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his study compared parents’ ratings of behavioral and emotional
problems on the Child Behavior Checklist (Achenbach, 1991; Achenbach & Rescorla, 2001) for general population samples of children
ages 6 to 16 from 31 societies (N = 55,508). Effect sizes for society ranged
from .03 to .14. Effect sizes for gender were ≤ .01, with girls generally scoring higher on Internalizing problems and boys generally scoring higher on Externalizing problems. Effect sizes for age were ≤ .01 and varied across types
of problems.Total Problems scores for 19 of 31 societies were within 1 SD of
the overall mean of 22.5. Bisociety correlations for mean item scores averaged .74. The findings indicate that parents’ reports of children’s problems
were similar in many ways across highly diverse societies. Nonetheless, effect
sizes for society were larger than those for gender and age,indicating the need
to take account of multicultural variations in parents’ reports of children’s
problems.

T

Children of immigrant parents constitute increasing proportions
of populations served by mental health, educational, medical,
and welfare systems in many societies. In addition, assessment
of needs for child mental health services is a significant public
health goal around the world. To meet these challenges for
assessment of behavioral and emotional problems in diverse societies, there is a need for instruments that are easily adminis-
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tered, scored, and interpreted by a wide range of practitioners
and researchers and that demonstrate multicultural robustness.
Multicultural robustness is established through systematic research demonstrating that an instrument performs similarly
across many societies in terms of features such as reliability, internal consistency, factor structure, scale scores, and associations of scores with age and gender (Geisinger, 1994).
In the early stages of multicultural research, mental health
specialists in a society often evaluate instruments developed in
other societies for use in their own. If an instrument is in a
foreign language, a translated version is created, and then an independent back-translation into the original language is done to
verify that the translation captures the meaning of the original.
Ideally, researchers then collect data using the instrument with
a large general population sample. When data are available from
many societies, they can be analyzed together to compare variations between societies and within societies. Establishing the
multicultural robustness of an instrument is thus an incremental process using an etic approach to research, whereby the same
standardized assessment instrument is used in different societies. This contrasts with an emic approach to research, whereby
the meanings of the constructs under study are explored within
each society.
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MULTICULTURAL RESEARCH USING
THE CHILD BEHAVIOR CHECKLIST

nor did they test the internal consistency of CBCL scales in each
society or the effects of methodological factors on CBCL scores.

The present study contributes to an international program of collaborative research investigating the multicultural robustness of
the Child Behavior Checklist (CBCL; Achenbach, 1991; Achenbach & Rescorla, 2001). The CBCL for ages 6 to 18 obtains
parents’ reports of children’s behavioral and emotional problems and competencies. Scores are obtained for (a) 118 specific
problem items plus 2 open-ended items; (b) eight empirically
based syndromes, derived using factor analysis (Achenbach,
1991; Achenbach & Rescorla, 2001); (c) two scales derived
from second-order factor analyses of the eight syndromes, one
labeled Internalizing and comprising the Anxious/Depressed,
Withdrawn/Depressed, and Somatic Complaints syndromes,
and the other labeled Externalizing and comprising the RuleBreaking Behavior and Aggressive Behavior syndromes; and
(d) Total Problems, which consists of the sum of ratings on all
120 problem items. In addition, the 2001 revision to the CBCL
features six new scales composed of items judged by clinicians
from 16 societies to be consistent with diagnostic categories of
the American Psychiatric Association’s fourth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM–IV,
1994; Achenbach, Dumenci, & Rescorla, 2003). The DSMoriented scales are designated as Affective Problems, Anxiety
Problems, Somatic Problems, Attention-Deficit/Hyperactivity
Problems, Oppositional Defiant Problems, and Conduct Problems. CBCL items span diverse behavioral and emotional problems but are not assumed to include every possible problem that
might be reported for every child in every society.
CBCL findings for general population samples have been
published from more than 25 societies, including societies as
different as Puerto Rico (Achenbach et al., 1990), Germany
(Döpfner et al., 1997), Turkey (Erol & Simsek, 1997), Hong
Kong (Leung et al., 2006), Thailand (Weisz et al., 1987), and
Israel (Zilber, Auerbach, & Lerner, 1994). Some of these published studies reported reliability and validity data, factor structures, demographic effects, and bisociety comparisons with data
from the United States. Achenbach and Rescorla (2007) have
reviewed findings from these and other international studies that
tested associations between CBCL scores and demographic
variables, psychiatric diagnoses, referral status, longitudinal
outcomes, and genetic factors.
To move beyond bisociety comparisons, Crijnen, Achenbach, and Verhulst (1997, 1999) analyzed CBCL data from general population samples in 12 societies (N = 13,697). When
effects of society, gender, and age were tested using analysis of
variance (ANOVA), effect sizes (ES) for society ranged from
.01 to .11 for the 1991 versions of the CBCL scales. Across societies, girls scored significantly higher than boys on Somatic
Complaints, Anxious/Depressed, and Internalizing, whereas
boys scored higher than girls on Attention Problems, Delinquent
Behavior (Crijnen et al., 1997, 1999) and Externalizing (ES ≤
.01). However, Crijnen et al. did not report findings regarding
how consistent the gender effects were in the various societies,
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The current study was designed to test the hypothesis that the
2001 versions of CBCL scales would be multiculturally robust
across a larger and more diverse set of societies than the 12 societies analyzed by Crijnen et al. (1997, 1999) and according to
a broader array of statistical tests than those used by Crijnen
et al. We tested multicultural robustness with respect to (a) the
internal consistency of the CBCL scales; (b) the effects of society, gender, and age on CBCL scores; and (c) the rank ordering of mean item scores. We did not test the multicultural
robustness of the CBCL’s factor structure, because Ivanova et
al. (in press) reported that confirmatory factor analyses (CFAs)
of the eight-syndrome model, derived primarily from U.S. data,
fit the CBCL data from the 30 non–U.S. societies analyzed in
the present study.
To test the CBCL’s multicultural robustness, we analyzed
data sets from 31 societies: 12 from Western Europe, 5 from
Eastern Europe, 6 from Asia, 1 from Africa, 3 from the Middle
East, 2 from the Caribbean, plus Australia and the United States.
The 31 samples consisted of 9 analyzed by Crijnen and 22 others not included in previous multicultural comparisons. We use
the general term society because some of our samples were obtained from national surveys of entire countries (e.g., United
States), others were obtained from one region or province in a
country (e.g., Shandong, China), and still others were obtained
from geographical entities that are not countries (e.g., Hong
Kong and Puerto Rico). Details of each sample are provided in
Table 1.
To address our research questions, we first tested the internal consistency of each CBCL scale within each society and
similarities among internal consistencies across all 31 societies.
Second, we tested the effects of society, gender, and age on the
2001 versions of the 11 CBCL scales analyzed by Crijnen et al.
(Total Problems, Internalizing, Externalizing, and the eight syndromes), as well as on the six DSM-oriented scales newly published in 2001. Third, we conducted within-society tests of
gender and age differences on every scale that had a significant
gender or age effect in the overall analysis. Finally, to assess the
effects of various methodological factors on CBCL scores, we
tested data collection methods, response rates, and exclusion of
referred children as predictors of problem scores.

