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Abstract

Introduction: Pediatric anxiety disorders are the most common 
mental health disorders in the middle-childhood age group. The 
purpose of this study is to assess anxiety disorder symptoms, 
as defined by the Diagnostic and Statistical Manual of Mental 
Disorders, 4th edition (DSM-IV), in a large community sample of 
low socioeconomic level rural children and to investigate some 
of the psychometric properties (internal consistency, construct 
and convergent validity and items rated as often or always 
experienced) of the Malay version of the Spence Children’s 
Anxiety Scale - Child version (SCAS-C).
Method: Six hundred children aged 9-11 and 424 of their parents 
completely answered the child or parent versions of the SCAS.
Results: Results indicated that the internal reliability of 
subscales were moderate to adequate. Significant correlations 
between child and parent reports supported the measure’s 
concurrent validity. Additionally, anxiety levels in this Malaysian 
sample were lower than among South-African children and 
higher than among their Western peers. There were both 
similarities and differences between symptom items reported 
as often or always experienced by Malaysian students and 
by children from other cultures. Confirmatory factor analysis 
provided evidence of the existence of five inter-correlated 
factors for anxiety disorders based on SCAS-C.
Conclusion: Although some of the instrument’s psychometric 
properties deviated from those observed in some other countries, 
it nevertheless appears to be useful for assessing childhood 
anxiety symptoms in this country.
Keywords: Spence Children’s Anxiety Scale, anxiety, children, 
Malay version.

Resumo

Introdução: Transtornos de ansiedade são a doença de saúde 
mental mais comum em crianças na terceira infância. O objetivo 
deste estudo foi examinar sintomas de transtorno de ansiedade 
conforme definidos na 4ª edição do Manual Diagnóstico e Estatístico 
de Transtornos Mentais (DSM-IV) em uma grande amostra 
comunitária de crianças de baixo nível socioeconômico vivendo em 
zona rural na Malásia e investigar as propriedades psicométricas 
(consistência interna, construto, validade convergente e frequência 
de respostas muitas vezes e sempre) da versão malaia da Escala 
de Ansiedade Infantil de Spence - Versão para Crianças.
Método: Um total de 600 crianças com idade entre 9 e 11 anos 
e 424 pais responderam todas as questões das versões da escala 
para crianças e para pais.
Resultados: Os resultados indicaram que a confiabilidade interna 
das subescalas variou de moderada a suficiente. Correlações 
significativas entre os relatos das crianças e de seus pais reforçaram 
a validade convergente do instrumento. O nível de ansiedade 
observado na amostra de crianças malaias foi menor do o nível 
relatado para crianças na África do Sul e maior do que em crianças 
de países ocidentais. A frequência das respostas escolhidas pelos 
estudantes malaios demonstrou algumas similaridades e diferenças 
em relação a outras culturas. A análise fatorial confirmatória 
revelou evidência da presença de cinco fatores inter-relacionados 
para transtorno de ansiedade com base na escala avaliada.
Conclusão: Embora algumas propriedades psicométricas do 
instrumento avaliado tenham desviado dos resultados obtidos 
em outros países, a escala parece útil para avaliar sintomas de 
ansiedade na infância na Malásia.
Descritores: Escala de Ansiedade Infantil de Spence, ansiedade, 
crianças, versão malaia.
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Introduction

