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Congenital Muscular Torticollis: Experience of 14 Cases
“Das BK', Matin A’ Hassan GZ', Hossain MZ', Zaman MA

Congenital Museular Tontjcollis (CMThis 4 postural deformity of head and neck deteetest at birth
or shortly after birth, primanily resulting from unilmeral shortening of Sternocleidomastoid Muscle
(SCMY. Tt nevnates and Infinrs. patient may eure conservatively by physiotherapy but surgery is
the treatment of choice Tor children and adolescents, There ate various technigues of surgery. Here
we show our experience regarding management of congenitil museular torticollis In the present
rEUrOspective Case series. fourteen paticnts of congenital muscalar torticollis were treated. The cuses
wete enrolled benween Nov' 2005 10 Oct” 2007 i Bangabanithu Sheikh Mujib Medical Umversity.
Gonosisthaya Somuy Vittik Medical Callege Hospital. Dhuka and difterent private clinies of Dhaka
clty of Banglmfesh. Neonates and infunts were trented conservatively with physiotherapy and others
weated surgically by trnsection of both siernul and clavicular head of SCM under general
anesthesin: Operited patients were relensed on following post opermive day with advised to do
physiotherapy. Patients age vange from 7 days 1o 15 yeurs of which ten were female and four male.
SOM swits shortened in ull cases (8 on dight side and 6 on left side). Eleven were femmale aml e
male, OF 14 patients, 2 neonates. 7 infants wd 5 were mors than | year age. There was no
associted unomaly, Out of 9 neonates and infants 8 cured conscrvatively with physiotherapy and

another one signiticantly improved. Six were freat
Post operative period was uneventfol and there
clinically and comments of peers. Most of the p

od surgically including one falled physiotherapy.
was no complication. Results were evaluated
atient of congenital muscular torticollis can be

teeated conservatvely during mfancy. Division of both sernal and clavieular head of SCM s eisy
und safee surgical rechmique for the treatiment of CMT of older children und adolescents.
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Introduction

ongenital Muscular torticollis {CMT) 15 u

postural deformity of head and neck

detected at birth or shonly after birth,
primarily resulting * from unilateral  fibrosis &
shortening of the Sternocleidomastoid muscle' .
The shortening of Sternocleidomastoid  muscle
(SCM) results in traction of mastoid  process
oward the sternoclavicular joint'. The head is
therefore rotated away from & tilted toward the
involved  sternocleidomastord  muscle.  The
condition is some times  called  "Wryneek™,
Torticollis is also known as twisted neck.
The incidence of CMT is one in every 300 live
births'. Plagiocephaly may ¢o-exist in 8G-906 of
children with CMT' .
Though impairment of SCM function 1s the most
frequent cause of CMT but torticollis could also be
result from other underlying disorders, The exact
pathophysiology and ctlology of stermocleido-
mastord impairment in CMT is still unknown.
[n CMT. patient's head remuin tilted toward the
involved side. Child and adolescents paticnt can’t
look forward, If the patient wants (o look other
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sides hefshe have to rotae whole body as he/she
can't move neek.
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Gradually patient develops facial hemhypoplasia

which results i flattening und under developmem

of the malur enimence, downward displacement of

the eye, car ond angle of mouth on the elfected

side. 11 also hampers the development of facial

skeletons,

Chsldnen with CM'T can be assigned to one of three

groups' -

u.Children  with. o palpable  swelling  or
pseudotumor of the sternocleidomastoid,

b Children with SCM Lightness but no tumor,

¢ Children with all feaures of musculur torticollis
without musele tightness or tumor.

