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Pseudotumor of the sternocleidomastoid muscle, also called fibromatosis colli,
sternocleidomastoid tumor of infancy (STOI) by some authors [1,2], is a rare condition [3]. The process is
localized in the middle or lower part of the pectoralis major muscle. It is called a pseudotumor because it
does not represent a true neoplasm. It manifests as a congenital pathology with an excess of fibrotic tissue
and a tumor-like growth in the depth of the pectoralis muscle. The incidence of the disease is 0.4% [4] in
live-born babies. In 75% of cases, it presents in a unilateral form and, according to literature data, is mainly
localized in the right pectoral muscle [7,8]. It is more common in boys than in girls [3,7,8]. Bilateral
involvement is especially rare [2,5,6]. In the literature, abnormal childbirth is mentioned in 50% of cases
[6,8]. Ultrasonography [4,12] and MRI are considered the primary diagnostic studies. We report a rare
case of bilateral pectoralis major muscle tumors in a 3-week-old infant.

A 3-week-old newborn was brought to our clinic by the emergency services with a suspected
diagnosis of lymphadenitis. The newborn was from the 8th physiological pregnancy and delivery, born at
term, weighing 3200 g and measuring 51 cm in length. The infant was breastfed.

From the medical history, it is noteworthy that a small formation (initially considered to be a
lymph node) was observed at 10 days of age by family members and later by the doctor. For the last 4
days, there had been a sharp increase in the size of this formation, which was followed by difficulty in
breathing. Specifically, noisy, labored, and frequent breathing was observed, which worsened during
exertion and was accompanied by feeding difficulties. Due to these symptoms, the patient was transferred

to our clinic.



JECM 2024/6

Upon admission to the clinic, the patient's condition was assessed as severe, with clinical signs of
acute respiratory distress developing against the background of the underlying condition. Tachypnea,
chest retractions, and the use of accessory muscles for breathing were evident. Prolonged difficult
inspiration and inspiratory stridor were present. Bilateral formations on the anterolateral surface of the
neck were notable. These masses were localized in the projection area of the pectoralis major muscle on
both sides, measuring 3 cm in size, dense, and immobile. They were not lymph nodes. Palpation was not
painful. Torticollis with the head turned to the left was observed.

The patient underwent an ultrasound examination of the soft tissues of the neck and an MRI
examination with contrast: The neck is deviated to the left. In the right supraclavicular fossa, a somewhat
hardened structure, not sharply demarcated, measuring up to 30 mm in size, with weak, uneven contrast
enhancement is observed. On the contralateral side, at the same level, the soft tissues of the neck are easily
deformed, revealing an unclearly defined area of similar structure up to 20 mm in size. The described
process leads to lateral deviation and deformation of the thyroid gland, without apparent focal damage.
There are no reliable MRI signs of the process spreading to the major blood vessels. Correlation with MRI
data (STIR sequence) is highly consistent with the diagnosis - Sternocleidomastoid tumor of infancy
(STOI). Morphological verification is recommended for unambiguous assessment.

Pulmonary findings: No free fluid is seen in the bilateral pleural cavity or pericardium.
Pneumatization of bilateral lung parenchyma is mildly impaired against the background of respiratory
artifacts. No significant focal or infiltrative changes are observed.

Based on the decision of the multidisciplinary team and the results of the instrumental studies (as

reviewed by the pediatrician, surgeon, maxillofacial surgeon, oncologist, hematologist, and intensivist), it
was planned to conduct a biopsy and morphological analysis of the obtained material.
The patient underwent a biopsy of the sternocleidomastoid formation under general balanced anesthesia.
The material was sent for morphological research. The diagnosis was confirmed by morphological
examination. Following the treatment administered at the hospital, the patient's condition stabilized and
showed relative improvement. Stridor is now only slightly evident during feeding. The postoperative
period proceeded without complications.

Tumor of the pectoralis major muscle is a rare condition in children. According to literature, it
presents as a firm, solid, circumscribed mass within the thickness of the sternocleidomastoid muscle
(SCM), typically occurring in infants 1-8 weeks of age and may be associated with torticollis. This
pathology is more commonly observed as a unilateral neck formation; bilateral occurrence is very rare,
which was the case with our patient. The diagnosis is initially suspected based on clinical data and
subsequently confirmed by magnetic resonance imaging.

