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Objective: This study compared ratings
for self-reported behavioral and emo-
tional problems in adolescents from
seven countries.

Method: Youth Self-Report scores were
analyzed for 7,137 adolescents ages 11–
18 years from general population sam-
ples from Australia, China, Israel, Jamaica,
the Netherlands, Turkey, and the United
States.

Results: Comparisons of problems scores
yielded small to medium effect sizes for
cross-cultural variations. Youths from
China and Jamaica had the highest and
youths from Israel and Turkey had the

lowest mean total problems scores. With
cross-cultural consistency, girls scored
higher for internalizing and lower for ex-
ternalizing than boys. Cross-cultural cor-
relations were high among the mean
item scores.

Conclusions: Empirically based assess-
ment provided a robust method for as-
sessing and comparing adolescents’ self-
reported problems. Self-reports thus sup-
plemented empirically based assess-
ments of parent-reported problems and
offered a cost-effective way of identifying
problems for which adolescents from
diverse cultural backgrounds may need
help.

(Am J Psychiatry 2003; 160:1479–1485)

Mental health professionals, educators, and policy
makers are increasingly challenged by cultural differences
both between and within countries. Wars, famine, disas-
ters, and ethnic and religious conflicts are uprooting peo-
ple around the world. Among the victims are youths who
are placed in unfamiliar cultural environments, sometimes
without their families. Cultural differences associated with
ethnic, linguistic, religious, and regional variations within
countries may also pose challenges for determining which
youths need professional help, even when they are not dis-
placed from their homes or families.

When evaluating youths of different cultures, mental
health professionals must often determine whether osten-
sible problems reflect merely cultural differences or
whether they reflect need for professional help. To assist in
making such determinations, standardized assessment in-
struments should be applicable to youths from various cul-
tures by diverse professionals under different conditions.
To be practical and cost-effective, the instruments should
not require much professional time, specialized training,
or commitment to particular theories of psychopathology.
Instead, they should quickly obtain standardized informa-
tion that will assist a variety of relevant decision-makers.

Because many cultures lack well-standardized indige-
nous instruments for assessing the problems of youths, in-
struments developed in one culture are often translated
and adapted for use in other cultures. To apply such instru-
ments to new cultures, they should be tested in various
ways to maximize the equivalence of data obtained in the
different cultures (1). A key step that both enhances the use

of assessment instruments and contributes important
knowledge about the distribution of psychopathology
within a country is the assessment of epidemiological sam-
ples that are representative of a country’s population. Data
from representative samples are valuable for determining
the prevalence of particular problems in a population, for
identifying important differences in the number of mem-
bers of particular groups, such as women and men, and for
constructing norms. The norms can then be used to iden-
tify deviance in individuals who are subsequently assessed
with the instrument that was used in identifying the epide-
miological sample. When an assessment instrument has
been applied to epidemiological samples in multiple cul-
tures, the results can then be used to identify similarities
and differences in the rates of problems from one culture
to another and for particular groups, such as women and
men, across cultures.

Most cross-cultural epidemiological studies have com-
pared only two cultures at a time; we (2) have provided a
review of bicultural comparisons. Although such compar-
isons reveal similarities and differences between the rates
of problem in two cultures, simultaneous comparisons of
more cultures make it possible to test the overall range of
variation across multiple cultures, to determine where
each culture falls within that range, and to identify effects
associated with variables such as gender and age with
much more confidence than in bicultural comparisons.
Multicultural comparisons that include measures of both
broad and narrow bands (3, 4) can reveal whether certain
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cultures are exceptionally high or low in reports of general
versus specific kinds of problems.

Most cross-cultural comparisons of the problems of
children and youths (2) have been based on reports by
parents or teachers. When available, parents and teachers
are certainly important sources of data about such prob-
lems. However, meta-analyses of many studies using dif-
ferent instruments for assessing children and youths (5)
have yielded mean correlations of only 0.27 between par-
ent and teacher reports, 0.25 between parent and self-
reports, and 0.20 between teacher and self-reports. Al-
though statistically significant, these modest correlations
have indicated that no one type of informant can substi-
tute for the others. Instead, comprehensive assessment re-
quires data from multiple informants whenever possible.
For displaced youths, parent and teacher reports may be
unavailable. Even when they are available, however, such
reports cannot fully substitute for youths’ own reports of
their problems. To evaluate the degree to which cultural
differences may be associated with youths’ reports of their
problems, it is necessary to compare such reports ob-
tained by means of the same standardized procedures in
different cultures.

