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Abstract

Objective—To test the fit of a seven-syndrome model to ratings of preschoolers' problems by
parents in very diverse societies.

Method—~Parents of 19,106 children 18 to 71 months of age from 23 societies in Asia,
Australasia, Europe, the Middle East, and South America completed the Child Behavior Checklist
for Ages 1.5-5 (CBCL/1.5-5). Confirmatory factor analyses were used to test the seven-syndrome
model separately for each society.

Results—The primary model fit index, the root mean square error of approximation (RMSEA),
indicated acceptable to good fit for each society. Although a six-syndrome model combining the
Emotionally Reactive and Anxious/Depressed syndromes also fit the data for nine societies, it fit
less well than the seven-syndrome model for seven of the nine societies. Other fit indices yielded
less consistent results than the RMSEA.

Conclusions—The seven-syndrome model provides one way to capture patterns of children's
problems that are manifested in ratings by parents from many societies. Clinicians working with
preschoolers from these societies can thus assess and describe parents' ratings of behavioral,
emotional, and social problems in terms of the seven syndromes. The results illustrate possibilities
for culture—general taxonomic constructs of preschool psychopathology. Problems not captured by
the CBCL/1.5-5 may form additional syndromes, and other syndrome models may also fit the
data.

Keywords
preschoolers; assessment; taxonomy; multicultural; confirmatory factor analysis

Preschool children can experience significant and persistent mental health problems.! Yet,
as Egger and Angold? pointed out, “There is currently no consensus about the best criteria
for defining most psychiatric disorders in very young children” (p. 313). Reliable and valid
taxonomies are needed to guide the growing efforts to understand and treat preschool
psychopathology. In reviewing the reliability, validity, and usefulness of five contemporary
classification systems for early childhood disorders, Postert et al.3 concluded that “they must
still be seen as limited” (p. 37) and that “the DSM-1V and ICD 10 at present offer no
comprehensive and recognized classification for diagnosing psychiatric and developmental
disorders in preschool children” (p. 30).

One way to develop taxonomies is by statistically identifying patterns of co-occurring
problems reported for large samples of children. Descriptively designated as “syndromes,”
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such patterns can provide a basis for taxonomic constructs. Syndromes are often derived via
exploratory factor analyses (EFA) and are then tested via confirmatory factor analyses
(CFA) of new data sets.

The Child Behavior Checklist for Ages 1.5-5% obtains parents' ratings of 99 emotional,
behavioral, and social problems, plus one open-ended problem item. Using a combination of
EFA and CFA, Achenbach and Rescorla? derived seven syndromes from CBCL/1.5-5
ratings of 1,728 preschoolers who were primarily from the United States. Sixty-seven items
loaded on the syndromes, which were designated as Emotionally Reactive, Anxious/
Depressed, Somatic Complaints, Withdrawn, Sleep Problems, Attention Problems, and
Aggressive Behavior. Based on second-order factor analyses, the first four syndromes were
found to form a grouping that was designated as “Internalizing,” while the last two were
found to form a grouping that was designated as “Externalizing.” The present study was
designed to test the generalizability of the seven-syndrome model in 23 societies.

The generalizability of an assessment instrument's syndrome structure across populations is
termed configural invariance.® Configural invariance is a component of measurement
invariance, which is the degree to which an instrument measures the same constructs in
different populations. Although there are additional components of measurement invariance,
configural invariance is the most fundamental component. To put invariance in more applied
terms, when an instrument that was developed in one society is applied in another society, it
is important to demonstrate that it measures the same constructs in the new society.
Configural invariance speaks to whether the same items load on the same factors (syndrome
constructs) in the new society. Other components of measurement invariance refer to other
measurement properties of the instrument, such as whether the strength of item loadings is
the same in the two societies (i.e., item loading or “factorial” invariance), or whether
individuals in the two societies who have the same scores on the syndrome construct(s) also
receive the same item scores (i.e., “intercept invariance”).

