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Short stature-the role of intelligence in
psychosocial adjustment
Jane Gilmour, David Skuse

Abstract
Short children are often described as hav-
ing psychosocial problems. These reports
may be inaccurate as former studies have
relied largely on parental report. Psycho-
social functioning of short children was
assessed with the aim of using them and
their peers as informants.
Twenty two short ( mean (SD) height

-2.53 (0.28) SD score) prepubertal chil-
dren aged between 6 and 11 years were
recruited from growth clinics. Compari-
son children were recruited from each
case child's class at school. Cognitive and
psychosocial functioning was assessed.
Peer relationships were measured using
sociometry.
There were no significant group differ-

ences in terms of peer acceptance, self
perception, and social competence. Al-
though cases described themselves as
receiving less social support from teach-
ers, no differences were evident in other
areas of social support.

little evidence was found to suggest
clinic referred prepubertal short children
are psychosocially maladjusted. Further
analysis revealed cognitive ability was a
better predictor than height for most
aspects of behavioural and emotional
adjustment.
(Arch Dis Child 1996;75:25-31)
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Anecdotal reports and study based data
suggest that there is a positive correlation
between height and social advantage. Taller
people are more likely to have higher status
employment.' Individuals of equivalent stature
who appear to be in a prestigious job may be
perceived as taller than those who are appar-
ently in lower status occupations.2 For adults
'short stature causes social disadvantage'.'
Potentially, the disadvantage associated with
exceptionally short stature could affect paren-
tal and societal expectations from toddlerhood4
to adulthood.
For the past 30 years of research into the

psychosocial adjustment of children with ex-

ceptionally short stature studies have relied
largely on parental or teacher reports. Parental
perceptions of stature are important.5 Children
are often aware of their parents' views and
parental dissatisfaction can lead to children's
own dissatisfaction with their body image6 and
low self esteem.7 They may regard themselves
as unpopular8 and be perceived by others as
emotionally immature.9

There are numerous reports of externalised
behavioural disturbance, including attention
deficit disorder with hyperactivity'0 and other
behavioural problems' " in exceptionally short
children. However, the literature on scholastic,
emotional, and behavioural adjustment is
inconsistent.'2"14 Many studies reporting diffi-
culties, as opposed to appropriate adjustment,
in short children have used samples of children
who have short stature with an organic basis.
Findings are often interpreted as representative
of all short children. Further insensitive or
non-standardised instruments have been em-
ployed. Largely parental report has been
employed, rather than direct assessment of the
child. There may not be complete agreement
between parent and child perceptions. When a
prepubertal child presents for treatment of
short stature, it is invariably the parents who
are responsible for making the appointment,
and it is they who are usually doing the asking.
We aimed to make the first investigation into

how short children were perceived by their
peers and to examine adjustment in terms of
peer relationships and social competence.
Good peer relationships are a useful indicator
of long term adjustment.'5 Rejection by peers
can predict delinquency and antisocial behav-
iour." Internalising psychopathology has also
been linked to poor peer relationships.'7

Social competence and peer relations have a
complex reciprocal relationship; social skills
are required to interact, and interactions are
required to form developmentally appropriate
social skills. Children rejected by their peers
have poorer social skills than accepted chil-
dren'8 '9 and factors such as obesity and physi-
cal attractiveness can influence social
acceptance.2"22
We used standardised measures of academic

attainment and intelligence because short stat-
ure has been associated, both directly and indi-
rectly, with poor scholastic accomplishment in
clinic referred samples.'2 23 This may be
because oflow teacher expectations, short chil-
dren being treated as the age they appear rather
than in a way that is commensurate with their
chronological age.24 Accordingly, we have also
interviewed their teachers.25
We deliberately selected a group of cases

referred from a clinic because they were more
likely to exhibit emotional and behavioural dif-
ficulties than a population sample26; and are
representative of the population who will be
offered growth hormone treatment. We limited
the age range to avoid the potentially con-
founding influence of puberty and excluded
those with an organic (physiological) aetiology
of their growth disorder to increase group
homogeneity. Children with general hormone
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deficiency may have psychosocial and
ioural problems because of endocrin(
disorders associated with pituitary d
tion."
Subjects and methods
SUBJECTS
Subjects were recruited from growth ci
teaching hospitals in London and Oxl
paediatric endocrinologist approached i
initially. Those who expressed intere;
subsequently contacted by telephone c
with further information. All parents pi
written consent. Children were asked foi
consent. Inclusion criteria were: age bet
and 11 years, prepubertal, height below
score,28 height velocity over the last yea
-1.5 SD score, and a bone age delay
more than two years. None of the case c
had an organic basis for their short .