METHOD
Samples
Following the recommendation of Nunnally and Bernstein
(1994), we required a minimum sample size of 300 per society.
As presented in Table 1, sample sizes ranged from 513 for
Ethiopia to 4,858 for China. For analyses of ages 6 to 16 years,
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TABLE 1
Sample Characteristics for 31 Societies
Society

Reference

n
3,078

Ages
(yrs)
6–16

Response
rate (%)

Method
used

Referred
excluded?

National household sample

86

HI

no

Sampling frame

Australia

Sawyer et al., 2001

Belgium

Hellinckx et al., 1994

953

6–11

Regional sample in medical clinics

80

M

yes

China

Liu et al., 1999, 2000

4,858

6–15

Regional household sample

92

S

no

Denmark

Bilenberg, 1999

628

6–16

Regional household sample

60

M

no

Ethiopia

Mulatu, 1997

513

11–16

Regional school-based sample

92

HI

no

Finland

Weintraub, 2004

2,093

6–16

Regional school-based sample

77

S

no

France

Fombonne &
Vermeersch, 1997

2,133

6–16

Employees of national utility

62

M

yes

Germany

Döpfner et al., 1997

2,184

6–16

National household media sample

82

HI

no

Greece

Roussos et al., 1999

1,113

6–11

National school-based sample

95

S

no

Hong Kong

Leung et al., 2006

2,033

6–16

City school-based sample

91

S

yes

Iceland

Hannesdottir &
Einarsdottir, 1995

817

6–16

Regional school-based sample

62

M

no

Iran

Minaei, 2005

1,205

6–16

Regional school-based sample

100

S

yes

Israel

Zilber et al., 1994

1,117

6–16

Jerusalem Israeli-born children

80

HI

no

Italy

Frigerio et al., 2004

1,063

6–16

Regional school-based sample

72

M

yes

Jamaica

Lambert et al., 1994,
1998

671

6–16

Regional school-based sample

91

HI

yes

Japan

Itani et al., 2001

4,645

6–16

Regional school-based sample

91

S

no

Korea

Oh et al., 1997

3,081

6–16

National school-based sample

86

S

no

Lithuania

Zukauskiene et al.,
2003

2,920

6–16

National school-based sample

85

S

no

Netherlands

Verhulst et al., 1997

1,715

6–16

National household sample

82

HI

no

Norway

Novik, 1999

939

6–16

Regional household sample

45

M

no

Poland

Wolanczyk, 2003

2,479

6–16

National school-based sample

89

S

no

Portugal

Fonseca et al., 1995

1,120

6–11

Regional school-based sample

85

S

no

Puerto Rico

Achenbach et al., 1990

635

6–16

Island-wide household sample

92

HI

no

Romania

Domuta, 2004

990

6–11

Regional school-based sample

80

S

yes

Russia

Hellinckx et al., 2000

1,998

12–16

National household sample

71

HI

yes

Sweden

Larsson & Frisk, 1999

1,354

6–16

Regional school-based sample

84

S

yes

Switzerland

Steinhausen et al., 1997

2,060

6–16

Regional school-based sample

79

M

no

Taiwan

Yang et al., 2000

834

12–16

Regional school-based sample

88

S

no

Thailand

Weisz et al., 1993, 1987

701

6–16

National school-based sample

83

HI

yes

Turkey

Erol & Simsek, 1997

3,790

6–16

National household sample

84

HI

yes

United States

Achenbach & Rescorla,
2001

1,788

6–16

National household sample

93

HI

no

Note. HI = home interview; M = Child Behavior Checklist (CBCL; Achenbach, 1991; Achenbach & Rescorla, 2001) was mailed to parents; S = parents completed CBCLs at school or children conveyed CBCLs to parents.
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24 societies met our criterion of more than 80 children in each
age group (6–8, 9–11, 12–14, 15–16; n = 47,987). For ages 6 to
11, Belgium, Greece, Portugal, and Romania could be added,
yielding 28 samples (n = 29,693). For ages 12 to 16, Ethiopia,
Russia, and Taiwan could be added, yielding 27 samples (n =
25,815). For the entire sample spanning ages 6 to 16, the sample size was 55,508. Eleven samples excluded children who had
been referred for mental health services. Data were collected by
home interviews in 11 samples, by mail in 7 samples, and at
schools (or with forms conveyed home from schools) in 13 samples. Crijnen et al. (1997) set 80% as a minimum response rate.
However, we included samples with response rates as low as
45% to test the effects of response rates on problem scores. Response rates tended to be lowest when forms were mailed to
parents.
The data analyzed for this research consisted of parents’
reports of their children’s functioning. In each of the 31 societies, conventions for obtaining informed consent required by
the investigator’s research institution were followed. In the
United States, each parent gave signed written consent. Data
were identified only by participant numbers.

Measure
Foreign language versions of the CBCL, obtained using the
translation and back-translation process described above, were