In this study, we wanted to evaluate the degree to which
youths’ reports of their own problems differed across di-
verse cultures, so we compared scores on problems scales
from the Youth Self-Report (6) completed by 7,137 11–18-
year-olds from Australia, China, Israel, Jamaica, the Neth-
erlands, Turkey, and the United States. To evaluate cross-
cultural variations in overall problem levels, we compared
total problems scores; to identify possible cross-cultural
differences in specific kinds of problems, we compared
scores for eight empirically based syndromes and scores
for internalizing and externalizing groupings of syn-
dromes. In addition, to evaluate effects associated with

gender and age, we compared scores for girls and boys and
for different ages between and across cultures.

Method

Assessment

The Youth Self-Report (6) is a questionnaire designed to be
completed by adolescents ages 11–18 years and contains 101
problem items. The problem items are scored as follows: 0=not
true, 1=somewhat or sometimes true, and 2=very true or often true
on the basis of the preceding 6 months. The Youth Self-Report can
be scored on the total problems scale, which is the sum of the
scores for each problem item, and the following eight syndrome
scales: withdrawn, somatic complaints, and anxious/depressed
(together comprising the broadband internalizing scale); social
problems, thought problems, and attention problems (which are
not part of either the internalizing or externalizing scales); and de-
linquent behavior and aggressive behavior (together comprising
the externalizing scale).

For four of the seven cultures (China, Israel, the Netherlands,
and Turkey), where languages other than English are spoken, the
Youth Self-Report was translated and back-translated to approxi-
mate the original version as closely as possible.

The reliability and validity of the Youth Self-Report are docu-
mented by Achenbach (6). Confirmatory factor analyses of par-
ent, teacher, and self-reports of referred Dutch children (7) sup-
ported the overall syndrome structure. Because the availability of
reliability and validity data varied across the seven cultures, we
computed Cronbach’s alphas for each of the 11 Youth Self-Report
scales in each culture. The ranges were for withdrawn (0.52–0.64),
somatic complaints (0.65–0.76), anxious/depressed (0.79–0.86),
social problems (0.46–0.64), thought problems (0.49–0.69), atten-
tion problems (0.64–0.74), delinquent behavior (0.51–0.70), ag-
gressive behavior (0.76–0.83), internalizing (0.83–0.89), external-
izing (0.82–0.86), and total problems (0.92–0.95).

Samples

To qualify for inclusion, samples from each culture were re-
quired to include completed Youth Self-Reports for at least 75% of
the target informants. All samples involved randomized selection
from the general population. Data were obtained for adolescents
from the following cultures:

TABLE 1. Effects of Culture, Age, and Gender on Youth Self-Report Scale Scores for 7,137 Adolescents From Seven Culturesa

Item

Culture Age Gender Age by Gender Age by Culture

F (df=6, 
7035)

Effect Size 
(%)b

F (df=7, 
7035)

Effect Size 
(%)b

F (df=1, 
7035)

Effect Size 
(%)b

F (df=7, 
7035)

Effect Size 
(%)b

F (df=37, 
7035)

Effect Size 
(%)b

Total problems 58.7* 5 7.2c* <1 15.4d* <1 1.1 — 1.8* <1
Internalizing 68.7* 6 6.5c* <1 130.7d* 2 2.3 — 2.1* 1
Externalizing 46.1* 4 10.1c* 1 22.1e* <1 1.0 — 1.7* <1
Withdrawn 71.9* 6 11.4c* 1 31.9d* <1 2.2 — 1.7* <1
Somatic complaints 62.4* 5 1.3 — 128.1d* 2 1.8 — 2.4* 1
Anxious/depressed 66.7* 5 5.5c* <1 113.9d* 2 2.3 — 1.4 —
Social problems 72.2* 6 1.9 — 2.1 — 0.7 — 1.5* —
Thought problems 105.7* 8 3.1c* <1 9.0d* <1 1.0 — 2.2* 1
Attention problems 50.1* 4 11.6c* 1 0.3 — 0.8 — 1.7* <1
Delinquent behavior 75.5* 6 22.3c* 2 69.3e* 1 1.7 — 2.7* 1
Aggressive behavior 36.5* 3 4.6c* <1 5.9 — 0.8 — 1.5 —

a A total of 3,611 boys, 3,526 girls; for Australia, N=576, ages 12–16; for China, N=1,599, ages 12–18; for Israel, N=614, ages 11–17; for Jamaica,
N=400, ages 11–18; for the Netherlands, N=1,098, ages 11–18; for Turkey, N=1,341, ages 11–18; and for the United States, N=1,509, ages 11–18.

