
Introduction 

Odynophagia refers to painful swallowing caused by various un-
derlying factors that must be excluded to determine the best treat-
ment approach. Pain occurs during bolus transit and disappears 
once the swallowed material has left the esophagus [1,2]. The term 
‘odynophagia’ should not be used interchangeably with that of dys-
phagia, which is defined as difficulty in swallowing and abnormal 
transit of solids and liquids [2-4]. 

Neck pain is a musculoskeletal problem that commonly affects 
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middle-aged individuals and can be categorized according to its 
duration and characteristics (mechanical, neurological, or second-
ary to other conditions) [5]. When a patient presents with neck 
pain and painful swallowing, it is crucial to consider a range of pos-
sible causes for an accurate diagnosis. Because patients experienc-
ing neck pain often seek treatment from a physiotherapist, it is im-
portant to determine when odynophagia may require further in-
vestigation in the context of physical rehabilitation. 

Here, we describe the clinical conditions in which odynophagia 
and neck pain coexist. 
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Odynophagia and neck pain coexist in 
various diseases 

If an individual complains of odynophagia with neck pain, it could 
indicate various medical conditions. Odynophagia and neck pain 
coexist in several conditions whose primary treatment modalities 
are not physiotherapeutic [6-17], as shown in Table 1.  

Tendinitis of the longus colli muscle and 
paravertebral calcification 

The longus colli muscle (LCM) originates from the anterior tuber-
cles of the transverse processes of the C2–C5 vertebrae, T1–T3 
vertebral bodies, and the lower cervical and upper thoracic verte-
bral bodies. It is divided into three portions, runs anteriorly in the 
neck, and is inserted into the anterior tubercles of the atlas (C1), 
C6 vertebra, and upper cervical bodies. This muscle is responsible 
for forward and lateral flexion, and neck rotation. It is innervated 
by the cervical and brachial plexuses (C2–C8) [18]. Tendinitis of 
the longus colli is a painful condition caused by acute inflamma-
tion of the muscle’s tendon, also known as acute retropharyngeal 
tendinitis or acute calcific prevertebral tendinitis [6]. Symptoms of 
tendinitis of the longus colli include sore throat, odynophagia, 
headache, acute neck pain with limited movement, fever, neck stiff-
ness, and tenderness in the paraspinal muscles [19-27]. 

Retropharyngeal calcific tendinitis, also known as paraverte-
bral calcification, occurs when calcium hydroxyapatite crystals 
deposit in the LCM and tendon, leading to inflammation and pain 
[20,25]. The sudden onset of intense neck pain, limited range of 
motion, and odynophagia are the primary symptoms of retropha-
ryngeal calcific tendinitis. Mild headaches with low-grade fever 
may also occur. Computed tomography (CT) is the gold standard 
diagnostic procedure for both LCM and retropharyngeal calcific 
tendinitis. CT shows calcifications anterior to the C1–C3 verte-
brae along with symmetrical retropharyngeal effusion [6,19-

23,25-27]. 
The primary treatment approach for this condition involves us-

ing nonsteroidal anti-inflammatory drugs or oral steroids. The 
symptoms usually resolve within 1 to 2 weeks [19]. However, in 
some instances, antibiotics administration has been recommended 
[6,19,24,26,27] because LCM and retropharyngeal calcific tendi-
nitis may be misdiagnosed as retropharyngeal abscess (RPA). 
Therefore, early identification of tendinitis is crucial to prevent the 
unnecessary use of antibiotics. 

Prevertebral abscess and cellulitis, and 
retropharyngeal abscess 

Although antibiotics have helped reduce the occurrence of deep 
neck infections, these infections are still a significant factor leading 
to serious complications such as sepsis, airway blockage, pneumo-
nia, invasion of internal jugular veins, or even dissemination to oth-
er areas [7,8]. Patients with prevertebral disease typically experi-
ence symptoms such as neck pain, painful swallowing, neck stiff-
ness, fever, and back pain. CT and magnetic resonance imaging can 
be used to detect prevertebral abscesses and cellulitis. In a study in-
cluding 11 patients diagnosed with prevertebral abscess, most were 
treated with incision and drainage of the abscess, followed by intra-
venous antibiotics [7]. In the same study, one patient with prever-
tebral cellulitis underwent cervical laminectomy because of the on-
set of quadriplegia [7]. 

