Posted October, 2001

Ratings of Relations Between DSM-IV Diagnostic Categories
and Items of the CBCL/6-18, TRF, and YSR

Thomas M. Achenbach & Levent Dumenci
University of Vermont

Leslie A. Rescorla
Bryn Mawr College

Abstract

The purpose was to determine the degree to which experienced mental health professionas
would judge particular CBCL/6-18, TRF, andY SR items as being consistent with particular DSM -
IV categories. Child psychiatrists and psychol ogists who had published research on children’s be-
havioral/emotiona problems rated the consistency of each CBCL, TRF, and Y SR problem item
with DSM categories that are potentially relevant to school-age children. The 22 raters came from
16 cultures. Itemsthat were rated by at least 14 of the 22 (64%) raters as being very consistent with
a diagnostic category were assigned to that category. After combining some categories that had
overlaps in DSM criteria, we constructed scales for the following categories: Affective Problems
(including Dysthymia and Major Depression); Anxiety Problems (including GAD, SAD, and Spe-
cific Phobia); Somatic Problems (including Somatization and Somatoform); Attention Deficit/Hy-
peractivity Problems (including Hyperactive-lmpulsive and I nattentive types); Oppositional Defi-
ant Problems, and Conduct Problems. For each instrument, a DSM-oriented scale comprises the
items from that instrument that were rated as being very consistent with the respective diagnostic
category. The scales are displayed on profilesfor scoring children in relation to normative samples
of peers. The profiles show raw scale scores (sum of the 0-1-2 ratings of items comprising ascale);
T scores; percentiles; and cutpoints for normal, borderline, and clinical ranges. Windows software
for scoring the profiles can provide comparisons among DSM-oriented scal e scores obtained from
up to 8 CBCL/6-18, TRF, and Y SR forms per child.

I ntroduction

Questions often arise about rel ations between formal diagnostic systems, such asthe DSM, and
empirically based instruments, such as the Child Behavior Checklist for Ages 6-18 (CBCL/6-18),
the Teacher’s Report Form (TRF), and the Youth Self-Report (Y SR). Studies have shown signifi-
cant associations between DSM diagnoses and scores on empirically based syndrome scales (e.g.,
Edelbrock & Costello, 1988; Kasius, Ferdinand, van den Berg, & Verhulst, 1997). However, the
specific criteriafor DSM diagnoses differ from the items of the empirically based scales. Further-
more, the associationsthat are found between diagnoses and scal e scores may vary according to the
training and orientation of the diagnosticians, the diagnostic procedures, the ages of the children,
the sources of data, and other factors.



Purpose of this Project

The purpose of this project was to determine the degree to which experienced mental health
professionals would judge particular CBCL/6-18, TRF, and Y SR items as being consistent with
particular DSM-IV diagnostic categories (American Psychiatric Association, 1994). To obtain so-
phisticated judgments, we asked highly experienced child psychiatrists and psychol ogists who had
published research on children’s behavioral/emotional problems to rate the consistency of each
CBCL/6-18, TRF, andY SR problemitem with DSM diagnostic categories of behavioral/emotional
disordersthat are potentially relevant to school-age children. If most ratings of particular CBCL/6-
18, TRF, and Y SR items were found to indicate high consistency with particular DSM categories,
these items would be used to construct DSM-oriented scales for scoring the CBCL/6-18, TRF, and
Y SR. The DSM-oriented scales would accompany new versions of our empirically based syn-
drome scales for scoring these instruments.

Method

We identified the following DSM-IV diagnostic categoriesthat are defined largely in terms
of behavioral/emotional problems and that are potentially applicable to ages 6-18: Attention-Defi-
cit/Hyperactivity Disorder (ADHD) Hyperactive-Impulsive and Inattentive types; Avoidant
Personality; Conduct Disorder; Dysthymia; Generalized Anxiety Disorder (GAD); Major Depres-
sive Disorder; Obsessive-Compulsive Disorder (OCD); Oppositiona Defiant Disorder (ODD);
Separation Anxiety Disorder (SAD); Somatization Disorder; Somatoform Disorder; and Specific
Phobia. Because of similarities in criteria and/or findings from our study of ratings of preschool
problems (Achenbach, Dumenci, & Rescorla, 2000), we combined the following disorders into
single categories: Dysthymiaand Mg or Depression were combined into Affective Disorders; GAD,
SAD, and Specific Phobiawere combined into Anxiety Disorders; and Somatization and Somatoform
Disorders were combined into Somatic Disorders. We then did the following:

1. Weinvited participation by experienced child psychiatrists and psychol ogists who had
published research on children’s behavioral/emotional problems.
2. Those who agreed to participate were sent the following materias:

(A) Copiesof the criteriafor the DSM-IV diagnoses.