Anxiety disorders (AD) are among the most 
common mental health disorders, with a prevalence of 
approximately 15-31.9%.1-4 They have high co-morbidity 
with other psychiatric diseases and a high rate of 
onset later in life.5,6 Pediatric AD have been linked to 
impairing characteristics and difficulties and to lower 
academic achievement and have a tendency to become 
chronic.7,8 These findings highlight the importance of 
timely diagnosis of pediatric AD to enable prevention 
of severity, chronicity and harmful effects on other 
aspects of life through the use of suitable treatments.9 
Standard instruments are a good option for screening 
for AD among rural children because non-rating 
assessment and diagnostic tools are expensive and 
time consuming and require trained interviewers.10 
Furthermore, the ease of administration of self-report 
instruments makes them suitable tools for screening, 
diagnosis and follow-up. The Spence Children’s Anxiety 
Scale (SCAS) is a self-report questionnaire based on 
criteria from the Diagnostic and Statistical Manual of 
Mental Disorders, 4th edition (DSM-IV), adapted for 
children’s psychological stages of development.11,12 It 
was developed to measure symptoms of generalized 
anxiety disorder (GAD), obsessive-compulsive disorder 
(OCD), separation anxiety disorder (SAD), social phobia 
(SP), physical injury, and panic attack/agoraphobia. 
The SCAS has been culturally adapted for several 
cultures and languages and has exhibited good internal 
consistency for total score and domains.8,10,13-20 A factor 
model of SCAS with six correlated factors has been 
confirmed in some studies, but not in all cultures and 
populations,13,19,21,22 since psychopathological symptoms 
are influenced by cultural factors, genetic differences 
and educational and socialization conditions.21

Since pediatric psychiatric disorders are largely 
under-recognized and under-treated in developing 
countries such as Malaysia, screening and treatment 
of childhood AD, which are common mental health 
problems, is essential to improve psychological health 
indicators.23 There are very few published studies about 
pediatric AD in urban and rural areas in Malaysia. A trend 
for mental health problem among Malaysian children 
to increase was identified from 2006 to 2011. Many 
researchers believe that this is attributable to recent 
changes within households and in society, such as family 
lifestyle; negative and stressful effects of media; and an 
increased awareness of children’s mental health among 
their parents.24 There is no culturally-adapted Malay 
instrument specifically for assessment of childhood 
anxiety symptoms of different AD. Furthermore, there 
are no studies that have investigated the psychometric 

properties of the SCAS among rural children. The purpose 
of this study is to assess anxiety disorder symptoms, as 
defined by the DSM-IV, in a large community sample of 
low socioeconomic level rural children and to investigate 
some of the psychometric properties (factor structure, 
child-parent correlation, and internal consistency 
and most frequently experienced symptoms) of the 
Malay version of the SCAS - Child version (SCAS-C). 
Additionally, this is one of the first studies using the 
SCAS in a rural population and the secondary objective 
is to illustrate differences and similarities in expression 
of anxiety as measured by the SCAS.

Method

Procedure and participants

All stages of this research were approved by the 
Psychometric Department of University Technology 
Malaysia (UTM) and by the Ministry of Education’s 
Ethics Committee. The Ministry of Higher Education 
and the Ministry of Education both gave permission for 
the present study to be conducted with primary school 
students. Four primary schools (SK Sanglang, Parit 
Markom, Ayer Baloi and Kampung Sawah) were selected 
by randomized cluster sampling. All of them are located 
in Pontian, which is a rural district in Johor, Malaysia. 
All of the schools’ principals gave permission for the 
study to be conducted at their schools. Six hundred and 
forty questionnaires were distributed to children and 
their parents. The questionnaires were administered to 
the children in their classrooms and school counselors 
were available to help them if necessary. Parents were 
asked to self-administer the questionnaires at home. 
Students who were absent on the day of administration 
were not assessed. Respondents were not paid for 
participation in this study. After the study, the results 
of data analysis were reported to the school principals 
and to the parents of students who had high levels of 
anxiety. Any instrument that was missing more than 
10% of item responses was coded as incomplete and 
excluded from analyses. Data from 600 children and 
421 parents which had responses for more than 90% 
of items were used in the final analysis. Little’s Missing 
Completely at Randomness technique was used so that 
items with less than 10% missing data were replaced 
with the mean scores of the item. The sex distribution of 
the sample was 50.3% boys and 49.7% girls. Their ages 
ranged from 9 to 11 years (mean = 10.17±0.77 years). 
Most of the participants had very low socioeconomic 
status (88% of incomes below $1000/month), 93.6% 
were from crowded families (families with 5 or more 
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the original study fits the Malaysian context. Structural 
equation modeling (SEM) with Amos software was used 
to access the factor structure in this study. In SEM, 
there are several fitness indexes that reflect how well 
the model fits the data, but it is acceptable to use at 
least one fitness index from each category of model fit.28 
The root mean square error of approximation (RMSEA), 
comparative fit index (CFI), goodness of fit index (GFI), 
chi-square/degrees of freedom (df) and adjusted 
goodness of fit index (AGFI) were chosen, since they 
are frequently reported in the literature. Recommended 
results are RMSEA less than 0.08, chi-square/df less 
than 5 and CFI and GFI greater than 0.9.29

