
The neck



Torticollis (‘wry neck’, ‘skew neck’)

Infantile (congenital) torticollis
 The sternomastoid muscle on one side is fibrous and fails to elongate 

as the child grows. 
 a well-defined lump is felt in the muscle.
 twisting the chin towards the opposite side.
 Secondary facial deformities may occur.
 gentle, daily manipulation of the neck.
 Surgical release.
 Post surgery orthosis and physiotherapy.
 Exclude DDH.



Torticollis 











Secondary torticollis

 due to muscle spasm
 acute disc prolapse
 inflamed neck glands
 vertebral infection,
 injuries of the cervical spine or ocular disorders. 
 Gastro osephageal reflux



Acute Cervical disc prolapse

 local strain or injury, especially sudden unguarded flexion and 
rotation.

 a predisposing abnormality of the disc with increased nuclear 
tension.

 The disc protrusion may press on the posterior longitudinal ligament, 
causing neck pain .

 Radiculopathy to the scapular region , occiput.















Imaging

 X-rays may show narrowing of the 
disc space.

 MRI, which will show whether the 
disc protrusion is pressing on the 
adjacent nerve root



Differential diagnosis

 Acute soft-tissue strain:
 Neuralgic amyotrophy.
 Cervical spine infections.
 Cervical tumours.



Treatment

 Rest: a collar will prevent unguarded movement
 Reduce: traction may enlarge the disc space,
 Surgery by anterior approach.





THE BACK



Scoliosis

 an apparent lateral (sideways) curvature of the spine with rotation 
deformity with or without anterior posterior deformity.

 no obvious cause.
 congenital or osteopathic (due to bony anomalies), neuropathic, 

myopathic (associated with some muscle dystrophies) and a 
miscellaneous group of connective-tissue disorders.

 Postural scoliosis:-compensatory to some condition outside the 
spine, such as a short leg or a pelvic tilt due to contracture of the 
hip.disappeare on sitting









Structural scoliosis

 a non-correctable deformity of the affected spinal segment, an 
essential component of which is vertebral rotation.

 The spinous processes swing round towards the concavity of the 
curve and the transverse processes on the convexity rotate 
posteriorly.

 In the thoracic region the ribs on the convex side stand out 
prominently, producing the rib hump.

 Secondary (compensatory) curves nearly always develop to 
counterbalance the primary deformity;

 the deformity is liable to increase throughout the growth period



Clinical features

 Deformity a rib hump in thoracic curves, and asymmetrical 
prominence of one hip in thoracolumbar curves.

 . Pain is a rare complaint and should alert the clinician to the 
possibility of a neural tumour .

 A family history of scoliosis .
 Spinal mobility should be assessed and the effect of lateral bending.
 Neurological examination.
 assessment of cardiopulmonary function.
 Skin pigmentation and congenital anomalies such as sacral dimples 

or hair tufts are sought





Imaging

 Full-length posteroanterior (PA) and lateral x-rays of the spine and 
iliac crests must be taken standing.

 Lateral bending views are taken to assess the degree of curve 
correctability.

 (Cobb’s angle)
 Right thoracic curves are the commonest
 girls in adolescent 
 (Risser’s sign of skeletal maturity).
 CT and MRI may be necessary to define a vertebral abnormality or 

cord compression.











Idiopathic scoliosis

 80% of all cases of scoliosis.
 Familial.
 3 per 1000.more than 30degree.
 adolescent, juvenile and infantile. 
 Early onset (before puberty) and late-onset scoliosis (after puberty).



Late-onset (adolescent) idiopathic 
scoliosis (aged 10 years or over)

 90%.
 Girls.
 Primary thoracic right  and secondry lumber left.
 most curves of less than 20 degrees either resolve spontaneously or 

remain unchanged.
predictors of progression are.

(1) a very young age; 
(2) marked curvature; 
(3) an incomplete Risser sign at presentation



Treatment

(1) to prevent a mild deformity from becoming severe.
(2) to correct an existing deformity that is unacceptable to the 

patient. 
(3) Follow up every 6 months.



Non-operative treatment
 less than 30 degrees and well 

balanced.
 Near maturity.
 No progression on follow up

no treatment.
1. Exercises have no effect on the 

curve but they do maintain 
muscle tone.

2. Bracing has been used for many 
years in treating progressive curves 
of 20–30 degrees

Operative treatment
(1) curves of more than 30 degrees 

that are cosmetically 
unacceptable.

(2) milder deformity that is 
deteriorating rapidly.

(3) Balanced, double primary curves 
require operation only if they are 
greater than 40 degrees and 
progressing.









Early-onset (juvenile) idiopathic 
scoliosis (aged 4–9 years)

 Uncommon.
 prognosis is worse and surgical correction may be necessary before 

puberty.
 a brace may hold the curve stationary until the age of 10 years, 

when fusion is more likely to succeed.



