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ABSTRACT 

 

Torticollis in Latin word means twisted neck and was first defined by Tubby in 1912.
 [1] 

Torticollis is 

the postural deformity of head and neck, which may be acquired or congenital. Acquired Torticollis 

may be due to trauma, inflammatory, psychogenic or neoplastic. Congenital muscular Torticollis is a 

postural deformity of head and neck detected at birth or shortly after birth, primarily resulting from 

unilateral fibrosis & shortening of the Sternocleidomastoid muscle. Torticollis is also known as 

twisted neck. 
[2,3,4]

 The most common Physiotherapy treatment were passive stretch, handling advice, 

facilitation of neck muscle strength and facilitation of active cervical ROM. 
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INTRODUCTION  

Torticollis is the postural deformity 

of head and neck, which may be acquired or 

congenital. Acquired Torticollis may be due 

to trauma, inflammatory, psychogenic or 

neoplastic. Congenital muscular Torticollis 

is a postural deformity of head and neck 

detected at birth or shortly after birth, 

primarily resulting from unilateral fibrosis 

& shortening of the Sternocleidomastoid 

muscle. Torticollis is also known as twisted 

neck. 
[2,3,4]

 

Congenital muscular torticollis 

(CMT) is the third most common 

musculoskeletal abnormality in infants next 

to hip dysplasia and clubfoot.
[2,5] 

Congenital 

muscular torticollis is a musculoskeletal 

deformity, observed in infancy, 

characterized by unilateral contracture, 

unilateral shortening of the 

sternocleidomastoid muscle resulting in 

lateral inclination of the neck associated 

with contralateral torsion.
[2,6,7,8,9] 

Cervical 

dystonia is also known as acquired 

torticollis, is a chronic neurologic disorder 

characterized by involuntary patterned 

contractions of cervical musculature 

resulting in abnormal movements or 

postural changes of the head, neck, and 

shoulders.
[10]

 

CMT is a result of shortening or 

excessive contraction of the 

sternocleidomastoid muscle (SCM) with 

limited range of motion (ROM) in both 

rotation and lateral flexion of the neck and 

an imbalance of muscle function around the 

neck.
[11,12,13]

 The shortening of 

Sternocleidomastoid muscle results in 

traction of mastoid process toward the 

sternoclavicular joint.
[14]

 The head is 

therefore tilted towards the involved 

sternocleidomastoid muscle and the chin is 

rotated in opposite direction, this condition 

is sometime called “Wryneck”. 
(15) 

Infants 

born prematurely also have a greater 

incidence of skull deformity attributable to 

molding after
 
birth. Associated torticollis or 

“Wryneck” may occur because of 

hemorrhage (within the sternocleidomastoid 

muscle) and/or subsequent scarring within 

the sternocleidomastoid muscle, or muscle 

shortening caused by persistent, 

unidirectional positioning and limited neck 

motion. The term wry neck is derived from 

old and middle English, meaning to wind or 

to twist. Greek and Roman authors named 

this condition caput obstipurn to indicate the 

abnormal posturing of the head and, in the 

German medical literature, this term has 

been used synonymously with torticollis. 
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Jean Froissart, in the 14th century, coined 

the term au tort col from the Latin words 

tortus, meaning twisted, and collum, 

meaning neck. From this, the more common 

term, torticollis, is derived. 
(16)

 The term 

plagiocephaly is a Greek derivative meaning 

“oblique head.” Most skull deformities 

present at birth are the result of in utero or 

intrapartum molding. Associated conditions 

involve uterine constraint, especially in 

cases of multiple birth infants, and birth 

injury associated with forceps or vacuum-

assisted delivery.
[17,18]

 Infants born 

prematurely also have a greater incidence of 

skull deformity attributable to molding after
 

birth. Most of these deformities improve 

spontaneously during the first few months 

of life if the infant does not rest his or her 

head on the flattened area of the skull. If the 

infant continues to rest his or her head on 

the flattened side of the occipital, an initially
 

occipital plagiocephalic deformity may be 

perpetuated or worsened by gravitational 

forces.
[19] 