used for all societies except Australia, Jamaica, and the United
States. Each problem item was rated on a 3-point scale (0 = not
true [as far as you know], 1 = somewhat or sometimes true, and
2 = very true or often true), based on the preceding 6 months.
In 27 of the 31 societies, the 1983/1991 edition of the CBCL
was used (Achenbach, 1991; Achenbach & Edelbrock, 1983),
whereas Iran, Lithuania, Romania, and the United States used
the 2001 edition (Achenbach & Rescorla, 2001). Because Items
2, 4, 5, 28, 78, and 99 were replaced with new problem items
when the CBCL was revised in 2001, these 6 items plus the 2
open-ended items were omitted from all analyses. Thus, for each
sample, we analyzed 112 items that were common to all societies.
The 2001 versions of the syndrome scales (minus the six
new items on those scales) were scored from each data set.
Although different factor analytic procedures and different samples were used to derive the CBCL 1991 and CBCL 2001 versions of the eight syndromes, the composition of the 2001
versions of the syndrome scales is similar but not identical to
the composition of the 1991 scales. The six DSM-oriented scales
were also scored from each data set. For each scale, we analyzed raw scores, which consisted of the sum of 0, 1, and 2 ratings obtained by a child for that scale.

Data Analysis
So that data from all 31 societies could be used, we conducted
parallel analyses for ages 6 to 16 (24 societies), ages 6 to 11 (28
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societies), and ages 12 to 16 (27 societies). With society, gender, and age (6–8, 9–11, 12–14, 15–16) as factors, we used an
ANOVA for Total Problems and three separate multivariate
analyses of variance (MANOVA) for Internalizing and Externalizing, the eight syndromes, and the six DSM-oriented scales.
In subsidiary analyses, we conducted within-society Gender ×
Age ANOVAs for each scale that had significant gender or age
effects in the Society × Gender × Age analyses. Effect sizes,
measured by eta squared, were characterized using Cohen’s
(1988) criteria (small = .01 to .06, medium = .06 to .14, large
≥ .14). This is the metric that has been used in most studies reporting effect sizes for the CBCL. We focus on results for ages
6 to 16 in 24 societies to report tests of age effects across the
full range from 6 to 16. Findings from the analyses for ages 6
to 11 in 28 societies and 12 to 16 in 27 societies are presented
only where they add substantively to the main findings.
For the following analyses, we used the entire sample of
55,508 to (a) test internal consistency reliability (alpha coefficients) for each CBCL scale in each society; (b) obtain means
and standard deviations for the 17 scales, which we calculated
both weighted and unweighted by sample sizes; (c) compute
correlations of the mean item scores from each society with the
mean item scores from each other society; and (d) conduct
multilevel modeling of the effects of response rate, data collection method, and exclusion of referred children on Total Problems scores. Because of the high statistical power, we set alpha
at p ≤ .001 for ANOVAs, MANOVAs, and bisociety correlations.

RESULTS
Internal Consistency of CBCL Scales
in Different Societies
Alpha coefficients for the 17 CBCL scales are summarized in
Table 2. Averaged across the analyses for each of the 31 societies, mean alphas for Total Problems, Internalizing, and Externalizing were .93, .83, and .87, respectively. For each of the
31 societies, alphas for Total Problems were ≥ .90, while the alphas for Internalizing and Externalizing were ≥ .72 and ≥ .80,
respectively. Mean alphas ranged from .58 to .84 for the eight
empirically based syndromes and from .58 to .75 for the six
DSM-oriented scales. The greater variability of alphas for empirically based syndromes and DSM-oriented scales than for
Total Problems, Internalizing, and Externalizing could result in
part from the smaller number of items in the former scales.
When the 17 alphas obtained for each society were correlated with the 17 alphas for each of the other 30 societies, all
465 bisociety rs were significant at p < .001. Bisociety rs for
alphas ranged from .57 (Ethiopia with Iceland) to .99 (Puerto
Rico with Portugal, Finland with Switzerland). The mean of the
465 bisociety rs for alphas was .88. Ethiopia had the lowest
mean bisociety r (.77), whereas Poland and Israel had the highest (.92). Thus, the 17 CBCL scales manifested similar internal
consistencies across the 31 societies.
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TABLE 2
Internal Consistency Alpha Coefficients for CBCL Scales Across 31 Societies
CBCL scale

