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Abstract
Purpose  Sandifer syndrome (SS), which combines gastroesophageal reflux (GER) and a neurological or psychiatric disorder, 
is an uncommon condition that often takes a long time to diagnosis. We aimed to systematically review available papers 
regarding SS.
Methods  After presenting our two cases of SS, we systematically reviewed articles published in MEDILINE/PubMed, 
Cochrane Library, and Web of Science.
Results  The meta-analysis included 54 reported cases and 2 of our own cases. Our results showed that all cases achieved 
symptom improvement with appropriate treatment for GER. Notably, 19 of the 56 cases exhibited anatomical anomalies, 
such as hiatal hernia and malrotation. Significantly more patients with than without anatomical anomalies required surgery 
(p < 0.001). However, 23 of the 29 patients without anatomical anomalies (79%) achieved symptom improvement without 
surgery. Patients who did not undergo surgery had a median (interquartile range) duration to symptom resolution of 1 (1–1) 
month.
Conclusion  The primary care providers should keep SS in the differential diagnosis of patients presenting with abnormal 
posturing and no apparent neuromuscular disorders. Fundoplication may be effective especially for patients with anatomical 
anomalies or those whose symptoms do not improve after more than 1 month with nonsurgical treatment.
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Introduction

Sandifer syndrome (SS) is an uncommon condition charac-
terized by a combination of gastroesophageal reflux (GER) 
or hiatal hernia and a neurological or psychiatric disorder 
[1]. SS is associated with abnormal posture and move-
ments of the neck and trunk. Patients with SS present with 

abnormal posture and involuntary movements that disturb 
clinicians or parents given that they can mimic seizures [2]. 
SS is often misdiagnosed as a neurological or musculoskel-
etal condition. The difficulty in accurately diagnosing this 
clinical manifestation is that there are often no obvious gas-
trointestinal symptoms such as abdominal pain or vomit-
ing. This can lead to unnecessary and expensive neurologic 
examinations such as MRI, EEG, and electromyography. 
These exams may lead to a missed and delayed diagnosis, 
and mismanagement. When a patient has abnormal posture 
or movement without neuromuscular disease, SS should be 
one of the differential diagnoses. Fortunately, symptoms of 
SS improve with GER treatments, such as medication and 
surgery.

Recognizing SS and treating GER will quickly resolve 
this disease. However, reports on SS have been infrequent, 
with the diagnosis of SS often taking a long time. Moreo-
ver, to the best of our knowledge, only a few systematic 
review and meta-analysis have been published on this 
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subject. Therefore, the current study first aimed to present 
our experience with two cases of SS. Second, a systematic 
review was conducted to evaluate all published studies on 
patients with SS. Our article on the diagnosis and treatment 
of patients with SS aimed to help consider SS as an early 
differential diagnosis in children with these disorders.

Methods

Case presentations

A 9‑year‑old boy

This case involved a patient who was suffering from vomit-
ing and an abnormal left-leaning posture that started 4 years 
prior to presentation. He initially sought consultation from 
a pediatric neurologists. However, when no abnormalities 
were found on blood examination and head magnetic reso-
nance imaging, he was placed under observation. Unfortu-
nately, his symptoms did not improve, prompting referral to 
a pediatric psychiatrists 2 years prior to presentation. Elec-
troencephalography and development examinations showed 
no abnormalities. As such, SS was suspected based on his-
tory, for which upper gastrointestinal examinations were per-
formed. Upper gastrointestinal series (UGI) showed GER 
(Fig. 1a), whereas esophagogastroduodenoscopy (EGD) 
showed reflux esophagitis (Los Angeles classification: Grade 
D) and a hiatal hernia (Fig. 1b). Low esophageal pH (< 4) 
accounted for 19% of the 24-h recording cycle. These find-
ings confirmed that SS was the correct diagnosis.

Given the lack of improvement with proton pump inhibi-
tor (PPI) treatment for 1 month, laparoscopic Toupet fun-
doplication was performed, which improved the patients 
symptoms 1 month after surgery. The left-leaning posture 
disappeared, and the patient did not develop any symptom 
recurrence for 2 years.

