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Postfracture spinal pain
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The treatment of fractures in the thoracic and lumbar
spine has improved a lot during the last 25 years.
Nowadays surgical management makes it possible to
reduce and stabilize most fractures even after exten-
sive laminectomies. The patients can be mobilized
early, often with an increased chance of a better ana-
tomical and neurological outcome.

However, the frequency of persisting back and leg
pain after different kinds of fractures has only been
analyzed in a few studies.

Clinical studies

Soreff reported on patients with wedge compression
fractures 1977. 90 percent of all patients had dorsal
insufficiency and 40 percent had chronic low back
pain at follow-up 8 years after the injury. Residual
severe back pain was noted in every second patient
with an anterior vertebral body compression exceeding
25 percent. The pain was mostly located in the area of
injury. Among these patients only 50 percent returned
to their previous work. Only 10 percent of the 147
patients in his material were asymptomatic at follow-
up.

54 burst fractures in level T12 and LI, treated con-
servatively at the Spinal Injury Centre in Perth W.A,
were followed up by myself and assistants 1987-88
(Willén 1990). Patients with burst fractures including a
rotational dislocation had severe low back pain and
radiculopathy in 40 percent of all cases. The same was
true, if the anterior vertebral body was compressed
more than 50 percent and if the spinal canal was nar-
rowed more than 50 percent. Burst fractures without
these signs had severe low back pain and radiculo-
pathy in only 15 percent.

At Sahlgren Hospital, Goteborg, a nonselective
comparative study was performed on 50 patients with
unstable fractures T11-L2 (Willén 1985). There were
equal numbers of patients treated conservatively and
with Harrington instrumentation. At the follow-up
after 2 years no difference was found regarding tho-
racolumbar fatigue (40% and 60%, respectively),

recurring thoraco-lumbar pain (60% and 40%, respec-
tively) and pain on direct pressure at the fracture site
(20% and 30%, respectively). However, the 8 patients
in the conservative group with pain at direct pressure
over the fracture site all had a gibbus angle exceeding
30 degrees.

Unstable fractures are better reduced and stabilized
with transpedicular instrumentations such as the inter-
nal fixator. It preserves better mobility than is the case
when using the Harrington instrumentation (Dick
1987). However, advantages regarding back and leg
complaints compared to other treatment methods are
not convincing (Olerud 1988).

There are a lot of possible causes of residual back
pain after spinal fractures. McAfee minted the concept
“late instability” 1982. Wedge fractures and burst frac-
tures with signs of compression of the anterior verte-
bral body of more than 50 percent may give rise to an
increasing gibbus deformation and pain, if the fracture
and the posterior ligaments do not heal. The problem
is to estimate the degree of injury in the initial period
after the injury. Late instability may lead to post-trau-
matic kyphosis, which is generally recognized as a
failure of the initial treatment. It occasionally results in
severe pain, and neural compromise is not uncommon,

Neuropathic arthropathy with extensive degenera-
tion of disc and facet joints at one or more levels after
traumatic paraplegia is a relatively rare problem. But it
must be considered in paraplegic patients with ill-
defined, burning pain in a diffuse distribution around
the level of the spine involved (Brown 1992).

There is every reason 10 assume that vertebral com-
pression fractures and even so called “stable” burst
fractures constitute a more complex injury than can be
verified radiologically. Often the major fracture is cor-
related to a spinal fracture in the vicinity or some lev-
els above or below. A compression fracture, which to
a large extent is the result of an axial force to the spine
should be considered as a joint injury and not mainly
as an injury to the bone. In burst fractures there is
always a severe injury to the disc above and below the
fractured vertebra and even injuries to the facet joints.
This has been shown experimentally (Willén 1984)
and cliniconeuropathologically (Willén 1989).
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Taylor (1990) presented a histological study on
lumbar facet joints from spines of subjects dying from
serious trauma. Injuries not visible on standard radiog-
raphy, were shown in a high percentage of joints. They
included chondral as well as bone injuries. It was sug-
gested that such injuries may lead to early onset face-
tal arthrosis in survivors of major trauma.

In addition to the above mentioned possible causes
of persisting pain after spinal fractures, muscle and
tendon injuries are difficult to diagnose objectively. In
the cervical spine MR investigations after whip-lash
trauma has shown signs of hemorrhage in tendons and
muscles as the result of ruptures.

Conclusion

The frequency of back pain is high after thoracolum-
bar fractures. 40-50 percent of all patients have pro-
nounced complaints and only 10 percent are pain free
in the long run.

The symptoms increase with the severity of the
fracture. In wedge fractures and burst fractures with an
anterior vertebral body compression exceeding 50 per-
cent, a late instability may develop if the treatment has
been inadequate. Compression fractures should be
considered as joint injuries, as much as bone injuries.

No study, so far, has shown that surgical treatment
of wedge fractures with a compression of the anterior
vertebral body of less than 50 percent and stable burst
fractures with narrowing of the spinal canal of less
than 50 percent is superior to conservative treatment as
far as persistent back is pain concerned. However, the
indications for decompression and/or stabilization in
thoracolumbar unstable injuries (flexion-rotation,
translation, distraction and burst-rotations fractures)
seems to be obvious to diminish residual spinal pain
and radiculopathy.
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