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Psychosocial Adjustment in Adolescents With Craniofacial Anomalies:
A Comparison of Parent and Self-Reports

HEATHER T. SNYDER, PH.D.
MONICA J. BILBOUL, M.A.

ALICE W. POPE, PH.D.

Objective: To assess rates of psychosocial adjustment problems in adoles-
cents with craniofacial anomalies (CFAs) and to evaluate the correspondence
between adolescent and parent reports of adjustment.

Design: Retrospective chart review.
Setting: Reconstructive plastic surgery department in urban medical center.
Participants: Sixty-four adolescents aged 14 to 18 years with CFAs and their

parents.
Main Outcome Measures: Child Behavior Checklist, Youth Self-Report.
Results: Adolescent and parent reports were compared with published

norms. Adolescents with CFAs did not differ from norms on rates of self-re-
ported problems in the clinical range. Parents of sons and daughters with CFAs
reported elevations in the clinical range for deficits in social and scholastic
competence; parents of daughters also reported higher clinical rates of with-
drawn and somatic problems. Correlations between adolescent and parent re-
ports were generally higher than seen in norms, especially for boys. Parents
and adolescents did not differ in reported rates of problems in the clinical
range.

Conclusions: Adolescents with CFAs showed elevated risk for problems with
academics and peer relationships; there was limited evidence for clinical levels
of other adjustment problems. When parent and adolescent reports differed,
parents reported more problems.
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Children with congenital craniofacial anomalies (CFAs)
might find the developmental tasks of adolescence to be par-
ticularly challenging. At a period in life when physical attrac-
tiveness is highly valued by adolescents and their peers for
self-esteem, social acceptance, and dating (Hatfield and
Sprecher, 1986; Harter, 1999), adolescents with CFAs may ex-
perience mild to profound differences in facial appearance.
These deviations from typical facial structure may increase
during adolescence, as many teens may have outgrown earlier
reconstructive surgery and are waiting for the end of the ad-
olescent growth spurt to have their final corrective surgery
(Munro, 1995). As the desire to conform intensifies and ado-
lescents with CFAs cannot hide their difference, they may de-
velop negative self-perceptions and isolate themselves from
peers. Typical adolescent peers may themselves exclude others
who do not meet their standards of attractiveness, and dating
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relationships may be especially troublesome (Reis and Hodg-
ins, 1995). The transition into high school may present addi-
tional challenges, with increased academic expectations, a
larger unfamiliar peer group, and fewer opportunities to form
supportive relationships with teachers. The demands of ongo-
ing medical care may remove adolescents with CFAs from
normative peer-group activities and further accentuate their
differences (La Greca, 1990). The typical development of in-
creasing autonomy may be compromised if adolescents with
CFAs do not have satisfying peer relationships and conse-
quently must continue to rely on their families for companion-
ship and intimacy.

As developmental tasks are not accomplished, the likelihood
of disorder increases (Masten and Coatsworth, 1998). To date,
little research has investigated the question of whether adoles-
cents with CFAs are at increased risk of psychosocial adjust-
ment problems; most existing research on this population has
focused on children younger than 13 years of age or has in-
cluded older adolescents in a mixed-age sample without con-
ducting age-group analyses (see Endriga and Kapp-Simon,
1999, for a review). In contrast to research on psychosocial
adjustment in younger children with CFAs, which has primar-
ily used parents as informants, the research on adolescent ad-
justment has relied extensively on self-reports. Despite differ-
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ent measures and methodology, adolescents with CFAs have
not typically described themselves as experiencing significant
psychopathology. However, concerns about social relationships
have been reported across several studies (Harper and Rich-
man, 1978; Richman, 1983; Leonard et al., 1991), although
adolescents in one study reported both low levels of social
independence along with greater numbers of friends as com-
pared with controls (Broder et al., 1994). Internalizing prob-
lems have also been reported by adolescents with CFAs (Harp-
er and Richman, 1978; Eliason and Richman, 1987), with one
study also reporting greater levels of externalizing problems
with increasing age (Eliason and Richman, 1987). It should be
noted that all these studies used samples of adolescents with
clefts of the lip and palate, so it is not known to what extent
these findings would apply to children with a broader range
of CFA diagnoses. One of the few studies using parent reports
was consistent with self-report research in finding heightened
internalizing and social problems, but it was only for boys
(Pope and Snyder, 2005).

