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ABSTRACT 

 

Some recent clinic and population-based studies suggest that severe short stature is not 

associated with significant behavioral and psychological problems, however collectively studies 

on this topic are variable and frequently contradictory. In light of these contradictory sources, it 

is important to recognize that there may be some children for whom growth failure is disabling. 

Many of such children can respond to counseling and support, but there may be occasions in 

which therapy can be recommended. 

 

Resiliency can be defined as a pattern of positive adaptation in the context of past or present 

adversity with resiliency in childhood defined as typical development in the face of adverse 

circumstances that propel others to deleterious outcomes. Several strategies for promoting 

resilience in short stature patients and their families include 1) conducting a comprehensive 

psychosocial assessment; 2) recommending psychological strategies to directly address 

predictable social challenges associated with short stature; 3) discouraging the expectation that 

taller stature is associated with improvement in quality of life and; 4) discussing treatment 

efficacy in terms of the degree of certainty and magnitude of effects. 

 

Recognizing time constraints in clinical settings, these approaches can be carried out across 

multiple visits. Being aware of, honoring, and addressing factors the parent and patient use in 

making their treatment decisions has the potential to promote resiliency in patients and families. 

This approach to clinical care can serve to promote resiliency in clinicians as well. 

 

INTRODUCTION 

 

The aims of this presentation were to 1) define and discuss resiliency; 2) briefly review literature 

on the question of whether significant behavioral and psychological problems are associated with 

children with short stature; and 3) provide a framework and tools to promote resiliency. The 

presentation focuses on how this goal can be achieved from the author’s perspective as a Family 

Physician. 

 

WHAT IS RESILIENCY? 

 

The term ‘resiliency’ has become more prominent in recent years as a more positively oriented 

term compared to ‘burnout’. It has been variously defined as: 

 

1. A pattern of positive adaptation in the context of past or present adversity [1].  

 

2. A set of inner resources, social competencies, and cultural strategies that permit 

individuals to not only survive, but recover, or even thrive after stressful events, but also 

to draw from the experience to enhance subsequent functioning [2].  

 

According to the American Psychological Association [3], being resilient does not mean that a 

person does not experience difficulty or distress. Emotional pain and sadness are common in 

people who have suffered major adversity or trauma in their lives. In fact, the road to resilience 

is likely to involve considerable emotional distress. Resilience is not a trait that people either 



 

 

have or do not have. It involves behaviors, thoughts and actions that can be learned and 

developed in anyone. Resilience is ordinary, not extraordinary and people commonly 

demonstrate resilience. 

 

One author noted that “Resiliency in childhood is defined as typical development in the face of 

adverse circumstances that propel others to deleterious outcomes [4].”  

 

How does resiliency apply to children with short stature? 

 

At the beginning of this talk, the speaker invited all participants (faculty and medical students) to 

respond to two questions utilizing a web-based polling platform. The results of these polls are 

depicted in Figure 1. Most (80%) of the respondents indicated they believed that “studies show 

significant behavioral and psychological problems associated with children with short stature.”  

 

The results were evenly split with regard to the second question of “A recent study of pediatric 

endocrinologists showed that over 25% reported the emotional well-being of children and adults 

with short stature as ‘often’ or ‘always’ impaired.” 

 

While a comprehensive analysis of the literature on the topic of behavioral and psychological 

problems associated with children with short stature was beyond the scope of this 

communication, a survey of the literature over time provided helpful albeit at times conflicting 

information. Additionally, studies were often primarily focused on other areas (i.e., treatments 

and/or growth rates) and not designed explicitly to focus on behavioral and psychological topics. 

A significant proportion of studies were funded by industry which was understandably less 

focused on these topics.  

 

The following statements were typical of the literature reviewed: 

 

1. One implicit assumption in the clinical literature is that stature-related stressors, such as 

teasing or juvenilization, are inevitably associated with psychiatric dysfunction. Instead, 

what has been observed in clinic- and population-based short stature samples is that such 

experiences do not necessarily differentiate short youth from others, nor are they 

generally associated with clinically meaningful effects on overall adaptation [5] 

 

2. Although short children from a population-based sample reported marginally higher 

levels of self-perceived peer victimization, they did not differ from their non-short peers 

in a range of social, emotional, and behavioral outcomes [6] 

 

3. Numerous studies on the psychological consequences associated with GH management of 

children with short stature exist. Findings across studies are variable and frequently 

contradictory [7] 

 

4. In a national census study of pediatric endocrinologists’ recommendations regarding 

initiating and discontinuing rhGH (n = 727), more than 50% reported the emotional well-

being of children and adults with heights less than the third percentile is “sometimes” 

impaired, and more than 25% responded it was “often” or “always” impaired [8] 



 

 

 

The literature suggests a possible disconnect between the perception of the prevalence of 

behavioral and psychological problems and several studies which suggest that such problems are 

neither as deep nor as prevalent as perceptions suggest. Despite these studies, we recognize that 

there may be some children for whom growth failure is disabling. This raises important questions 

regarding whether parental and/or clinician concerns regarding short stature may vary 

significantly from the experience and perceptions of the affected children. While many of such 

children can respond to counseling and support, but there may be occasions in which therapy can 

and should be recommended. 

