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Background and Objective: Craniofacial surgery for craniosynostosis is one of the most challenging recon-
structive procedures. Restoration of particular functional and anatomic requirements is important for devel-
opment from infancy to adulthood. The purpose of this study is to present the authors’ experience of craniofa-
cial surgery for management of patients with craniosynostosis in Srinagarind Hospital, Khon Kaen, Thailand,
addressing the challenges of diagnosis, management and outcomes, which may be adapted in other develop-
ing countries.

Material and Method: This paper presents the cranial and associated deformities, diagnosis, radiologic
findings, preoperative evaluation, craniofacial and maxillary surgeries and outcome(s) of patients with
craniosynostosis. The care team, made up of neurosurgeons, plastic surgeons, radiologists, ophthalmologists
and pediatricians, established the Tawanchai Center’s protocol for craniosynostosis, to manage the timing of
craniofacial procedures from infancy to adulthood.

Results: The physical examination and radiologic findings of three patients, two with sagittal synostosis and
one with plagiocephaly are reported. The clinical, craniofacial and maxillofacial surgeries and long-term
outcomes of another three patients were studied, one with Apert syndrome and two with Crouzon syndrome.
All the latter three patients were lost to follow-up after the initial post-surgical visit. At that time, there were
appropriate surgical results vis-a-vis appearance and satisfaction from the perspective of the two patients
with Crouzon syndrome and their families. One of the patients with Crouzon syndrome received normal
education supported by a successful family, while the other was still continuing her studies at school with
good progress. The patient with Apert syndrome continued to live with his parents. Additional reconstructive
surgery is recommended for all three patients. Economic problems and lack of adequate information were the
main reasons for their discontinuing follow-up appointments.

Discussion and Conclusion: Systematic physical examination and radiologic assessments by the craniofacial
team are critically important for diagnosis, evaluation, planning of management and outcome assessment of
the patients with craniosynostosis. In Thailand and other developing countries, the challenges in manage-
ment of these patients are the development of standard craniofacial surgery, craniofacial team management
and well-coordinated care, planned surgeries and outcome assessments from infancy to adolescence. A sup-
portive government health system and establishment of a craniofacial center and foundation is needed in
order to support and provide proper care for these groups of patients.
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Craniosynostosis is the premature fusion of
one or more cranial sutures leading to suture-specific
deformity of the cranial vault, cranial base, and facial
bones, and can involve any of the cranial sutures,
including sagittal, lambdoidal or coronal. Hippocrates'”
described cranial deformities and their relationship with
cranial sutures while Galen described the significance
of cranial sutures by patients with headache and
exophthalmos, with too few sutures®®.

The physiology of an abnormal skull shape
was first described by Virchow in 1851, who stated that
skull growth is arrested in a perpendicular direction to
the closed suture which causes compensatory over-
expansion to take place®. He also published the first
classification correlating site of suture synostosis with
the head shape. Craniosynostosis can occur as non-
syndromic or syndromic craniosynostosis. Its etiology
remains unclear and occurs at an estimated birth
incidence of 0.4 per 1,000 births®.

Types of craniosynostosis were defined by
Cohen in 1986©® as simple (coronal synostosis and
metopic synostosis), complex (coronal and sagittal
synostosis and sagittal and metopic synostosis),
primary (coronal synostosis, sagittal synostosis, and
coronal and sagittal synostosis), secondary
(hypertelorism and rickets), isolated (sagittal synostosis
and coronal and sagittal synostosis) and syndromic
(Apert, Crouzon and Carpenter syndromes).

The first surgical repair of craniosynostosis
was performed by Lannelongue in 1892©, The earliest
techniques were linear craniectomy and fragmentation
of'the cranial vault. In 1967, Tessier published the results
of craniosynostosis surgery by intracranial approach
to correct the recessed forehead and supra-orbital
region”, Cranial vault reconstruction with fronto-orbital
advancement to correct bilateral coronal synostosis
was reported by Persing et al®, and Cohen et al®.