None was receiving any medical treatn
their growth retardation. A total of 31 f
were approached and 22 agreed to par
in the project ofwhom, 15 were 'short r
children. A further seven had the
Russell low birthweight syndrome,29 in
the evidence that children with this co
generally have lower than average IQ
selected only those with scores above 72
72 to 130).
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Figure 1 Range of body shapes and statures for boys used in the administration o)
BIPAS.

behav-
)logical
ysfunc-

linics at
ford. A
families
st were
)r letter
rr%,t71ASA

Comparisons were chosen from each case
child's class at school. A total of 25 families
were approached, and 22 agreed to participate.
The total sample was 44 children. The groups
were matched by age, sex and sociometric sta-
tus, but there was no attempt to match
pairwise. In other words, the choice of
comparison was by a pseudorandom proce-
dure, with the aim of balancing the groups'
composition overall in terms of demographic
characteristics.

1uV u MEASURES

r verbal Anthropometric measures were obtained using
tween 6 standard clinic equipment by trained person-
v -2 SD nel. Bone age was estimated using the Tanner-
r above Whitehouse method.3' We also used the
{ed not Tanner-Whitehouse method to calculate
:hildren height velocities over a six month period. 28
stature. The Wechsler intelligence scales for chil-
ient for dren, version III were used to assess cognitive
families ability.32 The test has been recently restandard-
ticipate ised in the UK. The Harter Self Perception
niormal' Profile for Children was administered to each
Silver- child individually.3" There are six subscales:
view of global self worth, social competence, athletic
ndition competence, behavioural competence, scholas-
S.30 Wxs, we tic competence, and physical appearance.
(range Social support was measured using a similar

format, developed by Harter."4 Children re-
ported perceived social support from teachers,
classmates, friends, and parents. The Harter
pictorial scale of perceived competence and
social acceptance for young children was
administered to children under 8 years.35 It is
equivalent to the self perception profile as it
taps many of the same domains. In both the
younger and the older children's measures, the
scales for cognitive competence and athletic/
physical competence are directly comparable
(S Harter, personal communication).
The Body Image Perception and Attitude

Scale for Children (BIPAS) is a measure of self
perception particularly suitable for this physi-
cally different group.'6 First, children were pre-
sented, in a random order, with five (gender

5 appropriate) images of differing height. The
images were numbered 1 to 5, the shortest
image numbered 1 (see figs 1 and 2). They
were encouraged to identify the image they
thought described them best. This procedure
was repeated with body shape, the five images
in this instance ranged from extremely under-
weight to obese. The children were then asked
to nominate the picture that best described
how they would like to be, ideally. The two
variables, actual and ideal, can be used to
calculate an index of satisfaction with body
shape and height. The image number associ-
ated with actual body image is subtracted from
the image number indicating desired body
image to produce a body image satisfaction
score. A score of zero would indicate that the
child is satisfied with his/her body image
because their desired and present perceived
image are the same. The greater the difference
between perceived and desired scores, the
greater the child's dissatisfaction.

f Sociometry measures the extent to which an
individual is accepted by their peer group and

1 2
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is distinct from measures of one-to-one:
ship. We used the peer rating metho
developed by Asher and Dodge which cl:
children into one of six mutually exclusi
egories: popular, rejected, neglected, c
versial, average, and other.37 The classif
is made on the basis of two dimensions:
preference (the degree to which the ind
is liked) and social impact (the extent to
the individual is socially visible). The e:
was carried out in school. Each member
class took part simultaneously, allowing
determine both how the children viewe
peers and how each oftheir peers viewed
No reference was made to the 'target' c}
during administration to the class.
We measured social competence usi

Children's Interpersonal Problem E
Scale (CHIPS) which comprises three
roots describing hypothetical interpe
problems, for example 'Jill wants Pamel.
her friend. What can Jill do so that Pam(
be her friend?' 38 Children were encoura
provide up to 10 alternative releva
distinct from irrelevant) solutions to so
problem posed by each story root. The n
of relevant solutions is indicative of socia
petence. The CHIPS is also scored acc
to the style of solution proposed. Possibli
included: forceful (verbally or phys

