
	

https://sunokuzut.gonujovux.com/105611377762452342437526173236190426598054?sigozewedatugizasarivijuweparagebosa=digapibelavanomatamalifunudurojuderejexitebugogiminokizevalowivikaravuzupizeselobejaronulagugojowovepabagititabelatesinajetujogunejebozofazuretajokupotagogepamegozoberopobezaxusixuxoborofomawumiwovosiganotomi&utm_term=what+is+isolated+cervical+dystonia&lodezozovipurijukavuvemomabasexonulovufupufesaxawalerozesanurawobafapazesifurujineviwo=dizinojupepufemevojikitivasefisuvidujesexinuwogijonegebuloladujagipikesogutasulakubowaxajufikiwepevewavunilezokajuxezunezanozovojukezagivuzixizam


























As	a	library,	NLM	provides	access	to	scientific	literature.	Inclusion	in	an	NLM	database	does	not	imply	endorsement	of,	or	agreement	with,	the	contents	by	NLM	or	the	National	Institutes	of	Health.	Learn	more:	PMC	Disclaimer	|	PMC	Copyright	Notice	.	2020	Nov	27;11:591418.	doi:	10.3389/fneur.2020.591418	Background:	Cervical	dystonia	(CD)	is	a
rare	disorder,	and	health	care	providers	might	be	unfamiliar	with	its	presentation,	thus	leading	to	delay	in	the	initial	diagnosis.	The	lack	of	awareness	displays	the	need	to	highlight	the	clinical	features	and	treatment	in	cervical	dystonia.	In	our	cohort,	we	have	identified	an	earlier	age	of	onset	in	men,	despite	an	overall	preponderance	of	affected
women.	Objective:	We	aim	to	identify	the	prevalence,	age	of	onset,	spread,	and	treatment	modalities	of	CD	in	the	population.	We	also	highlight	the	barriers	which	patients	encounter	related	to	diagnosis,	follow-up,	and	treatment.	Methods:	We	reviewed	149	CD	patients	who	attended	specialized	Dystonia	Clinics	over	a	14-year	period.	Dystonia	severity
was	rated	using	the	Burke-Fahn-Marsden	(BFM),	Tsui,	and	Toronto	Western	Spasmodic	Torticollis	Rating	Scales	(TWSTRS).	Mood	and	quality	of	life	were	assessed	using	Beck	Depression	Inventory	(BDI),	Beck	Anxiety	Inventory	(BAI),	and	36-Item	Short	Form	Health	Survey	(SF-36).	Results:	CD	patients	were	majority	White	(91.3%)	and	more
commonly	female	(75.8%).	Men	had	an	earlier	median	age	of	onset,	40.5	years	(p	=	0.044).	BAI	revealed	a	mean	score	of	7.2	(±6.4,	n	=	50)	indicating	minimal	anxiety	while	BDI	revealed	a	mean	score	of	7.30	(±7.6,	n	=	50)	indicating	minimal	depression.	The	only	SF-36	subscales	associated	with	CD	severity	were	physical	functioning	(p	=	0.040)	pain
(p	=	0.008)	and	general	health	(p	=	0.014).	Conclusion:	There	appear	to	be	gender	differences	in	both	the	prevalence	and	age	of	onset	of	the	disease.	There	was	a	3-fold	higher	incidence	in	women	than	in	men.	CD	patients	of	both	sexes	experience	barriers	to	care,	which	can	be	reflected	in	their	quality	of	life	and	time-to-diagnosis.	In	addition,	males
were	less	likely	to	experience	an	objective	benefit	with	botulinum	toxin	treatment	and	more	likely	to	discontinue	care.	Greater	awareness	of	CD	by	health	care	providers	is	important	to	reduce	the	time-to-diagnosis.	Keywords:	cervical	dystonia,	movement	disorders,	treatment,	barriers	to	care,	clinical	features	Isolated	cervical	dystonia	(CD)	is	a
common	subtype	of	dystonia	which	involves	abnormal	neck	movement,	is	frequently	associated	with	pain,	can	be	debilitating	(1,	2),	and	has	an	estimated	prevalence	of	3–9	per	100,000	(3–6).	Isolated	CD	is	a	rare	condition,	with	the	greatest	incidence	in	White	females	and	a	mean	age	of	onset	between	45	and	50	years	of	age,	and	where	the	majority	of
patients	do	not	have	spread	to	other	body	parts	(5,	7–10).	There	is	a	growing	body	of	literature	on	the	non-motor	features	of	CD,	including	executive	dysfunction,	depression,	anxiety,	pain,	and	increased	disability,	decreased	quality	of	life	(7,	11–13).	Those	with	CD	display	a	high	rate	of	depression	or	anxiety	that	has	not	previously	correlated	with
dystonia	severity	(14).	The	main	treatments	in	cervical	dystonia	are:	botulinum	toxin	injections	alone;	botulinum	toxin	injections	in	combination	with	oral	medication;	and	for	refractory	cases,	deep	brain	stimulation	(DBS)	(7,	15).	Since	cervical	dystonia	is	a	relatively	rare	disease,	many	physicians	have	little	exposure	while	in	training	or	clinical
practice,	which	may	lead	to	a	delay	in	diagnosis	and	treatment.	Delay	in	diagnosis	of	CD	ranges	from	3.75	to	6.8	years,	with	subjects	having	seen	multiple	providers	prior	to	diagnosis	(16–18).	The	observed	delay	to	diagnosis	has	been	attributed,	in	part,	to	a	lack	of	awareness	within	the	healthcare	profession	(17).	As	CD	can	be	treated,	better
recognition	of	the	disorder	would	likely	provide	faster	diagnosis	and	symptom	relief	to	more	individuals	(16).	To	date,	there	has	been	limited	data	on	barriers	to	care	for	those	with	cervical	dystonia.	One	study,	involving	70	CD	patients	at	an	academic	movement	disorders	clinic	in	the	United	States,	examined	the	treatment	experiences	and	reasons	for
discontinued	care	(19).	Thirty	percent	of	patients	discontinued	their	care,	and	the	most	cited	reasons	were	a	suboptimal	response	to	or	side	effects	from	botulinum	toxin,	high	cost	of	treatment,	and	excessive	travel	burden.	Here,	we	report	on	our	findings	in	a	CD	cohort	diagnosed	and	treated	over	14	years	at	two	large	academic	medical	centers.	We