Discussion. Sternocleidomastoid tumor of infancy (STOI) is reported in the literature by authors
M.B. Coventry, L.E. Harris et al. to occur in 0.4% of newborns [1]. In the literature, it is also frequently
associated with torticollis and is often referred to as congenital muscular torticollis. Torticollis may occur
independently or with an existing tumor, which requires differential diagnosis [2]. In the majority of cases,
the tumor usually appears between 1-8 weeks of age [3,4]. This aligns with our patient's case, where the
tumor was noticed by the parents at 10 days of age in the projection area of the sternocleidomastoid muscle
on both sides of the neck, and was later misidentified as a lymph node by the doctor. According to the
literature, most cases appear between 2 and 4 weeks of age. STOI typically presents as a firm, painless,
isolated mass, 1 to 3 cm in diameter, within the thickness of the sternocleidomastoid muscle. It is usually
located in the middle or lower third of the muscle. In our patient's case, bilateral masses on the

anterolateral surface of the neck were noteworthy. The tumors were localized in the projection area of
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the sternocleidomastoid muscle on both sides, measuring 3 c¢m in size, dense, and immobile. They were
not lymph nodes, and palpation was not painful. Torticollis with the head turned to the left was observed.
The mass is typically located in the middle or inferior part of the SCM muscle [4]. There is no preference
for side [5]. One previous case of bilateral involvement has been reported [6].

According to literature, the tumor usually increases in size over several weeks, stabilizes at 2-3
months of age, and then slowly decreases at 4-8 months of age. In our patient's case, rapid bilateral growth
of the tumor was noted from 2-3 weeks of age, causing a worsening of the patient's condition with clinical
signs of acute respiratory distress. Specifically, tachypnea, use of accessory muscles for breathing, difficulty
swallowing, prolonged difficult inspiration, and inspiratory stridor were observed [7,8]. Torticollis may
be associated with the disease but is generally transient and regresses with disease progression [8]. In our
patient's case, torticollis was present with the head turned to the left.

According to Coventry and Harris, based on an analysis of 35 cases, 86% of STOI cases regress by
an average of 14 weeks of age with no residual effects [2]. In our clinical case, the mass was still present
with the same dimensions at 14 weeks of age. Other authors [9] report that the tumor regresses (in 84
cases) by 7 months of age, with no residual changes observed in 77% of cases, while 23% of cases are
associated with torticollis. Jones et al. suggest that early torticollis occurs in 9% of cases. Torticollis may
also develop after the regression of STOI and is noted in 11% of cases [9, 10, 11,12]. In a large percentage
of cases, the diagnosis is made based on a detailed medical history, clinical presentation, and physical
examination. To confirm the diagnosis and differentiate the tumor from other conditions, ultrasonography
and MRI are necessary. Tavill et al. [14] argue that MRI is essential to confirm the diagnosis. In our
patient's case, it was confirmed by MRI:

The neck is turned to the left. In the right supraclavicular fossa, a somewhat hardened structure,
not sharply demarcated, measuring up to 30 mm in size, with weak, uneven contrast enhancement is
observed. On the contralateral side, at the same level, the soft tissues of the neck are easily deformed,
revealing an unclearly defined area of similar structure up to 20 mm in size. The described process leads
to lateral deviation and deformation of the thyroid gland, without apparent focal damage. There are no
reliable MRI signs of the process spreading to the major blood vessels. Correlation with MRI data (STIR
sequence) is highly consistent with bilateral sternocleidomastoid tumor of infancy (STOI). Morphological
verification is recommended for unambiguous assessment.

Biopsy remains the last resort for cases with high suspicion of malignancy or those difficult to

diagnose by cytology.
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MRI showing bilateral STOIs with an isointense signal compared to muscle.
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In most cases, the disease is treatable. Physiotherapy is indicated as the first line of treatment in
most studies [6,7,8,9]. Treatment with physiotherapy is reported to be 76.8% successful. This is also
confirmed by authors such as Canale and Morrison, among others. However, some researchers have
recommended excision of the entire muscle [10]. According to other authors, the disease may regress even
without treatment. However, after regression, there is a risk of developing torticollis and craniofacial
asymmetry.

Conclusion. Bilateral STOI (Sternocleidomastoid Tumor of Infancy) is a very rare condition, with
only a few cases reported in the literature. To our knowledge, this pathology has not been previously
described in Georgia. The diagnosis may be suspected based on clinical presentation and medical history.
The disease generally responds well to conservative treatment, with a high likelihood of full recovery.
However, there remains a risk of developing torticollis and craniofacial asymmetry, which may require

further treatment.
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SUMMARY

Tumor of the pectoralis major muscle is a rare condition in children. According to literature, it
presents as a firm, solid, circumscribed mass within the thickness of the sternocleidomastoid muscle
(SCM), typically occurring in infants 1-8 weeks of age and may be associated with torticollis. This
pathology is more commonly observed as a unilateral neck formation; bilateral occurrence is very rare,
which was the case with our patient. The diagnosis is initially suspected based on clinical data and
subsequently confirmed by magnetic resonance imaging.

We report a rare case of bilateral pectoralis major muscle tumors in a 3-week-old infant. To our
knowledge, this pathology has not been previously described in Georgia. The diagnosis may be suspected
based on clinical presentation and medical history. The disease generally responds well to conservative
treatment, with a high likelihood of full recovery.
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