Surgical reconstruction of craniosynostosis
has evolved from simple “suturectomy” to extensive
cranial vault, fronto-orbital and mid-face reconstruction.
Among the recently advanced techniques are minimally
invasive techniques for craniosynostosis repair
reported by Vicari'?, and distraction osteogenesis to
reconstruct the fronto-orbital and cranial vault
abnormalities'). Restoration of particular functional
and anatomic requirements is important for optimal
intelligence and neurocognitive development. Early
surgery is recommended to prevent problems such as
cranial vault reconstruction during the first year of
life?.

The purpose of this study was to present the
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authors’ experience with craniofacial surgery for
management of patients with craniosynostosis at
Srinagarind Hospital, Khon Kaen, Thailand, while
addressing the challenges in diagnosis, management
and outcome and to offer this experience for developing
craniofacial surgery in other developing countries.

Material and Method

The protocol of this study has been reviewed
and approved by the Ethics Committee of Khon Kaen
University, based on the Declaration of Helsinki and
written informed consent was obtained for each
patient.

Diagnosis and Preoperative Evaluation

The child with craniosynostosis demons-
trates classic patterns of cranial deformities which are
due to the inability of the skull to expand in a direction
perpendicular to the stenosed suture, such as in sagittal
synostosis (scaphocephaly), coronal synostosis
(brachycephaly), unilateral coronal synostosis
(plagiocephaly), metopic synostosis (trigonocephaly)
and lambdoid synostosis (plagiocephaly). It is believed
that extensive involvement of the cranial base sutures
in syndromic craniosynostosis may result in profound
mid-face hypoplasia with exorbitism and malocclusion.
There may be a varying incidence of an associated
increase in intracranial pressure and developmental
delay seen more commonly in multiple suture and
syndromic craniosynostosis.

After team consultation for a patient with
craniosynostosis, a comprehensive and systematic
evaluation is performed for appropriate diagnosis and
evaluation of associated and related deformities,
including differentiation between non-syndromic and
syndromic craniosynostosis. Patients who require
craniofacial surgery are thoroughly evaluated,
including a detailed, pre-operative history and
physical examination vis-&vis function and aesthetics
by a plastic surgeon, a neurosurgeon and an
ophthalmologist.

The size of the brain triples during the first
year of life and there may a disparity between brain size
and intracranial volume leading to an increase of
intracranial pressure. Fundoscopic examination by an
ophthalmologist is performed to identify papilledema,
an indicator of increased intracranial pressure. A skull
series is used to evaluate the cranial sutures for
evidence of sutural fusion and signs of increased
intracranial pressure. Ultrasonography, computed
tomography (CT) and three-dimensional CT are
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essential for assessment of the brain and cranial vault
anatomy as well as for checking for signs of
hydrocephalus, increased intracranial pressure and
other pathologic neuroanatomy. The frequently
associated radiologic findings with increased
intracranial pressure are “thumb printing” or the beaten-
copper appearance of the skull. Information derived
from these imaging studies is important for pre-
operative consideration.

Craniofacial Surgery for Craniosynostosis

The correction of deformities of a child with
craniosynostosis is accomplished through a protocol
requiring a series of operations according to the period
of growth and development of craniofacial
skeleton. Cranial vault remodeling is indicated in
craniosynostosis with intracranial hypertension
regardless of the patient’s age to prevent ocular
damage and other neurologic injuries?.

At Srinagarind Hospital, the team care
(including neurosurgeons, plastic surgeons,
radiologists, ophthalmologists and pediatricians) has
established a protocol and system for evaluation,
consultation and management of patients with
craniosynostosis. Table 1 presents the protocol for
dealing with cleft lip-palate and craniofacial deformities
(i.e., craniosynostosis) at The Tawanchai Center at
Khon Kaen University.

Intraoperative Management

After assessment, evaluation, pre-operative
management and anesthesia, craniofacial surgery is
performed by a plastic surgeon who dissects the scalp
soft tissue and provides exposure of the calvarium.
Then a neurosurgeon performs a craniotomy and further
extradural dissection. Adequate exposure is required
for fronto-orbital advancement, orbital exploration and
temporo-parietal barrel-staving. Traction sutures are
used to affix the dura to advance the bone fragment.
The bone flaps are replaced after re-modeling and re-

positioning. Wirings or absorbable plates and screws
are preferred for bony fixation.