Previous EFA and CFA Studies of the Preschool CBCL

Konold et al.® tested the CBCL/1.5-5 syndrome model using CBCL data obtained in the
National Institute of Child Health and Development Study of Early Child Care (NICHD
SECC). Mothers of 1,097 children completed an early version of the CBCL/1.5-5, namely
the CBCL for Ages 2-37, when the children were 24 months old. The study tested whether
the CBCL/1.5-5 syndrome model was invariant across gender, ethnic groups (African
American vs. white), and socioeconomic status (SES; low vs. high). First, the authors
compared the fit of a single factor model, a correlated three-factor model comprising the
Internalizing, Externalizing and Sleep Problems factors, and a correlated seven-factor model
comprising the CBCL/1.5-5 syndromes. The single- and three-factor models fit the data
poorly. The seven-factor model fit the data well when it was reduced to six factors by
combining the Emotionally Reactive and Anxious/Depressed factors. Second, multigroup
CFAs were performed to test whether the six-factor model had factorial invariance across
gender, ethnic groups, and SES. The model was found to have factorial invariance across
gender for all factors, except Somatic Complaints. The Sleep Problems and Attention
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Problems factors were invariant across ethnic groups and SES, whereas the Aggressive
Behavior factor was invariant only across ethnic groups.

The Konold et al.® results are difficult to interpret for the following reasons: (a) CFAs were
applied to subsets of CBCL items (“parcels”) formed “by grouping items that were nearest
to one another with respect to the magnitude of their factor loadings reported in the manual
for the CBCL/1.5-5" (p. 116); (b) the small sample of African Americans (N = 116) casts
doubts on the findings for ethnic groups; and (c) because the authors used CBCL/2-3 data,
they lacked data for two of the nine items comprising the Emotionally Reactive syndrome,
which probably weakened this factor and their test of the seven-syndrome model.

To test the fit of the CBCL/1.5-5 syndrome model to ratings of 707 Chinese girls adopted
by U.S. and Canadian parents, Tan et al.8 replicated the procedures of Achenbach and
Rescorla® by performing CFAs on tetrachoric correlations. They also performed CFAs on
polychoric correlations. CFAs of both types of correlations supported the seven-syndrome
model.

Before publication of the seven-syndrome CBCL/1.5-5 model, Koot et al.? tested the factor
structure of a Dutch translation of the CBCL/2-3.7 Principal factor analyses were applied
separately to Dutch clinical (N = 426), general population (N = 420), and twin (N = 1,306
pairs) samples, and a factor solution that was consistent across the samples was selected.
The Dutch syndromes were designated as Oppositional, Withdrawn/Depressed, Aggressive,
Anxious, Overactive, Sleep Problems, and Somatic Problems. CFA indicated that this seven-
syndrome model fit the data in each sample. The Dutch syndrome model was similar to the
U.S. CBCL/2-3 syndrome model, with all Dutch syndromes having U.S. counterparts,
except the Overactive syndrome. However, the use of different factor analytic procedures
makes it difficult to compare the Koot and Achenbach CBCL/2-3 results. The authors
concluded that they were “unable to decide to what extent the somewhat different factor
structure of the CBCL/2-3 obtained in this study compared to the one found for American
samples was the result of the use of different factor-analytic methods and different samples,
or was a reflection of true cross-cultural differences in young preschoolers' problem
behaviors” (p. 194).%

Factor analytic studies of the preschool CBCL have thus produced somewhat mixed results.
The CBCL/1.5-5 syndrome model fit the data obtained for adopted Chinese girls,8 and the
Dutch CBCL/2-3 model was similar to the U.S. CBCL/2-3 model.? Although the Konold et
al. results should be interpreted with caution, they indicated better fit when the Emotionally
Reactive and Anxious/Depressed factors were combined into a single syndrome. However,
this six-syndrome model had limited invariance across ethnic groups and SES.

The foregoing studies tested preschool syndromes in different ways in limited populations.
To evaluate the wider generalizability of syndromes, it is important to uniformly test them in
multiple populations. We refer to the populations included in the present study as “societies”
rather than as “countries” or “cultures,” because not all were countries (e.g., Flanders in
Belgium), and there were cultural variations within as well as between them.
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Study Purpose

Method

Samples

The purpose of this study was to test the configural invariance of the correlated seven-
syndrome model of the CBCL/1.5-5% in 23 societies. We believe this study to be the first
multicultural test of taxonomic constructs of preschool psychopathology. It differs from
other studies of preschool psychopathology by using uniform CFA procedures to test the
same syndrome model in 23 societies. If a syndrome model is supported in many societies, it
can provide a taxonomy for assessing psychopathology in those societies. Such a taxonomy
can facilitate international communication and collaboration in research, training, and
clinical care. It can also lay foundations for taxonomic research to take account of
differences found between societies and to pinpoint possible reasons for the differences.

