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Abstract:  

Background: Spondylolysis and spondylolisthesis are spinal conditions that affect the lumbar vertebrae, 

with spondylolysis referring to a defect in the pars interarticularis, while spondylolisthesis involves the 

anterior displacement of one vertebra over another. These conditions arise from factors such as repetitive 

trauma, aging, or congenital abnormalities, leading to instability, pain, and potential neurological deficits. 

Aim: The aim of this article is to provide physical therapists and nursing professionals with an overview of 

spondylolysis and spondylolisthesis, highlighting their etiology, pathophysiology, diagnosis, management 

strategies, and prognosis. 

Methods: This review synthesizes existing literature on spondylolysis and spondylolisthesis, focusing on 

their classification, clinical presentation, diagnostic methods (such as radiographs and MRI), and treatment 

approaches (ranging from conservative management to surgical intervention). 

Results: Findings emphasize that spondylolysis often leads to spondylolisthesis, with various forms—such 

as isthmic, degenerative, traumatic, and dysplastic—emerging in different age groups. Conservative 

treatments, including physical therapy and pain management, are often effective in controlling symptoms, 

though surgical options are considered for severe cases. 

Conclusion: Spondylolysis and spondylolisthesis are common causes of lower back pain, with treatment 

primarily focusing on conservative management. Physical therapy and lifestyle adjustments are essential 

for maintaining spinal stability. Surgical intervention is typically reserved for patients with significant 

neurological impairment or persistent symptoms. 
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Introduction: 

Spondylolysis refers to a defect in the posterior region of the vertebral body, specifically at the pars 

interarticularis [1]. This condition typically arises from trauma or repetitive mechanical stress, particularly 

involving hyperextension and axial loading, which weaken the structural integrity of the pars. When this 

instability progresses, resulting in the anterior displacement of one vertebra over another, the condition 

evolves into spondylolisthesis [1][2]. This progression is often associated with either a fracture or 

elongation of the pars interarticularis or other posterior spinal elements, leading to significant mechanical 

instability. Spondylolisthesis is a condition that can affect individuals across all age groups, though its 

underlying cause varies with age. For instance, children and adolescents are more likely to develop isthmic 

spondylolisthesis due to repetitive trauma, while adults may experience degenerative forms as a result of 

chronic wear and tear. In advanced cases, when vertebral slippage causes neurological deficits such as 

motor weakness or radiculopathy, surgical intervention may be required to stabilize and decompress the 

affected spinal segments [3]. Conversely, in the absence of neurological impairments, initial management 

typically involves nonoperative treatments. These include strategies such as pain management through 

analgesics or therapeutic injections, modifications to physical activities that exacerbate symptoms, and a 

structured physical therapy program aimed at improving spinal stability. These measures are often 

employed over several months to allow for symptomatic improvement and to avoid the need for surgical 

intervention [4]. 

Etiology 

Spondylolisthesis is a condition characterized by the forward displacement of one vertebra over 

the one beneath it, with varying etiologies depending on the patient’s age and underlying pathology. Isthmic 

spondylolisthesis is the most common form observed in children and adolescents, primarily resulting from 

a defect in the pars interarticularis. This defect is often attributed to repetitive microtrauma that weakens 

the bone structure, leading to instability and vertebral slippage [1][5]. In adults, degenerative 

spondylolisthesis is the predominant type, emerging from progressive degenerative changes in the 

posterior spinal elements. Chronic wear and tear compromise the integrity of ligamentous structures, such 

as the ligamentum flavum and interspinous ligaments, which leads to elongation and eventual vertebral 

misalignment [6]. This form is more commonly seen in older populations and is frequently associated with 

conditions like lumbar spinal stenosis. Traumatic spondylolisthesis occurs acutely and is typically linked to 

high-energy injuries involving hyperflexion or hyperextension. These forces result in a fracture-dislocation 

of the posterior vertebral elements, causing immediate instability and vertebral displacement [7]. Another 

variant, dysplastic spondylolisthesis, arises from congenital anomalies in the formation of the posterior 

spinal elements, including the pars interarticularis and facets. These abnormalities compromise the 

structural integrity of the spine, leading to instability and slippage, often presenting early in life [8]. 