also	report	on	unique	features	in	our	cohort,	namely	a	marked	gender	difference	in	age	of	onset	and	the	lack	of	significantly	higher	comorbid	depression	or	anxiety	than	that	found	in	the	general	population.	This	data	adds	to	the	existing	literature	on	CD	and	points	to	greater	heterogeneity	in	affected	individuals	than	previously	reported.	Subjects	were
recruited	prospectively	from	the	Dystonia	Clinics	at	Massachusetts	General	Hospital	and	Brigham	and	Women's	Hospital.	We	obtained	coded	data	from	149	consecutive	participants	who	were	diagnosed	with	isolated	CD,	with	or	without	involvement	of	other	body	regions	and	enrolled	in	the	Dystonia	Partners	Research	Bank	(DPRB)	between	January
2005	and	December	2019.	Twenty-five	of	the	149	subjects	had	previously	enrolled	in	an	observational	study	on	dystonia	and	had	additional	motor	scale	scores.	When	available,	we	included	prior	motor	scale	scores	for	those	subjects.	All	DPRB	participants	gave	written	informed	consent	for	their	data	to	be	used	in	a	natural	history	analysis.	Our	data
analysis	protocol	was	reviewed	and	approved	by	the	Mass	General	Brigham	Human	Research	Committee.	Diagnosis	and	confirmation	that	the	subjects	had	isolated	cervical	dystonia,	including	a	review	of	previous	medication	exposure,	were	determined	according	to	published	criteria	(20,	21)	by	a	neurologist	trained	in	movement	disorders	(NS,	MD,
EP,	CS).	We	assessed	demographics,	including	time	from	symptom	onset	to	diagnosis,	family	history,	medical	history,	and	prescribed	medications.	Subjects	were	assessed	using	a	standardized	movement	disorder	examination	as	described	previously	(22).	Dystonia	severity	was	rated	in	all	patients	using	the	Burke-Fahn-Marsden	Motor	Rating	Scale
(BFMMS)	and	in	a	subset	of	subjects	with	the	Tsui	Dystonia	Scale	and	the	Toronto	Western	Spasmodic	Torticollis	Rating	Scale	(TWSTRS).	Follow-up	examinations	were	completed	in	98	participants,	which	all	occurred	at	least	9	months	after	the	first	examination	and	around	the	time	of	medical	appointments.	DNA	was	extracted	from	white	blood	cells
using	the	Purgene	procedure	(Gentra	Systems,	Minneapolis,	MN).	The	samples	were	screened	for	presence	of	the	TOR1A	(DYT1)	GAG	deletion	by	PCR	amplification	as	previously	described	(21).	Insurance	status	was	provided	through	medical	record	review	and	coded	as	either	private	or	public,	with	the	latter	consisting	of	Medicare	and	Medicaid
health	insurance	plans.	Zip	code,	obtained	at	enrollment	and/or	medical	record	review,	was	used	to	calculate	median	household	income	using	2017	United	States	Government	Census	data	[ref	“American	Fact	Finder”].	The	distance	from	the	clinic	was	calculated	by	using	the	subject's	address	and	the	address	of	the	clinic	they	attended.	We	obtained
depressive	and	anxiety	symptoms	from	the	Beck	Depression	Inventory,	2nd	edition	(BDI)	(23),	and	the	Beck	Anxiety	Inventory	(BAI)	(24).	The	impact	of	CD	on	Health-Related	Quality	of	Life	(HRQoL)	was	assessed	using	the	36-Item	Short	Form	Health	Survey	(SF-36)	(25).	Fifty	consecutive	patients	completed	the	BAI,	BDI,	and	49	completed	the	SF-36,
which	were	given	to	participants	and	then	returned	by	mail.	We	performed	descriptive	statistics.	Categorical	variables	were	compared	with	χ2	or	Fisher's	exact	test.	For	continuous	variables	we	used	two-sample	t-tests,	and	for	highly	skewed	data	the	Wilcoxon	rank	sum	test.	We	used	Spearman's	correlation	coefficient	to	assess	correlation	in
continuous	variables.	Changes	in	motor	scores	from	baseline	to	their	final	scores	were	assessed	using	Wilcoxon	signed-rank	test	for	matched	pairs.	A	one-sample	t-test	was	used	to	compare	the	differences	between	the	cohort's	SF-36	subscores/general	health	and	the	corresponding	Ware's	normative	values	(26).	Statistical	significance	was	designated
by	two-tailed	p	<	0.05.	Data	was	analyzed	using	STATA	15.1	(College	Station,	TX).	Data	from	a	total	of	149	subjects	was	used.	Of	these,	36	(24.2%)	were	male	and	113	(75.8%)	were	female,	as	shown	in	Table	1.	When	analyzed	by	gender,	the	median	age	of	onset	of	symptoms	in	the	male	cohort	(n	=	36)	is	40.5	years	(IQR	=	27.5–48.5),	and	the	median
age	of	onset	in	the	female	cohort	(n	=	113)	is	45	years	(IQR	=	36.0–55.0).	Males	had	an	earlier	age	of	onset	of	symptoms	compared	to	females	(p	=	0.044).	Males	also	had	an	earlier	age	of	diagnosis,	53.5	years	(IQR	=	47–60.5	years),	when	compared	to	females,	58	years	(IQR	=	49–66	years)	(p	=	0.043).	Gender	differences	with	respect	to	time-to-
diagnosis	were	not	significant	(p	=	0.874).	Clinical	and	demographic	characteristics.	Total	(n	=	149)	Male	(n	=	36)	Female	(n	=	113)	p-value	Age	of	onset,	Median	(IQR)	45	(34–53)	40.5	(27.5–48.5)	45	(36–55)	0.044	Age	of	diagnosis,	Median	(IQR)	57	(48–65)	53.5	(47–60.5)	58	(49–66)	0.043	Time	to	diagnosis,	Median	(IQR)	10	(4–18)	10	(5–18)	10	(3–
18)	0.874	Ethnicity	0.516	White	non-hispanic	136	(91.3%)	32	(88.9%)	104	(92.0%)	Other	13	(8.7%)	4	(11.1%)	9	(8%)	Family	history*	0.191	Negative	69	(50.7%)	13	(40.6%)	56	(53.8%)	Positive	67	(49.3%)	19	(59.4%)	48	(46.2%)	Dystonia	spread**	0.578	Isolated	75	(76.5%)	17	(77.3%)	58	(76.3%)	Spread	23	(23.5%)	5	(22.7%)	18	(23.7%)	TREATMENT
Botox	0.049	Continued	95	(63.8%)	18	(50%)	77	(68.1%)	Stopped	54	(36.2%)	18	(50%)	36	(31.9%)	Dystonia	medications	0.499	Yes	61	(40.9%)	13	(36.1%)	48	(42.5%)	No	88	(59.1%)	23	(63.9%)	65	(57.5%)	DBS	0.618	No	141	(94.6%)	34	(94.4%)	107	(94.7%)	Yes	8	(5.4%)	2	(5.6%)	6	(5.3%)	Antidepressant	medications	0.316	Yes	25	(16.8%)	8	(22.2%)	17