b Effect size indicates percentage of explained variance; given only for significant effects (p<0.01).
c Older subjects scored higher than younger subjects; all significant age effects reflected linear trends, with delinquent behavior also reflecting

a quadratic trend.
d Girls scored higher than boys.
e Boys scored higher than girls.
*p<0.01.
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1. Australia (8): The sampling frame was all households in
Western Australia. The procedure was random sampling of
all households and all children per household. In families in
which there was more than one 12–16-year-old, one child
was randomly selected for this study. The rate of response
was 91%, or 576, of the 12–16-year-olds.

2. China (unpublished data of P.W.L.L.): The sampling frame
was all schools from the city of Hong Kong. The procedure
was random sampling of the schools; within each class, two
students were randomly selected. The rate of response was
86%, or 1,599, of the 12–18-year-olds.

3. Israel (unpublished manuscript of N.Z.): The sampling
frame was all households in Jerusalem. The procedure was
random sampling of all households; within each household,
one child was selected. Only Israeli-born Jewish children
were included. The rate of response was 83%, or 614, of the
11–17-year-olds.

4. Jamaica (9): The sampling frame was all schools from the
Kingston and Montego Bay areas and rural areas through-
out Jamaica. The procedure was random sampling of
schoolchildren; within each school, classes from each grade
level were randomly selected, and within each class, one ad-
olescent was randomly selected. The rate of response was
90%, or 400, of the 11–18-year-olds.

5. The Netherlands (10): The sampling frame was all children
with Dutch nationality throughout the Netherlands. The
procedure was a two-stage sampling of municipalities, fol-
lowed by random selection from municipal registries. The
rate of response was 78%, or 1,098, of the 11–18-year-olds.

6. Turkey (11): The sampling frame was all children of Turkish
nationality throughout Turkey. The procedure was random
sampling of households stratified by region and type of set-
tlement. One child per household was randomly selected.
The rate of response was 79%, or 1,341, of the 11–18-year-
olds.

7. United States (6): The sampling frame was all households in
the 48 contiguous states. The procedure was initial multi-
stage random selection of one child per household between
ages 4 and 16, with assessment 3 years later of subjects be-
tween ages 11 and 18. The rate of response was 89%, or
1,509, of the 11–18-year-olds.

Analyses

Analyses of variance (ANOVA) were performed with the general
linear modeling procedure of SPSS version 9.0 (Chicago, SPSS)
that handles unbalanced data and empty cells. We assumed that
there was simple random sampling in each of the countries, al-
though in some countries, complex survey designs were used.
However, information about sampling in several countries was
too limited to include in our analyses. Therefore, estimates of pa-
rameters (e.g., means) and precision may have been biased.

Results

ANOVAs for total problems, internalizing, externalizing,
and scores for the eight syndrome scales were performed
in a seven-(culture)-by-eight-(ages 11–18)-by-two (gen-
der) factorial design. Age ranges differed somewhat by
country (Australia, 12–16 years; China, 12–18 years; Israel,
11–17 years; and Jamaica, the Netherlands, Turkey, the
United States, 11–18 years). To test for age effects, a poly-
nomial contrast was applied. Linear and quadratic trends
for age were tested.

In view of the high statistical power afforded by the large
sample size (N=7,137), we reported only the effects that
were significant at p<0.01. Effect sizes were expressed as
the percent of explained variance, and they were inter-
preted according to Cohen’s criteria (12) as small (1.0% to
<5.9% of variance), medium (5.9% to <13.8%), and large
(13.8% or more).

Results of the ANOVAs are displayed in Table 1, which
shows F values and effect sizes for culture, age, gender,
and their interactions for the Youth Self-Report total prob-
lems, internalizing, externalizing, and eight syndrome
scales. Table 1 also shows that for all significant age effects,
the trend was linear, with delinquent behavior also show-
ing a quadratic age effect. For each scale, Table 2 shows the
overall mean score and significant deviations from the
overall mean for each culture.

Figure 1 shows the deviation from the overall mean
score for Youth Self-Report total problems for each cul-
ture, by age.

