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Retropharyngeal Tendonitis: A Cause of Severe Neck Pain
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Abstract

The clinical presentation of calcific retropharyngeal tendonitis, a rare 
entity, can mimic more serious disorders. The main stay of diagno-
sis is CT scan that shows calcification of C1-C2 which is pathog-
nomonic. Here we present a case of a 26-year-old man presenting 
to the emergency department (ED) with a chief complaint of neck 
pain that increased in severity. The patient was first diagnosed with 
torticollis and sent home on painkillers. Further tests were ordered 
upon his return to the ED complaining of increased neck pain severity 
and dysphagia. Diagnosis was ultimately made by CT scan and the 
patient was treated accordingly. When misdiagnosed, patients with 
retropharyngeal tendonitis can often undergo unnecessary and inva-
sive surgical procedures to drain nonexistent abscesses. With proper 
imaging, and an informed physician, correct diagnosis can be made 
based on prevertebral swelling and calcification.
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Introduction

Retropharyngeal tendonitis is a self-limiting inflammatory dis-
ease involving the longus colli muscle. It was not until 1964 
that Hartley reported the first case of cervical pain associated 
with calcium deposits in these fibers [1]. It commonly presents 
with vague symptoms such as neck pain (94%), limited move-
ment (45%), odynophagia (45%), stiffness (42%) and dyspha-
sia (27%) [2]. Located in the prevertebral area, the longus colli 
muscle assists in flexion and rotation of the neck, and takes up 

most of the retropharyngeal space. The longus colli consists of 
three muscle groups: the superior oblique, vertical and infe-
rior oblique. In retropharyngeal tendonitis, the pain is caused 
by calcium hydroxyapatite crystal deposition in the superior 
oblique fibers, which attach from the transverse processes of 
C3-C5 to the ventral arch of the atlas [3]. The pathophysiol-
ogy is still unclear, although several cases have been reported 
after trauma, infection and even in the case of intubation in the 
emergency department (ED) [4]. Although deposition occurs 
in the tendon, the majority of swelling is observed in the belly 
of the muscle itself, which can be mistaken for a retropharyn-
geal abscess [5]. There has been a recent surge in publications 
in the emergency medicine literature on retropharyngeal ten-
donitis, with several cases reported in the last 2 years [6-8]. 
Here we present a case of a 26-year-old male presenting to the 
ED complaining of neck pain.

Case Report

A 26-year-old male with no significant past medical history 
presented to the ED with persistent left-sided neck pain. He 
had been seen the previous day at an urgent care. At that initial 
visit, he denied fever, chills, sore throat, or difficulty swallow-
ing. The patient did report similar episodes in the past with 
spontaneous resolution of his symptoms. Physical exam was 
notable for pain with movement of the patient’s neck and pal-
pation of the left lateral trapezius. X-ray of the soft tissue of the 
neck was unremarkable. The diagnosis of torticollis was made 
and the patient was given flexeril and Tylenol with codeine. 
The next day in the ED, the patient reported that the neck pain 
persisted and he developed difficulty swallowing. Exam again 
revealed pain with active flexion of his neck. Electrolytes, kid-
ney function, and white blood cell count (WBC) was normal. 
CT of the soft tissue of the neck showed a retropharyngeal 
fluid density extending from C2 to C6 with associated anterior 
soft tissue calcification from C1 to C2 measuring 5 - 6 mm 
(Fig. 1). The radiologist stated that these findings were con-
sistent with retropharyngeal calcific tendonitis. However, the 
possibility of retropharyngeal abscess could not be completely 
excluded at that time. A retropharyngeal abscess was unlikely 
because the patient was without fever, was non-toxic appear-
ing, and had a normal WBC. The patient was admitted to the 
hospital for pain control and further evaluation by ENT and 
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infectious disease. Ketoralac 30 mg IV q6h, a non-steroidal 
anti-inflammatory drugs (NSAIDs), for pain control and clin-
damycin 300 mg IV q8h were started. Cyclobenzaprine 5 mg 
PO q8h prn for muscle spasms and diazepam 5 mg IV q6h 
PRN also for muscle spasms were given. On hospital day 2, 
the patient was seen by ENT. The recommendation was to con-
tinue the current treatment and to monitor the patient for signs 
of possible meningitis and cervical myositis. Muscle relaxants 
were also recommended with physiotherapy for the neck in the 
future. Infectious disease also saw the patient and recommend-
ed increasing the dose of clindamycin to 600 mg to cover for 
possible retropharyngeal infection. It was also recommended 

that the patient stay one more night for pain control and to 
monitor his condition. On hospital day 3, the patient improved. 
Infectious disease recommended discontinuation of antibiotics 
at discharge and a follow-up MRI or CT to evaluate for ret-
ropharyngeal fluid collection in 2 - 3 days if there was further 
concern. The patient was discharged home with a prescription 
for ibuprofen 400 mg PO TID, antibiotics were stopped, and 
the patient was given the final diagnosis of retropharyngeal 
tendonitis.

Discussion

Thought by many to be under diagnosed, two recent studies 
have attempted to clarify the true incidence of retropharyn-
geal tendonitis. The first from Danish Chiropractors Hviid et 
al attempted to retrospectively determine the number of cases, 
of which they found 45 from 1989 to 2006 [5]. Although the 
study admits to several shortcomings causing them not to find 
a true prevalence, Horowitz et al [9] through a more systematic 
approach found eight new cases over a 3-year period compared 
to only one documented retropharyngeal abscess. They calcu-
lated the incidence of retropharyngeal tendonitis to be 0.50 
cases per 100,000 persons-year, challenging whether this was 
indeed as rare as previously thought [9].

Often in the practice of emergency medicine, the more im-
pending and life-threatening conditions tend to overshadow all 
others when examining patients. In any patient with neck pain 
and a unilateral swelling, it has long been ingrained that the 
possibility of a retropharyngeal abscess must be quickly ac-
cessed before it can impinge the airway. While clinically they 
present with similar symptoms, studies have also shown mul-
tiple cases have been misread through imaging [10]. Vollmann 
et al concluded that although retropharyngeal tendonitis was 
best seen on MRI, a non-contrast CT was still the preferred 
imaging, due to its ability to also differentiate an abscess [10]. 
CT imaging is preferred in distinguishing retropharyngeal 
tendonitis from abscess because of its ability to show tendon 
swelling and retropharyngeal calcification at C2-C4 [11]. Re-
tropharyngeal abscess, however, will characteristically show 
a well-delineated enhanced ring surrounding non-enhancing 
density [12].

Retropharyngeal tendonitis must be distinguished from 
retropharyngeal abscess, which is considered a medical emer-
gency and requires treatment [13]. Once a diagnosis has been 
made preferably by CT scan, steroids and NSAIDs should be 
started immediately and the patient be discharged home [14]. 
The mainstay of treatment is 1 - 2 weeks of NSAIDs and an-
algesics, significantly reducing patient morbidity. In contrast, 
retropharyngeal abscess usually requires surgical drainage and 
a course of antibiotics [15].

Retropharyngeal  tendonitis, although uncommon, re-
quires a high level of suspicion. When misdiagnosed, patients 
can often undergo unnecessary and invasive surgical proce-
dures to drain nonexistent abscesses. With proper imaging, and 
an informed physician, correct diagnosis can be made based 
on prevertebral swelling and calcification. While this disease 
is self-limiting, it can often last several weeks and be very de-

Figure 1. CT scan of the neck with anterior soft tissue calcification 
(white arrow). 
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bilitating to the patient.
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