(15.0%)	No	124	(83.2%)	28	(77.8%)	96	(85.0%)	SOCIODEMOGRAPHICS	Median	household	income,	Median	(IQR)	89,440	(65,476–110,025)	90,285	(69,402–122,393)	88,	993	(65,348–106,332)	0.310	Miles	from	clinic,	Median	(IQR)	35.65	(13.9–56.3)	41.35	(13.6–58.6)	34.15	(14.3–56.1)	0.794	Insurance	0.010	Private	93	(62.4%)	29	(80.6%)	64	(56.6%)
Public	56	(37.6%)	7	(19.4%)	49(43.4%)	When	compared	to	the	overall	race/ethnicity	and	gender	data	in	the	outpatient	specialty	care	population	at	Massachusetts	General	Hospital	(MGH),	our	subjects	are	more	likely	to	be	White	(91.3%	in	this	cohort	vs.	76%	in	the	MGH	outpatient	specialty	care	population),	not	Hispanic	or	Latino	(96.64%	in	this
cohort	vs.	91.2%	in	the	MGH	outpatient	specialty	care	population)	and	female	(75.8%	in	this	cohort	vs.	51.8%	in	the	MGH	outpatient	specialty	care	population)	(27).	For	98	of	the	subjects,	we	had	at	least	one	follow-up	study	visit,	obtained	at	least	9	months	after	the	enrollment	visit.	In	this	subset,	76.5%	of	subjects	(75/98)	had	dystonia	restricted	to
the	neck.	In	23.5%	of	subjects	with	follow-up	(23/98),	dystonia	spread	from	the	neck	to	adjacent	body	regions,	resulting	in	segmental	dystonia	(Table	1).	One	subject	developed	multi-focal	dystonia,	affecting	both	hands	as	well	as	upper	and	lower	facial	muscles;	one	subject	developed	generalized	dystonia;	two	individuals	first	developed	dystonia	in	an
adjacent	body	region	(spasmodic	dysphonia	or	lower	face)	with	subsequent	extension	to	the	neck.	Using	a	Fisher	exact	test,	there	was	no	significant	correlation	between	dystonia	spread	and	family	history	of	dystonia,	tremor,	Parkinson's	Disease,	and/or	myoclonus	(p	=	0.729).	Analysis	of	our	cohort's	first	and	second-degree	relatives	revealed	that
47.0%	(70/149)	had	a	positive	family	history	of	movement	disorders	(dystonia,	tremor,	Parkinson's	Disease,	and/or	myoclonus),	45.0%	(67/149)	had	a	negative	family	history,	and	8.0%	had	a	possible/unknown	family	history	(12/149).	The	67	subjects	with	a	positive	family	history	of	a	movement	disorder	were	tested	for	presence	of	the	DYT1	mutation	as
this	has	been	reported	to	result	in	cervical	dystonia	in	rare	cases	and	is	a	common	cause	of	familial	disease	(28).	All	subjects	were	covered	by	a	health	insurance	plan,	with	62.4%	having	private	insurance	(93/149)	and	37.6%	having	publicly	funded	insurance	(56/149,	Medicare,	or	Medicaid).	A	higher	proportion	of	males	had	private	insurance
compared	to	females	(p	=	0.01).	In	the	Commonwealth	of	Massachusetts,	the	Center	for	Health	Information	and	Analysis	(CHIA)	conducted	a	Health	Insurance	Survey	in	2019	and	found	that	92%	of	residents	had	health	insurance	coverage	for	the	entire	year.	Of	those	with	insurance,	64.4%	had	private	insurance	and	31.2%	had	publicly	funded
insurance	(Medicare	or	Medicaid).	Based	on	the	chi	squared	goodness	of	fit	model,	there	is	no	statistically	significant	difference	(p	=	0.09)	between	our	insurance	rates	in	our	cohort	and	that	of	the	state.	An	additional	3.1%	of	state	residents	were	covered	by	private,	non-group	coverage	plans	and	none	of	these	residents	were	represented	in	our
cohort.	Median	household	income	was	$89,440	(IQR	=	65,476–110,025).	Median	miles	from	the	clinic	was	35.65	(IQR	13.9–56.3).	In	our	cohort,	the	median	for	time	to	diagnosis	(age	at	diagnosis—the	age	at	onset)	was	10	years	(IQR	=	4–8).	We	found	there	was	no	correlation	between	time	to	diagnosis	and	race,	public	vs.	private	insurance,	miles	to
the	clinic,	nor	median	household	income.	At	baseline	exam,	data	from	147	subjects	revealed	a	mean	score	of	4.6	on	the	Burke	Fahn	Marsden	(SD	=	2.2),	144	subjects	had	a	mean	score	of	6.1	(SD	=	2.2)	on	the	Tsui,	and	140	subjects	had	a	mean	score	of	16.9	(SD	=	4.9)	on	the	TWSTRS	severity	scale.	At	the	most	recent	exam,	data	from	102	subjects
revealed	a	mean	score	of	4.5	on	the	Burke-Fahn-Marsden	(SD	=	5.1),	a	mean	score	of	5.7	(SD	=	2.5)	on	the	Tsui,	and	a	mean	score	of	14.8	(SD	=	6.3)	on	the	TWSTRS	severity	scale.	There	were	no	differences	in	dystonia	severity	scores	between	the	sexes	when	we	take	into	account	95	subjects	with	all	three	movement	scores	on	baseline	exam	and	at
most	recent	exam	(Table	2).	Motor	rating	scale	scores.	Total	(n	=	95)	Male	(n	=	20)	Female	(n	=	75)	p-value	BFM	V0,	Mean	(SD)	4.68	(1.87)	4.9	(1.80)	4.63	(1.90)	0.556	BFM	VF,	Mean	(SD)	3.89	(2.21)	4.53	(1.87)	3.72	(2.27)	0.112	TSUI	V0,	Median	(IQR)	6	(5–8)	6	(6–8)	6	(5–8)	0.596	TSUI	VF,	Median	(IQR)	6	(4–7)	6.5	(4.5–7.5)	6	(4–7)	0.224	TWSTRS
V0,	Median	(IQR)	18	(16–20)	19	(17.5–21)	18	(15–20)	0.374	TWSTRS	VF,	Median	(IQR)	15	(10–20)	16	(10.5–20.5)	15	(10–19)	0.654	Of	the	50	subjects	who	completed	the	non-motor	scales,	6	(12.0%)	were	male	and	44	(88.0%)	were	female.	BAI	revealed	a	mean	anxiety	score	of	7.2	(±6.4),	indicating	minimal	anxiety	(Table	3).	The	distribution	of	BAI
scores	revealed	68%	(34/50)	with	minimal	anxiety,	16%	(8/50)	with	mild	anxiety,	and	16%	(8/50)	with	moderate	anxiety.	BDI	revealed	a	mean	depression	score	of	7.30	(±7.6,	n	=	50),	indicating	minimal	depression.	The	distribution	of	BDI	scores	revealed	86%	(43/50)	with	minimal	depression,	6%	(3/50)	with	mild	depression,	6%	(3/50)	with	moderate
