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ABSTRACT. The convergent validity of the Trauma Symptom Checklist
for Young Children (TSCYC) was examined with a sample of 172 sexually
ahused outpatient treatment-seeking children and their caregivers. The
TSCYC evidenced good convergent validity with other parent ratings (e.g.,
the Child Behavior Checklist, Child Sexual Behavior Inventory, and the
University of California at Los Angeles Post-Traumatic Stress Disorder
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Reaction Index [UCLA PTSD Index]). The convergent validity of the
TSCYC and the Trauma Symptom Checklist for Children was weak, per-
haps illustrating the lack of agreement often found between children and
caregivers and illustrating the need for a multi-informant approach to
screening and assessment of sexually abused children. The TSCYC seems
to hold promise based on the emerging evidence for its convergent validity.
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Symptoms resultant from child sexual abuse (CSA) can include a vari-
ety of responses (Briere, 1992). Symptoms of child abuse and family
violence include post-traumatic stress disorder (PTSD; Ackerman, New-
ton, McPherson, Jones, & Dykman, 1998; Deblinger, McLeer, Atkins,
Ralphe, & Foa, 1989; Elliott & Briere, 1994; McLeer, Deblinger, Atkins,
Foa, & Ralphe, 1988; McLeer, Deblinger, Henry, & Oraschel, 1992;
Singer, Anglin, Song, & Lunghofer, 1995); dissociation (Chu & Dill,
1990); increased sexual behavior (Friedrich, 1993, 1994, 1998; Gale,
Thompson, Moran, & Sack, 1988); anger and aggression (Kolbo, Blakely, &
Engleman, 1996; Lanktree, Briere, & Zaidi, 1991; Shakoor & Chalmers,
1991); and anxiety, depression, and suicidal behavior (Fergusson, Horwood,
& Lynskey, 1996; Lanktree et al., 1991; Margolin & Gordis, 2000; Martinez
& Richters, 1993).

While child abuse and family violence have been associated with the
aforementioned symptoms. Rind, Tromovitch, and Bauserman (1998)
asserted that based on their meta-analysis, the relation between CSA and
adjustment was quite small. Spiegel (2000) criticized Rind et al.'s meth-
odology, emphasizing the tendency for victims of CSA to evidence only a
subset of all possible symptoms. Therefore, any one symptom may not be
elevated in the CSA population as a whole, even though most individuals
demonstrate some symptoms. Spiegel also noted that the abuse-specific
outcome of PTSD was absent in the list of dependent measures used by
Rind et al. The shortcoming of the available data may have reflected
(among other things) the lack of adequate measures. Thus, there is a need
to assess a variety of symptoms including possible post-traumatic stress.

Some studies assessing trauma-specific symptoms have utilized
research measures as opposed to standardized measures. Until recently,
there were no measures of trauma (i.e., PTSD, specifically) unless a
lengthy, structured interview was used. Two notable exceptions include
the Child Sexual Behavior Inventory (CSBI; Friedrich, 1998) and the
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Trauma Symptom Checklist for Children (TSCC; Briere, 1996). The
CSBI is a parent/caregiver rating scale that focuses exclusively on sexual
behavior of children. While covering sexual behavior exhaustively, it
measures that single dimension of behavior. The TSCC is a self-report
measure that focuses on a variety of abuse- and trauma-related symptoms
including post-traumatic stress, dissociation, sexual behavior, anxiety,
depression, and anger. As a self-report, the TSCC is helpful, but does not
by its purpose include the parental perspective as an informant. The Child
Behavior Checklist (CBCL; Achenbach, 1991) is a parent rating scale
often used in clinical work and research with children who are abused
and/or are exposed to domestic violence; however, the items and scales
do not assess trauma and dissociation. In summary, many of the instru-
ments used with children impacted by family abuse and violence: (a) do
not assess trauma-related symptoms; (b) assess only one trauma-related
symptoms (e.g., sexual behavior); (c) are not standardized; (d) are too
lengthy; and/or (e) do not have parallel forms for youth and caregivers
(i.e., multi-informant assessment).

Positively, the TSCC addresses all but the multi-informant issue. This
becomes especially important since victims may be avoidant or deny the
abuse event (Shapiro & Dominiak, 1990), feel ashamed in response to the
abuse event (Wyatt, Loeb, Solis, & Carmona, 1998), or young children
may lack the meta-cognitive skills to accurately report symptoms.

