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-   [Calista]   And   today's   course   title   is   Advanced   Topics   for   the   Evaluation   and   Treatment  

of   Torticollis   and   it   is   my   pleasure   to   welcome,   and   thank   you,   Dr.   Lisa   Roehl   for  

presenting   for   us   today.   Lisa   is   a   physical   therapist   with   10   years   of   experience   in  

pediatrics.   She   received   her   Doctorate   of   Physical   Therapy   degree   from   the   University  

of   South   Carolina,   and   she   has   worked   within   an   outpatient   pediatric   clinics   with  

serving   a   variety   of   patient   populations   and   ages.   She   is   trained   in   TheraSuit   and  

TheraSuit   Method   with   the   provision   of   an   intensive   therapy   model   for   children   with  

neurological   disorders,   from   2011   through   2013,   in   Columbia,   South   Carolina.   She  

specializes   in   the   neurological   population   and   early   motor   reflex   integration.   Lisa  

became   a   Board-Certified   Specialist   in   pediatric   physical   therapy   recently,   in   2020,   and  

she   currently   works   in   Greenville,   South   Carolina   at   advanced   Therapy   Solutions   Kids.  

So   thank   you   so   much   for   being   with   us   today   and   sharing   your   expertise   with   us,   and  

at   this   time,   I'm   gonna   turn   the   microphone   over   to   you,   Lisa.  

 

-   [Lisa]   Hello   and   welcome   to   my   course.   We   will   be   reviewing   several   topics   today  

within   torticollis   and   I   hope   that   you   will   find   it   educational   and   useful   in   your   area   of  

practice.   This   is   my   disclosure   information.   And   again,   just   some   information   about  

myself   and   where   I   practice.   I   practice   in   Greenville,   South   Carolina,   and   I   continue   to  

practice   in   pediatrics.   What   we're   gonna   be   looking   at   today,   these   are   our   learning  

outcomes.   So   after   this   course,   participants   will   be   able   to   identify   at   least   two  

differential   standardized   testing   and   observational   measures   for   the   evaluation   of   a  

child   between   zero   and   18   months   with   torticollis.   Identify   at   least   three   signs   of  

asymmetrical   preference   within   early   motor   development   for   a   child   in   supine,   prone,  

and   seated.   Identify   at   least   two   signs   of   torticollis   and   the   effect   on   early   vision  

development,   upper   extremity   control   and   preference   and   reciprocal   movement  

development.   Identify   at   least   three   advanced   treatment   strategies   for   the   progression  

of   symmetry   in   early   gross   and   fine   motor   development,   specifically   for   vision,   upper  

extremity   control,   crawling,   pull   to   stand,   and   ambulation.   Screen,   evaluate,   and  
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implement   frontline   treatment   strategies   for   the   child   with   torticollis   ranging   from   zero  

to   three,   three   to   nine,   and   nine   to   16   months   old,   recognizing   the   influence   of   torticollis  

beyond   cervical   range   of   motion   impairments.   So   as   we   get   started   here,   what   I'd   like  

to   do   is   take   a   moment   to   bring   us   all   to   the   same   page   of   what   is   torticollis.   As  

physical   therapists   and   physical   therapy   assistants,   I'm   sure   we   have   heard   this   term   in  

any   level   of   education   that   we've   had,   but   where   is   our   practice   and   what   is   our  

knowledge   base   of   what   that   means?   So   we're   gonna   start   off   and   just   identify   the   key  

factors   of   torticollis   and   its   postural   presentation.   

 

We're   gonna   refer   to   it   is   the   posture   of   the   head   and   neck   from   a   unilateral   shortening  

of   the   SCM   causing   the   head   to   tilt   in   one   direction   and   rotate   in   the   opposing  

direction.   I   have   several   pictures   throughout   this   presentation   of   different   children   I've  

worked   with.   This   young   child,   his   name   is   Logan,   you'll   see   him   predominantly   in   the  

videos.   His   mother   is   a   co-worker   of   mine   and   she   gave   me   permission   to   use   his  

pictures.   What   we   can   see   here,   as   we   look   at   his   picture,   we   can   see   that   tightening   of  

the   neck   pretty   obviously,   so   I'll   use   my   pointer   here,   we   can   see   the   SCM   is   quite  

visible,   as   well   as   we   can   see   this   very   distinct   shortening   in   that   lateral   tilt.   So   again,  

torticollis   refers   to   that   tilting,   that   tight   SCM.   It   is   named   for   the   side   of   the   involved  

SCM.   

 

So   it's   named   for   the   side   of   the   tilt.   So   as   we   look   here,   we   can   see   that   Logan   is  

tighter   on   the   right   side,   so   he   would   be   consider   to   have   right   torticollis.   The   formal  

definition   of   torticollis   refers   to,   again,   the   tilting   in   one   direction   and   the   rotation   in   the  

opposing   direction.   In   practice,   we'll   probably   see   that   it   is   not   always   quite   so   defined.  

But   as   we   look   here,   again,   we're   going   back   to   that   tight   SCM   muscle,   the   rotation,  

and   the   tilt   components.   But   what   is   torticollis?   It   is   beyond   just   that   cervical   rotation.  

So   we're   gonna   notice   now   that   there's   involvement   in   the   shoulders,   trunk,   pelvis   and  

hips.   So   as   we   think,   as   the   neck   is   tilting,   the   neck   is   shrinking,   we're   gonna   think   of  

the   body   creating   a   C.   In   typical   development,   the   body   should   be   able   to   create   that   C  
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to   either   side,   we   should   be   able   to   flow,   our   body   should   be   able   to   move   easily   and  

fluidly   to   both   directions.   With   torticollis,   we're   gonna   see   that   C,   that   tightening   is  

occurring   on   one   side,   and   so   now   our   body   is   tighter   on   the   one   side,   that  

contralateral   side   is   lengthened.   We   might   be   able   to   contract   the   opposite   side   but  

maybe   not   as   tight.   So   I   always   tell   people,   think   of   the   body,   think   of   a   C.   The   C   is  

tighter   on   the   side   of   the   tilt   and   it's   more   shallow   on   the   opposing   side.   So   as   we   think  

of   torticollis,   let's   think   of   why.   Where   are   these   children   developing   this   pattern?   What  

is   the   cause?   What   is   the   contributor?   How   is   this   being   developed?   And   we   know   that  

torticollis   is   a   diagnosis   that   is   commonly   seen.   So   what   we   want   to   look   at   is   we   want  

to   see   here   that   there   are   different   causes.   

 

There   can   be   intrauterine   positioning   abnormalities.   It   can   be   from   multiple   birth  

pregnancies,   there's   a   lot   of   babies   in   utero.   Maybe   it's   a   small   mother   and   a   larger  

child   and   the   child   doesn't   have   as   much   room   to   move.   We   may   see   a   breech  

presentation.   That   breech   presentation   can   be   in   a   variety   of   different   ways.   In   this  

picture   right   here,   this   is   Logan,   who   I   identified   earlier.   Logan   was   presented   in   what's  

called   frank   breech   presentation,   and   what   happened   for   Logan   here,   if   we   take   a  

moment,   just   kinda   again   think   of   what   is   causing   some   of   these   developmental  

patterns,   maybe   it's   in   utero.   

 

For   Logan,   Logan's   feet   were   compressed   up   against   his   chest,   he   was   folded   in   half.  

And   because   he   was   folded   in   half,   he   could   not   move   and   his   neck   was   stuck,   it   was  

stuck   underneath   his   mother's   ribs.   So   he   could   not   create   that   movement   in   utero,  

that   movement   is   what   creates   our   muscles,   it's   what   stimulates   our   nervous   system,  

it's   what   creates   our   early   motor   patterning.   It   happens   as   early   as   in   utero.   So   we   can  

see   here,   there   can   be   limited   movement   in   utero.   We   can   also   attribute   some   of   that  

limited   movement   may   be   caused   immediately   after   birth.   This   may   be   due,   in   part,   to  

an   injury,   prematurity,   or   other   disorders.   We   know   that   unfortunately   sometimes   there  

is   trauma   during   labor   and   delivery   and   this   may   cause   the   child   to   have   a  

4  
 



 
 

disadvantage   to   move   in   one   direction.   If   they   are   born   premature,   a   lot   of   children  

spend   time   in   a   prolonged   static   positioning,   perhaps   in   a   NICU   environment.   NICUs  

have   developed   a   lot   of   different   ways   to   move   children   but   life-sustaining   measures  

are   first   and   priority.   So   if   there   is   a   ventilator   or   if   there   are   lines   and   tubes   coming  

from   that   child,   that   child   may   not   have   the   opportunity   to   move   even   if   somebody   is  

changing   their   rotation,   changing   their   pattern,   changing   from   what   direction   they  

come.   So   what   we   wanna   consider   is   yes,   your   sort   of   calls,   what   are   the   causes   and  

contributors   of   torticollis?   Well   again,   we're   gonna   think   of   limited   movement   in   utero  

and   limited   movement   after   birth,   whether   that   is   immediately   after   birth   or   developed  

over   time.   

 

As   we   begin   to   see   these   children   in   our   programs,   in   our   different   developments,   we  

need   to   know   and   kind   of   also   consider   there   are   differential   diagnoses.   Why   is   that  

child   not   having   as   much   movement   in   utero?   Why   did   that   child   not   have   as   much  

movement   after   birth?   We   also   need   to   consider   and   screen   for   skeletal   abnormalities  

or   other   neurological   conditions.   Those   neurological   conditions   could   be   a   variety   of  

things,   one   of   the   most   prominent   could   be   a   brachial   plexus.   So   just   be   aware   that   as  

you're   treating   torticollis,   torticollis   may   not   be   your   frontline   diagnosis,   it   may   be   a  

contributing   pattern.   

 

So   again,   as   we   look   here,   torticollis   has   more   than   one   component,   so   let's   think   of  

what   are   the   causes   and   contributors.   So   as   we   develop   this,   let's   move   forward   and  

let's   look   at   what   does   torticollis   look   like.   Okay,   what   are   we   seeing   now   that   we've  

identified   the   components   of   the   diagnosis,   we've   identified   the   causes   and  

contributors.   So   we're   gonna   look   here   again   at   sweet   Logan   and   we're   gonna   say   the  

first   line,   what   do   we   see?   We   see   that   he   has   a   head   tilt   to   the   right   and   a   very   mild   left  

cervical   rotation.   As   he   was   younger,   he   distinctively   looked   to   the   left   but   we   can   see  

here   in   this   image,   our   frontline   here,   we   see   the   tightening   on   the   right   side,   and   if   we  

draw   kind   of   a   line   here,   we   can   see   the   tilt   and   we   see   that   he's   kind   of   looking   more  
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to   this   left   side   versus   the   right.   We're   going   to   see   that   there's   more   involvement,   let's  

look   at   the   second   line,   let's   observe   the   whole   body.   So   as   we   look   here,   let's   take  

each   component.   We're   going   to   see   an   asymmetrical   jawline.   So   as   we   kind   of   zoom  

in   and   look   here,   if   we   kind   of   look   almost   at   his   little   dimple   there,   we   see   that   it's  

actually   shifted,   okay?   And   we   can   kinda   see   that   there's   lengthening   here   at   the   lips,  

it's   a   little   bit   more   over   here   than   it   is   in   the   middle.   Even   if   we   draw   that   line   and  

correct   it,   we   can   see   that   the   jaw   is   shifting.   This   is   very   obvious   after   Logan   was  

born,   his   jaw   was   instinctively   to   the   side.   We   can   also   look   now   at   the   ears.   We   can  

see   an   ear   flare.   

 

While   he's   rotated,   we   maybe   would   think,   oh,   maybe   we're   just   not   seeing   as   much   of  

the   left   as   we   are   seeing   of   the   right,   but   really   what   we   do   see   is   whenever   you're  

close   to   a   child,   you   need   to   look   over   them,   you   can   look   overhead   and   kind   of   look   in  

different   patterns.   And   we   see   here   that   the   ear   is   flared   on   the   right   side   versus   the  

left.   We're   also   gonna   see   some   involvement   now   of   the   shoulders.   So   as   he's   tilted,  

his   head   is   coming   towards   his   shoulder   and   his   shoulder   is   rising   up   to   his   head.   So  

we're   seeing   a   shoulder   elevation,   we're   seeing   that   right   shoulder   is   elevated.   We   can  

also   see   that   there's   some   trunk   rotation,   some   retraction.   So   as   we   look,   you   can   even  

see   in   the   pattern   of   his   clothing,   it's   distorted   because   this   shoulder   is   pulled   up   and  

back,   as   this   shoulder   is   protruding   forward.   We're   also   going   to   see   that   there's   some  

trunk   lateral   flexion.  

 

So   we're   gonna   see   that   this   right   whole   side,   again,   think   of   that   C,   is   tighter   on   the  

right   side,   and   so   that   means   that   the   left   side   is   lengthened.   We   can   also   just   simply  

observe   here   at   the   legs.   We   can   see   how   this   right   leg   is   tighter,   it's   flexed   deeper   in  

for   him   to   maintain   his   balance,   and   he's   using   his   left   leg   in   a   different   pattern   than   his  

right.   Now   when   we   look   at   children,   will   we   see   all   this   right   away?   Will   they   sit   here   in  

this   great   picture   that   we   can   identify   all   components?   Absolutely   not.   What   we   want   to  

acknowledge   is   that   we   are   looking   beyond   the   neck   and   we   are   looking   at   the   whole  
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body.   So   in   your   evaluations,   in   your   treatments,   appreciate   the   child   whole   pattern,  

appreciate   how   the   child   is   moving.   You   move   yourself   around   the   child,   to   be   able   to  

see   that   you're   not   just   looking   at   the   tilt,   you're   not   just   seeing   one   component.   Think  

beyond   that,   move   around   with   the   child,   move   with   the   child.   So   as   we   are   developing  

our   approach   to   how   we   treat   torticollis,   how   do   we   even   acknowledge   what   we're  

seeing,   we   need   to   be   able   to   take   into   consideration   the   testing   and   objective  

measures.   We   note   these   things,   how   do   we   note   change?   What   is   our   next  

expectation?   So   we're   gonna   take   a   few   moments   and   we're   gonna   look   at   some  

standardized   testing   and   some   objective   measures.   This   is   not   an   exhaustive   list.  

These   are   some   of   the   programs   and   the   protocols   that   I   particularly   use.   I   certainly  

encourage,   if   you   and   your   facility   use   other   programs   or   have   other   recommendations,  

so   you   can   certainly   email   that   to   me   and   I   would   gladly   contribute   that   into   a   resource  

list.   

 

I   would   love   to   be   able   to   receive   those,   you'll   see   my   email   at   the   end   of   this  

presentation.   But   this   happened   in   2013,   the   section   of   pediatrics   of   the   APTA   created  

an   evidence-based   clinical   practice   guideline.   So   through   that,   they   did   that,   they  

gathered   the   meaning   of   their   minds   and   had   everyone   come   together   contribute   to  

what   is   best   practice   for   torticollis   and   ultimately   plagiocephaly,   which   is   a  

consideration   of   it   as   well.   This   was   updated   in   2018   with   the   expectation   to   be  

reviewed   every   five   years.   You   can   find   a   multitude   of   references   in   regards   to   this,   to  

the   one   first   document,   and   then   several   documents   after.   What   we   can   see   through  

that,   it's   going   to   create   an   opportunity   of   inform   clinicians   and   families   and   therapists  

about   who   we   should   treat.   How   do   we   monitor?   How   do   we   refer?   When   do   we   refer?  