Understanding the distinct etiologies is crucial for accurate diagnosis, guiding treatment, and predicting 

prognosis based on the type and severity of the condition. 
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Figure 1: Spondylolysis accompanied by spondylolisthesis, illustrating spino-pelvic parameters, vertebral 

slippage, and dysplasia of the upper endplate of S1. The slip angle (SA) is defined as the angle between the 

inferior endplate of L5 and a line perpendicular to the posterior wall of S1, while the lumbo-sacral angle 

(LSA) refers to the angle formed between the superior endplate of L5 and the posterior wall of S1. 

Epidemiology 

The prevalence of spondylosis and spondylolisthesis varies significantly by age. Among children, 

approximately 5% are affected by spondylosis, with 90% of cases occurring at the L5-S1 motion segment, 

although involvement at L4 is more likely to cause symptoms [1][9]. Longitudinal research shows that about 

15% of individuals with spondylosis progress to develop spondylolisthesis, characterized by the 

displacement of one vertebra over another [10][11]. In adults, the prevalence of lumbar spondylolisthesis 

without a pars defect is approximately 5% in men and 10% in women [12]. Often asymptomatic, this 

degenerative form commonly occurs at the L4-L5 level, differing from the isthmic type, which is more 

frequently observed at L5-S1 [6]. Degenerative spondylolisthesis represents an acquired condition that 
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develops gradually with age, affecting adults more frequently [6]. However, progression to high-grade 

spondylolisthesis in degenerative cases is rare [13]. Interestingly, the natural progression of this condition 

often involves vertebral stabilization as degeneration continues, which may lead to clinical symptom 

improvement over time [13]. This stabilization occurs as the vertebral segments undergo further changes 

that reduce excessive movement, mitigating the instability responsible for symptoms. 

Pathophysiology 

Spondylolisthesis develops as a result of repetitive mechanical stress and trauma, leading to 

various structural alterations in the vertebral column. One of the primary causes is chronic hyperextension, 

which causes elongation or complete absence of the pars interarticularis. This defect places additional 

stress on the facet joints, contributing to vertebral instability [14]. As the spinal segment becomes 

increasingly unstable, it leads to hypermobility, which accelerates the degenerative process in the 

intervertebral discs and facet joints. This degeneration weakens the supporting structures of the spine, 

ultimately resulting in the anterior or posterior translation of the vertebral body. This vertebral movement 

can contribute to spinal stenosis, a condition in which the spinal canal or nerve root exits become narrowed, 

causing compression of the spinal cord or nerve roots. These compressive forces often lead to significant 

symptoms, including pain, numbness, and weakness, as well as potential loss of function. In cases of 

traumatic spondylolisthesis, high-energy flexion-distraction forces can cause a localized fracture or 

disruption of the vertebral body, which may result in significant instability. If untreated, these traumatic 

injuries can lead to long-term instability, chronic pain, and the risk of further injury to surrounding neural 

and vascular structures. Additionally, the ongoing degeneration of the vertebral components exacerbates 

the mechanical dysfunction in the spine. Over time, these pathological changes can severely compromise 

the overall stability, alignment, and function of the spinal column, making it prone to further complications 

and long-term functional impairments. 

History and Physical 

The initial step in evaluating lower back pain is obtaining a detailed patient history. The clinician 

should focus on the onset, duration, and characteristics of the pain, including whether it radiates and any 

triggering events. A thorough review of prior traumatic incidents is vital, as these could influence the 

current condition. Patients with low-grade slips or spinal canal stenosis often report relief from pain when 

leaning forward or sitting. Notably, activities like pushing a shopping cart or climbing stairs, which involve 

spinal flexion, may also alleviate symptoms [15]. Additionally, clinicians must assess circulation in cases 

involving extremity complaints, as vascular claudication can mimic neurogenic issues. Patients frequently 

describe pain radiating to both buttocks and lower extremities. Evaluating gait is crucial to understanding 

how pain and neurological deficits impact daily activities. A comprehensive physical examination should 

include assessments of motor strength, sensation, and reflexes in the arms, legs, bladder, and bowels. 