Briere (1999) has developed the Trauma Symptom Checklist for Young
Children (TSCYC), which allows a caretaker to rate trauma-related and
sexual symptoms in young children. The preliminary version of the TSCYC
consisted of 120 items that were developed to represent areas assessed by
the TSCC. Thirty of the items were deleted based on recommendations of
an expert panel and/or based on the psychometric properties of each item.
The resulting 90 items are scored using a Likert-scale rating. Normative
data were collected on 219 children by six clinicians or researchers (Briere
et al., 2001). The clinical scales include Post-Traumatic Stress-Intrusion,
Post-Traumatic Stress-Avoidance, Post-Traumatic Stress-Arousal, Sexual
Concerns, Anxiety, Depression, Dissociation, and Anger/Aggression. Inter-
nal consistency for the clinical scales ranged from an alpha of .81 to .93,
with an average alpha of .87. Additionally, CSA was related to ratings of
TSCYC Post-Traumatic Stress-Intrusion, Post-Traumatic Stress-Avoidance,
Post-Traumatic Stress-Total, and Sexual Concerns.

Gilbert (2004) studied the psychometric properties of the TSCYC with
339 abused children. Gilbert's work represents the only published work
on the convergent validity of the TSCYC. Internal consistency ranged
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from an alpha of .81 to .92. Convergent validity was examined through
comparisons to the CBCL. The TSCYC scales were correlated with the
CBCL factors as follows: TSCYC Anxiety and CBCL Anxious/Depressed
(r = .59, p < .01); TSCYC Depression and CBCL Anxious/Depressed
(r-.13, p < .01), TSCYC Anger/Aggression and CBCL Aggressive
(r=.Sl,p< .01), and TSCYC Sexual Concerns and CBCL Sex Problems
(r= .55, p < .01). The TSCYC Sexual Concerns also was significantly
correlated with the total score of the CSBI (r = .66, p < .01). However, the
TSCYC scores were weakly correlated with self-report measures includ-
ing the TSCC. Specifically, correlations with the TSCC ranged from .17
to .40 with p < .01. Finally, TSCYC scores for Post-Traumatic Stress-
Arousal, Post-Traumatic Stress-Total, and Sexual Concerns were able to
accurately predict abused (75.56% positive predictor power) and non-
abused (86.67% negative predictor power) children. The current study
replicates and extends the convergent validity of the TSCYC. Convergent
validity is a form on construct validity wherein the attempt is to show
convergence or correspondence between similar constructs. The measures
for comparison were the CBCL, CSBI, TSCC, and the UCLA PTSD
Index (Steinberg, Brymer, Decker, & Pynoos, 2004).

METHOD

Participants

Participants were 172 consecutive child clients, ages 2 to 17, who
received treatment services in an outpatient setting. The setting was a
child advocacy center on the campus of a state university. Referrals for
treatment were accepted from physicians, child protective services, and
parents. Only children with a substantiated history of CSA were accepted
for treatment. All children and their parents participated in a clinical
intake process while beginning therapy. The instruments used in this
study as well as additional instruments were administered. Consent to
participate was obtained from the parent or guardian, and assent was
obtained from child participants. Due to factors including age or avail-
ability at intake, not all measures were completed for all children. Mea-
sures included: (1) the TSCYC (Briere et al., 2001), (2) the CSBI
(Friedrich, 1998), (3) the TSCC (Briere, 1996), and (4) the CBCL
(Achenbach, 1991). The use of the UCLA PTSD Reaction Index began
about mid-point in the collection of the data. Thus, the number of participants
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who completed the UCLA PTSD Reaction Index was less. Additionally,
the Abuse Dimensions Inventory (ADI; Dykman et al., 1997) was used to
quantify the number and severity of sexually abusive events.

For those completing the CSBI, there were 172 participants with a
mean age of 7.19 {SD = 2.81); 64% were female, and 36% were male. For
this portion of the sample, 55% were Caucasian, 37% were African
American, and 8% were other minorities. There were fewer participants
for whom there were both a TSCYC and TSCC. That is, there were 84
participants, with a mean age of 9.25 (SD = 2.01); 70% were female, and
30% were male. For this portion of the sample, 56% were Caucasian,
42% were African American, and 2% were other minorities.