 

CLASSIFICATION OF TORTICOLLIS
 (20) 

Type Nonparoxysmal (Nondynamic) Paroxysmal (Dynamic) 

1 1.Congenital muscular torticollis 

Intrauterine constraint (eg, breech presentation) 
Birth trauma (eg, difficult delivery) 

1 Benign paroxysmal torticollis 

2 2. Osseous torticollis 

Congenital (eg, Klippel-Feil syndrome) 
Traumatic (eg, cervical vertebra fracture) 

Inflammatory (eg, atlantoaxial rotary subluxation) 

2. Spasmodic (cervical dystonia) 
Primary 

Secondary (eg, Huntington disease, Wilson disease) 

3 3. Central nervous system/peripheral nervous system 

torticollis  
Brain 

 Posterior fossa (eg, brainstem or cerebellar tumor) 

3. Sandifer syndrome (gastroesophageal reflux) 

4 4. Ocular torticollis 
Superior oblique muscle palsy 

Other ocular deviations (eg, paralytic horizontal 

strabismus) 
Spasmus nutans 

4. Drug-induced torticollis (eg, neuroleptics) 

5 5. Nonmuscular, soft tissue torticollis  

Infectious (eg, retropharyngeal abscess) 

5. Torticollis from increased intracranial pressure (eg, pseudotumor 

cerebri) 

 

CMT is further subdivided into 3 groups on the basis of clinical presentation.
(21,22,23)

 
Congenital muscular torticollis (CMT) 

 

Sternomastiod tumor Muscular torticollis Postural torticollis 

It is the most severe form When neck deformity is associated 

with muscle tightness and  

The mildest form, with postural deformity in the neck but 

without restricted  

It has a fibrotic mass in the SCM It has not a fibrotic mass in the 
SCM 

No fibrotic mass present 

Passive ROM of neck is limited Passive ROM is restriction. Passive ROM or mass/tightness in the SCM. 

About 8% of cases require invasive 

intervention if not treated early 

About 3% of cases require invasive 

interventions if not treated early. 

Shorted-term conservative interventions are used to treat 

infants because resolution is quick and occasionally 
spontaneous. (24) 

 

Anatomy of Sternocleidomastoid muscle 
(26)

: 
ORIGIN INSERTION NERVE SUPPLY ACTIONS  

The sternal head is tendinous 

and arise from superolateral 

part of the front of the 

manubrium. 

By a thick tendon into 

the lateral surface of the 

mastoid process, from 

its tip to its superior 

border. 

The spinal accessory nerve 

provides the motor supply. It 

passes through the muscle. 

A)When one muscle contracts:  

It turns the chin to the opposite side,  

It can also tilt the head towards the 

shoulder. 

The clavicular head is 
musculo-tendinous and arise 

from the medial one third of 

the superior surface of the 
clavicle.  

 

 

By a thin aponeurosis 
into the lateral half of 

the superior nuchal line 

of the occipital bone. 
 

BLOOD SUPPLY: 
One branch each from superior 

thyroid artery and suprascapular 

artery and two branches from the 
occipital artery veins follow the 

arteries. Veins follow the 

arteries.  

(B)When both muscles contract together: 
They draw the head forwards, as in eating 

and in lifting the head from a pillow,  

With the longus colli, they flex the neck 
against resistance, 

The reverse action helps in forced 

inspiration. 

 

 



Simranjeet Kaur. Congenital torticollis and its physiotherapy management 

 

                                International Journal of Health Sciences and Research (www.ijhsr.org)  96 

Vol.10; Issue: 2; February 2020 

Pathophysiology
 (25)

: The muscle has been 

replaced by dense fibrous tissue. CMT may 

be caused by intrauterine or perinatal SCM 

muscle compartment syndrome. Ischemia 

and edema within the SCM muscle 

compartment can result from flexion with 

lateral bending and rotation of the head and 

neck, leading to SCM muscle trauma. 

