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Chin up\down
Head tilt (right\ left)
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Onginal article

A Multi-Disciplinary Study of the Ocular, Orthopedic, and
Neurologic Causes of Abnormal Head Postures in Children

Paolo Mucci, MD?, Burton J. Kushner, MDP da - &8 Massimiliano Serafino, MD?2, NMicola Orzalesi, MD<

Methods

Children found to have an abnormal head posture on routine pediatric examination
underwent an evaluation by a pediatric ophthalmologist, pediatric orthopedist, and
pediatric neurologist. The study was conducted in northwestern ltaly.

Results

In the 63 children evaluated, the cause of the abnormal head posture was orthopedic in
35, ocularin 25, and neurologic in 5. In 8 patients, no specific cause could be found. The
most common orthopedic cause was congenital muscular torticollis, which accounted for
31 patients. The most common ocular cause was superior oblique muscle palsy, which
accounted for 12 patients. In 2 patients neck muscle contracture suggested an orthopedic
cause, however, the tight neck muscles were secondary to a head tilt caused by superior
obligue muscle palsy.

Conclusions

When the cause of an abnormal head posture is not obvious, a multi-disciplinary approach
including ophthalmologic, neurologic, and orthopedic specialists may be helpful.




TORTICOLLIS SECONDARY TO OCULAR

PATHOLOGY

C. R. P. WILLIAMS,
From Southampton University Hospital, England

e report a series of 15 children, six male and
Wnine female, of average age 20 months, seen at a
paediatric orthopaedic clinic with torticollis.
Orthopaedic examination revealed a normal range of
neck movement in all cases but in seven there was
palpable tightness in the absence of true shortening or
contracture of the sternomastoid muscle.

The patients were prospectively referred for ocular
examination. In five of the 15 an ocular cause for the
torticollis was detected with underaction of the
superior obligue muscle in three, paresis of the lateral
rectus muscle in one and nystagmus in one. Another
two patients were found to have an abnormal ocular
examination which was thought to be unrelated to
their torticollis. Three of the patients with ocular
torticollis required extra-ocular muscle surgery to
abolish the head tilt and one of these had a tight
sternomastoid muscle. Two of the non-ocular group
had surgical release of the sternomastoid musele; in
the rest, the condition either resolved with
physiotherapy or required no active treatment.

We recommend that all patients with torticollis and
no clear orthopaedic cause are referred for ocular
assessment since it is not possible clinically to
distinguish ocular from non-ocular causes.

E. O'FLYNN, N. M. P. CLARKE, R.J. MORRIS

Winter 1986; Kahn, Davidson and Drummond [991). The
posture varies with the cause, but may include head ult,
face wurn and chin elevation or depression (Fig. 1). The
common ‘cock-robin’ posture includes a face tilt and turn
to the opposite side and some chin depression (Fig. 2). The
term ‘torticollis’ means twisted neck and is derived from
the Latin words “tortus’ and ‘collum’ (Kahn et al 1991).
We started our review after seeing a child with torticollis
but with no structural muscle contracture. Only after unsuc-
cessful physiotherapy and manipulation under anaesthesia
was she referred to an ophthalmic clinic. She was diag-
nosed as having a palsy of the superior obligue muscle:;
treatment of this resolved her abnormal head posture. Since
then all cases of torticollis of unclear aetiology have been
prospectively referred for ophthalmic assessment.

PATIENTS AND METHODS

From January 1993 to January 1994 all children referred to
NMPC with torticollis with no obvious orthopaedic cause
were referred for ophthalmic assessment. There were nine
girls and six boys: all but one, a girl of |3 vears, were
between three months and four years of age at referral
imean 13 months). We recorded their history, examined the
neck and noted any craniofacial asymmetry. Plain radio-




Tahle IL. Details of the five patients in the ocular group

Age Orthepaedic cular
Case (mth) Sex  Birth Plagiocephaly  (hther probhlems Posture Meck ROM treatment Outcome examination Outcome

1 o M Mommal Mo Mane Til Mormal Mone Ma= R B0p* Improved
2 Il F MNomal Mo Moane L il Tight 3Ch§ Physio Mo change R 20p Resolved

R (left} MUAT Mo change
Chin down

L tilt Mormal Mone R B0p Improved
L turn
Chin down
F B turn Physio Father Mysiagmus Rezolving
AYSLAZmILE

F B turn Mone Duane's R lat recius Rezolving
syndrome  palsy

* not applicable

+ superior ohlique palsy

% inferior ohlique recession

§ sternocleidomastioid muscle

4§ manipulation under anaesthesia

Tahle II1. Detzils of the ten patients in the non-ccular group

Orthopaedic Creular Crcular
Case Age Birth Plagiocephaly  (dther problems Posture Meck ROM treatment utcome examination  treatment

4 yrs Moarmal Yes None L tilt Tight 5Ch1* Released Resolved Mormal Mone
1 mith Breach Yes ChH L tilt MWormal Physio Resalved Mormal Mone
2 miths Breach None B il MWormal Phyvsio Resolved Mormal Mone
1 mith Caesarean Yes CDH L tilt Tight 5CM Bhvsio Resolved Marmal Mone

& miths Caesarean None B il Left SCM Physio Resolved Mormal Mone
R turm Tumaur

2 miths X Caeserean None B il Mormal Physio Resolved Mormal Mone Na
R turm

13 mths Twin CDH L tilt Tight 5CK Mone MNa Convergent Cieclusion Mo change
CVTE B turn (right} sguint
Renal prohlems Chin up
Marmal v MNone L tilt Mormal Bhvsio Resolved Marmal Mone Na
R turm

Marmal v Developmental L il Tight 3CK Physio Resolved Hypermetropia Glasses Coarrected
delay. Chromosome R tum {left)
10 deletion

10 15 yrs F None B tilt Tight 5CM Released Mo change Mone
R turn (right}) Intensive physio

* grermocleiodomasioid muscle

4

¥ not applicable
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