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Qualitative adaptation of child behaviour problem
instruments in a developing-country setting
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ABSTRACT A key barrier to epidemiological research on child behaviour problems in developing countries is the
lack of culturally relevant, internationally recognized psychometric instruments. This paper proposes a model for the
qualitative adaptation of psychometric instruments in developing-country settings and presents a case study of the
adaptation of 3 internationally recognized instruments in Pakistan: the Child Behavior Checklist, the Youth Self-Report
and the Teacher’s Report Form. This model encompassed a systematic procedure with 6 distinct phases to minimize
bias and ensure equivalence with the original instruments: selection, deliberation, alteration, feasibility, testing and
formal approval. The process was conducted in collaboration with the instruments” developer. A multidisciplinary
working group of experts identified equivalence issues and suggested modifications. Focus group discussions with
informants highlighted comprehension issues. Subsequently modified instruments were thoroughly tested. Finally,
the instruments’ developer approval further validated the qualitative adaptation. The study proposes a rigorous and
systematic model to effectively achieve cultural adaptation of psychometric instruments.

Adaptation qualitative des instruments mesurant les problemes comportementaux chez I'enfant dans un
contexte de pays en développement

RESUME Le manque d'instruments psychométriques internationalement reconnus et culturellement adaptés
représente un obstacle majeur a la recherche épidémiologique sur les problemes comportementaux chez |'enfant
dans les pays en développement. Le présent article propose un modele pour I'adaptation qualitative d'instruments
psychométriques au contexte des pays en développement et présente une étude de cas sur ['adaptation au Pakistan
de trois instruments internationalement reconnus : la liste de controle du comportement des enfants (Child Behavior
Checklist), I'auto-évaluation des jeunes (Youth Self-Report) et le rapport d'évaluation de I'enseignant (Teacher's Report
Form). Le modele comprenait une méthode systhématique en six phases distinctes visant a réduire au minimum les
biais et a garantir I'équivalence avec les instruments originaux : sélection, délibération, modification, faisabilité, test et
approbation formelle. La méthode a été utilisée en collaboration avec le concepteur des instruments. Un groupe de
travail pluridisciplinaire composé d'experts a identifié les problemes d'équivalence puis a suggéré des modifications.
Des discussions entre les groupes thématiques et les informateurs ont permis de mettre en évidence les problemes
de compréhension. Les instruments modifiés ont ultérieurement été entierement testés. Enfin, I'approbation du
concepteur des instruments a aussi permis de valider |'adaptation qualitative. L'étude propose un modele rigoureux
et complet permettant d'obtenir une adaptation culturelle efficace des instruments psychométriques.
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Introduction

Behaviour and emotional problems in
children are becoming a globally impor-
tantpublichealthissue (1-3). Behaviour
problems have long-term detrimental
consequences (4-7); early detection of
problems, followed by evidence-based
interventions, is vital for their preven-
tion (1). Epidemiological studies show
that the prevalence of childhood behav-
iour problems varies cross-culturally,
although most of this evidence comes
from developed countries (8-14).
The key barrier to collecting empirical
evidence in developing countries is the
unavailability of culturally and scien-
tifically adapted instruments (15) to
measure the burden of problems and to
track the effectiveness of interventions.
The aim of adaptation is to make an
instrument relevant to a culture that
is different from the one for which it
was originally developed. It limits any
partiality and unfairness of the tool with
a particular focus on construct bias, i.e.
when concepts differ cross-culturally;
on method bias, i.e. when ways to assess
construct are unfamiliar to people; and
on item bias, i.e. when translation of
items is either poor or ambiguous or
may not be culturally acceptable (16).
Adaptation is primarily achieved by
2 processes: statistical, which employs
quantitative procedures, and operative,
which is a qualitative judgemental pro-
cess that focuses on how and what kinds
ofadaptations have been done to ensure
methodological equivalence with the
original version of the instrument (17).
The definitions which Flaherty et al.

suggested (18) are outlined in Tablel.
Both qualitative and quantitative pro-
cesses of adaptation are important and
have their distinct methods of valida-
tion and ensuring scientific soundness.
However, qualitative process takes prec-
edence in adaptation of an instrument
to a new culture or setting.