1 ~~2 3 4

1 2 3 4 5

Figure 2 Range ofbody shapes and statures for girls in the administration ofBIP,

avoidant (such as hiding from a friend who is
pestering the child), and aid seeking (asking
another person's help to solve the problem).
Reliability of scoring was calculated according
to the method specified by Shure and Spivak"8
on 30% of data selected at random, giving
98.5% inter-rater agreement on whether a
solution was relevant or irrelevant. A range of
solution styles for each story root was possible
(the mean was 34); exact agreement on the
style of solutions chosen was 85%. As there
were such a large number of alternative
solution categories for each story root; chance
agreement was extremely unlikely, therefore
percentage agreement, as opposed to the K
coefficient was an appropriate measure.

STATISTICS
Categorical data were analysed using standard
non-parametric procedures. Parametric analy-
ses were used when the data were continuously
distributed, or the data fitted an interval scale
which was approximately normally distributed.
Two tailed tests of significance were consist-
ently employed in all analyses.

Results
DEMOGRAPHY, ANTHROPOMETRY, AND
COGNITION
Data presented in table 1 show that the groups
were closely matched in age, although there
was a slightly higher proportion (non-
significant) of girls in the comparison group.
About two thirds of both groups came from
relatively advantaged and professional sociode-
mographic backgrounds, which reflects the
population who are motivated to seek specialist
help for their children's short stature. Signifi-
cant differences were found between the
groups in terms of full scale intelligence, and
this difference was also reflected in the
performance subscales.

PEER RELATIONSHIPS
Using the data generated by all the children in
each of the case and comparisons' classroom,
case and comparison children were classified
into one of six mutually exclusive categories'7:
popular, neglected, rejected, controversial, plus
average or other.'9 Data were available for 18
case and 21 comparison children. Similar pro-
portions of cases and comparisons were rated
as popular by their peers (44% v 40%) and as
controversial (6% v 10 %). There was a trend
for more case than comparison children to be
regarded as average/other (50% v 25 %). No
case child was rejected (15% comparisons) or
neglected (10% comparisons). There were no
statistically significant differences between the
groups.

PEER BEHAVIOURAL DESCRIPTIONS
The sociometric technique specified by Asher
and Dodge allows peer nominated assessments
of one another's behaviour to be scored.'7
There are six behavioural categories, covering
behavioural and emotional adjustment. The
behavioural nominations are standardised
within each peer group (that is school class),

AS. rather than across the data set. Children more
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Table 1 Demographic, anthropometric, and cognitive characteristics

Variable Cases (n=22) Comparison group (n=22)

Age (years)
Range 6.0-10.8 6.9-11.3
Mean (SD) 8.1 (1.5) 8.9 (1.4)

Sex (% girls) 27.3 36.4
Socioeconomic status (%)

Managerial/professional 59.1 63.6
Clerical/craft 13.6 9.1
Sales/personal 9.1 4.5
Manual/other 18.2 22.7

Mean (SD) anthropometry
Height (SD score)** -2.53 (0.28) -0.31 (1.13)
Weight (SD score)** -1.90 (0.96) 0.28 (0.92)

Mean (SD) IQ scorest:
Full scale* 95.8 (18.8) 107.4 (17.4)
Verbal 95.4 (20.4) 104.9 (17.4)
Performance* 96.6 (16.8) 108.1 (16.8)

Statistically significant differences between groups only when indicated: * p < 0.05, **p< 0.001.
Because children were not weighed at consistent ages, weight and height were standardised for
age and expressed as a SD score (SD). The SD score indicates the degree of distance above or
below the mean of weight or height for age. A SD score of - 1.88 corresponds to the third
centile.
t Data was unavailable for one comparison child.

than 1 SD score above the mean for their class
on one of these variables would fall into the
appropriate category. The categories are not
mutually exclusive. Similar proportions of
cases and comparisons were rated as shy by
their peers (5% v 5%). Other categories
included disruptive (5% v 9%), easy to push
around (27% v 18%), starts fights (5% v 9%),
trustworthy (18% v 31%), unable to take a
teasing (5% v 9%), and cooperative ( 28% v
18% ). Fewer case than comparison children
were judged to be kind (5% v 27 %). No statis-
tically significant differences were found be-
tween the groups.

