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  BACKGROUND 
 Anterior cervical osteophytes impinging upon the phar-
ynx or oesophagus constitute a cause of dysphagia. 
Predominant among the pathological entities that can 
lead to the formation of osteophytes are diffuse idiopathic 
skeletal hyperostosis (DISH), degenerative diseases of the 
cervical spine and ankylosing spondylitis (AS). Although 
these patients are usually asymptomatic, there is documen-
tation of patients presenting with upper aerodigestive tract 
symptoms. Moser in 1926 was the fi rst to report dysphagia 
due to cervical spine osteophytes. 1  Twenty-eight per cent 
of patients with cervical osteophytes complain of dys-
phagia. 2  Although previous authors have described many 
cases of dysphagia due to cervical osteophytes, there was 
no reference to the literature of dysphagia and osteophytes 
combined with a hypopharynx abscess as we describe in 
our patient.  

  CASE PRESENTATION 
 An 80-year-old man presented to our hospital complaining 
of progressive mild dysphagia, cough while eating for the 
last 10 days and stridor for 3 days. He reported no fever 
or odynophagia. Medical history included hypertension, 
arthritis and chronic obstructive airway disease. He also 
reported mild dysphagia to solid food in the past years. 
His nutritional status was good and no weight loss was 
reported.  

  INVESTIGATIONS 
 Indirect laryngoscopy with rigid endoscope revealed a 
mass in the postcricoid area plus impaired vocal cord 
mobility due to the pressure of the soft tissue mass. Vocal 
cords were lying in a paramedian position leaving a spin-
dle-shaped gap during phonation. Saliva was retained in 
the pyriform sinuses ( fi gure 1A,B ). Evaluation of swallow-
ing using fl exible endoscope and food coloured with Evan’s 
blue dye demonstrated presence of food in the pyriform 
sinuses and penetration into the larynx. 

 Radiological evaluation with plain radiographs revealed 
large anterior cervical osteophytes at the C4–C5 vertebra 
level, ossifi cation of the anterior longitudinal ligament and 
a soft tissue mass impinging upon the postcricoid region 
( fi gure 2 ).   

 Laboratory examinations were normal. 
 On physical examination, the patient was well oriented, 

with stable vital signs.  

  DIFFERENTIAL DIAGNOSIS 
 The hypopharyngeal mass warranted urgent investigation 
by a head and neck surgeon to exclude malignancy. The 
mass could also be infl ammatory, infective or of benign 
neoplastic origin. The patient had no coexisting known dis-
eases that might affect swallowing function, such as lung 
cancer, oesophagus cancer, achalasia, stroke or Parkinson’s 
disease.  

  TREATMENT 
 Microlaryngoscopy performed under general anaesthesia 
confi rmed the existence of a fl uctuant mass to the postcri-
coid area. Incision, drainage and marsupialisation of the 
mass were performed. The culture of the pus obtained 
showed staphylococcus. A tracheotomy was performed 
to provide secure airway and a nasogastric feeding tube 
was inserted for 5 days to ensure that the patient received 
adequate nutrition. 

 Patient was informed of the option of surgical excision 
of the osteophytes by the spinal cord surgeons but he 
strongly declined this alternative. 

 Postoperatively, the patient was treated with corticos-
teroids and non-steroid anti-infl ammatory drugs.  

  OUTCOME AND FOLLOW-UP 
 The postoperative period was uneventful. Weekly postop-
erative endoscopic evaluation of swallowing revealed food 
aspiration, which resolved 6 weeks later and the patient 
was decannulated ( fi gure 3A–C ). The patient remained 
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 Figure 1    Endoscopic evaluation before surgery. (A) Saliva retained in the pyriform sinuses (arrowhead) and (B) fl uctuant mass of 
hypopharynx (asterisk).    

 Figure 2    Plain radiograph of the neck; soft tissue mass of hypopharynx (white arrow) and protruding osteophytes of C3–C4 vertebrae 
(black arrow).    
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free of swallowing problems on a full consistency diet 1.5 
years after surgery.   