Patient Reports
Patient 1 - Sagittal Synostosis

Fig. 1 shows the patient with sagittal
craniosynostosis and a scapho-cephalic head shape
with long antero-posterior diameter, bitemporal
narrowing and prominent occiput.

Patient 2 - Sagittal Synostosis

Photos and plain films of another patient
with sagittal craniosynostosis demonstrate a scapho-
cephalic head shape (Fig. 2).

Fig. 1 Patient with sagittal craniosynostosis demonstrat-
ing a scapho-cephalic head shape

Fig. 2 Patient with sagittal craniosynostosis (A) shows the
scapho-cephalic head shape. Plain films of skull in
frontal (B) and lateral (C) projections show premature
synostosis of the sagittal suture with elongation of
the calvarium in the occipital-frontal direction and
decreased transverse axis of the calvarium

Table 1. The Tawanchai Center’ s protocol for craniofacial procedures, particularly for patients with craniosynostosis

Procedures

Timing (Age)

Ventriculo-peritoneal shunt, strip craniectomy, fronto-orbital advancement,

cranial vault remodeling

Secondary fronto-orbital advancement/ cranial vault remodeling, LeFort I1I

osteotomy and mid-face advancement
Monobloc fronto-facial advancement, mid-face distraction
Orthognathic surgery, rhinoplasty

Infancy (younger than 1 year)
Early childhood (younger than 6 years)

Late Childhood (younger than 12 years)
Adulthood (18 years or older)
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Fig. 3 Patient with unilateral coronal synostosis and bilat-
eral lambdoid synostosis

Fig. 4 Plain films (A, B, C) and CT scans (D, E, F, G) of a
patient with unilateral right coronal synostosis and
bilateral lambdoid synostosis

Patient 3 - Plagiocephaly

Plagiocephaly is the common term for cranial
asymmetry. Photos (Fig. 3) and radiologic findings (Fig.
4) of a patient with unilateral right coronal synostosis
and bilateral lambdoid synostosis demonstrate frontal
flattening of the right side and the right ear pulled
toward the affected right coronal suture with bilateral
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Fig. 5 Patient with Apert syndrome demonstrates a
turribrachycephalic calvarial deformity, exorbitism,
maxillary hypo plasia (A, B, C), papilledema (D) and
complex syndactyly of both hands and feet (E, F, G)

Fig. 6 Patient with Apert syndrome show the shape of the
skull during the operation (A, B) which indicated
increased intracranial pressure present on the inner

occipital flattening. Plain films and CT scans
demonstrate the presence of: 1) increased convolutional
markings (or thumb-printing) of the inner table of the
calvarium; 2) the unilateral harlequin sign; and, 3) the
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cranial base deviating toward the affected side.

Fig. 4, plain films of the skull in frontal (B) and
lateral (A and C) projections, show: 1) premature closure
and ridging of the bilateral lambdoid sutures; 2)
flattening of the occipital squamosa; and, 3) a squamosa
narrower than normal. Premature closure of the right
limb of the coronal suture caused lifting of the roof of
the right orbit into a more oblique position (harlequin
appearance). There is an increased height of the skull
caudad to the cephalad and a decreased antero-
posterior dimension. Increased convolutional markings
(thumb-printing) indicate long-standing increased
intracranial pressure.

Frontal (D), apex (E), basal (F) and skull base
(G) views of the three-dimensional CT reveal
characteristic deformities of plagiocephaly: flattening
of the ipsilateral fronto-parietal region, elevation of the
ipsilateral sphenoid wing and tilting of the right orbit,
and a cranial base deviated toward the right side. Small
anterior cranial fossa and relative enlargement of middle
cranial fossa are also seen.

