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The role of competitive sports in the develop
ment of the child or youth is a subject of ongoing 
debate. The possibility of physical and psycholog
ical trauma both figure prominently in the 
arguments of those who condemn programs that 
introduce young people to the stresses of compe
tition.

A host of injuries have been identified as pecul
iar to the juvenile associated with sports such as 
baseball, football, and wrestling. Yet the absence 
of studies that demonstrate significantly higher in
jury rates in athletes in competitive sports com
pared with youngsters in noncompetitive activities 
diminishes the argument that physical trauma in 
competitive sports is great enough to preclude 
participation by the child or youth.1

This last statement is not to suggest compla
cency regarding physical trauma in competitive 
sports, for much remains to be done in the areas of 
preparticipation health evaluation of athletes, as
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well as sports injury prevention, diagnosis, and 
rehabilitation.1,2

Although many feel that physical trauma cannot 
be implicated as a significant deterrent to sports 
competition for young people, a body of knowl
edge does suggest certain youths are highly vul
nerable to psychological trauma and its conse
quences, and their participation in competitive 
sports needs to be carefully monitored.3

Sports Competition—A Stressful Life 
Event

Participation in competitive sports is an anxiety 
producing experience, and thus may be labeled a 
stressful life event.4 Coddington’s interest in psy
chological trauma in children led him to modify the 
life event items of Holmes and Rahe,5,6 to make 
them more compatible with the life experiences of 
children.7,8 Although no item on Coddington’s life 
event list deals specifically with athletic activity, 
one item may be correlated with competitive 
sports experience—“Not making an extracurricu
lar activity he or she wanted (eg, athletic team).”

How important is it to a junior or senior high 
school student to fail to make an extracurricular 
activity such as an athletic team? According to 
Coddington’s study, this life event rated above 
experiences such as death of a grandparent, sus
pension from school, and loss of a job by a parent.
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Coddington’s findings imply that the impact of 
sports competition on the youth or child has the 
potential for producing severe stress and as
sociated high levels of anxiety. Specialists in 
sports medicine and health education have ex
pressed concern for the anxiety ridden child or 
youth, for not only is athletic performance im
paired by high levels of anxiety,3 but when acute 
anxiety is reinforced by repeated failures and be
comes chronic, psychophysiological changes may 
be induced that result in illness and injury.7'9

The correlation between a youth’s anxiety and 
athletic competition has been shown in a number 
of studies. Sonstroem10 established that “ self
perceptions of physical ability are positively re
lated to athletic experience. . . . ” Furthermore, 
“ self-perceptions of physical ability are positively 
related to global self-esteem.” In a study of boys 
(ages 11 and 12), Scanlan and Passer" were able to 
demonstrate that, in general, individuals with the 
highest levels of anxiety were those who had a 
pre-game low self-esteem and low performance 
expectancy. The state of anxiety was significantly 
compounded when these individuals were part of a 
losing team.

Identification and Management of the 
Vulnerable Child-Youth

Which young people are most likely to experi
ence repeated failure and suffer the psychological 
trauma of high levels of anxiety in sports competi
tion? Two groups may be identified:

Group 1: those who demonstrate a low level of 
competence, relative to their peer group, due to 
inexperience, lack of innate ability, or late matu
ration.1214

Group 2: those who perceive that they are not 
meeting the expectations of their peer group, 
coach, or parents.12'14

Children in Group 1 who lack competence due 
to the absence of experience respond remarkably 
well to proper coaching. The response to coaching 
is influenced in large part by the child’s or youth’s 
psychological, physical, and intellectual potential. 
The capable coach will recognize the innate abili
ties of the young athlete and will also recognize 
that the child or youth who fails at one sport (eg, a
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hand-eye coordination activity such as baseball) 
may excel in another (eg, an endurance sport such 
as running or biking).

Maturation of the child or youth is also a 
determinant in sports competition that deserves 
analysis. Numerous studies have been carried out 
to establish the child's or youth’s skeletal or phys
iological maturation based on examination of 
pubic hair, penis size, testicle size, facial hair dis
tribution, breast development, and menarche.15'16 
New York State’s SCAM study,17 which was ini
tiated in 1973, examines physical and psycho
logical factors in youths who have been matched 
for maturation and ability. Preliminary informa
tion suggests merit in programing high school stu
dents by maturational levels. Other studies by 
Mussen18,19 and Tanner19 have already identified 
psychological trauma as a consequence of compe
tition between maturationally mismatched youths.