There were 30 participants who completed the UCLA PTSD Index and
the TSCYC. These participants had a mean age of 8.18 (SD = 2.66); 43.3%
were male, and 56.7% were female. For this portion of the sample 36.7%
were Caucasian, 53.3% were African American, 3.3% were Latino, and
6.7% were other minorities. Finally, there were 78 participants with both a
CBCL and TSCYC. These children had a mean age of 7.83 (SD = 2.82);
63% were female, and 37% were male. For this portion of the sample, 65%
were Caucasian, 27% were African American, and 8% were other ethnicities.

For the 172 participants in the study, there were ADIs available for 145.
From these reports it was shown that: 16% experienced suggestive talk,
hugs, or kissing, 35% experienced visual-exposing of genitals, voyeurism,
or pornography, 12% experienced fondling over the child's clothing, 48%
experienced fondling under the child's clothing, 5% experienced simulated
intercourse over clothing, 17% experienced a masturbating abuser or simu-
lated intercourse under clothes, 30% experienced oral contact from the
abuser to the child's genitals, 28% experienced oral contact from the child
to the abuser's genitals, 21% experienced digital or object penetration,
20% experienced vaginal or anal intercourse (including attempts), and 4%
experienced paraphilic sex or exploitation.

Measures

TSCYC. The TSCYC (Briere et al., 2001), developed by Briere in 1999
and published in 2005, is a 90-item parent report measure for the assess-
ment of trauma-related symptoms in children ages 3-12. Each symptom
is rated on a 4-point scale. It is the only standardized measure of multiple
trauma symptoms as reported by parents/caregivers.

The TSCYC was developed in a two stage process. In its original itera-
tion, there were 120 items. First a panel of researchers and clinicians with
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expertise in child trauma reviewed the TSCYC items. Second, a sample of
parents/caretakers of children exposed to trauma completed the TSCYC.
At the end of these two processes, 30 items were eliminated.

The clinical scales include Post-Traumatic Stress-Intrusion, Post-Traumaüc
Stress-Avoidance, Post-Traumatic Stress-Arousal, Sexual Concerns, Anxiety,
Depression, Dissociation, and Anger/Aggression. The scores of the Post-
traumadc Stress scales sum to a Post-traumatic Stress-Total scale score. In
Briere's (1999) initial study, the clinical scales had good reliability with alphas
ranging from .81 to .93. Additionally, TSCYC scales were predictive of expo-
sure to sexual abuse, physical abuse, and witnessing domestic violence.

TSCC. The TSCC (Briere, 1989) is a standardized, 54-item self-report
measure for assessing trauma-related symptoms in children ages 8-16.
The TSCC yields raw scores and T-scores for validity scales and clinical
scales. The clinical scales include Anxiety, Depression, Anger,
Post-Traumatic stress. Dissociation, and Sexual Concerns. The alpha
coefficients for clinical scales range from .77 to .89 in the standardization
sample. Adequate convergent, discriminant, and predictive validity have
been demonstrated in normative and clinical samples.

CBCL. The CBCL (Achenbach, 1991) is a 113-item parent report that
provides a rating of the child's symptomatology. Raw scores are con-
verted into T-scores, and the resulting factor scores include Withdrawn,
Somatic Complaints, Anxious/Depressed, Social Problems, Thought
Problems, Attention Problems, Delinquent Behavior, Aggressive Behav-
ior, and the Other Symptoms Scale. The test-retest reliability of the CBCL
was supported by a mean test-retest coefficient of .89 for the problem
scales over a 7-day period (Achenbach, 1991). Adequate content, con-
struct, and criterion-related validity have been demonstrated in normative
and clinical samples. Although the 1991 version was replaced in 2001, the
study began prior to the release of the 2001 version. Thus the CBCL data
used for the study were those based on the 1991 version.

The UCLA PTSD Reaction Index—Parent Form. The UCLA PTSD
Index (Steinberg et al., 2004) is 21-item parent-report that screens chil-
dren and adolescents for all DSM-IV PTSD symptoms. It has gone
through a number of iterations beginning in 1985. Part I is a brief survey
of lifetime Stressor events; Part II assesses the presence or absence of
PTSD symptoms from each of the three clusters (i.e., re-experiencing,
avoidant, and arousal). Part III allows for an assessment of the frequency
of symptoms, however, those data were not obtained in the present study.

The instrument was designed for use with children, adolescents, and
parents. The version utilized in this study was the parent version. Steinberg
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et al. (2004) suggest that validity across all versions is suggested by
numerous studies. This latest version (DSM-IV) also has good convergent
validity when compared to the PTSD Module of the Schedule of Affective
Disorders and Schizophrenia for School-Age Children, Epidemiologie ver-
sion (.70). Test-retest reliability is good with a reliability coefficient of
0.84 reported by Roussos et al. (2005).