Detailed inspection of the back is necessary, including checking for skin abnormalities, tenderness to 

palpation, or palpable step-offs. The straight leg raise test, performed while the patient is supine, can reveal 

stenosis, with local pain possibly linked to hamstring contractures often associated with spondylolisthesis 

[16][17]. Neurological evaluation often identifies L5 radiculopathy, presenting as ankle dorsiflexion 

weakness and reduced extension of the great toe, possibly accompanied by diminished Achilles tendon 

reflexes. L4 radiculopathy may manifest as quadriceps weakness and decreased patellar tendon reflexes. 

Comprehensive documentation of these findings establishes a baseline for ongoing assessments. 

Evaluation 

Evaluating patients with lower back pain typically begins with anterior-posterior (AP) and lateral 

radiographs of the affected area. In some cases, radiographs of the entire spine are taken. Flexion and 

extension films are particularly valuable as they provide insight into the stability of the vertebral segments 

[18]. Serial standing lateral radiographs obtained over time are instrumental in monitoring the progression 

of vertebral slips. One key radiographic parameter is the extent of vertebral body translation, which 

determines the spondylolisthesis grade. This is categorized into four grades: Grade 1 (0%-25%), Grade 2 

(26%-50%), Grade 3 (51%-75%), and Grade 4 (76%-99%). Complete displacement of the vertebral body 
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results in spondyloptosis [12][19][20]. Grades 1 and 2 are considered low-grade slips, while Grades 3 and 

4 are classified as high-grade spondylolisthesis [19][21]. Magnetic Resonance Imaging (MRI) is a critical 

diagnostic tool, particularly for patients with suspected spondylosis or spondylolisthesis. MRI is often 

obtained after an initial six-week trial of physical therapy if symptoms persist [1]. T2-weighted sagittal and 

axial images are particularly useful as they provide detailed visualization of neural element compression. 

MRI findings, combined with clinical observations, guide treatment decisions and the need for further 

interventions. Regular follow-ups and imaging ensure the condition is closely monitored for progression or 

changes. 

Treatment / Management 

The management of spondylolysis and spondylolisthesis often begins with non-surgical 

approaches, including activity modification, administration of non-steroidal anti-inflammatory drugs 

(NSAIDs), physical therapy, stretching exercises, and in some cases, the use of a lumbosacral orthosis. A 

comprehensive 2009 meta-analysis investigating non-operative treatments for adolescent patients with 

spondylolysis and grade 1 spondylolisthesis demonstrated that approximately 84% of these patients 

achieved successful clinical outcomes within one year [22]. This analysis also concluded that the clinical 

outcomes were not significantly influenced by the use of a brace, suggesting that activity restriction rather 

than bracing plays a pivotal role in recovery. Physical therapy focusing on core strengthening and flexibility 

is a critical component, typically recommended for a minimum duration of six weeks. For temporary pain 

alleviation, epidural injections can be employed; however, their use carries a minimal risk of infection 

[23][24]. Patients who fail to respond to conservative treatments face three primary options: enduring 

persistent pain, completely avoiding pain-inducing activities, or pursuing surgical intervention. Surgical 

options are generally reserved for patients experiencing neurological deficits, slip progression, or pain that 

severely limits daily functioning [3]. Controversies persist in the literature regarding the optimal surgical 

technique, including the roles of decompression and instrumentation. While posterior decompression for 

isolated radicular symptoms remains debated, consensus exists on its necessity when true motor deficits 

are present [3][11][25]. In cases involving retrolisthesis and disc herniation at L5-S1, long-term findings 

from the SPORT database indicate comparable outcomes between surgically treated and non-surgically 

managed patients [26]. Although surgery frequently relieves radicular pain, its effectiveness for non-

radiating lower back pain is less predictable, and patients should be fully informed about the variability in 

surgical outcomes. 

