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To the Editor,

Failed back surgery syndrome (FBSS) is defined as 
persistent and/or increased back and/or leg pain 
that restricts the activities of daily living after one or 
more surgeries.[1] It represents a wide range of pa-
tients and its incidence is increasing daily in parallel 
with the increase in low back surgery in the world.
[2] It has been reported that FBSS develops in 5–36%
of patients 2 years after lumbar discectomy.[3] Causes
include insufficient diagnosis, incorrect indication,
inadequate surgical intervention, hernia recurrence,
disc inflammation, scar tissue, and psychosocial
causes.[4] Here, we present two cases demonstrating
the importance of careful consideration of potential
etiologies of persistent post-operative pain in the
first case and proper patient selection in the second
case before accepting the diagnosis of FBSS.

Case 1 – A 41-year-old female underwent laminec-
tomy 10 years ago. Her lower back and leg pain de-
creased after the surgery, but she reapplied 4 years 
later with increasing back, hip, and leg pain. Two sur-
geries were performed for recurrent disc herniation. 
While her pain decreased in the 1st year after her last 
back surgery, she could not walk without support 
for the last few years due to widespread pain in her 
lower back, legs, hips, chest, and knees. Post-opera-
tive bone defects, fibrotic tissue, calcification in the 
paravertebral muscle, and osteopenia in the pelvis 
were detected on lumbar computed tomography 

imaging. In recent years, her pain was mostly in the 
lower back and legs, but due to the additional pain 
in other body parts, we conducted investigations on 
bone metabolism disorders in the blood. Parathy-
roid hormone (PTH) level in the blood was 785 pg/dL 
(10–50), and calcium (Ca) level in 24-h urine was 16.3 
mg/dL (100–250) detected. Hence, we suspected 
parathyroid lesion. 09×10×15 mm echogenic lesion 
at the lower right parathyroid gland was found on 
ultrasonography and was consistent with adenoma. 
After post-operative treatment with calcitriol 0.5 
mcg/day and calcium 1200 mg/day, the PTH level 
decreased to 256 pg/dL. The patient’s pain reduced 
by 50%, and she started walking without support.

Case 2 – A 50-year-old female was admitted with 
right leg pain 2 years prior to presentation. L4-5 cen-
tral disc protrusion was detected on magnetic reso-
nance imaging (MRI), and laminectomy-discectomy 
was performed. However, the right leg pain did not 
decrease after surgery, and the patient had a progres-
sive loss of strength in the right leg. Sensory testing 
revealed hyperesthetics below the T5 dermatomal 
level. The right patella and Achilles reflexes were in-
creased, and clonus and Babinski reflexes were pres-
ent. Thoracic MRI revealed an intradural extramedul-
lary hypointense enhancing mass was abserved at 
the level of the fourth thoracic vertebra (Fig. 1). The 
mass was removed and found to be a meningioma. 
The loss of strength and pain of the patient com-
pletely resolved after 1 month.
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It is possible that this patient did not have a suffi-
cient neurological examination before the laminec-
tomy-discectomy therefore the surgery was per-
formed without recognizing signs of thoracic spinal 
cord involvement.

A comprehensive history and physical examination 
should be performed while evaluating patients 
diagnosed with FBSS. The temporal relationship 
between pain and surgery needs to be examined. 
Then, the present pain should then be compared 
with the patient’s preoperative pain.[5] Preoperative 
pain that persists in the immediate post-operative 
period may indicate an incorrect location or incom-
plete surgery, while radicular pain with new onset 
after surgery may result from a misplaced screw, 
hematoma, or abscess. Pain that occurs a certain 
period after the operation may be caused by a re-
current hernia, discogenic pain, epidural fibrosis, 
facet arthropathy, sacroiliac joint dysfunction and 
myofascial pain.[6] Complete blood count, includ-
ing white blood cell count, erythrocyte sedimen-
tation rate, and C-reactive protein level, should be 
performed to rule out postoperative infection.

As observed in our cases, pain in other body parts 
and additional neurological symptoms require fur-
ther investigation for the diagnosis of FBSS. Phys-
cians should consider causes from other areas or sys-
tems than those targeted by spina surgery. Physical 
examination, including comprehensive neurological 
examination, metabolic and radiological evalua-
tion, should be performed. The patients were asked 
whether they had any symptoms other than low 
back pain. As seen in our first patient, an additional 
review should be requested in terms of bone metab-
olism disorders in patients with diffuse body pain. As 
observed in our second case inappropriate patient 
selection should be considered when complaints do 
not decrease after surgery.

Therefore FBSS is a complex and difficult treatment 
condition. Before deciding on advanced treatments 
such as spinal cord stimulation or surgery, the pa-
tient should be evaluated carefully with a multidis-
ciplinary approach.

References
1. Chan CW, Peng P. Failed back surgery syndrome. Pain Med 

2011;12:577–606. [CrossRef ]

2. Rajaee SS, Bae HW, Kanim LE, Delamarter RB. Spinal fusion 
in the United States: Analysis of trends from 1998 to 2008. 
Spine (Phila Pa 1976) 2012;37:67–76. [CrossRef ]

3. Parker SL, Mendenhall SK, Godil SS, Sivasubramanian P, 
Cahill K, Ziewacz J, et al. Incidence of low back pain af-
ter lumbar discectomy for herniated disc and ıts effect 
on patient-reported outcomes. Clin Orthop Relat Res 
2015;473:1988–99. [CrossRef ]

4. Hussain A, Erdek M. Interventional pain management for 
failed back surgery syndrome. Pain Pract 2014;14:64–78.

5. Baber Z, Erdek MA. Failed back surgery syndrome: Current 
perspectives. J Pain Res 2016;9:979–87. [CrossRef ]

6. Daniell JR, Osti OL. Failed back surgery syndrome: A review 
article. Asian Spine J 2018;12:372–9. [CrossRef ]

Figure 1. An intradural extramedullary hypointense mass in 
T1 and T2 sequences on Thoracic magnetic resonance imaging.
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