We analyzed data for 19,106 children 1.5 to 5 years old from the 23 epidemiological
samples listed in Table 1. We included children who were referred for mental health
services. The English language CBCL/1.5-5 was translated for use in all societies except in
Australia. Independent back-translations established that translations captured the original
meanings. Consent requirements for each investigator's institution were fulfilled. All
samples were approximately 50% male. In a companion paper comparing scale scores for
our samples, plus the U.S. sample, Rescorla et al. (unpublished data, August 2010) present
details of how the samples were obtained. Consistent with standard procedures for scoring
the CBCL/1.5-54, we excluded forms with more than eight missing item ratings (2% of
forms in two societies; <1% in 21 societies). For forms with eight or fewer missing items,
missing items were scored as zero.

To determine whether any of the 67 items in the syndrome model were selectively omitted
by many parents, we tabulated the percentage of parents who failed to rate each item in each
of the five societies having the largest percentage of omitted items (China, Finland,
Lithuania, Singapore, and Iceland). The largest percentage of omissions was 4% for item 15.
Defiant in the Singapore sample and also for item 24. Doesn't eat well in the China sample.
The second largest was 3% for item 74. Sleeps less than most children in the China sample.
As missing ratings were thus rare and did not appear to be caused by significant cultural
differences in item meanings, they were considered unlikely to affect the CFA results and
did not justify imputation of missing data.

The CBCL/1.5-5% was used for all samples except Finland, United Arab Emirates (UAE),
and 685 of the 885 Turkish children, where the CBCL/2-37 was used. As detailed by
Achenbach and Rescorla,* two CBCL/2-3 items were replaced on the CBCL/1.5-5 with two
new items: 51. Shows panic for no good reason and 79. Rapid shifts between sadness and
excitement. Both items load on the Emotionally Reactive syndrome. To take advantage of
data collected with the CBCL/2-3 in testing the CBCL/1.5-5 syndrome model, multiple
imputation was used for items 51 and 79 in samples assessed with the CBCL/2-3. Multiple
imputation was chosen over single imputation because of its effective handling of error
variance.10 For each sample assessed with the CBCL/2-3, 10 multiply imputed data sets
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were generated using the imputation by chained equations module of STATA.1! This
module applies a prediction equation specified by the user for a reference population with
complete data using multiple imputation by chained equations.1213 An ordinal logistic
regression predicting the missing 0-1-2 values from the remaining seven items of the
Emotionally Reactive syndrome served as the prediction equation. For Turkey, the Turkish
subsample collected with the CBCL/1.5-5 served as the reference population, whereas for
UAE and Finland, the CBCL/1.5-5 U.S. normative sample was used as the reference
population.? The U.S. normative sample was selected as the reference population for the
prediction equation on which to base the imputed values for items 51 and 79 in the Finnish
and UAE samples because their sample means on the Total Problems score (the sum of all
items) fell within 0.1 and 0.02 SD units, respectively, of the Total Problems score for the
U.S. normative sample. For Turkey, UAE, and Finland, CFAs were conducted on the ten
multiply imputed data sets simultaneously via Mplus.1#

Tested Model

We tested the correlated seven-factor model presented in Figure 1. Each item was assigned
to only one factor. To identify the metric for a factor, we set the loading of one item to 1.0.