A 7‑year‑old boy

This case involved a patient who was suffering from abnor-
mal posture with backward bending of the neck, violent 
speech, chronic cough, and vomiting 2 months prior to 
presentation (Fig. 2a), which prompted him to initially seek 
consultation from pediatricians. Computed tomography of 
the head performed in the emergency department of the pre-
vious hospital showed no abnormality. The patient was then 
transferred to our hospital. UGI showed GER (Fig. 2b), and 
EGD showed reflux esophagitis (Los Angeles classification: 
Grade D) and hiatal hernia (Fig. 2c). We could not perform 
low esophageal pH 24-h recording due to his symptom of 
abnormal posture.

Postural abnormalities temporarily disappeared after initi-
ating PPI treatment 1 month prior to presentation. However, 
we opted to perform laparoscopic Toupet fundoplication 
given the recurrence of symptoms despite PPI treatment. At 
2 weeks after the surgery, his symptoms improved as shown 
by the disappearance of postural abnormalities and cessation 
of voluble speech. No symptom recurrence had been noted 
for 9 months.

Systematic review and meta‑analysis

We subsequently reviewed articles published in MEDIL-
INE/PubMed, Cochrane Library, and Web of Science using 
the following combinations of search terms: “Sandifer syn-
drome” and “gastroesophageal reflux.”

Selection criteria

Original articles and case reports reporting details regard-
ing patients with SS were included in the analysis. Two 
reviewers independently scanned the titles and abstracts of 
the identified articles. The exclusion criteria were as fol-
lows: (1) articles not written in English, (2) non-original 

Fig. 1   a Upper gastrointestinal 
series showing gastroesophageal 
reflux. b Esophagogastroduo-
denoscopy showing reflux 
esophagitis (Los Angeles clas-
sification: Grade D) and a hiatal 
hernia
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articles or case reports (meeting abstracts, reviews), (3) 
studies that did not focus on patients with SS, and (4) 
studies with insufficient data on patients with SS. This 
systematic review was conducted based on the PRISMA 
principles.

Data extraction

Two reviewers separately collected the following data from 
the selected articles: the first author, year of publication, 
study design, sample size, patient characteristics, treatment 
course, and outcomes. Both reviewers reached a consensus 
at each stage of the data extraction process.

Statistical analysis

Continuous variables were presented as medians and inter-
quartile ranges, whereas categorical variables were pre-
sented as frequencies and percentages. Fisher’s exact test 
was used to evaluate categorical variables. p values < 0.05 
were considered statistically significant.

Results

In total, 201 articles were identified via a comprehensive 
review. After removing 116 duplicates and 61 studies that 
satisfied the exclusion criteria, 24 articles and 54 cases were 
ultimately identified (Table 1) [1–24]. Figure 3 shows the 
flow diagram for study selection.

All 54 published cases and both of our own were evalu-
ated via meta-analysis (Table 1). In all cases, symptoms 
improved with appropriate GER treatment. In terms of ana-
tomical anomaly, there were 18 cases of hiatal hernia, 1 case 
of malrotation, and 8 cases of no description. Notably, 17/19 
(89%) cases with anatomical anomalies required surgery. 
Patients with anatomical anomalies required significantly 
more surgeries than did those without anatomical anomalies 
(p < 0.001). However, 23 of the 29 patients without anatomi-
cal anomalies (79%) showed symptom improvement with-
out surgery. In both of our cases, surgery promoted early 
improvement in symptoms of hiatal hernia. Many patients 
were diagnosed with GER by UGI, EGD, and low esopha-
geal pH 24-h recording. The pH measurement has increased 
frequency over time and the diagnostic criteria for GER in 
all cases. The median (interquartile range) age at diagnosis 

Fig. 2   a Abnormal posture 
with backward bending of the 
neck was observed. b Upper 
gastrointestinal series show-
ing gastroesophageal reflux. c 
Esophagogastroduodenoscopy 
showing reflux esophagitis (Los 
Angeles classification: Grade D) 
and a hiatal hernia
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Table 1   Data collected from reported and our cases

Author Year Age Anatomical anomaly Diagnostic examination Definitive treatment Duration to 
diagnosis 
(M)

Duration to 
surgery (M)