And   what   do   we   treat?   So   as   we   look   at   this,   what   we   kind   of   see   is   that   it   creates   17  

full   action   statements.   And   really   what,   I'm   not   going   to   get   into   each   detail   of   this  

whole   clinical-based   clinical   guideline,   but   I   want   us   to   kind   of   acknowledge   that   there  

is   a   multitude   of   things   that   contribute   to   the   testing   and   observation   of   a   child   with  

torticollis.   Within   these   clinical   practice   guidelines,   they   set   expectations   for   education  
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for   prevention,   referral,   screening,   examination   and   evaluation,   prognosis,   some   first  

choice   and   supplemental   interventions,   how   do   we   consult   on   a   child,   when   do   we  

discontinue   from   direct   intervention   the   reassessment   and   discharge   implementation,  

how   do   we   do   compliance   as   an   office,   and   research   recommendations.   So   what   we  

see   here   within   this   full   program   is   there's   a   lot   of   different   areas   and   a   lot   of   different  

ways   to   look   at   it.   What   we're   going   to   do   here   is   I'm   gonna   focus   on   a   sample   of  

testing   that   we   can   implement,   some   observational   assessments,   and   what   to   hone   in  

on.   And   then   we're   gonna   provide   some   advanced   treatment   strategies.   And   at   the  

end,   I   have   several   case   studies   in   which   we'll   review   and   I've   targeted   different   areas  

of   those   case   studies   so   we   can   kind   of   put   this   into   practice.   

 

So   as   we   move   on,   one   of   the   important   things   to   consider   is   we   look   at   standardized  

testing   and   objective   measurements.   Often   times   these   infants   are   born   premature   and  

so   how   do   we   document   that?   That   is   something   to   consider.   They   recommend,  

through   this   clinical   practice   guideline,   that   we   document   both   the   chronological   and  

corrected   ages.   We   need   to   use   the   corrected   age   for   developmental   testing   so   we   can  

see   where   they   develop   mentally.   And   we   also   use   that   to   help   us   assign   the   severity  

classification,   which   we'll   get   into,   and   help   us   design   our   plan   of   care.   It's   important   to  

document   the   chronological   and   corrected   ages   so   we   then   can   go   back   to   our  

physicians   and   we   can   talk   to   them   about   how   early   the   referral   was   or   when   is   the  

best   time   for   implementation   of   a   program   when   we   think   of   severity,   when   we   think   of  

where   torticollis   has   gone.   

 

So   it's   important   to   note   those   ages.   So   the   first   thing   we're   gonna   look   at   is   from   that  

clinical   practice   guideline.   Through   that,   they   created   the   Congenital   Muscular  

Torticollis   Severity   Classification   System.   Within   this,   who   is   it   for?   It's   for   infants,   from  

zero   to   12-plus   months,   with   passive   cervical   range   of   motion   difference.   Okay,   so  

they're   talking   and   referencing   to   the   severity   based   on   the   cervical   rotation   difference.  

What   is   the   purpose?   This   purpose   of   this   test   is   to   grade   the   level   of   severity   of   the  
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range   of   motion   deficits   based   on   the   infant's   age   at   physical   therapy   evaluation.   We're  

also   gonna   consider   that   there's   three   factors   in   the   clarification   of   severity,   the   age,  

the   range   of   motion   deficit,   and   the   presence   of   an   SCM   mass.   So   the   age   of   the   initial  

physical   therapy   evaluation   is   important   to   document   so   we   can   also   begin   to   note   that  

difference   and   where   do   we   go   on   this,   we're   gonna   note   that   age.   Okay   again,   that's  

where   we   talked   about   chronological   versus   adjusted   age.   When   we   look   at   the  

passive   range   of   motion   difference,   you'll   see   here   in   the   next   several   slides   we're  

gonna   talk   about   what   that   looks   like,   what   is   the   severity   levels,   and   it's   gonna   talk  

about   how   significant   is   that   range   of   motion   deficit.   And   the   most   defining   factor   is  

that   presence   of   an   SCM   mass.   So   we're   gonna   look   there   if   that   mass   is   present,  

which   often   times   it   is   and   it   will   absorb,   it   will   disappear   and   we're   gonna   look   at   how  

long   is   that   mass   present.   

 

So   it   indicates   how   significant   the   level   of   torticollis   is,   okay?   And   so   again,   we're   going  

to   use   all   this   information   and   create   this   report.   So   the   implementation   means,   or   how  

do   we   use   this   congenital   system,   is   an   objective   visual   assessment.   You're   going   to  

look   at   the   child,   you're   gonna   know   the   age,   you're   gonna   observe   the   range   of  

motion   deficit,   and   again,   that   mass.   What   tools   do   we   use?   You   can   use   a   goniometer.  

Using   a   goniometer   on   this   little   infant   often   times   is   difficult   and   we'll   talk   about   how  

they   address   the   range   of   motion.   Time   to   complete,   anywhere   from   zero   to   15  

minutes,   longer   if   your   child   is   upset.   

 

This   is   a   quick   assessment.   So   as   we   look   here,   again,   in   my   reference   list   you'll   see   I  

reference   these   clinical   practice   guidelines   and   they   spell   this   out   within   there.   I   just  

wanna   kinda   briefly   go   over   this,   just   so   you   can   see   and   I'm   not   gonna   read   it   word   for  

word,   but   what   we'll   see   here   is   that   a   grade   one   is   the   least   level   of   severity,   this   is  

your   early   mild   infants   between   zero   to   six   with   only   that   postural   preference   or  

difference   in   the   sides   of   about   15   degrees,   okay?   Passive   range   of   motion,   we'll   see  

that   it's   kind   of   measured   in   different   ways,   different   people   determine   what   that   end  
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range   is.   Most   often   that   end   range   is   considered   between   75   to   120   degrees   of  

passive   cervical   range   of   motion.   So   if   you   even   take   yourself   and   you   look   straight  

forward   and   then   I   want   you   to   rotate   your   head   and   rotate   as   far   as   you   can.   Even   as  

an   adult,   we'll   see   that   we   don't   always   reach   as   far   as   maybe   an   infant   would   be.   So  

we're   going   to   look   at   that   and   consider   that   90   degrees   would   be   the   nose   over   the  

shoulder,   and   then   pass   that,   kind   of   adding   to   that   range   of   motion.   What   we   want   to  

consider   is   that   the   child   shoulder   may   be   in   a   different   position   due   to   tightening.   So  

you   always   wanna   be   aware   of   that   when   you're   observing   the   passive   range   of  

motion.   So   again,   early   mild,   we're   gonna   look   at   the   age,   zero   to   six   months,   and   that  

passive   range   of   motion,   less   than   15.   As   we   progress,   again,   early   moderate,   still   is  

early,   the   age   is   zero   to   six,   and   a   larger   passive   range   of   motion   deficit.   We're   gonna  

see   that   15   to   30   degrees   deficit.   When   we   hit   into   the   severe   category,   again,   early,  

zero   to   six   months.   

 

What   we   see   here   is   still   that   difference,   maybe   more   than   30   degrees,   but   we're   also  

seeing   the   SCM   mass.   There   is   where   it   clarifies   into   a   severe   level.   Grade   four   is   later  

mild.   So   later   is   considered   seven   to   nine   months   with   an   only   postural   preference   of  

less   than   15.   Okay,   so   we   can   see   later   is   referring   to   the   age,   mild   is   referring   to   the  

range   of   motion   deficit.   Later   moderate,   we're   gonna   change   the   age   again,   10   to   12  

months   now,   with   a   difference   between   the   sides   of   less   than   15%.   So   we're   kind   of  

seeing   now   that   it's   considering   that   we're   receiving   this   child   older   but   they're   still  

having   some   deficits.   So   the   grades   continue.   They   expanded,   from   the   2013   to   2018,  

they   expanded   to   create   the   great   eight   because   it   was   kind   of   lacking   this   later   stage,  

and   we   can   see   here   for   grade   six,   later   severe.   Seven   to   nine   months   with   a   difference  

of   more   than   15,   eight   to   12   months   with   a   range   of   difference   between   15   and   30.  

Again,   these   are   reference   points,   you   wouldn't   memorize   this,   you   would   have   this   as  

a   reference   as   you   document   this.   Grade   seven   is   later   extreme.   This   is   infants  

between   the   seven   to   12   months   with   an   SCM   mass.   So   again,   we're   increasing   the  

severity   with   that   mass,   or   10   to   12   months   with   a   difference   between   sides   of   more  
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than   30   degrees.   We're   starting   to   see   more   residual   effects.   Grade   eight   is   considered  

very   late,   infant   and   children   older   than   12   months   with   any   assymetry,   including  

postural   preference   or   difference   between   the   sides.   If   they   are   older   than   12   months  

and   presenting   with   signs   of   torticollis,   this   is   significant.   This   is   where   when   we   receive  

that   child   and   we   consider   them   grade   eight,   we   need   to   consider   the   whole   child,  

what   is   showing   and   why   are   they   having   this   presentation   at   a   later   date.   Is   it   because  

of   lack   of   intervention   or   is   there   something   else   causing   this?   Is   there   something   else  

that   happened?   

 

Again,   you   wanna   think   of   those   differential   diagnoses.   But   this   system   here   helps   us   to  

document   that.   As   insurances   ask   us   for   more   and   more   information,   how   do   we   justify  

the   important   of   a   12-month-old   coming   in   with   torticollis?   So   now   we   can   assess  

these   grades   and   these   grades   are   accepted   for   documentation.   So   what   we   can   do  

here   is   we   can   clarify   where   is   the   child   starting,   where   are   they   going   within   six  

months   and   where   are   they   going   at   time   of   discharge.   The   key   factors   to   consider   with  

this   muscular   severity   system   is   again,   the   three   factors   to   consider,   age,   range   of  

motion,   and   presence   of   a   mass.   This   is   going   to   help   us   with   the   effect   on   examination  

and   discharge   practices.   

 

How   do   we   know?   How   important   is   it   when   we   receive   this   child?   To   what   degree?  

How   does   this   help   us   educate   our   parents?   The   child   comes   in   and   the   parent   is   not  

nervous,   but   we   have   to   explain   to   them   that   maybe   they're   considered   late   severe.  

How   do   we   help   them   understand   the   importance   of   intervention?   Maybe   they   come   in  

and   they're   more   severe   and   we   need   to   help   that   family   understand   that.   So   that's  

where   this   information   can   help   us   to   report   to   physicians,   help   us   explain   to   parents,  

help   us   explain   and   show   the   importance   of   what   we're   doing.   This   severity  

classification   system   is   great   to   help   us   know   on   examination   and   discharge   practices,  

less   emphasis   on   the   input   of   intervention.   This   does   not   necessarily   define   how   we  

would   treat   that   child,   it   gives   us   a   starting   point.   Again,   that   passive   range   of   motion  
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measurement   is   up   for   debate.   It   still   is   being   debated   within   the   clinical   practice  

guidelines   of   how   do   you   measure   that   range   of   motion?   In   actual   practice,   how   is  

somebody   doing   that?   If   person   B   is   using   a   goniometer   and   person   A   is   not,   how   do  

you   compare   those   values?   So   this   is   still   up   to   debate,   there's   still   a   lot   of   research  

being   done   on   the   exact   passive   range   of   motion   measurement,   again,   but   you   can   see  

in   the   severity   system,   it   gives   you   a   range.   So   it   gives   you   some   confidence   to   be   able  

to   say   there's   a   difference   between   grade   one   and   grade   three.   So   another   system   to  

look   at   here   for   the   direct   assessment   of   torticollis.   There's   a   program   out   there,   it's  

called   the   Muscle   Function   Measure.   

 

This   article   is   within   my   references   because   you'll   see   here   it's   an   objective   visual  

assessment   and   it's   a   visual   scale.   That   visual   scale   can   be   found   in   that   article   that   is  

referenced   within   my   list.   And   what   we're   gonna   see   here,   as   we   talk   about   this,   who   is  

this   for?   This   is   for   infants   age   zero   to   10   months,   and   what's   its   purpose?   Its   purpose  

is   to   assess   the   potential   neck   muscle   imbalance   in   children   with   muscular   torticollis.  

Again,   it's   a   visual   assessment,   it's   a   four-point   scale.   All   the   tools   that   you   need   is   that  

image.   You   can   look   as   well   as   you'll   see   that   I'm   gonna   define   it.   Time   to   complete,  

zero   to   15   minutes.   

 

This   is   always   the   one   I   do   at   the   very   end   of   my   assessment   as   I'm   handing   the   child  

back   to   the   parent,   I   quickly   do   it.   So   what   we're   gonna   see   here   is   the   first   test   that   we  

looked   at,   the   severity   scale   looked   at   rotation.   The   Muscle   Function   Measure   looks   at  

the   lateral   flexion.   And   what   we   want   to   note   here,   in   torticollis,   we   may   see   a  

excessive   muscular   strength   on   the   affected   side,   the   tighter   side   of   the   torticollis,   and  

we're   gonna   see   a   weakness   on   the   opposite   side.   So   for   example,   with   Logan,   he   was  

right   torticollis   and   we   would   expect   the   right   lateral   flexion   to   be   significantly   stronger  

than   the   left.   This   test   helps   us   assign   that,   helps   us   acknowledge   that.   How   do   we  

report   that,   how   do   we   show   that   to   the   family?   How   do   we   show   that   in   our   notes,   in  

our   documentation   for   insurance?   So   again,   I've   referenced   this   article.   So   you   can  
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kind   of   see,   in   the   article,   if   you   read   the   whole   thing,   we're   gonna   see   that   this   muscle  

function   is   estimated.   You   hold   the   child   horizontally,   and   this   is   again,   this   is   when   I  

hand   the   child   back   to   the   parent.   I   quickly   hold   the   child   out   in   front   of   me   and   I   lean  

them   to   create   a   horizontal   line,   and   then   I   can   note   how   does   the   head   right   itself  

against   gravity?   Well   of   course   we   would   consider   that   a   10-month-old   should   present  

their   neck   flexion   resistance   against   gravity   in   a   much   different   way   than   a  

two-month-old.   And   what   we're   gonna   see   here   is   that   the   grading   is   gonna   help   us  

see   how   far   does   the   head   lift   off   of   that   horizontal?   Does   it   hang   low   or   does   it   lift   up?  

If   you   reference   this   article,   you'll   see   a   distinct   image   of   a   child   and   you'll   be   able   to  

kind   of   see   the   images,   but   what   we   wanna   consider   here   is   that   zero   is   the   head   is  

falling   below   the   horizontal,   it's   not   even   coming   up.   

 

A   one   is   that   the   head   is   now   staying   in   line   with   the   horizontal.   A   two   is   that   it's   slightly  

over   the   horizontal,   and   a   three   is   high   over   and   a   four   is   very   high   over.   What   you   can  

kind   of   even   do   for   yourself   right   now   is   our   body,   when   we   lean   to   one   side,   is   our  

natural   tendency   to   right   our   head.   We   want   to   keep   our   eyes   to   the   horizontal.   We  

don't   want   to   continue   to   fall.   And   so   that   is   what   this   test   is   looking   at.   So   why   is   this  

important?   Why   does   it   matter   that   a   two-month-old   can't   lift   up   their   head?   How   am   I  

going   to   use   this?   Within   a   child   with   torticollis,   which   you   will   often   see,   is   as   you   lean  

them   to   the   one   side,   they   will   react   differently   versus   the   other.   So   I   take   my   child   and   I  

tilt   them   to   the   left   and   they   lift   up   their   head,   great,   and   their   right   ear   touches   their  

right   shoulder.   