Mistory,  physical  examinaton &  ¢chimicul
progression can dao the diagnosis but in some cases
ocular, neuarological evalvation and  radiological
mvestigation of cervical spine is necessary”
Munagement depends upon the age of panent.
Patent of below | wear of ‘age. trewment s
conservative — Physiotherupy amd ubove one vear
of age — treatment s surgery. 69t 91 % patient
may cure conscn'nnvclv with physiotherapy within
one year of age'”’ *_Conservative management of
infunts with torticollis consists of positioning,
gentle range of motion, and strengthening through
activation of head and trunk muscles a5 the Infant
guins control of upright postures™"”
Munual sudtehing is the most common form ol
treatment for CMT". Proper stubilization and hand
placement is vital Tor the success of ench streteh:
however, all child/parent pars will not he
comfortable with the same method of stretching or
the same streteh positions, The severity of (e
toriicullis, the age of the child, the tolerance ol the
<hild for handling, and the parent’s ability to carry
oul the exercise program will determine the method
of  stretching.  When  performing  stictching
excreises, the position of the head and neck n
flexsian  versus extension  will  ympuct  the
effectiveness of the stretch”.
Surgery is the treatment of choice for Lbc patiem
with CMT persisting ufier one year of age''. ‘There
are various techniques of surgery-
a.Division of both stermal and clavicular heads of
sem”
b. Lengthening of tight SCM by unipolar release'
¢. Lengthening of tight SCM by bipolar release'’
. Subperiosteal quglhcnm;,
¢. Endoscopic release™
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Subperiosteal fengthening, lengthemng of  tight
SCM by unipolar or bipulur release. ete techniques
are difficult and there 4s chunce of injury to
accessory nerve. Endoscopic surgery is o high.ech
surgery  and  needs  sophisticated  instruments.
Division of both sternol and ¢claviculur heads of
SCM is easy and there is less chance of injury (o
any nerves of lurge vessels and thus we practice
this method.

Methods
Fourteen cases of congenital muscular tomicollis
(CMT) were treated from Nov' 2005 1o Oct™ 2007
m Bangabandho Sheikh Muyib Medical University,
Gonosasthayn  Somaj Vitnk  Medical  College
Hospital, Dhaka and different private clinics of
Dhaka city of Bangladesh. Pauents were dingnosed
clinically, All the patiemts present with  short
sternoclerdomastold musele. There were no faciul
hemihypoplasin or  uny  other  gssocinted
ubnormalities.

Neonates and infunts were treated conservatively
with  physiotherapy as oul p.slu.ul < onone  wis
wditted.  Physiotherupy s qnmplc - manual
stretching of affected SCM, frequent movement of
head on opposite direction of head position, led
luteral position on affected side. Patient’s mother
wis trained accordingly. Physiotherapy way given
at home by mother.

Older  children  were  treated  swegically by
transuction of both sternul and elavicular head of
SCM umder general anesthesii. Operated patients
were released on following post operafive diy with
advised 0 do physiotherapy, Out of 6 patients, 5
were untreated on neonatal and infantile penod and
failed physiotherapy was onc.

All of the operated patients were admitied 1o
hospial. Under  general  anesthesia,  an
approximately 3 em transverse curvilinear incision
was made on skin crease line about 2-3 em above
and medial part of clavicle (Figure: 1) just over
SCM.

Figure |2 Incision line for relense SCM
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The platysma was divided. Subplatysmal flaps
were developed along the SCM for 1-2 cm
superiorly and to the level of clavicle inferiorly.
The posterior aspect of the SCM was then
dissected free from the underlying carotid sheath.
The clavicular and sternal heads of SCM
underlying investing cervical fascia, were divided
at this level with by electrocautery (Figure 2 & 2a).
Hemostasis ensured.

f
Figure 2a: Division of SCM

Transected ends of the muscle were than dissected
free from the surrounding fascia and carotid sheath
with caution (Figure 3 & 3a),

Figure 3: Transected ends of SCM
Mymensingh Med J 2010 Oct: 19 (4)

Figure 3a: Dissection of transected ends of SCM

Surrounding cervical fascia also released us they
may contribute to contracture. Wound 1s than
palpated to cnsure that all contracted tissue is
released. We didn't divide the external jugular vein.
After ensuring hemostasis, wound was closed in
layers - Platysma and skin. Post operative period
was uneventful,

The patients were maintained 30° up position for
first 24 hours and than the patients allowed to go
home and advised for physiotherapy. Follow up
was given on 7* Post operative day and after 3 and
6 months.