depression,	and	2%	(1/50)	with	severe	depression.	Those	with	severe	scores	on	the	BDI	were	referred	to	his/her	clinical	neurologist	and	offered	resources	for	support.	There	was	no	correlation	between	BAI	or	BDI	with	CD	severity	at	baseline	or	the	most	recent	exam	based	on	TWSTRS	(severity),	BFM,	or	TSUI	scores.	The	only	SF-36	subscales	to	be
associated	with	CD	severity	were	physical	functioning	(p	=	0.040)	pain	(p	=	0.008)	and	general	health	(p	=	0.014)	at	baseline	using	the	TWSTRS	severity	scale.	Upon	further	examination,	the	participants	who	completed	the	BDI	and	BAI	scales	had	statistically	better	BFM,	TWSTRS	and	TSUI	movement	scores	at	their	most	recent	exam	than	those	who
did	not	complete	the	mood	scales	(BFM	p	=	0.03,	TWSTRS	p	=	0.02,	TSUI	p	=	0.03).	Furthermore,	we	found	that	patients	who	completed	the	BDI	and	BAI	were	more	likely	to	appear	for	their	regular	botulinum	toxin	injection	visits	(p	<	0.0001).	Non-motor	rating	scale	scores.	Total	(n	=	50)	Male	(n	=	6)	Female	(n	=	44)	Beck	Anxiety	Inventory	(n	=
50)	7.2	±	6.4	2.86	±	3.29	7.88	±	6.58	Beck	Depression	Index	II	(n	=	50)	7.3	±	7.6	5	±	2.94	7.67	±	8.05	SF-36	Total	(n	=	49)	Male	(n	=	6)	Female	(n	=	43)	Physical	functioning	69.3	±	25.4	82.14	±	14.96	67.14	±	26.30	Role	limitations	due	to	physical	health	54.3	±	44.1	78.57	±	36.60	50.30±	44.39	Role	limitations	due	to	emotional	problems	72.4	±	38.1
100	±	0	67.86	±	39.37	Energy/fatigue	54.5	±	20.9	68.57	±	14.06	52.11	±	21.03	Emotional	well-being	75.6	±	17.8	82.85	±	12.59	74.43	±	18.35	Social	functioning	74.7	±	21.6	83.93	±	21.30	73.21	±	21.49	Pain	63.9	±	20.1	67.86	±	15.64	63.21	±	20.82	General	health	66.0	±	22.2	67.14	±	17.99	65.83	±	23.03	We	closed	the	study	on	December	31,	2019.
At	that	time	point,	most	subjects	were	being	treated	regularly	with	botulinum	toxin	injections	using	electromyographic	guidance	(75%,	112/149).	Many	who	underwent	botulinum	toxin	injections	were	doing	so	quarterly	(46.97%,	70/149)	with	others	either	choosing	to	undergo	injections	less	frequently	(16.78%,	25/149)	or	changing	providers	for	their
treatment	due	to	insurance	requirements	or	travel	distance	(11.41%,	17/149).	Of	the	37	subjects	who	did	not	get	regular	treatment	with	botulinum	toxin,	12	(8.05%)	had	never	tried	it	or	felt	it	did	not	work,	and	17	(11.41%)	found	that	the	costs	and	discomforts	of	treatment	with	botulinum	toxin	were	not	worth	the	benefit.	Eight	of	the	37	(5.37%)	had
either	died	or	faced	other	serious	medical	conditions	(not	associated	with	our	study	or	their	dystonia)	that	impeded	access	to	regular	botulinum	toxin	injections.	Before	these	circumstances	arose	for	the	eight	subjects,	four	had	been	receiving	quarterly	injections,	one	was	stretching	their	injections,	another	had	switched	providers	but	continued
treatment,	and	two	had	stopped	their	injections	altogether.	Women	were	more	likely	to	continue	receiving	botulinum	toxin	than	men	(p	=	0.049).	Based	on	the	Wilcoxon	signed-rank	test	for	matched	pairs,	there	was	a	statistically	significant	difference	in	baseline	vs.	final	movement	scores	(BFM-p	=	0.0001,	TSUI-p	=	0.0027,	TWSTRS-p	=	0.0009,	n	=
75)	in	women	who	received	botulinum	toxin	injections	but	not	in	men,	indicating	a	measurable	benefit	of	long-term	treatment	for	women.	In	addition	to	interval	treatment	with	botulinum	toxin,	daily	oral	pharmacologic	treatment	was	used	in	some	subjects	to	treat	dystonia	or	depression	(Table	1).	While	59.1%	(88/149)	were	not	on	any	medications	to
alleviate	dystonia,	19.5%	(29/149)	were	treated	with	benzodiazepines,	4.7%	(7/149)	were	treated	with	skeletal	muscle	relaxants,	1.3%	(2/149)	were	treated	with	propranolol	to	alleviate	a	concomitant	tremor,	0.7%	(1/149)	was	on	primidone	to	alleviate	a	tremor,	0.67%	(1/149)	was	on	an	alpha-adrenergic	agonist,	and	11.4%	(17/149)	were	on	two	or
more	medications	to	alleviate	dystonia.	In	addition,	16.8%	(25/149)	were	under	treatment	for	depression.	In	those	treated	for	depression,	56.0%	(14/25)	were	prescribed	selective	serotonin	reuptake	inhibitors,	20.0%	(5/25)	were	prescribed	selective	norepinephrine	reuptake	inhibitors,	20.0%	(5/25)	were	prescribed	tricyclics,	and	lastly	one	subject	was
prescribed	a	dopamine	reuptake	inhibitor	4.0%	(1/25).	Furthermore,	5.4%	(8/149)	were	treated	with	deep	brain	stimulation	(DBS)	due	to	minimal	or	suboptimal	response	to	treatment	with	botulinum	toxin	injections	and	oral	medications.	The	use	of	DBS	treatment	was	not	significantly	correlated	with	the	severity	of	a	subject's	TWSTRS	severity	score
at	baseline	or	with	an	incidence	of	dystonia	spread.	In	all	eight	subjects,	the	DBS	targeted	the	globus	pallidus	interna	(GPi).	Pre	and	post	DBS	scores	were	available	for	four	subjects,	whose	relief	ranged	from	2	to	4	points	on	the	TWSTRS	motor	scale.	Albeit	a	small	sample	size,	six	of	the	subjects	no	longer	receive	botulinum	toxin	injections	and	have
found	substantial	relief	of	their	symptoms	with	DBS	alone.	In	this	cohort	of	149	patients	diagnosed	to	have	isolated	dystonia,	there	appear	to	be	gender	differences	in	both	the	prevalence	and	age	of	onset	of	the	disease.	We	found	a	3-fold	higher	incidence	in	women	than	in	men,	consistent	with	previous	reports	(29,	30).	Interestingly,	we	found	a
