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‘ The Flat Head Controversy

Positional Plagiocephaly vs Lambdoidal Craniosyostosis
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A five-month-old, developmen-
tally normal infant presents with
flattening of the back of the head.
The infant’s family felt there was

FLATTENING OF THE BACK OF THE HEAD

some flattening a month or two
ago, but didn’t feel that it was
serious. Now it has progressed.

CASE: A FIVE-MONTH-OLD PRESENTED WITH

They want to know what is going
on and what you are going to do
about it.

EVALUATION/RECOMMENDATIONS

Deformational plagiocephaly has
been recognized for thousands of
years. The diagnosis and treatment
of the majority of craniosynostotic
deformities involving the saggital,
metopic and coronal sutures are
straightforward. It is the lamb-
doidal suture that is problematic,
yielding a posterior flattening
which has created controversy in
recent years. The majority of cases
of posterior plagiocephaly do not
represent a true synostosis, but
rather positional molding.

EPIDEMIOLOGY

Nonsyndromic craniosynostosis
affects approximately one in 2,000
live births. The incidence of true
lambdoidal synostosis among all
craniosyostosis is less than three
percent. Interestingly, however,
one in 300 births manifest some
degree of posterior plagiocephaly.
The incidence of positional
molding has skyrocketed since the
early 1990s when the American
Academy of Pediatrics instituted
recommendations for supine
positioning of infants to prevent
sudden infant death syndrome. In
some craniofacial centers, referral
patterns for plagiocephaly without
synostosis has risen six-fold.

DIFFERENTIAL
DIAGNOSIS

It is critical to differentiate between
true synostosis and positional
molding. This can often be done
on a clinical basis without radio-
graphic testing. This differential is
crucial because true synostosis
remains a surgical disease that will
worsen over time, while positional
molding requires no intervention
or subspecialty referral.

From an etiologic point of
view, positional molding occurs
from constraint in utero or
posturing in the postnatal period.
Torticollis may be a contributing
factor in 10% of cases. It is a result
of either sternocleodomastoid
imbalance or congenital muscular
torticollis which occurs in about
three in 1,000 live births and is not
related to a traumatic delivery. Self-
limiting external hydrocephalus
may also be a factor leading to
plagiocephaly by contributing to
greater compliance and malleability
of the skull.

The difference between the
two is comparable to the difference
in a parallelogram and trapezoid.
Characteristically, true synostosis
will have palpable ridging or piling
up of bone in the region of the
abnormal suture, although on skull

x-ray at times, there may be
sclerosis on either side of the
suture in positional molding. In
true synostosis the head appears
trapezoidal in configuration and
viewed from behind has a skull
base tilt. In positional molding, the
skull appears normal from behind.
Both will have a contralateral
posterior bossing. In the true
synostosis, the bossing is displaced
into the parietal region. There is an
ipsilateral occipital-mastoid bulge
and the ear is displaced posteriorly
and inferiorly. In positional
molding, the ear is displaced
anteriorly. Due to the effect in the
ipsilateral coronal suture, there is
contralateral frontal bossing in true
synostosis whereas in positional
molding there is an ipsilateral
frontal bossing. In severe cases of
true synostosis, there may be
scoliosis of the face and mandibu-
lar malalignment, which reflects
changes involving not only the
suture but also the skull base.
When viewed from above and
behind, the true synostosis appears
like a trapezoid and from above
positional molding looks like a
parallelogram.

Continued on the reverse side.




Continued from the front.
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skull are prerequisites for their employ.
By the end of the first year (some feel
up to eight months) they would have
little utility. The general use of these
devices seems to be falling from favor
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