The adaptation of psychometric
instruments to developing country set-
tings is particularly challenging due
to the lack of suitable experts in the
subject (19,20) and the general reluc-
tance of the community to participate in
research. There has been little research
done to highlight such challenges and
to suggest an adaptation procedure for
developing countries, especially con-
cerning instruments related to child
behaviour. This paper explains a sys-
tematic process of qualitative adapta-
tion of 3 parallel, multi-informant child
behaviour problems instruments in a
developing country, Pakistan, aiming
to highlight the challenges faced during
this process and to propose a logical
model to attain a qualitative adaptation
of psychometric instruments.

Measures

The tools selected for qualitative adapta-
tion were the Achenbach System of Em-
pirically Based Assessment (ASEBA)
school-age instruments (21), i.e. the
Child Behavior Checklist (CBCL) for
ages 6-18 years and its related paral-
lel instruments; the Teacher’s Report
Form (TRF) for ages 618 years; and

the Youth Self-Report (YSR) for ages
11-18 years. These instruments were
originally developed in the United
States of America (USA) and are widely
used to measure child behaviour prob-
lems and are often considered as the
gold standard for research and clinical
work (22). They have been translated
into more than 85 languages for use in
developed and developing countries
and have been used in more than 7000
international studies (23). They provide
an assessment of a child’s problems
from different informants in different
settings.

The YSR is a self-reported instru-
ment for children to report their emo-
tional and behaviour problems (105
problem items and 14 social desir-
ability items) and competencies (20
items). The CBCL is for a caregiver to
provide information about the child’s
competence (20 items) and problem
behaviour (120 items). The TRF is a
teacher-reported instrument with
items related to academic and adaptive
functioning in addition to 120 problem
items. The competence items in CBCL
and YSR provide information about
a child’s activities, social interactions
and school performance, while problem
items reflect the child’s behaviour and
emotional problems and are measured
on a 3-point rating scale.

Study setting and participants

The adaptation process was carried
out in Karachi, an urban cosmopoli-
tan city of Pakistan, with a population
representing all parts of the country.

The study data were collected through

Table 1 Definitions of various types of methodological equivalences for adaptation of an instrument

Type of equivalence Definition

Conceptual equivalence
Content equivalence
Semantic equivalence
Technical equivalence

Criterion equivalence

Measuring construct cross-culturally

Ensuring item relevance in another culture

Maintaining the meaning of items as given in original instrument
Ensuring reduction in method bias in the adapted instrument
Assessing the ability of the instrument to discriminate between cases and non-cases (i.e. a

quantitative assessment achieved via statistical processes)

Source: Flaherty JA, Gaviria FM, Pathak D, Mitchell T, Wintrob R, Richman JA, et al. (18).
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focus group discussions (FGDs) and
final testing out. The study was done in
collaboration with the local Teachers’
Resource Centre. Thisis a teachers pro-
fessional capacity-building organization
which has a huge network of member
schools in Karachi, primarily private
schools serving pupils of all socioeco-
nomic levels, and was willing to be part
of future studies or interventions based
on the adapted instruments.

The Centre invited all co-education
member schools that had both primary
and secondary education curricula to
participate in the study. Co-education
was operationally defined as those
schools in which male and female
children study in the same classroom.
The reason for including only co-
education schools was that the future
empirical studies based on the adapted
instruments could be compared cross-
culturally where schools provide equal
opportunities to male and female chil-
dren to study. Five schools showed an
interest in participating in the study, but
considering the qualitative nature of the
study 2 schools were randomly selected
for the FGDs, i.e. 1 school for the each
of the 2 rounds of FGDs, and the rest
of the schools were selected for the 2nd
round of testing.

Participants (i.e. the informants of
the study) were purposefully selected
and comprised schoolchildren aged
11-18 years studying in grades 6 to
10 and mothers and female teachers
of children aged 6-18 years. The deci-
sion to involve mothers participating
in school-related activities rather than
fathers was based on discussion with the
Teachers' Resource Centre representa-
tives and heads of member schools. The
reason for inclusion of female teachers
in the study was that most of the teach-
ers in the education system of Pakistan,
especially in school settings, are females.

