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Abstract: Cephalohaematomas are traumatic subperiosteal hematomas of the skull that are usually caused by birth injury.
They are bound between the periosteum and cranium, and therefore cannot cross sutures. Being bound by a suture line
distinguishes them from subgaleal hematoma, which can cross sutures. Cephalohematomas occur in 1-2% of live births.
The incidence increases with ventouse and forceps extraction and thus more common in primiparous mothers. There may
be a greater male predilection. Cephalohaematomas are clinically diagnosed and infrequently imaged. They can be
unilateral or bilateral, and appear as subgaleal fluid collections bounded by suture lines. In the setting of craniosynostosis,
the blood products are able to traverse the affected suture. By 2-3 weeks, they may become peripherally calcified. The
hematoma usually resolves in 2-3 months. Most resolve spontaneously. Cephalohaematomas usually gradually incorporate
into the calvaria by ossification. This report describes a Libyan infant of two months of age, presented with a hard-globular
swelling over the right parietal region. The child was delivered via vaginal delivery, it was a difficult delivery, at birth the
cephalohemtoma was noted. The swelling was initially soft but later became hard. A suspicion that calcified
cephalhematoma could present in such a manner supported by careful history taking and relevant imaging (X-

ray/computed tomography) would help in appropriate evaluation of this benign condition.

Keywords: Cephalohematoma, subgaleal hematoma, calcification, reconstructive surgery, cap radial craniectomy,

Computed tomography scan (CT scan).
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Introduction

Cephalohematoma is a collection of blood between the skull and the peri cranium confined

within the borders of cranial sutures. These hematomas, also known as tumour crania sanguineous [1] are
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often caused by trauma associated with instrument assisted vaginal birth and are usually apparent within
24-72 hours after birth. The majority of cephalohematomas spontaneously resorb within one month of
life, but rarely it may calfiy [2].

Calcified cephalohematoma has inner and outer layers of bone. The inner layer consists of the
foetal inner and outer table of intramembranous calvarial bone and the outer layer is made up of
subpericranial bone formed after separation of the pericranium for the underlying calvarium. For the
purpose of description and to avoid confusion, in this case report the former is referred to as the inner
lamella and the latter as the outer lamella. We classified calcified cephalohematoma into two types; Types
1 and 2, with the distinguishing feature being the contour of the inner lamella in relation to the
surrounding normal cranial vault. Type 1 calcified cephalohematoma has a non-depressed inner lamella
with no encroachment into the cranial vault space while in Type 2, the inner lamella is depressed into the

cranial vault space [2, 4].

Case report
An infant of two months of age, presented with a hard globular swelling over the right parietal
region. The child was delivered via vaginal delivery, at 38 weeks gestation. It was a difficult delivery, at

birth the cephalohemtoma was noted. The swelling was initially soft but later became hard( Figure 1).

Figure (1) Clinical photograph showing swelling over the right parietal scalp.
Ultrasound was done, it was not informative, it revealed irregularities on cortical bone over the
swelling.
Non -contrast CT scan of the brain demonstrated features consisting with type 1 calcified

cephalohemtoma.
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The inner and outer tables of right parietal bone are ossified with intervening organized
hematoma, the inner table is continuing with normal contour of the skull, it has a non- depressed inner

lamellar with no encroachment into the cranial vault space(Figure 2 and 3).
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Figure (3) CT scan of brain (Axial section).

Discussion

As majority of cephalohematomas resorb within a month of birth, they should be expectantly
observed during this period. Aspiration can be attempted for any significantly sized cephalohematoma
when it failed to resolve after a month. Early authors such as Cushing have cautioned against aspiration

for fear of infection and consequently osteomyelitis [2, 3]. This fear is probably unfounded with proper
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technique and prophylactic antibiotics available today [1, 5-6]. This should be done early (before 3-6
months of age) before a significant amount of bone has been laid down by the lifted pericranium. Firlik
and Adelsen [7] reported a case of large chronic cephalohematoma that was observed for three months
without any calcification and was successfully aspirated.

Sarkar et al reported an infant presenting with a large calcified cephalohematoma leading to the
surgical intervention using cap radial craniectomy, and these authors recommend the use of
reconstructive surgery of skull in appropriately selected cases of large calcified cephalhaematoma [8].

The management of calcified cephalohematoma is controversial. Occasionally, they undergo
spontaneous remodeling. Those with secondary craniosynostosis and/or disfigurement are treated
surgically. Simple ossified lesions with no significant cosmetic issues may be conservatively tackled[9].

For calcified Type 1 hematomas, Wong et al. propose an ostectomy of the outer layer while in
Type 2, they have advocated a flip-over bull's-eye craniectomy or a cap radial craniectomy.[10] For
incompletely OC in children <12 months old, Petersen et al. have advocated a “passive cranial molding
helmet therapy” though others have expressed concerns that this might convert a Type 1 into a Type 2
variant[10] .

A differential diagnosis is likely to be missed unless the physician is aware of this rare entity. It can
be misinterpreted as a bony tumor. This is likely to cause unwanted distress to parents. Further,
considering the possibility of calcified cephalohematoma would lead the attending physician to seek
appropriate imaging (X-ray/CT scan) and skip fine-needle aspiration which may be unwarranted in such
lesions. Supported by relevant history and classical CT imaging, the parents could be convinced of such
benign condition which may require just follow-up in cases with no significant cosmetic or cranial
effects[9].

The authors recommended the cap radial craniectomy technique for irregularly shaped calcified
cephalohematomas with a thinned-out inner lamella (type 2) as it allows total reshaping of the outer
lamella to the desired contour[9].

After surveying the literature, the use of reconstructive surgery of skull emphasized and
recommended in appropriately selected cases of large calcified cephalhaematoma as observed in our
case[9].

Awareness and a clear treatment protocol are important for an optimal outcome.

Early aspiration and pressure dressings may prophylactically reduce the incidence of calcified
cephalohematoma. Surgical options depend on the type of calcified cephalohematoma and an excellent

outcome can be achieved with appropriately selected technique.
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conclusion

Cephalohaematomas are traumatic subperiosteal hematomas of the skull that are usually caused

by birth injury. Cephalohaematomas are clinically diagnosed and infrequently imaged. These

Cephalohaematomas are bond by the periosteum and therefore cannot cross sutures. As majority

Cephalohaematomas resorb within a month of birth. A proportion of them will calcify over time. CT scan

is the best imaging modality to diagnose calcified Cephalohaematomas.
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