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A Case of Suspension Laryngoscope Assisted Removal of
Migrating Cervical Screw after Anterior Cervical Fusion
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Anterior cervical approaches to the cervical spine have been widely and safely used in spine
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surgery in recent years; however, they also have posed some otorhinolaryngological complica-
tions. We present a case of suspension laryngoscope assisting in the removal of a cervical screw.
The patient was a 63-years-old man who was operated on traumatic cervical herniated disc. Sur-
gical interference included C5 corpectomy, iliac bone autograft, anterior cervical fusion at C4-
C6 level using an anterior cervical plate and screws. Five years later, he presented a foreign body
sensation in the neck and odynophagia. The laryngoscopic exam showed the medial wall of the
right pyriform sinus protrusion and the migration of an upper screw was observed in plain films
and computed tomography of the cervical spine. The suspenson laryngoscope and C-arm flu-
oroscope were used for the transpharyngeal screw removal. The removal of the screw in ques-
tion was successful with no complications. We report this case with a review of the literature.
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Laryngoscopic surgery.
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Fig. 1. Lateral cervical spine film shows suboptimal placing of the
anterior cervical plate and the right cervical screw on C4 level (ar-
row) places in the intervertebral space instead of cervical verte-
brae body.

Fig. 2. The plain X-ray film of cervical
spine. Lateral cervical spine film shows
complete back-out of the right upper
screw and no anterior cervical plate
dislodgement (A). Note the direction
change of the back-out screw (B).

Fig. 3. The laryngoscope shows pre-
operative protrusion of the hypopha-
ryngeal mucosa by the pulled-out
cervical screw (A). Postoperative
decrease of the hypopharyngeal sw-
elling and healed pharyngeal muco-
sa (B).
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Fig. 4. The suspension laryngoscope assisted screw removal. The
hypopharyngeal swelling lesion was identified through the suspen-
sion laryngoscope and the C-arm fluoroscope located thereafter
for confirmation of the migrated screw location (A). The lateral flu-
oroscope film shows the removal of screw (arrow) through the sus-
pension laryngoscope using a laryngeal microsurgery instrument
(arrowhead)(B). Removed 17 mm sized cervical screw (C). H: hy-
oid bone, SL: suspension laryngoscope.
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