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ACROCEPHALOSYNDACTYLY

Primary Disciplinary Field(s): Genetics, Developmental Biology, Craniofacial Surgery

1. Core Definition

Acrocephalosyndactyly (ACS) refers to a heterogeneous group of rare, inherited congenital
malformation syndromes characterized by the simultaneous presence of two primary anomalies:
acrocephaly (a malformation of the skull resulting from premature closure of cranial sutures,
known as craniosynostosis) and syndactyly (fusion or webbing of the digits of the hands and feet).
These conditions represent significant developmental errors affecting structures derived from the
cranial neural crest cells and subsequent bone formation processes during early fetal
development. While historically grouped under a single umbrella term, ACS syndromes are how
recognized as distinct clinical entities based on the specific pattern of inheritance, the severity and
type of digital malformations, and the underlying genetic mutation. The unifying feature remains the
irregular development of the extremities (hands and feet) and the head, often leading to challenges
in neurological function, vision, hearing, and motor skills if not addressed through timely surgical
intervention.

The spectrum of ACS conditions ranges from relatively mild presentations, where digital fusions
are primarily soft-tissue webbing, to severe presentations involving complex, bony fusion of
multiple digits (osseous syndactyly) and profound cranial deformation. Crucially, many forms of
ACS are inherited in an autosomal dominant pattern, meaning only one parent needs to pass on
the mutated gene for the child to express the syndrome, though spontaneous mutations (de novo
mutations) are also common, particularly in severe forms like Apert Syndrome. The designation of

ACS as a distinct clinical category emphasizes the etiological link between the aberrant
development of the cranium and the distal limbs, a phenomenon now well-understood through the
lens of molecular genetics, particularly concerning the signaling pathways critical for bone and
cartilage development.

The clinical manifestations of ACS extend beyond simple physical irregularities; premature
craniosynostosis can restrict normal brain growth, potentially leading to increased intracranial
pressure (ICP), developmental delays, and hydrocephalus. Furthermore, the associated midface
hypoplasia--a receding or underdeveloped midface--frequently causes obstructive sleep apnea,
dental malocclusions, and difficulties with hearing due due to middle ear structure abnormalities.
Therefore, the treatment of ACS necessitates a comprehensive, multidisciplinary approach
involving neurosurgeons, craniofacial surgeons, hand specialists, orthodontists, and genetic
counselors, often starting shortly after birth and continuing through adolescence.
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2. Etymology and Historical Development

The term Acrocephalosyndactyly itself is a compound derived from three distinct Greek roots,
providing a precise description of the morphological abnormalities observed in these patients.
'Acro’ (?kpog) signifies 'peak’ or 'extremity,' referring to the pointed or tower-like shape of the skull
(acrocephaly). 'Cephalo’ (kegaA?) means 'head.' Finally, 'Syndactyly' (cuv-0?KTuAog) combines
'syn' (together) and 'dactylos' (finger or toe), describing the fusion of digits. Thus, the term literally
describes the condition of having a peaked head and fused extremities, accurately capturing the
defining features of this group of syndromes.

The historical identification of ACS syndromes proceeded through the definition of specific,
recognizable clinical patterns rather than the group definition itself. One of the earliest and most
well-known syndromes within this category is Apert Syndrome, first described comprehensively by
the French physician Eugéne Apert in 1906, characterized by severe complex syndactyly and
symmetrical craniosynostosis. Later, other distinct clinical patterns were recognized and named
after the physicians who identified them, such as Pfeiffer Syndrome (1964) and Carpenter

Syndrome (first described in 1901 but genetically defined later). This gradual process of
differentiation was critical because, while all exhibited the core ACS triad, variations in the degree
of digital fusion, facial structure involvement, and associated intellectual disability suggested
different underlying causes and prognoses.

The true understanding of the unifying mechanism behind ACS conditions emerged only with the
advent of molecular genetics in the late 20th century. Before this, the conditions were classified
purely based on phenotypic observation. The discovery that many of the most prevalent ACS
syndromes--specifically Apert and Pfeiffer--were caused by mutations in the Fibroblast Growth
Factor Receptor (FGFR) genes provided the crucial link, shifting the classification from purely
descriptive morphology to a unified category based on shared molecular pathophysiology. This
genetic understanding formalized the recognition of ACS as a single spectrum of craniofacial and
digital malformations caused by dysregulation of specific signaling pathways.

3. Key Characteristics and Phenotypic Triad

The clinical presentation of Acrocephalosyndactyly is defined by a triad of major structural
abnormalities, though the severity and specific morphology of each component vary significantly
between the different syndromes within the group. The three core components are
craniosynostosis (resulting in acrocephaly), facial dysmorphism (midface hypoplasia), and limb
anomalies (syndactyly and polydactyly).

