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ABSTRACT
Objective A recent review reported that the WHO 2006 
growth standards reflect a smaller head circumference 
at 24 months than seen in 18 countries. Whether this 
happens in early infancy and to what extent populations 
differ is not clear. This scooping review aimed to estimate 
the rates of children in different populations identified as 
macrocephalic or microcephalic by WHO standards.
Methods We reviewed population- representative head 
circumference- for- age references. For each reference, we 
calculated the percentages of head circumferences that 
would be classified as microcephalic (<3rd WHO centile) 
or macrocephalic (>97th WHO centile) at selected ages.
Results Twelve references from 11 countries/regions 
(Belgium, China, Ethiopia, Germany, Hong Kong, 
India, Japan, Norway, Saudi Arabia, UK and USA) 
were included. Median head circumference was larger 
than that for the Multicentre Growth Reference Study 
populations in both sexes in all these populations 
except for Japanese and Chinese children aged 1 
month and Indians. Overall, at 12/24 months, 8%–9% 
children would be classified as macrocephalic and 2% 
would be classified as microcephalic, compared with 
the expected 3%. However at 1 month, there were 
geographic differences in the rate of macrocephaly 
(6%–10% in Europe vs 1%–2% in Japan and China) 
and microcephaly (1%–3% vs 6%–14%, respectively).
Conclusions Except for Indians and some Asian 
neonates, adopting the WHO head circumference 
standards would overdiagnose macrocephaly and 
underdiagnose microcephaly. Local population- specific 
cut- offs or references are more appropriate for many 
populations. There is a need to educate healthcare 
professionals about the limitations of the WHO head 
circumference standards.

INTRODUCTION
Head circumference is routinely measured at 
well- baby clinics for health monitoring, in partic-
ular screening for pathological macrocephaly and 
intracranial expansive conditions.1 Head circum-
ference exceeding the 95th or 97th centile of the 
head circumference- for- age reference is the most 
commonly used criterion to determine unusually 
large head size, that is, macrocephaly, for referral 
or follow- up.

A review of head circumference charts published 
in the 1960s concluded that there were ‘no 

significant racial, national, or geographic differ-
ences in head circumference’.2 In 2006, the WHO 
launched the growth standards for children from 
birth to 5 years (WHO standards), stating that 
they describe ‘how children should grow when not 
only free of disease but also when reared following 
healthy practices such as breastfeeding and a non- 
smoking environment’.3 As such, the WHO stan-
dards, including the head circumference- for- age 
charts, have been claimed to be suitable for use 
in all children, regardless of ethnicity. However, 
increasing evidence suggests that the WHO stan-
dards overdiagnose macrocephaly from birth to 
3 or 5 years in Norway, Belgium4 and the UK.5 A 
longitudinal study of breastfed infants from birth to 
12 months in China and a retrospective study of US 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Measuring head circumference is a universal 
practice postnatally and in well- baby clinics.

 ⇒ The diagnostic characteristics of head 
circumference have important public health 
implications.

 ⇒ A recent review reported that the WHO 2006 
growth standards reflect a smaller head size at 
24 months than seen in 18 countries.

WHAT THIS STUDY ADDS
 ⇒ This review of population- specific head 
circumference references found the WHO 2006 
growth standards overestimate head size in 
children under 5 years, particularly in European 
countries.

 ⇒ Compared with WHO standards, Japanese and 
Chinese children had smaller head at birth but 
not after 2 months or older.

 ⇒ Head size and head growth in children varied 
by age and population group.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ Adopting the WHO standards will overdiagnose 
macrocephaly and underdiagnose microcephaly 
among children under 5 years, particularly in 
European countries.

 ⇒ Local population- specific cut- offs or references 
for head circumference are more appropriate 
for many populations.
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infants from 3 days to 2 years observed that the overdiagnosis 
of macrocephaly by the WHO standards increased with age,6 7 
while a study in Ethiopia8 reported larger discrepancies in the 
early months than at 2 years, suggesting the discrepancies are 
population and/or age specific.

