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【 CASE REPORT 】

Longus Colli Tendinitis in a Patient Presenting with Neck
Pain and Acute Systemic Inflammation

Takayasu Uchida, Mami Kanzaki, Toshiyuki Kakumoto and Yoshikazu Uesaka

Abstract:
The diagnosis of longus colli tendinitis (LCT) is sometimes challenging, especially when laboratory data

show marked inflammation and neuroimaging studies do not indicate calcification within the tendon of the

longus colli muscles. We herein report a case of LCT that presented with elevated inflammation parameters

without calcification on imaging. Findings characteristic of LCT, such as prevertebral hyperintensity areas on

T2-weighted images and no signs of purulent diseases, informed our diagnosis of LCT. Enhanced computed

tomography and magnetic resonance imaging are useful procedures when diagnosing LCT after ruling out

other critical purulent diseases.
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Introduction

Longus colli tendinitis (LCT) is a calcium hydroxyapatite

deposition disease first reported by Hartley in 1964 (1). The

clinical findings of LCT include neck pain, a limited range

of motion of the neck, neck stiffness, odynophagia,

dysphagia, sore throat, and a fever (2). Conservative treat-

ments, including anti-inflammatory drugs and immobiliza-

tion of the neck, are recommended. It is sometimes difficult

to diagnose LCT, as these presentations are also seen in pa-

tients with retropharyngeal infection or spondylitis. En-

hanced computed tomography (CT) and magnetic resonance

imaging (MRI) are useful for differentiating these life-

threatening diseases from LCT. On neuroimaging studies,

calcifications located along the longus colli, retropharyngeal

effusion, no signs of abscess, and no bony changes are char-

acteristic of LCT (3). In most cases, blood tests show mildly

elevated inflammation values (4).

We herein report a case of LCT with marked inflamma-

tion and no calcification within the tendon of the longus

colli muscles on imaging studies.

Case Report

A 24-year-old man presented with an 8-day history of a

fever and severe progressive neck pain and a 3-day history

of difficulty opening his mouth. His medical history was

deemed noncontributory. On a physical examination, his vi-

tal signs were within normal limits, except for his elevated

body temperature of 38.5℃. The range of motion of his

neck was significantly restricted in all directions due to

pain. Bilateral conjunctival injection, cervical lymphadeno-

pathy, and pharyngeal erythema without exudates or devia-

tion of the uvula were also noted at presentation. Laboratory

data revealed a white blood cell count of 11,000/mm3, a C-

reactive protein (CRP) value of 22.5 mg/dL, and an erythro-

cyte sedimentation rate (ESR) of 110 mm/h. Liver enzymes,

creatinine and thyroid function values were within normal

limits. Blood culture results were negative in two samples

taken at different sites. There were no remarkable serologi-

cal findings that indicated infection by the Epstein-Barr

(EB) virus, cytomegalovirus, herpes simplex virus, or the

herpes zoster virus. Screening tests for other infectious dis-

eases, such as hepatitis B and C, tuberculosis, syphilis, and

HIV, were negative. In addition, the results of screening
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Figure.　A: The enhanced CT scan of the neck on admission, 
which shows prevertebral effusion without calcification. B: A 
sagittal section of the T2-weighted cervical MRI scan, which 
shows prevertebral effusion at the C2-C5 level (indicated with 
a white arrowhead).

tests for rheumatologic disorders, such as antinuclear anti-

bodies, rheumatoid factors, anti-CCP antibodies, anti-dsDNA

antibodies, anti-Sm antibodies, anti-Ro/SSA, anti-La/SSB,

proteinase 3 anti-neutrophil cytoplasmic antibody (PR3-

ANCA), and myeloperoxidase (MPO)-ANCA, were also

negative. The cerebrospinal fluid values were within the nor-

mal range.