Because of gains in cognitive and language abilities, it is
developmentally appropriate to assess adolescent psychosocial
adjustment with self-reports. At an age when adolescents have
the cognitive capacity to self-reflect, are typically experiencing
private thoughts and feelings, and are likely to have increasing
experiences away from parents, it is crucial to elicit their own
perceptions of their emotional and behavioral adjustment.
However, there is mounting recognition of the importance of
obtaining information from multiple informants to increase the
validity of clinical and empirical assessment in children with
chronic medical conditions (La Greca and Lemanek, 1996).
Research conducted with typical adolescents has shown low
to moderate parent-child agreement on reports of children’s
problem behaviors, with adolescents generally reporting more
problems than do their parents (Achenbach et al., 1987; Ver-
hulst and van der Ende, 1992). In pediatric samples, on the
other hand, parents appear to report more adjustment problems
than do children. This finding has been consistent across stud-
ies of children with asthma (Kashani et al., 1988; Klinnert et
al., 2000), brain tumors (Radcliffe et al., 1996), disabilities
(Coleman, 1983), and cerebral palsy (Harvey and Greenway,
1982); only a sample of children with spina bifida reported
more adjustment problems than did their parents (Harvey and
Greenway, 1982). None of these studies was focused on ado-
lescents, so it is not known how development may affect these
findings. In the one study comparing reports of adjustment
made by adolescents with CFAs and their parents and teachers,
well-adjusted adolescents’ views of themselves were similar to
those made by adults, whereas poorly adjusted adolescents rat-
ed themselves as more attractive and better behaved than did
adults (Richman et al., 1985). The paucity of multi-informant
studies of adjustment in adolescents with CFAs (or adolescents
with any chronic medical condition) does not permit conclu-
sions regarding the degree of concordance that should be ex-
pected between adolescent and parent reports.

The existing research is suggestive that adolescents with
CFAs may experience some increased risk of psychosocial ad-

justment problems, particularly internalizing problems such as
social withdrawal and anxiety. However, the research on this
population is limited by small sample sizes, use of poorly val-
idated measures, samples including a broad range of ages but
a narrow range of CFA diagnoses (primarily clefts), and an
overreliance on single-informant designs (Speltz and Richman,
1997). Our study attempted to address these issues by assess-
ing psychosocial adjustment in a sample of middle to late ad-
olescents with a broad range of CFA diagnoses, using parent
and self-reports on a well-established measure. The purposes
of the study were to (1) evaluate whether adolescents with
CFAs have higher rates of psychosocial adjustment problems
compared with healthy adolescents and (2) assess the degree
of concordance between parent and adolescent views of the
youths’ adjustment.

METHOD

Participants

Patient Sample

The sample included 64 adolescents (38 girls) aged 14 to
18 years (mean 15.4 years) whose medical charts contained
self-report psychosocial adjustment scales (Youth Self-Report;
YSR) and parent-report psychosocial adjustment scales (Child
Behavior Checklist; CBCL) completed on the same date. All
were patients at an urban university hospital department of
plastic and reconstructive surgery between 1994 and 2000; all
patients completed psychosocial adjustment assessments as
part of routine care during yearly visits to the multidisciplinary
team. Parent forms were completed by 38 mothers, 9 fathers,
and 17 other guardians. The medical center Institutional Re-
view Board (IRB) did not require written informed consent for
this chart review.