A RPA can follow ingestion or removal of a foreign object, medi-
cal procedures like endotracheal intubation or laryngoscopy, or in-
fections. Symptoms of odynophagia and neck pain can also be 
present. While ingestion of foreign bodies, such as fish or chicken 
bones, seems to be the primary cause, other factors like local injec-
tion, peritonsillar abscess, esophageal perforation (EP), or radio-
therapy can also contribute to the development of RPA [8,9]. 
Treatments for RPA include antibiotics and surgical drainage [7,8]. 

Table 1. Clinical conditions in which odynophagia and neck pain can coexist 

Condition Treatment
Tendinitis of the longus colli muscle and paravertebral calcification Nonsteroidal anti-inflammatory drugs or oral steroids [19]
Prevertebral abscess and cellulitis, and retropharyngeal abscess Antibiotics and surgical drainage [7,8]
Esophageal perforation Surgical treatment options include endoscopic removal [9]
Aberrant subclavian arteries, aortic dissection and aneurysm Surgical [17]
Pneumomediastinum and subcutaneous emphysema Avoiding oral food intake, oxygen supplementation, empirical antibiotics, and pain 

medication [28-30]
Pneumomediastinum after physical exercise High-concentration oxygen and oral analgesia [16]
Thyroid cartilage fracture Injection of steroids and local anesthetics [14]
Thyrohyoid ligament syndrome Voice rest and steroids [13]
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Esophageal perforation 

Ingesting foreign objects along with food has been previously not-
ed as a leading cause of EP, particularly in Asia, due to dietary prac-
tices [9,10]. Symptoms of EP typically include painful swallowing, 
difficulty in swallowing, excessive salivation, and pain. CT is highly 
effective (sensitivity, 100%) in detecting foreign objects and EPs. 
The treatment options for perforation following foreign body in-
gestion include endoscopic extraction of the foreign body followed 
by perforation repair; while the nonsurgical options include antibi-
otics, avoid oral food intake for a specific period, nasogastric tube 
placement for feeding, proton pump inhibitors, and percutaneous 
drainage [9].  

Aberrant subclavian arteries, aortic 
dissection, and aneurysm 

Patients with aberrant subclavian arteries may experience odyno-
phagia, dysphagia, and dyspnea as presenting symptoms. Aberrant 
subclavian arteries involve the aortic arch and can lead to aneurys-
mal dilation of the distal arch or proximal descending thoracic aor-
ta. Moreover, about 60% of these cases present with Kommerell di-
verticulum, an aneurysmal dilatation of the base of aberrant subcla-
vian arteries [17]. Furthermore, odynophagia and neck pain can 
also be symptoms of aortic dissection [11,12]. 

Pneumomediastinum and subcutaneous 
emphysema 

Pediatric patients experiencing neck pain, odynophagia, cough, 
dyspnea, torticollis, and neck and upper chest swelling may be di-
agnosed with spontaneous pneumomediastinum [15]. This con-
dition can be evaluated by using chest radiography and CT. Simi-
larly, adults present with symptoms of pneumomediastinum may 
also experience neck pain, swelling, and odynophagia. Treatment 
options include avoiding oral food intake, oxygen supplementa-
tion, empirical antibiotics, and analgesic support [28-30]. Sponta-
neous pneumomediastinum with odynophagia and neck pain can 
occur after physical exercise as well [16]. In a case report, Faria et 
al. [16] described a young patient who presented with odynopha-
gia and neck pain after a physical exercise schedule at a gym class. 
The patient developed pneumomediastinum, which resolved 
quickly after treatment with high-concentration oxygen support 
and oral analgesia. 

Thyroid cartilage fracture and thyrohyoid 
ligament syndrome 

Patients with lateral thyrohyoid ligament syndrome present with 
lateralized cervical pain (which can last > 12 months) and odyno-
phagia, with characteristic tenderness over the lateral thyrohyoid 
ligament axis, evidenced by wincing and withdrawal on palpation. 
A combination of steroid injections and local anesthetics is a viable 
and effective therapeutic option that reduces pain [13]. 

Nontraumatic thyroid cartilage fractures can cause neck pain 
and odynophagia. CT can confirm the diagnosis, and the disease 
can be treated using noninvasive methods, such as voice rest and 
steroids [14]. 

