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	 Sandifer syndrome is an uncommon clinical 
entity characterized by gastroesophageal 
reflux, torticollis and paroxysmal dystonic 
postures. For the wide variability in clinical 
expression it is diagnosed as neurological 
disease (1-3). Herein, we report a case of 
Sandifer syndrome because of overlooked in 
clinical practice.  
	 A 2-year-old boy was admitted with cough 
and vomiting for 1 week. His mental and motor 
developmental milestones were normal. He 
had no history of systemic disorder previously. 
The family history was also unremarkable. On 
physical examination the weight and height 
were 8700 g (below the 3rd percentile) and 
82 cm (10th percentile), respectively. He had 
pallor, mild hepatosplenomegaly and bilateral 
inspiratory rales. The head was tipped toward 
to right side and the chin rotated toward the 
other (torticollis). On laboratory investigation, 
urinary analysis was normal. Hemoglobin and 
white blood cell count were 6.7 g/dL, 26,700/
mm3, respectively. Peripheral blood smear 
revealed predominant of polymorphonuclear 
leukocytes. Roentgenogram of the chest 
showed pneumonic infiltration on the right 
perihiler, and paracardiac regions. Barium 
esophagogram showed gastroesophageal 
reflux. The patient was given penicillin, 
and chloramfenicol for 10 days to treat 
bronchopneumonia. 
	 Sandifer syndrome, opisthotonos, and 
other abnormal head posturing, are associated 
with reflux. The head positioning may be a 
mechanism to protect the airway or reduce acid-
reflux-associated pain. The diagnosis may be 
overlooked if symptoms are mild. Neurologic 
disorders are often suspected. Exhaustive and 
expensive neurologic examinations may be 
unnecessary. Early diagnosis allows prompt 

treatment and resolution of the problem. 
Medical management is usually successful. 
Methylxanthines may exacerbate reflux by 
lowering sphincter tone. Metoclopramide 
reduce symptoms by stimulating gastric 
emptying and esophageal motility. (4-9). 
In conclusion we suggest that infants or 
children with torticollis, dystonic posturing 
or atypical seizures should be evaluated for 
Sandifer syndrome.
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