A systematic review showed that mean head circumference 
z- score at 24 months from 18 of 26 countries was 0.5 SD higher 
than the median of the WHO standards, leading to the standards 
over- reporting macrocephaly and under- reporting microcephaly.9 
The review did not investigate population- specific differences in 
head size in early infancy, despite the first 10 months being an 
important time when increased head circumference can indicate 
raised intracranial pressure.1 Thus, a review over the age range 
from birth is warranted to examine the implications of using the 
WHO standards in younger children and the potential risks for 
misdiagnosis of macrocephaly and microcephaly.

Here we carried out a scooping review on population- specific 
head circumference- for- age references, comparing them with 
the WHO standards at the median, third and 97th centiles. 
In contrast to the review by Natale and Rajagopalan,9 which 
worked with raw data, we compared modelled references to 
reflect the population differences in head circumference.

METHODS
We searched for population- specific head circumference- for- age 
references from electronic databases/search engines including 
PubMed, Google, Google Scholar and Baidu (for the Chinese 
literature). We included references based on population- 
representative samples for any age between birth and 5 years, 
excluding those that did not provide LMS values for compu-
tation of z- scores. We contacted some of the corresponding 
authors requesting LMS values or age- specific z- score tables 
where they were unpublished. We extracted and summarised 
information including sample size, age range, selection criteria, 
ethnicity, year of data collection and measurement method from 
each included reference.

To compare population- specific references with the WHO 
standards, we first identified the third, 50th and 97th head 
circumference centiles of the WHO standards at 0, 1, 3, 6, 9, 12, 
18, 24, 36, 48 and 60 months for boys and girls (table 1). We then 
calculated reference- age- sex- specific z- scores for these centiles 
(Y) relative to each of the population- specific growth references 
by substituting the reference LMS values in the formula:

 z =
( Y
M

)L−1
SL   

Each z- score was then converted to a centile assuming 
normality, and this centile was interpreted as the percentage of 
individuals in that population with a head circumference less 
than the corresponding WHO centile. Where the LMS values 

were not available at the selected ages, we linearly interpolated 
values using the R package ‘akima’. For studies that did not 
publish their LMS values, the LMSfit function in the R package 
‘sitar’ was used to estimate them from the published centiles.

Macrocephaly was defined as head circumference >97th 
WHO centile, that is, z- score >1.88 SD, while microcephaly 
was defined as head circumference <3rd WHO centile, that is, 
z-score <−1.88 SD. These cut-offs were chosen to highlight
population- specific differences, rather than using more extreme 
cut- offs, for example, ±3 SD as used for clinical screening 
purposes. All statistical analyses were carried out using R 
(V.4.2.2).

RESULTS
We found 25 head- circumference- for- age references from Europe 
(Belgium, Germany, Norway, UK, Switzerland, the Netherlands, 
Sweden, Turkey, Finland, Hungary, Greenland and France), 
Asia (India, Japan, China and Hong Kong), Africa (Egypt and 
Ethiopia) and the Middle East (Saudi Arabia), South America 
(Colombia) and the USA. The sample characteristics (including 
sample size, age range, selection criteria and ethnicity), year 
of data collection and measurement method for head circum-
ference for each of the references and the WHO standards are 
summarised in the online supplemental table (web only data). 
We excluded the Greenland reference as it was based on few 
measurements at each age. We excluded all references lacking 
LMS values or age- specific z- score tables7 10–22 with the excep-
tion of the India reference as it was one of the study countries for 
the Multicentre Growth Reference Study (MGRS).11 However, 
we excluded age 0–1 months for the India reference because it 
recruited infants aged 0–15 days and only measured once every 
3 months. Twelve references (Belgium,23 China,24 Ethiopia,8 
Germany,25 Hong Kong,26 India,11 Japan,27 Norway,28 Saudi 
Arabia,29 UK30 and CDC31 and USPCN6 in USA) were included 
in the comparison.

The majority of included head circumference references were 
developed for children from birth (except 1 month for Hong 
Kong) to young childhood, with some (eg, UK, Germany, 
Belgium and Norway) extending to adolescence or adulthood 
(16–21 years) while some extending only to 2–3 years (Ethiopia, 
CDC2000 and USPCN2000). The majority were constructed in 
the 1990s- 2000s, with the earliest measurements collected in the 
1960s (CDC2000) and 1970s (UK1990). Non- stretchable plastic 
or paper tape was mainly used for measuring head circumference, 
while metal tape was used in MGRS, Norway and Euro- Growth.