Further considerations 

Neck pain is a debilitating condition requiring treatment in reha-
bilitative settings. As highlighted in the previous sections, odyno-
phagia and neck pain coexist under certain conditions. In such 
cases, diligent analysis of the clinical framework should be carried 
out to elucidate and corroborate the underlying pathology before 
planning the physiotherapeutic treatment. A multidisciplinary ap-
proach involving professionals most likely to be of help in the pa-
tient’s non-rehabilitative treatment (radiologists, otolaryngolo-
gists, neurosurgeons, cardiac surgeons, vascular surgeons, and in-
ternal medicine physicians) could be an optimal approach before 
implementing rehabilitative therapies that may prove unneces-
sary. At the same time, physiotherapists are the professionals most 
likely to encounter individuals with neck pain and provide inter-
ventions such as massage, manual therapy, exercise, and electro-
therapy [31]. Therefore, it is important to recognize that neck 
pain can stem from different clinical conditions requiring inter-
ventions in addition to or other than physiotherapy mandating 
the consideration of a differential diagnosis to ensure appropriate 
referrals for therapeutic interventions. Symptoms of neck pain can 
vary in intensity and duration, making it essential to identify un-
derlying clinical conditions that are not musculoskeletal in nature 
or are not amenable to treatment using physiotherapeutic tech-
niques. 

Notes 

Conflicts of interest 
No potential conflict of interest relevant to this article was report-
ed.  

S131https://doi.org/10.12701/jyms.2023.00843

J Yeungnam Med Sci 2023;40(Suppl):S129-S133



Funding
None.  

Author contributions 
Conceptualization: MP, EA; Formal analysis, Supervision: EA; 
Writing-original draft: all authors; Writing-review & editing: all au-
thors. 

ORCID 
Massimiliano Polastri, https://orcid.org/0000-0001-8548-0813 
Luca Di Marco, https://orcid.org/0000-0002-5436-1819 
Ernesto Andreoli, https://orcid.org/0000-0001-7206-612X 

References 

1. Frieling T. Odynophagia. In: Lang F, editors. Encyclopedia of 
molecular mechanisms of disease. Berlin: Springer; 2009. p. 
1512–4. 

2. Shimi SM. Current and future developments in surgery. Vol-
ume 1. Oesophago-gastric surgery. Sharjah, UAE: Bentham Sci-
ence Publishers; 2018. p. 150–1. 

3. Hwang C, Desai B, Desai A. Dysphagia and odynophagia. In: 
Desai B, Desai A, editors. Primary care for emergency physi-
cians. Cham: Springer; 2017. p. 89–98. 

4. Triggs J, Pandolfino J. Recent advances in dysphagia manage-
ment. F1000Res 2019;8:F1000 Faculty Rev-1527. 

5. Cohen SP. Epidemiology, diagnosis, and treatment of neck pain. 
Mayo Clin Proc 2015;90:284–99. 

6. Rhodes KL, Makary CA, Armeni M. Odynophagia, neck pain, 
and stiffness. JAMA Otolaryngol Head Neck Surg 2014;140: 
777–8. 

7. Jalisi S, Sakai O, Jamal BT, Mardirossian V. Features of preverte-
bral disease in patients presenting to a head and neck surgery 
clinic with neck pain. Ann Maxillofac Surg 2017;7:228–31. 

8. Sanz Sánchez CI, Morales Angulo C. Retropharyngeal abscess: 
clinical review of twenty-five years. Acta Otorrinolaringol Esp 
(Engl Ed) 2021;72:71–9. 

9. Aronberg RM, Punekar SR, Adam SI, Judson BL, Mehra S, Yar-
brough WG. Esophageal perforation caused by edible foreign 
bodies: a systematic review of the literature. Laryngoscope 
2015;125:371–8. 

10. Mohamad I, Jaafar R. An elderly man with acute anterior neck 
pain and odynophagia after a meal. Malays Fam Physician 
2013;8:37–9. 

11. Elloway RS, Mezwa DG, Alexander T. Foregut ischemia and 
odynophagia in a patient with a type III aortic dissection. Am J 
Gastroenterol 1992;87:790–3. 

12. Abad C, Castellano C, Guerra M. Neck pain and odynophagia 
as first clinical manifestation in aortic dissection. An Med Inter-
na 2000;17:390–1. 

13. Sinha P, Grindler DJ, Haughey BH. A pain in the neck: lateral 
thyrohyoid ligament syndrome. Laryngoscope 2014;124: 
116–8. 

14. Reuther MS, Weissbrod PA. Voice change, odynophagia, and 
neck pain following a sneeze. JAMA Otolaryngol Head Neck 
Surg 2017;143:89–90. 