The cranial feature, acrocephaly, results from the premature fusion of skull sutures, most
commonly the coronal sutures. This fusion restricts bone growth perpendicular to the fused suture
line, forcing the skull to expand vertically and anteroposteriorly, resulting in a tall, peaked, or dome-
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shaped cranium--often described as a 'tower skull." This restricted growth can have severe
neurological consequences, necessitating early surgical intervention (cranial vault remodeling) to
alleviate pressure on the developing brain. Accompanying the cranial shape alteration is midface
hypoplasia, where the central bones of the face (maxilla and zygoma) are underdeveloped. This
leads to features such as proptosis (bulging eyes), shallow orbits, a concave facial profile, and
crowded teeth, which contribute to significant functional issues like chronic breathing difficulties
and sleep apnea.

The digital anomalies, the 'syndactyly' component, are equally defining. In the context of ACS,
digital fusion is typically bilateral and symmetrical, affecting both hands and feet. The spectrum of
hand involvement is critical for syndrome differentiation: for instance, Apert Syndrome is known
for the most severe form, characterized by a "mitten hand" or "rosebud hand," where multiple digits
are fused both by soft tissue and bone (complex osseous syndactyly). Conversely, Pfeiffer
Syndrome is often characterized by broad or widely spaced thumbs and great toes (hallux varus),
sometimes accompanied by mild soft-tissue webbing (simple syndactyly). These digital
malformations can severely limit fine motor control and require extensive reconstructive hand
surgery, which must often be performed sequentially throughout childhood to maximize function.

4. Classification and Related Syndromes

The classification of Acrocephalosyndactyly relies heavily on the specific genetic locus and the
precise phenotypic presentation, particularly the extent and type of digital involvement. Historically,
the classification system developed by Cohen (1971) grouped related syndromes based on the
similarity of hand and foot involvement. Modern classification is now dominated by the underlying
genetic cause, predominantly mutations in the Fibroblast Growth Factor Receptor genes.

The major syndromes classified under the ACS umbrella, often differentiated by the degree of
syndactyly and associated systemic features, include:

Apert Syndrome (ACS Type I): Characterized by severe, symmetrical, complex osseous
syndactyly involving the first, second, third, and sometimes fourth digits, resulting in a fused mass.
It is caused by specific mutations in the FGFR2 gene. Apert Syndrome is also frequently
associated with an increased risk of developmental delay and structural anomalies in other organ
systems.

Pfeiffer Syndrome (ACS Type V): Distinguished by characteristic broad thumbs and broad great
toes, with variable degrees of soft-tissue syndactyly. Pfeiffer Syndrome is generally linked to
mutations in either FGFR1 or FGFR2. Clinical severity ranges from Type | (classic, good
prognosis) to Type Il and Il (severe craniosynostosis, often "cloverleaf skull," and poor prognosis
due to high risk of neurological compromise).

Carpenter Syndrome (ACS Type I): An important exception, as it is one of the few ACS
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syndromes inherited in an autosomal recessive pattern. While it includes craniosynostosis and
syndactyly, it is also defined by preaxial polydactyly (extra fingers or toes), obesity, and sometimes
heart defects. It is caused by mutations in the RAB23 gene, distinguishing its underlying
mechanism from the FGFR-related conditions.

Crouzon Syndrome with Acanthosis Nigricans: Although classic Crouzon Syndrome (caused
by FGFR2 mutation) involves craniosynostosis and midface hypoplasia, it typically lacks
syndactyly. However, the variant associated with the skin disorder acanthosis nigricans, caused by
a specific mutation in FGFR3, sometimes exhibits digital anomalies, creating an overlap with the
ACS spectrum.

This classification highlights the importance of precise genetic diagnosis, as conditions caused by
different genes (like Carpenter Syndrome vs. Apert Syndrome) have distinct modes of inheritance,
recurrence risks, and associated comorbidities, guiding genetic counseling and clinical
expectations.

5. Genetic Basis and Pathophysiology

The vast majority of Acrocephalosyndactyly syndromes are linked to mutations in the genes
encoding the Fibroblast Growth Factor Receptors (FGFRs), particularly FGFR2, located on
chromosome 10, and, to a lesser extent, FGFR1 and FGFR3. These receptors are critical
transmembrane proteins that mediate cellular signaling necessary for cell proliferation,
differentiation, migration, and survival, playing a particularly important role in osteogenesis (bone
formation) and chondrogenesis (cartilage formation).

