
An Update on Plagiocephaly  
by Ashley Shaw, MS, PA-C 
Ashley Shaw is originally from Seattle, WA and is a 2017 graduate of Loma Linda University’s Physician 
Assistant program in Southern California. She is currently a Surgery PA Fellow at Texas Children’s Hospital, 
rotating through multiple pediatric surgery subspecialties such as neurosurgery, plastic and reconstructive 
surgery, congenital heart surgery, urology, trauma and general surgery.     

     As a pediatric provider, you might often encounter questions from parents regarding 
their baby’s head shape. Although head circumference and growth 
charts have always been conversation topics during well child exams, 
dialogue has now expanded to include discussing head shape for 
patients under the age of 9 months. Plagiocephaly, a condition that is 
frequently diagnosed through history and physical exam, is primarily a 
cosmetic problem that can be treated conservatively with repositioning, 
physical therapy and non-surgical options such as corrective helmet 
therapy. But why are we seeing more infants with plagiocephaly than in 
previous generations?  

     In 1992, the American Academy of Pediatrics initiated the “Back to 
Sleep” program in response to the rise in Sudden Infant Death 
Syndrome (SIDS) related deaths. According to the AAP, SIDS is the 
leading cause of death of infants between the age of 1 month and 1 year of age. Parents were 
encouraged to put their babies to sleep flat on their back, as sleeping on their stomach could increase 
their risk of dying from SIDS by almost two-fold. Not long after the program’s initiation, there was a 
drastic decrease in SIDS-related deaths. During that time, providers also began to see an increase in 
infants presenting with occipital skull flattening. This preferred sleeping position lead to an increase 
in plagiocephaly but a decrease in a devastating (and oftentimes preventable) cause of death. 

     Plagiocephaly presents as ipsilateral advancement of the occiput, ear and forehead. When the 
suture lines are open during infancy, the skull shape shifts much like a parallelogram. This is different 
from craniosynostosis, where skull bones fuse too early and the skull shape responds by bulging away 
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from the affected area. Head shape can become flattened on one side of the occiput due to preferential 
positioning from a tight sternocleidomastoid muscle or if the child spends the majority of the time flat 
on their back or in carrier/chair that rests against the back of their head. Infants will have difficulty 
turning their head to the opposite side due to a tight sternocleidomastoid muscle and have a 
characteristic head tilt and rotation to contralateral side. Specialty clinics may also utilize devices 
such as the STARscanner, which recreates the shape of the head and measures specific ratios such as 
circumference, cephalic ratio (width divided by length) and oblique diagonal difference to help 
quantify the degree of plagiocephaly. Cranial vault asymmetry less than 9mm usually does not 
warrant treatment.  

     Plagiocephaly treatment depends on age of the patient, response to conservative therapy, and 
severity of disease. Providers can try conservative therapies first such as repositioning, sleep aids, 
increasing tummy time and physical therapy. Cranial remolding orthoses (helmets or bands) are used 
for treatment for more severe cases not responding to therapies by the age of 6-7 months. If parents 
desire to correct their child’s head shape, it is important to begin corrective helmet therapy before 9 
months of age, when the suture lines of the skull begin to fuse. Helmet therapy requires a significant 
financial and time commitment from parents, with average length of treatment being 3 months. This 
requires parents to participate with frequent, often weekly, office visits for device adjustments. A 
Physical Therapist can offer parents interventions and stretches that they can perform at home, 
especially in patients that present with a head tilt due to a tight SCM or torticollis. If treatment is 
initiated at an older age, it may not correct flattening that has already occurred. 
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     Providers are encouraged to discuss with parents the importance of “tummy time”. The AAP 
recommends placing your child on their stomach on a solid surface with a toy in front of them, 
starting at 3-5 minutes at a time up to 2-3 times a day. This helps to strengthen the neck, back and 
shoulder muscles, as well as preventing flattening of the occiput.  