significant	difference	between	genders	in	the	mean	age	of	onset,	with	men	displaying	symptoms	nearly	7	years	earlier	than	women.	While	our	overall	age	of	onset	does	align	with	other	smaller	studies,	indicating	that	CD	is	an	adult-onset	disease	most	commonly	occurring	around	ages	40–45,	we	believe	that	this	is	the	first	report	to	identify	a
significantly	younger	age	of	onset	in	affected	men.	It	is	unclear	whether	these	sex	differences	are	the	result	of	our	relatively	small	sample	size	or	indicative	of	a	genetic	predisposition/vulnerability	that	is	specific	to	men	with	cervical	dystonia.	However,	we	did	not	see	a	sex	difference	in	those	who	had	a	family	history	of	movement	disorders,	arguing
against	a	clear	genetic	predisposition	to	the	development	of	CD	in	men.	This	study	is	one	of	the	first	to	look	into	barriers	to	care	within	cervical	dystonia.	We	identified	a	significant	range	of	values	(nearly	50	years)	and	distribution	(tailing	to	the	right)	in	our	cohort's	median	time	to	diagnosis	10	years.	This	suggests	a	disparity	in	access	to	healthcare
and/or	access	to	physicians	familiar	with	cervical	dystonia	that	is	exaggerated	in	a	portion	of	the	cohort.	The	cohort's	median	time	to	diagnosis,	10	years	(IQR	=	4–18),	was	nearly	double	that	reported	in	an	Australian	study	of	50	subjects	with	CD	and	three	times	that	reported	in	a	US	study	(16,	31).	We	did	not	find	a	significant	interaction	between
time	to	diagnosis	and	race/ethnicity,	insurance	status,	median	household	income,	or	miles	from	the	clinic.	Upon	further	investigation	on	the	10–15%	at	the	extreme	end	of	the	distribution	spectrum,	there	does	not	seem	to	be	any	statistically	noticeable	pattern	that	distinguishes	them	from	the	larger	cohort	based	on	the	data	we	collected,	including
race,	public	vs.	private	insurance,	miles	to	the	clinic,	and	median	household	income.	In	those	who	received	a	diagnosis	of	cervical	dystonia	and	had	access	to	treatment,	~11%	felt	that	botulinum	toxin	was	not	worth	the	pain	or	cost	and	8%	had	no	benefit	or	never	tried	it.	Botulinum	toxin	is	one	of	the	main	treatment	strategies	for	CD,	and	the	majority
of	this	cohort	was	receiving	injections	regularly	(47%	quarterly,	17%	stretching	their	injections	longer)	and	finding	measurable	benefits	from	the	treatment.	There	was	a	significant	reduction	in	all	three	measures	of	dystonia	severity	(BFM,	Tsui,	and	TWSTRS)	from	baseline	to	the	most	recent	exam	in	women	receiving	botulinum	toxin	injections	but	not
in	the	men.	Similar	to	the	sex	difference	we	found	in	age	of	onset,	this	finding	may	be	due	to	a	small	sample	of	male	participants	or	indicative	of	sex-based	differences	in	response	to	treatment.	In	our	sample	of	149	subjects,	5.4%	opted	for	treatment	with	deep	brain	stimulation	(DBS).	While	case	series	have	shown	its	effectiveness	in	CD,	a	multi-center
prospective	study	analyzing	its	efficacy,	including	patient-reported	outcome	measures,	may	help	determine	which	patients	would	most	benefit	(32).	For	those	who	discontinued	their	care	at	the	clinic,	57.9%	did	not	cite	a	complete	lack	of	benefit	from	botulinum	toxin	but	either	found	that	there	was	an	insufficient	pharma-economic	benefit	or	an
excessive	travel	burden	involved.	These	results	are	in	line	with	previous	reports,	which	cited	that	reasons	for	discontinuation	of	care	include	high	cost,	suboptimal	response	to	or	side	effects	from	botulinum	toxin,	and	excessive	travel	burden	(7,	17).	Males	were	more	likely	to	discontinue	their	botulinum	toxin	care,	which	may	be	associated	with	the
lack	of	a	significant	reduction	in	their	objective	measures	of	dystonia	severity.	Although	the	current	study	attempted	to	further	understand	barriers	to	care	by	measuring	socio-economic	status	(SES)	through	city	median	household	income	and	measuring	miles	from	the	clinic,	there	was	no	direct	correlation	with	care	outcomes.	Previous	studies	have
demonstrated	the	coexistence	of	severe	depression	and	anxiety	with	isolated	cervical	dystonia	(14).	In	contrast,	our	findings	indicate	that	although	depression	and	anxiety	are	present	among	these	patients,	their	scores	fall	into	a	minimal	range.	Additionally,	our	average	BAI	and	BDI	scores	were	slightly	lower	than	those	presented	in	a	cohort	of	255
CD	subjects	(12).	While	the	BDI	and	BAI	have	not	been	validated	for	dystonia,	they	have	been	used	in	previous	studies	of	dystonia	cohorts	(2,	12).	All	of	the	patients	who	completed	the	non-motor	scales	were	receiving	regular	botulinum	toxin	injections.	Evidence	suggests	that	the	severity	of	depressive	symptoms	decreases	with	the	successful	use	of
botulinum	toxin	therapy	for	CD	(33).	This	may	explain	the	lower	rate	of	acute,	untreated	depression	and	anxiety	in	our	cohort.	However,	additional	studies	to	both	validate	the	use	of	the	BDI	and	BAI	in	dystonia	subjects,	and	determine	appropriate	cutoff	scores	to	identify	mood	disorders	are	required.	In	our	cohort,	the	SF-36	subscales	that	showed	a
significant	correlation	with	CD	severity	(as	measured	by	the	TWSTRS)	were	physical	functioning,	pain,	and	general	health.	To	our	knowledge,	this	is	the	first	report	to	demonstrate	a	correlation	between	the	TWSTRS	severity	score,	an	objective	measure	of	motor	dysfunction,	and	patient-reported	physical	function,	pain	and	general	health	perception.