Differential Diagnosis 

When assessing patients with symptoms suggestive of spondylolysis and spondylolisthesis, it is 

crucial to consider a broad differential diagnosis involving various conditions that affect the lumbosacral 

spine and its supporting structures. One significant group of conditions to consider is lumbosacral disc 

injuries, which can cause similar localized pain and neurological symptoms due to disc herniation or 

degeneration. Discogenic pain syndrome, often resulting from degenerative disc changes, can also mimic 

the symptoms of spondylolysis and spondylolisthesis. Additionally, facet joint syndromes, which involve 

inflammation or degeneration of the facet joints, can produce symptoms that overlap with those of 

spondylolysis. Acute bony injuries, such as fractures or dislocations, as well as sprain or strain injuries to 

the muscles and ligaments of the lower back, should also be considered, particularly in patients with recent 

trauma or overuse. Degenerative conditions like lumbosacral spondylosis or further progression of 

spondylolisthesis can cause chronic pain and functional limitations, thus presenting similarly to earlier 

stages of these conditions. In athletes, myofascial pain, often resulting from muscle overuse or tension, can 

also be a key differential diagnosis. This condition typically causes localized muscle pain but may radiate 

other areas, complicating the diagnosis. Finally, sacroiliac joint injuries should be considered, as they can 

cause lower back pain and dysfunction, often presenting in a similar manner to lumbosacral conditions. To 

accurately diagnose and develop appropriate treatment strategies, a comprehensive evaluation that 

includes clinical history, physical examination, and imaging is essential. 

Prognosis 
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The overall prognosis for patients diagnosed with spondylolisthesis is favorable, as the majority 

experience significant improvement through conservative treatment measures such as physical therapy, 

activity modification, and pain management strategies. These interventions typically address the symptoms 

effectively, allowing patients to resume daily activities without severe limitations. For individuals whose 

symptoms persist despite these conservative measures, surgical intervention may be required. Surgery is 

particularly effective in alleviating radicular symptoms by decompressing the affected nerve roots. In cases 

of localized and debilitating lumbar pain, lumbar fusion might be recommended to stabilize the spinal 

segments and prevent further progression of the condition [27][28]. It is important to note that the success 

of both conservative and surgical treatments is influenced by several factors, including the grade of 

spondylolisthesis, the presence of neurological deficits, and the patient's adherence to prescribed 

therapeutic interventions. Low-grade spondylolisthesis tends to respond well to non-operative 

management, while higher-grade slips may necessitate surgical correction for optimal outcomes. 

Additionally, patients with coexisting conditions, such as degenerative disc disease or spinal stenosis, may 

face a more complex prognosis. Long-term follow-up is often necessary to monitor symptom progression 

and address any recurrent issues. Educating patients about realistic expectations regarding symptom relief 

and functional recovery is critical to ensuring satisfaction with treatment outcomes. While surgical 

interventions can provide significant improvements in radicular pain, they may have variable success in 

addressing non-specific lower back pain, necessitating thorough preoperative discussions to align patient 

expectations with likely outcomes. 

Complications 

The complications associated with spondylolisthesis are predominantly neurological and can vary 

widely in severity depending on the degree of spinal instability and nerve root compression. Common 

complications include chronic lower back pain, radiating leg pain, and sensory disturbances such as 

numbness, tingling, or weakness in the lower extremities. These symptoms are often linked to nerve 

impingement resulting from the displaced vertebrae. In more severe cases, substantial nerve root 

compression can lead to serious functional impairments, including bowel or bladder dysfunction. However, 

such extreme complications are relatively rare and typically associated with advanced stages of the 

condition or high-grade slips [27]. Persistent pain and mobility issues can significantly impact the patient’s 

quality of life, potentially limiting daily activities and leading to emotional distress. If untreated, the 

condition may worsen, increasing the risk of additional complications such as muscle atrophy, gait 

abnormalities, and further degeneration of the spinal column. Surgical interventions, though often effective, 

carry their own risks, including infection, nerve damage, or complications related to spinal fusion, such as 

hardware failure or adjacent segment disease. Preventing complications requires early and accurate 

diagnosis, adherence to conservative treatment plans, and timely surgical intervention when indicated. 