The mutations responsible for ACS syndromes are almost universally gain-of-function
mutations. This means the mutated receptor is constitutively active--it signals continuously even in
the absence of the binding growth factor--or it signals with exaggerated intensity. In bone
development, the accelerated and persistent signaling of the FGFR pathway leads to the
premature differentiation of osteoblasts and chondrocytes. This hyperactivity disrupts the precisely
timed process of ossification, causing bone plates (sutures in the skull, and digital bones) to fuse
prematurely. For example, in the skull, accelerated osteoblast activity causes the cranial sutures to
obliterate earlier than normal, leading to craniosynostosis.

In the developing limbs, the same deregulated signaling interferes with the apoptotic mechanisms
necessary to separate the digital rays. During normal embryonic development, the hand plate
starts as a paddle, and cell death (apoptosis) between the future fingers carves out the individual
digits. The gain-of-function FGFR mutations inhibit this localized apoptosis, resulting in the
persistence of soft tissue and, in severe cases, bony bridges between the digits, manifesting as
syndactyly or polydactyly. The specific gene and the precise residue mutation determine the
clinical outcome: mutations in *FGFR2* are heavily associated with the severe hand deformities of
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Apert Syndrome, while mutations in *FGFR1* or *FGFR3* might lead to the differing phenotypes
seen in Pfeiffer or some forms of Crouzon-related ACS.

6. Clinical Management and Treatment

The management of Acrocephalosyndactyly is complex, demanding a coordinated, long-term
approach by a specialized craniofacial team, often initiated in the first few months of life. The
primary goals of treatment are functional: to prevent neurological damage, ensure adequate airway
and vision development, and maximize the function of the hands and feet.

For the cranial component, early neurosurgical intervention is paramount, particularly in cases
where craniosynostosis threatens to increase intracranial pressure (ICP). Procedures involve
cranial vault remodeling and expansion, often employing techniques like distraction osteogenesis,
where bone segments are slowly pulled apart to encourage new bone formation and gradually
increase cranial volume. These procedures are typically performed repeatedly throughout
childhood to accommodate brain growth and correct the craniofacial aesthetic profile. The
management of midface hypoplasia often requires Le Fort osteotomies (advancement of the
midface) during late childhood or adolescence to correct the recessed facial structure, improve
occlusion, and resolve chronic airway obstruction.

For the digital component, sequential hand surgery is necessary to separate the fused digits,
release bony bridges, and reconstruct the joints to improve mobility and dexterity. In severe cases
like Apert Syndrome, separating the digits is critical for function, often beginning around 6 months
to one year of age. This process usually involves multiple operations tailored to the severity and
type of syndactyly, prioritizing the separation of key digits (thumb and index finger) to facilitate
grasping motions. Physical and occupational therapy are essential adjuncts to surgery to ensure
maximum functional recovery after each procedure. Long-term care also includes rigorous follow-
up with ophthalmology, audiology, and specialized orthodontics to address the systemic effects of
the underlying skeletal dysplasias.

7. Significance and Impact

Acrocephalosyndactyly syndromes, though individually rare (with the incidence of Apert Syndrome,
for example, being roughly 1 in 65,000 live births), hold significant importance in clinical genetics
and developmental biology. Clinically, they represent some of the most challenging craniofacial
malformations to manage, requiring highly specialized surgical expertise and extensive resource
allocation throughout the patient's formative years. The successful outcome for individuals with
ACS depends entirely on early diagnosis and access to multidisciplinary care centers.

Scientifically, the study of ACS, particularly the FGFR-related conditions, has provided profound
insights into the fundamental mechanisms governing human skeletal development. The
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identification of specific gain-of-function mutations has elucidated the precise role of the Fibroblast
Growth Factor pathway in regulating bone suture patency and digital patterning. These syndromes
serve as key models for understanding how slight perturbations in major developmental signaling
cascades can result in catastrophic morphological changes, linking the development of distant
body parts (head and limbs) through a shared molecular pathway.

Furthermore, the impact of ACS extends into psychosocial and ethical domains. The visible
physical differences associated with ACS often necessitate supportive psychological intervention
for patients and families. Genetic counseling is crucial, particularly for conditions with autosomal
dominant inheritance, to inform parents of recurrence risks and the potential variability in
phenotypic expression. Ongoing research aims not only to refine surgical techniques but also to
investigate molecular therapies that might modulate the hyperactive FGFR signaling pathway,
potentially reducing the severity of craniosynostosis non-surgically in the future.

8. Further Reading

Acrocephalosyndactyly Overview (NIH Genes and Disease)

National Organization for Rare Disorders (NORD) on Acrocephalosyndactyly

Wikipedia: Pfeiffer Syndrome

Genetics and Pathogenesis of Craniosynostosis (NCBI)
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