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ABSTRACT:

The anterior cervical hyperosteophytosis is observed even in 20-30% among 
healthy people and may be a direct cause of dysphagia. Dysphagia is reported to be 
the most common symptomatic presentation that refers to a difficulty in the whole 
or part of swallowing. Diagnosis must be made by laryngoscopic examination 
because usually the lesion may not be large enough to be seen with oropharyngeal 
examination. In our case the patient suffer from dysphagia, was treated surgically 
through removal of the hyperostosis with the transoral approach. Surgical removal 
of the osteophyte was performed and the patient was relieved from symptoms.
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ÖZET:

Anterior servikal hiperosteofitik oluşumlar sağlıklı insanlar arasında % 20-30 
oranında görülebilmekte ve disfajiye neden olabilmektedir. Disfaji, tüm yutma 
semptomlarındaki en sık semptomolarak belirtilmiştir. Tanısında mutlaka 
laringoskopik muayene yapılmalıdır çünkü rutin orofarinks muayenesi ile 
görülemeyebilir. Olgu sunumumuzda disfaji şikayeti olan hasta transoral cerrahi 
yöntemi ile ameliyat edildi ve hiperosteotik kemik çıkartıldı. Osteofitik parçanın 
çıkarılmasının ardından hadtanın semptomu kalmadı.
Anahtar kelimeler: Disfaji, Hiperosteoz, Servikal osteofit 
Kanıt Düzeyi: Olgu sunumu, Düzey IV
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INTRODUCTION:

Anterior cervical hyperosteotic spurs of the anterior cervical 
spine may occur in 20% to 30% of the population2. Utsinger 
et al. reported that the symptoms arising from cervical 
osteophytosis, dysphagia is developed at a ratio of 17% 14. 
Generally cervical osteophytes are asymptomatic but they 
may lead to symptoms such as dyspnea, cough, dysphagia 
and dysphonia3,7,10,11. Mosher et al. first described 2 patients 
with dysphagia caused by large anterior cervical osteophytes 
in 1926 9. The anterior cervical osteophytosis is observed even 
in 20-30% among healthy people and may be a direct cause of 
dysphagia1.

Dysphagia is reported to be the most common symptomatic 
presentation that refers to a difficulty in the whole or part of 
swallowing. This disorder occurs in the oral, pharyngeal and 
esophageal phases which leads to a disorder of function where 
food in the oral cavity is transferred to the gastrointestinal 
tract6. Diagnosis must be made by laryngoscopic examination 
because usually the lesion may not be large enough to be seen 
with oropharyngeal examination8.

Large anterior cervical osteophytes are associated with 
idiopathic skeletal hyperostosis (DISH), posttraumatic 
osteophytogenesis, senile degenerative skeletal disease, 
cervical spondylitis, infectious spondylitis and ankylosing 
spondylitis1,4,12,15. We reported an Idiopathic skeletal anterior 
cervical hiperosteosis case with the only symptom of dysphagia.

 

Figure-1. Layngoscopic view of the lesion

Figure-2. Computed Tomography axial image of lesion

Figure-3. Computed Tomography axial image of lesion
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Figure-4. Magnetic Resonance Image sagittal view of the 
lesion Figure-5. 3D reconstruction by Osirix ®

CASE REPORT:

Patient that suffers from dysphagia applied to Ear-Nose-
Throat (ENT) department. After a detailed oropharyngeal 
examination has been made, a swollen lesion was detected 
at pharynx. Then laryngoscopic examination was made to 
identify the lesion clearly (Figure-1). 

Patient had been consulted to neurosurgery clinic. Computed 
tomography(CT) and magnetic resonance imaging(MRI) 
showed lesion in details (Figure-2,3,4). 3D reconstruction of 
CT was made by Osirix® (Figure-5). 

Transoral surgery was recommended to remove the lesion to 
the patient. Uvula hanged upwards to make the lesion visible 
on transoral approach. Special Boyle Ecarteur applied to the 
mouth to reach the lesion. After the incision to the soft tissue 
the lesion was appeared. High speed drill used to remove the 
osteophyte. Dysphagia disappeared after the surgery.

DISCUSSION:

Osteophytes of the anterior cervical spine are common in 
elderly patients and are usually asymptomatic. They may 
shrink the pharynx or esophagus and can cause dysphagia, 
dyspnea or stridor. Hyperosteophytosis of the cervical vertebrae 
may cause dysphasia with mechanisms such as mechanical 
pressure on esophagus, inflammation and edema on periphery, 
cricopharyngeal spasm and abnormal recurvation of epiglottis5. 
It may cause complications, including aspiration pneumonia, 
bronchospasm, dehydration, malnutrition and suffocation in 
severe cases4.

Diagnostic investigation should include laryngoscopic 
examination in fact the lesion may not be large enough to 
be seen with oropharyngeal examination8. A lateral plain 
radiograph can be helpful to evaluate the cervical spine. CT 
or MRI with sagittal reconstruction is advised to mark the 
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location of anterior bony lesions in relation to the surrounding 
tissues. Barium swallow test can also be used to exclude 
neoplasm as well as reveal compression and obstruction of the 
esophagus. We used CT and MRI in this case. Alternative 
causes of dysphagia must be considered including neurologic 
disease (Parkinson disease, stroke amyotrophic lateral sclerosis) 
and/or mechanical obstruction due to neoplasms, mediastinal 
masses, the Zenker diverticulum, esophagus webs and stricture 
or cancer of the esophagus15,17.

Treatment is conservative or surgical. Conservative treatment 
is antibiotics, anti-inflammatory agents, steroids and muscle 
relaxants8. There are many surgical techniques, including 
anterolateral, posterolateral, and transoral approaches13,16-17. In 
our case the patient was treated surgically through removal of 
the hyperostosis with the transoral approach. Surgical removal 
of the osteophyte was performed, and the patient was relieved 
from symptoms. 

The therapeutic approaches considered for dysphagia include 
medication to reduce inflammation and edema around 
the cervical vertebrae, and a surgical treatment to restore 
the movement of epiglottis by correcting the anatomical 
compression and deformity of cervical vertebrae.
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