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What is your diagnosis? Acute febrile torticollis

Description:

Mr R., 49 years old, attended the emergency department with sudden onset of severe neck pain, present for 36 hours. He reported a history of essentially orthopaedic and rheumatological conditions, with traumatic rupture of ankle tendons, lumbar fusion and ligamentous hyperlaxity. He described sudden onset of bilateral torticollis associated with non-lateralised intense odynophagia, but reported no recent history of infection or trauma, or known foreign body ingestion. Clinical examination in the emergency department revealed a temperature of 37.7°C and good general condition, with contracture of bilateral posterior neck muscles and decreased active and passive movements of the cervical spine. The rest of the examination, especially examination of the oral cavity, inspection and palpation of the oropharynx and nasal endoscopy of the pharyngolarynx, did not reveal any abnormalities. The laboratory work-up revealed a moderate inflammatory syndrome (CRP: 52 mg/L, leukocytes: 7,000/mm 3 ). Contrast-enhanced CT scan with sagittal (Fig. 1a, bone window, Fig. 1b soft tissue window) and axial sections (Fig. 2.) revealed a retropharyngeal low-density image with no peripheral contrast enhancement extending from C2 to C5 associated with two prevertebral calcifications over the axis.

Questions:

Question 1: What is your main diagnosis? Question 2: What differential diagnoses must be urgently eliminated?

What is your diagnosis?

Answers:

Answer 1: The clinical, laboratory and radiological presentation is in favour of retropharyngeal calcific tendinitis with calcification of the superior tendon of the longus colli muscle [START_REF] Ea | Diagnosis and Clinical Manifestations of Calcium Pyrophosphate and Basic Calcium Phosphate Crystal Deposition Diseases[END_REF]. Analgesic immobilization by a soft cervical collar associated with an NSAID analgesic allowed good clinical recovery over 10 days.

Answer 2: In the presence of low-grade fever, odynophagia and the low-density image on CT, the differential diagnoses of retropharyngeal abscess and spondylodiscitis must be excluded [START_REF] Chung | Retropharyngeal Calcific Tendinitis: case report and review of literature[END_REF]. However, the absence of a portal of entry, the absence of septic syndrome, the presence of minimal laboratory signs of inflammation and the typical imaging findings [START_REF] Artenian | Acute Neck Pain due to Tendinitis of the Longus Colli: CT and MRI findings[END_REF] are in support of the diagnosis of retropharyngeal calcific tendinitis. It should be noted that this diagnosis is less common and especially less serious than the other two infectious differential diagnoses. When in doubt, anti-inflammatory drugs should be withheld to avoid exacerbating early infection. Simple analgesic treatment associated with immobilization by a cervical collar is a good alternative. 

Figure 1 .

 1 Figure 1. Contrast-enhanced CT scan of the neck, sagittal section (Fig. 1a, bone window, Fig. 1b soft tissue window).

Figure 2 .

 2 Figure 2. Contrast-enhanced CT scan, axial section.
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