The mean total problems scores for each culture devi-
ated significantly from the overall mean of 37.6 (Table 2).
The largest deviations were for China (mean=6.6) and Is-
rael (mean=–7.2). Culture accounted for 5% of the vari-
ance in total problems scores (Table 1), which is a small ef-
fect size, according to Cohen’s criteria (12). Age accounted
for <1% of the variance, with older adolescents scoring
higher than younger adolescents. A significant age-by-cul-
ture interaction, accounting for <1% of the variance in to-
tal problems scores, reflected cross-cultural differences in
age effects, with the steepest increase with age for China
and an absence of an increase for Israel. Girls earned sig-
nificantly higher total problems scores than boys. There
were no interactions between gender and culture or be-
tween gender and age. There was no three-way interaction
between culture, gender, and age.

Gender by Culture Age by Gender by Culture

F (df=6, 
7035)

Effect Size 
(%)b

F (df=37, 
7035)

Effect Size 
(%)b

2.0 — 1.0 —
2.1 — 1.1 —
1.4 — 0.8 —
1.3 — 1.1 —
3.4* <1 1.1 —
1.5 — 1.0 —
2.9* <1 1.1 —
2.3 — 1.1 —
2.2 — 1.3 —
2.0 — 0.6 —
1.2 — 0.9 —
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For internalizing, externalizing, and the eight syndrome
scales, ANOVAs revealed significant effects of culture on
each scale. The effects of culture were small, according to
Cohen’s criteria (12) for five scales and medium for the
other five scales. The deviations from the overall mean of
each scale are listed in Table 2. For eight of the 10 scales,
significant age effects were found, with higher scores for
older youths. The effect sizes were small for four and <1%
for the other scales. Significant gender effects were found
for seven of the 10 scales. The effect sizes were small for
four, and <1% for the other scales. All effect sizes reflected
higher scores for girls than boys, except for the externaliz-
ing and delinquent behavior scales, on which boys scored
higher than girls.

No two-way interactions between age and gender were
found. For seven of the 10 scales, significant age-by-cul-
ture interactions were found. However, these effect sizes
were small (1%) or very small (<1%). For the internalizing,
externalizing, withdrawn, attention problems, and delin-
quent behavior scales, the interactions reflected differ-
ences in the increase in scores with age across cultures,
with the steepest increases for China, Australia, and the
Netherlands, whereas Israel showed the smallest increase

in scores with age. For somatic complaints, Israel and the
United States showed a decrease, whereas China, Austra-
lia, and Jamaica showed an increase with age. The Nether-
lands and Turkey did not show changes with age. For the
thought problems scale, all cultures showed increases
with age, except Israel and Turkey. Only two interactions
between gender and culture were found, both accounting
for <1% of the variance. For the somatic complaints scale,
the difference between boys and girls was much smaller
for Israel and Turkey than the gender differences found for
the other cultures, although for each culture, the girls
scored higher than the boys. On the social problems scale,
the boys scored higher than the girls in Israel, Australia,
the Netherlands, and the United States, whereas in the
other cultures, the girls scored higher than the boys. There
were no significant three-way interactions between age,
gender, and culture.

To compare the relative magnitude of scores on individ-
ual Youth Self-Report problem items across cultures, we
computed Pearson correlations between the means of the
scores on each problem item in each pair of cultures (Ta-
ble 3). All bicultural correlations were significant at
p<0.001. To compute mean correlations, correlations were

TABLE 2. Significant Deviations From Overall Mean Scores on Youth Self-Report Scales for 7,137 Adolescents From Seven
Cultures

Scale

Overall Score Significanta Deviation From Overall Mean Score

Mean SD Australia China Israel Jamaica The Netherlands Turkey United States
Total problems 37.6 21.0 2.6 6.6 –7.2 5.3 –3.6 –5.3 1.7

Internalizing 12.2 8.1 2.4 –3.1 3.7 –2.7 — —
Externalizing 10.4 6.9 1.3 0.8 — — –2.6 1.5
Withdrawn 3.5 2.4 0.3 –0.4 1.4 –1.1 — —
Somatic complaints 2.7 2.7 0.8 0.4 –1.4 1.1 –0.2 –0.6 —
Anxious/depressed 6.4 4.9 1.8 –1.5 1.3 –1.5 0.6 –0.4
Social problems 2.8 2.3 –0.4 0.9 –0.9 1.1 –0.3 –0.3 –0.2
Thought problems 2.0 2.1 1.0 –0.4 0.6 –0.8 –0.8 0.4
Attention problems 4.6 3.1 1.1 –0.7 –0.3 0.4 –0.7 0.4
Delinquent behavior 2.7 2.4 0.8 –0.2 –0.5 — 0.7 –1.0 0.2
Aggressive behavior 7.7 5.2 0.5 1.0 –0.7 — –1.2 0.9

a p<0.01.