CSBI. The CSBI is a 38-item instrument completed by a parent or care-
giver to determine the presence and intensity of a range of sexual behav-
iors in children 2-12 years (Friedrich, 1997). The items yield three
standardized scores: the CSBI Total score, the Developmentally Related
Sexual Behavior Scale (DRSB), and the Sexual Abuse Specific Items
Scale (SASI). Additional items assess the child's exposure to sexuality in
the home (e.g., "My child has seen his/her parents having sex"; "My child
has seen naked adults on TV."), and experiencing of life events (e.g.,
parental divorce, hospitalization, and physical abuse). The CSBI has dem-
onstrated good internal consistency (r = .72 for normative sample) and
test-retest reliability (r = .85 after 4 weeks; Friedrich et al., 1992). The mean
CSBI Total raw score has discriminated sexually aggressive from physi-
cally aggressive and non-aggressive children (Burton, 1996). These new
items address more aggressive and/or coercive sexual behaviors, as well
as behaviors indicating withdrawal and avoidance of sexual content. In a
normative sample of mothers reporting on their children, none of the items
assessing aggressive sexual behaviors were endorsed.

Procedure

The assessment measures used in this study were part of a larger bat-
tery of instruments administered during an intake process at the outpatient
agency. Consent forms authorized the use of this data for research pur-
poses. These forms and the study itself were approved by the Institutional
Review Board. The intake process consisted of approximately three ses-
sions in which an intake clinician gathered data. The first session of the
intake process did not include the intake clinician, but rather allowed the
individual therapist to meet with the participant and their family in order
to build rapport and gather demographic information on the client. During
the first session, the therapist obtained consent and assent to participate in
the research and scheduled a second appointment. The second session
with the family began the administration of the intake measures; the
parents of the participant were usually scheduled for this first meeting
while the child attended a therapy session. The third session involved
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administration of measures to the child. The number of sessions required
to complete the data collection differed based on the availability of the
participants and the number of sessions necessary for the participants to
complete the instruments. All measures, however, were completed within
one month of the initial appointment. In addition to the instruments cited
in this study, there were measures of abuse severity, social support, cop-
ing, cognitive appraisals, and events related to the disclosure of abuse.

RESULTS

Raw scores of factors measuring sexual concerns from the CSBI, the
CBCL, and the TSCYC were correlated to determine the convergent
validity of the Sexual Concerns factor of the TSCYC. The Sexual Con-
cerns Factor of the TSCYC was significantly correlated with all measures
as follows: CBCL Sexual Problems raw score (r = .720, p < .001), CSBI
Total Item score (r = .624, p < .001), CSBI SASI Item score (r = .597,
p < .001), and CSBI DRSB Item score (r = .444, p < .001).

Raw scores from the TSCC, the CBCL, and the TSCYC were corre-
lated to determine the strength of relationship between scales purporting
to measure similar behaviors. Correlation coefficients for the TSCC and
the TSCYC are found in Table 1. Correlation coefficients were significant
when self-report factors (TSCC) were compared to parent ratings (TSCYC),

TABLE 1. Correlations Between Raw Scores
for TSCC and TSCYC Factors

TSCYC Factors TSCC
(p value)

1 2 3 4 5 6

1. Anger .299**
(p = .003)

2. Sexual concerns .174
(p=.O57)

3. Anxious .248*
(p=.O11)

4. Depressed .297**
(p = .003)

5. PTSD -.047
(p=.336)

6. Dissociation .249*
(p=.O11)
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with the exception of the Sexual Concerns Factor and the PTSD Factor.
While the correlation coefficients with the TSCC were significant, the
correlations were weak and accounted for a small amount of the variance
(6-9%). Correlations between the CBCL and the TSCYC are found in
Table 2. The correlations between these two parent ratings were high for
all factors (p < .001) and accounted for 30-70% of the variance.

Correlations also were computed for the UCLA PTSD Index (Parent
Version) and the TSCYC. All correlation coefficients between corre-
sponding factors/clusters were significant and are found in Table 3. Addi-
tionally, the overall index of likely PTSD or PTSD Stress were correlated
as well ( r= .416, p = .004).