Approximately 62.5% of adolescents were white, 7.8% were
black, 17.2% were Hispanic, 3.1% were Asian, 4.7% were bi-
or multiracial, and 3.1% were other (this information was
missing for two adolescents). Their craniofacial conditions in-
cluded cleft lip and palate (n 5 11), Crouzon syndrome (n 5
6), hemifacial microsomia (n 5 5), cleft palate only (n 5 3),
Pfeiffer syndrome (n 5 5), Treacher Collins syndrome (n 5
2), Apert syndrome (n 5 2), coronal synostosis (n 5 2) and
metopic synostosis (n 5 2). Additional conditions included
cleft lip only, craniofrontal nasal dysplasia, facial asymmetry,
frontonasal dysplasia, microtia, mandibular prognathism, Na-
ger syndrome, Pierre Robin sequence (n 5 1), Tessier clefting
(n 5 1), and unidentified facial anomalies (n 5 15). Diagnosis
was missing for two adolescents. Socioeconomic status (SES)
was calculated for this group by using Hollingshead’s nine-
step scale for parental occupation (Hollingshead, unpublished
data). If both parents were wage earners, the higher status oc-
cupation was used. The SES of the 41 patient families who
completed necessary information was considered to be low
(8.9%), middle (44.6%), or upper (46.4%) level.
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TABLE 1 Mean Youth Self Report for Adolescents With Craniofacial Anomalies (CFAs) and Achenbach’s Normative Reference Group
by Gender*

Subscale

Male

CFA

M SD n

Norms (n 5 637)

M SD

Female

CFA

M SD n

Norms (n 5 678)

M SD

Activities Competence
Social Competence
Total Competence
Withdrawn
Somatic Complaints

49.0
49.3
52.5
52.9
52.7

8.2
7.2

13.9
4.5
6.5

22
22
19
26
26

47.9
47.9
50.2
53.8
54.1

7.2
7.1
9.9
5.7
6.0

46.6
46.9
47.9
54.2
53.5

7.3
8.2
9.7
5.8
5.3

31
33
30
38
38

48.1
48.0
50.1
54.0
53.9

7.2
7.3
9.9
5.9
5.8

Anxious/Depressed
Social Problems
Thought Problems
Attention Problems
Identity Problems

53.0
53.7
53.2
52.8
55.3

6.5
6.9
5.8
7.0
6.6

26
26
26
26
26

54.1
53.8
54.0
54.0
54.0

6.0
5.5
6.1
6.0
5.9

53.2
54.4
51.3
52.6
—

5.3
6.4
3.2
4.8
—

38
38
38
38
—

54.0
53.9
54.0
54.0
—

6.2
5.8
5.9
5.9
—

Delinquent Behavior
Aggressive Behavior
Internalizing
Externalizing
Total Problems

53.3
52.7
44.6
45.8
44.7

5.3
5.3

12.5
11.2
12.6

26
26
26
26
26

54.0
54.0
50.1
49.9
50.1

6.0
5.9

10.0
9.8
9.9

53.5
52.3
49.1
46.8
46.8

5.5
5.9
9.3
9.5
9.4

38
38
38
38
38

53.9
54.0
50.1
50.0
50.1

5.7
5.9
9.9
9.8

10.1

* Means for adolescents with CFAs all fall within the normative range as reported by Achenbach (1991c). CFA numbers are lower for some subscales because of incomplete data.

Normative Reference Group

Nonreferred (no mental health services or special classes in
the past year; no significant health problems) normative sam-
ples of Achenbach (1991a, 1991c) were used as comparison
groups in our study. The YSR sample consisted of 637 boys
and 678 girls, aged 11 to 18 years. Ethnicities were 72% Cau-
casian, 16% black, 8% Hispanic, and 4% other. Hollingshead
SES was 21% of lower, 45% of middle, and 34% of upper
SES levels (Hollingshead, unpublished data).

The CBCL normative sample was composed of 564 care-
givers with a son and 604 caregivers with a daughter, aged 12
to 18 years. Ethnicities were 73% Caucasian, 17% black, 8%
Hispanic, and 2% other. Hollingshead SES levels were 22%
lower, 44% middle, and 35% upper (Hollingshead, unpub-
lished data). Thus, there appears to be good comparability be-
tween the study and the normative samples in distribution of
ethnicities and SES levels.

