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Abdominal pain of thoracic spine origin in
a 17 year-old boy: a case presentation

Abdominal pain and abdominal wall
pain can be caused by thoracic spine
abnormality and dysfunction. It is a rel-
atively rare condition which needs to be
considered, especially when abdominal
pain is not explained by gastrointesti-
nal and surgical work up. This is a case
presentation of a 17 year-old boy suffer-
ing from severe abdominal pain of un-
explained origin, which caused several
months of missed school and physical
activities. The patient was successfully
diagnosed and treated with satisfactory
outcome after hospitalization, on outpa-
tient basis in a physiatrist's office. The
clinical presentation, history of present
iliness, diagnostic studies, physical ex-
amination and treatment with outcome
are described in the article.

Introduction

Abdominal pain of unknown etiology
may be confused with an abdominal wall
pain due to thoracic spine dysfunction
[1,2], When there is no known etiology of
the visceral pain, the musculoskeletal ab-
dominal wall pain needs to be considered
to avoid unnecessary diagnostic testing,
surgical procedures and mistaken as-
sumption of psychosomatic syndrome
[1-5]. This condition has been descried
80 years ago and is still often forgotten in
modern medicine [3],

We are presenting an unusual case of
a 17 year-old male with history of severe
abdominal pain, which persisted for a few
months and remained unchanged at
a level of 8/10 (on a scale of 0-10) after
hospitalization, treatment with oral corti-
costeroids, anti-depressants and anxio-
lytic medications. During hospitalization,
several diagnostic studies did not identify
the source of pain. Abdominal XR, CT
SCAN, blood work, medical and surgical
evaluations were negative. The patient
did not complain of cervical, thoracic or
lumbar spine pain. Spine XR and MRI
studies were within normal limits. EMG/
NCV was positive for T7-T10 paraspinal
muscles denervation pattern bilaterally.
The treatment with fluoroscopy guided
thoracic lateral facet joint injections re-
sulted in complete alleviation of abdomi-
nal pain and full recovery of function.

Case presentation
A 17 year-old boy developed severe
abdominal pain in right lower quadrant,

Béle jamy brzusznej o niewyjasnio-
nej etiologii moga pochodzi¢ z kre-
gostupa piersiowego. Przedstawiamy
stosunkowo rzadki przypadek prze-
wlektych béléw brzucha o nieustalonej
przyczynie - badania diagnostyczne nie
wykazywaty zadnych nieprawidtowosci.
Pacjent to 17-letni chtopiec, ktéry przez
blisko sze$¢ miesiecy cierpiat na silne
béle brzucha, z powodu ktérych nie
byt w stanie uczeszcza¢ ani na zaje-
cia szkolne, ani na sportowe. Podczas
hospitalizacji nie udato sie okresli¢
etiologii boéléw brzucha. Pacjet zostat
zdiagnozowany i byt skutecznie leczo-
ny w gabinecie ambulatoryjnym specja-
listy w dziedzinie medycyny fizykalnej
i rehabilitacji. Ponizej oméwiono histo-
rie choroby, badanie fizykalne, badania
diagnostyczne oraz leczenie i wynik po-
stepowania terapeutycznego.

right upper quadrant, suprapubic and in
midline. The pain was described as stab-
bing, gnawing and burning. The pain was
constant, aggravated by walking or driv-
ing over street bumps. He denied trauma,
accident or injury. He admitted that the
day before onset of his signs and symp-
toms he was playing drums in a marching
band. He stated the drums weigh about 40
Ibs and they were suspended on his body
with a harness mechanism. He contacted
his pediatrician and also a gastroenter-
ologist and was treated with Medrol dose
pack, Amitriptyline and Nexium. The pain
was not improving and had progressed
to the point that the patient was hospi-
talized. All diagnostic studies performed
during hospitalization were negative:
CBC, CMP, UA, abdominal ultrasound,
appendix ultrasound, stool test and cul-
tures, endoscopy and colonoscopy. The
patient had no chills, sweats, nausea,
vomiting, diarrhea and constipation. He
was afebrile and vital signs were stable.
He was discharged home with the recom-
mendation of daily oral Amitriptyline. He
was unable to attend school or perform
any physical activities for several months
after being discharged from the hospital
due to painful symptoms. He presented
to an outpatient Physical Medicine and
Rehabilitation (PMR) specialist's office.
On physical examination, he appeared
to be in emotional distress due to pain,
vital signs were within normal limits: Pain
scale 5-8, BP 107/64, HR 100, Ht 5 ft 10
in, Wt 108, BMI 15.49, Wt % 2.57, BMI %

0.05, Ht % 63.08.
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Physical examination: musculoskeletal
and neurological examination was within
normal limits except for thoracic kyphosis
- most likely secondary to seeking posi-
tion of comfort . The thoracic kyphosis was
easily corrected by voluntary posture con-
trol [6]. Patient denied spine pain and there
was no pain on palpation at the cervical,
thoracic or lumbar spine.

