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INTRODUCTION Positional plagiocephaly is a cosmetic alteration of the head shape in infants resulting from asymmetric 
head positioning during a period of rapid brain/skull growth with age-related low muscle tone. While 
the exact prevalence of positional plagiocephaly is unknown, it is estimated to affect 2-15% of infants. 
An increased incidence is present in children with torticollis and hypotonia of varying causes. The 
significance of positional plagiocephaly is purely cosmetic; it does not impact neurocognitive or motor 
development, nor does it impact auditory function, dentition, or risk of otic infections. 
 
Two common forms of positional deformation are: 

1. Occipital Plagiocephaly (below left) - In this common variant, unilateral occipital flattening is 
compensated for by ipsilateral anterior displacement of the ear and frontal bone resulting in a 
“parallelogram” skull shape. 

2.  Occipital Brachycephaly (below right) - In this form of plagiocephaly, the occipital area flattens 
symmetrically resulting in a wide, short (from front to back) head. A compensatory increase in 
head height in the parietal region is common. 

 

 

INITIAL 
EVALUATION 
AND 
MANAGEMENT 

INITIAL EVALUATION: 
 Clinical examination is the preferred means of diagnosis.  
 This includes observation of head shape and circumference, status of the anterior fontanelle, 

range of motion of the neck, and notation of eye movement abnormalities.  
 Imaging of the skull (plain radiographs/CT scan) is not required.  

INITIAL MANAGEMENT:  
 Reassure and educate parents about plagiocephaly 
0-3 months: 
 Identify torticollis if present and instruct parents regarding neck stretching exercises or refer to 

PT for same. 
 Instruct parents regarding active counter-positioning.   Strategies include alternating head 

position during periods of sleep, changing crib position or stimuli such as toys of interest to 
encourage head positioning on unaffected side. 

3-6 months: 

 Supervised “tummy time” during wakeful periods. Goal of 5-10 minutes per session totaling 2 
hours daily. 

 

WHEN  
TO REFER 

SEMI-URGENT REFERRAL to Connecticut Children’s Neurosurgery (within 2 weeks): 
 Children with head shape/deformity not conforming to positional deformation 
 Primary care provider concerned for possible craniosynostosis 

ROUTINE REFERRAL to Connecticut Children’s Neurosurgery (within 4 weeks) for: 
 All patients between 4-12 months who demonstrate no improvement and/or for whom parental 

or PCP concerns remain regarding persistent or residual head shape abnormality. 
 Ideal time for evaluation is 5-6 months if concerns persist following implementation of initial 

management strategies. 

CT Children’s CLASP Guideline 

Plagiocephaly 
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HOW  
TO REFER 

Referral to Neurosurgery Department via CT Children’s One Call Access Center 
Phone: 833.733.7669   Fax: 833.226.2329 
   

Information to be included with the referral:  

 Growth chart, including head circumference measurements 
 Demographic sheet 
 Pertinent birth history 

 

WHAT TO 
EXPECT  

 

What to expect from CT Children’s Visit: 
 Examination to establish the degree of deformity and establish the diagnosis 
 Explanation and referral for cranial orthosis (i.e. helmet therapy) as appropriate 
 Providers should note that referral for cranial orthosis (i.e. helmet therapy) in children  

over 1 year of age is not recommended due to decreased velocity of head growth in these 
children. 

 