Data Analyses

Results

Parents rated CBCL items as 0 = not true (as far as you know), 1 = somewhat or sometimes
true, and 2 = very true or often true, based on the preceding 2 months. To account for
nonnormal distributions, we used the weighted least squares with standard errors and mean-
and variance-adjusted 42 estimator (WLSMV) implemented via Mplus 5.1.14 Items were
dichotomized as 0 versus 1 or 2 for the computation of tetrachoric correlations. The root
mean square error of approximation (RMSEA) served as the primary fit index, because it
performed most robustly in a Monte Carlo simulation study that tested model fit indices with
binary categorical data across model specification and complexity conditions.1> An RMSEA
cutoff of 0.05 has been proposed to indicate good fit1>:16 and a cutoff of 0.08 to indicate
acceptable fit.16 We also computed the Comparative Fit Index (CFI)17 and the Tucker-Lewis
Index (TLI),18 but regarded them as secondary because they did not perform as well as the
RMSEA across the simulation conditions.1> Hu and Bentler!® proposed CFI and TLI values
>0.95 for good model fit. We used criteria of >0.90 for good fit and 0.80 to 0.90 for
acceptable fit, as recommended by Browne and Cudeck,16 because the Hu and Bentler!?
criterion has been criticized for rejecting correctly specified complex models.20

The model converged for all samples. As presented in Table 1, RMSEAs ranged from 0.036
to 0.059, indicating acceptable to good fit for all societies (25™ percentile = 0.043, 50t =
0.045, and 75t = 0.048). CFls ranged from 0.789 to 0.952, indicating acceptable to good fit
for all societies except Iran and Italy (25! percentile = 0.847,50™ = 0.878, and 75 =
0.904). TLIs ranged from 0.824 to 0.972 (25! percentile = 0.901,50t" = 0.920, and 75t =
0.933), indicating acceptable to good fit for all societies.

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2014 November 28.
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For 14 societies, the model converged smoothly. For nine societies (China, Iceland, Iran,
Italy, Kosovo, the Netherlands, Portugal, Romania, and Singapore), the latent variable
variance/covariance matrix was non-positive definite. A symmetrical matrix such as the
latent variable variance/covariance matrix is considered to be positive definite when the
matrix (including its principal submatrices) has a positive determinant. Causes of
nonpositive definiteness include out-of-range parameters (i.e., a negative variance or
residual variance for a latent variable, or correlations exceeding or equaling 1.0 between two
latent variables) or a linear dependency among more than two latent variables.14

For Iran and Kosovo, the correlation between the Emotionally Reactive and Anxious/
Depressed latent variables slightly exceeded 1.00 (1.009 and 1.003, respectively). Thus, only
these two (0.04%) of the 5,267 estimated parameters were out-of-range, causing the
nonpositive definite matrix. To test the two out-of-range parameters, we used the technique
of Van Driel?! recommended by Chen et al.22 and McDonald.22 It involves forming
confidence intervals around the out-of-range parameter, and determining whether the
confidence interval overlaps with the admissible parameter space. If there is overlap, then
the out-of-range parameter estimate could be attributable to sampling fluctuations, rather
than to model specification error. Van Driel's?! technique showed that the 95% confidence
intervals around both out-of-range parameters contained admissible values.

For the remaining seven societies (China, Iceland, Italy, the Netherlands, Portugal, Romania,
and Singapore), the correlations between the Emotionally Reactive and Anxious/Depressed
latent variables were 0.995, 0.886, 0.981, 0.884, 0.983, 0.947, and 0.999, respectively.
Given the high correlations in the seven societies and the two out-of-range parameters for
Iran and Kosovo, we combined the Emotionally Reactive and Anxious/Depressed factors
and tested a six-factor model for the nine societies. The six-factor model converged
smoothly for all nine societies. The fit of the six-factor model was compared to the fit of the
seven-factor model using the Mplus DIFFTEST option, which is based on the 42 difference
test developed for use with the WLSMV estimator.14 For seven of the nine societies (China,
Iceland, Italy, Iran, the Netherlands, Portugal, and Romania), the results of the DIFFTEST
indicated that combining the Emotionally Reactive and Anxious/Depressed factors led to a
significant worsening of model fit. For Kosovo and Singapore, the fit of the six- and seven-
factor models was not statistically different.