Figure 1 displays the 97th (figure 1A), 50th (figure 1B) and 
third (figure 1C) WHO centiles for head circumference from 
birth (or 1 month and 3 months, respectively, for Hong Kong 
and India) to 24/36/60 months relative to the 12 references, in 

Table 1 Head circumference at third, 50th and 97th centiles of the WHO growth standards at selected ages from birth to 60 months in boys and 
girls

Centile 0 m 1 m 3 m 6 m 9 m 12 m 18 m 24 m 36 m 48 m 6 0 m

Boys 3rd 32.1 35.0 38.3 41.0 42.6 43.6 44.9 45.7 46.8 47.5 47.9

50th 34.5 37.2 40.5 43.3 45.0 46.1 47.4 48.2 49.5 50.2 50.7

97th 36.9 39.4 42.7 45.6 47.3 48.5 49.9 50.8 52.1 53.0 53.5

Girls 3rd 31.7 34.3 37.2 39.7 41.3 42.3 43.6 44.6 45.9 46.7 47.2

50th 33.9 36.5 39.5 42.2 43.8 44.9 46.2 47.2 48.5 49.3 49.9

97th 36.1 38.7 41.9 44.6 46.3 47.5 48.8 49.8 51.2 52.0 52.6

*For example, a 3- month- old Belgian boy with a head circumference of 38.3 cm (third centile of WHO standards) would have z=((Y/M)L- 1)/(L*S) = −2.19, that is, the 1.4th 
centile, based on the Belgian reference (L=1; M=40.9; S=0.029 at 3 months).
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boys and girls separately. The same head circumference at the 
same age for the same sex corresponded to a wide range of 
centiles according to the reference used, with the widest range 
at birth for the 50th centile (25th to 76th in boys and 13th to 
74th in girls), at 3 months for the third centile (0.7th to 30th 
in boys and 0.4th to 21st in girls), and at 24 months for the 
97th centile (67th to 99.9th in boys and 74th to 99.4th in girls. 
For the majority of references, head circumference plotted at a 
lower centile than the corresponding WHO centile except India, 
particularly boys, indicating their smaller head circumference in 
general. Head circumference in Japan, China and Saudi Arabia 
was at a higher centile only at 1 month, indicating head size was 
larger in these populations compared with the MGRS popula-
tion, except in early infancy.

On average, the rates of macrocephaly as assessed by the 12 
references were 7.0%, 8.1% and 9.4% at 1 month, 12 months 
and 24 months (figure 2). The rate was as high as 23% in boys 
and 15% in girls at 1 month in CDC2000 and exceeded 20% in 
both boys and girls at 12 and 24 months in UK1990, according 
to WHO.

For microcephaly, the rates were all <1.5% at 12/24 months 
except for India, Saudi Arabia, Japan, Ethiopia and CDC2000. At 
1 month, the rates were higher for China (6.2% in boys; 5.8% in 
girls), Japan (14% in boys; 14% in girls) and Saudi Arabia (18% 

in boys; 12% in girls), compared with the 1%–3% observed in 
Europe. On average, more children would be classified as micro-
cephaly at 1 month (5.7%) compared with 12 months (1.9%) 
and 24 months (2.0%) (figure 2).

The differences in mean and extreme head circumference 
in children 2–5 years old were similar to those observed at 24 
months, with little variation by age.

DISCUSSION
This review of population- specific head circumference refer-
ences shows that the WHO standards tend to overestimate head 
size in children under 5 years, except for Japanese and Chinese 
neonates where head size is smaller. This means that adopting 
the WHO standards would overdiagnose macrocephaly and 
underdiagnose microcephaly among children under 5 years, 
particularly in European countries. The magnitude of the differ-
ence in relative head size compared with WHO standards varies 
from birth to 24 months, indicating that a simple shift in cut- offs 
to define microcephaly and macrocephaly cannot fully resolve 
the overdiagnosis and underdiagnosis.