Monitoring signs of progressive neurological impairment, such as worsening weakness or loss of bladder 

control, is essential for prompt management. Multidisciplinary care, involving physical therapists and pain 

management specialists, can further minimize the risk of long-term disability and improve patient 

outcomes. 

Deterrence and Patient Education 

Patient education plays a critical role in the management of spondylolisthesis, empowering 

individuals to actively participate in their treatment and adhere to recommended interventions. Clinicians 

must ensure that patients fully understand their condition, including the anatomical and physiological 

aspects underlying their symptoms. Utilizing visual aids such as spinal models or diagrams can enhance 

comprehension and facilitate meaningful discussions about the nature of the displacement and its potential 

effects on nerve function. Individualized education should address the specific physical limitations imposed 

by the condition. For instance, patients involved in physically demanding activities, such as heavy lifting or 

prolonged standing, may need to modify their routines to prevent exacerbation of symptoms. Similarly, 

those with sedentary lifestyles should be encouraged to incorporate gentle, low-impact exercises to 

maintain spinal mobility and strengthen core muscles. Establishing realistic expectations about recovery 

and the potential need for long-term management is essential. Patients should be informed about the 
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benefits and limitations of both conservative and surgical treatment options, as well as the importance of 

regular follow-ups to monitor symptom progression. Providing guidance on ergonomic practices, posture 

correction, and lifestyle modifications can further reduce the likelihood of recurrent episodes. Ultimately, 

fostering a collaborative relationship between the patient and healthcare provider is key to achieving 

optimal outcomes. Encouraging open communication and addressing concerns proactively can enhance 

patient satisfaction and adherence, paving the way for sustained improvements in function and quality of 

life. 

Other Issues 

A substantial number of patients with spondylolisthesis can achieve significant symptom relief 

through nonoperative treatments, primarily focusing on activity modification and conservative 

management strategies [22]. However, patients must be aware that surgical intervention, while effective for 

specific symptoms such as radicular pain, may not completely eliminate all pain. In many cases, irreversible 

nerve damage may have occurred, leading to persistent discomfort even after surgery. This highlights the 

importance of early and accurate diagnosis to prevent long-term complications. The future of minimally 

invasive treatment approaches for spinal conditions, including spondylolisthesis and spinal stenosis, shows 

promise in enhancing patient outcomes. Advances in pain management techniques and endoscopic 

technologies have made it possible for selected patients to undergo outpatient procedures such as 

endoscopic disc debridement followed by percutaneous spinal instrumentation. These techniques offer the 

potential for shorter recovery times and fewer complications compared to traditional surgical methods. 

Ongoing research is crucial to further refining these minimally invasive procedures, improving pain control 

methods, and identifying predictors for the symptomatic progression of spinal conditions. Such 

advancements will enable clinicians to provide more tailored and effective treatments, ensuring better long-

term outcomes for patients. Furthermore, understanding the biological and biomechanical factors 

contributing to the progression of vertebral slips can guide the development of preventive strategies and 

early interventions, ultimately reducing the need for invasive treatments. 

Enhancing Healthcare Team Outcomes 

The management of patients with low back pain and conditions such as spondylolisthesis requires 

a coordinated interprofessional approach to optimize outcomes. This team typically includes emergency 

department physicians, therapists, orthopedic nurses, primary care physicians, and orthopedic surgeons. 

