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A B S T R A C T 

 

Introduction 

 

Spondylolisthesis is the slippage of one vertebral body concerning the 

adjoining vertebral body causing mechanical or radicular side effects or 

agony. This "slip" as a rule happens when a locking instrument 

comprised by the laminae and facet joints has fizzled and may 

consequently stay static or progress after some time. It tends to be 

because of innate, gained, or idiopathic causes. Spondylolisthesis is 

evaluated by the level of slippage of one vertebral body on the adjoining 

vertebral body. Of cases, at the L4/L5 and L5/S1 levels, 90% happen [1]. 

Risk factors for spondylolisthesis incorporate a first-degree relative with 

spondylolisthesis, scoliosis, or mysterious spina bifida at the S1 level 

[2]. Clinically, lumbar spondylolisthesis might be asymptomatic or 

present with low back torment with or without alluded leg pain. 

Spondylolisthesis most ordinarily happens in the lower lumbar spine 

however can likewise happen in the cervical spine and infrequently, 

aside from injury, in the thoracic spine. Degenerative spondylolisthesis 

predominately happens in grown-ups and is more normal in females than 

males with expanded hazard in the obese.  

 

Occult spondylolisthesis, with no undeniable plain radiographic 

highlights, can be appeared under unique stacking during MRI for back 

pain. Spondylolisthesis most generally happens at the L5-S1 level with 

the front interpretation of the L5 vertebral body on the S1 vertebral body. 

The L4-5 level is the second most regular area for spondylolisthesis. 

Grade I spondylolisthesis represents 75% of all things considered. 

Diagnosing the beginning phases of spondylolisthesis on plain 

radiography is difficult, in any event, when the slanted view is used [3, 

4]. Several examinations have analysed MRI-recorded changes in 

dynamic spondylolisthesis, no investigations to date have decided the 

beginning recurrence of dynamic spondylolisthesis distinguished on 

MRI.  

 

Spondylolisthesis is a condition of the spine that causes lower back pain. It is a vertebra slippage that occurs 

at the base of the spine, in most instances. We report a case of occult spondylolisthesis of a patient with 

grade 1 spondylolisthesis (L4 over L5). We presented the radiologic finding, diagnosis, and treatment here. 

A 45-year-old female was presented with the complaints of low back pain with sciatica for 4 years. The 

radiologic finding showed that she had dysaesthesia on both L5 dermatome and MRI of LS Spine revealed 

prolapsed disc at L4/5. The patient underwent decompression, stabilization via pedicle screw at L4 and L5 

with fusion at L4/5 and after constant follow-ups, she was symptom-free with a full range of motion of the 

spine. Posterior fusion with instrumentation of the pedicle screw is commonly considered the gold standard 

method of lumbar spinal fusion. Non-surgical treatment is effective in relieving low back pain of the patient 

in most cases however, symptomatic patients need to be treated with the surgical method. 
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This study aims to report a case of occult spondylolisthesis and its 

appropriate treatment system in a patient with low back pain. Moreover, 

explicit clinical highlights of occult spondylolisthesis at the main clinical 

assessment were assessed to decide if they could help in early detection. 

 

Case Report 

 

A 45-year-old female was presented with the complaints of low 

backache with sciatica for 4 years. The pain increased on walking and 

relieved by taking rest. She was nondiabetic and normotensive. On 

examination there was a weakness in both extensors of the toes; SLR, 

Deep tendon reflexes were normal. She had dysaesthesia on both L5 

dermatomes. MRI of LS Spine (Figure 1) revealed a prolapsed disc at 

L4/5. On dynamic X-ray, LS spine revealed grade 1 spondylolisthesis 

(L4 over L5) (Figures 2 & 3). The patient was subjected to 

decompression, stabilization at L4 and L5 by pedicle screw, with L4/5 

fusion. The post-operative period was uneventful, and she was well 

recovered. Patient follow-up was conducted periodically. She was 

relieved of symptoms after 2 years of follow-up, with a complete range 

of spine motion. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: A) & B) MRI of Lumbosacral spine sagittal view showing disc 

bulge at L4/5 level. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: Functional X-ray Lumbosacral spine reveals L4/5 

spondylolisthesis in Flexion view. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: A) & B) Postoperative X-ray Lumbosacral spine showing 

transpedicular screw fixation with fusion at L4/5. 

 

Discussion 

 

The operative treatment of lumbar occult spondylolisthesis has always 

been controversial. The choices for surgical procedures include 

decompressive lumbar laminectomy and decompression with 

instrumented or non-instrumented transpedicular fusion [5-8]. The early 

identification and treatment of spondylolisthesis are related to improved 

healing and are significant for forestalling the movement of building 

pseudarthrosis [9-11]. Kalichman et al. announced no noteworthy 

relationship between spondylolisthesis, isthmic spondylolisthesis, or 

degenerative spondylolisthesis and the event of low back agony in their 

3529 grown-up members on CT [12].  

 

In the current study, the patient had a history of low back pain alongside 

sciatica and dysaesthesia on both L5 dermatomes. Maurer et al. reported 

that of the 22 asymptomatic juvenile rowers in their study, 5 

demonstrated the high signal intensity of the pars interarticularis on T2-

weighted MRI scans, and none showed manifestations related with 

spinal issues as long as 3 months after the end of the study [13]. For this 

current study, MRI of LS Spine revealed a prolapsed disc at L4/5. On 

dynamic X-ray, LS spine revealed grade 1 spondylolisthesis (L4 over 

L5). The MRI permitted the identification of dynamic degenerative 

spondylolisthesis, consistent with the clinical picture. Utilizing MRI, we 

had the option to show that the marvel of instability in spondylolisthesis 

does happen and that pathologic highlights may show more plainly under 

stacking. This finding may suggest it as a radiographic help with 

continuing with surgical decompression.  

 

The unsteadiness of spondylolisthesis is generally debated. Past studies 

have demonstrated a relationship between the level of slip and disc 

height reduction in adults, potentially brought about by degeneration 
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incited segmental ligamentous laxity [14]. An examination by Iguchi et 

al. proposed that translational changes had more suggestive results than 

angulation and pressure [15]. Instability and the dynamic idea of 

degenerative spondylolisthesis can be appeared by standard radiography 

alone, yet open MRI procedures to observe the intersegmental versatility 

of the lumbar spine with spondylolisthesis have been studied previously 

[16].  

 

It this study, the patient went through decompression, adjustment using 

pedicle screw at L4 and L5 with the combination at L4/5. It is 

recommended that even decompression may prompt the destabilization 

of the motion segment. In later studies, it has been demonstrated that 

instrumented combination brings about an improved and expanded 

fusion rate after posterolateral fusion for degenerative spondylolisthesis, 

even though there are no critical contrasts in clinical results regarding 

pain and daily life activities [17, 18]. Our study findings are intriguing 

and propose that it should be considered a conceivably helpful system in 

patients with clinical manifestations and indications of neurogenic 

claudication that might be caused by spondylolisthesis, which is occult 

on plain radiography or traditional MRI. 

 

Conclusion 

 

The surgical management of occult spondylolisthesis is a considerable 

challenge at present. After long-term follow-up, the patient presented in 

this study recovered post-operatively and demonstrated a symptom free 

better life. Hence it can be concluded that even in such cases, 

decompression, and stabilization via pedicle screw with fusion surgery 

will result in favourable outcomes with a high patient satisfaction rate. 

For whatever reason, symptomatic patients need to be treated by 

conservative or surgical options. The skilled hands represent an effective 

treatment and are commonly correlated with good clinical and 

neurological performance. 
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