Duration to 
resolution 
(M)

Shrestha 2021 4y None UGI Drug N/A – 1
Sharif 2020 3y None UGI, EGD, pH Drug N/A – N/A
Bamji 2015 3m None Clinical history Drug 2 – 1

2m None UGI Drug 1 – 1
Nalbantoglu 2008 9m None EGD, pH Diet 2 – 1
Tokuhara 2008 8y None UGI, EGD, pH Surgery 36 3 3
Lehwald 2007 9y Hiatal hernia UGI, EGD Surgery 60 N/A 3
Firat 2007 2y Malrotation UGI, pH Surgery 21 N/A 1
Kabakus 2006 2m None Scintigraphy Drug 5 – N/A

4m None Scintigraphy Drug 2 – N/A
6m None Scintigraphy Drug 3 – N/A
1y None Scintigraphy Drug 8 – N/A

Corrado 2006 1y None UGI, pH Drug 2 – 1
Frankel 2006 4y None UGI, EGD, pH Surgery 2 30 1
Corrado 2000 15d None UGI, pH Diet 14 – N/A
Ybarrondo 2000 5y None UGI Surgery 0 12 1
Olguner 1999 5y None UGI, pH Surgery 12 N/A 2
Deskin 1995 2y None UGI Surgery 12 6 3
Gorrotxategi 1995 N/A N/A UGI, EGD, pH Drug N/A – N/A

N/A N/A UGI, EGD, pH Drug N/A – N/A
N/A N/A UGI, EGD, pH Drug N/A – N/A
N/A N/A UGI, EGD, pH Surgery N/A N/A N/A
N/A N/A UGI, EGD, pH Surgery N/A N/A N/A
N/A N/A UGI, EGD, pH Surgery N/A N/A N/A
N/A N/A UGI, EGD, pH Surgery N/A N/A N/A
N/A N/A UGI, EGD, pH Surgery N/A N/A N/A

Senocak 1993 N/A Hiatal hernia N/A Surgery N/A N/A N/A
Puntis 1989 5y Hiatal hernia UGI, pH Surgery 3 2 3
Nanayakarra 1985 2y None UGI, pH, scintigraphy, Drug 19 – N/A

2y None UGI, pH Drug 18 – 1
2y None UGI, pH Drug 19 – 1

Hadari 1984 13y Hiatal hernia UGI Surgery N/A N/A N/A
Werlin 1980 2w None UGI, pH Drug 0 – N/A

2w None UGI, pH Drug 0 – N/A
8m None UGI, pH Drug 2 – 1
3m None UGI, pH Drug N/A – 1
2w None UGI, pH Drug 0 – N/A

Murphy 1977 8m Hiatal hernia UGI Drug 6 – 1
Bray 1977 3m None UGI Drug 2 – 4

3m None UGI Drug 2 – 2
2m Hiatal hernia UGI Drug 3 – 2
4y Hiatal hernia UGI Surgery 3 N/A N/A
5y Hiatal hernia UGI Surgery 30 N/A 1
5y None UGI Surgery 54 N/A N/A
7m None UGI Drug 6 – N/A
2m None UGI Drug 1 – N/A

Sutcliffe 1969 10y Hiatal hernia UGI Surgery N/A N/A N/A
6y Hiatal hernia UGI Surgery N/A N/A N/A
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was 2 (0–5) years. The median (interquartile range) dura-
tion to diagnosis was 6 (2–28) months. The duration from 
nonsurgical treatment to surgery was more than 1 month, 
although only a few articles described this. In patients who 
did not undergo surgery, the median (interquartile range) 
duration to resolution of symptom was 1 (1–1) month.

Discussion

SS, which is named after neurologist Paul Sandifer, had first 
been reported by Kinsbourne in 1964 after recognizing a 
dysfunction in the upper gastrointestinal tract with neuro-
logical manifestations occurring in children and adolescents 
[24]. SS consists of an unusual combination of GER and 

various symptoms such as torticollis, dystonia, and seizures 
[25, 26]. While the actual incidence of SS remains unknown, 
estimates place it at probably < 1% of children with GER 
[27, 28]. Given its lack of recognition, SS is often mistaken 
for neuromuscular or neuropsychiatric disorders due to lim-
ited regarding the same. Available articles have shown that 
SS takes several months or more to diagnose (Table 1), often 
resulting in the repetition of unnecessary tests that further 
delay diagnosis [29].