Each member of the team plays a critical role in ensuring comprehensive care, from diagnosis and initial 

management to long-term follow-up. The cornerstone of initial treatment is non-surgical, emphasizing 

lifestyle modifications such as engaging in regular exercise, maintaining a healthy weight, and avoiding 

activities that exacerbate symptoms. Physical therapy often focuses on strengthening core muscles and 

improving spinal stability. For patients with persistent symptoms despite these measures, surgical 

intervention may be considered, particularly when nerve compression or progressive neurological deficits 

are present. However, it is essential to counsel patients that surgery is not always a definitive solution and 

that some degree of residual pain or limited lumbar mobility may persist postoperatively. Effective patient 

education is central to improving outcomes. Patients must be informed about the realistic expectations of 

surgical and non-surgical treatments, as well as the importance of adherence to prescribed lifestyle changes 

and rehabilitation programs. Open communication within the healthcare team ensures that treatment plans 

are individualized and align with the patient’s needs and goals. By fostering collaboration among healthcare 

professionals and actively involving patients in their care, the likelihood of achieving favorable outcomes 

and long-term satisfaction is significantly enhanced. 

Nursing Intervention Protocols: 

Nursing interventions for patients diagnosed with spondylolysis and spondylolisthesis are critical 

to improving patient outcomes and providing comprehensive care. The condition's management requires a 

combination of non-surgical and surgical approaches, with nursing professionals playing a vital role in 

patient education, monitoring, pain management, and supporting rehabilitation. The following protocols 

outline the key nursing interventions based on the patient's clinical condition, needs, and treatment plan. 
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Assessment and Monitoring 

The first step in nursing intervention is a thorough assessment of the patient’s condition. Regular 

monitoring of vital signs, neurological status, and pain levels is essential. Nurses should assess for signs of 

progression in symptoms such as increased pain, numbness, tingling, or weakness in the lower extremities, 

as these could indicate nerve compression or neurological deficits that may require more urgent 

interventions. The nursing team should also monitor for signs of complications such as bowel or bladder 

dysfunction, which, although rare, can occur with severe nerve compression. Pain assessment is a 

cornerstone of the intervention process. Nurses should use standardized pain scales to evaluate pain 

intensity and document the patient’s response to pain management strategies. Since pain from 

spondylolysis and spondylolisthesis can be chronic and debilitating, the nurse must work closely with the 

healthcare team to adjust pain medications as necessary, considering both pharmacologic and non-

pharmacologic options. 

Non-Operative Management 

For patients undergoing non-operative treatment, such as activity modification and physical 

therapy, nurses play an integral role in patient education. One of the primary goals is to educate patients on 

the importance of rest and activity modification to prevent exacerbating the condition. Nurses should 

educate the patient on avoiding activities that require excessive bending, lifting, or twisting. It is important 

to guide patients through exercises aimed at strengthening the muscles that support the spine, particularly 

the core muscles. These exercises help reduce pressure on the lumbar spine and improve stability. 

Furthermore, nurses should ensure that the patient is adhering to prescribed medication regimens, such as 

non-steroidal anti-inflammatory drugs (NSAIDs), for pain and inflammation control. Nurses should educate 

patients on the safe use of these medications, including potential side effects like gastrointestinal irritation, 

and offer guidance on strategies for reducing these risks, such as taking the medication with food. Nurses 

can also educate patients about the potential benefits of physical therapy, which is often an essential part 

of conservative treatment. A physical therapist may work with the patient on specific exercises to improve 

flexibility, strengthen core muscles, and reduce strain on the back. Nurses should encourage adherence to 

the prescribed physical therapy regimen and monitor for any signs of overexertion, as pushing beyond 

physical limits could exacerbate symptoms. 