Consistent with a recent review,9 our comparison of 
population- specific head circumference references found that 
the WHO standards overestimated median head size and the rate 

Figure 1 Centiles (z- score scale) on 12 population- specific growth references that are equivalent to the head circumference measurement at third, 
50th and 97th centile of the WHO 2006 growth standards (MGRS). MGRS, Multicentre Growth Reference Study.
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of macrocephaly. Our results were also in line with the overes-
timation in macrocephaly previously reported from 0 to 2 years 
in Ethiopia,8 0–5 years in Norway and Belgium4 and 0–3 years 
in the UK5 and rapid head growth in the first 6–9 months.5 We 
have extended these findings by showing that head size in the 
first month was smaller in some Asian countries than the MGRS 
population. Since our review was restricted to large population- 
specific head circumference references, the findings are likely 
to be more population representative. Although some refer-
ences were developed from data collected several decades ago, 
the overdiagnosis of macrocephaly will only be more conser-
vative, given the secular trend to increasing head size.17 We 
have however excluded countries that have not published head 
circumference references and those without LMS/z- score tables 
(India11 being the exception). We also assumed the references 
were correctly modelled and smoothed and that they reflected 
the head circumference distribution in the population. Of note, 
the extremely small head size among infants aged 1–9 months 
in Saudi Arabia suggests possible sampling or measurement bias. 
However, this will also make the overindication of large head 
size more conservative.

So far there has been no satisfactory explanation for the 
smaller head size in the MGRS populations. The potential role 
of poorer nutrition can be ruled out among the highly selected 
MGRS sample with optimal growth, or the ‘growth achievers’,32 

attributable to the drop out of the lighter exclusively breastfed 
infants.33 MGRS used metal tape, while most other studies used 
plastic non- stretchable tape. However, the Norway reference 
used metal tape and obtained different centiles from the WHO 
standards, and a field test among UK children suggested the devi-
ation was unlikely solely due to the MRGS measurement tech-
nique.34 Ethnic differences in skull morphology were unlikely to 
explain smaller head size in the MRGS populations, as carefully 
discussed by Natale and Rajagopalan.9

The MGRS working group justified the use of universal 
growth standards first based on studies on length/height in 
1970s using data from the US, the UK, Australia and Japan35 
and second on the data from six MGRS study sites.36 While 
ethnic differences in length/height in infants and young chil-
dren are due to differences in genetic potential or environmental 
factors are debatable,37 the idea that a ‘standard’ or a ‘prescrip-
tive’ growth chart could be extrapolated to head size is not well 
grounded. The head circumference references included in this 
review were mainly from Europe so we were unable to assess 
ethnic differences more widely. However, there are indications 
that infants in some Asian countries may have relatively smaller 
heads in the first month of life, though not later, while Indians, 
particularly boys, may have smaller heads at all ages before 5 
years. A more recent study among 0–2 year- old Indian infants 
from middle to upper income groups similarly reported WHO 

Figure 2 Percentages of macrocephaly (>97th WHO centile) and microcephaly (<3% WHO centile) estimated from population- specific growth 
references according to WHO standards at 0, 1, 12 and 24 months.



5Hui LL, et al. Arch Dis Child 2023;0:1–6. doi:10.1136/archdischild-2022-324661

Original research

standards classified 26% boys and 14% girls as microcephalic 
(<−2SD).38 These observations in Asian children differ from 
those among European and particularly UK children who had 
larger heads than the WHO standards from birth. Such popu-
lation differences are consistent with the review finding similar 
head size at 24 months in geographically proximal countries.9 
The smaller head size of Asian and South Asian neonates may be 
partly attributed to differences in maternal height39 as maternal 
height is positively related to pelvic size40 and smaller head size 
at birth could be an adaptive mechanism to facilitate birth in 
shorter women.

Implications
Measuring head circumference is a universal practice in well- baby 
clinics, and the diagnostic characteristics of head circumference 
have important public health implications. The overestimation 
of relative head size with the WHO standards will exaggerate 
macrocephaly,41 referring healthy children unnecessarily and 
wasting healthcare resources,6 while under- reporting micro-
cephaly will miss important morbidity, for example, Zika virus 
infection. Inconsistent differences compared with the WHO 
standards by age also imply the need to apply locally relevant 
cut- offs for referrals or, where possible, develop local references 
for head circumference.

