Excerpts from an eye witness account of the Battle of Agincourt by the French knight  

Jehan de Wavrin, 25 October 1415. 

 

Agincourt was unquestionably one of the most decisive battles in history. At its conclusion 

about six thousand of the elite of the French nobility had been slain. King Henry V by this 

victory took the French crown which he claimed by right of inheritance from his great 

grandfather Edward III. Historians from Henry’s day to the present have pondered on how 

such a momentous victory was won against such overwhelming odds. Historical convention 

has it that it was achieved by the French becoming hopelessly bogged down in the muddy 

ground due to the weight of their armour and so became easy prey to the legendary English 

long-bow archers who blocked out the sun with the ferocity of the volleys of their arrows. 

Recent research however has questioned whether the long bow was the decisive factor. Iron 

arrowheads have been shown to be minimally effective against the new steel armour that the 

French had employed for the first time in history. Careful study of the site of the battle and 

examination of other contemporary accounts of it suggest that the geography of the site was in 

fact the decisive factor. The French army as they advanced closer to the English ranks became 

ever more compressed into a narrower and narrower field of battle, trapped between the thick 

woods of Tramecourt on one flank and those of Agincourt on the other. The incredible forward 

kinetic energy caused by the press of 30,000 men and horses into an ever diminishing field of 

battle that was a quagmire due to recent heavy rain meant that the French would have no 

chance. Some contemporary accounts describe large numbers of knights simply sinking into 

the mud, crushed by the weight of their armour and comrades surging forward from behind 

them. The French high command had failed to adequately asses the geography of the land and 

hence did not appreciate the potential for disaster that it held for them. Henry had chosen his 

battlefield well and used it to draw the French to their doom. 

 

When we assess our patients for possible spinal cord pathology we must remember the lessons 

of Agincourt. We must survey the “geography” of the spine with appropriate imaging to ensure 

that the vast numbers of neurones are not in imminent danger of an ever narrowing “field of 

battle” that will lead to their ultimate doom. 



 

SUSPECTED SPINAL CORD COMPRESSION (Non Trauma) 

 

Introduction 

 

Acute spinal cord compression is a surgical emergency. 

 

Prompt surgical intervention is essential, if the patient is to avoid significant disability. 

 

Spinal cord pathology must always be considered in any patient who presents with: 

 

● Acute onset limb weakness, numbness and parasthesiae. 

 

● Acute bladder / bowel disturbance 

 

Acute severe spinal pain is also an important association 

 

It is important to remember that signs and symptoms will not always be “classical”, 

hence a high degree of clinical suspicion and vigilance will be necessary.  

 

Causes of Non Traumatic Spinal Cord Lesions 

 

Important causes include: 

 

1. Mechanical disc protrusion, in particular that causing cauda equina syndrome. 

 

 ● This will be the commonest cause. It is usually associated with spinal pain. 

 

2. Spinal sepsis (including epidural abscess, TB, oesteomyelitis) 

 

 3. Spinal haematoma (recent surgery, coagulopathies) 

 

4. Spinal neoplasm (primary or secondary) 

 

5. Neuro-inflammatory lesions, in particular transverse myelitis. 

 

6. Vascular lesions. 

 

Clinical Assessment 

 

Important points of history include: 

 

1. The onset, severity and location of any pain.  

 

2. Intractable unremitting back pain waking the patient at night is an important symptom. 

 

3. Unexplained incontinence of either bowel or bladder. 

 

4. Recent spinal surgery. 

 

5. The history should also ascertain if the patient is at risk for tumour or sepsis eg.  

 

● Diabetics 



 

● The immuno-suppressed 

 

● Exposure to TB 

 

● Known malignancy  

 

● IV drug abuse. 

 

● Other suspicious symptoms include night sweats and weight loss. 

 

6. Does the patient have a coagulopathy or are they taking warfarin? 

 

● Any patient with acute neurological symptoms who is taking warfarin, 

should be strongly considered for an epidural haematoma.  
 

7. Patients who are systemically well but have neurological symptoms and incontinence 

may have a large disc protrusion, resulting in a “cauda equina” syndrome.  

 

 ● These patients may have had a long history of low back pain.  

