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Description
Ossification of the Posterior Longitudinal Ligament 

(OPLL) is a bone-forming diathesis caused by ectopic 
ossification of the posterior longitudinal ligament [1]. OPLL 
is an entity typically seen in Asian races (Incidence 2.4%).
It is utmost important to diagnose this condition because it 
can cause compression of spinal cord and in approximately 
25% percent of cases cervical myelopathy also [2]. One of 
the commonest cause of OPLL in India is fluorosis. OPLL 
is more prevalent in males and in old age (6th decades).
Patients are generally asymptomatic, or may have a history 
of radiculopathy or myelopathy [3]. The clinical picture 
of OPLL is determined by the severity of spinal canal 
compression. OPLL is more frequently observed in mid 
cervical spine and causes central cervical canal stenosis [1]. 
There are four types of OPLL described; (I) continuous, 
ossification of multiple vertebral segments and their 
intervening discs (II) segmental, multiple segments are 
affected but not extending beyond the adjacent disc level, 
disrupted ossification present(III) mixed, a combination of 
segmental and continuous types and (IV) focal ,including 
only one or two segments. The diagnosis of OPLL is 
frequently made on Computed Tomography (CT) and MRI 
(Magnetic Resonance Imaging).Ossification manifests as 
increased density in CT images and is present posterior 
to the vertebral bodies, discs or both. On MR scan the 
ossification is seen as a low signal intensity band of varying 

thickness between the vertebral body and the dural sac on 
T1- and T2-weighted images. Increased T2 signal intensity 
in spinal cord may be observed in patients with cord 
compression which correspond to myelomalacia or edema. 
Conservative treatment is useful when neurological signs or 
symptoms, mainly neck or arm pain, are mild and there is 
no evidence of myelopathy. Surgery should be considered 
in patients with OPLL who have symptomatic myelopathy 
or myeloradiculopathy. Laminoplasty and laminectomy has 
very good rates of neurological improvement.

A 60-year-old male patient came to our neurology 
OPD with complaints of progressive weakness in bilateral 
upper limbs and neck pain for last four months. There was 
no history of trauma. Patient belonged to fluorotic belt of 
state of Rajasthan of India. Neurological examination was 
performed which revealed grade 4 power in bilateral upper 
limbs. Patient was advised for MRI of cervical spine.MRIT1 
weighted image (T1WI) and T2WI revealed thickened and 
calcified posterior longitudinal ligament from C1 to C6 
vertebral levels causing significant spinal canal stenosis. 
There were generalized reduced signal intensities observed 
in the vertebral bodies which were consistent with the 
fluorosis. (Figure 1A and 1B).MRI Cervical spine T2WI 
also demonstrated large disc osteophyte complexes and 
thickened posterior longitudinal ligament from the C2 to 
C7 vertebral level causing compression of the cord (Figure 
1C). After that CT scan of cervical spine was advised for pre-
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operative evaluation. CT scan of cervical spine in bone window nicely depicted the thickening and calcification of posterior 
longitudinal ligament (mixed type) along with the changes of fluorosis (Figure 1D).Patient underwent cervical laminectomy 
and had good recovery post-operatively.

Learning Points/Take Home Messages (2-3 Bullet Points)
1. OPLL is an uncommon metabolic disorder most frequently affecting the cervical spine, and is an important cause of 

spinal stenosis and myelopathy.

2. Establishing OPLL as the cause of spinal stenosis and myelopathy is important for appropriate surgical management.

3. MR imaging is very useful in detecting associated cord compression and injury.

Figure 1: (A) and (B) Sagittal section of MRI cervical spine T1 weighted image (T1WI) and T2WI revealing thickened and 
calcified posterior longitudinal ligament from C1 to C6 vertebral levels (white arrow) causing secondary spinal canal 
stenosis. There are generalized decreased signals noted in the vertebral bodies consistent with fluorosis. (C)Axial section of 
MRI cervical spine T2WI demonstrating a large disc osteophyte complex and thickened posterior longitudinal ligament at 
the level of C2-C3 vertebral level (white arrow) causing compression of the cord. (D) Sagittal reformation of the CT scan of 
cervical spine in bone window nicely depicting the calcification of posterior longitudinal ligament along with the changes 
of fluorosis (Black arrow).