 

Biomechanics: 
[27] 

SCM imbalance present with an intermittent 

head tilt, unlike the patient with CMT who 

present with a fixed head tilt due to 

restricted SCM. Intermittent means that, 

when the child was examined in either 

upright or supine position, the head is tilt 

fluctuated in severity, not appearing to 

remain fixed at a specific angle. SCM 

imbalance also persistently favored rotating 

the head to one side while supine and 

upright, appearing unable or unwilling to 

actively rotate away from it, even if a strong 

stimulus was presented to the other side. 
 

Aetiology: Although evidence about CMT 

aetiology is vague it is postulated that fetal 

position abnormalities, intrauterine or 

perinatal compartment syndrome and birth 

trauma ensuing a difficult delivery embody 

the main causes.
[28,29] 

Other possible causes encountered are 

hereditary and venous or arterial occlusion 

which may create fibrous tissue within the 

Sternocleidomastoid.
[30,31]

 

 

CAUSE OF TORTICOLLIS:
[32]  

1. Congenital Sterno-mastoid tumour  

2. Infection Tonsillitis Atlanto-axial infection 
Labyrinthitis  

3. Reflex spasm Acute disc prolapsed(cervical) 

4. Neurogenic  Spasmodic condition  

Paralytic condition  

5. Ocular Compensation for squints 

6. Other  Spasmodic Torticollis  

 Rheumatoid arthritis  

 

EPIDEMIOLOGY: 

The incidence of congenital muscular 

torticollis in newborn infants has ranged 

from 0.3% to 2%.
[33]

 

In a study of 288 pediatric patients 

with torticollis, 82% were congenital 

muscular and 18% non-muscular. 
[34]

 In a 

prospective outcome study of manual 

stretching in 821 consecutive patients with 

congenital muscular torticollis, 55% had a 

sternocleidomastoid tumor, 34% were 

muscular (thickening and tightness of the 

sternocleidomastoid) and 11% were postural 

torticollis (head tilt but no tumor, 

thickening, or tightness of the 

sternocleidomastoid). 
[35]

 

The reported incidence is 0.4-2.0% 

however a recent study indicates that it 

might be higher.
[36]

 Congenital torticollis 

occurs in 1-2% of the population, clinically 

presented as a lateral inclination of the head 

accompanied by the rotation of the chin to 

the opposite side.
[37]

 

The incidence of CMT is one in every 300 

live births.
[38]

 The exact pathophysiology 

and etiology of Sternocleidomastoid 

impairment in CMT is still unknown.
[15]

 In 

most cases, right side is more frequently 

affected, by a factor of three to one, and it is 

more prevalent in males than in 

females.
[37,39, 40] 

 

Clinical feature:
[41] 

Clinically, in infants with CMT, the 

head is typically tilted toward the side of the 

affected muscle and rotated toward the 

opposite side. 

In CMT, skull and facial asymmetry (in 

addition to plagiocephaly) may be present. 

Jaw asymmetry with mandible hypoplasia 

may be the first indication that CMT is 

present, and some mothers notice that 

infants with CMT have difficulty 

breastfeeding equally well from both 

breasts. 

Ears are asymmetric as well, with the ear on 

the side of the torticollis, or affected SCM 

muscle, often smaller and the ear opposite 

the torticollis displaced forward with the 

contra-lateral occipital flattening. 
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 Differential diagnosis:
[42]

 
Congenital Muscular torticollis. 

C1 –C2 articular malformation. 
Atlantoaxial dislocation 

Rotatory subluxation 

Klippel-Feil syndrome 
Sprengel`s deformity. 