Given the observed ethnic differences in head size, there has 
already been advocacy for using population- specific references 
in clinical settings, instead of the WHO standards, in Ethiopia,8 
Norway and Belgium4 or calling for caution when using WHO 
standards in India38 and in the UK.5 In particular, in the UK, 
where the greatest exaggeration of macrocephaly from birth 
to 3 years and rapid head growth in the first 6–9 months was 
observed, recommendations have been to use other indicative 
signs together with the WHO cut- offs (which were adopted for 
use in the UK in 2009) for deciding whether referral is required.5

However, even population- specific head circumference 
references are poor at identifying pathological macrocephaly, 
with low sensitivity and specificity in the Netherlands42 43 and 
the USA.41 Conditioning on parents’ head size, using adult 
head circumference references may improve test sensitivity 
by avoiding misclassifying infants with genetically large heads 
to be at risk of hydrocephalus. Rapid growth in head size, 
particularly when seen with other neurological signs or symp-
toms, is the strongest predictor of hydrocephalus, which is the 
most common and most important cause of macrocephaly.1 
Since premature neonates are at higher risk of hydroceph-
alus, gestation- age- specific head circumference references are 
important for diagnosis in premature infants. Thus, the use 
of change in head circumference centile, taking into account 
parental head size and gestational age, should improve test 
sensitivity and specificity.43 Nevertheless, conditions associated 
with head enlargement do not always increase the occipital- 
frontal circumference.6 Educating clinicians on the proper use 
of head circumference measurements and their limited role as 
diagnostic tools is important.44

CONCLUSIONS
Apart from some Asian countries in early infancy, adopting the 
WHO standards overestimates relative head size in young chil-
dren aged 0–5 years, overdiagnosing macrocephaly and underdi-
agnosing microcephaly. The use of local population- specific 
head circumference cut- offs or references may be necessary to 
reduce misdiagnosis.

Author affiliations
1Department of Paediatrics, The Chinese University of Hong Kong, Hong Kong SAR, 
People’s Republic of China
2Department of Food Science and Nutrition, The Hong Kong Polytechnic University, 
Hong Kong SAR, People’s Republic of China
3School of Health and Wellbeing, University of Glasgow, Glasgow, UK
4Department of Child Health, School of Medicine, Dentistry & Nursing, University of 
Glasgow, Glasgow, UK
5UCL Great Ormond Street Institute of Child Health, London, UK
6Department of Paediatrics and Adolescent Medicine, The University of Hong Kong, 
Hong Kong SAR, People’s Republic of China
7Department of Paediatrics and Adolescent Medicine, Hong Kong Children’s Hospital, 
Hong Kong SAR, People’s Republic of China
8Faculty of Medicine, The Chinese University of Hong Kong - Shenzhen, Shenzhen, 
Guangdong, People’s Republic of China

Acknowledgements The authors would like to thank colleagues at the Student 
Health Service and Family Health Service of the Department of Health for their 
collaboration in the Hong Kong Growth Study. They also thank Dr Wilfred HS Wong, 
Dr Joanna Tung, Mr Keith T S Tung and Ms K M Yip for their comments on the paper.

Contributors All the authors contributed to the interpretation of the data, critically 
revising the paper and approval of the manuscript as submitted. In particular, LLH 
developed the study conception, directed the study’s analytic strategy and wrote 
initial draft of the manuscript. EASN is guarantor.

Funding This work is part of the ’Hong Kong Growth Study’, which was supported 
by the Health and Medical Research Fund, Government of the Hong Kong SAR 
(GC- CUHK).

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request.

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

ORCID iDs
Lai Ling Hui http://orcid.org/0000-0003-0688-3329
Frederick K Ho http://orcid.org/0000-0001-7190-9025
Charlotte Margaret Wright http://orcid.org/0000-0001-6256-6315
Tim J Cole http://orcid.org/0000-0001-5711-8200
Hugh Simon Lam http://orcid.org/0000-0001-9912-0544
Han- Bing Deng http://orcid.org/0000-0003-3178-7611
Hung- Kwan So http://orcid.org/0000-0002-6188-7587
Patrick Ip http://orcid.org/0000-0002-6797-6898
E Anthony S Nelson http://orcid.org/0000-0002-2521-3403

REFERENCES
 1 Zahl SM, Wester K. Routine measurement of head circumference as a tool for 

detecting intracranial expansion in infants: what is the gain? A nationwide survey. 
Pediatrics 2008;121:e416–20. 

