
In the rehabilitation setting, prompt and thorough 
assessment of postoperative pain is crucial in identifying 
and addressing potential surgical complications effectively.

Here we describe an adult patient with severe 
postoperative pain that suggested a possible surgical 
complication, prompting a deeper investigation.

This case highlights the importance of thorough imaging, 
prompt intervention, and a multidisciplinary approach to 
pain management [2,3].

 
                          

Figure 2: Postoperative CT lumbar spine. Left image showing a sagittal view showing left-sided 
screws that are minimally within the borders of the L4 pedicle, highlighted by a horizontal 
yellow line indicating the cross-sectional plane. Right image showing axial cut of L4 screw 
causing microfractures within the pedicle.

 

Surgical interventions for scoliosis are complex and are 
associated with a high rate of complications [1]. 
Postoperative pain is common, but etiologies can be hard 
to discern, often leading to universal rather than targeted 
pain management.
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A 36-year-old female with history of adolescent idiopathic 
scoliosis underwent a Harrington rod placement. It was later 
removed because of pseudoarthrosis, leading to severe back 
pain that remained unresponsive to conservative treatments 
including injections, physical therapy, gabapentin, and 
oxycodone. She presented to acute inpatient rehabilitation after 
spinal revision surgery with T10-L3 osteotomy, T4-L4 fusion, and 
L3-4 TLIF.

While in acute rehab, the patient reported persistent “12/10” 
left lower back burning pain radiating into her left lateral thigh 
and knee. Pain management was attempted with standing 
NSAIDs, lidocaine patches, lorazepam, pregabalin, and 
tizanidine, supplemented by as-needed oral hydromorphone.

Despite these efforts, her pain remained all-consuming and 
significantly hindered her rehabilitation progress.

On day 7 of her acute rehabilitation, lumbar CT was ordered and 
revealed a small fracture along the lateral cortex of the L4 
vertebral body, contacting the extraforaminal left L4 nerve root. 
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Figure 1: Comparative anteroposterior x-rays. Left image showing the spine prior to revision 
surgery. Center and right images showing the spine after undergoing revision surgery for 
scoliosis.

CASE DESCRIPTION – CONTINUED
She was promptly started on a 40mg methylprednisolone that was 
tapered over 10 days. After initiating a steroid regimen, her pain 
improved to “4/10” and opioids were tapered. She subsequently 
made good progress during her inpatient rehabilitation, and was 
discharged home independently on neuropathic agents and a short 
course of oxycodone. 

DISCUSSION
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