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Information Statement 
 

BABY’S HEAD SHAPE 

 
To Reduce the Risk of Sudden Unexpected Deaths in Infancy (SUDI), including SIDS 

and Fatal Sleep Accidents 
 

1. Sleep baby on the back from birth, not on the tummy or side 
2. Sleep baby with face uncovered (no doonas, pillows, lambs wool, bumpers or soft toys) 
3. Avoid exposing babies to tobacco smoke before birth and after 
4. Provide a safe sleeping environment (safe cot, safe mattress, safe bedding)  
5. Sleep baby in their own safe sleeping environment next to the parent’s bed for the first 

six to twelve months of life 

 
• Positional plagiocephaly is a flattened spot on the head that can develop if a baby lies with 

their head in one position for long periods of time 

• There is no evidence to suggest that plagiocephaly affects brain development 

• For the majority of children, plagiocephaly is preventable. Ways to prevent or treat 
plagiocephaly include: 

 
o Always place baby to sleep on the back. Alternate baby’s head position (left or 

right) when placed to sleep  
o Do not place baby in the seated position for long periods  
o From birth, offer baby increasing amounts of time playing on the tummy while 

awake and watched by an adult 
o Alternate the holding position when feeding baby i.e. hold in left arm for one feed 

and the right arm for the next feed 

 
 

Flattened spots that develop on a baby’s head, particularly to the side and back of the head, occur 
as a result of prolonged mechanical forces on the baby’s rapidly growing skull. The term used to 
describe this type of misshapen head is positional plagiocephaly.1,2 

 
Plagiocephaly may occur before or during birth (eg. breech position or multiple fetuses)1-3, 
although it tends to occur more often in the postnatal period, particularly if the baby has a 
positional preference (baby favours placing their head to one side) and/or the baby spends long 
periods of time with their head in a constant resting position.1-4 
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RISK FACTORS 
 
Positional plagiocephaly is a relatively common condition, with an estimated prevalence between 
10-30%.1,4 Studies 1,4-8 have demonstrated that risk factors associated with the development of 
plagiocephaly after birth include: 
 

• Male gender 

• Prematurity 

• First born babies 

• Multiple births 

• Positional preference (baby’s head to one side during sleep/changing) 

• Babies who have a difficult or assisted delivery (eg forceps or vacuum extraction) 

• Limited neck rotation at birth 

• Only bottle feeding & positioning baby to same side when bottle-feeding 

• Lack of supervised tummy time when awake: < 3 times per day  

• Slow achievement of motor milestones 

• >20hrs spent on back both awake and asleep 

 

Positional plagiocephaly is more common in younger babies, with rates increasing from 6 weeks of 
age to a peak at 4 months.1,2,4 Providing that the baby does not constantly rest his or her head on 
the flattened area, the vast majority of babies with positional plagiocephaly improve spontaneously 
without any treatment as the baby gains head control and a full range of neck motion.9-11   
  
Currently there is no evidence to suggest that positional plagiocephaly affects the development of 
the baby’s brain, although babies who have slow achievement of motor milestones are more likely 
to develop positional plagiocephaly due to reduced head and neck control.1,11-13 For the very small 
number of babies who experience persistent and uncorrected positional plagiocephaly, uneven 
growth of the face and head may alter the baby’s physical appearance and may cause problems 
with chewing or eating. Parent counselling and education, mechanical adjustments using 
positioning strategies, and physiotherapy are recommended, with only severe cases resorting to 
the use of specially designed helmets to correct the deformity.14-16 Currently there are few studies 
demonstrating the efficacy of helmet therapy, and there are considerable costs, inconvenience, 
possible complications and problems with compliance associated with their use.2,14-17 

 
For the majority of children, positional plagiocephaly is a preventable condition.2,16 Studies have 
demonstrated that if positional plagiocephaly is not present at birth it is unlikely to occur at all 1,3 
and plagiocephaly at birth is not a predictor for positional plagiocephaly at 7 weeks of age.1,3,6 
 
A recent study has also demonstrated that there was no significant relationship between supine 
sleeping and the development of plagiocephaly; the babies’ positional preference and infant care 
practices used by parents including the frequency of supervised tummy time, played a greater 
role.3   
 
Tummy time, while awake and supervised, is very important for a baby’s motor development.13  
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PREVENTION AND TREATMENT 
 
Positional plagiocephaly may be prevented or treated by simple repositioning techniques and by 
minimising pressure on the head when baby is awake.2,3,17 These simple measures are most 
effective if implemented from birth. For most babies, regular repositioning of the baby’s head 
before the baby is 4 months old will result in optimal outcomes 1,2,9,16  
 

• Always sleep baby on the back, not on the tummy or side.18,19 

• Alternate the head position each time the baby is put down to sleep (left and right).2,17,20 

• As babies become more alert and interested in the environment they like to look at certain 
objects before falling asleep, sleeping baby at alternate ends of the cot will encourage him or 
her to look in different directions. Changing the position of the cot in the room may also have 
the same effect.17,20 

• When the baby is awake, minimise the time that the baby spends lying down with pressure on 
the same part of the head by carrying and cuddling baby in upright positions, or use a 
sling.1,2,5,17,20  

• Avoid prolonged periods in car seats, strollers, swings and bouncers as this places additional 
pressure on the back of the head.1,2,5,9,17  

• From birth, give baby increasing amounts of side lying6 and tummy time to play 1,2,9,17,20 on a 
firm surface when awake and being observed by an adult but never put baby on the side or 
tummy to sleep.  

• Alternate the holding position when feeding baby i.e. hold in left arm for one feed and the right 
arm for the next feed.1,2,5 

• Devices that restrict the movement of a baby or the baby’s head are not recommended.16,19 

• Do not use the side sleep position to prevent positional plagiocephaly. The side position is 
unstable and unsafe; the babies are at a greater risk of rolling on to the tummy.18,19  

 
A small number of babies may develop positional plagiocephaly as a result of tight muscles on one 
side of the neck, a condition known as torticollis or wryneck.1,17,21 These tight muscles can make it 
difficult for the baby to turn their head, so that the head rests in the same position.1,17,21 If the baby 
has a strong preference for turning the head to one side, or has difficulty turning their head please 
consult a doctor or community child health nurse who can arrange for appropriate physiotherapy 
treatment and follow-up care for the baby.1,11,17,21 

 

Place baby on the back to sleep 
Babies should be placed on their tummy to play several times per day, from birth, as tummy 
time is important for a baby’s motor development and is one of the most effective strategies 
for reducing the risk of positional plagiocephaly. Tummy time should only occur when baby 
is awake and observed by an adult to ensure that the baby maintains a clear airway and 
does not fall asleep. 

 
The SIDS and Kids Safe Sleeping program is based on scientific evidence and was developed by 
Australian SIDS researchers, paediatricians, pathologists, and child health experts with input from 
overseas experts in the field. The 87% drop in SIDS deaths and the 5,000 lives that have been saved 
is testament to the effectiveness of the program.  
 
For further information visit the SIDS and Kids website at www.sidsandkids.org or phone us on 1300 
308 307.  
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