(B) Theinstructions that are presented in Appendix A.

(C) Rating forms on which the 141 problem items of the CBCL/6-18, TRF, and Y SR
were listed. The three instruments have 93 problem items in common, plus 12
problemitemsthat are onthe CBCL/6-18 andY SR, 3 that are common to the CBCL/
6-18 and TRF, 10 that are specific to the CBCL/6-18, and 23 that are specific to the
TRF. Thetotal number of itemsrated wasthus93 + 12 + 3+ 10+ 23 =141, excluding
open-ended itemsfor adding other problems. For each of thenine DSM-1V categories,
raters were asked to score each of the 141 problem items as 0 = not consistent, 1 =
somewhat consistent, and 2 = very consistent with the DSM category.

Appendix B lists the 22 child psychiatrists and psychologists from 16 cultures who submitted
ratings. The raters had a mean of 19.1 years of experience since receiving their first doctorate or
equivalent degree (several had both M.D. and Ph.D. degrees). Ratersreceived $50 for participating.

Results
We based our selection of items for DSM-oriented scales on a criterion of at |east 14 raters out
of 22 (64%) scoring an item 2 (very consistent) with a diagnostic category. We used a criterion of
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>14 ratings of 2 because it was high enough to require considerabl e agreement among raters, while
still allowing for the effects of differences among the ratersin culture, professional training, theo-
retical orientation, and the kinds of children served.

Only four items met the criterion of 14 ratings of 2 for Avoidant Personality and only threeitems
for OCD. Consequently, we did not construct scales for these categories.

At least five problem items from each instrument received enough ratings of 2 to form the
following six DSM-oriented scales (the numbers reflect the left-to-right sequence in which the
scales are displayed on scoring profiles): 1. Affective Problems; 2. Anxiety Problems; 3. Somatic
Problems; 4. Attention Deficit/Hyperactivity Problems; 5. Oppositional Defiant Problems; and 6.
Conduct Problems.

Five TRF items received >14 ratings of 2 for the DSM Inattentive type of ADHD, while eight
TRF items received >14 ratings of 2 for the Hyperactive-Impulsive type of ADHD. To reflect the
distinction between ADHD subtypes, the TRF profile gives users the option of computing separate
scores for each of these subsets of problems.

Table 1 lists abbreviated versions of the CBCL/6-18, TRF, and Y SR items that comprise each
scale. Six items met the criterion of >14 ratings of 2 for asecond DSM-oriented scale in addition to
the scale on which theitems are listed in Table 1. However, the number of ratings of 2 was smaller
for the second scale than for the scale on which the items are listed in Table 1. For four of the six
items, the two scales were Conduct Problems and Oppositional Defiant Problems. Thesefour items
were asfollows, with the number of 2 ratings shown in parentheses for the Conduct Problems scale
and then for the Oppositional Defiant Problemsscale: 15. Defiant, talks back to staff (14 vs. 20); 22.
Disobedient at home (16 vs. 19); 23. Disobedient at school (16 vs. 18); and 28. Breaks rules at
home, school, or elsewhere (22 vs. 17).

The other two items that met criteriafor two scales were: 67. Disrupts class discipline (Atten-
tion Deficit/Hyperactivity Problems 18 vs. Oppositional Defiant Problems 14); and 100. Trouble
sleeping (Affective Problems 20 vs. Anxiety Problems 15).