For 17 societies, all 67 items loaded significantly on their predicted factors. For Finland,
Kosovo, Lithuania, and UAE, one item failed to reach statistical significance (items 7, 19, 7,
and 86, respectively). For Italy and Spain, two items (items 19 and 56 for Italy, and 46 and
95 for Spain), and for Iceland, four items (items 12, 46, 67, and 86) failed to reach statistical
significance. Table 1 presents descriptive statistics for item loadings for each society,
including the mean, median, and standard deviation. Mean factor loadings for each society
ranged from 0.54 (ltaly) to 0.68 (Singapore). The mean of the mean factor loadings (i.e.,
averaged across all societies) was 0.61 (25™ percentile = 0.59, 50t = 0.61, 75! = 0.64).
Table 2 presents descriptive statistics for factor loadings for each item and syndrome across
societies, including the mean, median, and standard deviation. Mean factor loadings across
societies ranged from 0.43 (item 7. Can't stand having things out of place) to 0.76 (item 82.
Sudden changes in mood or feelings). The mean of the mean factor loadings across societies
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was .61 (25t percentile = 0.56, 501" = 0.62, 75t = 0.68). Finally, mean factor loadings by
syndrome ranged from 0.55 (Somatic Complaints) to 0.64 (Attention Problems and
Aggressive Behavior).

Discussion

We found that the seven-syndrome model fit the data for all 23 societies. Our primary fit
index, the RMSEA, indicated acceptable to good fit in all societies, although the CFI and
TLI were more variable. Of the 5,267 estimated parameters, the two (0.04%) that were
outside the allowable parameter space possibly reflected sampling error, according to Van
Driel.2! Across societies, the median loading of items on their respective factors was high
(0.61).

The findings supported the configural invariance of the seven-syndrome structure in the
tested societies. This indicates that the seven syndromes capture patterns of young children's
emotional, behavioral, and social problems manifested in ratings by a great variety of
parents. The fit between the seven-syndrome structure and data from 23 societies thus
supports the taxonomic generalizability of the seven-syndrome structure. Clinicians,
researchers, and educators working with preschoolers from the 23 societies can therefore
assess, describe, and communicate about their parentrated behavioral, emotional, and social
problems in terms of the seven syndromes.

Our samples came from Asia, Australasia, Europe, the Middle East, and South America. The
societies vary greatly in characteristics affecting views of children and childrearing
practices, including political, social, and economic systems, ethnicity, language, and
religion. Differences in sample characteristics (e.g., response rate) and methodological
variations (e.g., recruitment procedures) could also have affected patterns of problems.
Despite these differences, the seven syndromes were found to reflect similar patterns of
parent-rated problems in all the societies. Albeit with important developmental differences
in the syndromes, Ivanova et al.24 also found support in 30 societies for the eight syndromes
scored from the CBCL for Ages 6-18.2°

Others have cited resistance to recognizing that very young children experience significant
psychological problems and that these problems need to be carefully studied in their own
right.26:27 Our findings support efforts to systematize analyses of preschoolers' emotional,
behavioral, and social problems.2 We are currently testing whether problems reported by
preschool teachers and daycare providers manifest similar patterns across diverse societies.

The findings of similar patterns of problems across 23 societies indicate that we can
meaningfully compare scores on the seven tested syndromes among these societies. In a
companion study, Rescorla et al. (unpublished data, August 2010) compared CBCL/1.5-5
syndrome and DSM-oriented scale scores for children in the 23 societies, plus a U.S. general
population sample. The effect sizes for differences among societies were small to medium.28
Although modest in magnitude, the significant effects of society on scale scores revealed
potentially important variations in levels of problems reported by parents in different
societies.
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Canino and Alegria?® have contrasted studies that, like ours, test syndromes in various
populations versus studies that, like Rescorla's—test differences between levels of problems.
As an example, a particular attention-deficit/hyperactivity disorder (ADHD) syndrome
model could be applicable in various populations, whereas the populations differ in the
prevalence of ADHD defined by that model.

Canino and Alegria also contrasted hypotheses that syndromes are universal versus relative
to particular populations versus mixtures of universal and population-relative aspects. These
contrasting hypotheses can be tested by determining whether particular syndromes are
supported in different populations. Because the universal hypothesis is constrained by the
impracticality of testing syndromes in all human populations, we prefer the term “culture-
general” to “universal.” Testing particular syndromes in different populations requires etic3°
research using the same standardized assessment in all the populations. By contrast, testing
of population-relative characteristics requires emic3? assessment tailored to particular
populations. Our etic findings support particular syndromes in many populations. However,
our finding that Emotionally Reactive versus Anxious/Depressed syndromes may be less
distinguishable in some societies than in others invites emic research on possible reasons for
this difference.

