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ABSTRACT 

Objective:  To determine whether children between the ages of 8 and 12 years are able to 

reliably report internalizing symptoms over short to medium-length time intervals as measured 

by an objective self-report instrument of internalizing symptoms. Method: The Internalizing 

Symptoms Scale for Children (ISSC) was group-administered initially to 131 children and at 

subsequent intervals of 2 weeks, 4 weeks, and 12 weeks. Results: Pearson product-moment 

correlations for the ISSC total scores of the participants were computed across the various retest 

intervals. At 2 weeks, the correlation was .84. At 4 weeks, the correlation was .76. After 12 

weeks, the correlation was .74. Conclusions: These data indicate that children between 8 and 12 

years old can reliably report their experience over short to medium-length intervals. These 

findings provide strong support for the ISSC as a research and clinical instrument for the 

assessment of internalizing symptoms in children between 8 and 12 years of age, which may 

ultimately prove beneficial in the identification and treatment of childhood internalizing 

disorders. Limitations and recommendations for future research are discussed. 

 

 

ARTICLE 

Recent attempts to create empirically sound taxonomies 

of child psychopathology have yielded two broad dimensions 

of emotional and behavioral problems, namely, 

internalizing and externalizing disorders (Achenbach, 

1985). Internalizing disorders are a constellation of 

inner-directed or overcontrolled expressions of distress, 

whereas externalizing disorders are defined as outerdirected 

or undercontrolled behavioral problems such as 



aggression, impulsivity, hyperactivity, and delinquency 

(Achenbach and McConaughy, 1992). Internalizing disorders 

encompass a wide variety of problems including 

depression, anxiety, social withdrawal, and somatic 

complaints (Reynolds, 1990). These problems have 

been found to be interrelated clinically and have been 

shown to be strongly associated in factor-analytic 

studies (Ollendick and King, 1994). Prevalence rates of 

internalizing disorders in children vary depending on 

the particular disorder under investigation and the 

diagnostic criteria used. However, prevalence estimates 

for particular childhood internalizing disorders have 

ranged from 2.0% for depression to 8.9% for anxiety in 

normal samples (Anderson et al., 1987; Costello, 1989). 

 

Internalizing problems in children may have negative 

effects on their self-esteem (Merrell, 1994), academic 

performance (Quay and La Greca, 1986), physical 

health (Walker and Greene, 1989), social competence 

(Fischer et al., 1984), and future psychological adjustment 

(Kovacs, 1985). In light of the negative outcomes 

associated with internalizing problems, researchers and 

clinicians have stressed the importance of early identification 

and treatment of internalizing symptoms in children 

(Reynolds, 1992). Traditionally, the evaluation of 

childhood psychological disorders has relied on the 

verbal or written reports of parents, teachers, and other 

significant figures in the child's environment. However, 

because internalizing disorders are, in great measure, 

subjective perceptions of internal distress, they are often 

not readily or reliably identified by external observers 

(Flanery, 1990). Direct behavioral observations and 

behavioral checklists often yield discrepancies among 

child, parent, and teacher observations and reports 

(Achenbach et al., 1987), and outside observers often 

underestimate the intensity and breadth of a child's 

emotional experience (Kurdek and Berg, 1987). In addition, 

external evaluations of a child's internal state are 

subject to significant observer bias (Edelbrock et al., 

1986). As a result, several authors have emphasized the 

value of eliciting the child's perspective through self report 

assessment as part of a multimethod, multisource 

evaluation protocol (La Greca, 1990). Subsequently, 

several self-report methods have been developed to 

assess internalizing problems in children, ranging from 

clinical and structured interviews to objective paper and- 



pencil inventories, with the latter method being the 

specific focus of this study. 

 

Whereas structured or semistructured interviews are 

often used to determine whether children's self-reported 

symptoms reach a diagnostic threshold, objective self report 

instruments are typically used to assess the degree 

to which children endorse clinically significant symptomatology 

relevant to a particular problem area. Kazdin 

(1988) described this phenomenon as the difference 

between categorical (diagnostic threshold) and dimensional 

(degree of symptomatology) assessment practices. 