Patient 4 - Apert Syndrome

A male patient, living in Khon Kaen Province,
first presented at the age of 9 months in 1993 with a
turribrachycephalic calvarial deformity, severe
exorbitism, maxillary hypoplasia and complex
syndactyly of both hands and feet. Papilledema was
also demonstrated on fundoscopic examination (Fig.

Fig. 7 Early results at age 2 in 1993 (A, B, C) and follow-
up at age 18 (D, E, F). Hands and feet left untreated
(G H, D
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5).

Fronto-orbital advancement with total cranial
vault remodeling through a coronal incision was
performed at the age of 9 months. The sign of increased
intracranial pressure was also seen on the inner side of
the skull during the cranial vault remodeling (Fig. 5).

Due to the family’s poverty, the patient could
only be taken for a few follow-up visits when he was
young and so did not contact with the hospital until he
was 18 (in the year 2010), not having had any additional
surgery or other management. Fig. 7 shows early and
late results.

He was the second child of his mother and
lived with his grandmother because both of his
parents worked in another province. He studied until
he finished primary school but could not continue his
education because of: 1) scholastic limitations; 2)
teasing from peers at school; and 3) economic and

Fig. 8 Patient with Apert syndrome at his house with his
grandmother in 1995 and during The Tawanchai
Foundation team visit in 2010

Fig. 9 Patient with Crouzon syndrome with turribrachy-
cephalic calvarial deformity, shallow orbits,
exorbitism, strabismus, mid-face hypoplasia and
malocclusion with anterior open bite
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transportation problems.

His parents were afraid of his undergoing a
high-risk operation, not being aware of the qualified
team of surgeons at Srinagarind Hospital. When the
team visited his home (Fig. 7), he still had his hospital
appointment card because he still hoped for surgical
correction if there ever was financial support.

Patient 5 - Crouzon Syndrome

A female patient, from Mahasarakam
Province, presented in 1993 at 8 years of age with
turribrachycephalic calvarial deformity, shallow
orbits, exorbitism, strabismus, mid-face hypoplasia,
malocclusion with anterior open bite (Fig. 9). Fronto-
orbital advancement was performed at 8 years of age
(Fig. 10).

She underwent LeFort III mid-face
advancement a year later, but was lost to follow-up
until the age of 25. At the time of the team visit in 2010,

-

Fig. 10 Fronto-orbital advancement in the patient with
Crouzon syndrome. She underwent LeFort ITI mid-
face advancement a year later, but was lost to follow-
up until the age of 25. At the time of the team visit in
2010, she still had mild headaches and problems
with her left eye.

Fig. 11 Patient with Crouzon syndrome at age 3 (A, B, C)
and during the last visit at age 25 (D, E, F)
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she still had mild headaches and problems with her left
eye.

Owing to poverty, the patient stayed in a small
hut with her mother. Later, she received support from a
donation and the government for a new house (Fig.
12). She did well in school finishing secondary school.
At the time of this report, she was married with two
normal sons. Her reasons for refusing to go for follow-
up and further surgery were: 1) fear of the high-risk
surgery; and, 2) worry over who would take care of her
sons if she died during the surgery. After the team
visit, however, she decided to go to see the doctors at
Srinagarind Hospital for additional treatment.

Patient 6 - Crouzon syndrome

A female patient, living in Mukdaharn
Province, visited Srinagarind Hospital in 1999 at the
age of 3. She presented with turribrachycephalic
calvarial deformity, shallow orbits, exorbitism and mid-
face hypoplasia (Fig. 13).

The patient received fronto-orbital
advancement in 1999 and schedule for maxillary surgery
was planned but she was lost to follow-up because of
problems getting to treatment and poverty. She lived
with her parents and had a normal brother and a normal
sister. The household income was unstable. The parents
were also taking care of their grandchild and did not
have the time to take her to hospital for continuity of
treatment and follow-up.

