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Abstract

This project was designed to: (a) construct DSM-oriented scales comprising ASR and ABCL
items that mental health professionals rated as very consistent with DSM-1V categories; and (b)
identify itemsthat clinicians may be particularly concerned about (“critical items”). Psychiatrists
and psychol ogists who had published on psychopathology rated the consistency of each ASR and
ABCL problem item with DSM categories that are relevant to ages 18 to 59 years. They also identi-
fied items that are definitely critical. The 21 raters came from 10 cultures. Itemsthat were rated by
at least 13 of the 21 (62%) raters as being very consistent with a diagnostic category were assigned to
that category. We constructed scales for the following categories: Depressive Problems (including
Dysthymiaand Major Depression); Anxiety Problems (including GAD, SAD, and Specific Phobia);
Somatic Problems (including Somatization and Undifferentiated Somatoform); Avoidant Personality
Problems; Attention Deficit/Hyperactivity Problems (including Hyperactivity-lmpulsivity and I nat-
tention subscales); and Antisocial 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 profiles for scoring people 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 provides comparisons among DSM-oriented scal e scores obtained from up to 8
ASR and ABCL forms per individual and lists scores for items that were identified as definitely
critical by >62% of raters.

I ntroduction

Questions often arise about relations between formal diagnostic systems, such asthe DSM, and
empirically based instruments. Studies have shown significant associations between DSM diagnoses
of adults and scores on empirically based syndrome scales (e.g., Hofstra, van der Ende, & Verhulst,
2001, 20023, b). However, the specific criteriafor DSM diagnoses differ from the items of the
empirically based scales. Furthermore, the associations that are found between diagnoses and scale
scores may vary according to the training and orientation of the diagnosticians, the diagnostic proce-
dures, the sources of data, and other factors.

Pur poses of this Project

One purpose of this project wasto identify ASR and ABCL problem items that mental health
professionals judged to be very consistent with particular DSM-1V diagnostic categories (American



Psychiatric Association, 1994). To obtain sophisticated judgments, we asked highly experienced
psychiatrists and psychol ogists who had published on psychopathology to rate the consistency of
each ASR and ABCL problem item with DSM diagnostic categories of disorders that are relevant for
ages 18t0 59. To encompass variations in training, experience, and cultural backgrounds, we en-
listed raters from 10 cultures who worked in diverse settings. |If most raters judged particular ASR
and ABCL itemsto be very consistent with particular DSM categories, these items would be used to
construct DSM-oriented scales for scoring the ASR and ABCL. The scales would then be normed on
national samples of adults who had not received mental health or substance abuse servicesin the
preceding 12 months. The DSM-oriented scales would accompany empirically based syndrome
scales for scoring the ASR and ABCL.

A second purpose of the project was to identify ASR and ABCL problem itemsthat clinicians
may be particularly concerned about, designated as critical items. Itemsidentified by most raters as
“definitely critical” would be displayed on narrative reports of ASR and ABCL resultsto help clini-
cians quickly spot those that were reported for aclient. 1n addition, the client’s scores on the critical
items would be summed to form a scale that would be normed on the samples of adults that were
used to norm the DSM-oriented scales.

M ethod

We identified the following DSM-1V diagnostic categories that are defined largely in terms of
behavioral/emotional problems and that are applicable to ages 18 to 59: Antisocial Personality
Disorder; Attention-Deficit/Hyperactivity Disorder (ADHD) Hyperactive-Impulsive and I nattentive
types; Avoidant Personality Disorder; Dysthymia; Generalized Anxiety Disorder (GAD); Mgor
Depressive Episode; Obsessive-Compulsive Disorder (OCD); Obsessive-Compulsive Personality
Disorder; Separation Anxiety Disorder (SAD); Schizotypal Personality Disorder; Somatization
Disorder; Specific Phobia; and Undifferentiated Somatoform Disorder. Because of similaritiesin
criteria, we combined the following disorders into single categories: Dysthymiaand Major Depres-
sive Episode were combined into Depressive Disorders; GAD, SAD, and Specific Phobiawere
combined into Anxiety Disorders, Obsessive-Compulsive Disorder and Obsessive-Compulsive
Personality Disorder were combined into Obsessive-Compulsive; and Somatization and Undifferen-
tiated Somatoform Disorders were combined into Somatic Disorders. We then did the following:

1. Weinvited participation by experienced psychiatrists and psychol ogists who had pub-
lished on psychopathol ogy.
2. Those who agreed to participate were sent the following materials:

(A) Copies of the criteriafor the DSM-IV diagnoses.