Several excellent objective self-report instruments have 

been designed to assess specific internalizing problems 

in children. The most prominent of these measures 

include the Children's Depression Inventory (CDI) 

(Kovacs, 1992), the Reynolds Child Depression Scale 

(RCDS) (Reynolds, 1989), the Revised Children's Manifest 

Anxiety Scale (RCMAS) (Reynolds and Richmond, 

1985), and the State-Trait Anxiety Inventory for 

Children (STAIC) (Spielberger, 1973). In addition, the 

Youth Self-Report (YSR) (Achenbach, 199 1) is designed 

to measure common internalizing constructs such as 

depression and anxiety as well as other internalizing 

subcomponents such as withdrawal and somatic complaints. 

Overall, these instruments possess adequate to 

excellent psychometric properties and they have been 

,well researched for use in research and clinical settings. 

 

These instruments tend to use a common response 

format, in that the children are presented with a series 

of statements regarding the presence or absence of specific 

symptoms, and then they rate how true these statements 

are for them or how often they occur. The 

authors of most objective self-report assessment devices 

have established cutoff scores to operationalize clinically 

relevant levels of symptomatology for their instruments 

(Reynolds, 1989). A number of metrics have been used 

to indicate clinical cutoff points for various self-report 

instruments including raw scores, T scores, and percentile 

ranks. A response set that is 1.0 to 2.0 standard 

deviations above the mean on self-report inventories is 

often considered to be a good indication of clinically 

relevant self-reported symptomatology, assuming that 

certain assumptions regarding the sample (e.g., normally 

distributed, clinical versus nonclinical, random sample) 



have been considered (Merrell, 1994). Although the 

establishment of clinical cutoff scores on self-report 

measures is not equivalent to a formal diagnosis 

(Reynolds, 1989), it often provides valuable information 

about the severity of certain symptomatology in 

comparison to a particular reference group as long as 

the base rates for the criterion (e.g., depression, anxiety) 

are taken into account (Finn and Kamphuis, 1995). 

 

Although objective self-report measures are important 

in the assessment of internalizing problems in children, 

these instruments have limitations as well. Some 

of these limitations include biased response styles (i.e., 

social desirability, faking good, faking bad) (Borg and 

Gall, 1989), children's ability to understand and report 

their emotions (Clarizio, 1984), children's ability to 

reliably report subjective states of internal distress 

(Edelbrock et al., 1985), and whether the instrument 

has an age-appropriate reading level (Prout and Chizik, 

1988). Despite these limitations, several authors have 

stressed the importance of self-report when evaluating 

internalizing symptoms in children (La Greca, 1990; 

Saylor et al., 1984). Objective self-report tests in particular 

appear to have gained widespread acceptance among 

clinicians and researchers. 

 

For an objective self-report measure to be useful to 

both clinicians and researchers, it must be valid and 

reliable. The specific question addressed by this study is 

whether children are able to reliably report subjective 

internal states as measured by an objective self-report 

instrument of internalizing symptoms over time. Testretest 

reliability, as applied to psychometric instruments, 

refers to the stability of the measuring device over time 

as well as the temporal stability of the underlying construct 

(Cronbach, 1960). Test-retest reliability coefficients 

are correlations between initial and subsequent 

administrations of the same measure to the same sample 

at different time intervals. Anastasi (1988) suggested 

that test-retest reliability is an integral part of the test 

development process and "shows the extent to which 

scores on a test can be generalized over different occasions" 

(p. 117). 

 

Whereas there is general agreement among psychologists 

that scores on measures of intelligence, interest, 



and aptitude should be highly stable over time (i.e., 

retest coefficients in the .80s and .90s), it is much less 

clear whether tests that measure personality or psychopathology 

should be held to the same standard (Graham, 

1993). It is important to differentiate between the error 

variance of scores (fluctuations due to chance factors) 

and true variance, or the actual fluctuations in the construct(~) 

b eing measured. However, this differentiation 

is often easier said than done. Flanery (1990) suggested 

that classic psychometric theory is built on the assumption 

that the constructs being measured are "trait-like" 

and relatively stable. Thus, a measure with low test-retest 

reliability is often judged to be a poor test. However, 

if a particular construct varies naturally over time, 

an accurate measurement of such an "unstable" construct 

will reveal relatively low test-retest reliability 

coefficients (Anastasi, 1988). 