The six DSM-oriented scales are displayed on CBCL/6-18, TRF, and Y SR hand-scored and
computer-scored profiles analogous to the profiles for the empirically based scales (Achenbach &
Rescorla, 2001). Normative distributions of scores, percentiles, and T scores are based on a new
U.S. national sample. The computer-scored version of the TRF profile prints percentiles for the
Inattention and Hyperactivity/Impulsivity subscales, aswell as for the complete Attention Deficit/
Hyperactivity Problems scale. On the hand-scored TRF profile, percentiles of the U.S. national
normative sample are displayed for the subscales and for the complete Attention Deficit/Hyperac-
tivity Problems scale.

Discussion
Empirically based and DSM-oriented scales scored by the same respondents for the same chil-
dren on the same pool of items can facilitate assessment that takes account of both the patterns of
co-occurring problems reflected in the empirically based syndromes and groupings of problems
that are consistent with DSM diagnostic categories. Both types of scales can be quantitatively scored
interms of gender- and age-specific T scoresand aso in terms of raw scoresindicating the absolute
level of problems. This offers many possibilities for comparing and combining the empirically



based and DSM -oriented scalesfor purposes such asthe following: Assessment of initial problems;
evaluation of outcomes and differential treatment efficacy; epidemiological studies; genetic re-
search; cross-cultural comparisons; and testing of correlates of psychopathology. The Manual for
the ASEBA School-Age Forms & Profiles (Achenbach & Rescorla, 2001) providesfurther details of
the devel opment and applications of the empirically based and DSM-oriented scales.
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Appendix A

Instructions to DSM Raters
Rating the Diagnostic Consistency of Specific Problems with DSM-IV Categories

Purpose

To determine whether problems listed on the CBCL/6-18, TRF, and Y SR are diagnostically
consistent with DSM disorders that might be found at ages 6 through 18 years.

Accompanying this instruction sheet are:

1. DSM-IV criteria for disorders that might be found at ages 6-18 years. In practice, you
might not use some of the DSM diagnoses for children of these ages. However, we wish
to see which problem items might be diagnostically consistent with the symptom criteria
for the disorders, even if other factors argue against actually using the DSM diagnoses for
ages 6-18 years.

2. A list of the problem items with spaces for rating the diagnostic consistency of each item
with each DSM category. Thefirst 118 itemsare onthe CBCL/6-18. Most are also onthe
TRF and YSR. They are followed by items that are only on the TRF.

Instructions
If you are willing, please follow these steps:

1. Starting with the first problem on the list, consider its consistency with the first category
of disorders, Affective Disorders, including Dysthymia and Major Depressive Episode.
Consult the accompanying DSM-IV criteriafor Dysthymiaand Major Depressive Episode.

2. Decide whether you think the first problem is diagnostically consistent with either of the
Affective Disorders.

(A) Pleaseusethe DSM-IV symptom criteriaas abasisfor deciding whether aproblem
is consistent with a category.

(B) You may feel that some problem items are appropriate diagnostic indicators of
particular disorders, but that they do not have precise counterparts among the DSM-
IV symptom criteria. Feel freeto rate these problem items as being consistent with
the categories, according to the scoring rules listed in #3.

3. Pleaserate how consistent the problem iswith theAffective Disorders category, asfollows:

0 = Not consistent with the category.
1 = Somewhat consistent with the category.
2 = Very consistent with the category.

4. After you haverated the consistency of thefirst problem item with the Affective Disorders
category, rate the consistency of each other problem item with each category specified on
the rating form. You may prefer to rate the first item for all categories before proceeding
to the second item, i.e., work from left to right. Or you may prefer to rate al itemsfor the
first category before rating any items for the second category, i.e., proceed from top to
bottom.

5. Fedl freetorateanitem O, 1, or 2 for any category, regardless of the ratings you give that
item for the other categories. For example, you can give an item arating of O for three
categories, 1 for four categories, and 2 for two categories. In other words, do not spend
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time choosing a single category for your highest rating of an item. Instead, just consider
each category alone when rating each problem item. You may decide that some problem
items should be rated O for all categories, whereas other problem items should be rated 2
for several categories.

6. After you have finished your ratings, please enter the other requested information at the
end of therating forms. Then e-mail the rating form to Thomas.Achenbach@uvm.edu or
fax it to 802-656-2602. We will then mail your check for $50.

Thanks very much for your help.