SOCIAL COMPETENCE
Cases did not, on whole, generate as many rel-
evant solutions to the three interpersonal prob-
lems posed them on the CHIPS'8 as did the
comparisons (mean (SD)11.3 (5.5) and 14.7
(4.0) respectively). Exploratory analyses
showed these figures were positively correlated
with IQ in both the case (r = 0.4, p = 0.03 ) and
the comparison ( r= 0.06, p = 0.8 ) groups.
Entering IQ as a covariate in an analysis of
variance, group differences in terms of social
competence were not sustained. Case and
comparison children were also similar in terms
of social problem solving style, as judged by the
nature of their solutions; group means for
forceful (1.9 (2.4) v 1.7 (2.1)), aid seeking (1.5
(1.6) v 1.5 ( 1.1)), and avoidant solutions (1.6
(1.9) v 1.6 (1.2)) were almost identical in each
case.

PERCEIVED SOCIAL SUPPORT
We analysed the data for boys and girls
separately for cases and comparisons. They
rated the support they perceived they were get-
ting from teachers, classmates, friends, and
parents. Table 2 shows the means for boys and
girls are, in the main, similar to the age appro-
priate norms reported by Harter.34 Short
children and their comparisons described
themselves as being equally well supported by
parents, classmates and friends, although short
children reported having less support from
their teachers (F = 4.14, df 1,35, p < 0.05). We
found no evidence for either a significant effect

Table 2 Children's perceived social supportfrom parents,
classmates, teachers, andfriends*; results are mean (SD)

Source of Comparison
support Cases group Harter's data

Boys
Parental 3.3 (0.7) 3.5 (0.6) 3.4 (0.7)
Classmate 2.9 (0.6) 3.2 (0.5) 3.1 (0.7)
Teacher 3.0 (0.6) 3.4 (0.7) 3.4 (0.7)
Friend 3.4 (0.6) 3.4 (0.5) 3.0 (0.7)

Girls
Parental 3.6 (0.6) 3.7 (0.4) 3.5 (0.5)
Classmate 3.0 (0.5) 3.3 (0.3) 3.3 (0.7)
Teacher 3.1 (0.4) 3.6 (0.5) 3.4 (0.6)
Friend 3.5 (0.5) 3.6 (0.4) 3.2 (0.7)

* Data was missing for five case children.

Table 3 Children's selfperception in various domains;
results are mean (SD)

Competence Comparison
domain Cases (n=22) group (n=22) Harter's data

Boys
Conduct 3.1 (0.5) 3.1 (0.7) 3.2 (0.6)
Global 3.1 (0.8) 3.3 (0.5) 3.0 (0.7)
Physical 3.0 (0.6) 3.2 (0.6) 3.0 (0.7)
Athletic 3.1 (0.7) 3.1 (0.5) 2.8 (0.5)
Social 2.7 (0.6) 2.9 (0.7) 2.8 (0.8)
Scholastic 2.9 (0.8) 3.1 (0.5) 2.8 (0.8)

Girls
Conduct 3.0 (0.6) 3.1 (0.7) 3.2 (0.6)
Global 3.0 (0.8) 2.9 (0.2) 3.0 (0.8)
Physical 2.7 (0.9) 2.8 (0.5) 2.9 (0.9)
Athletic 2.7 (0.8) 2.9 (0.5) 2.8 (0.8)
Social 3.1 (0.5) 3.1 (0.5) 2.8 (0.8)
Scholastic 2.7 (0.7) 3.1 (0.6) 2.8 (0.9)

of sex or of a sex by group interaction but the
power to detect such an effect was low owing to
such a small sample size.

SELF PERCEPTION
Data from the Harter selfperception profile for
children" are given on table 3 with group
means of each competence domain for girls
and boys separately, compared with the age
standardised scale norms. There were no case
and comparison group differences for any of
the six scales, no main effect of sex, and no
interaction effects between sex and group
status.

BODY IMAGE PERCEPTION ASSESSMENT SCALE
There were significant group differences in
terms of stature only (table 4). Short children
accurately perceived themselves as shorter than
peers of normal height. There was no signifi-
cant difference in the mean heights that both
case and comparison children desired to be
but, on average, short children's desired height
tended to be taller than the comparison
children's desired height. The comparison
group reported being relatively content with
their height while short children were dissatis-
fied with their body height. Further, in relation
to comparison children, the case group were
significantly more dissatisfied with their body
shape.