 

PERCEPTION AND BIAS 

 

One possible reason why negative stereotypes regarding short stature are so prevalent is the 

impact of cognitive biases. Sandberg et al [9,10] describe a known cognitive bias known as ‘The 

Focusing Illusion”: 

○ The focusing illusion occurs “when a judgment about an entire object or category is made 

with attention focused on a subset of that category, . . . whereby the attended subset is 

over weighted relative to the unattended subset.”  

○ Assuming that most people believe that short stature is associated with multiple negative 

characteristics, it then follows that evaluations of the quality of life of an individual that 

focuses on this isolated trait would be overly negative.  

○ The existence of a focusing illusion may also serve as a cautionary note for parents and 

clinicians. There is the possibility that by focusing on height, this characteristic becomes 

overvalued relative to less noticeable ones. 

 

Additional research in disability beliefs and biases inform three things clinicians should know 

about disability [11]: 

○ Quality of life: Numerous studies demonstrate that able-bodied people assume the quality 

of life experienced by people with disabilities to be lower than they themselves report 

○ The problem of ableism: Ableism refers to the assumption that the “normal” able body is 

better than abnormal bodily forms and to the social ramifications of that assumption 

○ Disability vs disease/illness: To be disabled is not automatically or necessarily to suffer 

or be in pain or to have an illness or disease. Many people with disabilities do not 

experience pain and suffering and many are not ill or diseased. It is not a contradiction in 

terms to be disabled and healthy 

 

PROMOTING RESILIENCY: PRACTICAL TIPS FOR BUSY CLINICIANS 

 

As the expert, the pediatric endocrinologist has the potential to significantly impact the 

perceptions of patient and family resulting from the diagnosis of short stature as well as the 

treatment decisions. Clinicians vary widely in the degree to which they provide psychological 

and emotional support to patients and families depending on their experience, expertise, and 

degree of comfort in doing so and other considerations related to their practice setting.  

 

Common constraints in counseling patients and families are time and level of clinician comfort 

and/or expertise in counseling. Certainly not all patients require such counseling at all visits so 



 

 

an early triage of psychological and behavioral counseling needs can be very helpful in providing 

some additional time for those patients and families most in need. Furthermore, clinicians can 

and should develop a professional referral and support network of relevant organizations, 

qualified psychologists, other parents, families, and teachers. Doing so will allow the busy 

clinicians to team with members of this network who often have more time and expertise 

available. Depending on the practice environment, it is also advisable to reserve some longer 

appointment times to use selectively to work with patients and families who are struggling. This 

level of interaction with patient and family can be both challenging and tremendously rewarding 

for patients and families as well as clinicians. Eliciting and honoring the patient’s and family’s 

concerns and expanding their community connections and other internal and external resiliency 

resources can be positively impactful. 

 

Table 1 provides an excellent overview of “Dos and Don’ts” by Sandberg and Colsman based on 

the cited literature and personal clinical experiences [12, 13, 14, 15, 16, 17, 18, 19, 20, 21, 22, 

23]. 
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Figure Legends: 

 

Figure 1: All participants (faculty and medical students) were invited to respond to two 

questions utilizing a web-based polling platform 

 Table Legends: 

 

Table 1: “Dos and Don’ts” by Sandberg and Colsman based on the literature and personal 

clinical experiences 

 

Footnotes: None 



FIGURES 

 

Figure 1 Legend: All participants (faculty and medical students) were invited to respond to two 

questions utilizing a web-based polling platform 

 

Figure 1: Audience Response Polls 
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TABLES 

 

Table 1 Legend: “Dos and Don’ts” by Sandberg and Colsman based on the literature and 

personal clinical experiences 

 

Table 1: Recommendations for clinicians: Do’s, Don’ts, and Practical Tips [a] 

 

Dos Don’ts 

Conduct a comprehensive psychosocial 

assessment [13, 14] 

If problems of psychosocial adaptation are 

detected, do not assume that these are 

attributable to short stature 

Recommend psychological strategies to directly 

address predictable social challenges associated 

with short stature [15] 

Do not assume the parent or patients wants rhGH 

therapy 

Discourage the expectation that taller stature is 

associated with changes in quality of life [16. 17, 

18, 19] 

Do not minimize long-term side effects while 

emphasizing short-term safety 

Be aware of and address factors the parent and 

patient use in making their [treatment] decision[s] 

[20, 21] 

Do not minimize potential monetary costs 

associated with rhGH therapy [b]; discuss these 

prior to initiating therapy 

Discuss treatment efficacy in terms of the degree 

of certainty and magnitude of effects [22] 

Do not give the parent or child unrealistic 

expectations about the growth-promoting 

benefits of rhGH will achieve 

 

Do not delay in evaluating girls with poor growth 

because of the belief that short stature is less a 

problem for girls [23] 

 

[a] Recommendations reflect the authors’ opinions based on the cited literature and personal clinical 

experiences. 

 

[b] Of greater relevance in the USA. 
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