TABLE 2. Correlations Between the Raw Scores
for CBCL & TSCYC Factors

TSCYC Factors CBCL
(p value)

Delinquency Aggression Sexual Anxious/
Concerns Depressed

Anger .544** .841**
p < :001 p < .001

Sexual concerns .702**
p < .001

Anxious .729**
p < .001

Depressed .777**
p < .001

TABLE 3. Correlation Between Raw scores for UCLA
PTSD Reaction Index and TSCYC

TSCYC Factors
(p vaiue)

Intrusion (re-experience)

Avoidance

Arousai

Criterion B
(Re-Experiencing)

.574**
p<.001

UCLA PTSD

Criterion C
(Avoidance)

.342**
p < .001

Criterion D
(Arousal)

.591**
p < .001
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DISCUSSION

These results support the convergent validity of the TSCYC Scales of
Anger, Sexual Concerns, Anxious, and Depressed when compared to the
CBCL. When compared to its companion self-report measure, the TSCC,
there was modest convergent validity of the TSCYC for the Anger, Anx-
ious, Depressed, and Dissociative Scales. However, while statistically
significant, the correlations accounted for a small amount of the variance.
The lack of relationship between the TSCC and TSCYC Post-traumatic
stress factors may highlight the lack of agreement between child and par-
ent reports. This possibility seems plausible since the correlations of the
TSCYC and the UCLA PTSD Reaction Index were significant. Thus, the
finding may illustrate the need for a multi-informant approach when
working with children rather than pointing to some psychometric weak-
ness of the TSCYC. The differences between child and parent reports of
trauma may be related to the characteristics of the different PTSD symptom
clusters. For example, the symptoms of arousal are primarily behaviors that
might otherwise be described as externalizing behaviors. Thus, parents
may be organizing and reporting the child's response to trauma through
reports of these observable, externalizing behaviors. The re-experiencing
symptoms are more like internalizing symptoms. Therefore, children may
report more of the re-experiencing symptoms than parents. The avoidant
symptoms too represent behaviors which are external, but the attribution
of purpose for the behavior must be inferred. These inferences may not be
known by parents, and younger children may lack the meta-cognitive
skills to report on their behavior, let alone the motivation of the behavior.
In the future, an evaluation of parent-child agreement for each specific
symptom may clarify possible trends or differences by the source of the
report. Additionally, with larger sample sizes, differences and similarities
between parent and child reports can be examined as a function of age.
That is, agreement for specific clusters may vary as a function of age.

Findings for convergent validity were similar to those reported by
Gilbert (2004), though the correlation coefficients were a greater magni-
tude in this study. The convergent validity of the Anger, Sexual Concerns,
Anxious, and Depressed Factors supports the use of the TSCYC in lieu of
the CBCL if time and resources are limited. This dilemma frequently pre-
sents itself in settings where abused children are screened, evaluated, or
provided therapy. That is, there is a need for a quick and accurate assess-
ment of multiple dimensions of symptoms including post-traumatic
stress. Thus, with replication of these findings, the TSCYC may have
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potential as a screening and assessment measure for children with a
known history of sexual abuse and for children with a higher risk of unre-
ported CSA (e.g., children admitted to foster care for a documented his-
tory of neglect, physical abuse, parental substance abuse, or witnessing
domestic violence).

There are several limitations of the study. First, these were treatment-
seeking families and their children. Thus, there were no non-abused
children included in the study. Also, not all families and children completed
all measures. This was allowed since the clinicians might have judged that
immediate therapeutic interventions were warranted as opposed to exten-
sive assessment. While a limitation, it also serves as a practical reminder of
the need for a single measure like the TSCYC to be used in screening and
assessment. Finally, the sample included some youngsters older than 12.
This was done during the research phase of TSCYC development and
helped to augment the parent input related to their children.

As suggested future studies examining convergent validity as a func-
tion of age of the child may prove useful. The category of avoidant symp-
toms is particularly perplexing and worthy of further study. Specifically,
for parents, they must observe and report ion specific behaviors and infer
the function of those specific behaviors. For children, a description of
those same behaviors and their function requires a level of meta-cognition
that may be beyond children of early elementary age. Further evaluation
of these phenomena using a standardized measure like the TSCYC ulti-
mately may lead to developmentally sensitive modifications of the diag-
nostic criteria in subsequent versions of the DSM.

For now, the TSCYC has great promise as part of a multi-informant
package of screening and assessment in the identification of treatment
needs of children who are sexually abused. By including parents in the
assessment process, not only might the accuracy of the child's function-
ing be supplemented, but this type of input and engagement may lead to
positive involvement of parents in the treatment of their children.
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