Instruments

The CBCL (Achenbach, 1991a) and YSR (Achenbach,
1991c) were used. The CBCL is completed by the parent or
guardian of children between the ages of 4 and 18. The aim
is to assess, in a standardized format, the adjustment of chil-
dren as reported by the parent or caretaker. The YSR is the
self-report version of the CBCL for adolescents between the
ages of 11 and 18. Both measures are normed by age and
gender and provide scores on eight syndrome or narrow-band
scales: Withdrawn, Somatic Complaints, Anxious/Depressed,
Social, Thought, Attention Problems, Delinquent Behavior,
and Aggressive Behavior. Both measures yield three broad-
band scores: Internalizing (consisting of Anxious/Depressed,
Somatic Complaints, and Withdrawn syndromes), Externaliz-
ing (consisting of Aggressive Behavior and Delinquent Be-
havior syndromes), and Total Problems (a global index of the

adolescent’s problems based on the total number of problem
items endorsed). Both instruments also measure Activities
Competence, Social Competence, and Total Competence; the
CBCL also measures Scholastic Competence. The YSR in-
cludes scholastic competence items in the Total Competence
score but does not provide a separate Scholastic Competence
score. For the two instruments, raw scores were converted into
T scores based on norms for age and gender. On competence
scales, lower mean level scores are indicative of greater defi-
cits, whereas higher scores on problem scales indicate more
problems. The CBCL and YSR specify borderline and clinical
ranges for each problem and competence scale. Both measures
have adequate validity and reliability and have been exten-
sively used with pediatric samples (Achenbach, 1991a, 1991b,
1991c).

RESULTS

Consistent with Achenbach (1991a, 1991b, 1991c), separate
analyses were conducted by gender to capture any discrepan-
cies in psychosocial adjustment between adolescent boys and
girls. Exact numbers for each analysis vary because of missing
data for some scales and are reported in the tables.

Descriptive Data

Means and standard deviations (based on T scores) for the
present sample and the normative reference groups are pre-
sented for YSR (Table 1) and CBCL (Table 2) by gender. All
means for the present sample fell within the Achenbach
(1991a, 1991c) normative range.

Frequency of Problems in the Clinical Range:
Adolescents With CFAs Versus Norms

To examine the adjustment of CFA and normative groups,
the proportions of adolescents with CFAs who scored in the
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TABLE 2 Mean Child Behavior Checklist Score for Adolescents With Craniofacial Anomalies (CFAs) and Achenbach’s Normative
Reference Group by Gender*

Subscale

Male

CFA

M SD n

Norms (n 5 564)

M SD

Female

CFA

M SD n

Norms (n 5 604)

M SD

Activities Competence
Social Competence
Scholastic Competence
Total Competence
Withdrawn

44.9
45.8
46.6
49.4
53.8

9.0
9.2
9.2

14.2
6.5

25
25
21
19
26

47.7
48.1
48.3
50.3
54.0

7.3
7.2
6.7
9.7
6.2

45.0
45.8
43.4
45.5
56.3

7.8
8.2
7.8
9.4
8.5

35
36
37
34
38

47.8
48.1
48.3
50.4
53.9

7.3
7.2
7.2
9.8
6.0

Somatic Complaints
Anxious/Depressed
Social Problems
Thought Problems
Attention Problems

55.3
53.4
56.1
55.5
54.6

7.8
8.1
9.9
7.5
8.1

26
26
26
26
26

54.0
54.2
53.8
53.3
54.0

5.8
6.1
5.9
5.6
5.9

57.6
53.9
54.9
53.5
54.0

7.5
5.6
6.0
5.9
6.1

38
38
38
38
38

53.9
54.1
53.9
53.4
54.0

6.0
6.1
5.8
5.8
5.9

Delinquent Behavior
Aggressive Behavior
Internalizing
Externalizing
Total Problems

53.9
52.3
48.2
45.3
47.5

5.6
4.4

11.8
10.6
12.4

26
26
26
26
26

53.9
54.1
50.3
50.1
50.0

5.9
6.2
9.8
9.8

10.0

54.3
52.5
52.1
48.7
50.4

5.5
4.2

11.2
8.2

10.2

38
38
38
38
38

54.0
54.1
50.0
50.2
50.0

5.8
6.3

10.0
9.8

10.2

* Means for adolescents with CFAs all fall within the normative range as reported by Achenbach (1991a). CFA numbers are lower for some subscales because of incomplete data.