To date, the etiology of the muscle dystonia in SS remains 
unclear. It may be related with the diaphragm and neck shar-
ing common innervation. Some authors have postulated the 
movements and abnormal postures were a learned behav-
ior to relieve abdominal discomfort and improve esopha-
geal motility. It was proved the direct relationship between 

UGI upper gastrointestinal series, EGD esophagogastroduodenoscopy, pH low esophageal pH 24-h recording

Table 1   (continued)

Author Year Age Anatomical anomaly Diagnostic examination Definitive treatment Duration to 
diagnosis 
(M)

Duration to 
surgery (M)

Duration to 
resolution 
(M)

4y Hiatal hernia UGI Surgery N/A N/A N/A
Kinsbourne 1964 1y Hiatal hernia UGI Surgery 52 N/A N/A

7y Hiatal hernia UGI Surgery 36 N/A N/A
4y Hiatal hernia UGI Surgery 47 N/A N/A
9y Hiatal hernia UGI Surgery 72 N/A N/A
14y Hiatal hernia UGI Surgery 108 N/A N/A

Kato 2023 9y Hiatal hernia UGI, EGD, pH Surgery 54 1 1
7 Hiatal hernia UGI, EGD Surgery 3 1 1

Fig. 3   The flow diagram for 
study inclusion based on the 
PRISMA 2020 statement
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dystonic movements and low pH, and it revealed the pH in 
a patient with SS. During 83 episodes of posturing, none of 
these episodes occurred during a period of pH > 5 for ≥ 30 
s[10]. SS could be caused by gastroesophageal reflux. Suc-
cessful treatment of the underlying GERD led to a com-
plete resolution of the symptoms. Although GER episodes in 
patients with SS had initially been considered to be induced 
by postural abnormalities, radiography during the torsion 
episode suggested that GER was actually worsening [24]. 
Previous study reported that neurological manifestations 
were the result of the vagal reflex [10]. However, it does not 
explain why these postures cannot adopt this position dur-
ing sleep. The possible pathophysiologic relationship is that 
GER episodes cause postural abnormalities. Several articles 
have reported that esophageal motility improved during head 
tilting as evidence by the increase in esophageal contraction 
pressure from 47 to 74 mmHg and propagation velocity from 
2.5 to 4 cm/s [13, 17]. The symptoms observed in SS are 
thought to clear gastric acid, suggesting that GER causes 
postural abnormalities, as supported by the disappearance 
of symptoms after GER treatment in our cases and in the 
reported literature.

It is important that GER be resolved when treating SS. 
Should appropriate nonsurgical treatment fail to improve 
symptoms, surgery may be necessary. Fundoplication, the 
primary surgical procedure considered safe for the treat-
ment of GER [30], should always be considered as a pos-
sible treatment option for patients with SS. The current 
study found that significantly more patients with anatomi-
cal anomalies required surgery than did those without the 
same (Table 1). Fundoplication may be more effective than 
drug or diet therapy in controlling SS should gross anatomi-
cal anomalies, such as hiatal hernia and malrotation, be the 
cause of GER. Moreover, most patients treated with drug or 
diet improved within 1 month (Table 1). Fundoplication may 
need to be considered if symptoms do not improve for more 
than 1 month with nonsurgical treatment.

The primary care providers should keep SS in the dif-
ferential diagnosis of patients presenting with abnormal 
posturing and no apparent neuromuscular disorders. Rec-
ognition and treatment of GER in patients with SS is key 
to medical management. The important first step is to sus-
pect SS and obtain a detailed medical history. If symptoms 
appear immediately after feeding, SS may be present. As 
the diagnosis of GER is most reliably made by assess-
ing the presence or absence of reflux, pH measurement 
is recommended in principle. In reported articles, the pH 
measurement has increased frequency over time (Table 1). 
The pH measurement is useful as it provides an objective 
assessment of reflux and clinicians should always con-
sider performing this examination. Treatment should be 
initiated immediately after confirming GER through upper 

gastrointestinal examination. Fundoplication may be effec-
tive especially for patients with anatomical anomalies or 
those whose symptoms fail to improve for over 1 month 
with nonsurgical treatment. Quick detection of subtle 
symptoms can facilitate early diagnosis and treatment and 
omission of unnecessary examinations in patients with SS.

