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Abstract: 
The sacrum bone is an integral part of the spinal column and pelvic ring. The 

Iumbosacral neurologic function is protected by the sacrum and it maintains 

spinal column and pelvic alignment. For this reason, injuries to the sacrum 

may result in deformity, chronic pain and loss of lower extremity, bowel, 

bladder and sexual function. Therefore, the treatment of sacral fractures 

requires optimizing both neurologic and structural outcome, while also 

implicating a comprehensive understanding of neural decompression and 

skeletal reconstruction techniques.  

 

The majority of sacral fractures occur in combination with pelvic fractures 

and the rest of them, representing only a small percent, occur either isolated 

or in combination of noncontiguous Thoracolumbar fractures. Our case was 

a 22 years old male with positive PCR test for covoid 19 that referred to 

surgery part because of stab wound on his buttock. Treatment of sacral 

fractures should always take into consideration associated systemic or 

musculoskeletal injuries, osteoporosis, the presence of brain injury, obesity, 

the patient’s physiological age, and past medical history. Aggressive surgical 

treatment may lead to surgical blood loss and hemodynamic instability, 

cardiopulmonary compromise, soft tissue break down, and an increased 

infection risk in the metabolically challenged patient. Only a 

multidisciplinary approach between the trauma team and subspecialists will 

dictate the most appropriate management for these patients, and recent data 

has shown that best outcomes are obtained when these fractures are cared for 

at level 1 trauma centers. 
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Background: 

 
The sacrum bone is an integral part of the spinal column and pelvic ring. The 

lumbosacral neurologic function is protected by the sacrum and it maintains 

spinal column and pelvic alignment. For this reason, injuries to the sacrum 

may result in deformity, chronic pain and loss of lower extremity, bowel, 

bladder and sexual function. Therefore, the treatment of sacral fractures 

requires optimizing both neurologic and structural outcome, while also 

implicating a comprehensive understanding of neural decompression and 

skeletal reconstruction techniques [1].  

 

The severity of sacral fracture varies from insufficiency fracture in 

osteoporotic patients, to complex fracture pattern, resulted from high-energy 

trauma, such as motor vehicle accident or fall from height [1,2,3,4,5,6].  

 

 

 

However, some literature highlights that the actual prevalence of PE remains 

uncertain. Inaccurate estimates of PE prevalence may, to some extent, arise 

from the under recognition of atypical presentations of this condition (4). 
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The majority of sacral fractures occur in combination with pelvic 

fractures and the rest of them, representing only a small percent, 

occur either isolated or in combination of noncontiguous 

thoracolumbar fractures. The incidence of sacral fracture, 

accompanied by pelvic fracture, ranges from 40% to 50% [1, 

6,7,8,9,10].  Because of the close relationship of the sacrum and 

neurologic function of lower extremity and bowel, bladder and 

sexual function, diagnosis and treatment of sacral fracture is very 

important and is very challenging [6].  

 

According to the literature, sacral fractures, in 30% of patients with 

neurologic deficit and in 50% of patients with normal neurologic 

examination, had been missed [5,6,8,9].  

 

Therefore, comprehensive history taking and physical 

examination, in combination with using diagnostic modalities and 

high index of suspicion of physician are mandatory for the 

prevention of complications, which may accompany sacral 

fracture, in trauma patients [5]. Behind every stab wound is a new 

world must be discover and explore. 

 

Case presentation: 
 

Our case was a 22 years old male with positive PCR test for Covoid 

19 that referred to surgery part because of stab wound on his 

buttock 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CT and graphics show normal internal organs and integrated. 

sacral bone. We prepare patient for surgery that announce us that 

his PCR test for cocoid19 is positive, but we start the surgery.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

We saw that with no evidence of neurologic signs his sacral bone 

fractured vertically. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

We repair sacral with wire and covered rectum with a soft tissue 

flap and repair the laceration and start treatment of covoid19. After 

1 months he can stand on his feet and walk with walker and we 

 
Figure1: Stab wound on buttock. 

 

 

 

 

 

 

 

 

 

Figure 1: 12 leads ECG: Normal Sinus Rhythm. 

 

 

 

 

 

 

 

 
Figure 2: Exposure of injury. 

 

 

 

 

 

 

 

 

 

Figure 1: 12 leads ECG: Normal Sinus Rhythm. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 1: CT abdomen and pelvis with IV contrast with non-

obstructing filling defect in the area of jejunojejunostomy. 

Filling defect shown with solid arrow. 

Note that the foci of air trapped in the bezoar are located 

dependently within the bowel lumen. Staple line shown with 

dashed arrows. 
 
 
 
 
 
 
 
 

 
Figure 3: Exposure of rectum. 
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discharge him to continue physiotherapy. 

 

Conclusion: 
 

Sacral fractures are poorly recognized, because of difficulty in 

radiological evaluation and combined severe injuries, associated 

with these fractures [11]. The ideal treatment of sacral fracture 

remains unknown [7,12] Earlier studies demonstrated reasonable 

outcomes, with either non-operative or surgical methods. 

However, over the last 20 years, no constant treatment algorithm 

for these severe injuries has been introduced [7]. Penetrating 

trauma refers an injury to the soft tissues, muscle vessels, nerves, 

and organs in the penetrated area. It is an open injury with entrance 

and exit sites, usually accompanied by wounds to 1 or more tissues 

and organs. Because of the presence of complex anatomical 

structures in the injured area and the occurrence of random injuries, 

treatment and surgical procedures are difficult. [13]. 

 

The preoperative evaluation and imaging are crucial for dealing 

with penetrating wounds to the buttock. If there is no injury to large 

blood vessels, intestines, or the urinary system, satisfactory results 

can be obtained with the application surgery. [14] 

 

Treatment of sacral fractures should always take into consideration 

associated systemic or musculoskeletal injuries, osteoporosis, the 

presence of brain injury, obesity, the patient’s physiological age, 

and past medical history. Aggressive surgical treatment may lead 

to surgical blood loss and hemodynamic instability, 

cardiopulmonary compromise, soft tissue breaks down, and an 

increased infection risk in the metabolically challenged patient. 

Only a multidisciplinary approach between the trauma team and 

subspecialists will dictate the most appropriate management for 

these patients, and recent data has shown that best outcomes are 

obtained when these fractures are cared for at level 1 trauma centers 

[15]. In conclusion, sacral fractures are complex and frequently 

overlooked [16]. Penetrating injuries to the buttock area should be 

treated as potentially life threatening. Algorithms exist to aid 

decision making and should be made available to clinicians. 

 

►► A high index of suspicion for subtle findings should be 

applied when examining radiological images for patients with 

penetrating buttock trauma. The involvement of a vascular 

radiologist is advised. 

►► Patients re-presenting to hospital with ongoing bleeding from 

buttock stab wounds should be considered for an urgent 

digital subtraction angiogram with the view of embolisation [17]. 
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