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Calcific tendinitis of the longus 
colli muscle: A rare cause of 
neck pain

A 35‑year‑old woman was admitted to our hospital 
with cervical pain for 2 months. She had no history of 
trauma. The physcial examination and lateral cervical 
spine radiographs were normal. Magnetic resonance 
imaging  (MRI) showed a fluid collection within the 
prevertebral soft tissues with calcification in the 
proximal fibers of the longus colli muscle  [Figure  1]. 
Computed tomography  (CT) confirmed calcifications 
within the longus colli muscle and tendon  [Figure  2]. 
The imaging findings were consistent with calcific 
tendintis of the longus colli muscle. Nonsteroidal 
anti‑inflammatory drug treatment was initiated. The 
patient reported resolution of the symptoms within 
3 weeks. Calcific tendinitis of the longus colli is an acute 
inflammation condition of the longus colli tendon, which 
is related to calcium hydroxyapatite deposition in the 
superior oblique fibers of the longus colli muscles.[1,2] 
The differential diagnosis includes spinal tuberculosis, 
retrophar yngeal  abscess,  cer vical  osteomyelit is , 
spondylodiscitis, meningitis, and tumors. Treatment 
with nonsteroidal anti‑inflammatory medication and 
avoidance of aggravating neck movements help to reduce 
the symptoms.
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Figure  1: Sagittal T2‑weighted magnetic resonance image showing fluid 
collection extending within the prevertebral soft tissues  (arrow), with 
calcification in the proximal fibers of the longus colli muscle

Figure 2: Sagittal computed tomography image showing calcifications (arrow) 
within the longus colli muscle and tendon and fluid collection within the 
prevertebral soft tissues



1086 Neurology India / September 2016 / Volume 64 / Issue 5

Neuroimages

2.	 Eastwood  JD, Hudgins PA, Malone D. Retropharyngeal effusion in 
acute calcific prevertebral tendonitis: Diagnosis with CT and MR 
imaging. AJNR Am J Neuroradiol 1998;19:1789‑92.

This is an open access article distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non‑commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

How to cite this article: Ulusoy OL, Tutar S, Ozturk E, Mutlu A, Saglam M. 
Calcific tendinitis of the longus colli muscle: A rare cause of neck pain. 
Neurol India 2016;64:1085-6.

Access this article online
Website:

www.neurologyindia.com

Quick Response Code

DOI:

10.4103/0028-3886.190267

PMID:

xxxxx

Bilateral perisylvian 
polymicrogyria: An interesting 
presentation of malformation 
of cortical development in an 
adult

A 42‑year‑old manual laborer having had learning disabilities 
with delayed language milestones, presented with refractory 
seizures since 17 years of age. The seizure started with a sensory 
aura over the left upper limb followed by its extensor posturing 
suggesting ictal onset over the right primary sensory area 
followed by ictal propagation to supplementary motor area. On 
examination, he had an intelligence quotient of 80, pragmatic 
language impairment, and subtle bipyramidal signs in the form 
of bifacial weakness, upper and lower limb Grade I spasticity 
with exaggerated deep tendon reflexes with normal sensory 
modalities.

His magnetic resonance imaging showed distinctive features 
of bilateral perisylvian polymicrogyria with irregular cortical 
surface, apparently increased thickness of the cortex with an 
uneven but well appreciable gray‑white junction [Figure 1]. 
His interictal electroencephalogram showed bilateral 
centroparietal as well as posterior head region spikes and 
polyspikes, some of which had tangential dipole as well 
as secondary bilateral synchrony, while his ictal recording 
showed onset over the midline and right centroparietal 

regions as low voltage fast propagation to the frontal 
regions [Figure 2]. 

Figure  1: T1‑weighted axial  (a), T2‑weighted axial  (b), T2‑weighted 
high‑resolution coronal (c), T1‑weighted turbo inversion recovery coronal 
(d) images showing bilateral symmetrical uneven cortical thickening with 
jagged surface in the perisylvian regions (arrows)
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Figure 2: (a) Bipolar montage showing a slightly earlier ictal onset over 
the right centroparietal region observed as low voltage fast activity with 
subsequent faster evolution over the left centroparietal regions. (b) Average 
montage showing bilateral centroparietal spikes and polyspike wave 
discharges during sleep
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