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Lateral Torticollis: Report of a Case Complicated by
Horner’s Syndrome
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Summary

Özet

We report a 53-year-old female patient with involuntary head rotation to
the right. The diagnosis of spasmodic torticollis with shoulder elevation
causing the head rotation to the right side and partial Horner’s syndrome
(HS) were established. Complaints of the patient relieved after Botulinum
toxin treatment. Ptosis and miosis ameliorated. This case suggested that
the signs of HS in our patient were associated with lateral torticollis.
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Başında istemsiz olarak sağa rotasyonu olan 53 yaşında kadın hasta
sunulmaktadır. Başın sağa dönmesi ve parsiyel Horner sendromu (HS)
işaretleri varlığı ile ilişkilendirilen omuzun elevasyonu ile birlikte olan
spazmotik tortikollis tanısı kondu. Botulinum toksin tedavisi sonrasında
hastanın yakınmaları rahatladı. Pitoz ve miyozu düzeldi. Bu olgu
hastamızdaki HS bulgularının lateral tortikolis ile ilişkili olduğunu
düşündürdü. Türk Fiz T›p Rehab Derg 2011;57 Özel Sayı 2: 369-70.
Anahtar Kelimeler: Tortikolis, Horner sendromu, pitoz, botulinum toksini

Introduction
Horner’s syndrome (HS) is a rare condition results from loss of
sympathetic innervations of the eye. Lesions, such as aneurysms,
arterial pseudo aneurysms, some syndromes and trauma affecting
the cervical chain and the sympathetic fibers may cause HS (1,2). HS
may also result from fibrosis secondary to radiotherapy.
Compression of the carotid sheath after thyroid operation or
compressions associated with benign thyroid pathologies are the
other reported rare causes of HS (3,4). In this article, we present a
case of HS with lateral torticollis and shoulder elevation.

Case
A 53-year-old female patient attended to our neurology
outpatient clinic with complaints of dryness on the left side of her

face and involuntary head rotation to the right. The diagnosis of
spasmodic torticollis with shoulder elevation causing head rotation
to the right side and signs of partial HS (partial ptosis, miotic pupil
and sweating problem) was established according to her
neurological examination. Magnetic resonance imaging (MRI) of the
cranial and cervical regions and cervical Doppler ultrasound
examination were normal. While the causes of acquired torticollis
were being investigated, the patient was followed up with the
diagnosis of adult-onset torticollis which was limited to the cervical
region. It was thought that HS was because of dystonic head posture
with right shoulder elevation. She was first given high doses of
baclofen (up to 80 mg tablet/day). After the therapy with
spazmolitic regimens failed, Botulinum toxin 150 IU, 200 IU and 100
IU were injected to the left sternocleidomastoid (SCM), left splenius
capitis (SC) and the right trapezius muscles, respectively.
Amelioration of patient complaints in terms of decrease of shoulder
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elevation, reduction of neck spasm by 80% and improvement of HS
signs were observed two weeks after botulinum toxin injection.
Ptosis and miosis recovered and anhidrosis disappeared.

Discussion
Stroke is the most common cause of HS in neurology clinics as
other traumas in surgery departments (5). When the etiology is not
known and clinical information permits a targeted imaging
evaluation, an etiology can usually be determined, most commonly
a cervical carotid artery dissection, a cavernous sinus mass, mass in
the neck, deep neck infections or thyroid malignancy (5,6). In a case
report, Sharma et al. (7) discussed cervical esophageal duplication in
its isolated form causing torticollis and presented a 3-year-old male
patient who had cystic duplication of the esophagus in the neck
associated with the cervical vertebral defect and HS. HS was
reported as a rare complication of central venous catheterization
attempts. Sarı et al. (8) reported that ptosis and anisocoria as well as
clinical signs were ameliorated partially one week after the catheter
was removed.
Anhidrosis over half of the face and anisocoria, increasing in
darkness, were present in our patient. In our case, pupil dilatation
associated with super sensitivity was observed in testing with
apraclonidine and, anisocoria reversed as expected (9,10).
Neurological examination of the patient was normal except for
partial HS signs. Ultrasound examination focused on the neck was
also normal. In our case, it was thought that neck rotation associated
with the contraction of SCM due to the anatomic relationship and
neighborhood, caused HS. This was the first report in the literature.
Nowadays, botulinum toxin-A injections are widely used for the
treatment of dystonia (11). In our case, HS signs disappeared
following improvement in dystonia, three weeks after botulinum
toxin-A injection into left SCM, left SC and the right trapezius

muscles. As a result, when considering the improvement achieved in
the clinical signs after botulinum toxin-A injection, it was thought
that HS in our patient was associated with lateral torticollis
accompanied with shoulder elevation.
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