 

Edelbrock and colleagues (1985) argued that there is 

no absolute test-retest reliability standard for a child's 

social-emotional self-report instrument. However, on 

objective self-report measures of internalizing constructs 

such as the RCDS and the CDI, Reynolds 

(1989) suggested that moderately high test-retest reliability 

coefficients (.70s and higher) over a period of 

several weeks are adequate because many internalizing 

symptoms (e.g., depression) fluctuate naturally over 

time. Kovacs (1992) suggested that "one would not 

expect a depressive syndrome to remain uniformly 

stable over months . . . thus, for a symptom oriented 

instrument, a two-week test-retest interval may be the 

most appropriate" (p. 37). Furthermore, when assessing 

children, the evaluator must remain cognizant of 

possible developmental changes (e.g., intellectual, 

social, perceptual, affective) that could lower stability 

estimates of internalizing disorders (Flanery, 1990). For 

example, certain early childhood fears and anxieties 

tend to abate as the child gets older, which has been 

conceptualized as a normal developmental process 

(Campbell, 1986). In light of these considerations, 

most researchers recommend brief testing intervals 

between 2 and 4 weeks for social-emotional self-report 

tests (Anastasi, 1988; Borg and Gall, 1989; Kovacs, 

1992). 

 

As previously mentioned, some researchers have 



questioned whether young children (i.e., preadolescent) 

can reliably report subjective internal states and emotions 

(Costello, 1986). For example, Edelbrock and colleagues 

(1985) reported that children younger than the 

age of 10 did not give reliable self-reports (average r = 

.43). Boyle and colleagues (1993) reported similar 

findings in a group of children between 6 and 11 years 

old (average r for externalizing disorders = 32; average 

r for internalizing disorders = .06). In both studies, the 

authors reported consistent age-related increases in the 

reliability of self-reported symptomatology over 1- to 

3-week intervals in children 10 to 12 years of age and 

older. 

 

While these findings are relevant, it is important to 

note that both studies incorporated structured interview 

formats (e.g., Diagnostic Interview Schedule for 

Children; Costello et al., 1984) as opposed to objective 

self-report measures such as the CDI or the RCMAS. 

As mentioned above, most structured interview schedules 

assess whether a particular diagnosis is either 

present or absent; thus the reliability coefficients are 

based on a particular diagnostic threshold and whether 

the child reports symptomatology consistently (i.e., 

diagnostic status) across various intervals. In contrast, 

while many objective self-report measures establish 

clinical cutoff scores, reliability coefficients are typically 

calculated by comparing the total scores for the various 

intervals. As a result, the attenuated reliability coefficients 

reported for young children using structured 

interview formats may be attributed to analyses based 

on discrete variables (diagnostic status) as compared to 

total score correlations (continuous variables) on objective 

self-report measures. 

 

In contrast, the ability of younger children (<lo) to 

reliably report their experience over short to medium length 

intervals on objective self-report measures of 

internalizing constructs has been established in several 

studies including the RCDS (Reynolds and Graves, 

1989), the CDI (Finch et al., 1987), the RCMAS 

(Reynolds, 1981; Wisniewski et al., 1987), and the 

STAIC (Spielberger, 1973). Refer to Table 1 for further 

clarification. 

 

In view of the need to understand better the ability 



of young children to reliably report their own perceptions 

of social-emotional functioning, as well as the 

 

 

need for continuing research and clarification of the 

broad-band internalizing construct in children, the 

present investigation was conducted. The specific purpose 

of this investigation was to evaluate the stability of 

children's self-reported internalizing symptomatology 

using an objective self-report instrument at several short 

to medium-length time intervals. 

