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Q&A 
 

Q: What is your stance on helmets for mild plagiocephaly? Does the literature support 
its use?  
A: The vast majority of children with mild and moderate plagiocephaly will achieve 
excellent cosmetic results with or without intervention. Helmet therapy for positional 
plagiocephaly is a reasonable option. When I counsel patients, we compare the harms 
(financial cost) against the benefit (more complete correction of head shape at an 
earlier age). 
 
Q: As a General Peds, patients/parents self-refer (infants) to helmet/band companies 
that do the evaluation and send an "order" for us to sign. I have not encountered a 
family that has not required a band/helmet when they self-refer. Many from my point of 
view have positional head changes that are benign. Thoughts?  
A: In the best, most family-centered care, physician counseling would occur PRIOR to 
parents seeing a for-profit orthotist for a benign and often self-limited condition. Helmets 
have a place in our treatment plans after families are well informed. 
 
Q: Is there any benefit to getting an ultrasound on the young infants <6 months to rule 
out craniosynostosis? 
A: Although ultrasound can help evaluate sutures, the performance is variable based 
on the technician and interpreting radiologist. I worry about false-negative (“missed”) 
cases somewhat. We use clinical history of head shape and physical exam to identify 
candidates for imaging, and primarily use low-dose pediatric protocol CT with three 
dimensional reconstructions for surgical planning, and to rule out other associated 
conditions. When in doubt, we are happy to see and evaluate any kids where there is 
even the slightest question. 
 
Q: Would you recommend referral for 3-month-old with overriding sutures, small head 
(8-10%-ile HCMs) and closing Anterior fontanelle? 
A: We will see them and evaluate their growth, consider a CT scan and ophthalmology 
evaluation based on the clinical presentation of the child. 
 
Q: How many babies do you see who need nothing but observation vs those that are 
true craniosynostosis?  How can we filter those better? 
A: Head shape evaluations are one of the most common conditions that we see. The 
prevalence depends somewhat on the referral practices, but our job is to support our 
colleagues. When there is a question of any kind, that’s what we are here for! 
 



 
 

 
 
 
 
Q: Do you guys recommend primary care PCPs to order a head CT if we are concerned 
for craniosynostosis, or just refer? 
A: It is always a reasonable option for experienced primary care pediatricians to obtain 
appropriate imaging. If there is high suspicion, I would refer first. At Children’s, we have 
a specific protocol for craniosynostosis using low-dose CT scans with 3D reconstructions 
for surgical planning that can be a bit more useful. Quick referral is useful because of 
the timing of endoscopic surgery (2-4 months of age generally, case-by-case).  
Many pediatricians have a wealth of experience and strong judgement on these 
questions, which we value. 
 
Q: Not regarding craniosynostosis. For patients with head circumference crossing 
centiles with no other symptoms, do you routinely recommend cranial ultrasound? 
A: This does vary somewhat on a case-by-case basis, and we would consider head 
circumference in the context of the child’s medical history, fontanelle and sutures. Even 
in children who do not have hydrocephalus, it is important to find benign enlargement 
of the subarachnoid spaces.  
 
Q: Can you clarify again how to differentiate metopic craniosynostosis versus benign 
ridging of the metopic suture? Does age play a role? 
A: Both conditions can be detected in the first weeks and months of life. Metopic 
craniosynostosis contains a spectrum whose severity is determined by the degree of 
associated trigonocephaly. The milder cases having essentially just a metopic ridge with 
no evidence of trigonocephaly (triangular head shape with more acute frontal angle), 
while the more severe cases have significant trigonocephaly. We typically operate 
electively, if at all, for mild-moderate cases and recommend surgery for moderate-
severe cases. 
 
Q: If an older child, 8-10yrs old has an abnormal head shape, can that still be 
corrected? He is developmentally normal. It would just be cosmetic. How old can that 
be done? 
A: If an older child has an abnormal head shape because of fusion of cranial sutures, 
they should be evaluated for signs or symptoms of elevated intracranial pressure 
(headache, abnormal eye movements, lethargy, papilledema, as well as head 
growth). Sometimes, although rare, these children may need surgery (expansion) if 
there is elevated intracranial pressure. The surgery may not correct the abnormal head 
shape, but the goal is to provide more room for the brain if needed. 
 