Our study has several limitations. First, all eligible stud-
ies on patients with SS were case reports and non-rand-
omized in nature. A prospective study may provide addi-
tional insights into the diagnosis and outcomes of patients 
with SS. Second, the sample size was small, suggesting the 
need for large, high-quality randomized controlled trials 
in the future. Third, the duration of conservative therapy 
was unknown although we reviewed articles. If conserva-
tive treatment is effective, it may be acceptable to continue 
treatment as is for long time. How long the effect of con-
servative treatment lasts is a major issue to be addressed 
in the future.

Conclusion

The primary care providers should keep SS in the dif-
ferential diagnosis of patients presenting with abnormal 
posturing and no apparent neuromuscular disorders. 
Prompt treatment of GER may lead to early symptomatic 
improvement and omission of unnecessary examinations. 
Fundoplication leads to early symptomatic improvement 
and may be effective especially for patients with anatomi-
cal anomalies or those whose symptoms fail to improve for 
over 1 month with nonsurgical treatment.

Author contributions  D.K. had the idea for the article, and wrote the 
manuscript. D.K. and H.A. performed the literature search and data 
analysis. H.U. drafted and critically revised the work. All authors 
approved the final draft of this manuscript.

Funding  Open Access funding provided by Nagoya University.

Data availability  No datasets were generated or analysed during the 
current study.

Declarations 

Conflict of interest  The authors declare no competing interests that are 
relevant to the content of this article.

Ethical approval  All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional or national research committee and with the 1964 Declaration 
of Helsinki and its later amendments or comparable ethical standards.

Informed consent  Informed consent to participate in the study was 
obtained from the parents of all individual participants by disclosing 



Pediatric Surgery International           (2024) 40:91 	 Page 7 of 7     91 

the study information and giving those who did not wish to participate 
an opportunity to request it (opt-out).

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Shrestha AB, Rijal P, Sapkota UH et al (2021) Sandifer syndrome: 
a case report. JNMA J Nepal Med Assoc 59:1066–1068. https://​
doi.​org/​10.​31729/​jnma.​6472

	 2.	 Sharif A, Carr L, Saliakellis E, Chakraborty H (2020) Paroxys-
mal head drops with ataxia-like symptoms presenting as Sandifer 
syndrome in a 3-year old girl. BMJ Case Rep 13:e230989. https://​
doi.​org/​10.​1136/​bcr-​2019-​230989

	 3.	 Bamji N, Berezin S, Bostwick H, Medow MS (2015) Treatment of 
Sandifer syndrome with an amino-acid–based formula. AJP Rep 
5:e51–e52. https://​doi.​org/​10.​1055/s-​0035-​15456​72

	 4.	 Nalbantoglu B, Metin DM, Nalbantoglu A (2013) Sandifer’s syn-
drome: a misdiagnosed and mysterious disorder. Iran J Pediatr 
23:715–716

	 5.	 Tokuhara D, Yamano T, Okano Y (2008) Letters to the editor. J 
Paediatr Child Health 44:311–312. https://​doi.​org/​10.​1111/j.​1440-​
1754.​2008.​01304-​01305.x

	 6.	 Lehwald N, Krausch M, Franke C et al (2007) Sandifer syndrome–
a multidisciplinary diagnostic and therapeutic challenge. Eur J 
Pediatr Surg 17:203–206. https://​doi.​org/​10.​1055/s-​2007-​965145

	 7.	 Firat AK, Karakas HM, Firat Y, Yakinci C (2007) Unusual symp-
tom of intestinal malrotation: episodic cervical dystonia due to 
Sandifer syndrome. Pediatr Int 49:519–521. https://​doi.​org/​10.​
1111/j.​1442-​200x.​2007.​02409.x