(B) Theinstructions that are presented in Appendix A.

(C) Rating forms on which the problem items of the ASR and ABCL were listed. For
each of the nine DSM-1V categories, raters were asked to rate each of the problem
items as 0 = not consistent, 1 = somewhat consistent, and 2 = very consistent with
the DSM category. Raters were also asked to rate each item as 0 = not critical, 1 =
possibly critical, or 2 = definitely critical according to whether the item refersto
problems that clinicians may be particularly concerned about.

Appendix B lists the 16 psychiatrists and 5 psychologists from 10 cultures who submitted ratings.
The raters had a mean of 17.8 years of experience since receiving their first doctorate or equivalent



degree (eight had both M.D. and Ph.D. degrees; one of these also had aD.Sc. degree). Ratersre-
ceived $75 for participating.

Results
DSM-Oriented Scales

We based our selection of items for DSM-oriented scales on a criterion of at least 13 raters out of
21 (62%) rating an item 2 (very consistent) with a diagnostic category. We used a criterion of >13
ratings of 2 because it was high enough to require considerable agreement among raters, while still
allowing for the effects of differences among the ratersin culture, professional training, theoretical
orientation, and the kinds of clients served.

Other than items that received more ratings of 2 for other categories, only four items met the
criterion of 13 ratings of 2 for Schizotypal Personality Disorder and for Obsessive-Compulsive.
Because the numbers of items were thus relatively small and the items were rarely endorsed in our
normative samples, we did not construct scales for Schizotypal Personality or Obsessive Compul-
sive.

At least seven problem items received >13 ratings of 2 for the following six DSM-oriented scales
(the numbers reflect the left-to-right sequence in which the scales are displayed on scoring profiles):
1. Depressive Problems; 2. Anxiety Problems; 3. Somatic Problems; 4. Attention Deficit/Hyperactiv-
ity Problems; 5. Avoidant Personality Problems; and 6. Antisocial Personality Problems.

Seven itemsreceived >13 ratings of 2 for the DSM I|nattentive type of ADHD, while six items
received >13 ratings of 2 for the Hyperactive-Impulsive type of ADHD. To reflect the distinction
between ADHD types, the ASR and ABCL profiles give users the option of computing separate
scores for each of these subsets of problems.

Table 1 lists abbreviated versions of the ASR and ABCL items that comprise each scale. Eight
items met the criterion of >13 ratings of 2 for a second DSM-oriented scale in addition to the scale
on whichtheitemsare 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, with the following excep-
tions: (a) Item 25. Doesn't get along with other people received 14 ratings of 2 for Antisocia Person-
ality Disorder and for Avoidant Personality Disorder. It received 4 ratings of 1 and 3 ratings of O for
both categories. Because there were only 6 other items on the Avoidant Problems scale, compared to
20 other items on the Antisocial Problems scale, the tie in ratings was decided in favor of assigning
item 25 to the Avoidant Problems scale. (b) Item 47. Lacks self-confidence received 19 ratings of 2
for both the Depressive Disorder and Avoidant Personality Disorder categories. However, it was
assigned to the Avoidant Personality Problems scale because it received no ratings of O for Avoidant
Personality Disorder, but 2 ratings of O for Depressive Disorder. (c) Item 56h. Heart pounding or
racing received 16 ratings of 2 for both the Anxiety Disorder and Somatic Disorder categories.
However, it was assigned to the Anxiety Problems scale, because it received no ratings of O for the
Anxiety Disorder category, but 1 rating of O for the Somatic Disorder category.