Taken	together,	our	participant-reported	data	indicate	that	CD	motor	severity	correlates	with	reduced	quality	of	life	and	daily	physical	function,	but	not	with	underlying	depression	or	anxiety.	SF-36	scores	for	the	patients	with	CD	were	significantly	lower	(worse)	than	normative	values	in	the	US	population	in	the	domains	of	physical	functioning,	role
limitations	due	to	physical	health,	social	functioning,	and	pain	(26,	34).	These	findings	suggest	that	the	highest	burden	from	CD	on	quality	of	life	is	physical	and	social,	rather	than	mental	or	emotional.	A	subsequent	study	is	needed	to	better	understand	the	psychiatric	profile	of	cervical	dystonia,	and	this	should	include	asking	subjects	to	complete	the
questionnaires	during	every	stage	of	the	study	to	control	for	confounding	variables	such	as	treatment	effectiveness.	In	summary,	this	study	presents	a	cohort	of	CD	patients	who	have	a	significantly	younger	age	of	onset	in	males,	and	a	high	prevalence	of	women	and	White	non-Hispanic	individuals.	Our	study	found	no	significant	psychiatric
associations	with	mood	disorders,	such	as	anxiety	or	depression,	which	have	been	reported	in	other	studies	of	CD	patients.	Additionally,	our	findings	suggest	that	the	CD	population	does	experience	barriers	to	care,	which	can	be	reflected	in	their	treatment	dropout	rates	and	time-to-diagnosis,	the	latter	of	which	could	average	well	above	10	years.	A
future	study	on	the	natural	history	of	cervical	dystonia	and	barriers	to	care	should	include	using	more	comprehensive	indicators	of	socio-economic	status,	such	as	a	subject's	self-reported	household	income,	educational	status,	and	travel	time	rather	than	the	distance	from	the	clinic.	Additionally,	future	research	should	be	conducted	in	a	larger,	more
racial/ethnic	diverse	cohort.	Our	cohort	is	overwhelmingly	White	and	non-Hispanic/Latino.	This	could	be	interpreted	in	multiple	ways,	including:	an	artefactual	finding	due	to	relatively	small	sample	size;	an	accurate	indicator	of	the	predominance	of	cervical	dystonia	in	White	non-Hispanic	populations;	or	the	result	of	reporting	from	a	highly	specialized
neurologic	clinic	that	under-serves	minorities,	which	is	reflected	in	their	lack	of	participation	in	research	at	academic	healthcare	centers.	A	better	understanding	of	the	epidemiology	and	barriers	to	care	within	the	cervical	dystonia	population	is	needed,	but	these	results	do	align	with	a	multi-ethnic	American	study	that	cited	a	higher	prevalence	of	CD
in	White	individuals	(5).	Regarding	the	etiology	of	CD	in	this	cohort,	all	subjects	with	a	positive	family	history	of	movement	disorder	were	screened	and	found	to	be	negative	for	the	DYT1	mutation.	While	genetic	causes	of	isolated	CD	are	thought	to	be	rare,	it	is	possible	that	some	members	of	our	cohort	carry	other	dystonia-causing	genes,	such	as
DYT25	or	DYT6,	for	which	we	did	not	screen.	The	findings	presented	on	mood	and	quality	of	life	suggest	that	the	highest	burden	from	CD	on	quality	of	life	is	physical	and	social,	rather	than	mental	or	emotional.	However,	these	findings	may	be	confounded	by	selection	bias,	because	only	one-third	of	the	cohort	completed	psychiatric	and	QoL
questionnaires,	and	these	forms	were	dispensed	at	follow-up	visits	to	subjects	who	continued	with	treatment.	Furthermore,	those	who	are	psychiatrically	well	may	be	more	likely	to	actively	participate	in	research	than	those	with	more	mental/emotional	burden	from	CD	or	other	diseases	(25).	Our	study	is	limited	to	the	patients	who	were	able	to	start
and	continue	treatment	at	our	clinic,	and	specifically	those	who	were	willing	and	able	to	participate	in	research	before	or	after	their	medical	appointments.	Additionally,	not	all	subjects	were	tracked	on	the	same	interval	schedule	due	to	their	personal	availability.	A	subsequent	study	is	needed	to	better	understand	the	psychiatric	profile	of	cervical
dystonia,	and	this	should	include	asking	subjects	to	complete	the	questionnaires	during	every	stage	of	the	study	to	control	for	confounding	variables	such	as	treatment	effectiveness.	The	raw	data	supporting	the	conclusions	of	this	article	will	be	made	available	by	the	authors,	without	undue	reservation.	The	studies	involving	human	participants	were
reviewed	and	approved	by	Mass	General	Brigham	Human	Research	Committee.	The	patients/participants	provided	their	written	informed	consent	to	participate	in	this	study.	MS,	PA,	SC,	MD-H,	and	NS:	conception,	organization,	and	execution	of	research	project,	design,	execution,	and	review	and	critique	of	statistical	analysis,	and	writing	of	the	first
draft	and	review	and	critique	of	the	manuscript.	JK,	XA,	TF,	PA,	LC,	LP,	and	LO:	execution	of	the	research	project	and	review	and	critique	of	the	statistical	analysis	and	manuscript.	TM-B,	EP,	and	CS:	conception,	organization,	and	execution	of	the	research	project	and	review	and	critique	of	the	statistical	analysis	and	manuscript.	GA:	organization	and
execution	of	the	research	project	and	review	and	critique	of	the	statistical	analysis	and	manuscript.	All	authors	contributed	to	the	article	and	approved	the	submitted	version.	The	authors	declare	that	the	research	was	conducted	in	the	absence	of	any	commercial	or	financial	relationships	that	could	be	construed	as	a	potential	conflict	of	interest.