 

I   bring   them   back   to   the   middle.   I   flip   them   now   to   the   other   way   and   their   head   hangs  

down.   So   what   does   that   mean?   Well   that   means   that   they   are   creating   an   excessive  

strength   on   one   side   and   a   lack   of   strength   on   the   other.   So   when   we   look   here   at   the  

norms   for   muscle   function,   we   can   see   here   around   two   months   old,   they   should   have  

scores   between   zero   and   two.   Around   four   months   old,   they   should   have   scores  

between   one   and   four.   Six   months,   two   and   four.   10   months,   three   and   four.   So   again,  
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what   you're   going   to   do   in   your   documentation,   which   I'll   show   you   later   in   the   case  

study,   is   you're   gonna   show   that   difference.   What   does   a   zero   mean   on   the   right   and   a  

five,   or   I'm   sorry,   four   on   the   left   mean?   How   do   we   compare   that?   So   that   is   what   this  

test   will   do,   it   helps   us   measure   that   lateral   flexion   component.   So   that,   in   conjunction  

with   the   severity   classification   system,   we   can   address   the   rotation   and   now   we   can  

address   the   effect   on   lateral   flexion.   So   now   we've   looked   at   some   objective  

measurements   for   the   purpose   of   assigning   torticollis,   the   actual   tightening   of   a  

muscle,   but   now   we   need   to   look   at   how   does   this   affect   development?   How   does   this  

go   beyond,   okay,   their   neck   is   tight,   okay,   I   see   the   whole   body,   there   is   more   to   it.   My  

insurance   company   is   asking   me   for   a   gross   motor   test.   What   do   I   do?   How   do   I   show  

what   is   happening   here?   

 

We   need   to   consider,   are   we   having   gross   motor   delay?   Is   that   gross   motor   delay   due  

to   the   torticollis?   Is   it   due   to   the   inability   to   achieve   those   positions?   Or   are   we   not  

having   a   gross   motor   delay   but   maybe   an   asymmetrical   pattern?   So   I   may   see   a   child  

and   think,   he's   rolling,   he's   moving,   I   don't   understand.   This   is   where   I   want   you   to   take  

that   closer   look.   Is   it   asymmetrical?   If   my   child   is   significantly   delayed   in   gross   motor,   is  

it   because   it   is   really   hard   for   them   to   hold   their   head   up   in   prone?   So   let's   look   at  

some   tests   that   we   might   use   in   practice   to   measure   their   gross   motor   presentation.   So  

the   Alberta   Infant   Motor   Scale   is   one   of   my   favorites   for   torticollis.   This   is   infants   from  

aged   zero   to   18   months.   We   are   going   to   assess   the   child's   sequential   development   of  

motor   milestones   from   birth   to   walking.   This   is   used   as   a   norm-referenced,   so   we're  

gonna   be   able   to   give   some   feedback   of   how   are   they   against   their   standardized   peers.  

The   implementation   means   it's   objective   visual   assessment,   and   we're   just   gonna  

simply   circle,   we're   gonna   circle   what   we   see.   I   often   use   this   test   and   I   show   it   to   my  

parents.   The   images   that   are   across   the   test,   which   you   can   find,   is   you   can   see   this   is  

what   this   stage   is,   the   next   stage,   the   next   stage,   you   can   clearly   show   the   parent   what  

stage   is   next,   and   you   can   clearly   circle   the   positions   the   child   is   showing   you   right  

now.   Any   tools   required?   Nope,   just   your   ability   to   interact   with   the   child.   The   time   to  
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complete,   it's   untimed.   There's   no   minimum   or   maximum   trials,   you're   going   to   allow  

the   child   to   interact   as   you   can.   This   is   great   for   the   child   that   does   not   wanna   separate  

from   the   parent.   I   will   tell   the   parent,   go   ahead,   you   can   play   with   the   child,   sit   down  

with   me,   and   interact   with   the   child,   and   as   they   do   their   skills,   I'm   circling   it   on   my  

form.   So   the   Alberta   Infant   Motor   Scale   is   going   to   show   us   gross   motor   presentation  

but   it   does   not   give   credit   or   attention   to   assymetry.   Again,   you're   gonna   look   at   those  

four   different   positions   of   prone,   supine,   sitting   and   standing   and   how   do   we   assess  

that.   So   we'll   see   later   in   some   of   my   documentation   examples   of   how   do   you   address  

that   assymetry?   

 

How   do   you   show   that   that   is   there?   The   Alberta   Infant   Motor   Scale   is   great   because   it  

is   clearly   to   assess   normal   development,   it's   just   to   assess   where   they   are   in   typical  

development.   Unfortunately,   it   does   not   consider   any   other   diagnoses.   So   if   your   child  

has   other   means   that   might   affect   their   development,   this   test   is   not   going   to   consider  

that.   This   test   is   strictly   for   that   development,   to   check   for   that   delay.   Probably   the   one  

that   most   of   us   know   is   the   peabody.   This   one   is   for   infants   birth   to   five   years   old.   Its  

purpose   is   to   measure   the   gross   and   fine   motor   developmental   status.   Again,   it   is  

norm-referenced.   It   also   gives   an   age   equivalence,   which   sometimes   is   a   great  

reference   point,   to   be   able   to   help   educate   those   around   us   of   what   we're   seeing.   The  

implementation   means   it's   an   objective   visual   assessment   and   what   we're   gonna   do   is  

we're   gonna   score.   

 

It   gives   you   very   specific   positions   and   requirements   of   what   means   zero,   what   means  

one,   and   what   means   two.   It's   going   to   be   very   clear   on   where   you   need   to   select  

them.   It's   also   gonna   help   us   divide   into   a   gross   motor   portion   and   a   fine   motor.   So   our  

OT   counterparts   can   also   be   supporting   us   in   the   management   of   torticollis.   We   can  

also,   to   show   reference   that,   maybe   what   we're   seeing   from   different   areas   is   affecting  

all   areas   of   movement.   If   we   see   torticollis,   we   may   see   that   that's   a   gross   motor   delay  

and   a   fine   motor   delay   and   this   helps   us   document   why   are   we   doing   what   we're  
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doing.   The   peabody   also   includes   a   total   gross   motor   quotient.   So   again,   you   can  

kinda   show   how   everything   is   combined   together.   What   tools   do   you   need?   You   need   a  

variety   of   tools.   They   come   standardized   to   the   test.   Those   components   typically   are  

for   the   more   fine   motor   portions   of   the   test   and   less   for   the   gross   motor   side,   but   it   is  

important   to   have   all   those   standardize   components   to   keep   consistent   in   your   scoring.  

The   time   to   complete   takes   a   little   bit   longer.   This   one   takes   about   45   to   60   minutes  

because   it's   asking   you   for   specific   positions   and   specific   requirements.   So   what   we  

wanna   consider   is   when   we   do   this   test,   this   test   is   a   little   more   in   depth,   it's   gonna  

require   more   attention.   So   this   might   be   for   the   kiddo   that   you're   starting   to   see   that  

there   may   be   something   more.   Maybe   they   are   showing   torticollis,   maybe   they're   also  

showing   some   developmental   delay,   and   we're   gonna   need   to   continue   to   watch   that,  

we   need   to   draw   more   emphasis   to   that.   

 

Again,   this   is   gonna   show   us   gross   motor   presentation   but   it   does   not   give   us   credit   for  

assymetry.   Another   popular   one   that   is   used   in   outpatient   programming   is   the   Bayley's.  

So   here   this   is   a   great   test,   it's   for   infants   ages   16   days   to   42   months.   It's   more  

expansive,   we're   gonna   see,   it's   going   to   assess   five   distinct   scales   of   development   for  

the   child,   from   cognitive,   language,   motor,   social   and   emotional   and   adaptive   behavior.  

These   scales   also   take   into   consideration   a   parent   or   a   main   caregiver   report.   They   are  

going   to   contribute   for   the   social-emotional   scale   and   adaptive   behaviors.   The   other  

portions   are   what   we   as   therapists   would   implement.   So   the   implementation   means,  

again,   objective   of   visual   assessment.   We're   gonna   look   at   a   zero   and   a   one   score,   a  

zero   meaning   you   don't   see   it   and   a   one   meaning   you   do   see   it.   The   tools   is   a  

standardized   kit.   It's   very   standardized   and   each   component   does   need   certain   tools.  

The   time   to   complete   is   anywhere   from   30   to   70   minutes,   depending   on   the   age   of   the  

child,   so   depending   on   how   many   positions   you   need   to   put   them   into.   Also,  

depending   on   how   many   different   portions   you're   going   to   include,   if   you   include   each  

section.   This   is   also   gonna   show   us   gross   motor   presentation   and   does   not   give   credit  

to   assymetry   but   what   the   Bayley's   does   is   it   defines   out   a   little   bit   closer   some   of  
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those   positions.   It   gives   a   little   bit   more   detail   to   hand   over   head   or   sitting   and  

reaching,   so   you   get   a   little   bit   more   in   depth   that   can   help   you   define   and   do   some   of  

your   documentation   in   regards   to   the   gross   motor   presentation   that   you're   seeing.   So  

as   we   develop   and   what   we're   seeing   in   our   torticollis   children,   we   want   to   look   at   is  

what   is   torticollis   looking   like?   What   is   their   gross   motor   development   like?   And   we  

also   want   to   combine   those.   So   it   has   to   report   a   Bayley   Scale.   It   has   to   report   what  

their   percentile   rank   is.   We   need   to   draw   in   how   is   that   affected?   Are   they   only   moving  

to   one   side?   So   when   we   select   yes,   the   child   is   rolling,   we   need   to   focus   that   the   child  

may   be   only   rolling   to   one   side.   And   so   that,   in   conjunction   with   your   torticollis  

measurements,   are   what   help   us   show   what   we're   doing.   It's   what   helps   us   show   to  

our   parents   why   is   this   important.   

 

Your   child   is   in   the   50th   percentile,   man,   they're   doing   great   next   to   their   peers,   but   we  

need   to   consider   that   all   of   their   movement   is   done   through   their   left   side.   Or   hey,   your  

child   is   trying   to   move   and   what   we're   seeing   is   that   they   are   delayed.   We   are   seeing  

that   they   are   struggling   to   keep   up.   They   are   losing   the   opportunity   to   move   forward,   so  

how   can   we   help?   Again,   how   do   we   educate   the   parents   and   how   do   we   educate   our  

team   members?   

 

How   do   we   educate   our   physicians   that   are   helping   refer   to   us?   It's   a   combination   of   all  

this   material   to   help   us   understand   what   we're   seeing.   So   let's   now   look   more   at   the  

actual   positioning   of   a   child.   So   before   I   move   on,   feel   free,   that   as   I   finish   the   section,  

to   post   any   questions   that   you   might   have.   I   will   have   an   opportunity   at   the   end   to  

answer   some   questions.   As   I   see   them   come   up,   I   will   look   to   see   if   it's   something   that  

I   will   address   later   or   something   that   we   can   go   over   now.   So   that   was   in   regards   to   the  

objective   assessments   in   standardized   testing.   We're   gonna   now   look   into   how   does  

the   actual   motor   development   look   like.   So   as   we   look   here   for   the   torticollis  

presentation,   and   how   does   it   affect   early   motor   development.   Again,   we've   heard   this  

word   over   and   over,   asymmetrical.   As   we   look   at   that,   we   need   to   know   it   is   a   loss   of  
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chaos.   Anyone   who   is   a   parent,   or   anyone   who   has   ever   interacted   with   a   child,   knows  

that   children   are   chaotic,   that   is   the   definition.   You   should   not   be   able   to   predict   how   a  

child   is   going   to   move,   especially   an   infant.   One   of   my   questions   that   I   like   to   ask   of   my  

parents   during   the   evaluation   is   how   do   they   move?   How   do   you   see   them   throughout  

the   day?   When   you   are   sitting   back   and   watching   them,   what   are   they   doing?   If   that  

parent   reports   to   me,   they   love   to   look   to   the   right   all   the   time,   they   just   really   like   that  

window,   I'm   gonna   flag   that   in   my   head.   They   really   love   to   lay   on   their   back,   and   you  

know   what?   They   just   get   so   mad   at   me   when   they   lay   on   their   stomach.   Why?   Why   do  

they   get   so   mad?   How   often   is   the   parent   trying   to   have   them   do   that   but   how   often  

does   the   child   say   no?   So   again,   we   see   that   loss   of   chaos   in   children   with   torticollis.  

We   see   a   starting   of   predictability.   What   are   we   seeing?   We're   seeing   persistence   of  

asymmetrical   positioning   that   affects   the   whole   body   and   emerging   early   motor  

development.   

 

That   early   positioning   is   going   to,   again,   create   that   lag   in   moving   forward   in   our   gross  

motor.   So   we   can   even   see   here   in   these   pictures,   this   is   again   sweet   Logan.   We   can  

see   the   strain   on   his   face   as   he   is   on   his   stomach.   We   can   see   that   right   eye   is   smaller  

than   the   left   eye.   We   can   see   the   tilt.   It's   very   obvious   in   the   other   picture   as   he's   laying  

on   his   back,   his   preference.   

 

So   let's   look   now   at   each   position.   Let's   look   at   supine.   When   we're   in   supine,   we're  

gonna   see   a   persistent   head   rotation   and   tilt.   This   is   gravity-dependent.   What   we   may  

see   is   starting   as   an   association   of   plagiocephaly.   This   is   the   inability   to   rotate   the   head  

and   it   may   be   that   you're   going   to   see   that   they   cannot   move   their   head   over   the   bulk.  

So   as   they're   trying   to   rotate,   the   head   is   misshapen   now,   because   they've   spent   a  

prolonged   time   in   one   place,   and   so   they're   gonna   rotate   and   they   have   to   be   over   that  

head   bulk,   okay?   So   what   we   may   see   here   is   their,   again,   their   environment   is   affecting  

their   ability   to   move.   Typically,   we   will   see   a   unilateral   chin   tuck.   The   chin   is   going   to  

come   down   closer   on   one   side,   and   as   we   saw   before,   we   may   even   see   some   fatty  
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deposit   changes,   we're   gonna   see   some   shifting   of   the   jaw.   Again,   is   that   going   to  

continue   the   behaviors?   We're   gonna   see   a   scapular   protraction   and   elevation,   we're  

gonna   see   that   the   shoulder   is   moving   differently,   you   can   see   that   here   in   Logan.   As  

we   can   see   here,   we   see   how   that   shoulder   he's   laying,   we   can   see   that   his   body   here  

is   okay,   we   get   up   to   here   and   we   see   that   movement,   okay?   We're   gonna   see   that   this  

shoulder   is   gonna   elevate   off.   Here's   the   ear   flare   that   I   talked   about   before.   You   can  

see   it   more   clearly   here.   And   so   what   else   do   we   see?   We're   going   to   see   here   a  

persistent   and   strong   ATNR,   okay?   We're   going   to   see   that   one   arm   may   flex   in   and   the  

other   arm   will   extend   in   that   ATNR   pattern,   but   now   we   prefer   to   always   look   that   way  

so   we   don't   know   how   to   integrate,   how   to   rotate   out   of   it,   to   create   the   opposing  

ATNR.   So   again,   head   rotation,   return   to   the   same   position   and   create   that   stronger  

influence.   This   supine   positioning   is   a   point   of   influence   of   extremity   involvement,  

which   we'll   continue   to   talk   about.   

 

Why?   I'm   only   looking   at   my   left   hand.   I   do   not   see   my   right   hand,   my   right   hand   is  

drawn   up   against   my   body,   so   I   don't   know   how   to   interact   with   it.   My   left   hand's  

easier   for   me   to   move.   So   again,   the   supine,   how   does   the   child   interact   with   their  

environment,   as   well   as   shaping   their   own   head   shape,   as   well   as   moving   and  

developing   some   of   the   stability   patterns.   