Minimum

Maximum

M

Total problems

.90

.96

.93

Internalizing

.72

.88

.83

Externalizing

.80

.91

.87

Anxious/depressed

.51

.80

.72

Withdrawn/depressed

.53

.75

.66

Somatic complaints

.51

.77

.65

Social problems

.50

.80

.68

Thought problems

.43

.70

.58

Attention problems

.55

.82

.71

Rule-breaking behavior

.44

.79

.62

Aggressive behavior

.74

.90

.84

DSM Affective problems

.44

.75

.62

DSM Anxiety problems

.39

.68

.58

DSM Somatic problems

.45

.73

.59

DSM Attention-Deficit/Hyperactivity Disorder problems

.54

.79

.70

DSM Oppositional Defiant problems

.54

.79

.70

DSM Conduct problems

.62

.85

.75

Note. CBCL = Child Behavior Checklist (Achenbach, 1991; Achenbach & Rescorla, 2001); DSM = Diagnostic and Statistical Manual of Mental Disorders–Fourth Edition (American Psychiatric Association, 1994).

Descriptive Statistics for Problem Scores
Columns (A), (B), and (C) in Table 3 display the lowest society
mean, the highest society mean, and the mean for the full sample (N = 55,508) for the 17 CBCL scales. The full sample means
in Column (C) are weighted by within-society sample size, because the larger samples contributed more scores than the
smaller samples. Column (D) in Table 3 contains the mean for
each scale obtained by averaging the 31 society means, denoted
as averaged means. These averaged means are unweighted by
sample size, because each of the 31 society means contributed
equally to the overall mean, regardless of the size of the sample from which it was obtained. As shown in Table 3, the full
sample mean of 21.3 for Total Problems score was slightly
smaller than the averaged mean of 22.5, because Japan and
China, the societies with the largest samples, had low mean Total
Problems scores. Most of the other 16 CBCL scales (Internalizing and Externalizing, the eight syndromes, and the six DSMoriented scales) showed this same pattern of the full sample
mean being slightly smaller than the averaged mean.
Column (E) contains the average of the 31 standard deviations for each scale, whereas Column (F) contains the standard
deviations of the 31 society means for the 17 scales. For most
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of the 17 scales, the standard deviations in Column (E) are
almost three times larger than the standard deviations in Column (F)—for example, 16.9 vs. 5.7 for Total Problems. This
pattern of findings indicates much greater within-society variation than between-society variation in scores. Figure 1 displays
the mean Total Problems score for each of the 31 societies.
Although Total Problems scores could range from 0 to 224,
the 31 means in Figure 1 ranged only from 13.1 for Japan to
34.7 for Puerto Rico. Nineteen societies scored within 1 SD (5.7)
of the averaged mean of 22.5 (16.8–28.1). These 19 societies
included 10 from Europe, 3 from the Middle East, 3 from Asia,
plus Jamaica, the United States, and Australia. Six societies
scored below this range (Japan, Sweden, Norway, China, Germany, and Iceland), and another six scored above this range
(Puerto Rico, Portugal, Ethiopia, Greece, Lithuania, and Hong
Kong).

Mean Score Comparisons
Table 4 displays significant effect sizes (η2) for society, gender,
and age. The first ES in each triplet contains the main analyses
of the study (i.e., those for ages 6–16 in 24 societies), whereas
the second and third effect sizes in each triplet contain findings
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TABLE 3
Ranges, Means, and Standard Deviations Across 31 Societies
(A) Minimum
society M

(B) Maximum
society M

(C) Full
sample M

13.1

34.7

21.3

22.5

16.8

5.7

Internalizing

3.5

12.8

6.2

6.6

5.6

2.1

Externalizing

3.5

10.4

6.2

6.5

6.0

1.5

Anxious/depressed

1.3

5.3

3.0

3.2

2.9

1.0

Withdrawn/depressed

.7

4.0

1.6

1.8

1.9

.7

Somatic complaints

.9

4.4

1.6

1.7

2.0

.8

1.2

4.1

2.4

2.5

2.5

.7

Thought problems

.8

2.3

1.4

1.5

1.9

.4

Attention problems

1.4

4.2

2.6

2.7

2.5

.8

.8

2.8

1.5

1.6

1.9

.5

Aggressive behavior

2.9

6.6

4.7

5.0

4.6

1.1

DSM Affective problems

1.0

3.7

1.9

1.9

2.1

.7

DSM Anxiety problems

.7

3.1

1.6

1.7

1.7

.6

DSM Somatic problems

.4

2.7

.9

1.5

1.4

.5

1.2

3.3

2.1

2.1

2.0

.6

1.6

2.7

2.2

2.2

1.9

.4

.6

2.5

1.4

1.5

2.3

.5

CBCL scale
Total problems

Social problems

Rule-breaking behavior

DSM Attention-Deficit/
Hyperactivity Disorder
problems
DSM Oppositional Defiant
problems
DSM Conduct problems