15. Cachão J, Banganho D, Figueiredo C, Raminhos I. Pneumome-
diastinum and subcutaneous emphysema: a rare cause of ody-
nophagia. BMJ Case Rep 2020;13:e234401. 

16. Faria C, Medeiros I, Carvalho F, Antunes A. Odynophagia and 
neck pain after exercise. BMJ Case Rep 2018;2018:bcr2018 
224581. 

17. Tallarita T, Rogers RT, Bower TC, Stone W, Farres H, Money 
SR, et al. Characterization and surgical management of aberrant 
subclavian arteries. J Vasc Surg 2023;77:1006–15. 

18. Wieben K, Falkenberg B. Muscle function testing: a visual 
guide. Stuttgart: Thieme Publishers; 2015. 

19. Siag K, Mazzawi S, Paker M, Biener R, Ghanayim R, Lumelsky 
D. Acute longus colli tendinitis and otolaryngology. Braz J Oto-
rhinolaryngol 2022;88:351–7. 

20. Homma Y, Itoi A, Muta T, Shimamura Y, Naito K, Mogami A, et 
al. Acute posterior neck pain in adult: a case series. Cases J 
2009;2:8103. 

21. Chen CH, Lu YC, Wong TY. Acute calcific prevertebral tendini-
tis: rare cause of neck pain. Acute Med Surg 2014;2:199–201. 

22. Joshi GS, Fomin DA, Joshi GS, Serano RD. Unusual case of 
acute neck pain: acute calcific longus colli tendinitis. BMJ Case 
Rep 2016;2016:bcr2016216041. 

23. Fenn DJ, Howard B, Hoxworth J, Sommers A. A 67-year-old 
man with odynophagia and neck pain. JAAPA 2018;31:24–6.  

24. Langford B, Kleinman Sween J, Penn DM, Hooten WM. Severe 
neck pain and odynophagia secondary to acute calcific longus 
colli tendinitis: a case report. J Med Case Rep 2020;14:148. 

25. Nakanishi Y, Tanaka H, Toyoshima H, Sakabe S. Woman with 
neck pain and odynophagia. J Am Coll Emerg Physicians Open 
2021;2:e12466. 

26. Singh PK, Noor MI, Jaafar R, Ahmad A, Mohamad I. Acute ret-
ropharyngeal calcific tendonitis as a rare cause of odynophagia 
and neck pain. Medeni Med J 2021;36:75–9. 

27. Guerroum H, Koubaa I, Benissad A. Calcific tendinitis of the 
longus colli: an uncommon cause of neck pain. Radiol Case 
Rep 2022;17:1228–30. 

