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Figure　1.　Plain computed tomography scan 

sagittal slice.

Discontinuity at the ossification of the anterior 

lingitudinal ligament at the C6/7 intervertebral 

disc level was detected (arrow). 
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Diffuse idiopathic skeletal hyperostosis (DISH) reportedly

increases the risk of fracture due to low-energy trauma1,2).

Countries with an increasing aging population have an in-

creased incidence of cervical trauma in elderly patients,

mostly occurring in the setting of low-energy trauma3,4).

We report a rare case of cervical fracture with DISH and

subsequent respiratory insufficiency managed by emergency

anterior cervical surgery.

An 87-year-old man was brought in by an ambulance and

transferred to our hospital 4 h after a fall on the floor. He

lost consciousness for 2 h following the fall and woke up

with muscle weakness. His past medical and surgical histo-

ries included hypertension, atrial arrhythmia, and cerebellar

infarction with residual mild paralysis in his right upper and

lower limbs. The patient was taking oral rivaroxaban. Plain

radiography and computed tomography (CT) revealed ossifi-

cation of the posterior longitudinal ligament at C3-5, fusion

due to the ossification of the anterior longitudinal ligament

(OALL) at C5-7, fusion due to DISH at C5-7 and T2-12

(Fig. 1), and a fracture involving the OALL at the C6/7 in-

tervertebral disc level. Magnetic resonance imaging (MRI)

slices showed a large retropharyngeal hematoma extending

to the mediastinum. Moreover, cervical spinal canal stenosis

and myelomalacia at the C3/4 and C4/5 levels were ob-

served, which showed the spinal cord injury (Fig. 2). At that

point, muscle strength was fully recovered, although he re-

ported severe paresthesia in both hands.

Dyspnea and respiratory insufficiency occurred 6 h after

the presentation. Tracheal intubation was performed, and the

patient was ventilated. Arterial active bleeding was still ob-

served after 10 coiling attempts by transcatheter angiography

(Fig. 3). Therefore, we decided to perform emergency ante-

rior cervical surgery (Fig. 4).

A large hematoma extending from the retropharyngeal re-
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Figure　2.　Plaain cervical magnetic resonance (MR) images. A: Sagittal T2-weighted 

image showing massive retropharyngeal hematoma and high-intensity change in the spinal 

cord at the C4/5 level. B: Sagittal T2-weighted fat-suppressed image showing high-intensity 

change in the C6/7 intervertebral disc. C: Axial T2-weighted image showing severe canal 

stenosis at the C4/5 intervertebral disc level and high signal change in the spinal cord. 

gion to the mediastinum was removed, and arterial hemor-

rhage from the inferior thyroid artery was detected and

ligated. Rupture of the OALL was observed and considered

the cause of the arterial hemorrhage. Anterior cervical dis-

cectomy and fusion (ACDF) were performed under micro-

scopic view. A 10 Fr Blake silicon drainage tube was placed

in the retropharyngeal space and removed two days after

surgery. The postoperative course was uneventful. As severe

paresthesia in both hands remained, a second surgery was

performed 23 days after the initial presentation. Decompres-

sion was performed at C3-6 and posterior fusion at C3-5 us-

ing lateral mass screws to prevent the future enlargement of

the segmental OPLL, particularly at C4 and C5 levels be-

cause they were considered mobile segments. Twelve

months postoperatively, the patient could walk with a cane

for 200 m; no functional disturbances remained, and there

was no implant failure/loosening.

There are several reports in the literature of arterial injury

due to cervical spinal injury, which is a life-threatening con-

dition (Table 1)5,6). A recent systematic review showed that

the majority of the traumatic retropharyngeal hematoma

with respiratory symptoms was in geriatric patients with

falls or traffic accidents whose symptoms developed within

24 h of blunt trauma, and surgical treatment was performed

in 23% of patients7). Enhanced CT, angiography, and arterial

embolization are the most commonly used techniques to di-

agnose and manage retropharyngeal hematomas due to arte-

rial injury7-9).

To the best of our knowledge, this is the first documented

case of a cervical fracture with DISH and subsequent respi-

ratory insufficiency treated with emergency anterior cervical

surgery due to arterial bleeding.

Previous studies have shown that cervical fractures in

DISH usually occur at disc levels susceptible to low-energy

trauma4,10). These characteristics were also found in this case.

There are two possibilities for the mechanism of damage

to the artery: first, the edge of the fractured bone could have

directly damaged the artery and second, sclerotic changes to

the artery may have caused the rupture. Additionally, pre-

existing history of hypertension and the use of oral rivarox-
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Figure　3.　Angiography of left subclavian attery and left common carotid artery, and transcatheter 
arterial embolization of inferior thyroid artery. A: Before coiling and B: After coiling; both arrows 
show active bleeding. Residual arterial bleeding was suspected after coiling. 

Figure　4.　Postoperative X-ray images of C6/7 anterior discectomy and fusion. A: Anteroposteri-
or X-ray and B: Lateral X-ray.

aban are potential risk factors for abnormal bleeding and

difficulties in blood coagulation4).
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