Early-onset (infantile) idiopathic 
scoliosis (aged 3 years or under)
 This is rare.
 90% of infantile curves resolve spontaneously.
 If progress may lead to cardiopulmonary dysfunction.
 serial elongation– derotation–flexion (EDF) plaster casts under 

general anaesthesia.till the child can tolerate brace.



osteopathic (congenital) scoliosis

 vertebral anomaly .
 hemivertebra, wedged vertebra.(formation defect).
 fused vertebrae – sometimes combined with absent or fused ribs.
 visceral abnormalities (e.g. in the patient with spina bifida).
 mild, some cases progress to severe deformity, particularly those 

with unilateral fusion of vertebrae.
 Treatment is more difficult and specialized than that of idiopathic 

infantile scoliosis.
 will not respond to bracing alone, and surgical correction carries a 

significant risk of cord injury.



Kyphosis

 confusingly, the term ‘kyphosis’ is used to describe both the normal 
(the gentle rounding of the dorsal spine) and the abnormal 
(excessive dorsal curvature). hyperkyphosis.

 Postural kyphosis is common (‘round back’ or ‘drooping shoulders’) 
and may be associated with other postural defects such as flat-feet. 
If treatment is needed, this consists of postural exercises.

 Structural kyphosis is fixed and associated with changes in the 
shape of the vertebrae. It may occur in osteoporosis of the spine 
(the common round back of elderly people), in ankylosing 
spondylitis and in Scheuermann’s disease (adolescent kyphosis).

 A kyphos (or gibbus) is a sharp posterior angulation due to localized 
collapse or wedging of one or more vertebrae.  







Adolescent kyphosis 
(Scheuermann’s disease)

 a ‘developmental’ disorder in which there is abnormal ossification 
(and possibly some fragmentation) of the ring epiphyses that 
appear on the upper and lower surfaces of each vertebral body in 
the growing spine. 

 Sometimes there may also be small central herniations of disc 
material into the vertebral body; Schmorl’s nodes



Clinical features

 midthoracic vertebrae.
 at or shortly after puberty.
 Common in boys than in girls.
 ‘round-shouldered’.
 backache and fatigue.
 not improve with changes in posture.



 X-ray features are typical: in the lateral views one can see 
patchiness or irregularity of the vertebral end-plates and, in some 
cases, Schmorl’s nodes at several intervertebral levels. Later, the 
vertebral bodies become noticeably wedge shaped



 brace worn for 1 year or 18 months will often allow a return to 
normal vertebral growth.

 operative correction and fusion





Spondylolisthesis

 Normal laminae and facets constitute a locking mechanism which 
prevents each vertebra from moving forwards on the one below. 

 ‘Spondylolisthesis’ means vertebral displacement.
 L4 and L5, or between L5 and the sacrum.
1. Dysplasia of the lumbosacral facet joints (20% of cases). 
2. Separation or stress fracture (lysis) through the neural arch (the pars 

interarticularis), allowing the anterior part of the vertebra to slip 
forward upon the one below (50% of cases). 

3. Osteoarthritic degeneration of the facet joints, causing them to 
lose their normal stability. This usually occurs at L4/5 (25% of cases).

4. Destructive conditions such as fracture, TB and neoplasia (5% of 
cases).











Clinical features

 Dysplastic spondylolisthesis is seen in children. It is usually painless 
but the mother may notice the unduly protruding abdomen. There 
may be an associated scoliosis.

 Lytic spondylolisthesis is the commonest variety. It occurs in adults 
and intermittent backache is the usual presenting symptom. 

 Degenerative spondylolisthesis usually occurs in patients over 40 
years with long-standing backache.



Imaging

 X-rays show the forward shift of the upper part of the spinal column 
on the stable vertebra below.

 oblique x-ray views, and best of all in CT scans















Treatment

 Conservative treatment
 Operative treatment is indicated: 
(1) if the symptoms are disabling and interfere significantly with work 

and recreational activities; 
(2) if the upper vertebra has slipped forwards over more than 50% of 

the vertebral body below; and 
(3) if neurological compression is significant.



Spinal stenosis

 ong-term consequences of disc degeneration and osteoarthritis is 
narrowing of the spinal canal due to hypertrophy at the posterior 
disc margin and the facet joints.

 more likely if the canal was always small,
 if a spondylolisthesis decreases its anteroposterior diameter. 
 common in people with congenital vertebral dysplasia (e.g. in those 

with achondroplasia



Clinical features

 aching and/or numbness and paraesthesia in the thighs, legs or 
feet.

 after standing upright or walking for 5–10 minutes and are 
consistently relieved by sitting or squatting with the spine somewhat 
flexed (hence the term ‘spinal claudication’).

Always check the upper limbs for signs of polyneuropathy and the 
lower limbs for evidence of peripheral vascular disease.



Imaging



Treatment

 Conservative measures, including instruction in spinal posture.
 injection of a long-acting local anaesthetic and corticosteriod .
 operative decompression





MALINGARING