The large and diverse samples and the uniformity of analytic methods across 23 societies are
strengths of this study, but certain limitations should also be noted. First, the nonnormal
distribution of our data required use of the WLMSV estimator, a method so computationally
intensive that only configural invariance of our complex model could be tested. A second
limitation is that the seven tested syndromes do not necessarily include all possible
syndromes. Although CFA tests the fit of a specific model, other syndrome models might
also fit the data. For example, we found that for nine societies a six-factor model that
combined the Emotionally Reactive and Anxious/Depressed syndromes also fit the data.
However, this model fit significantly worse than the seven-factor model in seven of the nine
societies. In addition, in the absence of reliable power analytic procedures for CFASs of
complex models such as ours using the WLSMV, it is difficult to ascertain whether sample
sizes as small as 301, 305, and 306 (Singapore, Iceland, and Taiwan) might have affected
the results, although the seven-syndrome model fit these samples as well as it fit several
larger samples. Finally, because we could not analyze samples from all human societies, our
findings do not reflect all possible variations in model fit across all societies.

Mental health clinicians around the world are increasingly called upon to assist children of
diverse backgrounds. For example, in the United States, the percentage of children with at
least one foreign-born parent rose from 15% in 1994 to 22% in 2008.3! Findings from this
study and from the companion Rescorla et al. study indicate that clinicians can use the seven
syndromes as foci for assessing, describing, and communicating about problems reported by
parents for preschoolers from the 23 societies. The seven syndromes can be used at multiple
stages of clinical services, from assessment and case formulation to treatment design and
outcome evaluation. The syndromes can also be applied to many children who cross
cultures, including immigrants, refugees, international adoptees, children attending
international schools, and children in families of mixed heritages. To help clinicians take
account of societal differences in the distributions of scale scores, the Rescorla et al.
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findings for the preschool syndromes and DSM-oriented scales have been incorporated into
multicultural norms.32

The growing awareness of the mental health needs of young children, coupled with the
increasing interconnectedness of societies, highlights needs for psychometrically sound tools
for assessing preschoolers' problems in diverse societies. The seven syndromes tested in the
present study can be easily assessed in diverse societies using parents' reports. The
syndromes offer mental health professionals a taxonomic framework supported by data from
many societies and practical in its operationalization and clinical use. This framework also
provides a basis for further research on societal differences in the patterning of problems and
on possible reasons for the differences.
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Figure 1.

For the purpose of clear presentation, some latent factor correlations are not depicted. Note:

AB = aggressive behavior; AD = anxious/depressed; AP = attention problems; ER =
emotionally reactive; S = sleep; SC = somatic complaints; W = withdrawn.
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Mean and Median Item Loadings for Child Behavior Checklist for Ages 1.5-5 Syndromes

Across 23 Societies

Syndrome Item

Emotionally reactive

21. Disturbed by any change in routine

46. Nervous movements or twitching

51. Shows panic for no good reason

79. Rapid shifts between sadness and excitement
82. Sudden changes in mood or feelings

83. Sulks a lot

92. Upset by new people or situations

97. Whining

99. Worries

Anxious/depressed

10. Clings to adults or too dependent

33. Feelings are easily hurt

37. Gets too upset when separated from parents

43. Looks unhappy without good reason

47. Nervous, highstrung, or tense

68. Self-conscious or easily embarrassed

87. Too fearful or anxious

90. Unhappy, sad, depressed

Somatic complaints

1. Aches or pains (without medical cause)

7. Can't stand having things out of place

12. Constipated, doesn't move bowels (when not sick)
19. Diarrhea or loose bowels (when not sick)

24. Doesn't eat well

39. Headaches (without medical cause)

45. Nausea, feels sick (without medical cause)

52. Painful bowel movements (without medical cause)
78. Stomachaches or cramps (without medical cause)
86. Too concerned with neatness or cleanliness

93. Vomiting, throwing up (without medical cause)
Withdrawn

2. Acts too young for age

4. Avoids looking others in the eye

23. Doesn't answer when people talk to him/her
62. Refuses to play active games

67. Seems unresponsive to affection

70. Shows little affection toward people

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2014 November 28.