Study context

The adaptation of the CBCL and re-
lated instruments was done primarily
for a large-scale epidemiological study

on behaviour problems among chil-
dren in Karachi, Pakistan between the
years 2009 to 2010. This study was
approved by the ethics review commit-
tee of Bridge Consultants Foundation,
Pakistan, which is registered with the
Ofhce of Human Research Protection
of the National Institutes of Health in
the USA.

Ethical considerations

Informed consent to collect data from
children, teachers and parents was re-
ceived from schools after explaining
the study’s aim, objectives, procedures
and instruments. Children and teach-
ers were also informed about the study
at the time of the data collection and
although they were free to decide about
participation they were encouraged to
participate in the study by the school
personnel. Formal invitation letters
including information about the study
and consent forms were sent to parents
via schools. Parents who gave their con-
sent were included in the study.

Procedure

The process of qualitative adaptation of
the CBCL and related instruments was
achieved through 6 discrete, sequential
and iterative phases (Figure 1).

Phase I: Selection phase

The focus in phase I was on the selec-
tion of an appropriate instrument
and developing a working group of
multidisciplinary experts to ensure its
cultural appropriateness. The authors
selected the ASEBA instruments from
all the leading instruments on the basis
of their comprehensiveness in catering
for a range of behaviour problems, their
soundness in methodology used for
their development and the evidence
of their use in wider contexts (24,25).
Contact with the instruments’ devel-
oper revealed the existence of Urdu
translated versions needing systematic
updates. Thus a collaborative, qualita-
tive adaptation plan was mapped out.
To form a working group, key national
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organizations were contacted to nomi-
nate 1 senior member from their re-
spective departments. The final group
comprised 6 multidisciplinary experts
from the disciplines of child psychology,
public health, epidemiology, education
and bilingual linguistics in Urdu and

English

Phases II, III & IV: Deliberation, al-
teration and feasibility—iterative pro-
cesses

In the following phases the working
group started deliberating on the suit-
ability of the instruments in the Paki-
stani culture, determining the need for
modifications in the provisional Urdu
translations and moving on to altera-
tions by suggesting suitable modifica-
tions. The working group also endorsed
the selection of the ASEBA instruments
and re-affirmed that those instruments
could be compared cross-culturally.
Finally, the feasibility of the modified
instruments was checked with inform-
ants and the whole cycle was revised to
eliminate non-feasible items.

The adaptation process also includ-
edatranslation team and a field research
team. The multidisciplinary translators
were primarily involved in the alteration
phase for forward and backward transla-
tion of the instruments but were also
part of the final deliberation and itera-
tion with the working group. The field
research team was involved in check-
ing the feasibility of the instruments in
FGDs with informants and conducting
a final test. Many rounds of meetings

and FGD:s followed as described below.

1st meeting with working group: To
ascertain the cultural suitability of the
instruments, the original version of each
instrument was shared with experts and
a consensus was reached about the nec-
essary adaptation. All working group
members were given a copy of the orig-
inal English version and provisional
translation of all 3 instruments (YSR,
CBCL and TRF) and a working grid to
specify agreement/disagreement about
correctness of translations and sugges-
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Figure 1 Qualitative adaptation model of the psychometric instruments

tions for modifications, together with
the reasons. Discussions were focused
on determining cultural appropriate-
ness and the equivalence of instrument
items, including instructions for their
administration, using dictionaries and
thesauruses where necessary. All meet-
ings were facilitated by the investigator
and recorded by an observer.

1st round of FGDs with informants:
FGDs were organized in 1 of the 2
schools randomly selected for FGDs
and were conducted by a trained fa-
cilitator who was a clinical psychologist
and had extensive experience and exper-
tise in conducting and analysing FGDs
with children and adults. The facilitator
conducted 3 separate FGDs with male
and female children aged 11-18 years,
mothers of children aged 6-18 years
and female teachers of children aged
6-18 years. The age range of mothers
was 25-45 years and of teachers was
25-3S years. Each session included
7-8 participants who were purposefully
selected. Through cognitive interviews
all items and instructions of the provi-
sionally translated instruments were
discussed. Comprehension and cul-
tural relevance were checked through

explanation of items in their own words.
We discussed all items one by one. For
comprehension, participants were
asked to describe and explain the item,
i.e. they were asked to say that what they
thought that item was about/saying
or to repeat it in their own words that
would reflect their interpretation of the
item. They were also asked if there was
any word in the item which they were
not able to understand. For cultural
relevance, they were asked if they were
satisfied with the existing expression or
would like to suggest any other easy and
commonly used word/expression. Also
they were asked if words/items were
acceptable or offensive to them.