Congenital postural torticollis-transient, 

Present at birth, secondary to abnormal fetal position 

 
Acquired  

Trauma  
Nasopharyngeal” torticollis 

Grisel`s disease/C1-C2 subluxation 

Drugs 
Sandifer`s syndrome 

Gastroesophageal reflux 

Psychiatric 

Neurologic  Syringomyelia 

Dystonia  

Herniated cervical disks 
Any posterior fossa pathologic finding  

Spastic torticollis  

Ocular strabismus/paresis of extraocular movements vestibular 

 

Congenital nystagmus 

Paroxysmal torticollis of infancy  
Episodic head tilt, vomiting, pallor, and dizziness  

 

DIAGNOSIS 

 Diagnosis is based mainly on past 

medical history and clinical examination 

of the infant. A meticulous prenatal 

history record is essential and detects 

complicated labor and the coexistence of 

previous birth trauma such as clavicular 

fracture. The presence of perinatal 

asphyxia, jaundice, seizures, medication, 

gastroesophageal reflux disease (GERD) 

or Sandifer syndrome are also 

recorded.
[44]

 

A firm painless not tender 

pseudotumor mass is typically palpable in 

the first few weeks of life.
[45,46] 

This lump can affect both the sternal 

and clavicular parts of the muscle.
[47]

 This 

endomysial mass is consisted of fibrotic 

issue linked with deposition of collagen and 

migration of fibroblasts around the atrophic 

sternocleidomastoid fibers. 
[27]

 

Clinical examination includes 

evaluation of neck range of motion, and 

thorough neurological assessment. The type 

of deformation is also investigated, as well 

as the combination of flexion and rotation, 

whether the deformation is rigid or flexible, 

and whether it can be corrected by the child 

itself.
[45,47,48] 

Associated congenital musculo-

skeletal conditions i.e. hip dysplasia is also 

investigated. Ophthalmological examination 

may reveal extra ocular muscle imbalance 

as the causing factor of torticollis.
[49] 

Ultrasonographic imaging is a useful 

diagnostic tool with important diagnostic 

and prognostic application.
[50]

 This method 

is characterized by high sensitivity and 

specificity of 95.83% and 83.33%, 

respectively. The ultrasonographic findings 

vary in accordance with different CMT 

stages.
[51] 

Magnetic resonance imaging (MRI) is a 

modern radiologic examination with 

increasing role in CMT diagnosis. In a 

recent study MRI findings have been found 

to be correlated with histopathological 

findings.
[52] 

 

Physical therapy Treatment: 

The most common treatment were 

passive stretch, handling advice, facilitation 

of neck muscle strength and facilitation of 

active cervical ROM.
[53] 

The parents were taught a stretching 

program to increase the infant's range of 

neck rotation to the affected side and neck 

lateral flexion to the contralateral side.
 
Two 

people were required to stretch the infant's 

neck. One person secured the infant's 

shoulders, stabilizing the clavicle, while the 

other person did the stretching.
 [54] 

Passive stretching of SCM before 

the age of 12 month is the most effective 

mode of physical therapy.
[55]

 Other physical 
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treatment included massage of tight neck 

muscles and subcutaneous tissues which 

increase pain free range of motion, joint 

mobilization, myofascial release, 

therapeutic taping. 
[47]

 

Postoperative Rehabilitation
 
 

Phase 1: Inpatient Acute Care:  

Post operative Days 1 to 2: The patient is 

usually discharged from the hospital on 

postoperative day 1 when the patient and 

caregivers are independent with all mobility 

and orthotic management, and pain is well 

controlled .Before discharge, the therapist 

reviews the outpatient plan of care, 

emphasizing the importance of compliance 

with therapy, and daily home exercise 

program (HEP). The therapist therefore 

reviews safe transfers, gait, and stair 

climbing. 

Phase 2: Outpatient Rehabilitation: 

ROM, Strength, and Midline: 

 Postoperative Day 3 to Week 8: The 

subacute phase of rehabilitation begins on 

postoperative day 3 or 4 at follow-up with 

the physician. Initially physical therapy is 

recommended 3 times per week with a daily 

home exercise program. 