IQ AS AN EXPLANATORY VARIABLE
In order to test the hypothesis that intelligence
might be a better predictor of adjustment than
stature, height (in SD score) and IQ were
entered stepwise as independent variables in a
series of multiple linear regressions on the
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Table 4 Comparison between anthropometric characteristics and children's perception of
their body image (BIPAS); results are mean (SD)

Comparison
Cases (n=22) (n=22) t Value (significance)

Body shape
Actual body mass index (SD score)* - 0.8 (1.7) - 0.21 (0.9) - 1.3 (p = 0.20)
Perceived body shape 2.3 (1.2) 2.8 (0.9) - 1.58 (p = 0.12)
Desired body shape 2.9 (0.8) 2.7 (0.7) 0.81 (p = 0.42)
Body shape satisfaction - 0.5 (1.2) 0.1 (0.7) - 2.18 (p = 0.04)

Height
Actual height (SD score)t - 2.5 (0.3) - 0.3 (1.2) - 8.93 (p = 0.000)
Perceived height 1.4 (0.7) 2.5 (1.2) -3.83 (p = 0.001)
Desiredheight 4.1 (1.5) 3.4 (1.5) 1.41 (p = 0.17)
Height satisfaction - 2.7 (1.6) -0.8 (1.8) -3.37 (p = 0.02)

* Body mass index is calculated by the equation kg/rM2. It is an accurate indicator of body
shape.47 The values are presented in SD scores for chronological age.
t These values are presented in SD scores for chronological age. The remainder are BIPAS
scores (1-5). See text for details.

Table S Relative importance ofstature and IQ in the prediction ofsocial competence and
global self worth

B SEB Beta T Significance of T

Social competence
Stature 0.5 0.57 0.14 0.93 p = 0.35
IQ 0.8 0.04 0.32 2.07 p = 0.04

Global self worth
Stature - 0.14 0.07 - 0.32 - 2.05 p = 0.05
IQ 0.02 0.004 0.54 3.41 p = 0.002

combined case and comparison groups, with
three alternative dependent variables: peer per-
ception (in terms of the social preference
score),'7 self concept ('global selfworth')," and
social competence.'8 Forced entry ensures the
first step removes the effect of IQ in isolation;
the effect of height is calculated in the next
step. The combined effect ofIQ and height was
not significant for the prediction of social pref-
erence (R2 = 0.03, p = 0.58). In other words,
the degree to which children were accepted by
their peers was not associated to a significant
degree with either stature or IQ. In the predic-
tion of social competence IQ and stature
together explained 16% of the variance (R2 =

0.16, p = 0.03). As the beta values (table 5)
illustrate, an increase in IQ score of 1 SD score
was associated with an increase in social com-
petence of approximately one third of a stand-
ard deviation. The contribution of height to
this prediction was not significant. With global
self worth as a dependent variable the joint
contribution of predictor variables explained
26% of the variance (R2 = 0.259, p = 0.005).
IQ again proved to be a better predictor
variable than stature. Both variables made sig-
nificant contributions, but surprisingly they
were in opposite directions. This suggests that
among the sample as a whole, self worth
decreased with increasing height, so that being
1 SD score taller was associated with about one
third of a SD score decrease in global self
worth. An increase in IQ of 1 SD score was
associated with about half a SD score increase
in this characteristic.
We explored the idea that there may be an

interaction between stature and IQ in the pre-
diction of these three measures of social
adjustment and integration. No statistically
significant interactions were found. But for
children with IQ scores more than 1 SD score

below the population mean ( < 85) there was a
trend (on scatterplots) for a linear correlation

between stature, self concept, and social
competence. No such trend existed for chil-
dren with IQ scores in the normal (85-115) or
superior ( > 1 15) range.