During The Tawanchai Foundation visit, her
mother said that she hoped for additional surgery. In

Fig. 12 Patient with Crouzon syndrome. A and B taken in
1995 while the patient was at school and with her
mother in the old house. C and D taken in 2010, show
the new house constructed by the government, and
the visit from The Tawanchai Foundation Team
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Fig. 13Patient with Crouzon syndrome presenting with turribrachycephalic calvarial deformity, shallow orbits, exorbitism
and mid-face hypoplasia

Fig. 14 Patient with Crouzon syndrome after fronto-orbital advancement at the age of 4 years (A, B, C) and during the
follow-up visit at 14 years of age (D, E, F)
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2010, the patient was 14 and doing well in school at
secondary level (top 10 in her class) and was not being
teased about her abnormalities.

Discussion and Conclusion

In 1996, the Team Standards Committee of the
American Cleft Palate-Craniofacial Association
recommended the standards for a Craniofacial Team
(CFT). The goal of such a team is to provide coordinated,
properly sequenced evaluations and treatments, and
with comprehensive clinical records, keeping in mind
the framework of the patient’s overall development,
medical and psychological needs!®. The complex
nature of many types of craniofacial anomalies often
necessitates multiple operative procedures at the
different stages of growth and development.

Longitudinal follow-up is therefore necessary
until at least 21 years of age when craniofacial and jaw
growth is expected to have ceased. Specific
components of the peri-operative evaluation of
craniofacial surgery should be based on type of
anomaly and the craniofacial zones affected.
Reconstructive surgery of the craniofacial region may
include soft and hard tissue remodeling, reconstruction,
grafting, distraction and implantation. A secondary
procedure should be planned for dealing with any
persistent, residual deformities that were not corrected
or that have resulted from a previous surgery, as well
as for evaluating organ function, effects of growth and
attainment of maturity!'?.

The problems of infant patients with
craniosynostosis may include increased intracranial
pressure, hydrocephalus, mental retardation and visual
abnormalities. Later problems may include craniofacial
disproportion, dental problems, dental malocclusion,
psychosocial stigma, as well as disturbed growth and
development. Systematic physical examination and
radiologic assessment by a craniofacial team are critically
important for diagnosis, evaluation, planning of
management and outcome assessment of these groups
having severe craniofacial malformations.

In Thailand, and other developing countries,
the challenges of the management of craniosynostosis
include the development of standard craniofacial
surgery with appropriate craniofacial team composition
and well-coordinated care. The proper protocol should
be adapted but is still comparable to the universal
standard. The challenges of management during
infancy are proper diagnosis, evaluation and
management of urgent problems, while the challenges
of management during craniofacial growth are
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opportunities to follow-up and an evaluation of these
patients at the critical period of the development.

Besides including neurosurgeons, plastic
surgeons, ophthalmologists and pediatric craniofacial
anesthesiologists, the authors suggest that an
interdisciplinary team should include orthodontists,
psychiatrists, social workers and cleft coordinators.
Key factors that will assist with the overall treatment
include: 1) financial support if necessary, 2) support
for transport to a treatment center, 3) provision of
education and information to patients and their parents;
and, 4) health support.

Since these groups of patients have complex
problems needing interdisciplinary craniofacial team
management, a craniofacial center is needed as a referral
center with super-tertiary care. Indeed, the esta-
blishment of “The Tawanchai Foundation for Cleft Lip-
Palate and Craniofacial Deformities” has contributed
to the future care of these groups of patients.

Further research in the epidemiology,
prevention, improvement of care and outcome
evaluation should also be conducted. Further
innovative surgeries such as minimal invasive surgery,
distraction osteogenesis and tissue engineering should
be considered.

Acknowledgements

The authors thank Associate Professor
Somkiat Asawaphureekorn for a photo of fundoscopic
examination, Mrs. Suteera Pradubwaong, Mr. Krisda
Simmalee and Mr. Supachai Wongchuen for the home
visit program and “The Tawanchai Foundation for Cleft
Lip-Palate and Craniofacial Deformities” for its supports
for this paper, and Mr. Bryan Roderick Hamman and
Mrs. Janice Loewen-Hamman for assistance with the
English-language presentation of the manuscript.