The six DSM-oriented scales are displayed on ASR and ABCL hand-scored and computer-scored
profiles analogous to the profiles for the empirically based scales (Achenbach & Rescorla, 2003).
Normative distributions of scores, percentiles, and T scores are based on aU.S. national sample of



adults who had not received mental health or substance abuse services in the preceding 12 months.
The computer-scored versions of the profiles also print percentiles for the I nattention and Hyperac-
tivity-Impulsivity subscales, aswell asfor the complete Attention Deficit/Hyperactivity Problems
scale.

Critical Items

Table 2 lists 19 items that were identified by >13 raters as definitely critical. Each of these items
isthusimportant to consider in itsown right, even if it isnot included in a DSM-oriented scale. To
make it easy for usersto quickly spot aclient’s score for each critical item, the computer software for
the ASR and ABCL printsalist of the critical items with the client’s score for each item. The soft-
ware also displays the sum of 0-1-2 scores on the 19 critical itemsasabar graphinrelationto T
scores and percentiles for the U.S. national normative sample.

Discussion

Empirically based and DSM-oriented scales scored by the same respondents for the same people
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 in
terms of gender- and age-specific T scores and also in terms of raw scores indicating the absolute
level of problems. Thisoffers many possibilities for comparing and combining the empirically based
and DSM-oriented scales for purposes such as the following: Assessment of initial problems; evalua-
tion of outcomes and differential treatment efficacy; epidemiological studies; genetic research; cross-
cultural comparisons; and testing of correlates of psychopathology. The Manual for the ASEBA
Adult Forms & Profiles (Achenbach & Rescorla, 2003) provides further details of the development
and applications of the empirically based and DSM-oriented scales. Scores on the DSM-oriented
scales are not intended to be equivalent to DSM diagnoses, because DSM diagnoses are based on
judgments of the presence of afixed number of symptoms plus other criteria specified by the DSM.

In addition to scales that comprise multiple items, each ASR and ABCL item taps problems that
may be important in their own right. Itemsthat may be of particular concern to clinicians are identi-
fied as critical items. In addition to being displayed on profiles of scale scores, clients' scoreson
each critical item are displayed separately with the normative report produced by the software for the
ASR and ABCL.



References

Achenbach, T.M., & Rescorla, L.A. (2003). Manual for the ASEBA Adult Forms & Profiles.
Burlington, VT: University of Vermont, Research Center for Children, Youth, and Families.

American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders
(4th ed.). Washington, D.C.: American Psychiatric Association.

Hofstra, M.B., van der Ende, J., & Verhulst, F.C. (2001). Adolescents self-reported problems as
predictors of psychopathology in adulthood: 10-year follow-up study. British Journal of Psychiatry,
179, 203-209.

Hofstra, M.B., van der Ende, J., & Verhulst, F.C. (2002a). Child and adolescent problems predict
DSM-IV disordersin adulthood: A 14-year follow-up of a Dutch epidemiological sample. Journal of
the American Academy of Child and Adolescent Psychiatry, 41, 182-189.

Hofstra, M.B., van der Ende, J., & Verhulst, F.C. (2002b). Pathways of self-reported problem
behaviors from adolescence into adulthood. American Journal of Psychiatry, 159, 401-407.



Table1

ASR and ABCL Items* Rated by > 13/21 Expertsas Very Consistent with DSM-IV Categories

