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Letters to the Editor 97

Dear Editor,

This is with reference to the case report titled ‘Congenital
muscular torticollis’ (MJAFI 2005; 61: 227-78.)

The authors need to be complimented on drawing the attention
of readers to a relatively uncommon disorder. However, a few
alternatives/additions regarding treatment protocol are suggested.
a) During infancy, only conservative treatment indicated is in

form of stretching of sternomastoid by parental manipulation
of child’s head. Majority of the cases have excellent results
[1]. Release/Excision of lesion during infancy is unjustified.

b) If the muscle is still contracted after the age of one year, it
should be surgically released as brought by the authors.

c) In more severe cases which have been neglected for many
years (10 years in the reported case), a bipolar release of
stenomastoid at both proximal & distal ends is more
appropriate and safer surgery. Bipolar release is likely to be
more appropriate in such a neglected case rather than extensive
dangerous surgical release procedures around extremely
important and delicate structures like phrenic nerve and carotid
sheath [2].

physiotherapy [6]. The newer adjustable braces cause much
less discomfort to the patient compared to plaster casts and are
hence better tolerated.
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d) Post-operative rehabilitation involves intensive physical
therapy including manual stretching of neck to maintain the
overcorrected position. These exercises are sufficient to
maintain correction and plaster casts/braces used in this case
in addition to physical therapy are unnecessary and
inconvenient to the patient [3].
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Reply

Dear Editor,
The authors wish to place on record their sincere gratitude for the
interest shown in the article and greatly appreciate the observations
made by the discerning reader. A detailed reply to the comments is
as follows:
a) Congenital muscular toticollis during infancy is corrected by a

regimen of stretching exercises and is associated with positive
outcomes in more than 90% of cases [1]. There is no
justification for a surgical approach in a child who is under one
year of age [2]. Surgery is indicated when a patient has
undergone at least six months of controlled manual stretching
and has residual head tilt, deficits of passive rotation, lateral
bending of the neck of >15 degress and a tight muscular band
or tumour [3].

b) Unipolar release of the muscle distally, is appropriate in most
cases. Bipolar release, proximally and distally, may be indicated
for moderate and severe deformity and when over correction
is not possible by distal tenotomy alone [4]. Since it was
possible to obtain a satisfactory over correction of the
deformity by unipolar distal tenotomy in this patient a proximal
tenotomy was avoided, especially in view of the higher risk of
injury to the Facial and the Spinal Accessory nerves associated
with the latter procedure.

c) Post operative use of plaster cast (Minerva cast)and adjustable
torticollis brace is important to maintain the head in the over
corrected position, especially in children older than 2 years of
age [5] and in those patients who are not highly motivated for
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