The goals of this phase are to 

optimize cervical passive and active ROM, 

maximize functional strength of the cervical 

musculature, and develop midline 

awareness and control.  

The therapist works to advance active head 

righting reactions and improve the patient’s 

proprioceptive awareness. It is important 

that all stretching is performed gently and 

the child is monitored for signs of 

discomfort during therapeutic exercise and 

functional mobility. In addition, the 

therapist needs to be aware of compensatory 

movement patterns and postures. The family 

should be instructed to monitor the incision 

site for signs of irritation or infection. 

 The child’s HEP consists of active and 

passive cervical rotation and lateral flexion, 

active strengthening of the uninvolved 

cervical lateral flexors, and scar massage 

(once incision is healed). It should be 

performed 4 to 6 times per day. 

Therapeutic treatment recommen-

dations include the same 5 first-choice 

interventions recommended by the CPG: 

neck passive range of motion (PROM), neck 

and trunk active range of motion, 

development of symmetrical movement, 

environmental adaptations, and caregiver 

education.  

In addition, active assistive ROM 

and cervical and core-strengthening 

therapeutic exercises are important. 

Development of symmetrical movement in 

older children with well-established 

compensations may be challenging. Visual-

motor activities, therapeutic ball activities, 

scapula stabilization, upper extremity 

weight bearing, and bimanual activities are 

used with a focus on the child incorporating 

tactile, visual, and vestibular feedback. 

Additional intervention strategies focus on 

facilitation of midline head orientation, 

affected upper extremity strength and fine 

motor skills, bimanual activities, and visual-

motor exercises combined with vestibular 

activity. 

Criteria for Advancement 

At 6 to 8 weeks post surgery, the 

child is re-examined by the physician. If 

progress is satisfactory, the wearing 

schedule of the brace is decreased to night 

use. The child is ready to progress to phase 

3 of rehabilitation when his or her active 

and passive ROM measures are within 5° 

bilaterally and cervical lateral flexion 

strength is within 1 grade bilaterally on the 

Muscle function scale. 

Phase III: Outpatient Rehabilitation: 

Functional Maintenance of Midline 

Weeks 8 to 24 

The goals for phase III are to 

achieve equal active and passive ROM 

bilaterally, establish symmetrical head 

righting in all positions, maintain head in 

midline in all developmental positions at 

least 95% of time, demonstrate symmetrical 

gross motor skills, and have the child and 

caregivers independent with an updated 

home exercise program (HEP). Therapists 

must monitor for recurrence of the head tilt 

upon discharge of the pinless halo (typically 
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around 10-12 weeks post-surgery) and 

habitual compensatory movement patterns. 

Treatment recommendations include 

continuation of activities from phase II with 

the addition of kinesiotaping and a Tubular 

Orthosis for Torticollis (TOT) collar as 

needed to promote sustained midline head 

orientation. To address persistent motor 

asymmetries, activities from phase II are 

progressed to be more challenging and 

complex to meet specific needs of the child. 
[55] 

Criteria for Discharge
 

The child is ready for discharge from 

physical therapy when he or she has 

achieved symmetrical active and passive 

cervical ROM, symmetrical head righting, 

and symmetrical cervical lateral flexion 

muscle strength. The child must 

demonstrate the ability to maintain head in 

midline in all developmental positions at 

least 95% of time and perform age-

appropriate, symmetrical gross motor skills. 

Finally, the family must understand how to 

monitor for signs of regression and be 

independent with HEP.
[55] 

 

REFERNCES 

1. Whitman R: Observations on torticollis, 

with particular reference to the significance 

of the so-called hematoma of the Sterno-

mastoid muscle. Trans Am Orthop Assn 

4:293-307, 

2. Cheng JCY, Tang SP, Chen TMK. The 

clinical presentation and outcome of 

treatment of congenital muscular torticollis 

in infants. A study of 1,086 cases. J Pediatr 

Surg 2000; 35(7):1091-96. 