(D)
(E)
(F) SD of 31
Averaged M Averaged SD societies M

Note. N = 55,508. CBCL = Child Behavior Checklist (Achenbach, 1991; Achenbach & Rescorla, 2001); DSM = Diagnostic and Statistical Manual of Mental
Disorders–Fourth Edition (American Psychiatric Association, 1994). Full sample M = mean across all participants without regard to society; Averaged M =
mean of the 31 society means; Averaged SD = mean of the 31 society standard deviations; SD of 31 societies; M = standard deviation for the 31 society
means.

for the additional analyses (ages 6–11 in 28 societies and ages
12–16 in 27 societies). Table 5 displays the number of societies
with a significant gender effect as well as the direction of the
gender effect in the within-society ANOVAs for each scale for
each set of analyses. No significant gender effects were found
in the opposite direction for any scale within any society.
Total Problems. As shown in Table 4, the effect size for
society was .08 for Total Problems for ages 6 to 16. Gender, age,
and all interactions were significant, but the effect sizes were
all < .01. Overall, boys scored significantly higher than girls.
However, within-society gender differences were significant in
only 2 of 24 societies (see Table 5). Associations between age
and Total Problems showed no consistent pattern.
Internalizing and Externalizing. As shown in Table 4,
the society effect size was .08 for Internalizing scores for ages
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6 to 16. Gender, age, and all interaction effect sizes related to
Internalizing were < .01. Girls scored higher than boys overall
and in each society, but the within-society gender difference was
significant in only 8 of 24 societies. Mean Internalizing scores
tended to increase slightly with age, but the age effect size was
significant in only 5 of 24 societies. The effect size for society
was .05 for Externalizing for ages 6 to 16, and all other effect
sizes related to Externalizing were < .01. Boys scored higher
than girls overall and in each society, significantly so in 12 of
24 societies. Externalizing scores tended to decrease with age,
significantly so in 8 of 24 societies.
A noteworthy finding from the additional analyses for ages
6 to 11 and ages 12 to 16 is that girls did not score significantly
higher than boys on Internalizing in any society at ages 6 to 11,
but they obtained significantly higher scores than boys in 10 of
27 societies at ages 12 to 16 (see Table 5). Conversely, boys
scored significantly higher than girls on Externalizing in 19 of
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FIGURE 1. Mean Total Problems scores on the Child Behavior Checklist (Achenbach, 1991;
Achenbach & Rescorla, 2001) for sample of children (N = 55,508) from 31 societies.

28 societies at ages 6 to 11 but in only 5 of 27 societies at ages
12 to 16.
Syndromes. In the 24-society ages 6 to 16 MANOVA, the
effect sizes for society ranged from .04 for Rule-Breaking Behavior to .09 for Anxious/Depressed. The six significant gender effect sizes were ≤ .01. As shown in Table 5, girls scored
significantly higher than boys on Anxious/Depressed in 9 societies and on Somatic Complaints in 11 societies. Boys scored
significantly higher than girls on Attention Problems, RuleBreaking Behavior, and Aggressive Behavior in 17, 14, and 11
societies, respectively. Age and Age × Society interactions were
significant for all syndromes, but all effect sizes were ≤ .01.
The most consistent increases with age were for Withdrawn/
Depressed and Somatic Complaints, whereas the most consistent decreases with age were for Social Problems.
A noteworthy finding from the additional analyses for ages
6 to 11 and ages 12 to 16 is that the effect size for society on
Somatic Complaints was considerably smaller at ages 6 to 11
(ES = .05) than at ages 12 to 16 (ES = .14; see Table 4). Also
notable was that girls scored higher than boys on Anxious/
Depressed and Somatic Complaints in more societies at ages 12
to 16 than at ages 6 to 11 (see Table 5). Conversely, on Attention Problems, Rule-Breaking Behavior, and Aggressive Behavior, boys scored significantly higher than girls in fewer
societies at ages 12 to 16 than at 6 to 11.
DSM-Oriented Scales. In the 24-society ages 6 to 16
MANOVA for DSM-oriented scales, effect sizes for society
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ranged from .03 for Conduct Problems to .08 for Anxiety Problems. Effect sizes for gender were ≤ .01. Girls scored significantly higher than boys on Affective Problems, Anxiety
Problems, and Somatic Problems, with the most consistency
across societies for Somatic Problems (see Table 5). Boys
scored significantly higher than girls on Attention-Deficit/
Hyperactivity Problems, Oppositional Defiant Problems, and
Conduct Problems, with the most consistency across societies
for Attention-Deficit/Hyperactivity Problems and Conduct Problems. Age was significant for all DSM-oriented scales except
for Affective Problems, with significant Age × Society interactions for all six scales. All ESs were < .01. Attention-Deficit/
Hyperactivity Problems generally decreased with age, whereas
Somatic Problems generally increased with age.
A noteworthy finding from the additional ages 6 to 11 and
ages 12 to 16 analyses was that the effect sizes for society on
Somatic Problems were much smaller at ages 6 to 11 (ES = .04)
than at ages 12 to 16 (ES = .12; see Table 4). Additionally, girls
scored higher than boys in more societies at older than at
younger ages on the three DSM-oriented scales tapping Internalizing kinds of problems, whereas boys scored higher than
girls in more societies at younger than at older ages on
Attention-Deficit/Hyperactivity Problems, Oppositional Defiant Problems, and Conduct Problems (see Table 5).

