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Short Stature- defined as having a height below the 3rd percentile for age and sex – is a common problem affecting up to 5 chil-
dren out of every 100. 

Although this may be the normal pattern of growth for an individual child, underlying causes of poor growth should be consid-
ered. The process of growth is dependent on adequate nutrition, normal bone structure and biochemistry, normal thyroxine, 
growth hormone and other hormones as well as general health. Disruption of normal growth may therefore be an indication of 
many abnormal conditions. Parents who are short usually have children whose height is in the lower range of normal. 

Constitutional delay of growth is the most common cause of short stature in childhood. This is a variant of normal and is usually 
associated with a delay in maturation and with late puberty. Constitutional short stature often runs in families. 

Children with growth hormone deficiency are small compared to other children of their age and their growth rate is poor, so they 

fall behind their peers. 
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• Targeted history and physical exam 

• Initial Management:   

Calculate mid-parental height 

• Girls: maternal height in cm + 

(paternal height minus 13cm) divid-

ed by 2 

• Boys: paternal height in cm +

(maternal height plus 13 cm) divid-

ed by 2 

• For both girls and boys, the normal 

range is 8.5 cm on either side of the 

calculated value 

• Full blood count; full metabolic count; 

IGF1, IGFBP3; TSH/FT4; tissue transglu-

taminase (tTG IgA, IgA); ESR; bone age;  

• Chromosomes only useful in females to 

exclude Turner syndrome 

 

• Downward trajectory of height for 

age percentiles on growth chart 

“Deceleration” 

 

• If more than 2 centile lines below 

mid-parental height / outside fami-

ly pattern 

 

• Short Stature / poor growth with 

any symptoms, especially visual 

or headache 
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Phone: 915-642-9444 

Fax: 915-800-8570 

 

With referral, please send: 

• Notes from the initial and follow up visits 

with the PCP  

• Complete growth chart “Important” 

• Lab results and any other relevant diag-

nostic studies if appropriate “Please have 

parent bring CD of bone age to appoint-

ment” 
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• History, physical exam 

• Evaluation of prior laboratory testing and 

growth chart 

• Additional labs and imaging studies if ap-

propriate 

• Discussion in regards of hormone options 

and appropriate referrals  

• Comprehensive patient education  