Q: How do you feel about bifid gluteal clefts? Do they need ultrasounds? 
A: In our practice, most abnormal gluteal clefts receive ultrasounds to check for 
associated intraspinal abnormalities, although the risk of an intraspinal abnormality with 
a truly isolated bifid gluteal cleft is very low. A paradigm of watchful waiting with clinical 
follow-up in truly isolated gluteal clefts is reasonable as well. 
 



 
 

 
 
 
 
Q: I have a now 2-year-old female with a deep sacral dimple. I did a sacral ultrasound 
after birth that was normal and negative for tethered cord. She has otherwise been 
doing well except for the persistence of the dacral dimple that I cannot see the end of. 
Do you recommend referral for this patient? 
A: Typically, if there is an isolated dimple or pit in the midline below the gluteal crease 
or if an US done does not demonstrate a low-lying cord, further work-up is not needed. 
The most concerning dimples are those more than 2.5 cm above the anal verge. That 
being said, we welcome all referrals, particularly if there is a question for further work-up 
or evaluation or for additional opinions. 
 
Q: What is the max age limit for a spinal US? 
A: Although an ultrasound can be done later in age, typically for evaluation of low-
lying cord, 2-4 months of age is probably the latest to get a good acoustic window. If 
there are cutaneous manifestations for concerns of tethered cord, an MRI Spine at 4 
months of age is typically recommended. 
 
Q: What would be the age limit for head US in infants? 
A: Typically, when anterior fontanelle is no longer palpable depending on child, can be 
as early as 3-4 months or as late as 9-12 months. 
 
Q: If we get an ultrasound on a child and it shows BESS, should that still be referred to 
neurosurgery to follow over time? 
A: It’s our pleasure to see any child with BESS whose family would benefit from further 
counseling, particularly if there are any atypical features, developmental delays, 
neurologic concerns, or signs/symptoms of elevated intracranial pressure. However, if 
there are no clinical concerns, a clear radiographic confirmation of BESS should be 
followed with serial head circumference measurements and close clinical follow-up. 
 
Q: I know this wasn’t touched on but microcephaly. What’s a good workup? 
A: The American Academy of Neurology has excellent guidelines for microcephaly 
workups (https://www.aan.com/PressRoom/home/GetDigitalAsset/8479). In essence, 
disproportionate microcephaly >3 SD below the mean should receive MRI imaging. 
Proportionate microcephaly with neurologic signs or symptoms or family history should 
be imaged as well. 
 
Q: In your experience, do certified orthotists have any knowledge of craniosynostosis 
as well? If they detect it, do they usually reach out to the PCP, or do you guys find that 
they commonly miss it? 
A: Orthotists do have a lot of experience evaluating head shape. They do typically 
reach out to neurosurgery and pediatrics if there are concerns. 
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Q: What about delayed suture closure? Should we be concerned if the child’s 
fontanelle stays open until by age 3? 
A: Although there is significant variation in the time to closure of the fontanelle, any 
abnormalities in fontanelle closure are reasonable considerations for neurosurgical 
referral. 
 
Q: Sibling with similar large HC growth near or > 95 percentile, do they need 
neurosurgeon eval if developmentally normal? 
A: Yes, it would be reasonable to refer this child for further evaluation. 
 
Q: If brain atrophy occurs due to craniosynostosis, what should be done? 
A: All children with confirmed or suspected craniosynostosis should be sent to 
neurosurgical evaluation. 
 
Q: Is bilateral indenting of the coronal suture line generally benign variant of normal if it 
is symmetric? 
A: Any concern for cranial ridging would be a reasonable indication for referral to 
neurosurgery. 
 
Q: Should children whose parents have a history of chiari malformation be routinely 
referred to neurosurgery? 
A: Routine referral for asymptomatic children with a family history of chiari malformation 
is unlikely to yield improvement in the health of the child. 
 
 
 