FIGURE 1. Mean Scores for Total Problems on the Youth Self-Report Scale of 7,137 Adolescents From Seven Cultures, by Age
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converted by means of Fisher’s z transformations, and the
mean correlation per country and the overall mean corre-
lation were computed. The mean correlations per country
ranged from 0.69 (for Turkey) to 0.83 (for the United
States), with an overall mean of 0.75. All mean correlations
were large, according to Cohen’s criteria (12).

Discussion

Comparisons of problems reported by adolescents ages
11–18 years from seven cultures (N=7,137) yielded a small
effect size of 5% for cross-cultural variations in Youth Self-
Report total problems scores. The largest deviation above
the overall mean was for China, while the largest deviation
below the overall mean was for Israel. The other five cul-
tures had mean total problems scores that were clustered
within five points of the overall mean of 37.6 derived from
all cultures. Although the Youth Self-Report was used for
all cultures, differences in methods, including variations
in sampling procedures, variations in sample heterogene-
ity, and vicissitudes of translation may have contributed to
these cross-cultural variations. Therefore, differences
could be secondary to variations in translations and sam-
pling. However, despite these variations in methods, most
differences were small.

Crijnen et al. (3, 4) compared parent-reported problems
with the Child Behavior Checklist (13) in 12 cultures across
ages 6–11 and nine cultures across ages 6–17. Five cultures
in the nine-culture comparison were represented in the
present study (Australia, Israel, Jamaica, the Netherlands,
and the United States). Deviations from the overall mean
score of parent-reported total problems were in the same
direction as the deviations from the overall mean score of
self-reported total problems for Israel, the Netherlands,
and the United States. For Jamaica and Australia, Youth
Self-Report scores were above the overall mean, whereas
Child Behavior Checklist scores did not differ significantly
from the overall mean. For China, Child Behavior Check-
list scores were above the overall mean for ages 6–11, as
were Youth Self-Report scores in the present study for ages
12–18, despite the fact that the samples were drawn from
different parts of Hong Kong. In general, cross-cultural
variations were consistent across parent-reported and
self-reported problems.

The effect sizes of culture for the internalizing and ex-
ternalizing scales were medium (6%) and small (4%), re-
spectively. The cultures that scored the highest on the total
problems scale (China and Jamaica) also scored the high-
est on the internalizing scale. Of the seven cultures in our
comparison, Israel and the Netherlands had the lowest in-
ternalizing scores. Deviations from the overall mean exter-
nalizing scale score were smaller than the deviations from
the overall mean internalizing scale score. Turkey scored
the lowest on the externalizing scale.

The effect size of culture for the eight Youth Self-Report
syndrome scales yielded the largest cross-cultural varia-
tion for the thought problems scale and the smallest for
the aggressive behavior scale. The deviations from the
mean scale scores for each culture were not always consis-
tent across all syndrome scales.

The variations in problems scores among cultural
groups may have important implications for evaluating
individual youths. For example, higher levels of particular
problems in immigrant youths versus indigenous youths
may result from stress factors associated with immigra-
tion. This may alert clinicians to the need for special help.
However, if the level of problems in immigrant youths is
comparable to that of youths from their native country,
the higher levels of problems in immigrant youths over in-
digenous youths may reflect cross-cultural differences in
the reporting of problems (14). These cross-cultural differ-
ences may result from differences in thresholds for report-
ing particular kinds of problems, from linguistic differ-
ences, or from true differences in the prevalence of these
problems. This can alert clinicians to the need for special
help without automatically implying that the higher level
of problems constitutes the presence of disorders.

The largest effect size for culture was found for the
thought problems scale (8%). This scale consists of items
such as “I hear sounds or voices that other people think
aren’t there,” “I see things that other people think aren’t
there,” “I do things other people think are strange,” and “I
have thoughts that other people would think are strange.”
These problems involve an adolescent’s interpretations of
other people’s standards and may be more sensitive to cul-
tural influences than problems that are more straightfor-
ward and do not require such interpretations.

TABLE 3. Bicultural Correlations Between Mean Item Scores on the Youth Self-Report Scale for 7,137 Adolescents From
Seven Culturesa

Culture Country
Mean Correlation With 
All Other Countries (r)

Correlation With Each Other Country (r)

1 2 3 4 5 6 7
1 Australia 0.77 —
2 China 0.74 0.73 —
3 Israel 0.76 0.77 0.71 —
4 Jamaica 0.70 0.69 0.70 0.69 —
5 The Netherlands 0.73 0.78 0.74 0.75 0.59 —
6 Turkey 0.69 0.57 0.75 0.73 0.76 0.60 —
7 United States 0.83 0.92 0.80 0.88 0.77 0.83 0.70 —
Overall 0.75
a All correlations were significant (p<0.001). Mean correlations were computed from Fisher’s z transformations.