 

So   when   we   look   at   our   supine   positionings   and   we   look   at   our   early   motor   milestones,  

here's   a   reference   for   you.   Between   one   to   two   months,   we   may   see   some   of   those  

asymmetrical   upper   extremity   movements.   We   may   see   poor   physiological   flexion   and  

how   is   this   important   is   supine,   but   what   you're   gonna   see   is   they're   spending   so   much  

time   open   and   wide   on   their   back   that   they   can't   even   come   in   and   tuck.   So   as   the  

child   lays   down,   they   should   kind   of   tuck   in   a   little   bit,   they   shouldn't   always   leave   their  

arms   at   their   side,   and   what   you'll   see   here   is   their   arms   stay   at   the   side.   Three   to   five  

months,   midline.   Your   midline   is   gonna   be   poor,   'cause   again,   attention   is   drawn   to   one  

side,   they   can't   always   bring   their   arms   up   against   gravity,   and   they're   not   rotating   their  
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head   maybe   because   of   a   strong   ATNR,   so   again,   they're   not   getting   those   arm  

movements.   Four   to   six   months,   we're   gonna   see   the   poor   inability   to   cross   the   arm   for  

rolling   onset,   unilateral   hand   reach   for   the   feet,   when   they   reach   for   their   hands,   or  

reach   for   their   feet.   Six   months   or   older,   you're   gonna   see   poor   core   flexion   towards  

that   asymmetrical   ascent.   What   does   that   mean?   It   just   means   when   they   lay   down  

and   they   go   to   flex   forward,   they're   only   gonna   come   through   one   side.   So   they're  

gonna   lay   down,   you're   gonna   tell   them   to   sit   up   and   they're   gonna   flip   to   the   left   and  

then   curl   up.   They're   not   gonna   look   straight   at   you,   okay?   

 

So   as   we   move   on   to   prone,   prone   is   a   very   interesting   position   because   what   you're  

gonna   see   is   you're   gonna   see   that   persistent   head   rotation   and   tilt   but   it   looks   different  

here,   okay?   It   looks   different   because   now   we're   moving   with   gravity   in   a   different   way.  

Often   what   you'll   hear   here   for   your   child   with   torticollis   is   that   they   have   a   poor  

tolerance   for   prone,   it's   very   energy-demanding,   and   you'll   hear   the   parents   say   they  

really   hate   it.   They   do   not   like   it,   their   head   drops,   they   can't   pick   it   up.   Again,   we're  

gonna   see   that   rotation   and   tilt   but   it's   gonna   be   affected   differently.   So   even   as   we   sit  

here,   let's   move   a   little   bit   ourselves.   

 

So   if   you   tilt   your   head   to   the   right   and   look   to   the   left,   now   I   want   you   to   lean   forward  

as   if   you   are   in   prone   yourself,   and   you'll   see   how   that   is   affected   different.   If   you   go   to  

rotate   your   head,   you'll   see   that   your   right   side   stays   tight   and   your   left   side   is   lower.  

So   you   can   see   how,   and   we'll   get   into   the   vision,   but   you'll   see   how   that   gravity  

movement   pattern   is   affected,   you   can   see   it   right   here   with   Logan.   We   can   see   here,  

again,   his   tilt,   he's   tighter   here,   and   we're   loosening   over   here.   So   what   does   this   look  

like   in   prone?   So   let's   take   a   moment,   we're   gonna   see   this   inability   to   hold   the   head   at  

midline,   we're   gonna   see   unilateral   tension   and   coordination.   So   let's   look   here,   let's  

watch   this   video.   So   I'll   let   you   watch   this   video,   see   what   you   observe.   So   let's   rewind  

it   back   now   and   watch   it   again.   We   see   that   tightening.   We   see   dad   is   trying   to   get   him  

to   interact   to   the   other   side.   You   see   his   body   quite   can't   figure   how   to   come   to   that  
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side.   We   can't   figure   how   to   get   the   body   to   rotate,   there   he   goes,   he's   trying   to   look  

but   he   looks   back.   So   what   we   wanna   see   is   he   is   looking   to   the   left   in   that   right  

rotation,   but   he   can't   pull   it   all   together,   so   he's   struggling.   So   this   is   the   child   that   does  

not   tolerate   prone   very   well.   We   can   return   to   the   presentation.   So   again,   in   supine,  

you're   gonna   see   some   struggle.   So   in   prone,   we're   going   to   see   that   unilateral  

attention   and   coordination   for   mobility.   This   is   the   point   where   we   should   start   moving  

forward   and   we're   having   a   hard   time.   So   what   are   the   key   components   in   prone?  

Again,   you   can   read   through   these,   but   the   key   things   to   look   at,   you're   gonna   see   that  

poor   neutral   weight   shift,   you're   gonna   see   immature   chest   center   of   mass,   you're  

gonna   see   that   they're   kind   of   immature,   that   there's   more   weight   towards   their   chest  

than   to   their   hips.   

 

We   know   that   the   center   of   mass   needs   to   move   down   the   body   so   we   can   advance   for  

crawling   and   using   our   arms   to   pull   ourselves   forward,   and   we're   not   gonna   be   able   to  

do   that   because   there's   so   much   strain   on   our   head   and   our   head   is   falling   down,   so  

now   our   core   is   not   helping   us.   We're   gonna   see,   as   they   begin   to   move,   they're   gonna  

have   a   preference   for   which   side   that   they   push   with   an   arm   because   that   side   is  

unweighted.   

 

We're   gonna   see   as   they   try   to   advance   to   crawling,   that   they   may   even   avoid  

quadruped   as   a   whole,   they   may   avoid   any   crawling   phase   because   it   is   too   hard   to  

push   the   body   with   the   left   side   and   the   right   side   and   lift   up   my   head,   it's   too   much   to  

do.   So   we're   gonna   see   that   assymetry,   if   they   do   decide   to   crawl,   they   may   push   with  

one   side   and   drag   the   other.   We're   gonna   see   an   early   onset   of   modified   four-point  

quadruped,   so   I   wanna   draw   attention   to   that   and   we'll   get   into   quad   and   what   that  

looks   like,   but   what   you're   gonna   see   is   they're   gonna   do   it   different.   They're   not   gonna  

look   like   your   stereotypical   baby   crawling   on   all   fours.   Again,   this   early   motor   prone  

key,   we're   gonna   see   that   they   do   not   wanna   do   these   things,   and   what   does   it   look  

like?   So   you   can   kind   of   keep   this   page   as   a   reference   for   each   age.   As   we   move  
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forward   into   sitting,   again,   this   is   kind   of   the   clear   point   of   when   we   notice   some  

abnormalities   with   torticollis,   this   is   kinda   the   point   that   everyone   kinda   sees.   So   we're  

gonna   laterally   flex   towards   our   side   a   tilt   and   we're   gonna   have   some   of   these   residual  

postural   effects   into   the   trunk   and   upper   extremities.   So   we're   gonna   tilt,   and   because  

we're   tilted,   now   our   hand   is   drawn   up.   If   our   hand   is   drawn   up,   we   cannot   get   it   out   to  

the   side   to   protect   us   when   we   fall.   We're   gonna   see   poor   positions   into   and   out   of  

sitting.   And   so   as   you   do   this,   you   know   that   as   the   body   weight   bears,   that's   how   we  

develop   strength,   and   so   through   here,   we   can   see   that   this   is   going   to   be   an   influential  

point   for   that.   We're   gonna   see   that   hand   dominance   and   strength   is   going   to   struggle.  

So   let's   look   here   at   a   video.   

 

Again,   I'll   let   you   watch   it.   So   let's   break   it   down,   let's   look   at   little   Logan   here.   What   do  

we   see?   So   we   can   clearly   see   the   tightening   on   the   right   side,   the   right   leg   is   drawn   in  

closer   than   left   leg.   We're   gonna   see   that   as   he   falls   here,   there   he   goes.   You   see,   as   he  

starts   to   come   up,   we're   having   a   hard   time   pushing,   we   cannot   create   that   C,   so   what  

does   the   body   do?   It   tries   to   figure   out   a   different   way   to   get   up,   and   he   did   get   up   but  

he   did   not   get   up   through   a   C   on   that   side.   So   as   we   show   it   to   you   one   more   time,   as   I  

rewind   it   just   a   little   bit,   see   how   he's   getting   stuck?   That   left   side   never   creates   that   C  

to   right   itself   back   up.   

 

Okay,   we   can   return   to   the   presentation.   So   what   are   the   sitting   key   motor   milestones  

we're   beginning   to   identify   each   position?   So   in   sitting,   the   one   to   two   months,   three   to  

five,   four   to   six   and   six-plus.   Again,   they're   gonna   start   to   see   some   movement  

differences,   okay?   As   they're   sitting,   you   may   begin   to   see   that   they're   gonna   rotate  

their   head   and   look   different   when   they   look   in   different   directions.   We'll   notice   this  

when   we   talk   about   vision.   You're   gonna   see   a   asymmetrical   upper   extremity   pull.  

When   we   pull   to   sit,   right   arm   may   be   tighter   and   so   we're   gonna   pull   differently.   We're  

gonna   see   asymmetrical   shoulder   positions,   and   again,   because   of   where   our   hands  

are,   we're   going   to   see   an   asymmetrical   upper   extremity   protection   reactions,   and  
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we're   gonna   see   asymmetrical   reaching,   we're   not   gonna   reach   the   same   because   one  

arm   is   going   to   be   drawn   tighter   and   maybe   the   other   arm   is   looser.   We're   gonna,  

again,   see   that   poor   core   flexion   forward   with   that   asymmetrical   posture.   Again,   think  

of   your   child   laying   down   and   trying   to   come   up.   They're   gonna   lay   down   and   they're  

gonna   immediately   flip   and   only   use   one   side   of   their   body.   Maybe   they   lay   down   and  

when   they   get   off   the   slide,   which   we   talk   about   is   a   great   intervention,   they're   gonna  

suddenly   whip   to   the   side   and   come   up   through   one   way,   they're   not   just   gonna   sit   up.  

So   when   we   think   of   sitting   now   and   we're   off   balance,   like   we   saw   with   Logan,   as   he  

fell,   he   cannot   figure   out   how   to   right   himself,   the   body   was   not   fluid,   so   we're  

beginning   to   see   some   of   that   pelvic   and   trunk   instability   that   we   can't   pull   it   all  

together.   So   we're   gonna   see   some   of   these   effects   in   sitting.   

 

So   what   do   we   do?   The   first   choice   of   intervention   is   always,   always   stretching.   We  

need   to   go   in   and   do   stretching   because   that   is   what's   gonna   help   reduce   the   problem.  

If   we   just   intervene   in   terms   of,   you   know,   what   we're   gonna   do,   okay,   we   need   to   roll  

to   the   other   side,   if   we   don't   ever   stretch,   we're   not   going   to   beat   the   range   of   motion  

deficit.   You   never   want   to   stretch   when   the   child   is   fast   asleep.   Twilight   is   the   best   time  

for   stretching.   Twilight   is   that   stage   when   the   child   is   not   fully   asleep   but   they   are  

greatly   relaxed.   

 

When   I   do   my   sessions,   I   will   begin   with   all   my   active   movement.   I   get   the   child   good  

and   worn   out,   and   in   the   second   half   or   last   15-20   minutes,   when   they're   tired,   they're  

getting   irritable,   they   need   some   sensory   input,   I'm   going   to   sit   on   a   ball   and   now   I'm  

going   to   do   my   stretching   'cause   I'm   gonna   gently   bounce,   I'm   gonna   put   them   in   that  

twilight   stage   where   they're   kind   of   zoned,   and   I'm   going   to   do   gentle   stretching.   When  

you   stretch,   you   never   provide   more   pressure   than   one   uses   to   hold   the   legs   during   a  

diaper   change.   So   let's   say   that,   again,   you   never   use   more   pressure   than   what   you  

would   do   to   prevent   a   child   from   kicking   as   you   change   their   diaper.   We   just   gently   lift  

the   legs   and   we   stretch.   So   when   you're   doing   a   diaper   change,   you   just   gently   move  
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things,   and   so   when   you   stretch,   you   just   gently   move   the   body.   A   lot   of   parents   are  

very   nervous   about   stretching.   So   if   you   show   them   that   stretching   can   be   done  

without   the   child   creating   this   anger,   then   you   can   teach   the   family   to   do   it   at   home.  

Always   have   a   beginning   and   an   end   point   for   your   stretch.   I   tell   my   families   to   pick   a  

song.   When   the   song   starts,   they   know.   When   the   song   ends,   it's   over.   When   you   move  

your   hands,   I   always   bring   my   hands   to   the   child   first   to   create   that   touch,   create   that  

relation,   and   then   I   begin   to   stretch.   I   don't   come   in   strong   and   hard   with   my   hands,   I  

come   in   to   create   that   sensory   input   for   the   child   so   they   feel   me   coming   in,   and   then   I  

do   a   gentle   stretch,   sing   my   song,   release   the   stretch,   keep   my   hands   there,   and   then  

remove   the   hands.   

 

Always   passive   stretching   is   your   first   choice   of   intervention.   When   would   we   not,   or  

when   should   we   consider   stretching   being   a   difficulty?   You   can   see   the  

contraindications   written   there.   Those   are   in   regards   because   if   we   do   that,   we   may  

cause   some   other   injury   or   we   may   have   underlying   issues   that   would   affect   how   we  

move   the   body.   So   now   we've   stretched   the   child,   what   is   that   active   component,   what  

do   we   do   there?   And   so   we're   gonna   look   at   some   of   those   treatment   strategies   with  

actual   movement.   

 

Again,   midline   is   your   best   friend   because   in   torticollis,   we   don't   have   that,   we're   not  

developing   that.   I   don't   care   how   old   your   child   is,   always   bring   them   back   to   midline.  

And   so   this   is   how   you   can   do   that.   There's   points   of   influence   during   bilateral   skill  

development   that   can   be   rolling,   that   can   be   pull   to   stand,   that   can   be   crawling,   that  

could   just   be   hands   to   midline,   to   bring   something   to   our   mouths,   to   have   that   sensory  

input   orally.   So   that's   where   we   help   them,   we're   gonna   bring   them   to   midline.   Often  

again,   if   my   child   is   aggravated   with   me   at   the   end   of   the   session   and   I   can't   get  

anything   done,   I'm   gonna   hold   the   child   and   bring   their   hands   to   midline   and   let   them  

calm   with   me.   Because   again,   the   more   that   they   learn   that   hands   to   midline   or   body   to  

midline   straight   flexion,   that's   a   great   point   for   the   body   to   begin   to   develop.   So   start  
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with   your,   have   your   stretches   in   mind,   have   your   ability   to   do   that,   and   your  

movements   always   return   to   midline.   Early   development   is   going   to   define   our  

development   later   in   life.   So   we   need   to   be   able   to   do   these   things   to   help  

development   move   sequentially   forward.   So   again,   you're   always,   so   if   I'm   tight   on   the  

right   side,   I'll   activate   to   the   left   side,   that   makes   sense.   So   I   need   stretch   so   I   have   that  

movement.   So   again,   you're   going   to   stretch,   you're   gonna   activate   to   the   opposite  

side,   and   you're   gonna   focus   on   midline   in   your   typical   development   patterns.   So   as  

we   look   here,   let's   take   a   deeper   step,   let's   keep   moving   forward.   I   noticed   some  

questions   here   in   my   queue,   so   I'll   quickly   answer   some   of   those   as   people   have   this  

before   we   move   forward.   

 

One   question   was   in   regards   to   the   AIMS,   that   insurances   don't   always   like   the   AIMS.   I  

have   seen   that   as   well   because   it's   not   as   generally   accepted.   When   I   use   the   AIMS,   I  

use   it   at   the   younger   age,   so   a   little   bit   before   walking,   and   I   look   at   it   with   my   other  

tests.   So   I   look   at   it   with   my   severity   classifications   and   with   my   muscle   function  

measure   so   I   can   show   that   they   are   at   risk   for   losing   that   developmental   progression.   