TABLE 3 Percentage in Clinical Range on Youth Self Report:
Chi-Square Analyses Comparing Adolescents With Craniofacial
Anomalies (CFAs) With Achenbach’s Normative Reference
Group by Gender†

Subscale

Males

% x2 n

Females

% x2 n

Activities Competence‡
Social Competence‡
Total Competence§
Withdrawn‡
Somatic Complaints‡

13.6
4.5

26.3
0
7.7

3.45*
.01
.90

1.37
.40

22
22
19
26
26

3.2
9.1

16.7
5.3
2.6

.20
1.16
.04
.01
.45

31
33
30
38
38

Anxious/Depressed‡
Social Problems‡
Thought Problems‡
Attention Problems‡
Identity Problems‡

3.8
7.7
3.8
3.8
3.8

.07

.40

.07

.07

.07

26
26
26
26
26

2.6
5.3
0
5.3
—

.45

.01
2.00
.01
—

38
38
38
38
—

Delinquent Behavior‡
Aggressive Behavior‡
Internalizing§
Externalizing§
Total Problems§

3.8
3.8
7.7

11.5
11.5

.07

.07
1.87
.74
.74

26
26
26
26
26

5.3
5.3

15.8
10.5
7.9

.01

.01

.13
1.44
2.63

38
38
38
38
38

† Means for adolescents with CFAs fall within the normative range as reported by Achenbach
(1991c). CFA numbers are lower for some subscales because of incomplete data.

‡ Norms show that the expected percentage of sample to score in the clinical range is 5%.
§ Norms show that the expected percentage of sample to score in the clinical range is 18%.
* p , .10.

TABLE 4 Percentage in Clinical Range on Child Behavior
Checklist: Chi-Square Analyses Comparing Adolescents With
Craniofacial Anomalies (CFAs) With Achenbach’s Normative
Reference Group by Gender†

Subscale

Males

% x2 n

Females

% x2 n

Activities Competence‡
Social Competence‡
Scholastic Competence‡
Total Competence§
Withdrawn‡

12.0
16.0
14.3
21.1
7.7

2.58
6.37**
3.81**
.12
.40

25
25
21
19
26

11.4
13.9
13.5
29.4
13.2

3.05*
5.99**
5.65***
3.00*
5.32**

35
36
37
34
38

Somatic Complaints‡
Anxious/Depressed‡
Social Problems‡
Thought Problems‡
Attention Problems‡

7.7
7.7

11.5
11.5
7.7

.40

.40
2.34
2.34
.40

26
26
26
26
26

13.2
5.3
5.3
5.3
2.6

5.32**
.01
.01
.01
.45

38
38
38
38
38

Delinquent Behavior‡
Aggressive Behavior‡
Internalizing§
Externalizing§
Total Problems§

0
0

11.5
11.5
11.5

1.37
1.37
.74
.74
.74

26
26
26
26
26

2.6
2.6

26.3
10.5
23.7

.45

.45
1.78
1.44
.83

38
38
38
38
38

† Means for adolescents with CFAs fall within the normative range as reported by Achenbach
(1991a). CFA numbers are lower for some subscales because of incomplete data.

‡ Norms show that the expected percentage of sample to score in the clinical range is 5%.
§ Norms show that the expected percentage of sample to score in the clinical range is 18%.
* p , .10. ** p , .05. *** p , .01.

clinical range, according to parent and self-report, were com-
pared with normative groups. The cut-off point for the ‘‘bor-
derline’’ range was used to determine whether the score was
in the clinical range, based on the recommendation by Ach-
enbach (1991b), to decrease the number of false negatives and
enhance sensitivity to those who may be ‘‘at risk’’ clinically.
Differences between adolescents with CFAs and Achenbach’s
samples were tested by chi-square analyses.