Additionally, analysis of variance (ANOVA) was 
applied to children’s data to investigate age and gender 
effects on the mean SCAS total and subscale scores. 
Post-hoc test were run to confirm where differences 
between groups occurred.

Results

Validity and reliability

In this rural population, Cronbach’s alpha was 0.86 
for both SCAS versions. The lowest subscale alphas were 
for GAD, physical injury fears and OCD, with values of 
0.50, 0.53 and 0.51 respectively. The subscale with the 
highest alpha was panic/agoraphobia, with a value of 
0.68. The SAD disorder and SP subscales alpha values 
were 0.63 and 0.61 respectively.

The total SCAS-C anxiety score and its subscale 
scores were significantly correlated with the total SCAS-P 
scores. The correlation coefficient for SCAS-C against 
SCAS-P was 0.53 (Table 1).

Table 2 shows correlations between SCAS subscales. 
In order to discriminate between levels of different AD, 
intercorrelations between subscale scores should be 
substantially lower than correlations between scores for 
each subscale and total anxiety scores.18 In this study, 
all intercorrelations were lower than the respective 
correlations between scores for each subscale and the 
total score.

The highest correlation between subscales was 
between SP and SAD (r  =  0.52), and the lowest was 
between obsessive compulsive disorder and physical 
injury fears (r = 0.28).

Factor analysis for the Malay SCAS

The model exhibited an excellent fit (chi-square = 220.94, 
df = 125, p < 0.001, chi-square/df = 1.76, CFI = 0.905, 
RMSEA = 0.04, AGFI = 0.93 and GFI = 0.95), supporting 

members) and most of them came from families with 
low educational levels (89.2% of fathers and 87.3% of 
mothers did not have university education).

Measure

The SCAS-C11 is a 44-item instrument for measuring 
child anxiety with 6 subscales. All items are rated on a 
4-point scale, from never (0) to always (3). There are 6 
positive filler items in the child version. The distribution 
of items within the six anxiety domains of the SCAS is as 
follows: SAD: items 5, 8, 12, 15, 16, and 44; SP: items 
6, 7, 9, 10, 29, and 35; OCD: items 14, 19, 27, 40, 41, 
and 42; panic/agoraphobia: items 13, 21, 28, 30, 32, 
34, 36, 37, and 39; fear of physical injury: items 2, 18, 
23, 25, and 33; and GAD: items 1, 3, 4, 20, 22, and 24. 
The internal consistency and validity of the SCAS-C have 
been reported to be excellent.10 The parent version of the 
SCAS (SCAS-P)11 is used to assess children’s anxiety from 
the parental perspective. This questionnaire is a 38-item 
instrument measuring child anxiety on 6 subscales that 
is similar to the SCAS-C and has the same Likert scale. 
There are no positive filler items in the parent version. 
Total scoring and items are the same as in the SCAS-C. 
Both test-retest stability and internal consistency of 
the SCAS-P have been reported to be satisfactory.14 In 
comparison with other instruments (e.g., Screen for Child 
Anxiety Related Emotional Disorders [SCARED]) that 
also include a parent version for measuring anxiety,25 the 
SCAS-P has greater symptom coverage with fewer items, 
an SP subscale that more closely corresponds to DSM-
IV criteria and a broader range of answers (based on a 
four-point, rather than three-point, Likert-type response 
scale). Translation and cultural adaptation of the SCAS 
for the Malay language was conducted scientifically in 
Malaysia26 and the Malay version was used in this study.

