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Abstract
Diffuse idiopathic skeletal hyperostosis (DISH) is characterized by calcification and ossification of
ligaments, predominantly affecting the spine. Although often asymptomatic, it can cause dysphagia,
dyspnea, and airway obstruction when anterior cervical osteophytes are involved. A 70-year-old male
presented with severe dysphagia, respiratory distress, and weight loss. Magnetic resonance imaging (MRI)
revealed prominent anterior cervical osteophytes (C2-C7), causing airway narrowing and esophageal
compression, consistent with DISH. Acute respiratory failure with stridor required urgent intubation and
mechanical ventilation. Due to surgical limitations at the initial hospital, the patient was transferred to a
tertiary central facility for specialized care. This case highlights the diagnostic and therapeutic complexities
of DISH-related airway obstruction. Multidisciplinary care proved critical, including corticosteroids,
mechanical ventilation, and nutritional support. Acute respiratory decompensation may have been triggered
by epiglottitis secondary to microaspiration. Early recognition and coordinated multidisciplinary
management are essential for achieving optimal outcomes in severe DISH cases involving airway
obstruction.
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Introduction
Forestier syndrome or diffuse idiopathic skeletal hyperostosis (DISH) is a condition characterized by
osteophyte formation due to calcification of ligaments and tendons [1,2]. Throughout the spine, this
condition is most frequently observed in the thoracic and lumbar vertebrae, while it is less common in the
cervical region [3]. Cervical osteophytosis occurs in 12%-30% of the general population and is usually
asymptomatic [4]. The most commonly involved segment is between C4 and C7 [5]. Anterior spinal
osteophytes may protrude into the posterior pharyngeal space leading to anterior displacement of the larynx
and potentially causing dysphonia, dysphagia, dyspnea, and, in severe cases, acute airway obstruction [6].
The severity of the disease and the extent of ossification can vary significantly [7]. Although the exact
etiology remains unclear, metabolic disorders such as obesity, hyperlipidemia, diabetes, and hypertension
have been identified as potential risk factors [1,7]. This report discusses the complex management of a 70-
year-old male presenting with severe dysphagia, respiratory distress, and significant weight loss due to
prominent anterior cervical osteophytes. The case highlights the acute management strategies as well as the
diagnostic and therapeutic challenges associated with this condition.

Case Presentation
We report the case of a 70-year-old male, who presented to the emergency department due to acute onset of
dyspnea, a squeaky cough, hoarseness, odynophagia for the past 12 hours, associated with progressive
dysphagia, initially for solids and then for liquids, with a history of approximately six months, resulting in a

15kg weight loss (current weight was 73kg, and his current body mass index was 21.1kg/m2). As a personal
history of hypertension and hyperlipidemia in treatment with candesartan and rosuvastatin. He did not have
any preexisting allergies. Symptomatology at admission improved after medical treatment with
bronchodilators and intravenous corticosteroid therapy. Upon admission, the patient also exhibited
respiratory acidosis, requiring the initiation of non-invasive mechanical ventilation. The patient was
admitted for further investigation and care.

During hospitalization, a multidisciplinary approach was undertaken to determine the underlying cause of
his condition. Gastroenterology evaluation revealed oedema and congestion of the hypopharyngeal mucosa,
leading to the placement of a nasogastric tube for enteral feeding. Otorhinolaryngology assessment
identified signs of reflux, including retrocricoid oedema and laryngeal penetration, but no evidence of
structural injury or impaired laryngeal mobility. Neurological causes were ruled out following a neurological
assessment. The patient underwent a full diagnostic work-up to determine the underlying cause of his
clinical presentation. This included a magnetic resonance imaging (MRI), which revealed prominent anterior
cervical osteophytes extending from C2 to C7 (Figure 1), causing significant upper airway narrowing and
esophageal compression.
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FIGURE 1: MR imaging showing exuberant anterior osteophyte causing
significant upper airway narrowing and esophagus compression (red
arrow)

On the 21st day of hospitalization, the Emergency Team was activated due to severe respiratory failure with
stridor. Clinical assessment indicated the need for orotracheal intubation and mechanical ventilation due to
extrinsic airway obstruction leading to respiratory exhaustion. A rapid sequence intubation (RSI) was
performed using fentanyl (100mcg), propofol (60mg), ketamine (100mg) and rocuronium (90mg), calculated
for an estimated weight of 75kg. Airway management was successfully achieved with videolaryngoscopy,
and a 7.5mm orotracheal tube was placed at 22cm without complications. The patient's respiratory status
improved, and supplemental oxygen was no longer required. Given the surgical and anesthetic limitations of
the community hospital, the patient was stabilized and transferred to the tertiary care center under the care
of the Neurosurgery team for further treatment.

Discussion
DISH, first described by Forestier and Rotes Querol in 1950 [8], is a non-inflammatory disorder that
primarily affects men in their mid-60s [5,9], with an estimated prevalence of 42% in individuals over 65
years of age [10]. DISH is characterized by ossification of the anterior longitudinal ligament, paravertebral
osteophyte formation, and ligamentous calcification [11,12].

The diagnosis is based on Resnick’s radiological criteria, which include (I) Osseous bridging of at

least four contiguous vertebral bodies; (II) absence of degenerative disc disease, and (III) absence of

inflammatory changes in facets and sacroiliac joints.

Our case involves a male patient in his 70s with a history of hypertension and dyslipidemia, comorbidities
frequently reported in the literature [13]. While dysphagia in DISH typically develops gradually, this patient
presented acutely with respiratory compromise. The proposed mechanisms of dysphagia in DISH include
mechanical compression, periesopharyngeal inflammation with edema and fibrosis due to chronic irritation,
and cricopharyngeal spasm also due to chronic irritation [10,12]. Retrospective analysis suggests that the
acute presentation may have been triggered by epiglottitis secondary to microaspiration caused by
progressive dysphagia. This highlights the importance of early recognition and multidisciplinary approach.
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Treatment strategies depend on the severity of the symptoms. Mild to moderate cases are managed
conservatively with nonsteroidal anti-inflammatory drugs, muscle relaxants, and dietary modifications.
Surgical intervention is reserved for severe cases involving progressive dysphagia, significant weight loss,
airway obstruction, disabling dysphonia, or when conservative measures fail [11,14].

This case illustrates the challenges of managing airway obstruction in DISH in an acute setting. The
literature suggests that awake fibreoptic intubation is the safest approach [7]. However, in this case, due to
the urgency of the situation and the patient's respiratory failure, videolaryngoscopy along with RSI, was
selected as the initial approach given the patient’s acute respiratory failure and the risk of further
decompensation, the loss of spontaneous ventilation was justified by the need for immediate control over
the airway. As a contingency plan, an emergency cricothyrotomy was considered, with input from
anesthesiology ensuring that all potential complications were anticipated and multidisciplinary teams ready
to perform. There are reports of emergency tracheostomy being required in similar cases, but this was not an
available option in our hospital [7].
 

Conclusions
Cervical osteophytosis, although typically asymptomatic, can be a potential cause of dysphagia and acute
airway obstruction. Recognition of this condition is crucial for prompt diagnosis and appropriate
management. This case emphasizes the critical role of intensive care in managing respiratory failure
resulting from extrinsic airway obstruction. Coordinated multidisciplinary discussions and interventions are
key to achieving the best outcomes for the patient.
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