Diagnostic studies obtained on outpa-
tient basis included imaging and electrodi-
agnostic testing. Imaging studies: thoracic
spine XR and thoracic spine MRI which
were within normal limits.

Electrodiagnostic testing included
ANS (autonomic nervous system study)
which was within normal limits. Thoracic
and lumbar paraspinals as well as bilat-
eral lower extremity EMG/NCV was posi-
tive for bilateral T7-T10 thoracic paraspi-
nal denervation pattern with normal nerve
conduction study.

Treatment

Based on distribution of pain and EMG/
NCV demonstrating positive for bilateral
T7-T10 thoracic paraspinals denervation
pattern, we decided to perform diagnostic
thoracic medial branch block with 1% Lido-
caine.

Fluoroscopy guided right and left T7
Diagnostic Medial Branch Block with 1cc
of 1% Lidocaine to each site brought im-
mediate and complete resolution of pain,
which lasted three weeks. When the pain
came back three weeks later, it was less
severe than originally, rated at level 4/10
(scale 0 to 10) and was successfully
treated with an injectable corticosteroid,
Dexamethasone. The distribution of pain
was limited to the lower abdominal wall;
therefore, lower level of thoracic spine in-
jection site was chosen at that time - bilat-
eral T11-12 facet joints [3].

Fluoroscopy guided right and left T12
Therapeutic Medial Branch Block was per-
formed with 4 mg of Dexamethasone/1 cc
to each level which brought complete res-
olution of pain for next six weeks. After six
weeks the discomfort came back, rated at
5-6/10. The patient and his mother were
given option of treatment with bilateral
T12 MB radiofrequency ablation (RFA) or
autologous Platelet Rich Plasma (PRP)
injection.

Fluoroscopy guided right and left T12
Therapeutic Medial Branch Block with PRP
(autologous platelet rich plasma) brought
Complete resolution of pain [7-13].

At this time, eight weeks later, the pa-
ient is asymptomatic, fully functional at
school and proficient with sports activities.

Discussion

Unexplained abdominal pain may be
a neurogenic pain of thoracic spine origin
(1-5]. Dysfunctional thoracic spine may be
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difficult to diagnose especially when the pa-
tient denies spine pain, there is no pain on
palpation, and imaging diagnostic studies
remain within normal limits. Electrodiag-
nostic studies may be helpful in establish-
ing an accurate diagnosis, however they
are often negative as well. It is important to
consider lateral facet syndrome of the tho-
racic spine, which may cause abdominal
pain. In this case diagnostic medial branch
block (MBB) at bilateral T6-7 lateral facet
joint injections (Bilateral T7 MBB) alleviat-
ed 100% of the pain on a temporary basis
for three weeks and confirmed the diagno-
sis [1,14,15]. The Therapeutic MBB with
Dexamethasone performed at T11-T12
lateral facet joint injections bilaterally (T12
MBB) alleviated the remaining pain, also
on a temporary basis, for six weeks. The
distal levels T11-12 were chosen based
on the distribution of pain [1,2,14-16]. Fi-
nal, long-lasting resolution of pain in this
case was achieved with use of regenera-
tive rather than anti-inflammatory solution:
autogenous PRP. Other possible interven-
tional treatment options include thoracic
medial branch radiofrequency ablation
(MB RFA). Physical therapy has a role in
strengthening of the paraspinal muscles,
posture control, body mechanics and work/
sports conditioning programs.

Conclusions

It is important to remember musculo-
skeletal sources of unexplained abdominal
pain [17,18]. Often the imaging diagnostic
studies are within normal limits and diagno-
sis remains clinical [1-3]. Diagnostic medial
branch blocks and lateral facet joint injec-
tions may confirm the suspected diagnosis
of abdominal pain of thoracic spine origin
[14-16). Sometimes pain relief after an in-
jection of a local anesthetic lasts longer
than just the duration of action of medica-
tion used, in this case 1% Lidocaine. In ad-
dition to local anesthetics, anti-inflamma-
tory injectable medications, regenerative
agents (autologous PRP and stem cells)
and radiofrequency ablation may be effec-
tive as therapeutic tools [7-9,19-22].

It is important to identify the thoracic
spine origin of abdominal pain and to
promptly institute an effective treatment [7-
12] in order to avoid unnecessary surgery
and mistaken diagnosis of psychosomatic
disorder [13,23,24].
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