DSM -Oriented Category

1. Depressive 2. Anxiety 3.Somatic 4. Avoidant Personality 5. ADH 6. Antisocial Personaltiy
Problems Problems Problems Problems Problems Problems
14. Cries 22. Worri 51. Fedsdizz 25. Doesn'tgetdongwith 1. Tooforgetful 3. Arguesalot
18. Harmssalf . Worries about . sdizzy . Doesn’t get along wi . Too forgetfu
24 Docgrt oat well future 56a. Aches others 8. Can't concentrate 5. Blames others
- boesntea w 29. Fears 56b. Headaches 42. Would rather bealone  10. Can'tsit il 16. Mean _
gg Eﬁi\tﬁggﬂiﬁ 45. Nervous 56¢. Nausea 47. Lacksself-co_nfidence 36. Getshurtt! 21. Damagesothers things
o4 Feolotiren 50. Fearful 56d. Eyeproblems 67. Trouble keeping 41. Impulsive™ 23. Breaksrules
0. Enjoyslittle 56h. Heartpounding® ~ 56e. Skinproblems friends 59. Failsto finish' 26. Lacksguilt _
77 Sleeps more 72. Worries about S6f. Stomach aches 71. Self-conscious 61. Poor work 28. Bad relationsw. family
78, Trouble making family 56g. Vomits 75. Tooshy or timid performance 37. Fights _
" deciSions 112. Worries 56i. Numbness® 111. Withdrawn 89. Rushesinto things™ 22 Ead cot:npamons
91. Talksabout suicide 105. Is disorganized 57' AIS’C cas
' . 108. Losesthings . Attacks people
96. Passive’ 115. Fidgety™ 76. lrresponsible
18(2) Elz;ec:elfsz:]()e:kr)i;e;/ms 118. Too impatient™' - gte;la\gor
103. Sad 119. Not good at details 92. Troublewith thelaw
107 Can,twcceed 95 Hot ternper
97. Threatens
101. Avoidswork
114. Failsto pay debts
120. Drivestoo fast
122. Trouble keeping job

3 tems are designated in the table with the numbersthey bear on the ASR and ABCL and summaries of their content.
®Not on ASR . “Not on ABCL. "'Hyperactivity-Impulsivity subscale. 'lInattention subscale.



Table2

ASR and ABCL Items|dentified by > 13/21 Experts as“ Definitely Critical”

[tem?

Number Who Rated
[tem “ Definitely Critical”

91.
18.
40.
70.
6.
57.
103.
0.
66.
10.
21.
84.
55.
8.
14.
16.
90.
92.
97.

Talks (or thinks) about killing self

Deliberately harms self

Hears sounds or voices

Sees things that aren’t there

Uses drugs for nonmedical purposes

Physically attacks people

Unhappy, sad, or depressed

Can't get mind off certain thoughts

Repeats certain acts

Can't sit till, restless, or hyperactive

Damages or destroys things belonging to others
Strange behavior

Mood swings between elation and depression
Can't concentrate

Criesalot

Cruelty, bullying, or meanness

Drinkstoo much alcohol or gets drunk

Does things that may cause trouble with the law
Threatens to hurt people

21
19
19
19
17
17
17
16
15
14
14
14
14
13
13
13
13
13
13

3tems are designated with the numbersthey bear on the ASR and ABCL and

summaries of their content.



Appendix A
Rating the Consistency of Specific Problemswith DSM-1V Categories
Pur poses
1. To determine which problems listed on the Adult Self-Report (ASR) and Adult Behavior Checklist

(ABCL) should be considered “critical” items, i.e., items that clinicians may be particularly con-
cerned about.

2. To determine whether problems listed on the ASR and ABCL are diagnostically consistent with
DSM disorders that might be found at ages 18 through 59 years.

Accompanying thisinstruction sheet are:
1. DSM-IV criteriafor some disordersthat are found at ages 18-59 years

2. A list of the problem items with spaces for rating the diagnostic consistency of each item
with each DSM category

| nstructions

If you are willing, please follow these steps:

Critical Iltems

(1) For eachitem on thelist, consider whether it refers to problems that clinicians may be par-
ticularly concerned about, whether or not the items are included in diagnostic criteria.

(2) Enter Oif you consider theitem “ not critical” ; enter 1 if you consider the item “ possibly
critical”; or enter 2 if you consider the item “ definitely critical”.

Consistency with DSM categories

(1) For eachitem onthelist, consider its consistency with the first category of disorders, Depres-
sive Disorders, including Dysthymia and Major Depressive Episode. Consult the accompa-
nying DSM-IV criteriafor Dysthymiaand Major Depressive Episode.