 

And   then   I   use   the   peabody   if   it   continued,   and   I'll   show   you   some   examples   later   of  

that.   Another   question   is   torticollis   is   not   always   perfect,   it   is   not   always   right   tilt,   left  

rotation.   Sometimes   it's   atypical,   and   so   yes,   this   person   has   asked   me,   do   I   document  

it   based   on   how   they   are   being   shown?   Yes,   yes.   I'm   gonna   certainly   kind   of   clarify   and  

state   they   are   showing   a   preference,   that   is   a   right   lateral   flexion,   as   well   as   a   right  

rotation.   And   again,   that   goes   back   into   why.   Maybe   in   utero,   they   were   one   of   triplets,  

so   they're   not   gonna   have   your   stereotypical   torticollis   as   the   reason.   They   were  

combined   in   there   and   so   it's   gonna   cause   a   different   position.   Sometimes   other  

factors   contribute,   so   again,   emphasize   that.   So   let's   move   forward,   let's   take   a   closer  

look.   You   can   see   some   of   these   images   here,   some   treatment   strategies.   What   you  

can   even   see   here   is   in   the   top   one,   this   is   on   the   ball,   and   so   you   can   kinda   see   here  

how   I   sit   and   do   my   stretches.   Sometimes   you   can   have   the   parent,   this   is   the   student  
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that   came   with   me,   that   was   there   that   day,   and   so   I   could   get   the   child   to   relax   and  

interact   with   her.   Here   we   can   see   I   was   working   on   some   rolling   and   some   activating  

to   that   opposite   side   of   the   tilt.   So   as   I'm   doing   normal   development,   I'm   gonna   go   to  

the   opposing   side   and   you   can   see   here,   he's   clearly   struggling   to   bring   the   hand   up  

and   over   and   the   head   is   having   a   difficult   time   to   right   against   the   ground.   So   again,  

I'm   gonna   work   on   my   typical   development,   I'm   gonna   activate   the   side   that   is  

opposite   of   the   tilt   and   I'm   gonna   do   my   stretches.   So   let's   look,   a   closer   look   into   each  

developmental   position.   Let's   look   at   crawling.   

 

Crawling   is   one   of   the   most   complex   positions   affected   by   torticollis,   and   unfortunately,  

a   lot   of   times   kiddos   are   referred   to   physical   therapy   or   OT   when   they're   young   'cause  

it's   more   obvious   that   the   child's   rotating   differently   and   we're   gonna   look   different,   and  

so   now   they're   older   and   they   say,   "I   don't   see   the   tilt   anymore,"   but   the   tilt   may   come  

out,   again,   in   that   whole   body,   so   a   lot   of   times   we   see   it   later.   We   see   it   later   because  

that   lack   of   assymetry   is   now   preventing   a   reciprocal   movement.   You   may   see   a  

retained   STNR,   so   STNR   is   that   whole   body   flexion,   or   for   it   you   kinda   see   this   is   the  

one   where   the   child   should   use   that   to   help   them   kinda   inch   more   forward.   And   what  

you're   gonna   see   here   is   you   pull   'em   up   into   quad   and   their   head   just   goes   down,  

okay?   

 

So   that's   where   we're   gonna   kinda   see   some   of   that.   We're   gonna   see   maybe   if   they're  

having   a   hard   time   with   crawling   and   early   transition   to   pull   to   stand.   They're   not   going  

to   want   to   crawl,   it's   too   much   to   the   body.   Again,   we   may   have   heard   that   they   had   a  

dislike   of   prone   and   reducing   that   transition   for   that   prone   quadruped   advancement.  

Limiting   crawling   is   a   very   hard   thing.   We   do   not   wanna   limit   that   because   it's   a   very  

important   milestone   for   upper   extremity   core   and   lower   extremity   strengthening.   It's  

how   our   body   begins   that   reciprocal   movement   and   how   we   weight   bear   on   our   arms  

and   develop   our   core.   So   we   might   see   some   things   later   if   we   skip   this   stage.   So   let's  

look   at   what   does   crawling   look   like   in   those   kiddos   with   torticollis.   We're   going   to   see  
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a   shortened   upper   extremity   reach   and   a   shortened   lower   extremity   push   on   the   side   of  

the   tilt.   We're   going   to   see   a   lengthened   reach   on   the   site   of   rotation,   opposite   of   the  

tilt,   and   we're   gonna   see   that   head   drop   a   below   the   horizontal,   they're   not   going   to   be  

able   to   look   up.   Sometimes   they'll   persistently   keep   their   head   down.   These   are   the  

kiddos   that   unfortunately   kinda   run   into   things   because   they   can't   lift   up   their   head,   or  

they   don't   see   the   barrier,   they   don't   see   the   obstacle.   So   let's   watch   this   video   here.  

Again,   I'll   let   you   watch   it   first   to   kinda   see   what   you   see.   Okay,   let's   break   it   down.   So  

as   we   move   it   back,   we   can   see   sweet   little   Logan   as   he's   developing   his   first   crawl.  

You   can   see   that   kind   of   shortening,   it's   staggered.   It's   kinda   predictable   how   he's  

going   to   fall,   he's   struggling.   

 

You   see   how   that   right   side   kind   of   comes   in   really   tight   and   then   it   almost   like   flings  

out?   You'll   see   here   as   he   goes,   see   how   that   head   is   not   looking   in   the   middle?   He  

goes   to   look   and   the   head   drops   and   he   falls.   He   falls   because   that   side   cannot   help  

him.   So   again,   even   as   we   just   quickly   kind   of   observe   his   movements   here,   see   it's  

tighter   on   that   right   side,   it's   flinging   when   it   comes   out,   and   that   left   side   is   trying   to  

come   out   well.   

 

So   again,   we're   gonna   see   a   tightening,   a   shortened   movement   on   the   side   of   the   tilt  

and   a   lengthened   movement   on   the   opposite   side.   So   we   can   go   back   to   the  

presentation.   So   again,   we're   going   to   see   some   changes   in   quadruped.   But   how   also  

are   we   moving?   Quad   is   not   our   only   way   to   move.   So   as   we   look   here,   we   may   see  

some   abnormal   movement   patterns   now   'cause   we   want   to   avoid   crawling,   we   want   to  

avoid   some   of   these   things.   So   as   we   watch   this   video   here,   this   is   another   child.   Very  

obvious   that   our   movement   is   a   little   different.   So   you'll   watch   as   they   move   him   to  

help   him   crawl.   And   we   can   see   here   multiple   components.   So   when   we   look   at   the  

beginning,   we   can   see   that   he   says   I'm   not   doing   anything   reciprocal,   I'm   gonna   use  

my   legs   to   help   myself   move   forward,   okay?   As   the   parents   then   help   him   come   into  

quad,   so   advance   it   a   little   bit,   you   can   see   that   he's   struggling.   There's   a   tighter   side,  
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he   can't   quite   figure   how   to   hold   his   head,   he's   not   maintaining   vision   on   mom   who's  

doing   the   videoing.   You   can   see   that   the   head's   dropping,   the   body   doesn't   know   what  

to   do.   So   what   we'll   notice,   as   we   go   back   to   the   presentation,   what   we'll   notice   is   that  

the   child   is   going   to   find   other   ways   to   move.   We're   going   to   see   some   of   those  

difficulties   because   of   how   they're   moving.   We   can   go   back   to   the   presentation.  

Sometimes   the   child   may   develop   a   whole   nother   way   of   movement   and   we   can   see   in  

the   image   on   the   left,   I   don't   have   a   great   video   of   this   mobility,   but   that   image   on   the  

left,   sometimes   children   develop   what   I   call   my   seated   scoot,   and   so   what   we   saw   with  

the   other   little   boy,   he   kinda   moved   both   legs   together.   You   may   see   a   seated   mobility  

where   one   leg   would   kinda   propel   the   body   forward.   

 

So   sometimes   what   you'll   see   is   like   this   leg   here   we'll   be   the   one   to   advance   the   child  

as   they   sit   and   kind   of   scoot.   So   this   leg   may   flex   up   and   pull   the   child   forward.   That's  

what   you   would   kind   of   hear   as   a   seated   scoot.   And   so   you're   going   to,   again,   see   the  

child   develop   different   ways   to   move.   So   what   do   we   do   for   this?   How   do   we   help   it?  

What   we're   gonna   need   to   do   is   we're   gonna   need   to   progress   the   pelvic   and   trunk  

dissociation,   it's   moving   together,   it's   not   separating.   

 

So   we're   gonna   work   on   this   by   doing   transitions,   so   sit   to   and   from   prone.   The   more  

that   we   rotate   side   to   side,   the   more   that   our   trunk   has   to   dissociate   from   our   pelvis.  

We   have   to   create   that   C   to   both   sides.   And   we   can   also   look   at   head   extension.  

Simply   playing   in   prone   or   playing   in   quad   and   getting   the   child   to   look   up.   Getting   the  

child   to   look   up   and   rotate   while   weightbearing,   while   keeping   arms   extended.   We're  

gonna   alternate   the   upper   extremity   reach   for   objects.   Bubbles   are   your   best   friend.   As  

they   stay   in   quad,   you   can   have   them   reach   side   to   side.   If   they   do   not   like   quad,   have  

the   parent   help   you.   Have   them   crawl   over   obstacles,   have   them   crawl   through   tunnels  

to   force   that   quadruped.   Don't   allow   them   to   come   up.   I've   taught   my   families   to   have  

them   crawl   underneath   you   while   you   crawl   overtop   of   them   because   it   creates   a  

game,   the   child   then   interacts   with   you.   They   can't   sit   back   up,   they   must   continue   to  
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crawl.   We   can   interact   with   them   by   having   them   placed   over   our   legs   to   help   us   hold  

them   in   quadruped.   We   can   do   modified   bear   stance,   which   bear   stance   refers   to  

weightbearing   on   the   hands   and   the   feet   with   your   bottom   kinda   elevated.   We   can  

modify   that   so   they're   in   kind   of   a   squat.   I   like   to   do   this   with   my   child   at   a   support  

service   that   is   lower   than   their   chest.   So   they   have   to   squat   and   maintain   weight   on  

their   arms   and   maintain   weight   on   their   feet,   but   they   cannot   use   their   arms   to   pull  

themselves   up   and   avoid   the   task.   And   we're   gonna   promote   assymetry.   We're   going   to  

maybe   add   a   lightweight   to   that   preferred   limb,   that   limb   that's   always   going   first   and  

strong,   maybe   we   have   a   lightweight   to   drag   that   one   a   little   bit   down   so   the   other   leg  

is   the   easier   limb   to   move   forward.   

 

We're   going   to   manually   assist   for   that   push   off,   we're   gonna   help,   we're   gonna   put  

them   in   that   position   and   help   them   move.   We're   gonna   have   them   crawl   over   uneven  

surfaces   to   force   the   balance   reactions.   This   is   where   I   love   to   have   my   children   crawl  

over   a   crash   pad.   If   they're   at   home,   I   tell   the   family,   put   a   big   fluffy   blanket   on   the   floor,  

have   them   crawl   over   your   bed   while   you're   with   them.   Forcefully   and   play   with   them,  

knock   them   over,   make   it   into   a   game,   be   like,   oh   we're   joking,   we're   moving,   'cause  

again,   that   child   should   have   chaos.   

 

That   child   should   not   always   fall   to   one   direction.   We   should   be   able   to   handle   uneven  

surfaces   and   balance   reactions.   So   as   we   look   here,   what   happens   if   this   crawling  

phase   is   missed?   What   happens,   what   do   we   do   when   we   see   this   later?   So   I'm   gonna  

skip   ahead   just   real   quick   right   here   and   look   at   the   residual   effects   in   the   older   child.  

We're   gonna   see   the   residual   presentation   of   these   reflexes.   We   may   still   see   STNR,   we  

may   still   see   ATNR.   Your   child   goes   to   do   a   jumping   jack   and   one   arm   flexes   and   one  

arm   extends.   Your   child   may   have   a   hard   time   crawling.   Your   child   may   have   a   hard  

time   using   the   scooter   board.   So   we're   gonna   see   this   lack   of   reciprocal   whole   body  

movements,   delayed   stair   climbing,   poor   tricycle   and   bicycle   advancement,   climbing  

on   the   playground's   hard.   They   don't   lift   up   their   head   when   they're   climbing   the   rock  
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wall.   Poor   bilateral   coordination,   seeing   jumping   jacks   or   contralateral   movements.   So  

again,   you're   going   to   see   some   of   these   problems   that   may   have   developed   because  

they   lacked   this   crawling   stage   or   had   an   asymmetrical   crawling   phase.   So   I   want   us   to  

look   back   in   previous   slide.   We're   gonna   watch   this   video,   so   this   is   the   same   boy   that  

showed   us   some   crawling   changes   earlier.   So   let's   watch   him.   This   is   after   a   couple  

weeks   of   treatment.   So   we   notice   that   he   was   able   to   start   crawling,   he   initiated   it  

himself.   We   see   it's   slow.   He   still   looks   maybe   a   little   immature   in   his   crawl,   so   an  

immature   crawl,   and   when   he   wants   to   get   that   food   from   his   mom,   he   flips   because  

that   is   the   faster   mobility.   So   what   we're   gonna   look   at   is   he's   advancing,   he's   getting   it  

but   we're   also   seeing   that   at   times   of   movement   he   wants   to   flip   back.   We   can   go   back  

to   the   presentation.   

 

So   that   is   looking   closer   at   crawling.   As   I   look   here,   I   see   that   I   have   a   question   in  

regards   to   why   do   I   sit   on   the   ball   to   do   a   lot   of   my   movements?   I   do   ball   therapy   all   the  

time.   Using   a   therapy   ball   is   a   great   opportunity   to   create   balance   reactions.   It's   also   a  

great   way   to   relate   to   the   child   because   you're   close   with   them   and   you're   putting  

yourselves   on   level   with   them,   whether   they're   holding   in   your   lap   or   you're   sitting   on  

the   ground   and   they   are   looking   at   you.   It's   a   great   way   to   have   the   parent   involved.   It's  

a   great   way   to   use   gravity   to   your   advantage   and   to   the   child's   advancement.   Also,   if  

that   child   is   having   some   issues   and   they   don't   wanna   be   there,   I   gently   bounce   in   a  

rock   so   I   create   that   sensory   component   for   them,   so   they   calm   down   during   some   of  

the   activities.   

 

It's   a   great   way,   as   I   end   my   sessions   and   do   my   stretching,   that   I'm   able   to   relate   to  

the   child   and   put   them   into   that   twilight   where   they   will   tolerate   my   stretching   because  

I'll   gently   bounce.   If   they're   not   alert   and   I   need   to   wake   them   up,   faster   bouncing   will  

wake   them   up,   slower   deeper   bouncing   will   calm   them.   So   there's   different   ways   to   use  

the   ball,   there's   a   ton   of   handling   that   you   can   do   to   do   rolling,   crawling,   and   do   a   lot   of  

stuff   on   the   ball.   That's   kinda   further   into   handling,   but   as   we   look   at   it,   it's   great   to  
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have   a   therapy   ball   close   to   you   to   do   some   of   that   input   for   the   child.   So   let's   now   go,  

your   child   has   advanced   from   crawling.   Now   that   they're   looking   great,   what   is   their  

mobility   gonna   look   like?   Let's   look   at   upright   mobility   and   pull   to   stand,   cruising   and  

early   ambulation.   So   we're   gonna   see,   again,   this   is   another   point   of   early   bilateral  

coordination.   And   what   do   we   see   here   if   this   is   still   an   issue   at   this   point?   We're   gonna  

see   the   inability   or   poor   mechanics   to   isolate   the   lower   extremity   to   assume   that   half  

kneel   to   pull   itself   up.   We   may   see   an   asymmetrical   lower   extremity   lead   in   that   pull   to  

stand.   Maybe   we   can't   advance   at   all   to   half   kneel,   or   maybe   we   can   get   into   half   kneel  

but   only   right   leg   leads,   again,   predictability.   Are   we   seen   chaos?   This   is   where   I   ask  

my   family,   I   hear   your   tummy's   pulling   up   to   stand,   how   do   you   see   it?   Do   you   notice  

anything   about   how   he   does   it?   