3. Canale ST, Griffin DW, Hubbard CN. 

Congenital muscular torticollis: a long term 

follow-up. J Bone Joint Surg Am 1982; 64: 

810-16. 

4. Cheng JCY, Au AWY. Infantile torticollis: 

a review of 624 cases. J Pediatr Orthop 

1994; 14:802–07. 

5. Chen MM, Chang HC, Hsieh CF, Yen MF, 

Chen TH Predictive model for congenital 

muscular torticollis: analysis of 1021 infants 

with sonography. Arch Phys Med 

Rehabil,2005;86: 2199-2203.  

6. Salter RB. Congenital abnormalities. 

Textbook of Disorders and Injuries of 

Musculoskeletal System. 3rd ed. 

Philadelphia, PA: Williams & Wilkins 

Company; 1998:171. 

7. Emery C. The determinants of treatment 

duration for congenital muscular torticollis. 

Phys Ther. 1994;74(10):921-929. 

8. Karmel-Ross K. Congenital muscular 

torticollis. In: Campbell SK, ed. Physical 

Therapy for Children. 4th ed. St Louis, MO: 

Saunders Elsevier; 2012:359-380. 

9. Omidi-Kashani F, Hasankhani EG, Sharifi 

R, Mazlumi M Is surgery recommended in 

adults with neglected congenital muscular 

torticollis A prospective study. BMC 

Musculoskelet Disord,2008; 9:158 

10. Jankovic J, Tsui J, Bergeron C. Prevalence 

of cervical dystonia and spasmodic 

torticollis in the United States general 

population. Parkinsonism Relat Disord 

2007; 13:411–416, doi: 

http://dx.doi.org/10.1016/j.parkreldis.2007.0

2.005. 

11. Cheng JC, Au AW Infantile torticollis: a 

review of 624 cases. J Pediatr 

Orthop,1994;14: 802-808.  

12. Emery C The determinants of treatment 

duration for congenital muscular torticollis. 

Phys Ther,1994; 74: 921-929.  

13. Binder H, Eng GD, Gaiser JF, Koch B 

Congenital muscular torticollis: results of 

conservative management with long-term 

follow-up in 85 cases. Arch Phys Med 

Rehabil,1987; 68: 222-225.  

14. Wolfort PG, Kanter MA, Millar LB. 

Torticollis. Plastic Recostr Surg 1989; 84: 

682 -92. 

15. Clarren SK, Smith DW, Hanson JW. 

Helmet treatment for plagiocephaly and 

congenital muscular torticollis. J Pediatr 

1979; 94:43-46. 

16. Jones PH. Torticollis in Infancy and 

Childhood. Springfield, Ill: Charles C 

Thomas Publisher;1968 

17. Kane AA, Mitchell LE, Craven KP, Marsh 

JL. Observations on a recent increase of 

plagiocephaly without synostosis. 

Pediatrics. 1996;97:877–885 

18. Littlefield TR, Kelly KM, Pomatto JK, 

Beals SP. Multiple-birth infants at higher 

risk for development of deformational of 

deformational plagiocephaly. Pediatrics. 

1999;103:565–569 

19. Moss SD. Nonsurgical, nonorthotic 

treatment of occipital plagiocephaly. What 

is the natural history of the misshapen 



Simranjeet Kaur. Congenital torticollis and its physiotherapy management 

 

                                International Journal of Health Sciences and Research (www.ijhsr.org)  100 

Vol.10; Issue: 2; February 2020 

neonatal head? J Neurosurg.1997;87:667–

670 

20. Kinga K. Tomczak and N. Paul Rosman, 

Torticollis, Journal of Child Neurology, 

2012; vol-28(3):365-378 

21. Kaplan SL, Coulter C, Fetters L. Physical 

therapy management of congenital muscular 

torticollis: An evidence-based clinical 

practice guideline: from the Section on 

Pediatrics of the American Physical 

Therapy Association. Pediatr Phys Ther. 

