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A large cervical osteophyte causing dysphagia in an elderly patient
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A 72-year-old man presented to our department with 
progressive dysphagia and difficulty in eating any solid food. 
The patient reported a weight loss of 20 kg. The patient’s previous 
medical history revealed nicotine abuse and adenocarcinoma 
of the right lower lung lobe, treated successfully by lobectomy 
6 years before. Follow-up examinations confirmed complete 
tumor response. The physical examination revealed no 
significant findings. Upper gastrointestinal endoscopy was 
performed, revealing a significant extraluminal compression 
of the upper esophagus in the absence of any intraluminal 
pathological findings (Fig.  1). Furthermore, cricopharyngeal 
achalasia and Zenker’s diverticulum were excluded. 

Considering the patient’s medical history, a tumor 
recurrence seemed likely. A computed tomography scan of 
the chest was thus performed, which instead showed a large 
osteophyte deriving from the second and third thoracic 
vertebra, leading to a strong compression of the esophagus 
(Fig.  2A). In addition, a barium swallow examination was 
performed, which confirmed that the large osteophyte was 
indeed causing an impaired esophageal passage resulting in 
dysphagia (Fig. 2B). 

This is a rare and uncommon cause of dysphagia in an elderly 
patient. Besides the common causes of dysphagia, such as 
neoplasia, peptic strictures and achalasia, anterior osteophytes 
of the spine can be one of the differential diagnoses [1-2]. Large 
osteophytes have been associated with dysphagia, and surgery is 
indicated in patients with persisting and progressing symptoms. 
Good clinical results after surgery have been reported; however, 
in some cases dysphagia may persist, probably because of 
irreversible changes in the surrounding tissue [3]. 
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Figure  1 Upper gastrointestinal endoscopy showed extraluminal 
compression of the esophagus, not reversed after CO2 insufflation. 
With slight pressure the stenosis was passed with the endoscope

Figure 2 Chest computed tomography scan (A) and barium swallow 
examination (B) showed a large cervical osteophyte as the reason for 
the esophageal compression
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