Surgical Interventions and Postoperative Care 

In cases where conservative measures fail, and surgical intervention is necessary, nursing care 

shifts to postoperative management. Nurses must provide patient education on the surgical procedure, 

expected recovery, and potential complications. For example, patients undergoing spinal fusion may 

experience significant restrictions in mobility post-surgery, requiring nurses to educate the patient on 

proper body mechanics to prevent postoperative injury. Postoperative care should include monitoring for 

complications such as infection, hemorrhage, or deep vein thrombosis (DVT). Nurses should assess surgical 

sites for signs of infection, including increased redness, swelling, or discharge. Additionally, nurses must 

monitor for changes in neurological status, as this may indicate complications such as nerve damage or 

compression. The patient should also be regularly assessed for signs of DVT, and appropriate measures, 

such as early ambulation and prophylactic anticoagulant therapy, should be implemented as prescribed. 

Pain management is also a critical component of postoperative care. Nurses should ensure that patients are 

receiving appropriate analgesia, utilizing both pharmacological and non-pharmacological interventions. 

These may include medications such as opioids or NSAIDs and non-pharmacological strategies like 

positioning, cold or heat applications, and relaxation techniques. 

Patient Education and Emotional Support 

Patient education remains a cornerstone throughout the management of spondylolysis and 

spondylolisthesis. Nurses should explain the nature of the condition, its potential progression, and the 

importance of adhering to treatment regimens. Providing clear instructions on activity restrictions, pain 

management strategies, and physical therapy exercises is essential for achieving optimal outcomes. Nurses 
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should also provide emotional support, particularly for patients who may experience frustration or anxiety 

related to their condition. Chronic back pain can significantly impact on the patient’s quality of life, leading 

to emotional distress and depression. Nurses should listen actively to patients’ concerns and provide 

resources such as counseling or support groups to help manage emotional well-being. Additionally, nurses 

should encourage patients to maintain a healthy lifestyle, including proper nutrition and weight 

management, as this can reduce the strain on the lumbar spine. Providing education on ergonomic 

principles, such as proper posture while sitting and lifting techniques, can also be beneficial in preventing 

further injury and improving long-term outcomes. 

Collaboration and Multidisciplinary Care 

Spondylolysis and spondylolisthesis require a multidisciplinary approach to care. Nurses should 

collaborate with physicians, physical therapists, orthopedic specialists, and pain management teams to 

ensure the patient receives comprehensive treatment. Regular communication with the healthcare team is 

essential to track the patient’s progress and adjust the treatment plan as needed. In summary, nursing 

interventions for patients with spondylolysis and spondylolisthesis focus on providing comprehensive care 

that includes assessment, education, pain management, and emotional support. Nurses play an essential 

role in the early detection of complications, facilitating non-surgical treatment strategies, and supporting 

patients through the postoperative recovery process. Through continuous evaluation and collaboration 

with other healthcare professionals, nurses contribute significantly to improving patient outcomes and 

enhancing quality of life for individuals with spondylolysis and spondylolisthesis. 

Conclusion: 

Spondylolysis and spondylolisthesis are conditions that represent significant concerns in 

musculoskeletal health, particularly regarding the lumbar spine. They primarily occur as a result of 

mechanical stress, aging, or congenital defects. Spondylolysis is characterized by a defect in the pars 

interarticularis, which can progress into spondylolisthesis, where one vertebra displaces over another. 

These conditions are not limited to any particular age group, although their etiology varies with age. 

Children and adolescents are more likely to experience isthmic spondylolisthesis, while degenerative forms 

are more common in older adults. The diagnostic approach involves imaging techniques such as 

radiographs and MRI, which are crucial in assessing the extent of vertebral slippage and identifying any 

neural element compression. The condition is graded based on the degree of vertebral displacement, with 

Grade 1 being a mild shift and Grade 4 indicating complete displacement. MRI plays a vital role in assessing 

nerve involvement and guiding treatment decisions. Treatment for spondylolysis and spondylolisthesis 

generally starts with non-surgical approaches. Conservative management, including physical therapy that 

focuses on strengthening core muscles, is effective for many patients. Pain management strategies, such as 

NSAIDs or epidural injections, can also provide temporary relief. In cases where conservative treatments 

fail, surgical intervention may be necessary. The need for surgery depends on factors such as the grade of 

spondylolisthesis, presence of neurological deficits, and the patient’s response to conservative treatments. 