Discussion
Our study design offered a rigorous test of the
hypothesis that psychosocial adjustment is
impaired in short children for three reasons.
First the sample was clinic referred, therefore
height was an important issue for these
families. Second, the instruments used in this
study are sensitive and have well described
psychometric properties. Finally, using chil-
dren and their peers as informants increases
the likelihood that our data are more meaning-
ful in a daily social context than information
given by parents and teachers alone.
The significant group difference in terms of

cognitive abilities is compatible with Lee and
Rosenfeld's summary: 'children with short
stature have normal intelligence, although
tending to score lower than peers on standard-
ised tests' (p853)." (The magnitude ofthe case
comparison group difference was equivalent
for both the Silver-Russell and the short
normal children.) The comparison children
scored a little above the population mean,
reflective perhaps of the relatively socially
advantaged milieu from which both groups
were recruited. Wilson et al suggest the
relationship between IQ and stature is medi-
ated by external variables such as social
responses and expectations.40 In a population
survey of short normal children, Voss and
Mulligan found no significant relationship
between height and IQ, but cases did have an
excess of minor learning difficulties.4'

It is in the peer group context that the issue
of height abnormality is at its most acute: 'size
is relative and height generally has no meaning
other than in comparison to others' (p370).42
One might have predicted, bearing in mind the
existing literature, that an excessive proportion
of short children would have been neglected or
rejected by their peers. We found no evidence
of this. We can therefore reject the hypothesis
that short children experience 'aesthetic dis-
crimination'22 by other children, at least during
the prepubertal period. We also demonstrated
that short children have social skills that are
equivalent to those of their peers. There is a
strong association between social competence
and acceptance in a peer group.'8
The issue of problem solving style, as

distinct from social problem solving ability, was
also explored. We examined the possibility that
short children may solve interpersonal prob-
lems differently when compared with their
peers on three dimensions: using force to solve
a problem, avoiding the problem situation, and
seeking help from another person in order to
solve a problem. Using the CHIPS '8 there
were no differences in the quality of solution
style selected by cases and comparison chil-
dren. Former reports describing social with-
drawal8 are not replicated by our data. Assess-
ing children directly, rather than relying on
parental report is the most probable explana-
tion for this inconsistency.
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Short children reported comparable social
support to children of normal height from
peers, parents and friends, but they believed
they were receiving less support from teachers.
This finding may be a true reflection of teach-
ers' reactions to the short children's undera-
chievement at school.25 Our results suggest that
those in the comparison group were not
particularly favoured: teacher support means
for boys and girls respectively were almost
identical to Harter's norms. "

Short children did not appear to possess a
negative self concept on any of the six domains
measured in Harter's scales, including 'physi-
cal appearance'. Our sample was not lacking in
confidence and self esteem, in contrast to pre-
vious findings based on parental report.7 8 Yet
short children did accurately perceive their
height relative to others, and they did want to
change according to the BIPAS findings."6
Indeed, they wanted to be taller than average.
Evidently physical appearance caused short
children dissatisfaction. Further, case children
were significantly more dissatisfied than the
comparison group with their body shape.
As our sample size was small it may be

argued that we were at risk of making a type II
error in statistical analyses. Differences be-
tween the groups in perceived social support or
self perception rarely exceeded 0.3 SD score in
the direction compatible with the hypothesis
that cases would score lower than comparisons.
We assume both samples were truly repre-
sentative of the population from which they
were drawn. Taking Harter's" data to estimate
the probable SD in the general population of
children on the measures used, for a two tailed
test of significance with 80% power and the
probability of a type I error set at 0.05, samples
of nearly 100 per group would be required to
demonstrate statistical significance.4' We argue
that the clinical significance of such small
differences is trivial.

In conclusion, comparing stature and cogni-
tive abilities as predictors of psychosocial
adjustment, we found IQ was a better predictor
than height for self concept and social compe-
tence. However, for a group of short children
with low IQ, height does seem to have a direct
linear relationship on adjustment. In other
words, height may be a significant factor in
adjustmnent for a subgroup of vulnerable
children who have poor cognitive ability. This
finding should be replicated with a larger sam-
ple. Our findings are compatible with those of
Hoy et al who showed low birthweight children
(in a similar study with peers as informants)
were rated significantly higher than compari-
sons on a 'dislike' item (they were not rated
significantly lower on the peer 'like' item) but
this difference did not remain significant when
IQ was covaried.4 Some have advocated using
growth hormone treatment to treat psychologi-
cal difficulties in healthy short children.45 Our
data suggests that growth hormone treatment
cannot be justified on that basis.
A final note of caution: Stabler noted that

short children may develop increasing distur-
bance when they enter adolescence and young
adulthood.7 A similar picture of increasing

adjustment difficulties was also described by
Young-Hyman,46 although both these studies
were cross sectional designs. Sexual maturity
and stature may both be relevant predictors of
adjustment, but are potentially confounded
variables. Prospective longitudinal evidence on
this matter is awaited.
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