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2019.	Skip	to	main	content	Cervical	dystonia	is	a	specific	form	that	affects	the	head	and	neck.	Cervical	dystonia	produces	excessive	muscle	contractions	in	the	neck.	These	muscle	contractions	cause	involuntary	movements	and	awkward	positions	of	the	head,	neck,	and	sometimes	shoulders.Cervical	dystonia	may	cause	the:•	Neck	to	twist	or	tilt	to	the
side•	Head	to	tip	forward	or	back•	Shoulder	to	elevate	toward	the	ear•	Neck	to	shift	away	from	the	midline	of	the	bodyCervical	dystonia	is	among	the	most	common	forms	of	dystonia	seen	in	movement	disorder	clinics.Cervical	dystonia	is	sometimes	referred	to	as	spasmodic	torticollis.SymptomsCervical	dystonia	may	cause	sustained	head	postures,
and/or	abrupt,	jerking	head	and	neck	movements.	Many	individuals	have	a	combination	of	sustained	and	jerky	movements.	Jerky	movements	may	resemble	a	tremor,	and	sometimes	dystonia	may	be	confused	with	essential	tremor.Up	to	75%	of	people	with	cervical	dystonia	experience	pain	in	the	neck	and	shoulder	area.	Headaches	are	also	frequently
reported.	It	is	not	unusual	for	individuals	with	cervical	dystonia	to	have	hand	tremors.Non-movement	symptoms	include	depression	and	anxiety	disorders.CauseScientists	believe	dystonia	symptoms	result	from	improper	signals	in	the	nervous	system	that	cause	muscles	to	contract	involuntarily.	Researchers	and	doctors	do	not	yet	fully	understand	the
neurological	mechanisms	that	cause	this	abnormal	muscle	contraction.Cervical	dystonia	may	be	isolated	(primary)	or	acquired	(secondary).	In	isolated	dystonia,	there	is	no	evidence	of	any	identifiable	cause	for	the	dystonic	symptoms.	Isolated	cervical	dystonia	may	be	genetic	and	typically	affects	adults.	Widespread	epidemiological	studies	are	needed,
but	estimates	suggest	that	isolated	cervical	dystonia	affects	no	fewer	than	40,000	people	in	the	United	States.	Cervical	dystonia	may	occur	as	part	of	early-onset	generalized	dystonia,	which	is	often	associated	with	a	mutation	in	the	DYT1	gene.Acquired	dystonias	are	caused	by	specific	structural	or	metabolic	causes	and	are	usually	associated	with
additional	neurological	symptoms.	The	most	common	causes	of	acquired	cervical	dystonia	are	physical	trauma	(about	10%	of	reported	cases)	and	drug	reaction	(less	than	10%	of	reported	cases).	Drug-induced	cervical	dystonia	is	most	commonly	attributed	to	neuroleptic	medications.	Acquired	dystonia	may	occur	at	various	ages,	depending	on	the
causative	event	or	condition.	Children	with	cerebral	palsy	may	have	secondary	dystonia	symptoms	including	cervical	dystonia.DiagnosisDiagnosis	of	cervical	dystonia	is	based	on	information	from	the	affected	individual	and	the	physical	and	neurological	examination.	At	this	time,	there	is	no	test	to	confirm	diagnosis	of	cervical	dystonia,	and	in	most
cases	assorted	laboratory	tests	are	normal.Cervical	dystonia	should	not	be	confused	with	other	conditions	which	cause	a	twisted	neck	such	as	local	orthopedic	or	congenital	problems	of	the	neck,	or	ophthalmologic	conditions	where	the	head	tilts	to	compensate	for	impaired	vision.	It	is	sometimes	misdiagnosed	as	stiff	neck,	arthritis,	or	wry
neck.TreatmentBotulinum	neurotoxin	injections	are	typically	the	first-line	treatment	for	cervical	dystonia.	The	injections	are	given	intramuscularly,	often	with	electromyography	(EMG)	or	ultrasound	guidance,	and	must	be	repeated	every	three	to	six	months.Several	oral	medications	have	demonstrated	some	benefit,	but	no	single	drug	has	proven
effective	for	a	majority	of	patients.Surgical	procedures	such	as	deep	brain	stimulation	or	selective	denervation	may	be	recommended	in	select	cases.Individuals	with	cervical	dystonia	may	be	at	increased	risk	for	depression	and	anxiety	disorders,	so	addressing	emotional	and	mental	health	may	be	an	important	part	of	the	treatment	strategy.	Gentle
physical	therapy	with	a	physical	therapist	who	specializes	in	neurological	disorders	may	preserve/improve	range	of	motion	and	help	reduce	pain.	For	some	individuals,	specially	constructed	cervical	braces	may	be	useful	to	improve	position	of	the	head	and/or	serve	as	a	substitute	for	a	sensory	trick.Complementary	therapies	may	be	explored,	and
regular	relaxation	practices	can	improve	discomfort,	pain,	and	general	well	being.What	Type	of	Doctor	Treats	Cervical	Dystonia?The	type	of	subspecialist	with	the	expertise	to	diagnose	and	treat	dystonia	is	typically	a	neurologist	with	special	training	in	movement	disorders.	Certain	doctors	of	osteopathic	medicine	(DO)	and	otolaryngologists	(ENT)
may	also	have	expertise	in	treating	cervical	dystonia,	depending	on	their	training	and	experience.Does	Cervical	Dystonia	Progress?Symptoms	usually	plateau	and	remain	stable	within	a	few	years	of	onset.	The	symptoms,	however,	may	continue	to	change	or	fluctuate	in	severity	over	time.	In	approximately	one-third	of	people	with	cervical	dystonia,	the
symptoms	spread	to	nearby	body	areas	such	as	the	face,	jaw,	shoulder,	and/or	arm.Cervical	dystonia	symptoms	are	often	partially	relieved	by	a	“sensory	trick”	(also	known	as	geste	antagoniste)	such	as	gently	placing	a	hand	on	the	chin,	other	areas	of	the	face,	or	back	of	the	head.	A	person	with	isolated	(primary)	cervical	dystonia	is	more	likely	to
respond	to	a	sensory	trick	than	someone	with	acquired	(secondary)	cervical	dystonia.How	Will	this	Affect	My	Life?Living	well	with	cervical	dystonia	is	possible.The	early	stages	of	onset,	diagnosis,	and	seeking	effective	treatment	are	often	the	most	challenging.	The	symptoms	may	vary	from	mild	to	severe,	and	symptoms	often	fluctuate	from	day	to	day.
Cervical	dystonia	often	causes	significant	physical	pain	and	fatigue.	Individuals	may	have	to	learn	new	ways	to	accomplish	daily	tasks.Individuals	living	with	dystonia	are	strongly	encouraged	to:•	Seek	out	the	best	medical	care•	Educate	yourself	about	dystonia	and	treatment	options•	Develop	a	multi-layered	support	system	of	support	groups,	online
resources,	friends,	and	family•	Seek	expert	mental	health	professionals	to	diagnose	and	treat	possible	co-existing	depression	or	anxiety	disorders•	Investigate	complementary	therapies•	Get	active	within	the	dystonia	communityTo	view	the	research	article	regarding	to	the	incidence	and/or	prevalence	of	Cervical	Dystonia,	please	click	here.	Click	here
for	an	article	that	includes	tips	on	how	to	cope	with	Cervical	Dystonia.Peer	support	for	Cervical	Dystonia:	1.	Margaret	Ebdon,	marge1002@gmail.com2.	Yann	Rondeau,	Email:	twistedtalkmontreal@gmail.com,	Telephone	Number:	(438)837-9904Thank	you	to	Dystonia	Medical	Research	Foundation	(USA)	for	allowing	us	to	share	this	information.	The
DMRF	is	a	501(c)(3)	non-profit	organization	dedicated	to	advancing	research	for	improved	dystonia	treatments	and	ultimately	a	cure,	promoting	awareness,	and	supporting	the	well-being	of	affected	individuals	and	families.	Cervical	dystonia	(spasmodic	torticollis)	Brochure	Last	update:	Sep	2024	Dystonias	fact	sheet.	National	Institute	of	Neurological
Disorders	and	Stroke.	.	Accessed	July	23,	2019.Frontera	WR,	et	al.,	eds.	Cervical	dystonia.	In:	Essentials	of	Physical	Medicine	and	Rehabilitation:	Musculoskeletal	Disorders,	Pain,	and	Rehabilitation.	4th	ed.	Philadelphia,	Pa.:	Elsevier;	2019.	.	Accessed	July	23,	2019.Comella	C.	Classification	and	evaluation	of	dystonia.	.	Accessed	July	23,
2019.AskMayoExpert.	Cervical	dystonia	(spasmodic	torticollis).	Rochester,	Minn.:	Mayo	Foundation	for	Medical	Education	and	Research;	2019.Comella	C.	Treatment	of	dystonia.	.	Accessed	July	23,	2019.Botulinum	toxins.	Facts	&	Comparisons	eAnswers.	.	Accessed	July	25,	2019.	Wondering	if	your	symptoms	could	be	cervical	dystonia?	This	patient-
friendly	guide	explains	which	signs	point	to	it,	which	need	further	evaluation,	and	which	likely	aren’t	related	—	helping	you	communicate	more	clearly	with	your	doctor	and	prepare	for	an	accurate	diagnosis.	Cervical	dystonia,	or	spasmodic	torticollis,	is	a	neurological	movement	disorder	that	causes	involuntary	muscle	contractions	in	the	neck,
resulting	in	abnormal	head	postures	and	movements.	While	often	thought	of	as	a	motor	condition,	cervical	dystonia	may	also	involve	a	range	of	non-motor	symptoms	affecting	your	quality	of	life.	This	guide	helps	you	better	understand	what	symptoms	may	or	may	not	be	linked	to	cervical	dystonia,	to	support	you	in	seeking	informed	medical	care.	1.