Appendix B

Child Psychiatrists and PsychologistsWho Rated CBCL/6-18, TRF, and Y SR Items
for Consistency With DSM-1V Categories

Australia

Sawyer, Michael, M.D., Ph.D.
Professor

Research & Evaluation Unit
Women's and Children’s Hospital
72 King William Road

North Adelaide

South Australia, 5006

Rey, Joseph, M.D., Ph.D.
Professor

Coral Tree Family Service
P.O. Box 142

North Ryde

NSW 1670

Austraia

Belgium

Grietens, Hans, Ph.D.

Section of Orthopedagogics
Katholieke Universiteit Leuven
Vesaliusstraat 2

B-3000 Leuven

Belgium

Canada

Zucker, Kenneth, Ph.D.

Associate Professor

Child & Adolescent Gender Identity Clinic
Child Psychiatry Program—Clarke Division
250 College Street

Toronto, Ontario M5T 1R8

Canada

China

Leung, Patrick, Ph.D.

Associate Professor

Department of Psychology

3/F, Sino Building

The Chinese University of Hong Kong
Shatin, New Territories, Hong Kong

Germany

Heubeck, Bernd, Dipl. Psych.

Senior Lecturer in Clinical Psychology
Division of Psychology
TheAustralian National University
Canberra, ACT 0200

Dopfner, Manfred, Ph.D.

Professor

Klinik u. Poliklinik fur Psychiatrie und
Psychotherapie des Kindes-und Jugendalters
der Universitét zu Koln

Robert-Koch-Str. 10

D-50931 Kdln,

Germany

Greece

Roussos, Alexandra, M.D.
Attiki Child Psychiatry Hospital
4 Garefi Street

11525 Athens, Greece

|celand

Hannesdéttir, Helga, M.D.
Trénuhdlar 18

Reykjavik, 111,

lceland

Israel

Auerbach, Judith, Ph.D.

Senior Lecturer

Department of Behavioral Sciences
Ben-Gurion University

Beer Sheva 84105 Israel

Italy

Frigerio, Alessandra, M.D., Ph.D.
Child Psychiatry Unit

IRCCS“E. Medea”’

LaNostra Famiglia

23842 Bosisio Parini

Italy



Jamaica

Lambert, Michagl, Ph.D.
Associate Professor
Department of Psychology
Michigan State University
East Lansing, M1 38824-1117

Netherlands
Ferdinand, Robert, M.D., Ph.D.
Director

Outpatient Child and Adolescent Psychiatry

Sophia Children’s Hospital
Erasmus University

Dr. Molewaterplein 60
3015 GJ Rotterdam

Verhulst, Frank, M.D., Ph.D.
Professor and Director
Department of Child Psychiatry
Sophia Children’s Hospital
Erasmus University

Dr. Molewaterplein 60

3015 GJ Rotterdam

Puerto Rico

Bird, Hector, M.D.

Professor

ColumbiaUniversity

and NY State Psychiatric Institute
1051 Riverside Drive, Unit 78
New York City, NY 10032

Spain

Ezpeleta, Lourdes, Ph.D.

Associate Professor

Universitat Autonoma de Barcelona
Departament de Psicologia de la Salut
i Psicologia Social

Edifici B

08193 Bellaterra

Spain

Turkey

Erol, Nese, Ph.D.

Professor

Ankara University

Faculty of Medicine

Child Psychiatry Department
Dikimevi, Ankara Turkey

United Kingdom

Tinline, Colin, FRCPsych
The Pear Tree Centre
Smallwood House
Church Green West
Redditch, Worcestershire
United Kingdom

USA

Fischer, Mariellen, Ph.D.
Professor

Division of Neuropsychology
Medical College of Wisconsin
9200 W. Wisconsin Ave.
Milwaukee, WI 53226

Krueger, Robert, Ph.D.

Assistant Professor

Director, Minnesota Twin Registry
Department of Psychology
University of Minnesota

N414 Elliott Hall

75 East River Road

Minneapolis, MN 55455-0344

Mattison, Richard, M.D.
Professor

Putnam Hall—South Campus
SUNY

Stony Brook, NY 11794-8790

Phares, Vicky, Ph.D.

Associate Professor

University of South Florida
Department of Psychology

4202 E. Fowler Avenue, BEH 339
Tampa, FL 3362