References

1. Fairman D, Horrax G. Classification of craniosynos-
tosis. J Neurosurg 1949; 6: 307-13.

2. Bartholini T. Anatomia. Kjobenhavn: Denmark;
1651:485.

3. Virchow R. Uber den cretinismus, namentlich in
Franken, und uber pathologiside Scadeelformen.
Verh Phys Med Gesamle Wurzburg 1851; 2: 230-
56.

4. Hunter AG, Rudo NL. Craniosynostosis I. Sagittal
synostosis: its genetics and associated clinical
findings in 214 patients who lacked involvement
of coronal suture(s). Teratology 1976; 14: 185-93.

5. Cohen MM Jr. Craniosynostosis: diagnosis,

S31



10.

S32

evaluation and management. New York: Raven
Press; 1986.

Lannelongue M. De la craniectomie dans la
microcephalie. Compt Rend Seances Acad Sci 1890;
50:1382-5.

Tessier P. The definite plastic surgical treatment of
the severe facial deformities of craniosynostosis:
Crouzon’s and Apert’s Diseases. Plast Reconstr
Surg 1985; 80: 195.

Persing JA, Jane JA, Delashaw JB. Treatment of
bilateral coronal synostosis in infancy: a holistic
approach. J Neurosurg 1990; 72: 171-5.

Cohen SR, Kawamoto HK Jr, Burstein F, Peacock
WI. Advancement-onlay: an improved technique
of fronto-orbital remodeling in craniosynostosis.
Childs Nerv Syst 1991; 7: 264-71.

Vicari F. Endoscopic correction of sagittal cranio-
synostosis. Presented at the American Society of
Plastic and Reconstructive Surgeons,

11

12.

13.

14.

15.

Presymposium. San Diego, CA; 1994.

Molina F. Distraction of the premaxilla. In:
McCarthy JG, editor. Distraction of the craniofa-
cial skeleton. New York: Springer-Verlag; 1999: 308.
Renier D, Marchac D. Discussion of “longitudinal
assessment of mental development in infants with
nonsyndromic craniosynostosis with or without
cranial release and reconstruction,” by Kapp-
Simon K, et al.. Plast Reconstr Surg 1993; 92: 840-
L.

McCarthy JG, Hollier JR. Reconstruction: cranio-
synostosis. In: Mathes SJ, editor. Plastic surgery.
2% ed. Philadelphia; Saunders; 2006: 465-93

The Team Standards Committee of the American
Cleft Palate-Craniofacial Association. The Cleft and
Craniofacial Team. Chapel Hill, NC: ACPA; 1996.
The American Cleft Palate-Craniofacial Associa-
tion. Parameters for evaluation and treatment of
patients with cleft lip/palate or other craniofacial
anomalies. Chapel Hill, NC: ACPA; 1998.

J Med Assoc Thai Vol. 93 Suppl. 4 2010



msusnAsszuaslunuluyilaasiladuaaalnda: Anunimigluaiy n1sidadse
N19SNHT URSHAANE | UTEELENd

lagdng sulnma, vasAa 111945y, Us19au7 191994

a o 'Y 4 ' e o ¥ ¥ A o = o N
{INW@\”L@?JQWQ#??JW\?FI.’ ﬂqfﬂqﬂﬂﬁiﬁzééﬁzzﬂwuqzufgﬂQFJF’??quZ@éﬂu@@ﬂZﬁ]ﬂ@LﬂuVﬁ]ﬂn’]?WﬂJﬂ?'ﬁJ

[2 ' ] v v i i

NINIENINBELINUES NITANANIWTIA1UUUITN N19N1911uaen18Tn1ATudvaTumenisimuinig

v
o

sauminautug gy SagUszasprasntsinmaieil Aenisiiausyszaunisniaesy nus lun1sunsa
Fi“'ﬂ:mmﬂuwuy’zsluglyﬂlommﬁfﬂéﬁu@@nfmﬁzv lulsenenuraasunsuns sandinzeuuny Ussnalng
Ingiuiinarum e lua1un173dase n1ssnm waswaans deeraulusegna 1o la luszinad
AR