 

And   they'll   say,   yeah,   every   time   that   right   leg   is   the   only   one   that   goes   up.   I'm   starting  

to   see   right   leg   turn   out.   I'm   starting   to   see   that   he   will   only   go   up   in   one   way,   and   now  

we're   starting   to   cruise   and   we   can't   shift,   we   only   go   in   one   direction.   We   fall   every  

time   I   try   to   get   him   to   go   the   other   way.   So   we're   gonna   see   that   movement   and   that  

upper   mobility   may   be   affected   because   we   can't   figure   out   to   shift   our   body   from   one  

side   to   the   other.   We   may   see   a   rotated   pelvis   in   ambulation.   We're   gonna   see   that   the  

pelvis   is   always   going   to   lead   in   one   direction   and   we   may   see   a   fall   pattern.   We   may  

see   that   the   child   always   falls   to   the   right.   We   may   see   that   the   child   is   always   falling   as  

soon   as   they   get   up.   

 

They're   not   advancing   forward   because   those   balance   reactions   aren't   there.   So   as   we  

look   here,   let's   watch   first   the   video   on   the   left.   I   will   let   you   watch   this.   So   we   can   see  

here   the   onset   of   cruising.   He's   a   new   cruiser   and   he's   getting   it.   Okay,   let's   return   to  

the   presentation   now   and   watch   the   other   video.   So   what   we   can   see   here,   this   is   the  

same   child,   one   was   to   the   right   side   and   one   was   to   the   left   side.   And   what   we   can  

see   here   is   that   this   little   boy   is   struggling   with   some   of   his   movement.   So   the   right,   so  

it   was   very   clear   he's   an   early   cruiser,   so   that   was   just   normal   positioning   just   early.   But  
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when   we   look   here   to   the   left,   what   we   can   see   here,   we   can   see   how   he's   trying   to  

rotate   his   body   to   look   because   he   can't   quite   figure   how   to   get   that   left   leg   up.   He   still  

wants   to   lead   with   the   right   side.   We   don't   see   that   trunk   and   pelvic   dissociation.   We  

see   that   he's   very   distressed,   the   sound   was   turned   off   in   this   but   he's   very   upset   in  

this   moment.   We   can   see   how   he   keeps   turning,   the   foot   is   moving   differently,   he's   not  

rotating   at   the   trunk,   he's   trying   to   turn   the   whole   body   and   we   lose   balance   at   the   end,  

again,   in   a   balance   pattern.   So   we're   seeing   that   assymetry.   We   can   return   to   the  

presentation.   So   we're   gonna   see   these   assymetries   in   these   different   stages   of   upright  

mobility   if   that   torticollis,   which   started   out   as   a   tight   neck   muscle,   maybe   it   has   been  

addressed   but   it   hasn't   been   resolved   yet   and   this   is   where   we   need   to   help   our  

families   and   help   influence   this.   

 

So   what   do   we   do   for   this?   How   do   we   help?   Again,   we're   gonna   progress   pelvic   and  

trunk   dissociation.   Just   because   they   are   a   cruiser,   just   because   they   are   a   walker,   I   still  

go   back   to   early   motor   development,   I   always   return   to   those   other   components.   I'll  

work   on   rolling,   I'll   work   on   crawling,   I   bring   the   child   back   to   do   those   things.   Even   if  

they're   older,   you   make   it   into   a   game.   We   are   going   to   roll   from   one   side   to   the   other.  

We   are   going   to   play   on   the   crash   pad   and   I'm   going   to   playfully   roll   you   side   to   side.   

 

So   we're   gonna   progress   early   motor   development,   we're   gonna   progress   that   pelvic  

and   trunk   dissociation   in   the   ways   that   we've   shown   before,   and   we're   gonna   promote  

symmetry.   That   is   through   half   kneel.   I'll   have   you   practice   in   one   half   kneel   versus   the  

other.   We'll   stand   and   work   on   trunk   rotations.   The   little   boy   that   we   just   saw,   one   of  

the   things   that   I've   been   working   on   with   him   is   he   stands   and   I   actually   kinda   block   his  

movement   and   I   have   him   rotate   to   pop   bubbles   with   me.   Or   I   have   him   rotate   to   get  

his   snack.   We   can   do   a   straddle   stand   with   upper   extremity   reaching.   So   this   is   where  

you   have   them   straddle   over   a   peanut   ball   or   straddle   over   a   bolster,   and   so   they're  

sitting   but   they're   straddled   across,   like   riding   a   horse,   and   I'll   have   them   reach   to   one  

side,   reach   to   the   other   so   that   the   weight   shifts   enough   that   one   leg   is   starting   to   take  
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the   balance.   We   may   look   in   tall   kneel.   We   may   have   them,   with   or   without   upper  

extremity   assist,   and   we'll   have   them   try   to   do   that   and   reach   back   and   forth,   that's  

gonna   isolate   the   glute   muscles.   We're   gonna   also   do   some   standing   with   neutral  

pelvis.   We're   gonna   stand   with   posterior   wall   support   or   stand   with   a   narrow   block   or  

stool.   So   how   do   you   block   a   child?   So   maybe   they're   not   an   independent   stander,  

maybe   you   stand   with   them   kind   of   towards   the   corner   of   a   wall.   Again,   get   them   to  

reach,   get   them   playing   to   a   game.   

 

Like   I   said,   I   use   bubbles   for   everything.   You   can   stand   on   a   narrow   block   or   stool  

because   that   prevents   them   from   taking   larger   steps   and   they   have   to   work   in   one  

narrow   environment.   We're   gonna   have   them   step   over   small   objects   and   we're   gonna  

have   them   maybe   do   half   stance.   Half   stance   refers   to   one   foot   down   and   one   foot   up.  

Slides   are   your   best   friend.   Kids   want   to   climb   a   slide.   Have   them   climb   the   ladder   to  

work   on   reciprocal   left   and   right,   and   then   as   they   slide   down,   make   sure   that   they   lay  

on   their   backs   or   sit   and   can   maintain   that   position   to   the   bottom.   When   they   get   at   the  

bottom   and   they   go   to   get   up,   if   they're   laying   flat,   I   make   them   come   up   through   the  

middle.   

 

A   lot   of   times   you'll   see   that   kid   will   quickly   whip,   almost   in   a   roll,   and   push   on   their  

side   versus   sitting   straight   up.   So   I   love   kinda   bucket   slides   that   have   a   deep   edge   so  

they   have   to   kinda   lay   back   and   pull   themselves   up.   So   I   saw   a   question   here   in  

regards   to   the   little   one,   for   his   walking   of   what   torticollis?   He   had   a   very   interesting  

early   motor   development.   He   kind   of   pretty   quickly   just   kinda   stopped   any   mobility,   he  

stopped   doing   prone   and   kind   of   reverted,   and   so   his   torticollis   isn't   as   clearly   defined,  

and   so   as   you   look   at   some   of   those   videos,   you   can   see   we   will   fall   more   to   our   right  

side,   we   get   more   of   that   most,   the   ATNR   where   the   right   arm   flexes   down   and   we  

rotate   and   fall.   And   so   we   are   perceiving   that   a   lot   of   his   movement   early   on   was  

significant   for   maybe   a   right   torticollis   but   maybe   it   wasn't   quite   so   clear   cut.   And   so  

that's   what   his   mom   and   I   have   kind   of   deemed   to   be   his   concern.   And   what   we're  
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seeing   now   is   that   torticollis,   the   cervical   components   are   not   there,   that   he   rotates   his  

head   and   flexes,   but   we're   seeing   it   more   on   that   whole   body,   that   lack   of   midline  

control.   So   for   your   upright   mobility,   we're   gonna   look   at   the   residual   effects   in   the  

older   child.   What   happens?   We're   gonna   see   poor   gait   mechanics.   We   may   see   lack   of  

dynamic   or   spontaneous   balance   reactions.   We're   gonna   see   increased   falls   beyond  

age-anticipated   and   we're   gonna   see   some   fall   patterns.   Falls   should   not   be  

predictable.   We   should   not   see   bruising   or   injuries   to   a   predictable   place.   Again,   so  

we're   gonna   look   at   that.   That   means   that   they're   kind   of   leading   with   one   side   of   the  

body   or   maybe   dragging   one   foot   or   out   toeing   or   in   toeing   one   side.   Spontaneous  

balance   reactions   because   it's   difficult   for   them   to   react   suddenly.   Again,   that's   another  

treatment   strategy.   

 

Have   them   move   and   catch   a   ball.   Have   'em   catch   a   ball   with   a   peer,   you   know   that  

that   toss   and   catch   is   not   gonna   be   predictable.   So   you   can   help   them   integrate   those  

things   even   older,   even   if   they   are   not   the   age,   quote-unquote,   that   we   assume   to   be  

with   torticollis.   So   now   we're   gonna   move   into   kind   of   the   more   refined.   So   now   we've  

looked   at   supine,   prone,   and   sitting,   we've   looked   at   crawling,   upper   mobility.   We're  

gonna   now   look   at   vision,   and   vision   is   obviously   gonna   be   affected   in   all   those  

positions.   

 

What   we're   gonna   see   here   is   that   we   may   see   a   lack   or   delay   in   eye   head   dissociation.  

So   that   means   that   the   child   may   rotate   their   head   but   they're   not   refining   their   eye  

movement.   Maybe   vision   may   be   drawn   to   one   direction   and   that   may   be   even   if   the  

head   is   looking   in   one   direction,   the   eyes   are   persistent   to   another.   We're   gonna   see  

less   frequent   tracking   across   the   whole   arc.   This   often   is   how   I   start   my   early   motor  

development   and   my   very   early   torticollises,   I   always   lay   them   down   on   their   back   and  

start   the   session   that   way   and   I   get   them   to   track   me,   I   get   them   to   look   at   me,   and   I  

get   them   to   look   in   all   directions.   I   want   them   to   rotate   their   head.   Sometimes   I'll   even  

gently   hold   the   head   and   only   have   them   track   with   their   eyes,   because   again,   vision   is  
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affected   too.   Even   if   we   are   moving   our   whole   head,   our   eyes   need   to   dissociate  

differently   and   they   need   to   react.   So   we'll   also   see   that   eyes   off   neutral   or   off  

horizontal.   So   we'll   get   into   what   does   that   mean.   You   can   see   here   with   little   Logan,  

what   we   saw   early   on   is   that   eye   staying   persistently   shut.   When   he   was   first   born,   he  

did   not   actually   open   that   eye   for   a   while,   we   had   to   kind   of   work   to   get   that   eye,   just  

muscle   and   the   strength   around   the   actual   orbit,   to   remain   open.   So   in   prone.   Again,   if  

we   all   take   a   moment   and   we   all   lean   forward   to   whatever   desk   that   we   have   in   front   of  

us   and   we   tilt   our   head   to   the   right   and   then   we   act   like   we're   in   prone,   we've   tilted   our  

head   to   the   right   and   we're   gonna   look   to   the   left,   we're   gonna   mimic   sweet   Logan  

here.   Now   I   want   you   to   keep   your   right   shoulder   next   to   your   right   ear   and   then   rotate  

now   to   the   right.   You'll   see   that   your   eyes   come   up   and   your   vision   should   be   close   to  

horizontal   as   you   look   across.   

 

And   then   as   you   rotate   now   to   the   left,   keeping   that   right   ear   next   to   the   right   shoulder,  

you'll   note   now   that   your   vision   is   almost   perpendicular   to   the   horizontal,   you   are   now  

offset.   The   body   should   naturally   want   to   maintain   vision   at   the   horizontal   but   what  

we'll   see   here   is   that   early   vision   falls   below   the   horizontal   and   children   begin   to  

perceive   that   this   is   midline   for   them,   this   is   neutral.   So   what   we   need   to   see   that   in  

prone,   our   vision   is   affected   by   our   head   rotation.   

 

So   again,   we're   gonna   see   the   same   side   as   the   tilt,   the   eyes   stay   in   line   with   the  

horizontal.   On   the   opposite   side   of   the   tilt,   the   eyes   are   gonna   drop   below   the  

horizontal.   So   again,   when   we   are   in   prone,   that   torticollis   affects   us   differently   and   it's  

gonna   affect   our   vision.   So   how   does   this   look   in   sitting   and   in   supine?   In   sitting,   we're  

gonna   note   that   our   vision   is   gonna   drop   off   the   horizontal   with   rotation.   So   again,   let's  

all   take   a   moment   and   take   our   right   ear   to   our   right   shoulder,   you   can   over   exaggerate  

it,   and   then   look   to   the   left.   Now   keep   that   right   tilt   and   rotate.   You'll   see   when   you   tilt  

to   the   left,   your   vision   and   your   head   drops   forward   towards   the   chest.   And   then   when  

we   rotate   as   far   as   we   can   to   the   right,   we   see   our   vision   actually   almost   tilts   over   our  
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shoulder.   So   this   is   often   where   you'll   see   a   parent   will   say,   my   kid   is   rotating   great  

now.   They   are   turning,   and   then   you're   looking   at   them   in   sitting   and   you'll   see   that  

every   time   they   turn   to   the   right,   they're   really   just   throwing   their   head   over   their  

shoulder,   and   so   that's   where   we   need   to   look.   Is   the   head   maintained   in   horizontal,  

'cause   again,   it's   also   for   your   vision.   So   as   we   do   that,   we   might   block   the   shoulder.  

Again,   we   might   have   them   track   something   that   they're   interested   in.   Their   parent   is   a  

great   thing,   they   always   wanna   track   the   parent.   So   in   supine,   what   we   might   see   is  

that   their   vision   is   drawn   to   one   side   and   their   less   likely   to   gaze   directly   above  

themselves.   They're   more   likely   to   keep   the   vision   to   one   side.   This   is   drawing   attention  

to   that   one   hand,   this   is   drawing   attention   to   whatever   object   is   over   there,   and   again,  

lacking   that   eye   and   head   dissociation.   And   what   you   may   see   is   they   may   rotate   the  

head   to   put   the   vision   in   line.   And   you'll   see   that   they'll   always   shift   their   vision   to   only  

look   out   of   one   eye.   

 

So   these   are   areas   that   as   you   start,   you   get   them   to   track   and   you   notice   where   the  

eyes   are   tracking   to.   Can   they   converge?   Can   they   come   in   and   look   at   something  

closer?   So   this   is   what   we're   gonna   see   here   with   vision.   It's   very   different   in   prone   and  

sitting   and   supine,   but   really   what   you're   seeing   is   almost   that   lack   of   vision   off   the  

horizontal,   they're   now   perceiving   they're   neutral   in   a   different   position.   So   how   do   we  

treat   this?   This   is   little   Logan.   So   how   do   we   progress   head   and   eye   dissociation?   We'll  

block   the   body   and   we'll   focus   on   eye   movement   only.   So   again,   this   is   something   you  

can   do   sitting   on   the   ball.   You   can   sit   with   them   in   your   lap   or   you   can   sit   with   them   on  

the   ball   and   you're   on   your   knees   looking   at   them,   and   you   get   them   to   rotate,   you   get  

them   to   look   at   you   without   moving   their   whole   body.   We're   gonna   engage   visually   first.  