2nd meeting with working group: Ob-
servations and suggestions from the
Ist round of FGDs were shared with
the working group and this led to a
consensus firstly to modify the instru-
ments to make them equivalent to the
original English versions and secondly
to recheck these with informants.

2nd round of FGDs with informants:
The 2nd round of FGDs were carried
out in another school and a new group
of informants was purposefully selected,
i.e. male and female children aged 11—

18 years and mothers and female teach-
ers of children aged 618 years. The
age range of mothers was 25-40 years
while teachers were aged 30—40 years.
Provisional translations including sug-
gested modifications were discussed.
Suggestions for cultural adaptation of
the examples in the instruments were
also noted. The facilitator who conduct-
ed the first round of FGDs facilitated
the second round as well.

Based on the above procedure 3
detailed documents for the YSR, CBCL
and TRF respectively were produced in-
dicating each item number, provisional
translation, suggested modifications in
translation and reason for modification.
Documents with details of procedures
were shared with the developer and a
formallicence was received for updating
the translations.

Forward translation of instruments:
Three bilingual English-Urdu transla-
tors, with backgrounds in psychology,
public health and linguistics respective-
ly, translated the instruments as a group,
keeping in mind all suggestions from
the working group and FGDs. They
ensured conceptual equivalence (trans-
lating the same concept), semantic
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equivalence (identifying appropriate
words), content equivalence (ensuring
item relevance) and technical equiva-
lence (ensuring syntax, grammar, layout
and format of the original English ver-
sion).

Back translation: All the translated in-
struments were then back translated
to English by an independent bilingual
linguist who was blind to the original
English instruments.

Final review by the working group: All
the original, translated and back trans-
lated instruments were then shared with
the working group for their feedback

and agreement to initiate testing,

Phases V and VI: Testing and ap-
proval

Testing and finalization of instru-
ments: The adapted instruments were
finally tested on 100 male and female
children aged 6-18 years. Of them, for
70 male and female children aged 11-18
years the informants were the children
themselves, their mothers and their 6
teachers, whereas for 30 male and female
children aged 6-10 years, their mothers
and 3 teachers were the informants. The
age range of mothers was 2545 years
and of teachers was 25-40 years.

Testing was carried out in the ran-
domly selected 3 schools of the Teach-
ers’ Resource Centre. The participants
were instructed by the field research
team to complete the instruments. Im-
mediately after the participants handed
over the complete instruments to the
team they were asked questions regard-
ing the comprehension of instructions,
meaning of items, ease of language,
cultural relevance and ease with for-
mat and layout. The field research team
that conducted the testing comprised
6 members with master’s degrees in
psychology and education with prior
research experience of working with
children and adults in communities.
The field team was provided with train-
ing in interview and communication
skills before data collection. Out of 6

members of the team 3 conducted the
testing with children, 2 with mothers
and 1 with teachers.

Approval

During testing, the field research team
identified a few ambiguities in the
adapted instruments, which were then
corrected and incorporated by the
investigators into the instruments after
the testing. Final translations and back
translations of adapted instruments
were then shared with the instruments’
developer in order to obtain approval
as an ofhicial version of ASEBA.

Phase 1: Selection

Child behaviour problems have been
assessed through various approaches,
but rating scales are the most com-
monly used assessment approach
in epidemiological research and
interventions (26) because of their
standardized format for assessing,
scoring and interpreting behaviour
(25). The rating scales include general-
purpose instruments assessing all type
of behaviour problems in the general
population (25) and those measuring
specific problems such as depression
(27). Although there are other gen-
eral—purpose instruments to measure
child behaviour problems (28-30),
the ASEBA tools were chosen by our
panel because of their comprehen-
siveness in assessing child behaviour
problems, the sound methodology
of their development and established
international reputation for epidemio-
logical studies.

