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Hypertrophic  anterior  cervical  osteophyte

Osteófito cervical anterior hipertrófico
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An 88-year-old man  with hypertension attended an ‘basic health

checkup’ and underwent annual endoscopic screening with no

abnormal findings in the pharynx. At presentation, an extrinsic pos-

terior hypo-pharyngeal mass covered by  normal mucosa was  found

(Fig. 1A, arrow). Subsequent radiographs and computed tomog-

raphy scans of the neck confirmed pharyngeal compression by

ossification of the anterior longitudinal ligament at the level of

C3–C4 (Fig. 1B and 1C, arrow). The largest osteophyte was 13 mm

wide (Fig. 1B, lower left). Since he  was asymptomatic, no additional

studies or treatment were recommended.

An anterior cervical osteophyte even larger than 10 mm  can be

asymptomatic. Dysphagia is reported to be common in patients

with anterior cervical osteophytes larger than 10 mm  and rare in

those with smaller osteophytes1,2), while some investigators sug-

gest  that there is no correlation between the size of the osteophyte

and the development of symptoms3). For further understanding the

causal relationship between anterior cervical osteophytes and their

associated symptoms, the precise site of the osteophyte should also

be taken into account; anterior cervical osteophytes protruding to

right and/or left side could lead to compression of the laryngeal

nerve, leading to pharyngoesophageal spasm and/or paralysis of

the vocal cords1,2,4). Clinically significant mechanical compression

of the pharynx and/or esophagus at any level from C2–C7 due to

anterior cervical osteophytes may  induce dysphagia1–5), and dis-

turbances of normal epiglottis tilt over the laryngeal inlet by an

osteophyte at the level of C3–C4 can cause dyspnea3–5). Therefore,

radiological assessment should be focused not only on the size  of
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the osteophyte but also on  the site of the osteophyte in relation to

symptoms.
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Fig. 1. An extrinsic posterior hypo-pharyngeal mass covered by normal mucosa was found at presentation (A, arrow). Pharyngeal compression by  ossification of the anterior

longitudinal ligament at the level of C3–C4 on  a lateral cervical spine radiograph (B, arrow) and at the level of C4 in the axial plane of a  computed tomography scan image at

presentation (C, arrow). The  distance between the  tip of the osteophyte and the anterior vertebral margin was  13 mm  (B, lower left).
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