This   is   where   I   talked   about   that   you   might   start   the   session   with   just   getting   them  

engaged   with   you,   getting   them   to   look   at   you.   We're   gonna   focus   on   each   position.   It  

is   important   that   as   we   tackle   and   look   at   vision,   that   we   are   looking   at   supine,   prone,  

sitting,   quadruped   and   standing.   Every   position   is   affected   by   vision.   So   you   can   do   all  

those   activities   that   we've   talked   about   before   and   now   I   want   you   to   hone   in   and   pick  
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your   battle   and   look   at   vision.   I   always   tell   everyone   that   I   teach   or   every   one   of   my  

parents,   pick   your   battle.   When   they   are   in   quadruped,   you   do   not   try   to   address   vision,  

try   to   address   their   upper   extremity   weightbearing,   try   to   address   their   core,   you're   not  

gonna   address   everything.   What   you're   gonna   say   to   yourself   is   right   now   I'm   only  

looking   at   their   eyes.   I   want   them   to   track   an   object   with   me.   If   they   fall,   you   can   see  

little   Logan   here   has   fallen,   on   that   little   right   shoulder.   as   he   flexes   down,   so   maybe  

while   he's   here,   I'm   only   gonna   get   him   to   rotate   his   eyes   to   look   at   me.   Don't  

overwhelm   yourself   or   the   parent   by   trying   to   address   everything   in   each   position.   

 

What   we're   gonna   refine   right   now   is   vision,   this   is   what   we're   gonna   look   at.   What  

does   this   look   like   in   the   older   child?   You're   hearing   complaints   that   the   child   cannot  

look   forward   to   write   on   their   paper   because   they   can't   get   their   midline   focused,   they  

can't   look   straight   ahead,   they   always   wanna   tilt   their   head   and   they   always   wanna  

look   with   one   eye,   it's   hard   for   them   to   look   in   the   middle.   We   may   see   poorer   eye   and  

head   dissociation   for   that   poor   eye   convergence.   

 

They   can't   interpret   when   something   comes   closer.   So   maybe   some   of   their   frustration  

for   their   fine   motor   skills   is   because   their   eyes   aren't   converging.   We   might   see   the  

leading   eye   become   dominant.   Every   time   I   throw   them   the   ball,   they   whip   their   head   to  

the   right   and   only   look   at   me   with   their   left   eye.   Why?   I   keep   telling   them,   look   at   the  

ball,   look   at   the   ball,   and   they're   trying   to   tell   me   that   they   are   but   they   always   turn   their  

head.   So   what   are   ways   that   we   can   work   with   them   to   work   on   that?   Again,   pick   your  

battle.   Vision   is   in   every   position,   so   we're   going   to   look   at   that   and   hone   in   on   how   the  

eyes   look.   So   that   is   one   thing   as   we're   looking   at,   even   in   your   older   child,   think   of  

these   key   components,   take   that   and   think   what   was   your   early   motor   development  

like?   Maybe   ask   the   parent,   did   they   have   torticollis   as   a   kid?   Did   you   ever   receive  

therapy   before?   Because   this   is   important   to   understand   that   maybe   you're   seeing  

some   residual   effects   later.   The   child   may   be   12   months   old   and   coming   in   and   falling  

and   you're   screening   them   for   these   components.   As   we   look   here   now   at   hand  
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dominance.   Similar   perspective,   it's   involved   in   everything.   We're   gonna   see   that  

persistent   or   strong   ATNR   affecting   it   and   we're   also   gonna   see   probably   a   poorly  

integrated   STNR.   Again,   kind   of   think   of   that   inchworm,   when   their   butt   is   up   and,   you  

know,   how   they're   kind   of   moving.   What   you're   kinda   seeing   how   the   upper   extremities  

move   or   the   lower   extremities   move   in   STNR.   So   again,   it's   that   poor   reciprocal,   we  

can't   go   from   upper   body   to   lower   body,   or   we   can't   go   left   to   right.   We're   gonna   see  

that   scapular   influence,   you   can   even   see   here   in   Logan   how   we're   looking   at   how   the  

scapula   is   winging   differently,   okay?   You   can   see   that   it's   spreading   pretty   far   out,   he's  

unable   to   sustain   it   and   help   himself.   

 

You   can   really   see   the   tilt   there.   So   again,   we're   gonna   look   at   each   position,   kinda  

figure   out   how   is   hand   dominance   involved.   We're   gonna   have   limited   hand   to   mouth   in  

supine,   'cause   again,   what   hand   is   closer?   What   hand   is   there?   What   hand   is   in   front?  

We're   gonna   see   this   maybe   at   the   first   point   of   hand   dominance   because   we're  

playing   with   things.   We're   gonna   see   a   poor   midline   progression   for   hands   to   mouth  

and   self   soothing.   We   only   maybe   suck   on   our   right   hand   because   that's   the   one   that's  

there,   okay?   So   you're   gonna   get   to   see   that   this   early   motor   development   begins   to  

become   asymmetrical   and   it's   also   now   pulling   in   the   hands.   

 

So   the   more   attention   we   draw   to   one   hand,   the   more   we   wanna   develop   that   hand.  

We   may   see   in   the   sitting,   which   we   saw   earlier   with   Logan,   that   delayed   upper  

extremity   protective   reactions.   The   side   of   the   tilt,   the   upper   extremity   tends   to   be  

withdrawn   into   high   guard.   So   you're   gonna   tend   to   see   that   when   pulled   close   to   us  

and   the   opposing   arm   is   the   looser   one,   that's   the   one   that's   down,   so   you   may   see   if  

we   lean   to   the   side   of   the   tilt,   that   arm   still   shows   an   immature   pattern   of   protection  

and   it   stays   up.   And   so   the   child   then   tries   to   react   with   the   trunk,   they   struggle   with  

that,   and   the   arm's   not   coming   down.   This   is   another   activity   I   do   on   the   ball.   I   have   the  

child   sit   on   the   ball   and   I   start   slowly   rocking   them   side   to   side,   and   as   they   get   older  

and   they're   supposed   to   have   those   protective   reactions,   I   move   it   a   little   faster,   I   play  
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with   them,   and   I   get   them   to   react   and   put   the   arm   down.   We're   gonna   see   poorer  

transitions   into   and   out   of   sitting,   again,   with   what   we   saw.   That   arm   is   not   there   or   we  

only   go   to   one   side.   Also   remember   when   we   talked   about   the   C,   the   body   being   able  

to   go   to   left   and   right,   you   may   see   visually   that   they   are   going   to   both   directions   but  

now   hone   in,   maybe   have   them   be   just   in   a   onesie,   just   in   their   diaper,   and   you'll   see  

that   the   body   is   creating   wrinkles   and   flexion   on   one   side   and   the   other   side   never   gets  

there.   I   love   to   have   my   kiddos   just   in   like   a   little   onesie   especially   a   striped   onesie,  

because   you   really   can   start   to   see   it   and   that's   how   I   help   my   parents   see   what   I'm  

seeing.   I've   been   practicing   for   10   years,   there's   things   that   I   can   see   that   nobody   else,  

you   know,   another   parent   may   not   notice,   but   how   can   I   help   people   see   that?   How  

can   I   help   them   understand   what   I'm   seeing   and   why   is   that   important?   Again,   you're  

gonna   see   here   in   sitting,   the   ease   of   the   opposing   hand.   This   is   that   influential  

development   point   for   fine   motor   development.   When   does   OT   get   involved   or   when  

does   PT   get   involved?   

 

Again,   we're   all   working   with   a   child,   we   may   be   looking   at   from   different   perspectives.  

Different   developmental   techniques,   and   so   what   we   wanna   see   here   is   as   a   child's  

getting   older   and   we're   seeing   that   hand   dominance   preference,   then   we   may   need   to  

get   OT   involved   because   now   they're   not   developing   that   strength   in   their   hand   to   be  

able   to   manipulate   something,   and   we're   gonna   start   to   see   that   continue.   When   they  

are   in   prone,   what   does   hand   dominance   look   like?   We're   gonna   see   a   shortened   reach  

on   the   side   of   tilt,   because   again,   that   arm   is   gonna   be   tighter,   it's   gonna   be   more  

weightbearing.   

 

We're   gonna   see   that   scapular   retraction   and   probably   shoulder   elevation.   We're   gonna  

see   the   immature   patterning   of   the   elbow   behind   the   shoulder.   So   as   we   look   here,  

we'll   see   that   maybe   this   elbow   might   be   directed   pass,   okay?   This   elbow   is   not  

progressing   naturally   forward   to   begin   to   weight   bear.   As   we   know   in   development,   it  

starts   back   and   it   should   progress   to   underneath   the   shoulder   and   then   forward,   and  
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what   you   may   see   is   that   one   shoulder   always   stays   back.   Poor   shoulder   and   hand  

strength   due   to   the   weightbearing.   How   does   a   baby   build   strength?   Well   they   build  

strength   by   using   and   they   build   strength   by   weightbearing,   and   now   we're   not   seeing  

that   they're   weightbearing   on   both   sides,   so   we   may   see   a   lack   of   shoulder   strength   on  

one   side   and   the   lack   of   refined   motor   strength   on   one   side.   And   again,   prone   is   a   great  

place   for   weightbearing.   So   what   do   we   do?   We   focus   on   strength   and   coordination,  

crossing   midline   and   reciprocal   upper   extremity   movements   and   movements   against  

gravity.   You   can   do   repetitions   with   a   small   child.   Sit   with   them,   have   them   in   prone   and  

have   them   keep   reaching,   make   them   do   it   multiple   times,   because   again,   it's   just   like  

you   and   I   going   to   the   gym,   they   have   to   build   strength.   Well   how   does   this   look   in   the  

older   child?   Persistent   immature   reflexes.   

 

Early   onset   of   hand   dominance.   A   child   should   not   develop   hand   dominance   early   on,  

you   should   not   hear,   well   my   child   is   left-handed   and   they   are   only   12   months   old.   We  

shouldn't   see   that.   Poor   midline   coordination,   poor   hand-eye   coordination.   Again,   poor  

reciprocal   movement,   poor   hand   grasp   and   shoulder   strength   that   we've   talked   about.  

So   let's   now   take   all   of   this   information   and   let's   look   at   some   case   studies.   So   we've  

talked   about   Logan   quite   a   bit.   

 

We   can   see   that   Logan   was   a   full-term   pregnancy.   It   wasn't   noted   until   his   last  

trimester   that   he   was   a   in   a   frank   breach   position,   and   they   could   not   correct   it.   He   was  

too   far   along   that   they   didn't   have   enough   ability   to   manipulate   him   to   move   him.   So   if  

he   was   born   via   C-section,   he   had   immediate   presentation   of   right   torticollis,   and   you  

can   see   that   his   feet   were   pretty   persistently   extended.   He   was   able   to   move   them,   he  

is   able   to   walk,   but   what   you   can   see   here   is   that   limited   in   inter   utero   development,   he  

could   not   move   and   create   those   patterns.   So   what   did   we   do   with   Logan?   We   did   the  

Alberta   Infant   Motor   Scale.   He   came   to   us   at   like,   I   think   I   went   to   his   mom's   house  

pretty   after   he   was   born,   but   officially   we   did   this   at   one   month   and   23   days.   So   what  

you   can   see   here   is   we   scored   the   Alberta   Infant   Motor   Scale,   he   participated   well.   I  
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like   to   put   what   state   control   they   were   in,   active   and   alert,   quiet   and   alert.   How   did  

they   interact   with   me?   We   can   see   that   he,   50th   percentile.   If   I   only   looked   at   that,   I  

would've   said   Logan's   doing   great.   But   I   need   to   look   beyond   that.   What   was   most  

limiting   for   him   was   the   persistent   cervical   lateral   flexion,   and   we're   gonna   see   here  

that   when   he's   in   prone,   he   has   a   hard   time   rotating   his   head   and   moving   it   differently  

than   in   supine.   We   can   see   that   he's   max   assist   for   rolling,   he's   one   month,   that's   fine,  

but   why?   We're   gonna   see   limited   flexion   positioning   at   this   time.   He   doesn't   want   to  

be   in   prone.   He   doesn't   want   to   bend   his   legs   up   underneath   him.   Actually   for   a   very  

long   time,   we   had   to   work   on   him   being   able   to   be   in   that   physiological   prone   to   keep  

the   knees   underneath   him   because   he   kept   wanting   to   extend.   So   how   are   we   bringing  

this   here   together?   

 

So   we   see   this   asymmetrical   preference   and   limited   prone   tolerance   will   continue   to   be  

monitored   and   addressed   with   progression   of   age   typical   gross   motor   skills.   So   we   are  

acknowledging   he's   within   such   a   percentage,   but   we've   given   enough   data   to   already  

define   where   he   is   from   a   torticollis   standpoint.   Also   in   this   evaluation,   I   quoted   what   he  

looked   like.   

 

So   what   was   his   treatment   like?   We   started   PT   and   OT   immediately.   Mom   is   a   pediatric  

OT,   so   that   was   helpful.   And   we   had   started   him   at   two   times   a   week.   When   we   look   at  

frequency,   we   wanna   think,   do   we   want   to   influence   active   growth   and   development  

and   reduce   a   delay?   Or   do   we   want   to   grow   with   the   child?   Increase   frequency,   we're  

going   to   influence   an   active   growth   and   change.   With   maybe   one   time   a   week,   we   are  

going   to   grow   with   the   child   and   influence   them   but   we're   gonna   see   a   more   intensive  

avenue   of   active   growth   and   development   and   reducing   a   delay   with   increased  

frequency.   So   Logan   was   seen   two   times   a   week.   I   also   know   his   mom   was   highly  

compliant   with   an   HEP.   And   so   we   can   see   here   we   did   cervical   range   of   motion,   we  

did   some   passive   movement,   we   emphasized   midline   assistance   after   stretch   was  

completed   to   get   him   to   calm.   He   had   a   preference   to   rotate   to   full   left   rotation,   without  
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agitation   and   mild   agitation   and   supported   right.   So   we   could   feel   that   we   also   see   that  

he   had   a   palpable   right   SCM   tightness,   so   that   changed   his   classification   in   that  

severity   system.   We'll   see   here   we   already   started   working   in   prone,   we   worked   on  

sitting,   so   every   session   I   addressed   all   avenues,   no   matter   what   his   age   was.   We   still  

worked   on   supported   sitting,   we   still   worked   on   all   these   things,   we   just   adjusted   it   for  

where   we   were.   After   about   six   months,   he   was   reduced   to   one   time   a   week.   He   really  

responded   best   to   stretching   and   that's   how   we   reduced   most   of   his   torticollis.   His  

cervical   positioning   is   nearly   resolved   now.   What   we   see   now   is   he   is   an   active,   active  

little   man,   a   little   over   one   years   old,   but   we   see   he   still   has   some   residual   effects.  

We're   seeing   he   still   hikes   his   shoulder   and   there's   still   some   closing   of   that   right   eye   at  

times.   

 

And   so   we've   continued   to   see   all   periods   of   mobility   were   affected   by   his   torticollis.  

He   is   now   able   to   participate   in   a   normal   environment.   Let's   look   at   another   case.  

We're   gonna   look   here   at,   I'm   gonna   call   this   little   boy   Kaden.   He   was   evaluated   at   six  

months   old   and   he   was   referred   for   torticollis   and   plagiocephaly.   We're   gonna   see   that  

he   was   a   twin   gestation.   He   was   born   at   34   weeks   and   had   a   NICU   stay,   and   he   had   a  

preference   for   a   right   gaze.   What   we   notice   from   evaluation   only,   twin   gestation,   there's  

one   of   your   flags.   NICU   stay,   there's   another   one   of   your   flags.   And   the   parent   reported  

to   me   their   preference   for   the   right   gaze.   

 

So   we   now   see   that   the   parent   is   aware   of   these   things   already,   at   six   months   old,  

they're   aware.   It   also   shows   that   he   was   a   twin,   so   they   were   able   to,   not   that   we   want  

to   compare,   but   they   were   able   to   see   that   difference,   and   so   they   came   for   therapy.  