Phase II-1V: Deliberation,
alteration and feasibility

1st meeting with working group

Besides checking the instruments for
equivalence with the original English
versions the working group also identi-
fied numerous typing errors and use of
Persian and Arabic origin words in the
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provisional translations. Some exam-
ples of modifications suggested by the
working group for equivalence were as
follows:

«  Conceptual equivalence: YSR prob-
lem item 15 T am pretty honest” was
incorrectly translated as main aksar
sach bolta hon (‘I often speak truth”).
However, the appropriate and literal
translation of “honest” could be im-
aandaar, because speaking truth is
part of honesty (imaandari), as in oth-
er attributes such as trustworthiness
and conscientious. In the same item
“pretty” was also incorrectly trans-
lated as aksar (“often”); the correct
translation of “pretty” is kaafl.

« Content equivalence: CBCL prob-
lem item 11 “clings to adults” was not
translated in the provisional Urdu
version. The translation could be ba-
roon se chipkta/chipakte hai. This addi-
tion was important to make the item
more comprehensible.

«  Semantic equivalence: CBCL prob-
lem item 8 “for long” was translated
as taweel arse kay liye, in which taweel
is an Arabic origin word and taweel
arse generally refers to years. Ziyada
dair tak gives the exact meaning of the
English expression and is also com-
monly used.

o Technical equivalence: TRF item
24 “pupils” was translated as talaba
which is the plural of talib ¢ ilm (“male
student”). In English language the
plural is used for both male and fe-
male students, whereas in Urduy, tali-
baat, the plural of taliba, is used for
female students. Therefore it was sug-
gested that talaba or talibaat be used
instead of mentioning only talaba.

1st round of FGDs with informants
FGDs with children, mothers and
teachers highlighted numerous items
and instructions which were either dif-
ficult to understand or misunderstood.
Some examples are given as follows:

e Semantic equivalence: YSR problem
item 13 “confusion” was translated as
tazabzub, whichis avery difhcult word
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for children to understand because it
is an uncommon Arabic origin word.
However, uljhan, a synonym of taza-
bzub, is widely used and understood.

« Semantic equivalence: TRF problem
item 86 “irritable” was translated as
tunak mizaaj, which is a difficult word
for teachers as it is an uncommon
Persian-origin word, whereas chirchi-
rais a synonym of tunuk mizaaj and is
very easy to understand.

 Technical equivalence: unnecessary
grammatical changes in items caused
some offence to participants; for ex-
ample, CBCL problem item 43 “lying
and cheating” was translated as liar
and cheater, wo jhota/jhoti aur dho-
kaybaz hai.

o Content equivalence: participants
suggested add a few more culturally
relevant examples such as sports like
cricket, hockey and football in CBCL
and YSR competence item 1 and also
suggested deleting fishing as it is not a
common local sport.

o Technical equivalence: all partici-
pants were confused about the in-
structions for the problem items.
“True” was translated as sach (“truth”)
and they were confused that if they
marked that a certain behaviour never
happened, it would it be considered
aslying,

Participants also suggested retaining
items related to sex and alcohol in spite
of the cultural taboos concerning these.

2nd meeting with working group

This meeting revealed and discussed
issues arising in translation with respect
to misunderstandings and use of poten-
tially offensive and morally connotated
words in items. The working group en-
dorsed the informants’ suggestions and
agreed to modify offensive translations
while maintaining the equivalence with
the original items. Some examples are
as follows:

o After suggestions from informants
to add the name of local sports in
YSR and CBCL competence item 1
it was decided to include them with

the ones mentioned in the original
English version and to recheck it in
the 2nd round of FGDs.