 

 

METHOD 

 

Participants and Procedure 

 

Participants for this study consisted of middle to late elementary 

school-age children between the ages of 8 and 12 years. The 

accessible sample consisted of all third-, fourth-, and fifth-grade 

students (N = 199) from an elementary school in an urban area in 

the intermountain west. The final sample consisted of 131 children 

(65.82%; 66 boys, 65 girls), and there was no evidence that the participants 

differed significantly from the nonparticipants. The children 

were between the ages of 8 and 12, with a mean age of 9.42 

years. The students were from grades 3 through 5, with a mean 

grade of 3.94. The sample was 86% Caucasian, 8% Hispanic, 4% 

Asian, 1% African-American, and <1% Pacific Islander or Native 

American. Of this sample, 36% of the students received free or 

reduced-price lunch based on low family income status. 

 

Parents of each of the 199 potential child participants ere sent a 



letter describing the study, with an attachment to complete and 

return to the investigator indicating whether they did or did not 

give their consent for their child to participate in the study. Of the 

199 consent forms sent out for review, 173 (86.93%) were returned 

to the investigator. The parent(s) of 144 children (72.3696) gave 

informed consent for their children to participate in the study. 

Individual child subjects were also given the opportunity to decline 

participation in the study if they desired, even if their parent(s) had 

given consent for their participation. Child subjects who did not  

participate in the study were not penalized in any way, and they 

were given an alternative activity (e.g., homework, reading, drawing) 

to work on during administration of the Internalizing Symptoms 

Scale for children (ISSC). 

 

The ISSC was initially group-administered to 144 children at an 

elementary school in the intermountain west. The children completed 

the ISSC on their own after the directions were read 

verbatim. The ISSC took approximately 10 to 15 minutes to administer. 

The confidentiality of the child subjects was protected by 

assigning each participant an identification number. Subsequent to 

the initial administration, the ISSC was readministered to the same 

sample of children at intervals of 2 weeks, 4 weeks, and 12 weeks. 

 

During the course of the study, data obtained from 13 children 

were not included in the analysis became of incomplete ISSC 

protocols (more than 3 of the 48 items missing), illness, or an 

absence during any one of the four ISSC administrations. The final 

sample consisted of 131 children who were present for all of the 

administrations. Only those children (n = 131) who completed the 

ISSC during all four administrations were included in the statistical 

analysis procedures. Missing data (i.e., unanswered items on individual 

protocols 53) were dealt with by incorporating item mean substitutions 

based on the norms of the national standardization sample. 

 

 

Instrumentation 

 

The ISSC is a 48-item self-report instrument, designed to assess 

internalizing symptomatology in children (Merrell and Walters, in 

press). The rationale for developing the ISSC was based on the 

apparent dearth of a comprehensive instrument that assesses the  

broad band of internalizing problems in children. The endorsement 

format of the ISSC is based on a 4-point Likert scale (values of 0 

through 3). Respondents can either disavow or endorse symptoms 

by checking boxes corresponding to "never true," "rarely true," 

"sometimes true," and "often true." A total score is obtained for the 



ISSC based on a sum of all 48 item scores, with the positively 

worded items reverse-scored so that greater values always indicate 

more internalizing distress. 

 

The ISSC normative sample included more than 2,200 cases 

from each of the four major geographic regions of the United States. 

The normative sample has been stratified to represent the population, 

both geographically and ethnically. An internal consistency 

coefficient of .91 was reported for the ISSC total score (Merrell and 

Walters, in press). 

 

In a factor-analytic study of the ISSC, a two-factor solution was 

indicated (Merrell et al., 1997b), using factor loading cutoffs of .30 

or higher, and including confirmatory factor analysis. The first 

factor. Negative Affect/General Distress, contains items that indicate 

the presence of specific internalizing symptoms or emotional distress. 

This factor included 35 items. The second factor, Positive Affect,  

contains items that denote the absence of internalizing symptoms 

or the presence of positive affect and cognitions incompatible 

with emotional distress. This factor included 17 items. Four of the 

items cross-load on both factors. These findings are consistent with 

the work of several researchers who have suggested that positive and 

negative expressions of affectivity are independent components that 

make unique contributions to the etiology and prevention of internalizing 

disorders such as depression and anxiety (e.g., Clark et al., 

1990). Several sample ISSC items are listed by factor in Table 2. 

 

In a recent convergent validity study (Merrell et al., 1997a), the 

ISSC was compared with three instruments that purport to measure 

constructs within the internalizing domain including the CDI, the 

RCMAS, and the Internalizing broad-band score from the YSR. 