The child or youth who fails in competitive 
sports because of limited ability may be trained to 
competence or switched to an age level or sports 
activity in which success may be realized, while 
the slow maturer may be assigned to an appropri
ate peer group. However, a much more complex 
solution is required to assist the young athletes 
who perceive that they are not meeting the expec
tations of their peers, coaches, or parents. The 
child or youth in such a milieu not only carries the 
weight of personal wishes to succeed, but the ad
ditional burden of peers, coaches, parents, and 
community members who wish to be vicarious 
winners. Some athletes thrive in such an environ
ment, but many more become the psychologically 
traumatized victims of a system that demands 
more than the young athlete may be able to give.

Individuals who are concerned with the physi
cal and psychological health of youth will support 
community athletic programs that improve the 
participant’s physical fitness and self-image. 
Guidance in developing such programs may be 
found in the work of Smith and Smoll.3,20,21 They 
achieved significant success in a Little League 
coach stress management training program that 
focused on improving communication between 
coach and player, and on establishing more 
humane goals for the competitors. The concepts of 
stress management and coach effectiveness train
ing that were evolved in this University of Wash
ington study deserve broad application. The audi
ence should include both coaches and parents.
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Continued from page 589

with a similar task force in the 
Society of Teachers of Family 
Medicine, which has just begun to 
deal with these issues on a national 
basis. Dr. Leaman’s article is most 
helpful in giving us an appreciation 
for what has happened as we plan 
for the future.

David N. Sundwall, MD 
Director o f Medical Student 

Programs in Family Medicine 
University o f Utah 

Salt Lake City
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Classification of 
Homosexuality
To the Editor:

It is extremely encouraging to 
me that researchers are attempting 
to look at non-psychiatrists’ iden
tification of emotional and behav
ioral disorders. The recent article 
in The Journal o f Family Practice 
on Recognition of Depression in a 
University-Based Family Medicine 
Residency Program (Reifler BV, 
Okimoto JT, Heidrich FE, et al: J 
Fam Pract 9:623, 1979) reinforced 
the importance of utilizing a work
able diagnostic criteria for deter
mining the prevalence of depres
sion among those patients seen by 
family physicians. However, the 
diagnostic criteria stated in Figure 
1 of the article (p 624) were out
dated in designating “ homosexual
ity” as a “pre-existing psychiatric 
condition.”

Homosexuality is not a psychi
atric condition and is not linked 
with “other sexual deviations,” as 
shown by the Diagnostic and 
Statistical Manual III (DSM-III, 
published by the American Psy
chiatric Association, Washington, 
DC).

Though I recognize the source of

these criteria was published in 1974 
(Woodruff RA, Goodwin DW 
Guse SC: Psychiatric Diagnosis 
New York, Oxford University 
Press), it is important to emphasize 
that psychiatric criteria and treat
ment change, and physicians need 
to keep pace with these changes in 
order to make accurate diagnoses 

Special thanks need to be ex
tended to The Journal of Family 
Practice for publishing articles 
such as this one that prom ote a 
working relationship between 
medicine and psychiatry.

Mary jo T. Hines, RN, MSN 
Clinical Specialist-Psychiatry 

Christ Hospital 
Oak Lawn, Illinois

The preceding letter was referred 
to Dr. Reifler who responds as fol
lows:

Thank you for allowing me to re
spond to Ms. Hine’s letter. She has 
correctly pointed out that defining 
homosexuality as a psychiatric 
condition has come under very 
close scrutiny and many authorities 
feel it should not be identified as 
such. While we do not wish to enter 
into this debate, her point is a good 
one. To clarify how we used the 
diagnostic criteria, we would like to 
note that presence or absence of 
homosexuality was not specifically 
inquired about by the interviewers, 
nor was any mention of hom osex
uality by a patient used as a crite
rion establishing the presence or 
absence of depression.

Burton Reifler, MD 
Assistant Professor 

Department o f Psychiatry and 
Behavioral Sciences 

Director, Geriatric and Family
Services

University o f Washington 
Seattle
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