Symptoms	Strongly	Suggestive	of	Cervical	Dystonia	These	symptoms	are	hallmark	features.	If	you	notice	several	of	these,	a	movement	disorder	specialist	should	be	consulted.	Involuntary	Head	Posture	or	Movement	Involuntary	muscle	contractions	in	the	neck	can	cause	the	head	to:	Turn	to	one	side	(torticollis)	Tilt	sideways	(laterocollis)	Bend	forward
(anterocollis)	Tilt	backward	(retrocollis)	These	positions	may	be	sustained	or	intermittent,	and	often	worsen	with	activity	or	stress.	Neck	Muscle	Spasms	and	Tightness	Overactive	neck	muscles	cause	tightness	or	cramping.	This	is	due	to	involuntary	muscle	contractions,	not	weakness.	Head	Tremor	A	shaking	or	jerking	of	the	head	is	common.	Learn
the	difference	between	dystonic	tremor	and	essential	tremor.	Neck	and	Shoulder	Pain	Chronic	pain	is	frequent	and	can	radiate	into	the	head	or	back.	Explore	causes	and	management	of	dystonia-related	pain.	Sensory	Trick	(Geste	Antagoniste)	Lightly	touching	the	cheek	or	chin	can	temporarily	improve	posture—a	unique	sign	found	in	cervical
dystonia.	Symptoms	Disappear	During	Sleep	Dystonic	movements	usually	subside	during	sleep	and	reappear	upon	waking.	2.	Symptoms	That	May	Be	Associated	With	Cervical	Dystonia	but	Require	Differential	Diagnosis	These	symptoms	are	reported	by	many	patients	with	dystonia,	but	can	also	be	found	in	other	neurological	or	systemic	conditions.
Evaluation	is	important.	Visual	and	Auditory	Sensitivities	Balance	and	Movement	Challenges	Feelings	of	unsteadiness	or	veering	while	walking	Difficulty	with	coordination	or	walking	without	leg	weakness	Neurological	and	Cognitive	Symptoms	Gastrointestinal	and	Respiratory	Issues	Digestive	distress	(bloating,	irregular	motility)	Breathing	discomfort
due	to	diaphragm	or	abdominal	muscle	spasms	A	sense	of	de-synchronization	between	breathing	and	movement	Head,	Face,	and	Jaw	Problems	Tension	headaches	and	migraines	TMJ	dysfunction,	jaw	tension,	or	teeth	wear	due	to	clenching	Facial	tightness	or	discomfort	associated	with	neck	postures	Autonomic	and	Sensory	Symptoms	Dizziness
(especially	on	movement	or	exertion)	Difficulty	regulating	temperature	Fatigue	and	Stress	Reactivity	Chronic	tiredness,	brain	fog,	or	low	stamina	Symptoms	that	worsen	under	emotional	or	physical	stress	For	a	deeper	understanding,	read:	Dystonia	Symptoms	Explained.	3.	Symptoms	Unlikely	to	Be	Caused	by	Cervical	Dystonia	These	symptoms	are
not	typically	part	of	cervical	dystonia	and	may	suggest	a	different	diagnosis.	Muscle	Weakness	Dystonia	causes	overactive	muscles—not	weakness.	Muscle	atrophy	or	floppiness	suggests	a	different	cause.	Numbness	or	Tingling	Paresthesia	(pins	and	needles,	numbness)	usually	points	to	neuropathy	or	nerve	compression,	not	dystonia.	Vision	or
Hearing	Loss	Cervical	dystonia	does	not	cause	permanent	impairment	to	vision	or	hearing.	These	symptoms	should	be	assessed	separately.	Widespread	Involuntary	Movements	Isolated	cervical	dystonia	affects	only	the	neck.	Movements	in	arms	or	legs	without	neck	involvement	may	indicate	a	different	movement	disorder.	Autonomic	Dysfunction
Symptoms	like	orthostatic	hypotension,	digestive	shutdown,	or	excessive	sweating	usually	indicate	autonomic	nervous	system	dysfunction.	Systemic	Symptoms	Fever,	night	sweats,	weight	loss,	or	widespread	muscle	pain	warrant	evaluation	for	infection,	autoimmune	disease,	or	malignancy.	Final	Notes	Cervical	dystonia	is	often	misunderstood	as	only
a	neck	problem,	but	it	can	produce	a	broad	set	of	motor	and	non-motor	symptoms.	Many	of	these	symptoms	overlap	with	other	disorders,	so	professional	medical	evaluation	is	essential.	Use	this	guide	to:	Clarify	your	own	symptoms	Communicate	more	effectively	with	doctors	Prepare	for	specialist	evaluation	If	you	believe	your	symptoms	may	match
cervical	dystonia,	especially	those	listed	above,	consider	consulting	a	neurologist	specializing	in	movement	disorders.	You	can	explore	our	Global	Dystonia	Treatment	Directory	to	find	qualified	specialists,	clinics,	and	associations	in	your	country.	Join	the	complete	online	recovery	program	for	dystonia	patients.	Disclaimer:This	article	is	for
informational	purposes	only	and	is	not	intended	to	provide	medical	advice,	diagnosis,	or	treatment.	Always	consult	a	qualified	healthcare	professional	for	medical	concerns	or	before	making	decisions	about	your	health.	References	and	Further	Reading