 2 Nellhaus G. Head circumference from birth to eighteen years. Pediatrics 
1968;41:106–14. 

 3 de Onis M, WHO Multicentre Growth Reference Study Group. WHO Child 
Growth Standards based on length/height, weight and age. Acta Paediatr Suppl 
2006;95:76–85. 

 4 Júlíusson PB, Roelants M, Hoppenbrouwers K, et al. Growth of Belgian and 
Norwegian children compared to the WHO growth standards: prevalence below -2 
and above +2 SD and the effect of breastfeeding. Arch Dis Child 2011;96:916–21. 

 5 Wright CM, Inskip HM, Godfrey K, et al. Monitoring head size and growth using the 
new UK- WHO growth standard. Arch Dis Child 2011;96:386–8. 

 6 Daymont C, Hwang WT, Feudtner C, et al. Head- circumference distribution in 
a large primary care network differs from CDC and WHO curves. Pediatrics 
2010;126:e836–42. 

 7 Huang X, Chang J, Feng W, et al. Development of a new growth standard for 
breastfed Chinese infants: what is the difference from the WHO growth standards? 
PLoS One 2016;11:e0167816. 

http://orcid.org/0000-0003-0688-3329
http://orcid.org/0000-0001-7190-9025
http://orcid.org/0000-0001-6256-6315
http://orcid.org/0000-0001-5711-8200
http://orcid.org/0000-0001-9912-0544
http://orcid.org/0000-0003-3178-7611
http://orcid.org/0000-0002-6188-7587
http://orcid.org/0000-0002-6797-6898
http://orcid.org/0000-0002-2521-3403
http://dx.doi.org/10.1542/peds.2007-1598
http://dx.doi.org/10.1542/peds.41.1.106
http://dx.doi.org/10.1111/j.1651-2227.2006.tb02378.x
http://dx.doi.org/10.1136/adc.2009.166157
http://dx.doi.org/10.1136/adc.2010.200030
http://dx.doi.org/10.1542/peds.2010-0410
http://dx.doi.org/10.1371/journal.pone.0167816


6 Hui LL, et al. Arch Dis Child 2023;0:1–6. doi:10.1136/archdischild-2022-324661

Original research

 8 Amare EB, Idsøe M, Wiksnes M, et al. Reference ranges for head circumference in 
Ethiopian children 0- 2 years of age. World Neurosurg 2015;84:1566–71. 

 9 Natale V, Rajagopalan A. Worldwide variation in human growth and the 
World Health Organization growth standards: a systematic review. BMJ Open 
2014;4:e003735. 

 10 Prader A, Largo RH, Molinari L, et al. Physical growth of Swiss children from birth 
to 20 years of age. First Zurich longitudinal study of growth and development. Helv 
Paediatr Acta Suppl 1989;52:1–125.

 11 Agarwal DK, Agarwal KN. Physical growth in Indian affluent children (birth- 6 years). 
Indian Pediatr 1994;31:377–413.

 12 Fredriks AM, van Buuren S, Burgmeijer RJ, et al. Continuing positive secular growth 
change in the Netherlands 1955- 1997. Pediatr Res 2000;47:316–23. 

 13 van’t Hof MA, Haschke F, Darvay S. Euro- growth references on increments in length, 
weight, and head and arm circumferences during the first 3 years of life. Euro- Growth 
Study Group. J Pediatr Gastroenterol Nutr 2000;31 Suppl 1:S39–47. 

 14 Zaki ME, Hassan NE, El- Masry SA. Head circumference reference data for Egyptian 
children and adolescents. East Mediterr Health J 2008;14:69–81.

 15 Rollins JD, Collins JS, Holden KR. United States head circumference growth reference 
charts: birth to 21 years. J Pediatr 2010;156:907–13. 

