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A 90- year- old Japanese man presented to the emergency depart-
ment complaining of backache and difficulty in walking after falling 
on his buttocks. On physical examination, severe tenderness over 
the lumbar vertebrae was found. There were no neurological deficits 
or pain in the pelvis or femurs. Compression fracture of the lumbar 
vertebrae was suspected. A computed tomography (CT) scan was 
performed to evaluate structural abnormalities, and injury of liga-
ment with ossification with diffuse idiopathic skeletal hyperostosis 
(DISH) was detected (Figure 1A). Magnetic resonance imaging (MRI) 
revealed a low- intensity area on T1- weighted images and a high- 
intensity area on T2- weighted images of the 11th and 12th thoracic 
vertebrae (Figure 1B,C). The diagnosis of vertebral compression 
fracture with anterior tension band injury was made. Thoracolumbar 

AOSpine Injury Score was 7 (type B3, N0, M0), and surgical interven-
tion was strongly recommended. The patient was admitted to the 
hospital, and surgical posterior fusion of the spine was performed 
in accordance with the classification and previous research.1 He was 
transferred to a rehabilitation hospital on postoperative day 30 with 
no neurological problems.

DISH is a noninflammatory disease where spinal ligaments and 
entheses become calcified.2 Vertebral compression fracture is usu-
ally treated conservatively, except for rupture fractures and frac-
tures causing neurological deficits. Compression fractures in DISH 
are another exception and require surgical treatment to prevent the 
delayed development of neurological disorders.3 Thoracolumbar 
AOSpine Injury Score,4 according to which fracture cases with 
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F I G U R E  1  A, Fracture of the bone 
growth plate between the 11th and 
12th thoracic vertebrae in a patient 
with DISH on a CT scan (arrowhead). B, 
Low- intensity area in the 11th and 12th 
thoracic vertebrae on T1- weighted images 
(arrow). C, High- intensity area on the 
11th and 12th thoracic vertebrae on T2- 
weighted images (arrow)
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6 points or more were recommended for surgical operation, rates 
anterior tension band injury 7 points. This means that compression 
fracture in DISH should be treated surgically, regardless of the pres-
ence or absence of neurological deficits immediately at the time of 
initial examination.

Back pain is one of the most common symptoms in a primary 
care setting.5 Vertebral compression fracture is particularly com-
mon in older patients, and minimal trauma may lead to this fracture. 
Although it is often diagnosed using x- ray,6 the detailed structural 
deformation may not be revealed until a CT or MRI scan is per-
formed. When patients with previously known DISH or with risk 
factors of developing DISH (eg, older age, obesity, gout, or type 2 di-
abetes mellitus)7 present with back pain or have an episode of falling, 
primary care physicians should refer the patient to specialists and 
ask them to perform a CT or MRI scan to evaluate whether surgical 
intervention is needed.

In summary, vertebral compression fracture in patients with 
DISH should be treated surgically because of the potential for neu-
rological complications. Primary care physicians should remember 
which types of fracture may be candidates for surgery and refer pa-
tients with suspected vertebral compression fractures with DISH to 
specialists for further evaluations.
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