 Misinterpretation of instruction and
response categories of the problem
items in the CBCL, YSR and TRF
was identified as due to the transla-
tion of “true” to sach, which means
“truth”, and “not true” as sach nahin,
which means “lie”. This seemed to
have amoral connotation to respond-
ents. However, the purpose of the
items in the instruments was to deter-
mine whether a certain behaviour is
relevant to the child and the extent of
its applicability. Therefore translating
“true” as sach would be inappropriate,
while the suggested translation sahi
seemed appropriate as it could enable
the informant to see the applicability
of the items by agreeing, disagreeing
or somewhat agreeing without invok-
ing the moral implications of being
“truthful”.
The working group also endorsed

retaining items pertaining to sex and

alcohol.

2nd round of FGDs with informants

In the 2nd round of FGDs the new
groups of informants endorsed the
modified translations and the retention
of culturally relevant examples.

Forward translation of instruments

During translation, the primary focus
was on semantic equivalence while
incorporating inputs from the work-
ing group and FGDs regarding other
types of equivalence as well. It was
ensured that layout, format, item
placement, sequence and scoring pat-
terns were equivalent‘ [tems were
translated in functional and simple
language to suit the requirement of
self-report instruments. It was ensured
that items were used with supportive
expressions that made them useable
for both sexes, as required in Urdu

language.
Final review from the working group

The working group reviewed and
discussed the translations and back

translations with the original English
version with the translators and ap-
proved them for final testing,

Phase V: Testing

During testing, informants found the
adapted instruments relevant and un-
derstandable but a few typing errors
were identified that were corrected and
incorporated in the instruments after
the testing,

Phase VI: Approval

Final translation and back translation of
instruments were then shared with the
instruments’ developer who checked
back translations with the original Eng-
lish version of the instruments to ensure
equivalence. He further confirmed the
equivalence of adapted instruments and
also highlighted an important point by
suggesting replacing English as an aca-
demic subject with Urdu in CBCL and
YSR item VII-1, assuming that English
might not be taught in Pakistan. How-
ever, we finally included Urdu along
with English with the rationale that in
Pakistan we have Urdu and English
language schools so children belonging
to both type of education systems could
easily relate to it.

Discussion

Qualitative adaptation is a systematic
and rigorous process as compared with
a simple translation of a psychometric
instrument, especially in the context ofa

developing country. But, once achieved,
the process ensures the quality of re-
search findings as compared with more
compromised adaptations (31,32).
Since there is no consensus on the best
practice to be employed for qualita-
tive adaptation (17), we attempted a
systematic approach to satisfy multiple
equivalence needs of an adapted ver-
sion of the child behaviour problem
instruments and proposed a model of
qualitative adaptation of psychometric
instruments for developing countries
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(Figure 1). The process of qualitative
adaptation comprised 6 phases and
employed many arduous iterations
until the instruments were technically
equivalent to the original English ver-
sions, with minimal potential biases.
There follows a brief account of the key
logistic and other challenges faced dur-
ing the adaptation process.

Language is a complex social phe-
nomenon whose content and struc-
ture is continually evolving through
historical, cultural and socioeconomic
influences. Vocabulary expansion in lan-
guages sometimes borrows words from
multiple other linguistic sources; con-
sequently a choice of words sometimes
exist even for the same experience. The
selection of the specific word depends
on the sociocultural background of the
user or listener in order to capture the
specific nuance in the communication.
This understanding is particularly im-
portant for the qualitative adaptation of
a psychometric instrument. The Urdu
language vocabulary contains a range
of words borrowed from native lan-
guages such as Punjabi, Pashto and
Sindhi and regional languages such as
Arabic, Persian Sanskrit and Turkish. Its
translational vocabulary and syntactical
structure changes with the sophistica-
tion of language use. Various alternatives
are available for the same concept and
therefore choice of words requires care-
ful deliberation. One of the key chal-
lenges of this project was to come up
with a translation that achieved uniform
comprehension across all social classes.

The other technical challenge was
synchronization of multi-informant
instruments that had common items.
Multi-informant instruments obtain the
views of different informants about the
same child’s behaviour. During adapta-
tion, using the YSR as the reference, it
was necessary to ensure that translations
of common items and terminologies be
consistent across all the instruments,
as all informants would be reporting
about the same child and therefore in-
terpretation of such items should be

consistent. After extensive discussions
with informants, words were obtained
that were commonly understandable
and equivalent with the original English
versions.