	 8.	 Kabakuş N, Kurt A (2006) Sandifer Syndrome: a continuing prob-
lem of misdiagnosis. Pediatr Int 48:622–625. https://​doi.​org/​10.​
1111/j.​1442-​200X.​2006.​02280.x

	 9.	 Corrado G, Fossati C, Turchetti A et al (2006) Irritable oesopha-
gus: a new cause of Sandifer’s syndrome. Acta Paediatr 95:1509–
1510. https://​doi.​org/​10.​1080/​08035​25060​06432​51

	10.	 Frankel EA, Shalaby TM, Orenstein SR (2006) Sandifer syndrome 
posturing: relation to abdominal wall contractions, gastroesopha-
geal reflux, and fundoplication. Dig Dis Sci 51:635–640. https://​
doi.​org/​10.​1007/​s10620-​006-​3184-1

	11.	 Corrado G, Cavaliere M, D’Eufemia P et al (2000) Sandifer’s syn-
drome in a breast-fed infant. Am J Perinatol 17:147–150. https://​
doi.​org/​10.​1055/s-​2000-​9285

	12.	 de Ybarrondo L, Mazur JL (2000) Sandifer’s syndrome in a child 
with asthma and cerebral palsy. South Med J 93:1019–1021

	13.	 Olguner M, Akgür FM, Hakgüder G, Aktuğ T (1999) Gastroe-
sophageal reflux associated with dystonic movements: Sandifer’s 

syndrome. Pediatr Int 41:321–322. https://​doi.​org/​10.​1046/j.​1442-​
200x.​1999.​01051.x

	14.	 Deskin RW (1995) Sandifer syndrome: a cause of torticollis in 
infancy. Int J Pediatr Otorhinolaryngol 32:183–185. https://​doi.​
org/​10.​1016/​0165-​5876(95)​01130-4

	15.	 Gorrotxategi P, Reguilon MJ, Arana J et al (1995) Gastroesopha-
geal reflux in association with the Sandifer syndrome. Eur J Pedi-
atr Surg 5:203–205. https://​doi.​org/​10.​1055/s-​2008-​10662​05

	16.	 Senocak ME, Arda IS, Büyükpamukçu N (1993) Torticollis 
with hiatus hernia in children. Sandifer syndrome. Turk J Pediatr 
35:209–213

	17.	 Puntis JW, Smith HL, Buick RG, Booth IW (1989) Effect of dys-
tonic movements on oesophageal peristalsis in Sandifer’s syn-
drome. Arch Dis Child 64:1311–1313. https://​doi.​org/​10.​1136/​
adc.​64.9.​1311

	18.	 Nanayakkara CS, Paton JY (1985) Sandifer syndrome: an over-
looked diagnosis? Dev Med Child Neurol 27:816–819. https://​doi.​
org/​10.​1111/j.​1469-​8749.​1985.​tb038​08.x

	19.	 Hadari A, Azizi E, Lernau O, Nissan S (1984) Sandifer’s syn-
drome–a rare complication of hiatal hernia. A case report. Z 
Kinderchir 39:202–203. https://​doi.​org/​10.​1055/s-​2008-​10442​08

	20.	 Werlin SL, D’Souza BJ, Hogan WJ et al (1980) Sandifer syn-
drome: an unappreciated clinical entity. Dev Med Child Neurol 
22:374–378. https://​doi.​org/​10.​1111/j.​1469-​8749.​1980.​tb037​19.x

	21.	 Murphy WJ, Gellis SS (1977) Torticollis with hiatus hernia in 
infancy. Sandifer syndrome. Am J Dis Child 131:564–565. https://​
doi.​org/​10.​1001/​archp​edi.​1977.​02120​18007​8015

	22.	 Bray PF, Herbst JJ, Johnson DG et al (1977) Childhood gastroe-
sophageal reflux: neurologic and psychiatric syndromes mim-
icked. JAMA 237:1342–1345. https://​doi.​org/​10.​1001/​jama.​1977.​
03270​40004​6017

	23.	 Sutcliffe J (1969) Torsion spasms and abnormal postures in 
childen with hiatus hernia, Sandifer’s syndrome. Prog Pediatr 
Radiol 2:190–197