We   did   the   AIMS   as   well,   and   what   I   can   note   here   is   that   he   did   not   easily   transition   to  

the   therapist.   So   the   AIMS   is   a   great   test.   Because   it   was   observational   only,   I   did   not  

have   to   put   him   in   specific   positions,   which   your   Bayley's   and   your   peabody   will.   So  

that   is   where   sometimes   you're   forced   to   select   a   test   versus   another.   What   we   want   to  

see   here   is   what   did   we   look   like?   So   if   he   was   50th   to   75th   percentile,   we're   gonna  
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see   that   persistent   rotation.   So   good   gross   motor   skills,   however,   asymmetrical   and  

he's   already   creating   compensatory   movements.   He   did   not   sustain   visual   gaze   to  

midline   or   to   the   left.   So   we're   seeing   that   vision   component,   as   well   as   our   mobility.  

We're   gonna   note   the   change   in   prone   with   a   head   drop.   He's   trying   to   roll,   however,  

he's   limited   in   his   movement.   So   we're   going   to   see   that.   We'll   see   he's   able   to   sit,   but  

he   has   scapular   retraction   and   forward   head   posture.   At   six   months   old,   we   shouldn't  

see   that.   He   has   limited   pelvic   stability   to   remain   unsupported.   At   six   months   old,   do  

you   have   to   sit   unsupported?   

 

Meh,   you're   within   the   range,   but   why   is   this   important?   We're   gonna   look   at   those  

balance   reactions   as   he   tries   to   sit   further   and   more.   This   asymmetrical   preference,  

again,   will   be   addressed   with   a   progression   of   age   typical   gross   motor   skills.   So   let's  

just   show   you   some   of   the   goals   that   we   wrote   him.   And   what   you   can   see   here   is   if   we  

look,   we'll   see   at   the   top,   these   goals   were   created   initially,   and   some   goals   were  

created   later   on.   So   these   goals   progressed   with   his   ability.   With   these   charts   that   we  

can   see   here,   we   can   see   the   change   in   strength   and   the   change   in   support.   How   did  

we   move?   

 

We   can   see   here   the   seconds   increased.   Were   we   consistent?   Not   always   at   first,   so   it  

took   us   a   while   to   get   there.   And   we   could   see   that   sometimes   we   stayed   the   same.  

And   so   we   wanna   see,   so   now   you   see   what   you   need   to   do,   now   you   see   some   of  

your   treatment   strategies,   but   how   do   you   equate   that   to   a   goal?   How   do   we   equate  

that   in   our   documentation?   So   again,   your   goal   needs   to   make   sense   to   all   parties.   So  

if   we   look   here,   we   can   just   take   one   example.   So   he's   going   to   independently   visually  

attend   to   an   object   on   the   left   for   greater   than   20   seconds   without   manual   assist.   So   I  

can   see   that   I   clarified   it   for   in   supine   or   supported   sit.   If   I   look   maybe   now   at   a  

progressive   goal,   he'll   pull   to   stand   on   a   support   surface   with   left   lower   extremity  

leading   leg   with   minimal   assist   or   less.   So   I'm   going   to   show   that   difference,   I'm   going  

to   draw   attention   to   it   and   I'm   not   saying   he   will   pull   to   stand   independently,   'cause   he  
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probably   will   pull   to   stand   independently   with   the   other   leg   leading   all   the   time.   So   how  

do   we   clarify   that?   How   do   we   draw   attention   and   teach   others   what   we're   seeing?   So  

again,   we're   gonna   look   at   maybe   vision   goals,   we're   gonna   look   at   reciprocal  

movement   goals.   We're   not   just   going   to   say   he   will   crawl   or   he   will   roll.   We   are   going  

to   divide   it   down.   Does   that   mean   you   have   a   million   goals   now?   These   are   your  

checkpoints,   so   put   the   important   checkpoints   down.   Use   your   documentation   to  

support   what   you're   doing.   Let's   look   at   another   case   study.   So   this   little   boy,   we'll   call  

him   Carsen,   he   was   evaluated   at   14   months.   He   presents   with   return   to   PT   with  

concerns   of   right   hip   contracture,   with   right   lower   extremity   hip   external   rotation.   He  

previously   was   seen   for   left   torticollis   at   two   months   old.   Unfortunately,   his   parents  

were   unable   to   continue   with   services   at   the   time   due   to   personal   financial   concerns.  

The   parents   reported   previous   resolution   of   torticollis   and   deny   any   observable  

asymmetries,   they   didn't   recall   any.   

 

By   the   time   they   came   for   the   second   evaluation,   they   had   a   clear   orthopedic   review  

and   an   X-ray   with   no   concerns   for   boney   hip   abnormality.   So   again,   that   differential  

diagnosis.   If   this   kid   had   come   in   and   had   not   received   an   X-ray,   I   still   would've   referred  

him   back   to   orthopedic   'cause   again   you   wanna   know,   you   wanna   make   sure   that  

you're   not   thinking   that   it's   torticollis,   but   again,   torticollis   does   not   have   to   be   the  

primary   diagnosis.   

 

What   are   my   red   flags   here?   Previous   PT,   did   not   complete   programming.   What   we   can  

see   here   is   that   they   left   before   a   home   exercise   program   could   really   be   expanded  

upon.   It's   certainly   understandable   that   sometimes   families   cannot   continue,   so   that   is  

where   you   want   to   have   resources   on   hand   to   be   able   to   give   to   them   before   they  

leave.   This   family,   we   did   provide   with   them,   but   he   was   two   months   old.   He   might've  

resolved   some   things   at   two   months   old,   but   then   when   he   went   to   crawl,   we   might've  

seen   some   differences,   but   he   was   no   longer   in   our   program   at   that   time   so   I   wasn't  

able   to   help   them   see   that   maybe   we're   seeing   some   of   those   other   issues.   So   we're  
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gonna   think   back   to   how   he   might've   sat.   He   might've   sat   with   a   left   shift   and   that   left  

leg   might've   been   tucked   underneath   him   and   the   right   leg   persistently   rotated   out.   He  

may   have   not   crawled   right.   We   don't   know   because   the   parents   don't   recall,   which   is  

fine.   This   is   where   you   need   to   ask   them,   can   you   show   me   some   videos?   Can   you  

give   me   more   information?   And   a   lot   of   times,   the   more   you   treat   them,   the   more   those  

stories   come   out,   and   the   parents   begin   to   recognize   it.   It's   not   that   they   are   in   denial,  

they   maybe   just   don't   know   what   they   were   looking   for.   So   as   we   look   here,   on   this  

kiddo,   we   did   the   peabody.   We   could   see   again,   he   is   average   to   above   average.   If   I  

snapshot   that,   what   does   he   need   help   for?   But   we   need   to   draw   attention   to   the  

assymetry   present.   So   again,   that   abnormal-like   positioning,   but   now   let's   look   here   at  

behavior   and   assessment.   

 

What   do   we   note   here?   He   dislikes   being   offset   in   balance   or   placed   on   different  

textures.   He   dislikes   the   therapy.   What   do   we   see   here?   This   may   correlate   with   us   and  

we   see   that   dislike   of   being   offset   in   balance   or   dislikes   of   vestibular   or   sensory   input.  

Limited   engagement,   early   motor   and   sensory   exposures.   He   has   predictable   patterns.   

 

We   can   see   here   some   of   the   other   treatments   that   we   did.   We   did   climbing   a  

playground,   we   did   running,   transition   to   stand,   balance   activities.   So   again,   we're  

gonna   see   that   limited   right   trunk   strength   and   preference   for   left   flexion,   and   we're  

gonna   see   this   is   why   he   doesn't   like   to   be   out   of   balance.   And   we're   gonna   look   at  

some   of   this   whole   body   activities.   You   can   see   a   grouping   of   goals.   These   are   different  

things,   again,   to   progress   for   his   age   and   as   he   progressed   with   us.   We   can   see   he   was  

with   us   for   a   year,   at   this   point.   So   one   year   after   evaluation,   we   did   a   reassessment  

and   we   can   see   the   persistent,   still   that   abnormal   positioning,   we're   gonna   see   some   of  

the   asymmetrical   preference.   We   can   see   what   treatment   kind   of   worked   on.   We're  

gonna   see   some   of   those   residual   effects,   that   mild   one   set   posture.   He's   got   a   good  

range   of   motion,   a   function   mobility,   but   we're   still   seeing   some   of   that.   We   can   see   at  

point   of   discharge   how   we   were   able   to   help   him   with   some   SMOs   and   that   helps   him  
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over   ankle   stability   and   be   able   to   kinda   pull   things   together.   So   again,   we   may   not   be  

eliminating   everything   but   we're   doing   our   best   to   make   it   as   small   and   least   restrictive  

to   our   environment   and   our   abilities.   This   last   case   study   here   is   different.   What   we   can  

see   here   is   this   kiddo   is   17   months   old,   I   had   to   include   this   one   'cause   he   was   very  

interesting.   He   came   in   and   had   had   a   history   of   plagiocephaly,   cranial   helmet.   He   was  

referred   for   a   concern   for   scoliosis   by   a   speech   therapist,   and   the   parent   reported   to  

me   clumsy   behavior   and   increased   bruising   and   injury   to   the   left   orbit   after   falls.   I   could  

see   pictures.   And   so   every   time   he   fell,   he   was   hitting   that   left   side.   Mom   reports   early  

gross   motor   milestones,   crawling,   walking.   So   what   do   we   see   here?   History   of   severe  

plagiocephaly.   Again,   it's   usually   related   to   severe   torticollis.   Feeding   concerns,   so  

unilateral   tongue   movement.   Scoliosis,   trunk   involvement.   

 

Clumsy   behavior.   Early   developmental   patterns,   we   need   to   know   what   they   defined.  

Falling,   was   hitting   the   face   only   on   one   side.   Crawling,   at   nine   months,   walking   at   10  

months,   that's   a   very   short   crawling   phase.   Early   walking   is   not   always   the   best.   So   we  

can   see   here   with   this   case   that   there's   multiple   components   playing,   that's   why   he's  

been   referred.   So   what   did   we   do   with   him?   Here   again,   we   can   look   at   some   of   our  

testing,   but   what   we   really   saw   here   is   that   there's   trunk   involvement   and   poor   core  

strength   and   a   visual   component.   

 

So   we   can   see   here   in   the   strength,   there's   a   predominant   left-sided   lead   of   the   body   in  

ambulation,   and   he's   going   to   rotate   his   body   all   the   time   so   he's   going   to   alternate  

lower   extremities   in   climbing,   but   we   have   a   mild   right   spinal   rounding,   okay?   And   what  

we   see   here   is   that   predominant   lead   of   the   left   side   of   the   body,   okay?   So   the   left   side  

is   leading.   So   what   we   saw   here   is   he,   the   parent   had   a   hard   time   understanding   the  

differences   of   what   we   saw.   So   he   attended   therapy   every   other   week   and   he   attended  

eight   sessions.   We   worked   on   that   visual   component.   We   sat   and   we   worked   on  

tracking   across   full   range,   we   looked   on   eye   head   dissociation,   and   we   worked   on  

different   cues   within   gait   training   to   keep   the   body   neutral.   I   facilitated   a   lot   of   whole  
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body   activities.   So   we   can   see   here   that   compensatory   vision   was   having   problems,   so  

the   eyes   were   shifting   forward   even   if   the   cervical   is   not.   They   are   trying   to   shift   their  

vision.   So   again,   where   is   the   head,   where   are   the   eyes?   Look   at   both.   So   he   was  

eventually   referred   to   vision   therapy   and   unfortunately   stopped   doing   therapy,   and   we  

had   referred   him   because   we   perceived   that   he   would   have   a   harder   time   later   again  

focusing   in   midline,   focusing   on   some   of   that   schoolwork.   So   again,   you   can   see   that  

some   of   your   cases   may   be   a   little   bit   defined   differently.   So   let's   kind   of   wrap   this   up.  

What   do   we   see?   Here   are   your   key   components   to   consider.   What   did   we   take   from   all  

of   this?   Key   thing   is   parent   education,   sensory   management,   state   control,   for   you   and  

the   parent.   

 

Are   you   able   to   convey   why   is   it   important   what   you're   doing?   Are   you   able   to   calm   the  

child   and   calm   the   parent?   A   lot   of   these   parents   are   nervous.   We   wanna   minimize  

residual   effects,   we   wanna   prevent   the   idea   of   they'll   outgrow   it.   They   may   outgrow   it  

but   let's   work   with   it   so   there's   the   least   amount   of   restrictions.   We're   gonna   create   an  

extensive   and   regularly   updated   HEP.   We're   gonna   provide   handouts.   We're   gonna  

allow   the   parent   to   demonstrate.   Give   them   permission   to   do   videos   in   treatment.   A   lot  

of   my   parents   take   videos   so   that   they   can   understand   it,   it's   a   lot.   We're   gonna   involve  

speech   and   OT   as   we   need   to.   Speech   is   very   important   for   review   of   tongue   ties   or  

feeding   consult.   

 

We're   gonna   look   at   OT   for   the   fine   motor   milestones,   for   that   core   and   upper   extremity  

strength,   and   then   also   for   reflex   integration.   We   all   can   address   to   our   cause   in   a  

different   capacity,   so   we're   all   a   team.   Keep   in   mind   that   torticollis   and   plagiocephaly  

will   not   resolve   without   intervention.   We   may   see   some   residual   issues.   There   is   an  

effect   on   postural   and   facial   presentations.   It   affects   fine   motor   and   gross   motor.  

Passive   stretching   is   your   first   line   of   intervention.   Residual   effects   may   occur.   Never  

skip   crawling   and   encourage   midline.   Always   screen   for   a   history   of   torticollis   if   any  

assymetry   of   coordination   deficits   present   later   in   development.   You   can   review   some  
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of   these   frequently   asked   questions.   I   added   this   in   here   just   'cause   I   receive   this   a   lot  

from   my   families,   this   is   just   kind   of   a   resource   slide   for   you.   Again,   I've   attached  

another   PDF   that   has   all   my   references   as   well   as   some   of   these   articles   to   refer   you   to  

the   actual   visual   assessments   for   the   Muscle   Function   Scale,   and   then   the   2018  

Evidence   Clinical   Practice   Guidelines   for   Torticollis.   I   have   two   questions   here,   I'll  

quickly   read   them.   So   I   can   see   one   of   the   questions   says   what   program   did   you   use   to  

show   the   graph   and   goal   achievements?   That   is   through   our   online   documentation   of  

Fusion.   That   is   our   web   EMR   system,   and   so   through   that,   our   goals   require   us   to  

create   the   criteria   to   create   the   graph.   And   my   first   question,   here   we   go.   This   is   in  

regards   to   about   how   torticollis   can   also   be   referred   to   cause   some   relations   to   tongue  

tie   and   plagiocephaly.   It   is   definitely   all   related,   this   course   I   chose   to   implement   the  

pattern   for   your   evaluation   and   your   treatment   of   torticollis.   Torticollis   definitely   kinda  

moves   all   together   with   everything.   Again,   there's   so   many   different   components,   so  

certainly   research   your   environment,   refer   to   your   other   disciplines   to   be   able   to  

understand   what   might   be   important   and   what   you   can   do   to   kind   of   help   that.   So  

again,   there's   a   lot   of   different   avenues,   this   is   one   area   that   we   are   looking   at   to   help  

you   begin   your   approach   and   really   advance   your   skills   with   torticollis.   If   there's   any  

other   questions...  

 

-   [Calista]   All   right.   I   don't   see   any   other   questions,   Lisa,   so   thank   you   so   much   for  

presenting   for   us   today.  

 

-   [Lisa]   Yes,   and   thank   you   for   the   opportunity   to   share   some   knowledge   and   get  

people   moving   towards   the   world   of   torticollis.  

 

-   [Calista]   All   righty.   We're   gonna   go   ahead   and   close   today's   course.   Have   a   great   day,  

everyone,   and   hope   to   see   you   in   the   classroom   again   real   soon.  
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