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latrogenic Horner Syndrome after Anterior Cervical Discectomy and
Fusion
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Departments of Neurology and “Neurosurgery, Dong-A University College of Medicine, bDepartmem of Neurosurgery, Gupo Sungshim
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ABSTRACT Horner syndrome (HS) can be caused by injury along the cervical sympathetic trunk. Although HS is commonly
associated with apical tumor of lung or carotid artery dissection, it was also reported as a rare complication
of anterior cervical discectomy and fusion (ACDF). We present a patient who developed HS by injured
sympathetic trunk after ACDF. Because ACDF is the most popular surgical practice of cervical disc herniation,
it's important to understand the anatomical structure to prevent HS.

(J Pain Auton Disord 2017;6:30-32)
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Figurel. Apraclonidine test of present case. Partial ptosis and
miosis in left eye (A) was improved to normal 30minutes after
0.5% apraclonidine instillation (B).

Figure 2. Starch iodine test of present case. Starch iodine prepara-
tion (A) becomes blue-purple color on exposure to sweat after 30
minutes of exercise on her right face only (B).
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Figure 3. The cervical magnetic resonance image of the patient and
schematic surgical approach of anterior cervical discectomy and
fusion. (A) Axial T2WTI of the patient showed incision line along
left neck to anterior side of vertebral body (white arrow). (B)
Intraoperative axial view, the retractors are located between esoph-
agus and longus colli muscle. Eso., esophagus; CCA, common car-
otid artery; IJA, internal jugular vein.
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