YSR

As shown in Table 3, no statistically significant differences
were found between adolescents with CFAs and norms in the

frequencies of adolescents reporting problems in the clinical
range. However, adolescent boys with CFAs reported margin-
ally significant elevations in rates of deficits in Activities Com-
petence, and adolescent girls with CFAs indicated marginally
lower rates of Total Problems.

CBCL

As shown in Table 4, parents of both daughters and sons
with CFAs reported a significantly higher frequency of clini-
cally meaningful deficits in Social Competence and Scholastic
Competence as compared with norms. Parents of daughters
with CFAs also reported significantly higher proportions of
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TABLE 5 Intercorrelations Between Child Behavior Checklist and Youth Self Report by Gender: Comparison of Craniofacial Anomaly
(CFA) and Normative (Achenbach, 1991c) Groups†

Subscale

Male

CFA

r n

Norms (n 5 736)

r z

Female

CFA

r n

Norms (n 5 734)

r z

Activities Competence
Social Competence
Total Competence
Withdrawn
Somatic Complaints

.62

.67

.84

.27

.78

21
22
16
26
26

—
—
—
.26
.32

—
—
—

20.26
3.37***

.38

.89

.89

.61

.39

31
33
29
38
38

—
—
—
.45
.36

—
—
—

1.30
0.20

Anxious/Depressed
Social Problems
Thought Problems
Attention Problems
Delinquent Behavior

.66

.87

.57

.86

.05

26
26
26
26
26

.32

.38

.20

.38

.53

2.18**
4.41***
2.10**
4.22***

22.55**

.46

.51

.43

.55

.72

38
38
38
38
38

.44

.39

.23

.35

.40

0.15
0.87
1.30
1.46
2.80***

Aggressive Behavior
Internalizing
Externalizing
Total Problems

.70

.72

.66

.73

26
26
26
26

.39

.32

.46

.39

2.15**
2.72***
1.40
2.44**

.64

.59

.63

.59

38
38
38
38

.40

.48

.42

.42

1.93*
0.89
1.70*
1.33

† CFA numbers are lower for some subscales because of incomplete data.
* p , .10; ** p , .05; *** p , .01.

Withdrawn and Somatic Complaints in the clinical range as
compared with norms, as well as marginally significant ele-
vations in rates of deficits in Activities Competence and Total
Competence. Individuals with CFAs did not differ from norms
on the remaining scales.

Correlations Between CBCL and YSR

Bivariate correlations were computed to test the correspon-
dence between parents’ and adolescents’ reports of the ado-
lescents’ adjustment problems and competencies. Table 5 dis-
plays correlations for the CFA sample and for Achenbach
(1991c) norm samples (parent-adolescent correlations are not
available for competence scales on the norm sample). For boys
in the CFA sample, correlations between adolescent and parent
reports were moderate to high (.27 to .87), with the exception
of a near-zero correlation on Delinquent Behavior. For girls,
the range of correlations was similarly moderate to high (.38
to .89). Fisher r to z transformations were used to compare the
magnitude of correlations seen in the CFA sample with the
norm sample (Cohen and Cohen, 1983). Boys in the CFA sam-
ple had significantly greater correspondence to parental reports
on all problem scales, except for Externalizing and Withdrawn.
Reports for Delinquent Behavior showed a significantly greater
correlation for the norm sample than for the boys with CFAs.
For girls with CFAs, only the parent-adolescent correlation for
Delinquent Behavior was significantly higher than for the
norms. All other correlations were higher for the girls with
CFAs but did not reach significance. These findings suggest
that adolescents (especially boys) with CFAs and their parents
have a more similar perspective on the adolescents’ adjustment
than would be found in a typical sample.

