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Introduction

Dysphagia refers to a disorder that occurs at any 
stage of eating, starting from the mouth to the 
stomach. Oropharyngeal dysphagia is caused 
by structural or neuromotor abnormalities in the 
oral cavity, oropharynx, hypopharynx, and upper 
oesophageal sphincter.1 Although swallowing 
disorders occur in all age groups, dysphagia is 
more common among older adults. The causes 
of swallowing problems vary, and treatment 
depends on the cause. Dysphagia may also be 
observed in patients suffering from cervical spine 
disorders, such as scoliosis, kyphosis, lordosis, 
and vertebral degeneration with the presence of 
osteophytes.2 This report describes a young adult 
with advanced dysphagia due to severe congenital 
cervical hyperlordosis and the management of this 
extremely rare condition.

Case report
	
A 20-year-old male patient was seen for the first 
time in our clinic due to aspiration and dysphagia, 
after he had been hospitalized due to aspiration 
pneumonia in the respiratory disease clinic three 
months earlier. He described difficulty and pain 

in swallowing solid foods and also described 
aspiration after liquids. Other symptoms in addition 
to dysphagia were cough while swallowing, 
odynophagia, globus, and neck pain. He had a 
history of cervical hyperlordosis from childhood; 
this condition had worsened at puberty. His lordosis 
was reported as being congenital, and no other 
inflammatory or degenerative osseous pathologies, 
such as ankylosing spondylitis or scoliosis, had 
been diagnosed. Although his dysphagia complaint 
had continued since puberty, the dysphagia had 
increased markedly over the previous year, and he 
had been hospitalized five times due to aspiration 
pneumonia in addition to this most recent admission.

On physical examination, marked and severe 
cervical hyperlordosis was revealed. Endoscopic 
pharyngeal and laryngeal examinations showed 
the over-enlargement of cervical lordosis, which 
compressed the posterior pharyngeal wall and 
reduced the pharyngeal passage (Figure 1). Bilateral 
vocal cord mobility was normal. Neck flexion, 
extension, and rotation movements were severely 
restricted. He had no cranial nerve palsies or other 
related pathological findings.

A lateral cervical X-ray radiograph (Figure 2) 
revealed bulging of the posterior pharyngeal 
wall, severely narrowed pharyngeal passage, 
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Discussion

Dysphagia is usually caused by neuromuscular 
dysfunction or mechanical obstruction. Obstructive 
dysphagia associated with cervical spine disorders, 
such as kyphosis, lordosis, and degenerative 
osteophytes, is frequently seen in older or geriatric 
patients.2,3 

There is no report in the literature of lordosis 
severe enough to cause dysphagia and aspiration 
in a young adult. Most reports have dealt with 
less severe cervical spine disorders. Two similar 
case reports described pharyngeal compression 
as a complication of cervical lordosis resulting in 
dysphagia;4,5 the patients in these cases were 80 and 
62 years old respectively. Goyal et al. reported an 
81-year-old kyphotic woman with dysphagia.6 The 
cited authors noted dysphagia due to cervical spine 
disorders in older and geriatric patients, unlike in our 
case, and also performed barium swallow studies 
to diagnose the level and cause of obstruction. In 
our case, we did not perform a barium swallow 
examination due to the risk of aspiration. Physical 
examination and radiological scans were used 

and hyperlordotic segments of the cervical spine 
extending from C1 to C7. A barium swallow study 
was proposed, but the patient refused because of 
the risk of aspiration, which might have posed a 
serious problem.

The patient met with orthopaedic surgeons and 
neurosurgeons. Due to high morbidity, and taking 
into account the patient’s concerns, no cervical spine 
surgery was recommended. Diet modification (a 
soft diet that could be easily chewed and swallowed) 
and anti-reflux therapy were prescribed. Neck 
exercises, postural techniques (chin down, head-tilt, 
chin-up posture, and head rotation), and therapeutic 
swallowing manoeuvres (i.e., supraglottic swallow, 
super-supraglottic swallow, effortful swallow, 
Mendelsohn manoeuvre) during deglutition were 
tried; except for the chin-up posture, all postural 
techniques proved to be ineffective because of 
severely restricted neck movements, and only 
worsened the neck pain. Supraglottic swallowing 
(which involves the patient taking a deep breath 
and swallowing while holding the breath and 
then immediately coughing after swallowing) and 
the chin-up posture showed evident decreases in 
coughing, aspiration and dysphagia, both during 
and after deglutition. Our patient also showed 
significant improvement in swallowing both solids 
and liquids. Aspiration pneumonia did not occur for 
three months. The patient is currently under close 
clinical follow-up while continuing the supraglottic 
swallowing with chin-up posture, neck exercises, 
anti-reflux therapy, and diet modification. Written 
informed consent was obtained from the patient 
prior to the presentation of this report.

Figure 1
Endoscopic examination shows the over-enlargement of 
posterior pharyngeal wall, which prevents epiglottic c.

Figure 2
Lateral cervical X-ray radiograph shows cervical hyperlordosis 
and severely narrowed pharyngeal passage.
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manoeuvres) were effective in relieving dysphagia 
and preventing aspiration. 
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to reveal the level and cause of the dysphagia, 
and  aspiration in particular. Our findings showed 
that hyperlordotic curvature of the cervical spine 
prevented epiglottic closure and bolus passage 
and impaired pharyngeal squeezing and laryngeal 
elevation, which resulted in supraglottic pooling 
and aspiration.

The optimum treatment for dysphagia in-
cludes diet modification, muscle relaxants, 
anti-inflammatory and anti-reflux medications, 
therapeutic manoeuvres, neck exercises and surgical 
approaches. Swallowing manoeuvres increase the 
function of the anatomical structures that participate 
in all stages of swallowing and help to protect the 
airways. Practitioners should use all therapeutic 
methods to determine the optimal procedure; 
sometimes, these techniques can be combined to 
improve deglutition outcomes.3,7,8,9 In our case, 
conservative methods were preferred to surgical 
intervention. The main focus of the conservative 
treatment was swallowing manoeuvres with 
postural techniques. Although cervical motion was 
severely limited in all directions, the supraglottic 
swallowing manoeuvre with a chin-up posture 
seemed to reduce dysphagia and aspiration.

Conclusions

The case presented here is unique, since no report 
appears in the literature of lordosis severe enough 
to cause advanced dysphagia and aspiration in a 
young adult. For the management of this extremely 
rare and advanced condition, conservative 
approaches (diet modification, neck exercises, 
postural techniques, and therapeutic swallowing 


