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Ossified Ligamentum flavum causing myelopathy 
in ankylosing spondylitis

Ankylosing spondylitis  (AS) is an autoimmune 
spondyloarthropathy, primarily affecting the peripheral 
and axial joints of the body. Compressive myelopathy 
in AS is an infrequent, late complication and usually 
results from trauma, dislocation of vertebrae’s or 
surgical intervention.[1,2] A 48‑year‑old male with 
seronegative AS of eight year duration, presented with 
insidious onset of shooting pain radiating from low 
back to both feet’s with ascending numbness up to the 
groin starting in right foot, later involving left without 
any decreased sensations since 6 months. Progressively, 
he had stiffness of both lower limbs with mild proximal 
weakness, swaying while walking. He denied bladder 
symptoms. Examination revealed severely restricted 
neck movements and truncal mobility, lower limb 
spasticity, mild proximal weakness, brisk reflexes, 
extensor plantars, sensory ataxia and a sensory level 
at D 10 dermatome. Radiographs of cervical and 
thoracolumbar spine showed features of AS [Figure 1]. 
MRI dorsolumbar spine showed thickened and 
ossified ligamentum flavum  (OLF) compressing the 
cord at D10‑11 vertebral levels [Figure 2]. In view of 
compressive myelopathy due to OLF, he underwent 
decompressive surgery with complete improvement. 
OLF is seen in AS, fluorosis, disorders of calcium 
and phosphorus metabolism, although, in most 
of the cases etiology remains unknown. As with 
compressive myelopathy secondary to OLF is rare 
and decompressive surgery is helpful in relieving 
symptoms as our patient.[3]
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Figure 1: Radiograph cervical spine lateral view showing straightening 
of cervical spine with syndesmophytes (arrow) with complete fusion 
of vertebral bodies
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Figure 2: Sagittal T2 and T1 WI (a,b) showing ossified ligamentum 
flavum (hallow white arrow) at D10-11 level indenting thecal sac, focal 
T2 signal increase in cord secondary to mass effect of OLF. Triangular, 
sharply marginated and non erosive signal abnormality on T1, as well as 
T2 images (arrows in a and b) at anterior corners of multiple vertebral 
bodies suggesting ‘Romanus lesions’. Severe canal stenosis is best 
seen on axial images (c, d)
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Ankylosing spondylitis (AS) belongs to a group of 
inter‑related diseases termed spondyloarthropathies, 
which comprise reactive arthritis, arthritis/spondylitis 
with inflammatory bowel disease, and arthritis/spondylitis 
with psoriasis, and also undifferentiated spondyloarthritis. 
Inflammatory back pain (IBP) is the leading 
symptom in patients with AS. Recently, Assessment 
of Spondyloarthritis international Society (ASAS) 
developed a new IBP criteria.[1] The criteria consists 
of five parameters; insidious onset, Pain at night, Age 
onset  <40  years, Improvement with exercise, and No 
improvement with rest. Recently, a mnemonic by using 
the first letters of the criteria items (iPAIN; inflammatory 
PAIN) has been published.[2]

The IBP reflects the inflammation of sacroiliac joints, 
spine, and spinal entheses. The inflammation of spine 
characterized by ossification of the ligaments leads to 
progressive rigidity and altered biomechanical properties 
of the spine. Inflammation at the vertebral corners heals 
with fatty infiltration and bone formation which further 
leads to the formation of syndesmophytes that span the 
ossified nucleus pulposus at each intervertebral disc 
level. These structural changes at the spine may cause 
neurological complications like solitary nerve root lesions, 
myelopathy, and spinal cord injury caused by cauda 
equina syndrome. Spinal cord lesions in patients with AS 
rarely occur and may be the result of traumatic fractures 
of vertebrae, epidural hematoma associated with fracture, 
discovertebral destruction, ossification of the vertebral 
ligaments like posterior longitudinal ligament and 
ligamentum flavum.[3] There are no data reporting the 
prevalence of ossification of ligamentum flavum (OLF) 
in patients with AS; however, 15.5% prevalence of 
ossification of posterior longitudinal ligament (OPLL) has 
been reported in patients with AS.[4] Thoracic OLF is the 
main cause of thoracic myelopathy and the most common 
symptoms are motor dysfunction and sensory deficits in 
the lower extremities; pain, numbness, and claudication 
can be observed in some patients.[5] Myelopathy caused 
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by the ossification of vertebral ligaments in AS published 
in this issue of the journal by Jagtap et al.,[6] has a special 
importance in this era of biologics which are now 
increasingly used in the treatment of AS. A coincidental 
occurrence of AS and multiple sclerosis  (MS) may be 
plausible.[7] Moreover, tumor necrosis factor alpha 
antagonists which are important and most efficacious 
biologic agents in the treatment of AS may also cause MS. 
Multiple sclerosis may have similar signs and symptoms 
with these patients who had myelopathy.[8] Differential 
diagnosis of the motor dysfunction and sensory deficit 
of the patients with AS should include ossification of 
the vertebral ligaments. Clinicians should be familiar to 
the clinical and imaging findings of myelopathy caused 
by OPLL or OLF. This will ease the early diagnosis 
and treatment of this serious condition and prevent 
unnecessary diagnostic procedures and premature drug 
cessation in patients with AS.
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