TAAUAEIENIS: yianusinausndntndesnsluandsssuazanufin1sdy n1sidasunisasiany
119598 mstsziduneuniausa mm'w”mﬁmmmﬂumyﬁLmsxn’zm'm‘“ﬁmsx@nzvlounmm@ﬂumyﬁ
me@m?s‘”nwwjﬂqm?71??@6?114@@@?&15@ ﬁ.llﬂ’75‘@1,!,@ﬁﬂ?::ﬂ’f)ilﬁ)y’JElﬁ/ﬁElLLW‘VlEIr?:,’ililﬂﬁ‘;’ﬁ’m AaLunme Anua
Fafunwng @”nmmmf UAZNITUNNE Ym”n"wummowwmmLm5‘”m:mwwﬁmmfvxﬁlumyﬂuiﬂlm
peillafusealnfa 1995 smvmwmmmumouﬁummoﬂwiwm'w@qﬂuﬂmxouﬂnﬂ

NANITANE: wuwuﬁmm')ummmm@?wmmmmnymmNmmwmmwﬂm 2 g 7idinnaz sagittal
synostosis UaE ,o/ag/ocepha/y m_/fJE/ 3 8 ‘Vi'Zﬁ)?un’)?mtf’)fﬁ)ﬁ/ﬂ’]?ﬂ’)ﬁiﬁ)ﬁi?bf&t@ﬂﬂ‘i/m? Lﬁun@;ummi
witlasa 1 28 Lmsxn@mmmifﬁ%m 2 38 mjom/m 3 718 9IANTAAAINNTINE AUUATNTZEZUTINAY
mimmmm?mmYumugﬂsmmzmmmwaYﬁvmqgﬂqmmmmmm iumgﬂozm@mmmifm%m 2 78
Wluiiumela Tnggiaangueinisiasaes 1 9o mdedne ulrafow uasdnanisouey luszaus
gbﬂlozng'z/@’m’)ﬂmi/@i?ﬁ;ﬁ/‘”q@m”ﬂ@g/'n”um@mfo gyilloﬂzmmﬂimyfum? WA T AUATHAT 1T
LTIy‘Vi’lﬁ)’/’)mﬂ?Hjﬁ’% ﬂﬁ?ZN’Zﬁyf/ﬂﬂ”ﬂ%I@ﬁLﬁENW@ Lﬂumm@ﬁﬁ"m”zy ABNNITVIANITAAAINNIFIN

agil: f7’73‘573‘0@5",’7\7f7’)E/LL@::?J?::LJ\QIMV)’)\nyﬁlsﬁﬁlﬂvﬁl@Ell’lxuﬂuﬁ‘:,’?_l?_lz‘ﬁ)Elifldim’73‘@LLﬁ%l”ﬂ,Qﬂﬁld?tfé’ uazlum
dnanaTud1usuni933a8e n191seidu N199NUNUN 75N Lm:m?ﬂ?mﬁuﬁmmﬁnmYu;jﬂ'm
ﬂmﬁfﬂéﬁu@mZmz?zvijizmﬁYwmmxﬂ?:mﬁn"ﬁ@”ow”wmﬁ'w] mmw”’)'Vz7mmnfm‘"nmwmgﬂbmmlﬁfj Ag
ML TR TR Lm:slwuyvﬁaﬁummgmn’)?@”mmiw“'mm?@u@ pudszuazlum uaznisUsza
N9 N7 ANITIIUNUN 75N Lm:m?Umﬁug”ﬂloE/ﬁzzmm'ﬂouﬂum@mﬂwﬁmyl FEULAIFITUG Y
veaLlsnAT ﬂ’)?ﬁlvﬁ)ﬁlz\‘)f]uﬁlrﬂ’)i@LL@%lyi/,QEIVQVﬂ’I?ﬁiH;’ uazlummin uazyaidsdnrnailugsunisgua

o v S oo
Myn1zaNyevgy /a1l luLlszimaAn AL

J Med Assoc Thai Vol. 93 Suppl. 4 2010 S33