 16 Elmali F, Altunay C, Mazicioglu MM, et al. Head circumference growth reference charts 
for Turkish children aged 0- 84 months. Pediatr Neurol 2012;46:307–11. 

 17 Karvonen M, Hannila ML, Saari A, et al. New Finnish reference for head circumference 
from birth to 7 years. Ann Med 2012;44:369–74. 

 18 Neyzi O, Bundak R, Gökçay G, et al. Reference values for weight, height, head 
circumference, and body mass index in Turkish children. J Clin Res Pediatr Endocrinol 
2015;7:280–93. 

 19 Durán P, Merker A, Briceño G, et al. Colombian reference growth curves for height, 
weight, body mass index and head circumference. Acta Paediatr 2016;105:e116–25. 

 20 Kálmán J, Gyula G. The Hungarian longitudinal growth study: From birth to the age 
of 18 years. Working papers on population, family and welfare. Contract no.: no.23. 
Budapest: Hungarian Demographic Research Institute, 2016.

 21 Kløvgaard M, Nielsen NO, Sørensen TL, et al. Growth of children in Greenland exceeds 
the World Health Organization growth charts. Acta Paediatr 2018;107:1953–65. 

 22 Bergerat M, Heude B, Taine M, et al. Head circumference from birth to five years in 
France: new national reference charts and comparison to WHO standards. Lancet Reg 
Health Eur 2021;5:100114. 

 23 Roelants M, Hauspie R, Hoppenbrouwers K. References for growth and pubertal 
development from birth to 21 years in Flanders, Belgium. Ann Hum Biol 
2009;36:680–94. 

 24 Zong XN, Li H. Construction of a new growth references for China based on 
urban Chinese children: comparison with the WHO growth standards. PLoS One 
2013;8:e59569. 

 25 Schienkiewitz A, Schaffrath Rosario A, Dortschy R, et al. German head 
circumference references for infants, children and adolescents in comparison 
with currently used national and international references. Acta Paediatr 
2011;100:e28–33. 

 26 Leung SS, Lau JT, Tse LY, et al. Weight- for- age and weight- for- height references for 
Hong Kong children from birth to 18 years. J Paediatr Child Health 1996;32:103–9. 

 27 Kato N, Takimoto H, Yokoyama T, et al. Updated Japanese growth references for 
infants and preschool children, based on historical, ethnic and environmental 
characteristics. Acta Paediatr 2014;103:e251–61. 

 28 Júlíusson PB, Roelants M, Nordal E, et al. Growth references for 0- 19 year- 
old Norwegian children for length/height, weight, body mass index and head 
circumference. Ann Hum Biol 2013;40:220–7. 

 29 Shaik SA, El Mouzan MI, AlSalloum AA, et al. Growth reference for Saudi preschool 
children: LMS parameters and percentiles. Ann Saudi Med 2016;36:2–6. 

 30 Cole TJ, Freeman JV, Preece MA. British 1990 growth reference centiles for weight, 
height, body mass index and head circumference fitted by maximum penalized 
likelihood. Stat Med 1998;17:407–29.

 31 Kuczmarski RJ, Ogden CL, Guo SS, et al. 2000 CDC growth charts for the United 
States: methods and development. Vital Health Stat 11 2002:1–190.

 32 Binns C, James J, Lee MK. Why the new WHO growth charts are dangerous to 
breastfeeding. Breastfeed Rev 2008;16:5–7.

 33 van Buuren S. Effects of selective dropout on infant growth standards. Nestle Nutr 
Workshop Ser Pediatr Program 2010;65:167–75. 

 34 Wright CM, Bremner M, Lip S, et al. Does measurement technique explain 
the mismatch between European head size and WHO charts? Arch Dis Child 
2017;102:639–43. 

 35 Habicht JP, Martorell R, Yarbrough C, et al. Height and weight standards for 
preschool children. How relevant are ethnic differences in growth potential? Lancet 
1974;1:611–4. 

 36 de Onis M, Multicentre Growth Reference Study Group WHO. Assessment of 
differences in linear growth among populations in the WHO Multicentre Growth 
Reference Study. Acta Paediatr Suppl 2006;95:56–65. 