Consistent with studies conducted
to adapt various instruments in develop-
ing countries (33,34), another challenge
was to ensure all types of equivalenc-
es—semantic, conceptual, content and
technical—with the original English
version. For semantic equivalence, the
fact that these instruments were to be
completed via self-reporting meant that
we needed to identify commonly used
words so that informants would not
need further clarification. Conceptual
and content equivalences were ensured
by critical discussion of allitems with the
working group and FGD informants.
However, some changes were made by
adding culturally relevant examples to
facilitate understanding. After careful
exploration in FGDs, testing and discus-
sions with the working group, we de-
cided to retain those items related to sex
and alcohol. The logic for this was that it
would not be a good idea to assume that
these were not culturally relevant (due
to low frequency or under-reporting)
or exclude any problem item, especially
when such problems do exist even in
a conservative society like Pakistan.
To ensure technical equivalence, we
checked ifinformants were comfortable
with the format of item presentation,
response categories and instructions.

Developing a working group of ex-
perts (35) who were working from a
public health perspective with relevant
experience and expertise was an uphill
task. As there is a general scarcity of
mental health experts in developing
countries (36,37) very few people are
working exclusively in the area of child
behaviour and even fewer had practical
research experience. Moreover, amajor-
ity of the experts work normally in isola-
tion in their respective fields. However,
formation of multidisciplinary groups
with experience in psychology- and
public health-related initiatives played
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a key role in devising a better adapted
instrument.

The qualitative adaptation phases
containing cycles of deliberation, altera-
tion and checking of feasibility played
a crucial role in achieving the instru-
ments’ equivalence and minimizing
biases. These phases were the result of
effort and collaboration by 3 teams.
The working group shared their
candid views by identifying errors in
provisional translations and suggest-
ing appropriate modifications, with
reasons. FGDs (38), conducted by the
field research team using cognitive in-
terviews (39) with informants helped
not only in determining informants’
understanding and cultural relevance
of items but also in getting their inputs
to create appropriate instructions and
culturally relevant items. Finally, the
team of multidisciplinary translators,
which was considered better than in-
dependent translators (32), discussed
all items and instructions and reached a
consensus, while acknowledging the in-
puts from the working group and FGDs
and ensuring congruent cross-cultural
translation (18,40).

An important addition to this ad-
aptation was the involvement of the
developer of the instruments (35). It
was an important practice to apply the
technical, conceptual and even content
understanding of the original developer
of the instrument in the translated ver-
sion. Finally, further authentication of
the quality of adaptation was achieved
via the formal approval of the developer

himself.

FGDs and the final testing that were
conducted in a school setting ensured
that the adapted instruments had rele-
vance forlocal informants. Itis pertinent
to mention that schools in Pakistan are
generally not involved in research or
child assessments. However, our collab-
oration with the teachers’ professional
capacity-building organization (the
Teachers’ Resource Centre) was ex-
tremely useful and played a vital role in
convincing the schools” administration
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and encouraging parents, children and
teachers to participate actively in the
research.

It is important to highlight that the
child behaviour problems instruments
have been translated in both developed
and developing countries but, interest-
ingly, among developing countries only
afew have translated all 3 parallel school
age instruments available, i.e. the YSR
11-18, CBCL 6-18 and TRE 6-18,
to achieve multi-informant views of a
child’s behaviour (23). Moreover, very
limited validation studies from develop-
ing countries are available that have
reported the qualitative adaptation of all
3 parallel school-age instruments (41).
Our study not only illustrates the rigor-
ous and iterative process of adaptation
of all 3 parallel instruments conducted
in collaboration with the instruments’
developer but also take a step forward
in proposing a systematic model to
conduct qualitative adaptation in a
developing-country setting.

[t is important to mention here that
investigators were involved in every
phase of adaptation to monitor qual-
ity and ensure smooth transition of this
process.
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Alimitation of the study was that the
instruments were tested on informants
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problems instruments from a devel-
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it is necessary to determine cultural
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in developing countries, we propose
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with the original English version. We
conceived and refined this model by
conducting qualitative adaptation
of 3 parallel, multi-informant child
behaviour problems instruments in
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