Surgical options, while effective in alleviating neurological symptoms, are often debated in terms of the 

optimal procedure. Decompression and spinal fusion are common approaches, particularly in cases of high-

grade spondylolisthesis. Surgical outcomes tend to be favorable for patients with significant neurological 

deficits, although results for non-radiating lower back pain remain variable. The prognosis for patients with 

spondylolysis and spondylolisthesis is generally good, especially when conservative treatments are 

initiated early. Physical therapy is central to management and can help maintain spinal stability, while 

avoiding high-impact activities and excessive strain on the lumbar spine. Surgical intervention, although 

effective in specific cases, is typically reserved for individuals with severe symptoms or neurological 

impairment. Overall, the management of these conditions requires a multi-disciplinary approach, with 

physical therapists and nursing professionals playing key roles in patient education, rehabilitation, and 

symptom management. In conclusion, effective management of spondylolysis and spondylolisthesis 

requires a comprehensive approach, including early detection, appropriate non-surgical interventions, and 

timely surgical intervention for severe cases. The collaboration of healthcare professionals, including 

physical therapists and nurses, is crucial in providing optimal care and improving patient outcomes. 
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 العلاج الطبيعي والتمريض  لأخصائيالتمزق الفقري والتزحزح الفقري: نظرة عامة 

 

 :الملخص

س إنترآرتيكولاريس(،  التمزق الفقري والتزحزح الفقري هما حالتان تؤثران على الفقرات القطنية، حيث يشير التمزق الفقري إلى عيب في الجزء بين المفصلي )بار  :الخلفية 

لتقدم في السن، أو التشوهات الخلقية، مما في حين يتضمن التزحزح الفقري التحرك الأمامي لفقرة فوق أخرى. تنشأ هذه الحالات نتيجة عوامل مثل الصدمات المتكررة، ا

 .يؤدي إلى عدم الاستقرار والألم والاحتمالية لوجود عجز عصبي

العلاج الطبيعي والعاملين في مجال التمريض حول التمزق الفقري والتزحزح الفقري، مع تسليط الضوء على    لأخصائييهدف هذا المقال إلى تقديم نظرة عامة   :الهدف 

 .أسباب هذه الحالات، وفسيولوجيا المرض، والتشخيص، واستراتيجيات العلاج، والتوقعات المستقبلية

ل الأشعة  يستعرض هذا البحث الأدبيات الموجودة حول التمزق الفقري والتزحزح الفقري، مع التركيز على تصنيفهما، العرض السريري، طرق التشخيص )مث :الطرق  

  .السينية والرنين المغناطيس ي(، ونهج العلاج )من العلاج المحافظ إلى التدخل الجراحي(

والتآكلية والصدمية والخلقية   الأسطوانيةتسلط النتائج الضوء على أن التمزق الفقري غالبًا ما يؤدي إلى التزحزح الفقري، مع ظهور أنواع مختلفة مثل الأنواع   :النتائج

على الرغم من أن الخيارات الجراحية    في فئات عمرية مختلفة. العلاجات المحافظة، بما في ذلك العلاج الطبيعي وإدارة الألم، غالبًا ما تكون فعالة في السيطرة على الأعراض،

 .تعتبر لحالات شديدة

طبيعي وتعديلات نمط  التمزق الفقري والتزحزح الفقري هما من الأسباب الشائعة لألم أسفل الظهر، مع التركيز الأساس ي للعلاج على العلاج المحافظ. العلاج ال :الخاتمة 

 اللجوء إلى التدخل الجراحي في حالات المرض ى الذين يعان
ً
 .ون من تدهور عصبي كبير أو أعراض مستمرةالحياة هما أساس الحفاظ على استقرار العمود الفقري. يتم عادة

 التمزق الفقري، التزحزح الفقري، العلاج الطبيعي، العمود الفقري القطني، العلاج، التوقعات  :الكلمات المفتاحية 

 