 37 Ulijaszek SJ. Between- population variation in pre- adolescent growth. Eur J Clin Nutr 
1994;48 Suppl 1:S5

 38 Reddy VS, Jahagirdar R, Deshpande R. Growth parameters of under 2- year- old Indian 
children: a comparison to WHO MGRS 2006 charts. Indian J Endocrinol Metab 
2020;24:176–80. 

 39 Leary S, Fall C, Osmond C, et al. Geographical variation in relationships between 
parental body size and offspring phenotype at birth. Acta Obstet Gynecol Scand 
2006;85:1066–79. 

 40 Chen HY, Chen YP, Lee LS, et al. Pelvimetry of Chinese females with special reference 
to pelvic type and maternal height. Int Surg 1982;67:57–62.

 41 Daymont C, Zabel M, Feudtner C, et al. The test characteristics of head circumference 
measurements for pathology associated with head enlargement: a retrospective 
cohort study. BMC Pediatr 2012;12:9. 

 42 Breuning- Broers JM, Deurloo JA, Gooskens RH, et al. At what age is hydrocephalus 
detected, and what is the role of head circumference measurements? Eur J Public 
Health 2014;24:32–4. 

 43 van Dommelen P, Deurloo JA, Gooskens RH, et al. Diagnostic accuracy of referral 
criteria for head circumference to detect hydrocephalus in the first year of life. Pediatr 
Neurol 2015;52:414–8. 

 44 James HE, Perszyk AA, MacGregor TL, et al. The value of head circumference 
measurements after 36 months of age: a clinical report and review of practice 
patterns. J Neurosurg Pediatr 2015;16:186–94. 

http://dx.doi.org/10.1016/j.wneu.2015.08.045
http://dx.doi.org/10.1136/bmjopen-2013-003735
http://dx.doi.org/2737921
http://dx.doi.org/2737921
http://dx.doi.org/7875862
http://dx.doi.org/10.1203/00006450-200003000-00006
http://dx.doi.org/10.1097/00005176-200007001-00004
http://dx.doi.org/18557453
http://dx.doi.org/10.1016/j.jpeds.2010.01.009
http://dx.doi.org/10.1016/j.pediatrneurol.2012.02.016
http://dx.doi.org/10.3109/07853890.2011.558519
http://dx.doi.org/10.4274/jcrpe.2183
http://dx.doi.org/10.1111/apa.13269
http://dx.doi.org/10.1111/apa.14369
http://dx.doi.org/10.1016/j.lanepe.2021.100114
http://dx.doi.org/10.1016/j.lanepe.2021.100114
http://dx.doi.org/10.3109/03014460903049074
http://dx.doi.org/10.1371/journal.pone.0059569
http://dx.doi.org/10.1111/j.1651-2227.2011.02173.x
http://dx.doi.org/10.1111/j.1440-1754.1996.tb00904.x
http://dx.doi.org/10.1111/apa.12587
http://dx.doi.org/10.3109/03014460.2012.759276
http://dx.doi.org/10.5144/0256-4947.2016.2
http://dx.doi.org/9496720
http://dx.doi.org/12043359
http://dx.doi.org/19133396
http://dx.doi.org/10.1159/000281161
http://dx.doi.org/10.1159/000281161
http://dx.doi.org/10.1136/archdischild-2016-311888
http://dx.doi.org/10.1016/s0140-6736(74)92663-4
http://dx.doi.org/10.1111/j.1651-2227.2006.tb02376.x
http://dx.doi.org/8005091
http://dx.doi.org/10.4103/ijem.IJEM_570_19
http://dx.doi.org/10.1080/00016340600697306
http://dx.doi.org/7096006
http://dx.doi.org/10.1186/1471-2431-12-9
http://dx.doi.org/10.1093/eurpub/ckt101
http://dx.doi.org/10.1093/eurpub/ckt101
http://dx.doi.org/10.1016/j.pediatrneurol.2014.06.024
http://dx.doi.org/10.1016/j.pediatrneurol.2014.06.024
http://dx.doi.org/10.3171/2014.12.PEDS14251

	World variation in head circumference for children from birth to 5 years and a comparison with the WHO standards
	Abstract
	Introduction
	Methods
	Results
	Discussion
	Implications

	Conclusions
	References