Frequency of Problems in the Clinical Range: Parent
Versus Adolescent Reports

To further examine correspondence between parent and ad-
olescent reports, the proportion of parents who reported prob-

lems in the clinical range was compared with adolescent re-
ports. Given that two related samples were used (parents and
their children), McNemar tests were used to assess differences
in proportions between paired scores (Green et al., 1997). Sta-
tistically significant differences were not found between parent
and adolescent reports of clinical levels of adjustment prob-
lems. Hence, parents and adolescents tended to report com-
parable levels of serious adjustment problems.

DISCUSSION

Adolescents With CFAs Versus Norms

In most areas, adolescents with CFAs showed comparable
adjustment with norms. However, more problems in the clin-
ical range were reported in several areas, primarily by parents.
In particular, difficulties with peer relationships (Withdrawn,
deficits in Social Competence) were seen more frequently for
this sample of adolescents with CFAs. Parents of both boys
and girls also reported elevated rates of clinically significant
deficits in Scholastic Competence.

The observed pattern of impaired social functioning is con-
sistent with previous findings (Peter et al., 1975; Macgregor,
1990; Pruzinsky, 1992; Kapp-Simon and McGuire, 1997) that
revealed that this population may experience significant teas-
ing, rejection, and other negative social responses, and it shows
trends toward social withdrawal, possibly as a reaction to the
negative responses of others (Rubin and Wilkinson, 1995). In
addition, other factors, including parental attitudes and behav-
iors, may affect the social experiences of children with CFAs.
For example, parents may have encountered negative reactions
from others as a result of their child’s condition and may feel
overprotective and hesitant to encourage social interactions
(Richman and Harper, 1978; Brantley and Clifford, 1979).
Medical and functional limitations may impede adolescents’
involvement in sports or other types of activities, thereby re-
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ducing opportunities for developing peer relationships. Mar-
ginal deficits in Activities Competence were observed in this
sample, suggesting that some adolescents with CFAs may be
isolated from age-appropriate extracurricular activities. These
findings, which replicate those from studies conducted with a
range of methodologies and types of CFA samples, further
emphasize the need for social interventions for adolescents
with CFAs.

Adolescent boys and girls both showed increased risk for
clinical levels of deficits in Scholastic Competence, as reported
by parents. This finding is consistent with previous research
demonstrating elevated rates of learning disabilities in the CFA
population (Broder et al., 1998).

Taken together, findings indicate that most adolescents in
this sample showed good adjustment. The adjustment problems
that emerged were primarily deficits in adaptation (academic
and social); there was little evidence of elevated risk for psy-
chopathology in this sample. Difficulties with socialization
seem to be a major concern for these adolescents and should
be targeted in order to avoid negative implications for adult
social competence and mental health (Langlois and Stephan,
1981). Similarly, professionals working with the CFA popu-
lation need to be aware of the elevated risk for learning dis-
abilities so that appropriate support for academic functioning
can be provided.

Parent Versus Adolescent Reports

There was greater correspondence between parent and ad-
olescent reports of adjustment in this CFA sample than would
be expected according to normative data. Furthermore, there
were no statistically significant differences between parents
and adolescents in reported frequencies of problems in the
clinical range. These findings may be a result of a close parent-
child relationship; other studies have speculated that the need
for enhanced caretaking inherent in raising a child with CFA
has the capacity to produce an intensely child-focused parent-
ing style (Speltz et al., 1995). Also, if adolescents with CFAs
are spending less time in peer interactions and other outside
activities compared with typical adolescents, simply spending
more time at home with their families might increase parent-
child communication. The mechanism behind this finding is
unclear and merits further investigation.