Mean Item Scores
We computed rs between the 112 mean item scores obtained in
each society and the 112 mean item scores in each other soci-
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TABLE 4
Significant Effect Sizes (η2) for Society, Gender, and Age for CBCL Scores for Ages 6
to 16 (24 Societies), Ages 6 to 11 (28 Societies), and Ages 12 to 16 (27 Societies)
Society
CBCL scale

Gender

Ages
Ages
Ages
6 to 16 6 to 11 12 to 16

Ages
6 to 16

Age

Ages
Ages
6 to 11 12 to 16

Ages
6 to 16

Ages
Ages
6 to 11 12 to 16

Total problems

.08

.09

.09

< .01

< .01

ns

< .01

ns

ns

Internalizing

.08

.09

.10

< .01

< .01

< .01

< .01

< .01

ns

Externalizing

.05

.06

.05

< .01

.01

< .01

< .01

< .01

ns

Anxious/depressed

.09

.12

.09

< .01

< .01

< .01

< .01

ns

ns

Withdrawn/depressed

.06

.06

.08

ns

ns

ns

< .01

< .01

< .01

Somatic complaints

.05

.08

.14

< .01

< .01

< .01

< .0

< .01

ns

Social problems

.06

.07

.06

ns

ns

ns

.01

< .01

< .01

Thought problems

.05

.04

.06

< .01

< .01

ns

< .01

ns

ns

Attention problems

.06

.07

.06

.01

.01

< .01

< .01

< .01

ns

Rule-breaking behavior

.04

.05

.06

< .01

.01

< .01

< .01

ns

< .01

Aggressive behavior

.05

.05

.05

< .01

< .01

< .01

< .01

< .01

< .01

DSM Affective problems

.06

.06

.08

< .01

ns

< .01

ns

ns

ns

DSM Anxiety problems

.08

.09

.08

< .01

< .01

< .01

< .01

ns

< .01

DSM Somatic problems

.04

.04

.12

< .01

< .01

< .01

< .01

< .01

ns

DSM Attention-Deficit/
Hyperactivity
Disorder problems

.05

.07

.05

< .01

.01

< .01

< .01

< .01

< .01

DSM Oppositional
Defiant problems

.04

.04

.04

< .01

< .01

< .01

< .01

< .01

< .01

DSM Conduct problems

.03

.04

.04

.01

.02

< .01

< .01

ns

ns

Note. All ages in years. For ages 6 to 16, n = 47,987 (24 societies), for ages 6 to 11, n = 29,693 (28 societies), and for ages 12 to 16, n = 25,815 (27 societies). CBCL = Child Behavior Checklist (Achenbach, 1991; Achenbach & Rescorla, 2001); DSM = Diagnostic and Statistical Manual of Mental Disorders–Fourth
Edition (American Psychiatric Association, 1994).

ety. All bisociety rs were significant, with the range being .37
(Ethiopia with Iceland) to .94 (United States with Australia;
Germany with Switzerland). Ethiopia had the lowest mean
r (.47), whereas Belgium had the highest (.80). The mean r
across all 31 societies was .74 (25th percentile = .71, 75th percentile = .78).
As displayed in Table 6, the 10 items with the highest mean
scores when data from all 31 societies were pooled were attention, oppositional, and self-control problems, plus shyness, perfectionism, and jealousy.
The 10 items with the lowest mean scores included gender problems, suicide attempts, seeing things that aren’t there,
using alcohol or drugs, running away from home, vandalism,
stealing, and daytime enuresis.
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Effects of Response Rates, Data Collection
Methods, and Exclusion of Referred Children
For the complete sample, we used multilevel modeling implemented by Mplus (Muthén & Muthén, 2001, pp. 205–209) to
test effects of response rate, data collection method, and exclusion of referred children. For this analysis, children were nested
within countries. Response rate, data collection method, and
exclusion of referred children served as Level 2 predictors.
Low response rates significantly predicted low Total Problems,
Internalizing, and Externalizing scores at p < .01, with unstandardized parameter estimates of 3.49, 2.68, and 2.87, respectively. Furthermore, when we correlated Total Problems scores
with response rates across the 31 societies, the r of .38 (p < .05)
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TABLE 5
Number of Societies With Significant Within-Society Gender Effects by CBCL Scale for
Ages 6 to 16, Ages 6 to 11, and Ages 12 to 16
Ages 6 to 16
(24 societies)

Ages 6 to 11
(28 societies)

Ages 12 to 16
(27 societies)