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

() Please usethe DSM-IV symptom criteriaas a basis for deciding whether aproblemis
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-1V symptom
criteria. Feel free to rate these problem items as being consistent with the categories,
according to the scoring ruleslisted in 3 below.



Appendix A (cont.)
(3) Please rate how consistent the problem is with the Depressive Disorders category, as follows:

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

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

(5) Fed freetorateanitem 0, 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 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 $75.

Thanks very much for your help.



Appendix B

Psychiatrists and Psychologists Who Rated
ASR and ABCL ItemsforConsistency With DSM-1V Categories

Country or Cultural Background

Australia

Sawyer, Michael, M.D., Ph.D.
Professor, Adelaide University
Research & Evauation Unit
Women's and Children’s Hospital
72 King William Road

North Adelaide

South Australia, 5006

Rey, Joseph, M.D., Ph.D.
Professor, University of Sydney
Coral Tree Family Service

PO. Box 142

North Ryde

NSW 1670

Australia

Belgium

Claes, Laurence, M.D.
Catholic University of Leuven
Department of Psychology
Tiensestraat 102

3000 Leuven

Belgium

Bijttebier, Patricia, M.D., Ph.D.
Professor, Department of Psychology
University of Leuven

Tiensestraat 102

3000 Leuven

Belgium

Ity

Battaglia, Marco, M.D.

Associate Professor of Psychology

San Raffagle University & Scientific Institute
20 via Stamirad’ Ancona

20127 Milan

Italy

Japan

Hamasaki, Yukiko, M.D., Ph.D.
2-19-3-202

Kinuta

Setagaya-ku

Tokyo, Japan

Country or Cultural Background

Japan (cont)

Kim, Yoshiharu, M.D.

Director, Division of Adult Mental Health
National Institute of Mental Health

1-7-3 Kohnodai, Ichikawa

272-0827 Japan

Cho, Yoshinori, M.D.
University Lecturer
Teikyo University
Mizonokuchi Hospital
Mizonokuchi 3-8-3
Takatsu-ku
Kawasaki-shi
Kanagawa

213-8507 Japan

Netherlands

Bruijn, Jan, M.D., Ph.D.
Direktor

Department of Psychiatry
Erasmus Medica Centre
Erasmus University

Dr Molewaterplein 40
3015 GD Rotterdam

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

Canino, Glorisa, Ph.D.
Professor and Director
Behavioral Sciences Research Institute

University of Puerto Rico, School of Medicine

G.PO. Box 365067
San Juan, Puerto Rico 00936-5067



Appendix B (cont.)

Russia USA
Slobodskaya, HelenaR., M.D., Ph.D., D.Sc. Helzer, John E., M.D.
Principal Research Scientist Professor
State Research Institute of Physiology Department of Psychiatry

Siberian Branch of the Russian
Academy of Medical Sciences
Timakovastr., 4, Novosibirsk
630117, Russia

Spain

Saldaia, Carmina, Ph.D.
Professor
Department of Personality,

Assessement and Psychol ogical Treatment.

University of Barcelona
Paseo del Valle Hebron 171, 08035
Barcelona, Spain

Turkey

Atbasoglu, Cem, M.D.

Associate Professor

Ankara University School of Medicine
Department of Psychiatry

Dikimevi, Ankara, Turkey

Erol, Nese, Ph.D.

Professor

Ankara University School of Medicine
Department of Child Psychiatry
Dikimevi, Ankara Turkey

Soykan, Atilla, M.D.

Associate Professor

Ankara University School of Medicine
Department of Psychiatry

Dikimevi, Ankara, Turkey

University of Vermont

54 W. Twin Oaks Terrace
Suite 14

South Burlington, VT 05403

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

Meyer, Greg, Ph.D.
Associate Professor
Department of Psychology
University of Alaska

3211 Providence
Anchorage, AK 99508

Zimmerman, Mark, M.D.
Associate Professor
Department of Psychiatry
Brown University

235 Plain Street, Suite 501
Providence, Rl 02905