Contrast-enhanced CT showed prevertebral soft tissue

swellings with no signs of retropharyngeal abscess or calci-

fication (Figure A). MRI demonstrated prevertebral hyperin-

tense areas between C2-C5 on T2-weighted images and no

signs of retropharyngeal infection or spondylitis on T1-

weighted images (Figure B). We asked an otolaryngologist

to perform an examination with a fiberscope, which revealed

no obvious evidence of pharyngeal abscess. Consequently, a

diagnosis of LCT was made.

The patient received 180 mg of loxoprofen and 200 mg

of tramadol hydrochloride daily for the pain. His symptoms

improved dramatically immediately after he received the

medications. He was also started on a 14-day course of IV

ampicillin-sulbactam, followed by 500 mg of oral levoflox-

acin daily for 5 days prior to admission. MRI performed

eight days after the commencement of treatment showed that

the prevertebral lesion seen at his initial presentation had al-

most completely disappeared. He was discharged after 14

days with almost full recovery from his symptoms.

Discussion

LCT, also known as retropharyngeal calcific tendinitis, is

a benign disease caused by calcium hydroxyapatite deposi-

tion within the tendon of the longus colli muscles. Its clini-

cal presentations include neck pain, a limited range of mo-

tion of the neck, neck stiffness, odynophagia, dysphagia,

sore throat, and a fever. On imaging studies, such as CT and

MRI, calcification along the longus colli is often noted. A

review of the literature that included 242 cases of acute cal-

cific vertebral tendinitis reported by 104 articles revealed

that the mean age was 43 years (21-81 years), the CRP val-

ues in 21 cases ranged from 0.3 to 91.3 mg/dL (mean 23.66

mg/dL), and the ESR in 45 cases ranged from 5 to 98 mm/h

(mean 31.57 mm/h) based on blood tests (5). The present

case showed severe inflammation on blood tests and no cal-

cification on imaging. The CRP value of 22.5 mg/dL and

ESR of 110 mm/h were particuarly high compared with pre-

vious cases. Differential diagnoses included meningitis,

retropharyngeal abscess, pyogenic spondylitis, cervical disc

herniation, fracture dislocation, neoplasm, and Crowned

dens syndrome. Crowned dens syndrome is also a rare cal-

cium pyrophosphate deposition disease, showing calcifica-

tion of the cruciform ligament on imaging studies. However,

the mean age at the diagnosis of Crowned dens syndrome

was reported to be 60 years, which is older than that for

LCT (6).

Some cases of LCT, such as our own, do not show calci-

fication on imaging studies, although most do (5). In cases

without calcification, prevertebral effusion on T2-weighted

images is important for achieving a diagnosis of LCT. A

previous study reported that the extent of calcification is not

associated with the severity of clinical symptoms (4). When

making a diagnosis of LCT in cases with marked inflamma-

tion and no calcification on imaging, it is especially impor-

tant to rule out other purulent diseases, such as retropharyn-

geal abscess and pyogenic spondylitis, as these diseases

often have lethal outcomes. Enhanced CT is recommended

over MRI as a first-line imaging procedure, due to the lower

medical costs and ability to rule out the possibility of puru-

lent diseases, as discussed above (2). However, MRI is more

sensitive than CT in detecting vertebral osteomyelitis and

epidural abscess (7). Thus, imaging procedures should be

chosen depending on the patient’s clinical presentation, al-

though performing both enhanced CT and MRI is the ideal

method for ruling out serious diseases when diagnosing

LCT.

Several limitations associated with the present study war-

rant mention. Enhanced CT did not reveal any obvious signs

of retropharyngeal abscess. However, purulent diseases

could not be ruled out completely because the patient had

already been given antibiotics for five days prior to his ad-

mission. We continued administering antibiotics during the

admission. This may have caused the false-negative results

of the blood cultures and the enhanced CT scan of the neck.

In addition, the cause of LCT is unknown, although some

explanations, such as recent injury or ischemia, have been

proposed (8). Our case had experienced neck trauma a few

months prior to presentation, which may have triggered the

development of this disease.
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