Total problems

2B>G

6B>G

ns

Internalizing

8G>B

0

10 G > B

Externalizing

12 B > G

19 B > G

5B>G

Anxious/depressed

9G>B

1G>B

9G>B

ns

ns

ns

11 G > B

3G>B

13 G > B

ns

ns

ns

Thought problems

2B>G

1B>G

ns

Attention problems

17 B > G

21 B > G

14 B > G

Rule-breaking behavior

14 B > G

17 B > G

10 B > G

Aggressive behavior

11 B > G

17 B > G

3B>G

DSM Affective problems

4G>B

ns

4G>B

DSM Anxiety problems

4G>B

1G>B

4G>B

DSM Somatic problems

10 G > B

4G>B

10 G > B

DSM Attention-Deficit/Hyperactivity
Disorder problems

17 B > G

19 B > G

8B>G

DSM Oppositional Defiant problems

10 B > G

14 B > G

3B>G

DSM Conduct problems

18 B > G

22 B > G

13 B > G

CBCL scale

Withdrawn/depressed
Somatic complaints
Social problems

Note. All ages in years. For ages 6 to 16, n = 47,987 (24 societies), for ages 6 to 11, n = 29,693 (28 societies), and for ages 12 to 16, n = 25,815 (27 societies). CBCL = Child Behavior Checklist (Achenbach, 1991; Achenbach & Rescorla, 2001); DSM = Diagnostic and Statistical Manual of Mental Disorders–Fourth
Edition (American Psychiatric Association, 1994). B > G indicates that boys obtained higher scores than girls; G > B indicates that girls obtained higher
scores than boys; ns indicates that the gender effect was not significant in the Society × Gender × Age analysis.

indicated a moderate tendency for higher scores to be associated with higher response rates. Data collection method (−.75,
−.64, and −.80) and exclusion of referred children (−.39, −.84,
−.50) were not significant (p > .10) predictors of problem
scores. However, a one-way ANOVA on Total Problems indicated that the 11 societies using home interviews tended to have
the highest scores, the 7 using mail surveys had the lowest, and
the 13 using school-based methods were in between (p < .001).

DISCUSSION
Results of the study provided strong support for the multicultural robustness of the CBCL across 31 diverse societies in terms
of internal consistency reliability, mean scale scores across societies, gender and age effects, and mean item scores. Ivanova
et al.’s (in press) CFAs of the same samples demonstrated the
multicultural robustness of the syndromes scored from the
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CBCL by showing that the U.S.-based eight-syndrome structure fits CBCL data from the other 30 societies.

Internal Consistency of CBCL Scales
Across the 31 societies, the mean bisociety r of .88 (range =
.77–.92) indicated a high degree of similarity in patterns of internal consistency across CBCL scales. In all societies, mean
alphas for Total Problems, Internalizing, and Externalizing were
high. The 31 societies were similar with respect to which scales
had the highest alphas (Aggressive Behavior and DSM-oriented
Conduct Problems) and the lowest alphas (Thought Problems,
DSM-oriented Anxiety Problems, DSM-oriented Somatic Problems). The consistency of the alphas across these diverse societies complements Ivanova et al.’s (in press) CFA findings of
good fit for the eight-syndrome model in the same societies analyzed for the present article.
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TABLE 6
CBCL Items With the 10 Highest and 10 Lowest Scores Across 31 Societies
Highest mean score items

Lowest mean score items
60. Plays with sex parts too much

3. Argues a lot

106. Vandalism

19. Demands a lot of attention

70. Sees things that aren’t there

10. Can’t sit still, restless, or hyperactive

67. Runs away from home

8. Can’t concentrate, can’t pay attention
for long

105. Uses alcohol or drugs for nonmedical
purposes

32. Feels he/she has to be perfect
86. Stubborn, sullen, or irritable

59. Plays with sex parts in public

27. Easily jealous

73. Sexual problems

22. Disobedient at home

18. Deliberately harms self or attempts suicide

63. Prefers being with older kids

82. Steals outside the home
107. Wets self during the day

77. Too shy or timid

Note. Items are listed in descending order of mean scores. CBCL = Child Behavior Checklist (Achenbach, 1991;
Achenbach & Rescorla, 2001).

Mean Scale Scores
Our results indicated considerable consistency across 31 societies in CBCL mean scores. Nineteen societies that differ widely
in geographical region, political and economic systems, size,
population, ethnicity/race, and predominant religion scored
within 1 SD of the overall mean of 22.5 on the Total Problems
scale. The 19 societies with similar scores included several that
are typically considered to be highly individualistic in orientation (e.g., United States, Australia, the Netherlands; Triandis,
1989), societies typically considered to be more collectivistic in
orientation (e.g., Thailand and Korea), and societies that previously had collectivistic regimes for decades (e.g., Poland and
Romania). These cultural factors did not seem to have discernible effects on mean Total Problems scores.
Six societies (Japan, China, Sweden, Norway, Germany,
and Iceland) scored >1 SD below the overall mean on Total
Problems, whereas six other societies (Puerto Rico, Portugal,
Ethiopia, Greece, Lithuania, and Hong Kong) scored >1 SD
above the overall mean. Neither the six low-scoring societies
nor the six high-scoring societies have any obvious common denominator, as they differ in geographic region, ethnicity, religion, size, population, and economic/political system.
One reason for particularly low scores in some societies
may be parents’ reluctance to report problems. For instance,
people in Asian societies are more concerned with selfpresentation (“saving face”) than people in Euro-American societies (Yabuuchi, 2004). This tendency might account for the
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particularly low scores found in China and Japan, but it does
not explain why scores in Taiwan, Hong Kong, Thailand, and
Korea were not particularly low. Additionally, although our data
suggested that relatively low response rates may have contributed to low problem scores in Norway and Iceland, they cannot explain the low scores in Japan and China (response rates
> 90%). Conversely, high scores may reflect relatively low
thresholds for reporting problems. Perhaps parents in Hong
Kong, Greece, Lithuania, Ethiopia, Portugal, and Puerto Rico
have high expectations for how children should behave. If children do not conform to these expectations, parents regard them
as displaying problems.
Effect sizes for society ranged from .03 to .14, with 47 of
the 51 ESs < .10. Societies differed more on scores for Internalizing kinds of problems than on scores for Externalizing
kinds of problems. This suggests more variation among societies in the expression, perception, and reporting of anxiety,
depression, and somatic complaints than of aggressive and rulebreaking behavior.
Although most of the effect sizes for society were < .10,
they were consistently larger than effect sizes for gender or age.
There were thus some important variations across societies in
mean scores on CBCL scales. However, no single factor that we
tested statistically (such as response rate) or inspected visually
(such as geographic region, ethnicity, religion, or economic/
political system) appears to account for particularly low scores
or particularly high scores. Additional research using measures
of cultural values as well as the CBCL is clearly needed to adB E H AV I O R A L
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dress these issues. What is clear from our results, however, is
that multicultural norms for the CBCL need to include low,
medium, and high scoring brackets.