     Parents are increasingly turning to the Internet for medical information, which can lead to 
heightened scrutiny of their infant’s craniofacial appearance. With minimal data on long term 
outcomes, and helmet therapy becoming more common, there is a worry that parents may ignore 
AAP’s Back to Sleep recommendations in order to prevent deformation of their infant’s skull. When 
parents ask how plagiocephaly may affect their child’s development—what can we counsel them on? 
Although there is limited research regarding plagiocephaly outcomes, it is primarily seen as a benign 
cosmetic issue that has no significant impact on a child’s development. A study in 2005 examined the 
possible relationship between deformational plagiocephaly and developmental problems and found 
that infants presenting with deformational plagiocephaly along with other pre-natal risk factors were 
at the highest risk for developmental problems (CIT). In 2000, a chart review from the Craniofacial 
Center at Seattle Children’s compared 63 families where one sibling was diagnosed with 
plagiocephaly and the other siblings were used as the control group. Twenty five of the 63 children 
(39.6%) showed evidence of developmental delays. The children with plagiocephaly were more likely 
to require special education services in school (34.9%) than their non-affected siblings (6.6%). The 
most common was speech therapy (n = 10), followed by occupational therapy (n = 1), and physical 
therapy (n = 1). However, there was no matching for gender or age and the study would need to be 
recreated in a much larger group in order to find more conclusive data. Most research about 
plagiocephaly focuses on its’ social or cosmetic outcomes. Preliminary findings suggest that children 
with this condition should continue to be monitored by primary care providers for developmental 
delays or deficits until conclusive information arises from future studies.  

     An infant’s head shape is something that providers can screen for in all pediatric subspecialties. 
Positional plagiocephaly is treated conservatively by specialties such as neurosurgery or plastics in 
conjunction with PT and orthoses. Proper education and counseling may help to prevent the degree of 
occipital flattening, as well as calm parent’s anxiety about their child’s neurodevelopment.  
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SPAP Member Spotlight  
Peggy Walsh, MS, PA-C  
Peggy Walsh, MS, PA-C currently works as a Physician Assistant at Children’s Hospital Colorado 
within the Department of Plastic and Reconstructive Surgery. Prior to working in Colorado, she 
worked within the plastic surgery field in Houston, Texas. She is a graduate from the Baylor College 
of Medicine Physician Assistant Program. She holds active leadership roles within the AAPA and the 
Colorado Academy of Physician Assistants. She is also a student preceptor for physician assistant 
students through the University of Colorado PA Program. She recently 
presented at the annual SPAP CME conference in San Diego on the 
topic of surgical emergencies.  

How did your career as a PA start? My first job as a PA was with a 
pediatric general surgery practice in Houston where I had done a 
rotation as a student. Being familiar with the practice and the 
attending helped ease the transition from student to practicing PA, and 
provided a foundation for a positive work environment. Besides 
getting used to my role as a PA and learning a lot about pediatric 
surgery and the healthcare system, the importance of being an 
advocate for patients and for the profession was strongly reinforced. I 
also continued involvement in volunteer leadership with the AAPA 
and was grateful for the chance to make an impact on the profession, 
and ultimately patients, in a different way. 

What does your average day at work look like? My typical day at work involves rounding on 
inpatients for our service, followed by time in the clinic, the outpatient procedure center, or assisting 
in the OR. I am also on-call for our team during the day to help manage our inpatient service as well 
as see hospital and ER consults. I also help run the outpatient wound program as part of my clinic 
responsibilities. 

How did you first hear about SPAP? I first heard about SPAP when I was a student. I really enjoyed 
my pediatric rotations, and was curious to learn more! I got more involved with SPAP in the last 
couple years, and appreciate the role this group plays in providing support, resources and education 
for PAs working in pediatrics. 

Why pediatrics? I really enjoy working with kids and their families, and appreciate the opportunity 
to provide care, education and compassion for the situations bring them to see us in the first place. It 
can often be some of the most trying times for some families and I value the opportunity to help make 
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that burden a bit lighter. Also, kids can be some of the greatest example of being resilient, and 
appreciate the reminders of how kids view the world.  

What is your favorite part of being a PA? I love working as part of a team and am grateful for the 
ability to practice in different specialities and settings. I feel this experience makes us well-rounded 
and effective clinicians.  

Any advice for new PAs or PA students? Always look for the opportunity to learn something. 
Medical practice is complex and understanding more than the medical science behind taking care of 
patients takes time, intention and practice. Continue to set goals for yourself, and consider where you 
would like to be in five or ten years down the road. Look for ways that you can get involved in your 
practice setting, local community or PA profession. It’s never too late to make a contribution!
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