Convergent validity coefficients were obtained by computing the 

Pearson product-moment correlations between the various instruments. 

The correlation between the ISSC total score and the CDI 

total score was .75, indicating that the two instruments measure 

strongly related, but slightly different constructs. The correlation 

between the total scores of the ISSC and the RCMAS was .78, also 

an indication of a moderately strong relationship between the two 

instruments. The correlation between the ISSC total score and the 

Internalizing broad-band score on the YSR was .86, which was the 

strongest relationship found in the study. These results are evidence 

that the ISSC is a broad-band measure of internalizing symptoms 

(e.g., depression, anxiety) when compared with other well- 

I researched instruments that purport to measure internalizing constructs. 

Other validity studies that have been conducted on the ISSC 

indicate that it is sensitive to theoretically based differences among 



various educational and clinical groups (Merrell and Dobmeyer, 

1996; Merrell et al., 1996), providing evidence of construct validity. 

 

 

RESULTS 

 

Descriptive statistics for the ISSC total and factor 

scores at each testing interval are presented in Table 3. 

The mean ISSC total score for the sample of 131 children 

was 53.65 (SD = 19.51) during the initial administration 

and were 49.56 (SD = 22.37), 47.83 (SD = 

21.88), and 48.07 (SD = 21.20) during the subsequent 

intervals of 2, 4, and 12 weeks, respectively. 

Test-retest reliability coefficients were calculated by 

computing Pearson product-moment correlations 

 

 

between the ISSC scores obtained during- the initial, 2- 

week, 4-week, and 12-week administrations of the 

ISSC. ISSC reliability coefficients for 2-, 4-, and 12- 

week retest intervals were .84, .76, and .74, respectively. 

The test-retest reliability coefficients for the ISSC total 

scores are presented in Table 4. 

 

Similarly, test-retest reliability coefficients for the two 

factor scores on the ISSC were computed on the basis of 

Pearson product-moment correlations between the 



initial and subsequent factor scores on the ISSC. Correlation 

coefficients for the first factor score (Negative 

Affect/General Distress) were .81 at 2 weeks, .73 at 4 

weeks, and .70 at 12 weeks. Test-retest reliability 

coefficients for the second factor score (Positive Affect) 

were .79 at 2 weeks, .79 at 4 weeks, and .72 at 12 weeks. 

These results are summarized in Table 4. 

 

An analysis of variance with repeated measures was 

conducted to determine the stability of ISSC scores 

across the administrations. The results indicated a 

significant difference among the mean scores across the 

four intervals (F[3,390] = 12.31, p < .001). An examination 

of the means (Table 3) indicates that there is a 

general attenuation of symptom endorsement after the 

initial administration of the ISSC. 

 

 

 
 

 



DISCUSSION 

 

The primary purpose of this investigation was the 

determination of the degree to which preadolescent 

children are able to reliably report internalizing symptoms 

over short to medium-length time intervals. Overall, 

the results of this investigation indicate that children 

between the ages of 8 and 12 years are able to give consistent 

self-reports of subjective internal states as 

measured by the ISSC. The 2-week test-retest reliability 

coefficient for the ISSC total score was high (-84). After 

4 weeks, the test-retest reliability coefficient for the 

ISSC total score was moderate (.76) and decreased only 

slightly after 12 weeks to .74. The attenuated reliability 

coefficients reported for the longer retest intervals (4, 12 

weeks) are consistent with the findings from previous 

studies, which provide support for the notion that a 

number of internalizing mood states fluctuate naturally 

over time. Nonetheless, the magnitude of the reliability 

coefficients for the ISSC over short to medium-length 

intervals is strong enough to provide empirical support 

for the instrument as a reliable measure of internalizing 

symptoms in children between 8 and 12 years old. 

 

Consistent with the ISSC total score test-retest 

correlations, the test-retest reliability coefficients for 

each of the factor scores were moderate to high. Correlations 

for the ISSC factor 1 (Negative Affect/General 

Distress) score ranged from .81 at 2 weeks to .70 after 

12 weeks. Similarly, test-retest reliability coefficients for 

the ISSC factor 2 score were moderately stable over 

time, ranging from .79 at 2 weeks to .72 after 12 weeks. 

