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Introduction

Traumatic spondyloptosis is defined as 100% or greater
subluxation of a superior vertebral body on an inferior one
in the coronal or sagittal plane secondary to an injury.1 It is
the most severe of translation spine injuries and results in
severe biomechanical instability caused by complete disrup-
tion of structural elements of the vertebral column and the
adjacent paravertebral soft tissues.2 It should be borne in
mind that patients with hyperextension or flexion–distrac-
tion injury of the lumbar spine could show symptoms of
intestinal obstruction and bowel incarceration.

Case Report

A 33-year-old male patient was brought to the surgery
casualty with paraparesis following a road traffic accident.

Radiographs of the chest, dorsolumbar spine, pelvis with
both hip (PBH), and right lower extremity revealed fracture
of the proximal one-third of the shaft of the right femur and
spondyloptosis at L1–L2 level. Focused assessment with
sonography for trauma (FAST) revealed mild perisplenic
fluid with dense internal echoes. The next day, open reduc-
tion of the femur fracture was done. Subsequently, the
patient developed abdominal distension, vomiting, guard-
ing and rigidity on day 4 of RTA.

CECT of the abdomen and pelvis was immediately done
that revealed spondyloptosis at the L1–L2 level (►Fig. 1) with
tethering of proximal jejunal loops between the interface of
translated L1–L2 vertebra (►Fig. 2) and resultant proximal
dilatation of the stomach and duodenum (►Fig. 3) with
normal bowel wall enhancement. AAST grade II splenic
injury with mild hemoperitoneum was noted. There were
multiple, peripherally enhancing infected collections
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Abstract Bowel injury secondary to blunt trauma abdomen is a commonly encountered entity.
However, small bowel obstruction secondary to traumatic incarceration of bowel loops
between two translated vertebras in a case of road traffic accident is seldom reported.
We report a case of small bowel obstruction in a patient who had suffered spondy-
loptosis at the L1–L2 level after amotor vehicle accident.We also discuss the diagnostic
work up and interventions done to manage the patient. The report also reviews
pertinent published literature on the incarceration of the bowel associated with
vertebral fractures.

article published online
December 26, 2022

DOI https://doi.org/
10.1055/s-0042-1759858.
ISSN 0971-3026.

© 2022. Indian Radiological Association. All rights reserved.
This is an open access article published by Thieme under the terms of the

Creative Commons Attribution-NonDerivative-NonCommercial-License,

permitting copying and reproduction so long as the original work is given

appropriate credit. Contents may not be used for commercial purposes, or

adapted, remixed, transformed or built upon. (https://creativecommons.org/

licenses/by-nc-nd/4.0/)

Thieme Medical and Scientific Publishers Pvt. Ltd., A-12, 2nd Floor,
Sector 2, Noida-201301 UP, India

THIEME

Case Report 249

Article published online: 2022-12-26

mailto:koushikihalder94@gmail.com
https://doi.org/10.1055/s-0042-1759858
https://doi.org/10.1055/s-0042-1759858


approximately 50 to 60mL in the prevertebral region, with
extension into the right psoas muscle (►Fig. 4). There were a
few other smaller collections noted in and around the para-
spinal muscles bilaterally from L1 to L3 levels.

Exploratory laparotomy done on day 5 of RTA revealed
incarceration of jejunal loops 5 cm from the ligament of
Treitz between the L1 and L2 vertebral bodies (►Fig. 5).

The distal collapsed loopwas found emerging from the same
point.The tethered jejunal loops were successfully freed
with optimum spinal traction from the orthopaedic team;
these, however, resulted in a small rent in the jejunal loops
while maneuvring (►Fig. 6), which was managed with
resection and anastomosis of the involved segment
(►Fig. 7). The patient showed worsening of symptoms
with fever over the next 3 days. Re-exploration on day 8
revealed anastomotic leak that was managed with re-resec-
tion and anastomosis. The patient needed ventilatory sup-
port due to septic shock with ARDS and eventually
succumbed to it on day 14.

Discussion

It is extremely rare to encounter bowel entrapment between
vertebral bodies as a complication in patients with lumbar
fracture or dislocation. These patients usually develop grad-
ual symptoms of intestinal obstruction and are not definitely
diagnosed until laparotomy. Only 12 cases were reported
between 1979 and 2016. Most commonly, it was caused by
trauma such as vehicular accident in nine cases,3–12 fall from
height in one case13 and crashing of hard objects on the back
in one case.14 In one case, no history of traumawas reported,
so lumbar degenerative changes were considered to be the
possible cause.15

Four patients who sustained a hyperextension injury of
the lumbar spine had jejunal incarceration between lumbar
spine fracture fragments.3,4,8,10,14 The suggestedmechanism
of injurywas hyperextension injury of the lumbar spinewith
tear of the anterior longitudinal ligament and posterior
peritoneum. The simultaneous increase in the intra-

Fig. 1 Sagittal (A) and coronal (B) section of the abdomen showing
spondyloptosis at the level of L1–L2 vertebra (arrow).

Fig. 2 CECT abdomen showing the incarcerated jejunal loop just
above the L2 vertebra (arrow).

Fig. 3 CECT abdomen showing significant dilatation of the stomach
and duodenum.
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abdominal pressure caused entrapment of the small intes-
tine. It is still a matter of debate if the small bowel is pushed
into the intervertebral space or is drawn in by a vacuum
created by the hyperextension injury.3–6

The preoperative diagnosis of bowel incarceration be-
tween vertebral bodies is difficult. It is common to mistak-
enly consider retroperitoneal hematoma accompanying
vertebral injuries to be the cause of patient’s early symp-
toms, which may include nausea and vomiting. Delay in
diagnosis leads to increase in edema and swelling of the
bowel, which add to difficulty in releasing the pinched
bowel. Hence, it is prudent to consider this possibility in
a patient with blunt trauma to the abdomen, complaining of
intestinal obstruction. Stabilization of the spine fracture
and dislocation should be performed after laparotomy after
the risk of infection at the fracture site has been minimized
effectively.

Fig. 4 Axial section of the abdomen showing peripherally enhancing collections with air foci in the paraspinal (A) and right psoas muscle (B).

Fig. 5 Intraoperative image revealing the tethered jejunal loop
between the L1–L2 vertebra.

Fig. 6 Intraoperative image showing the perforated jejunal loops during its release.
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Fig. 7 Bowel perforation was managed with resection and
anastomosis.
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