2013;25(4):348-394. 

22. Kwon DR, Park GY. Diagnostic value of 

real-time sonoelastography in congenital 

muscular torticollis. J Ultrasound Med. 

2012;31(5):721-727. 

23. Cheng JCY, Wong MWN, Tang SP, Chen 

TMK, Shum SLF, Wong EMC. Clinical 

determinants of the outcome of manual 

stretching in the treatment of congenital 

muscular torticollis in infants. J Bone Joint 

Surg Am.2001;83-A(5):679-687. 

24. Cheng JCY, Wong MWN, Tang SP, Chen 

TMK, Shum SLF, Wong EMC. Clinical 

determinants of the outcome of manual 

stretching in the treatment of congenital 

muscular torticollis in infants. Journal of 

Bone and Joint Surg, 83: 679-­87, 2001. 

25. Graham JM Jr. Congenital muscular 

torticollis. In: Recognizable Patterns of 

Human Deformation. 3rd ed. Philadelphia, 

PA: Elsevier;2007:130-140. 

26. BD Chaurasia's Textbook of Anatomy 

Fourth Edition ,vol-3;73 

27. Golden et al. Sternocleidomastoid 

imbalance versus congenital muscular 

torticollis, Their relationship to positional 

plagiocephaly, craniofacial journal,1999; 

vol-36(3):256-261 

28. Tatli B, Aydinli N, Caliskan M, Ozmen M, 

Bilir F, et al. (2006) Congenital muscular 

torticollis: evaluation and classification. 

Pediatr Neurol 34: 41-44. 

29. Davids JR, Wenger DR, Mubarak SJ 

Congenital muscular torticollis: sequela of 

intrauterine or perinatal compartment 

syndrome. J Pediatr Orthop,1993; 13: 141-

147. 

30. Hollier L, Kim J, Grayson BH, McCarthy 

JG Congenital muscular torticollis and the 

associated craniofacial changes. Plast 

Reconstr Surg, 2002;105:827-835. 

31. Thompson F, McManus S, Colville J 

Familial congenital muscular torticollis: 

case report and review of the literature. Clin 

Orthop Relat Res,1996;193-196 

32. Maheshwari & Mhaskar, Essential 

Orthopaedic, Fourth edition,311 

33. Emery C. The determinants of treatment 

duration for congenital muscular torticollis. 

Phys Ther. 1994;74:921-929. 

34. Ballock RT, Song KM. The prevalence of 

nonmuscular causes of torticollis in 

children. J Pediatr Orthop. 1996;16:500-

504. 

35. Cheng JC, Wong MW, Tang SP, Chen TM, 

Shum SL, Wong EM. Clinical determinants 

of the outcome of manual stretching in the 

treatment of congenital muscular torticollis 

in infants. A prospective study of eight 

hundred and twenty-one cases. J Bone Joint 

Surg Am. 2001;83-A:679-687 

36. Stellwagen L, Hubbard E, Chambers C, 

Jones KL (2008) Torticollis, facial 

asymmetry and plagiocephaly in normal 

newborns. Arch Dis Child 93: 827- 831.  

37. Martin J. HermaN, Michael Wolf. 

Torticollis in Children. Urr Orthop Pract 

2013;24(6):598-63.  

38. Clarren SK, Smith DW, Hanson JW. 

Helmet treatment for plagiocephaly and 

congenital muscular torticollis. J Pediatr 

1979; 94:43-46. 

39. Dudkiewicz I, Ganel A, Blankstein A. 

Congenital muscular torticollis in infants: 

ultrasound-assisted diagnosis and 

evaluation. J Pediatr Orthop. 2005;25(6): 

812-4.  

