Letters to the Editor

fore insertion and branching of the ureteral bud. A supernumer-
ary kidney with a ureter that fuses with that of the normal kidney
probably reflects late division of the metanephric mesenchyma™.

A supernumerary kidney can present as a palpable abdomi-
nal mass, with or without symptomatic nephrolithiasis, hydrone-
phrosis, upper urinary tract infection, or renal tumors. However,
it is typically asymptomatic and does not affect renal function.
Therefore, they are never diagnosed or discovered incidentally®.
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Cricoid and cervical osteophytes causing dysphagia: an extremely
rare and interesting case

Dear Editor,

A 54-year-old male presented to our department with a two-
month history of nonprogressive dysphagia to solids and irrita-
tion in the neck. Physical examination and laboratory findings
were unremarkable. Soft tissue X-ray of the neck, in lateral view,
revealed anterior bridging osteophytes at the C5-C6 level and

Figure 1. A: Soft tissue X-ray of the neck,
in lateral view, showing large anterior os-
teophytes (white arrow) of the C5 and C6
vertebral bodies and an elongated cricoid
osteophyte (black arrow). B: Barium swal-
low revealing a smooth extrinsic indenta-
tion in the esophagus at the level of the
osteophyte formation (arrow). C: Axial CT
scan showing an osteophyte arising from
the cricoid cartilage (arrow). D: Sagittal
reconstructed CT images showing an elon-
gated cricoid osteophyte caudally (arrow)
at the C5-C6 level.
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an elongated osteophyte in the region of the cricoid cartilage
(Figure 1A). An axial computed tomography (CT) scan showed
the formation of a spur, 2 mm in diameter, extending from the
cricoid cartilage (Figure 1C). Sagittal reconstruction revealed a
cricoid osteophyte extending 9 mm caudally at the C5-C6 level
(Figure 1D). Barium swallow revealed smooth extrinsic indenta-
tion in the esophagus at the level of osteophytes (Figure 1B). The
difficulty in swallowing was attributed to the compression of the
esophagus by the cricoid and cervical osteophytes.
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There are various pathological causes of dysphagiaV, in-
cluding inflammatory diseases of the esophagus, motility dys-
functions, diverticulum, benign or malignant lesions of the me-
diastinum, cervical spinal diseases, and degenerative diseases
of the vertebrae. Although degenerative changes of the cervical
spine are frequently seen after the fifth decade of life, dysphagia
due to the compression by osteophytes is rare®> and dyspha-
gia due to esophageal compression by cricoid osteophytes has
rarely been described. Large bridging anterior osteophytes of the
cervical spine usually result from diffuse idiopathic skeletal hy-
perostosis, and the possible explanations for dysphagia include
compression of the esophagus, blockage of large osteophytes and
osteophyte-induced paraesophageal inflammatory edema. The
esophagus is located at the level of the cricoid cartilage, and a
small osteophyte at the cricoid cartilage level can therefore cause
dysphagia‘®?,

Most patients with cervical or thoracic osteophytes indenting
the esophagus have no esophageal symptoms. Therefore, osteo-
phytes should be considered as the cause of dysphagia only when
other pathologic lesions in the esophagus (e.g., tumors, rings,
webs, and strictures) have been excluded. Most osteophytes that
induce symptoms are located at the level of the cricoid cartilage.
Our case was extremely unusual in that the patient had a cricoid
osteophyte as well as large anterior cervical osteophytes, all caus-
ing indentation of the esophagus and leading to dysphagia.

The diagnostic imaging approach should include a lateral
X-ray, barium swallow, and CT. The formation of an osteophyte,
the degree to which it compresses the esophagus, and its extent
(craniocaudal and anteroposterior) can be demonstrated by plain
lateral radiographs, barium swallow, and CT, respectively®. The
above mentioned techniques and upper gastrointestinal endos-
copy can exclude a neoplasm, a vascular anomaly, and other in-
trinsic or extrinsic mass lesions, thereby implicating cricoid or
cervical osteophytes as a cause of dysphagia, as in our case.

Management of anterior cervical osteophytes can be divided
into conservative and surgical methods®. Although most pa-
tients respond to diet modification, swallowing therapy, nonste-
roidal anti-inflammatory drugs, muscle relaxants, antibiotics, and
steroids, although surgical treatment is required in severe cases.
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