	24.	 Kinsbourne M (1964) Hiatus hernia with contortions of the neck. 
Lancet 283:1058–1061. https://​doi.​org/​10.​1016/​S0140-​6736(64)​
91264-4

	25.	 Gellis SS, Feingold M (1971) Syndrome of hiatus hernia with 
torsion spasms and abnormal posturing (Sandifer’s syndrome). 
Am J Dis Child 121:53–54

	26.	 Torticollis with hiatus hernia in infancy. Sandifer syndrome - Pub-
Med. https://​pubmed.​ncbi.​nlm.​nih.​gov/​855842/. Accessed 15 Sep 
2023

	27.	 Narchi H (2004) A Rare Under-Recognized Cause of Pseudo-
Seizures. Int Pediatr 19:39–41

	28.	 Sommer A (1993) Occurrence of the Sandifer complex in the 
Brachmann-de Lange syndrome. Am J Med Genet 47:1026–1028. 
https://​doi.​org/​10.​1002/​ajmg.​13204​70719

	29.	 Mandel H, Tirosh E, Berant M (1989) Sandifer syndrome recon-
sidered. Acta Paediatr Scand 78:797–799. https://​doi.​org/​10.​
1111/j.​1651-​2227.​1989.​tb111​50.x

	30.	 Gordon N (2015) Sandifer’s syndrome: investigations and treat-
ment. J Pediatr Neurol 05:275–278. https://​doi.​org/​10.​1055/s-​
0035-​15574​13

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.31729/jnma.6472
https://doi.org/10.31729/jnma.6472
https://doi.org/10.1136/bcr-2019-230989
https://doi.org/10.1136/bcr-2019-230989
https://doi.org/10.1055/s-0035-1545672
https://doi.org/10.1111/j.1440-1754.2008.01304-01305.x
https://doi.org/10.1111/j.1440-1754.2008.01304-01305.x
https://doi.org/10.1055/s-2007-965145
https://doi.org/10.1111/j.1442-200x.2007.02409.x
https://doi.org/10.1111/j.1442-200x.2007.02409.x
https://doi.org/10.1111/j.1442-200X.2006.02280.x
https://doi.org/10.1111/j.1442-200X.2006.02280.x
https://doi.org/10.1080/08035250600643251
https://doi.org/10.1007/s10620-006-3184-1
https://doi.org/10.1007/s10620-006-3184-1
https://doi.org/10.1055/s-2000-9285
https://doi.org/10.1055/s-2000-9285
https://doi.org/10.1046/j.1442-200x.1999.01051.x
https://doi.org/10.1046/j.1442-200x.1999.01051.x
https://doi.org/10.1016/0165-5876(95)01130-4
https://doi.org/10.1016/0165-5876(95)01130-4
https://doi.org/10.1055/s-2008-1066205
https://doi.org/10.1136/adc.64.9.1311
https://doi.org/10.1136/adc.64.9.1311
https://doi.org/10.1111/j.1469-8749.1985.tb03808.x
https://doi.org/10.1111/j.1469-8749.1985.tb03808.x
https://doi.org/10.1055/s-2008-1044208
https://doi.org/10.1111/j.1469-8749.1980.tb03719.x
https://doi.org/10.1001/archpedi.1977.02120180078015
https://doi.org/10.1001/archpedi.1977.02120180078015
https://doi.org/10.1001/jama.1977.03270400046017
https://doi.org/10.1001/jama.1977.03270400046017
https://doi.org/10.1016/S0140-6736(64)91264-4
https://doi.org/10.1016/S0140-6736(64)91264-4
https://pubmed.ncbi.nlm.nih.gov/855842/
https://doi.org/10.1002/ajmg.1320470719
https://doi.org/10.1111/j.1651-2227.1989.tb11150.x
https://doi.org/10.1111/j.1651-2227.1989.tb11150.x
https://doi.org/10.1055/s-0035-1557413
https://doi.org/10.1055/s-0035-1557413

	A systematic review of Sandifer syndrome in children with severe gastroesophageal reflux
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Case presentations
	A 9-year-old boy
	A 7-year-old boy

	Systematic review and meta-analysis
	Selection criteria
	Data extraction
	Statistical analysis

	Results
	Discussion
	Conclusion
	References