40. Al Kaissi A, Ben Chehida F, Safi H, Nassib 

N, Ben Ghachem M, Gharbi H, et al. Pro-

gressive congenital torticollis in VATER 

association syndrome. Spine (Phila Pa 

1976). 2006;31(12):E376-8.  

41. Hylton N. Infants with torticollis: the 

relationship between asymmetric head and 

neck positioning and postural development. 

In: Karmel-Ross, ed. Torticollis: 

Differential Diagnosis, Assessment and 

Treatment, Surgical Management and 

Bracing. New York, NY: Haworth Press; 

1997:91-117. 

42. James K. Bredenkamp, Larry A. Hoover, 

Gerald S. Berke, Shaw A, Congenital 

Muscular Torticollis,1990;vol-1(16):212-

216 

43. Anna M Öhman, Eva-Lott Mårdbrink, 

Christina Orefelt, Anthea Seager, Lisen Tell 

and Eva Arrenhius Klackenberg. The 

Physical Therapy Assessment and 



Simranjeet Kaur. Congenital torticollis and its physiotherapy management 

 

                                International Journal of Health Sciences and Research (www.ijhsr.org)  101 

Vol.10; Issue: 2; February 2020 

Management of Infants with Congenital 

Muscular Torticollis. A Survey and a 

Suggested Assessment Protocol for 

CMT.JNP,2013;vol3(4):1-5 

44. Tachdjian, Clinical Pediatric Orthopedics: 

The Art of Diagnosis and Principles 

Management. Appleton & Lange, 

USA,1997 

45. Wei JL, Schwartz KM, Weaver AL, Orvidas 

LJ Pseudotumor of infancy and congenital 

muscular torticollis: 170 cases. 

Laryngoscope, 2001;111: 688-695. 

46. Freed S, Coulter-O’Berry C Identification 

and Treatment of Congenital Muscular 

Torticollis in Infants. JOP,2004;16: 18. 

47. Hefti F Congenital muscular torticollis, in 

Pediatric Orthopedics in Practice. Springer-

Verlag: Berlin Heidelberg,2007;117-120. 

48. Staheli L Fundamentals of pediatric 

orthopedics. (2ndedn) Lippincott- Raven: 

Philadelphia, USA.1998 

49. Canale ST, Griffin DW, Hubbard CN 

Congenital muscular torticollis. A long-term 

follow-up. J Bone Joint Surg Am,1982; 64: 

810-816. 

50. Cheng JC, Metreweli C, Chen TM, Tang S 

Correlation of ultrasonographic imaging of 

congenital muscular torticollis with clinical 

assessment in infants. Ultrasound Med Biol 

2002;26: 1237-1241. 

51. Wang L, Zhang L, Tang Y, Qiu L The value 

of high-frequency and color Doppler 

ultrasonography in diagnosing congenital 

muscular torticollis. BMC Musculoskelet 

Disord,2012;13:209. 

52. Hwang JH, Lee HB, Kim JH, Park MC, 

Kwack KS, et al. Magnetic resonance 

imaging as a determinant for surgical 

release of congenital muscular torticollis: 

correlation with the histopathologic 

findings. Ann Rehabil Med 2012;36: 320-

327. 

53. Bartlett D. The conservative treatment of 

congenital muscular torticollis. Canadian 

Physiotherapy Association Paediatn'c 

Division Newsletter. Spring 1988:1-6. 

54. Petronic I, Brdar R, Cirovic D, Nikolic D, 

Lukac M, et al. Congenital muscular 

torticollis in children: distribution, treatment 

duration and outcome. Eur J Phys Rehabil 

Med,2010; 46:153-157 

55. Magdalena Oledzka, Maureen Suhr, 

Postsurgical Physical Therapy Management 

of Congenital Muscular Torticollis, 

pediatric physical therapy. 2017:159-165 

 
How to cite this article: Kaur S. Congenital 

torticollis and its physiotherapy management. 

Int J Health Sci Res. 2020; 10(2):94-101. 

 

****** 

 