  DISCUSSION 
 Cervical osteophytes affect proximally 20–30% of the pop-
ulation, especially middle aged and older people. 3  Cervical 
bony outgrowths are common and have a vast differential 
diagnosis, which includes DISH, AS, acromegaly, hypopar-
athyroidism and trauma. Among these, the most common 
causes of cervical anterior osteophytes are DISH and AS. 4  

 Cervical osteophytes may cause several clinical mani-
festations. Symptoms involved with the spine are rigid-
ity, decreased mobility and spinal column pain. 5  Cervical 
osteophytes can also cause respiratory symptoms such as 
dyspnoea, 6  aspiration pneumonia 4  and sleep apnoea. 7  The 
most common symptom is progressive diffi culty with solid 
foods and eventually liquids. Dysphagia may be accompa-
nied by foreign body sensation or odynophagia. 8  

 There are many mechanisms explaining dysphagia 
caused by osteophytes, including (1) direct impingement 
by large osteophytes, (2) obstruction by local periosteo-
phyte oedema and infl ammation, (3) spasm of the adja-
cent cricopharyngeal musculature, (4) smaller osteophytes 
may cause dysphagia if they are located opposite to a fi xed 
point such as the cricoid cartilage, (5) fi brosis and adhe-
sions from tissue reaction near the protruding mass that 
fi xes the oesophagus and prevents normal mobility and (6) 
interference with epiglottis movement. 9  –  11  

 The most frequent level related to dysphagia is C5–C6 
followed by C4–C5. 12  The bolus is passing through a 
severely restricted cricopharyngeal opening, because of 
the presence of the osteophytes. The bolus may trauma-
tise the mucosa, cause erosions and ulcers at the point of 
pressure between the cricoid cartilage and the protruding 
osteophytes 10  and can rarely result in perforation of the 
pharynx. 13  These ulcers could allow microorganisms to 
penetrate the mucosa and lead to infl ammation and abscess 
formation. This hypothesis could be an explanation for the 
development of the abscess that complicated the coexist-
ing mild osteophytic dysphagia in our patient. 

 Radioimaging – spinal x-ray or CT scan – is the gold 
standard investigation for DISH, having an advantage over 
MRI for demonstration of bone architecture. 

 Over the past four decades, various diagnostic criteria 
have been proposed, but the model suggested by Resnick 

and Niwayama is the most widely accepted. Their criteria 
are (1) fl owing calcifi cation of paraspinal longitudinal liga-
ments affecting at least four consecutive levels of vertebral 
bodies; (2) absence of signs suggestive of disc degenera-
tion; and (3) absence of any other degenerative disease of 
the spinal joints. 

 For patients presented with respiratory or digestive 
symptoms, videofl uoroscopy and laryngoscopy are impor-
tant for evaluation of tracheal and oesophageal pathology. 14  
Endoscopy with rigid endoscope of the upper gastrointesti-
nal system, when needed, should be performed cautiously 
because of the risk of oesophageal perforation. 4  

 Treatment can be either conservative or surgical. 
Conservative management includes modifi cation of diet, 
non-steroidal infl ammatory medications, corticosteroids 
and muscle relaxants. 15  The fi rst-line treatment for patients 
presenting with dysphagia is diet modifi cation and advice 
about mastication and deglutition by a speech therapist. 
Persistence or progression of the symptoms indicates that 
surgical excision of the cervical osteophytes, osteophytec-
tomy, may be necessary. Surgical approaches used for cer-
vical osteophytectomy are the transcervical anterolateral 
approach, posterolateral approach and transoral approach. 
Surgical interventions carry the risk of complications 
including oesophageal injury, recurrent laryngeal nerve 
injury, Horner’s syndrome, cervical instability, persistent 
symptoms and recurrence. 14  

 Cervical osteophytes should be considered in the dif-
ferential diagnosis of dysphagia in older people especially 
when thorough evaluation reveals no other cause of dys-
phagia such as functional and mobility disorders, structural 
lesions, neurologic diseases or neoplasms. 16  Early diagno-
sis will contribute to the appropriate treatment, reduce the 
possibility of complications and add to the quality of life.    

 Figure 3    (A) Four weeks after surgery, the patient remains cannulated; obvious regression of the mass is seen and the saliva retains in 
the pyriform sinuses with episodes of aspiration. (B) Six weeks after surgery, the patient is decannulated, with no episodes of aspiration. 
(C) Six weeks after surgery, there is total regression of the mass without any blockage to the lumen of hypopharynx/postcricoid area.    

Learning points

    Cervical osteophytes should be considered in the  ▶

differential diagnosis of dysphagia.  
  Lateral cervical radiography is important for diagnosis in  ▶

patients with DISH and/or cervical osteophyte-induced 
dysphagia.  
  Dysphagia caused by cervical osteophytes may be  ▶

treated conservatively or surgically.   
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