Despite these indications of greater parent-adolescent con-
gruence of reports, parents in this sample did tend to report
more adjustment problems (compared with norms) than did
their sons and daughters. Higher parent reports of adjustment
problems have been consistently found in pediatric samples
with younger children. The source of discrepant reports is un-
known. Parents may overreport problems for reasons such as
overprotectiveness (Richman and Harper, 1978; Brantley and
Clifford, 1979; Speltz et al., 1995), increased parenting stress
(Speltz et al., 1990), apprehension about their child’s health
(Brantley and Clifford, 1979), and negative expectations about
their child’s social experiences because of a facial disfigure-
ment. These factors may predispose parents to have a height-

ened level of concern, which may cause them to become over-
ly focused on even minor adjustment issues or to take a pes-
simistic view of the adolescent’s adjustment. Parents also may
have a difficult time accurately assessing their child’s behav-
ioral adjustment during adolescence because children typically
spend less time under parental supervision. Adolescents may
choose to reveal personal problems to their peers when they
have the opportunity or keep feelings to themselves, rather
than disclose them to their parents (Seiffge-Krenke and Koll-
mar, 1998). Alternatively, adolescents may tend to underreport
problems because of social bias (choosing to present a positive
image to counter negative societal expectations) or ‘‘fake
good’’ to prevent their overprotective parents or professionals
from worrying about their difficulties. Another possibility is
that adolescents are more aware of their subjective thoughts
and feelings; therefore, their reports accurately reflect their ex-
periences.

Caution must be taken when considering which informant
provides the most accurate picture. On the one hand, adoles-
cents themselves are best qualified to report on their own sub-
jective thoughts and feelings, as well as report on their expe-
riences in settings outside the family environment. On the oth-
er hand, from a developmental perspective, parents have
achieved greater cognitive and perspective-taking skills, allow-
ing for more accurate reporting. Consequently, because some
adolescents may not yet have acquired the cognitive skills
needed for accurate self-observation, they may find it difficult
to evaluate their own adjustment. Further research is needed
to examine whether parents or adolescents prove to be more
accurate reporters by comparing their reports with those of
other reporters (such as peers or teachers). In addition, further
research is needed to determine whether discrepancies indicate
significant differences in the adolescent’s actual behavior under
different conditions or, alternatively, differences in the person’s
perceptions or tolerance of certain behaviors (Achenbach,
1991c). In clinical settings, it may be important to use infor-
mation from adolescents themselves as well as their parents to
obtain a more complete assessment of adolescent adjustment.

CONCLUSIONS

The strengths and weaknesses of our study should be used
to inform the interpretation of these results. Although chart-
review methodology may reduce the problems of bias encoun-
tered through typical subject recruitment procedures, it is un-
clear to what extent these findings can be generalized to other
geographic areas or to individuals with CFAs who do not seek
surgical intervention. Furthermore, the nonreferred norms of
Achenbach (1991a, 1991b, 1991c) are based on a nationally
representative sample of children who had not received mental
health treatment in the previous year, thus comprising a well-
adjusted sample rather than a community sample. If a matched
community comparison group were used, the CFA sample
might have shown lower rates of problems. Any adjustment
difficulties experienced by adolescents in the study sample
cannot necessarily be attributed to the presence of CFAs, given
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that adjustment problems, especially peer relationship difficul-
ties, are common among children with chronic medical con-
ditions (Reiter-Purtill and Noll, 2003; Wallander et al., 2003).
Future studies should therefore use a pediatric comparison
group to determine whether the CFA population demonstrates
a unique pattern of psychosocial adjustment beyond the impact
of stressors common to children with ongoing medical con-
cerns. Another limitation is that the impact of surgeries and
severity of disfigurement on adjustment were not measured.
Finally, although our study was somewhat unique in evaluating
a narrow developmental range—middle to late adolescence—
this resulted in a relatively small sample and should be repli-
cated with a larger CFA sample.

Our findings suggest that adolescents with CFAs may not be
at heightened risk for major adjustment problems, although
some may experience deficits in social and academic compe-
tence. Parents and adolescents displayed greater congruence in
their reports of psychosocial adjustment than seen in well-ad-
justed, medically healthy samples, perhaps indicating closer par-
ent-child relationships. When parents and adolescents differed
in their reports, parents identified more problems, consistent
with findings from other studies of children with medical prob-
lems. Professionals working with adolescents with CFAs should
involve both parents and adolescents in their assessment of psy-
chosocial adjustment to obtain a complete picture.
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