Results

Patients age range from 7 days 1o 15 years of which
10 (ten) were female and four male. SCM was
shortened in all cases (8 on right side and 6 on left
side). Of 14 patients, 2 nconates, 7 infants and 5
were more than | year age. There was no associated
anomaly. Eleven patients have the history of
normal vaginal delivery, one patient have the
history of forceps delivery and two have the history

cacsarian operation.
Table I: Mode of child bom

Mode of child bom No. of patients
Cesarean section 2
Normal vaginal delivery 13
Forceps (first born baby) |

Total 14

Among the normal vaginal delivery patients, five
have prolonged labour of which four was first born
baby (Table I). None can give the history of breech
delivery. Most of the patient's mother can give
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proper antenatal history. There is no family history
of torticollis in any patient. There was history of
sternomastoid tumor on neck in 2 (two) patients
including the patient who had failed physiotherapy

Table I1: Treatment result

Mode of treatment No. of Cured (%)
patients

Conservative 9 8 (89%)

(<lyear age)

Surgery 5 S (100%)

(>lyear age)

Total 14 .

Out of 9 neonates and infants 8 cured
conservatively with physiotherapy (Table 1) and
another one significantly umproved. Total 5 were
treated surgically. Post operative period was
uneventful and there was no complication.

Results of operation were assessed subjectively by
clinical evaluation, patient's response and critical
analysis by peers. Over all result is excellent in
respect of movement of head and neck and position
of face. On 7" Post operative day, all of the patient
can move their head and neck as they want, there
was no tilting of head and child can look forward.
There were no complications, After 6 months all
patients are look like a normal baby. There is no
recurrence. Results of operation were shown in
figure 4 & 5.

Figure 4: Preoperative CMT
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Discussion

CMT patient’s head always remain tilted 1o the
affected side, they can’t look forward, can't rotate
the head und neck as they want. They have to move
the whole body to see the side objects. Untreated
cases develop  mandibular  Hypoplasin,  facial
hemihypoplasia, skeletal deformity of fuce, et
which leuds to permanent disfiguration. So CMT
patients  sulfer both  functional and cosmetic
problems,

Though in literature, the incidence of CMT is | in
every 300 live births’, but we have no data about
CMT in Bangladesh.

The optimal management of CMT has been urged
for many years. Most agree that physiotherapy is
the mainstay of the rewtment. In literature success
rate of physiotherapy is 69-91%". In our study it is
89% which is within the limit of international
studies.

Surgery is usually reserved for patients whose
conditions were persistent bevond the age of one
vear or when cervical function und  facial
deformities are unacceptable'’.

There are various techniques of surgery of which
division of both sternal und claviculur head of
sternocleidomastoid muscle is cusy und less time
consuming, It can be done as a day cuse surgery.
There is no chance of injury to the accessory nerve
as it passes more superiorly''. External Jogular vem
can also be preserved as we done, Movement of the
head and neck depends upon the synergistic and
antagonistic activities of the different cervical
muscles, such as  splenius  capitis, trapezius,
platysma, the longus coli, the longus capitis. rectus
capitis. ete”®. So, in absence of CMT in one side
will not interfere with the movement of hesd and
neck.

In our study, Right: Left = 1.3:1 which corresponds
with the study of others'®. There are records of
family history of CMT in 3.6%' but we huve no
such finding which ulso corresponds with the study
of athers'. Our patients also have the history of
sternomastoid tumors like others™'®.

Facial asymmetry and plagiocephaly are common,
though not inviriable associated anomaly with
CMT. Both believed to be secondary to the
Torticollis, Reported co-existence of hip dysplasias
with CMT varies from 0.6 to 20%" but we have no
such condition or any other associated anomalies
like others. ' We have no wound infection or any
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other complications. Though in reported literuture
recurrent torticollis is about 3% but we have no
such record.

Centcluston

Early detection and initiation of physical therapy is
reluted 10 improved outcomes and less need for
surgical treatment of the SCM. Repositioning is i
required  clement  of  ewly  management  of
torticollis. Most of the patient of congemtal
muscular torticollis can be reated conservatively
during mfantile period. Division of both sternal and
clavicular hesds of sternocleidomastoid muscle in
cuse of persistent torticollis, beyond the uge of one
year 1s a sufe and simple method of surgery with un
excellent resalt in respect of movement of teud dnd
neck. position of head. appearance and comments

of peers.
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