1484 Am J Psychiatry 160:8, August 2003

PROBLEMS OF ADOLESCENTS WORLDWIDE

http://ajp.psychiatryonline.org

Cross-cultural differences in scores for particular syn-
dromes can generate ideas for more detailed investiga-
tions of factors that influence problems. To illuminate this,
the finding that adolescents in China had much higher
scores on the anxious/depressed scale than adolescents in
United States stressed the need for other sources of data,
such as parent or teacher reports, classroom observations,
or interviews. If multiple sources of data agree in showing
higher levels of anxiety and depression for Chinese than
U.S. adolescents, this may imply that culturally related
factors are involved in the development of anxiety and
depression.

Gender differences were similar across the seven cul-
tures for total problems, internalizing, and externalizing,
with girls scoring higher than boys on total problems and
the internalizing scales, and boys scoring higher than girls
on the externalizing scale. These gender differences by
type of self-reported problems were consistent with the
gender differences found for parent-reported internaliz-
ing and externalizing problems (3). Except for the somatic
complaints scale, there was also cross-cultural consis-
tency in gender differences for the syndrome scales, with
girls scoring higher than boys on the withdrawn, anxious/
depressed, and thought problems scales and boys scoring
higher than girls on the delinquent behavior scale. For the
three syndrome scales (somatic complaints, anxious/de-
pressed, and delinquent behavior) with significant gender
differences in both the present study and the study of par-
ent-reported problems (4), the differences were in the
same direction. Despite the range in cultural, economic,
political, and genetic differences, there was consistency in
both self- and parent reports of boys having more exter-
nalizing and girls having more internalizing problems.

Age differences were less consistent across the eight cul-
tures, although significant effects of the age-by-culture in-
teraction did not exceed 1%. Generally, a majority of cul-
tures scored higher with increasing age on most scales.

Implications

The relatively small cross-cultural differences in mean
problems scores, the cross-cultural similarity in gender dif-
ferences, and the high bicultural correlations between item
scores found in the present study indicated that empiri-
cally based standardized self-reports can provide method-
ologically sound information across diverse cultures. Ado-
lescents from different cultures responded in fairly similar
ways to the problem items of the Youth Self-Reports, de-
spite large variations in language, customs, religion, socio-
economic circumstances, and health care systems.

In an earlier study, the use of cross-cultural, standard-
ized, empirically based parental ratings was documented
(3). This approach can thus be supplemented with stan-
dardized self-reports to form a robust, empirically based
assessment method for cross-cultural comparisons of ad-
olescents both within and across individual countries.
This is important because adolescents have different per-

spectives on their problems than do parents or teachers.
Adolescents typically report more problems than parents
or teachers do about them (15, 16). The use of adolescents’
standardized self-reports can cost-effectively provide cli-
nicians with appropriate norms against which individual
adolescents’ problems scores can be evaluated. This holds
true both for adolescents with indigenous as well as immi-
grant backgrounds. For example, the comparison of ado-
lescent immigrants’ or refugees’ problems scores with
those obtained for adolescents in the host country, as well
as with adolescents in the native country, both on parent
and self-reports, can guide our understanding of the na-
ture of these problems, as well as the development and
provision of mental health services. This approach may
also help us understand an individual’s problems within a
cultural context and may guide more detailed assessments
and treatment strategies.

The use of the same assessment procedure to obtain
standardized parent reports has facilitated international
communication, training, and research. However, this is
much less so for adolescents’ self-reports of their behav-
ioral and emotional problems. Epidemiological studies
containing standardized clinical interviews of adolescents
in diverse countries are available (10), but these approaches
are costly because they are time-consuming and require
intensive training of interviewers. The use of standardized
self-reports enables us to cost-effectively gather data on
large normative samples, which is important for cross-
cultural research as well as for evaluating an individual’s
problems by comparing the individual’s scores on each
syndrome with those obtained for normative samples of
the same age and gender.

Consistent with the gender differences in parent-re-
ported problems, the present study found great cross-cul-
tural consistency in higher externalizing scores for boys
and higher internalizing scores for girls.
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