


2. Surgical procedu res 
Surgical treatment for muscular torticollis was reported in Japan as early 1 923 (Kageyama， et al.) and 

1 928 (Nakura， et al.). Maeda (1 942) examined the resulting details of the procedures conducted at Keio 

University Medical School， and reported that among the surgical procedures， the results of the Lange 

method (Hohmann， 1 904) ， (severance of the upper end of the sternocleidomastoid muscle) were poor 

due to the procedure itself and not due to the postoperative care. He subsequently evaluated a myotonic 

procedure in which both ends were left free (based on the method by Riedinger et al.) ， and stated that 

the results were excellent. 

Based on the periodic screening of children between birth and 3 years conducted at the National 

Okayama Hospital (now the National Okayama Medical Center)， Tanabe (1 981 ) reported that the 

incidence of muscular torticollis for which a surgical procedure is indicated was 0.08% of the 

population. The timing of surgical treatment has varied according to the assumed time l imit for 

spontaneous correction: one year， 18 months， and 2 to 3 years. 

Surgical approaches have included dissociation of the sternocleidomastoid muscle (severance of the 

upper or lower end， or both ends)， total or partial excision of the sternocleidomastoid muscle (Mikulicz， 

1985)， plastic elongation of the sternocleidomastoid muscle. Tanabe (1 981 ) listed several 

recommendations based on the evaluation of his own clinical cases. Myotomy of either upper or lower 

muscular end alone is often insufficient to eliminate contraction. Total excision is satisfactory， but for 

those over the age of 3， partial excision below the site of bifurcation should be sufficient. Cranial 

deformation does not undergo spontaneous correction as much as expected after surgery. If 

contracture is corrected before the age of 1 0， facial asymmetry can be expected to correct 

spontaneously. 

Tanabe (1 981 ) also warned that the site of the transverse nerve in the neck and on the lateral side of 

the clavicular branch should be confirmed. Because 43.9% of the accessory nerve also penetrates the 

sternocleidomastoid muscle (Yoshizaki， 1 961 )， the placement of this nerve should be confirmed to avoid 

injury. Kasai emphasized the significance of complete severance of the fibrous tissue at the ventral 

side， using the omohyoid muscle that runs transversely on the dorsal side of the sternocleidomastoid 

muscle as an index. Tanabe concurred with this statement， and also stressed the importance of 

complete excision of the fibrous tissue to prevent a recurrence. 

Results of Treatment Practices Survey 
Ouestionnaires regarding treatment practices for congenital muscular torticoll is were sent to 208 

orthopaedic surgery facilities in Japan in September 2001 . The response was 49% (102 of 208). 

Only 2 (3%) of 1 02 do manual myotomy， 1 ( 1%) does massage， and the remainder do only observation as 

conservative treatment. Observation periods ranged from less than age 1 year to 1 0  years : < 1 yr = 4 

(5%)， 1 yr = 36 (46%)， 2yrs = 1 9  (24%)， 3yrs = 1 6  (20)， and > 3yrs = (5%). Timing of the surgery was similar 

to the observation periods: before age 1 = 3 (3%)， ages 1 to 3 = 63 (72%)， and older than age 3 = 21 

(24%). Procedures used were inferior edge release = 58 (60%)， superior and inferior edge release = 19 

(20%)， superior edge release = 2 (2%)， subtotal resection = 1 3  (1 3%)， plastic elongation = 2 (2%)， 

And other procedures = 3 (3%). 
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