 

In general, the test-retest reliability coefficients 

reported for the ISSC are consistent with, and in some 

cases superior to, the findings from studies investigating 

the reliability of other objective self-report instruments 

of internalizing constructs as described previously. The 

test-retest reliability of the ISSC was very stable after 

short intervals and moderately stable after medium length 

intervals. These data strongly support the ISSC 

as a psychometrically sound assessment device. 

 

For the ISSC national normative group, the mean 

total score was 53.95 for the standardization sample of 

more than 2,200 children. Similarly, the mean ISSC 



score for the sample in this study was 53.65 during the 

initial assessment. However, after each of the three subsequent 

administrations of the ISSC, the mean scores 

dropped an average of 5.26 points during time 2 

(49.56), time 3 (47.83), and time 4 (48.07). 

 

While a repeated-measures analysis of variance 

revealed a significant difference among the means for 

each of the four intervals, a practical analysis of these 

data indicates that there is general attenuation of symptom 

endorsement after the initial administration of the 

ISSC (Fig. 1). This finding is consistent with data 

reported from other test-retest reliability studies of 

instruments that purport to measure internalizing constructs 

(e.g., Finch et al., 1987; Reynolds and Graves, 

1989). Possible interpretations of the attenuated mean 

ISSC scores during subsequent administrations include 

an over endorsement of internalizing symptomatology 

by distressed children upon initial testing (Reynolds, 

1986), an expected variation in reported symptomatology 

due to natural fluctuations in mood over time 

(Kovacs, 1992), and/or a better understanding of the 

assessment task during subsequent intervals. 

 

Combined with the findings obtained from other 

studies, the results of this investigation provide a mixture 

of support and concern regarding the reliability of 

self-reported internalizing symptoms in children 

between the ages of 8 and 12 years. The children in this 

study came from a normal rather than a clinical population. 

Thus, generalizations about the temporal stability 

of self-reported internalizing symptoms over short to 

medium intervals in a clinical population based on the 

data obtained in this study may be limited. Furthermore, 

the sample for this investigation was relatively 

homogeneous in terms of ethnicity It is unknown how 

these results might generalize to more ethnically diverse 

samples. 

 

Future investigations might examine the reliability of 

self-reported internalizing symptoms in clinical and 

more ethnically diverse populations. Also, it would be 

interesting to obtain cross-informant data in children's 

internalizing symptoms by correlating self-ratings of 

children and ratings by their parents on a parallel version 

of the ISSC. In addition, in light of equivocal 



 

 

 

nature of the studies that either support or refute the 

ability of young children (i.e., below the age of 10) to 

reliably report their internal experience, future 

investigations might systematically compare those self-report 

instruments that reportedly have high test-retest 

reliability (objective self-report) and those that do not 

(structured interviews). 

 

 

Clinical Implications 

 

There are three main implications for clinical practice 

based on the findings from this investigation. First, it 

appears that preadolescent children between the ages of 

8 and 12 years are able to reliably report their experience 

over short to medium-length intervals on an objective 

self-report instrument that purports to measure the 

broad domain of internalizing symptomatology. Second, 

it appears that a child's endorsement of internalizing 

symptomatology attenuates over time and repeated 

administrations on objective self-report instruments. 

These data might have implications for how clinicians 

and researchers choose to monitor and measure symptomatology 

during experimental trials and treatment 



regimens. Third, these findings provide strong support 

for the ISSC as a research and clinical tool for the assessment 

of internalizing symptoms in children between 

the ages of 8 and 12 years, which may ultimately prove 

beneficial in the identification and treatment of childhood 

internalizing disorders. In certain situations, it 

may be advantageous to use the ISSC with or instead of 

other self-report measures such as the CDI, RCDS, 

RCMAS, or STAIC. For example, a child client may 

exhibit a broad range of internalizing symptoms that a 

syndrome-specific instrument might fail to address 

fully. Also, the ISSC is currently the only self-report 

measure for children designed to assess positive and 

negative affectivity, which is increasingly being considered 

as essential in understanding internalizing disorders 

(Clark et al., 1990). 
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