Age and Gender Differences
Effect sizes for age differences never exceeded .01 and were
rather inconsistent across societies. The most consistent age
trends across societies were increases with age for Withdrawn/
Depressed and decreases with age for Social Problems and
DSM-oriented Attention-Deficit/Hyperactivity Problems. These
age effects suggest that adolescents in many societies may become more withdrawn from their parents as they become increasingly engaged with their peers. Additionally, the findings
indicate that parents in many societies observe increases with
age in depressive feelings and decreases with age in inattentive,
hyperactive, and impulsive behavior.
Significant gender effects were found on all 17 CBCL
scales except Withdrawn/Depressed and Social Problems. Although 41 of the 42 significant effect sizes for gender were
≤ .01 and the gender differences found in the overall analysis
were not always significant at p ≤ .001 in every society, no significant within-society gender differences in the opposite direction to the general trend were found for any scale within any
society. Girls in most societies tended to score higher on Internalizing kinds of problems, especially at ages 12 to 16. By
contrast, boys in most societies tended to score higher on Externalizing kinds of problems, especially at ages 6 to 11. The
cross-society consistency in gender differences across age in Internalizing versus Externalizing problems is one of the major
findings of this study. Although age and gender effects were
generally small, they manifested sufficient consistency across
societies to support the long-standing practice of norming the
CBCL by age group and gender.

Mean Item Scores
Although it cannot be known whether CBCL items have exactly
the same meaning for parents in all societies, the mean bisociety r of .74 indicated that parents’ ratings in these 31 diverse societies were quite consistent with respect to which CBCL items
tended to receive high, medium, and low scores. Furthermore,
items with high versus low scores seemed congruent with commonsense notions about children’s problems. For example,
items with the highest mean scores included oppositional behavior, shyness, and difficulties with attention and self-control,
whereas items with the lowest mean scores included seeing
things that aren’t there, running away from home, and daytime
enuresis.

Response Rates, Data Collection Methods,
and Exclusion of Referred Children
Our multilevel analysis supported the hypothesis that higher
response rates are somewhat associated with higher problem
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scores, as did the r of .38 between Total Problems and response
rate. Additionally, problem scores tended to be lower when data
were obtained by mail and higher when obtained by home interviews. Exclusion of referred children was not associated with
lower problem scores, perhaps because referred children were
not numerous enough for their inclusion versus exclusion to
have much impact on overall scores.

Limitations
The present study used an etic approach in that the same standardized assessment instrument was used to obtain parents’ reports in 31 societies. A possible limitation of the study was that
it did not use an emic approach, whereby the meanings of the
CBCL items to parents would be explored within each society.
Additionally, because our items do not tap all possible problems
that parents might report for all children in all societies, use of
additional problem items might yield different findings. Our
study does, however, provide systematic comparisons of scores
on 112 problem items and 17 scales for 55,508 children in 31
societies that differ widely in ethnicity, geographical region, religion, economic/political systems, and historical experience.
Another limitation of our study was that it included only
parents’ reports. Parallel studies of teacher reports in 21 societies (Rescorla et al., 2007) and self-reports in 24 societies
(Rescorla et al., 2007) yielded results consistent in many ways
with those presented here for parents’ reports. For both teachers’reports and self-reports, ESs for society were significant but
of small to moderate size, most societies scored within 1 SD of
the overall mean, and bisociety rs for mean item scores were
high. However, gender differences varied in important ways
across the three studies. For example, girls did not obtain consistently higher scores than boys on any scales in teachers’ reports, contrary to the pattern found for parents’ reports and
self-reports. In addition, girls scored as high as boys on the Attention Problems syndrome and the DSM-oriented AttentionDeficit/Hyperactivity Problems scale according to self-reports,
whereas boys obtained higher scores than girls on these scales
according to parents’ and teachers’ reports.

Conclusions and Implications
To help children from diverse backgrounds, assessment instruments need to be economical, easily administered, readily interpreted by different kinds of professionals, and multiculturally
robust. Establishing multicultural robustness involves demonstrating that an instrument yields comparable data in many kinds
of analyses across multiple societies. Taken together, the present study and Ivanova et al.’s (in press) CFA study provide new
and converging evidence for the multicultural robustness of the
CBCL. Our comparison of parent-reported problems in 31 societies that differ markedly in geographical region, political/
economic systems, size, population, history, ethnic and racial
composition, and religion yielded many striking similarities
across societies. On balance, our study demonstrates that
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within-society variation in parent-reported problem scores
greatly exceeded between-society variation.
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