 

 ● This condition is a true surgical emergency and must be corrected urgently to 

 prevent permanent incontinence. 

 

Important points in examination include: 

 

1. Spinal “point” tenderness, suggests the possibility of local spinal pathology such as disc 

prolapse or epidural abscess, (see separate guidelines in neurosurgical guidelines). 

 

2. Fever may suggest epidural abscess (especially in association with point tenderness). 

 

3. Spinal surgery scar. 

 

4. The oncology patient where unrecognised metastatic disease may be present, (see also 

separate oncology guidelines). 

 

5. Weakness. 

 

Note however that frequently patients will present with early spinal cord compression 

with signs and symptoms that do not show the “typical features”.  

 

DO NOT always expect “classical” or “objective” neurological signs. The 

“classical” findings of a sensory level and UMN signs occur LATE and imply 

irreversible damage. 

 

6. A full neurological examination includes testing the perianal sensation, a rectal 

 examination to check anal tone, this is critical where cauda equina syndrome is 

 suspected. 

 

7. Check for a sensory level, (ie sensory loss, reduction or simply paraesthesiae) this is a 

very suggestive sign. 

 

8. Tendon reflexes: 



 

“Classically” the changes will be: 

 

 ● Increased below the level of the lesion. 

 

 ● Absent at the level of the lesion. 

 

 ● Normal above the level of the lesion. 

 

 Note however that tendon reflex changes may not conform to the classical picture 

and often findings will be equivocal. If positive findings are found this is helpful, 

but if not the possibility of spinal cord compression is not ruled out. 
 

9. Record findings carefully, they may be an important temporal record in the further 

progression of neurological signs. 

 

Investigations 

 

These will be directed to a degree by the index of clinical suspicion for a given condition, 

based on the patient’s presentation, history and examination findings. 

 

The following need to be considered:  

 

1. Blood tests (if septic/malignant pathology is being considered)  

 

 ● FBE 

 

 ● CRP 

 

● ESR 

 

● Blood cultures 

 

● Protein electrophoresis 

 

 ● Clotting profile, (if coagulopathy is suspected).  

 

2. Plain spinal x-rays: 

 

● These may provide indirect evidence of a causative lesion, however a definite 

cause will rarely be discovered and will never rule out the need for further 

imaging studies. 

 

Look for  

 

 ● Bony changes suggestive of metastases or osteomyelitis 

 

● Soft tissue swelling especially abnormal psoas shadows or an absent pedicle 

within the concavity of a scoliosis. 

 

● Reduced disc space may represent disc herniation, rather than simple 

“degenerative” changes. 

 



3. CT scan: 

 

● Is a reasonable first up investigation for back pain, but not for suspected spinal 

cord compression. 

 

● Whilst a useful screen for mechanical obstructive lesions, it will not definitively 

rule these out, and is not helpful in cases of “non obstructive” lesions of the 

cord, (such as transverse myelitis or vascular lesions). 

 

4. MRI: 

 

● This is the definitive investigation.  

 

● It is the best investigation for mechanical compressive lesions and it will also 

detect “non compressive” causes of spinal cord lesions such as vascular 

problems or transverse myelitis. 

  

● MRI in suspected spinal cord compressive lesions should not “wait till 

morning” in cases where patients present out of hours. 

 

Management  

 

1. If spinal cord compression is being considered the patient should be discussed with the 

ED consultant, urgently. 

 

2. If spinal cord compression is being considered the patient should not be discharged 

home until the diagnosis has been made or ruled out. 

 

3. MRI must be done in a timely (urgent) manner for any acute neurological symptoms. 

 

4. Once the diagnosis is made urgent referral to the Neurosurgical or Orthopaedic Unit 

(as most appropriate) should occur. 

 

5. IDC: 

 

● This should be placed, in view of the risk of retention or incontinence. 

 

6. Treatment of the cause if possible, such as: 

 

● Antibiotics in the case of suspected epidural abscess. 

 

● Immediate reversal of coagulopathy if haematoma is the suspected cause, 

(do not wait for the result of the INR). This will usually be in the setting of 

patients who are taking warfarin. 
 

● High dose IV dexamethasone, (20mg), especially in the case of spontaneous 

haematomas or tumours. 
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