28. Huon LK, Chang YL, Wang PC, Chen PY. Head and neck man-
ifestations of spontaneous pneumomediastinum. Otolaryngol 

https://doi.org/10.12701/jyms.2023.00843S132

Polastri et al.  Odynophagia and neck pain

https://doi.org/10.12688/f1000research.18900.1
https://doi.org/10.12688/f1000research.18900.1
https://doi.org/10.1016/j.mayocp.2014.09.008
https://doi.org/10.1016/j.mayocp.2014.09.008
https://doi.org/10.1001/jamaoto.2014.965
https://doi.org/10.1001/jamaoto.2014.965
https://doi.org/10.1001/jamaoto.2014.965
https://doi.org/10.4103/ams.ams_54_17
https://doi.org/10.4103/ams.ams_54_17
https://doi.org/10.4103/ams.ams_54_17
https://doi.org/10.1016/j.otoeng.2020.01.005
https://doi.org/10.1016/j.otoeng.2020.01.005
https://doi.org/10.1016/j.otoeng.2020.01.005
https://doi.org/10.1002/lary.24899
https://doi.org/10.1002/lary.24899
https://doi.org/10.1002/lary.24899
https://doi.org/10.1002/lary.24899
https://www.ncbi.nlm.nih.gov/pubmed/25893057
https://www.ncbi.nlm.nih.gov/pubmed/25893057
https://www.ncbi.nlm.nih.gov/pubmed/25893057
https://www.ncbi.nlm.nih.gov/pubmed/1590323
https://www.ncbi.nlm.nih.gov/pubmed/1590323
https://www.ncbi.nlm.nih.gov/pubmed/1590323
https://www.ncbi.nlm.nih.gov/pubmed/10981344
https://www.ncbi.nlm.nih.gov/pubmed/10981344
https://www.ncbi.nlm.nih.gov/pubmed/10981344
https://doi.org/10.1002/lary.24419
https://doi.org/10.1002/lary.24419
https://doi.org/10.1002/lary.24419
https://doi.org/10.1001/jamaoto.2016.1151
https://doi.org/10.1001/jamaoto.2016.1151
https://doi.org/10.1001/jamaoto.2016.1151
https://doi.org/10.1136/bcr-2020-234401
https://doi.org/10.1136/bcr-2020-234401
https://doi.org/10.1136/bcr-2020-234401
https://doi.org/10.1136/bcr-2018-224581
https://doi.org/10.1136/bcr-2018-224581
https://doi.org/10.1136/bcr-2018-224581
https://doi.org/10.1016/j.jvs.2022.12.018
https://doi.org/10.1016/j.jvs.2022.12.018
https://doi.org/10.1016/j.jvs.2022.12.018
https://doi.org/10.1016/j.bjorl.2020.10.018
https://doi.org/10.1016/j.bjorl.2020.10.018
https://doi.org/10.1016/j.bjorl.2020.10.018
https://doi.org/10.4076/1757-1626-2-8103
https://doi.org/10.4076/1757-1626-2-8103
https://doi.org/10.4076/1757-1626-2-8103
https://doi.org/10.1002/ams2.92
https://doi.org/10.1002/ams2.92
https://doi.org/10.1136/bcr-2016-216041
https://doi.org/10.1136/bcr-2016-216041
https://doi.org/10.1136/bcr-2016-216041
https://doi.org/10.1097/01.jaa.0000530291.06247.eb
https://doi.org/10.1097/01.jaa.0000530291.06247.eb
https://doi.org/10.1186/s13256-020-02480-z
https://doi.org/10.1186/s13256-020-02480-z
https://doi.org/10.1186/s13256-020-02480-z
https://doi.org/10.1002/emp2.12466
https://doi.org/10.1002/emp2.12466
https://doi.org/10.1002/emp2.12466
https://doi.org/10.5222/mmj.2021.37539
https://doi.org/10.5222/mmj.2021.37539
https://doi.org/10.5222/mmj.2021.37539
https://doi.org/10.1016/j.radcr.2022.01.023
https://doi.org/10.1016/j.radcr.2022.01.023
https://doi.org/10.1016/j.radcr.2022.01.023
https://doi.org/10.1177/0194599811421870
https://doi.org/10.1177/0194599811421870


Head Neck Surg 2012;146:53–7. 
29. Bolvardi E, Pishbin E, Ebrahimi M, Mahmoudi Gharaee A, Ba-

gherian F. Spontaneous pneumomediastinum with a rare pre-
sentation. Case Rep Emerg Med 2014;2014:451407. 

30. Kim KS, Jeon HW, Moon Y, Kim YD, Ahn MI, Park JK, et al. 

Clinical experience of spontaneous pneumomediastinum: diag-
nosis and treatment. J Thorac Dis 2015;7:1817–24. 

31. Ishaq I, Mehta P, Skinner IW, Bagg MK, Bier J, Verhagen AP. 
Treatment classifications and interventions for neck pain: a 
scoping review. J Clin Epidemiol 2023;159:1–9. 

S133https://doi.org/10.12701/jyms.2023.00843

J Yeungnam Med Sci 2023;40(Suppl):S129-S133

https://doi.org/10.1177/0194599811421870
https://doi.org/10.1155/2014/451407
https://doi.org/10.1155/2014/451407
https://doi.org/10.1155/2014/451407
https://www.ncbi.nlm.nih.gov/pubmed/26623105
https://www.ncbi.nlm.nih.gov/pubmed/26623105
https://www.ncbi.nlm.nih.gov/pubmed/26623105
https://doi.org/10.1016/j.jclinepi.2023.04.010
https://doi.org/10.1016/j.jclinepi.2023.04.010
https://doi.org/10.1016/j.jclinepi.2023.04.010

	Introduction
	Odynophagia and neck pain coexist in various diseases 
	Tendinitis of the longus colli muscle and paravertebral calcification 
	Prevertebral abscess and cellulitis, and retropharyngeal abscess 
	Esophageal perforation 
	Aberrant subclavian arteries, aortic dissection, and aneurysm 
	Pneumomediastinum and subcutaneous emphysema 
	Thyroid cartilage fracture and thyrohyoid ligament syndrome 
	Further considerations  
	Notes
	Conflicts of interest  
	Funding
	Author contributions  
	ORCID

	References