Mean Loading (SD)
0.60 (0.13)
0.57 (0.08)
0.45 (0.17)
0.56 (0.13)
0.68 (0.10)
0.76 (0.06)
0.66 (0.07)
0.51 (0.08)
0.66 (0.05)
0.56 (0.10)
0.61 (0.11)
0.54 (0.10)
0.57 (0.08)
0.54 (0.07)
0.69 (0.07)
0.71 (0.08)
0.51 (0.08)
0.63 (0.10)
0.70 (0.11)
0.55 (0.16)
0.57 (0.12)
0.43 (0.17)
0.49 (0.15)
0.49 (0.17)
0.49 (0.08)
0.60 (0.14)
0.70 (0.12)
0.61 (0.15)
0.65 (0.11)
0.46 (0.19)
0.57 (0.13)
0.61 (0.12)
0.49 (0.08)
0.53 (0.11)
0.64 (0.07)
0.60 (0.10)
0.62 (0.16)
0.70 (0.08)

Median Loading
0.62
0.57
0.51
0.60
0.69
0.75
0.64
0.53
0.66
0.53
0.62
0.55
0.60
0.54
0.68
0.70
0.50
0.64
0.72
0.57
0.59
0.47
0.51
0.51
0.50
0.65
0.71
0.63
0.63
0.50
0.60
0.62
0.49
0.52
0.66
0.58
0.64
0.70
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Syndrome Item

71. Shows little interest in things around him/her
98. Withdrawn, doesn't get involved with others
Sleep problems

22. Doesn't want to sleep alone

38. Has trouble getting to sleep

48. Nightmares

64. Resists going to bed at night

74. Sleeps less than most kids during day and/or night
84. Talks or cries out in sleep

94. Wakes up often at night

Attention problems

5. Can't concentrate, can't pay attention for long
6. Can't sit still, restless, or hyperactive

56. Poorly coordinated or clumsy

59. Quickly shifts from one activity to another
95. Wanders away

Aggressive behavior

8. Can't stand waiting: wants everything now

15. Defiant

16. Demands must be met immediately

18. Destroys things belonging to his/her family or other children
20. Disobedient

27. Doesn't seem to feel guilty after misbehaving
29. Easily frustrated

35. Gets in many fights

40. Hits others

42. Hurts animals or people without meaning to
44. Angry moods

53. Physically attacks people

58. Punishment doesn't change his/her behavior
66. Screams a lot

69. Selfish or won't share

81. Stubborn, sullen, or irritable

85. Temper tantrums or hot temper

88. Uncooperative

96. Wants a lot of attention

Mean Loading (SD)
0.65 (0.10)
0.65 (0.11)
0.62 (0.09)
0.51 (0.07)
0.68 (0.08)
0.65 (0.07)
0.68 (0.07)
0.60 (0.08)
0.60 (0.08)
0.65 (0.06)
0.64 (0.14)
0.66 (0.10)
0.69 (0.09)
0.57 (0.13)
0.72 (0.10)
0.54 (0.16)
0.64 (0.09)
0.66 (0.06)
0.66 (0.08)
0.69 (0.09)
0.56 (0.07)
0.71 (0.07)
0.56 (0.07)
0.62 (0.09)
0.60 (0.10)
0.61 (0.08)
0.56 (0.06)
0.71 (0.07)
0.66 (0.06)
0.62 (0.09)
0.68 (0.08)
0.56 (0.07)
0.72 (0.07)
0.71 (0.08)
0.64 (0.11)
0.66 (0.07)

Median Loading
0.65
0.69
0.62
0.50
0.66
0.65
0.69
0.59
0.60
0.66
0.64
0.66
0.69
0.58
0.74
0.57
0.65
0.68
0.65
0.70
0.54
0.70
0.55
0.64
0.61
0.62
0.54
0.71
0.66
0.62
0.68
0.56
0.74
0.67
0.63
0.66

Note: Values in boldface type are descriptive statistics for entire syndromes.
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