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This case demonstrates the novel use of ultrasound-guided PRP combined with 
intensive multidisciplinary rehabilitation for refractory idiopathic interspinous 
ligament injury following surgically-treated C7 clay shoveler’s fracture in a 
hypermobile adolescent with suspected EDS. PRP also led to sustained 
functional improvement prior to AMPS diagnosis. While rehabilitation remains 
central in pediatric connective tissue disorders and AMPS, ultrasound-guided 
PRP may aid select patients with refractory spinal ligament injuries and help 
reduce overmedicalization in pain management.1,3-5

DISCUSSION
This is a retrospective case report of a 16-year-old male with benign 
hypermobility syndrome, family history of Ehlers-Danlos syndrome, and prior 
surgically-treated C7 spinous process avulsion. A post-operative MRI following 
C7 spinous process resection showed mild C7–T2 degenerative changes and 
early interspinous bursitis. Nine months post-resection, another MRI revealed a 
T3 supraspinous ligament avulsion and T3–T4 interspinous sprains. The patient 
underwent anatomically-guided T1–T2 trigger point injections, followed by a 
series of ultrasound-guided in-plane injections: a T3 adventitious bursa steroid 
injection, a T3–T5 interspinous ligaments and bursae prolotherapy/steroid 
injection, and then a T2–T4 PRP (5 mL PRP + 15 mL PPP) injection. He received a 
thoracolumbosacral orthosis (TLSO) and participated in an eight-week 
interdisciplinary rehabilitation program. PRP was used off-label per IRB policy 
and standard practice. It is considered experimental by the FDA. Patient 
informed consent was obtained. This de-identified case report is exempt from 
IRB-review per Northwell Health policy.

Clay-shoveler’s fractures and interspinous ligament injuries in pediatric patients 
are rarely atraumatic even in the higher-risk connective tissue disorder 
population.1,2 Ultrasound-guided Platelet-Rich Plasma (PRP) has limited but 
emerging evidence as a targeted treatment for refractory interspinous ligament 
injuries.3,4 We present a 16-year-old male with suspected Ehlers-Danlos 
Syndrome (EDS) who developed atraumatic T2–T4 cervicothoracic instability 
refractory to C7 Clay-shoveler’s fracture repair, improving with PRP prior to an 
eventual Amplified Musculoskeletal Pain Syndrome (AMPS) diagnosis.
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SETTING

Outpatient Physical Medicine and Rehabilitation Clinic

Nine months after C7 spinous process resection, a hypermobile adolescent 
developed severe midline thoracic pain, school absenteeism, and cessation of 
competitive running. MRI revealed a new T3 supraspinous ligament avulsion 
and T3–T4 interspinous sprain not present on prior imaging. NSAIDs, oral 
steroids, muscle relaxants, and intensive physical therapy provided minimal 
relief. Over five months, the patient underwent a series of interventional 
procedures that only offered transient relief. These included anatomically-
guided T1–T2 trigger point injections, followed by ultrasound-guided in-plane 
injections: a T3 adventitious bursa steroid injection and a prolotherapy/steroid 
injection targeting the T3–T5 interspinous ligaments and bursae (see Figure 1 
and Figure 2). Given persistent cervicothoracic back pain, ultrasound-guided in-
plane PRP was administered to the T2–T4 interspinous ligament and bursa. This 
was paired with use of a TLSO and 8 weeks of upper body physical therapy, 
including manual therapy and home exercise. The patient also received 
coordinated care from multiple specialties, including physiatry, neurology, 
neurosurgery, orthopedics, rheumatology, and endocrinology. This 
multidisciplinary approach helped establish a diagnosis of AMPS and resulted in 
marked improvement at 8 weeks: the patient discontinued the TLSO brace, 
resumed full school attendance, and returned to competitive running.

RESULTS

Figure 1: Ultrasound-guided in-plane approach for T3–T5 interspinous ligament injection. The needle is visualized 
traversing soft tissue layers into the hyperechoic fibrous ligament between adjacent spinous processes.

Figure 2: Ultrasound-guided in-plane injection into the T3–T5 adventitious interspinous bursa. The needle tip is 
seen entering a hypoechoic fluid-filled cleft superficial to the convex spinous process contour.
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