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Congenital muscular Torticollis is a rare musculoskeletal disorder characterized by unilateral shortening 
of the Sternocleidomastoid muscle.  Producing deformity of the neck with exion of the neck towards the 

same side and the chin facing the opposite shoulder.  We treated six cases, and of which ve are due to congenital Sternomastoid 
shortening (unilateral) and another case with fusion of cervical vertebrae causing Torticollis and Klippel Feil Syndrome with cleft 
of the soft palate which was also repaired.
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Case Reports:
Case (1): 
Female child 6 years old with Sternomastoid Torticollis on left 
side present since birth.  Lower polar Sternomastoid release 
was done followed by use of cervical collar and physiotherapy 
of the neck for six months.  The child recovered completely and 
has no problem in further development of the face (Fig 1 A  & B)

Case (2): 
Female aged 16 years with congenital Torticollis (rt. Side).  
Lower polar Sternomastoid release was done and two years 
follow up showed good recovery and has no developmental 
problems in the face even though, the treatment was delayed . 
(Fig 2 A & B)

Case (3): 
Female aged 16 years with congenital Torticollis on rt. Side.  
Release of Sternocleidomastoid muscle was done on rt. Side 
(lower polar) and since there is skin shortage a single Z plasty 
was done.  Healed very well and was given physiotherapy for 
one month.

Case (4): 
15 years old girl having a prominent sternal head of 

Sternocleidomastoid and Torticollis on rt. Side.  Release of 
sternal head was done and kept on physiotherapy and 
cervical collar for three weeks.  She recovered completely and 
had no further problems (Fig 4 A & B).

Case (5): 
Female child 6 years old with Klippel Feil Syndrome due to 
fusion of cervical vertebra and deviation of the neck to the left.  
Low hair line and elevated scapula on left side.  Scoliosis was 
present. Group II isolated cleft palate was present. Cleft 
Palate was repaired for improvement of speech and was later 
referred to Paediatric and Ortho Surgeon for further 
management (Fig 5 A, B, C, D, E & F) of the vertebral anomaly.

Case (6): 
Male child 7 years, having congenital muscular Torticollis on 
the left side.  Lower polar release of Sternomastoid muscle  
was done and cervical Collar was advised.  Six months follow 
up showed very good result and was very happy and 
comfortable. (Fig 6 A & B)
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DISCUSSION:
Torticollis, otherwise called Bent neck can occur due to various 
causes.  More common of these is Sternomastoid muscular 
Torticollis due to brosis and shortening and the neck is bent 
towards one side, most commonly towards the rt. side and 
more commonly seen in female sex.  The occiput faces the 
shoulder on the same side and the chin towards the opposite 
shoulder. Very commonly occur due to brosis of the 
Sternocleidomastoid muscle due to varied etiological factors 
and requires surgical correction either unipolar or bipolar 
release of Sternomastoid muscle and the ideal age is 0 to 4 
years.  In this article I am presenting six cases and ve of them 
due to shortening of Sternomastoid and were successfully 
treated by lower polar release of Sternomastoid muscle and 
all of them had very good improvement even though they were 
operated at the age of 6 years to 16 years. (1 to 5)

Epidemiology:
The incidence of Torticollis is 1 in 250 live births.  Male, female 
ratio is 3 : 2 and Right  Side Sternomastoid is more often 
affected than the left one. (6, 7)

Sternomastoid muscle Anatomy:
The inferior attachment has a medial (sternal) and lateral 
(clavicular head).  The sternal head is tendinous and attached 
to the anterior surface of the manubrium sterni and the 
clavicular head is more muscular and is attached to the 
superior border of the medial 1/3 of the clavicle.  As the two 
heads ascend, the clavicular head spirals behind the sternal 
head and blends with the deep surface and forms a thick 
unitary muscle; ascends up and inserted to the lateral part of 
mastoid process and lateral half of the superior nuchal line. 
(8)

The etiological factors may be  (9 to 14)
A)  Congenital
a)  Sternomastoid muscle contracture / Tumor
b)  Congenital abnormality of cervical spine
c)  Ocular problems like squint or visual eld defects.
d)  Congenital defect in hearing.
B)  Acquired causes:

Habitual, Posterior cranial fossa tumors, lesions of cervical 
spine, trauma, Pharyngeal infections, spasmodic or drugs like 
certain psychotrophic drugs, Phenothiazine group etc.,

Fibromatosis colli that develops in Sternomastoid muscle may 
appear as Sternomastoid tumor at birth or may appear in the 

st1  week after birth.

Etiology is unclear
Ÿ Arterial or venous obstruction?
Ÿ Intrauterine malposition? Leading to ischemic contracture 

of SCM muscle. Birth trauma (ex. Forceps delivery) has 
also been implicated.

Treatment:
Ÿ Sternomastoid tenotomy (Uni or Bipolar)
Ÿ Skull traction intermittent
Ÿ Splints, Cervical Collar, Torticollis brace

Ideally for optimum results treatment should start at 0 - 4 years 
of age.

CONCLUSION: 
Of all the causes of Torticollis, Sternomastoid muscular 
Torticollis due to congenital causes is most common, and most 
of these cases can be corrected by unipolar or bipolar release 
of Sternomastoid muscle preferably before the age of 4 years.  
Most of our cases gave very good results even though they 
were operated even at the age of 16 years.  The release should 
be done by transverse incision parallel and above the 
clavicle, the anterior muscle sheath, muscle and posterior 

muscle sheath needs complete release and care is to be taken 
to avoid injury to the important structures.  It is very interesting 
to observe that in one of our cases only clavicular head is 
involved and in another case only sternal head is involved and 
release of these contracted heads of the muscle (lower polar) 
gave excellent results.  There was no necessity to go in for 
bipolar release of the Sternomastoid muscle in any of our 
cases even though all of them came at a later age than 0 – 4 
years. We subjected part of the sternomastoid muscle for 
histopathology, but all showed normal muscular appearance.
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