Data analysis

The internal consistencies of total scores and 
subscales were estimated using Cronbach’s alpha.

Patterns of agreement and disagreement between 
children and their parents were investigated by 
calculating Pearson coefficients for correlations between 
SCAS-P and SCAS-C for both total scores and subscales.

In order to assess another aspect of Internal 
Consistency Reliability, average inter-item correlations 
were tested by calculating Pearson correlation coefficients 
between SCAS-C subscales.

Confirmatory factor analysis (CFA) is a useful method 
for determining whether an existing model fits a different 
cultural sample.27 In this study, CFA was used to evaluate 
whether the factor structure of the SCAS proposed by 
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other subscales. Significant main effects of age were 
found for total SCAS score (F2,407 = 10.37, p < 0.001), 
separation anxiety (F2,407  =  11.38, p < 0.001), SP 
(F2,407  =  14.39, p < 0.001), and OCD (F2,407  =  18.29, 
p < 0.001). The older age group had significantly higher 
total SCAS scores and scores for SP, OCD symptoms, and 
separation anxiety, as revealed by post-hoc test.

Endorsement of symptoms

Table 5 lists the most frequently endorsed anxiety 
symptoms reported by Malay children. The item to which 
most children responded often and always was a SAD item 
(I worry that something awful will happen to someone in 
my family). Next, three items representing OCD were also 
frequently observed in our sample. The least frequently 
reported item corresponded to GAD and panic/agoraphobia.

Discussion

Although the core features of AD remain the same 
in DSM-5 (no age limitation, consideration of minimum 
duration, exclusion of trauma-related and stressor-
related disorders and obsessive-compulsive and related 

the five-factor structure of the Malay SCAS and indicating 
that symptoms of GAD and SP were loaded onto the same 
factor (Table 3). Fitness indexes for the original six-factor 
model were unacceptable in this study. Some of the items 
had low loadings in the 5-factor model for the results of 
this study and were removed from the measurement model 
to achieve an acceptable model. Other than these items, 
however, all items had loadings between 0.34 and 0.67. 
Overall, the factor loadings were acceptable and they can 
measure each target factor adequately.

Age and gender differences

Table 4 lists the means and standard deviations of 
the SCAS total scores and all subscales for the total 
sample, for girls and boys, and for different ages.

The highest score in the total sample was for OCD, 
and the lowest was for the physical injury fears subscale. 
There were statistically significant differences between the 
sexes, as determined for total SCAS score (F1,593 = 7.40, 
p < 0.05), physical injury fears (F1,593 = 22.35, p < 0.001), 
and separation anxiety (F1,593 = 10.11, p < 0.05). Girls 
reported significantly higher levels of anxiety, fears of 
physical injury and separation anxiety symptoms than 
boys. Girls did not report significantly more anxiety in 

Table 2 - Intercorrelations between the Spence Children’s Anxiety Scale (SCAS) total score and subscale scores

F1 F2 F3 F4 F5 F6

F1: Separation anxiety

F2: Social phobia 0.52*

F3: Obsessive-compulsive disorder 0.47* 0.48*

F4: Physical injury fears 0.46* 0.45* 0.28*

F5: Panic disorder 0.39* 0.45* 0.37* 0.40*

F6: Generalized anxiety 0.44* 0.54* 0.47* 0.41* 0.44†

F7: Total anxiety 0.70* 0.73* 0.64* 0.62* 0.70* 0.70*
* Correlation is significant at the 0.01 level (2-tailed).
† p > 0.01.

Table 1 - Correlations between SCAS-P and SCAS-C domains

SCAS-P SAD-P GAD-P Panic-P OCD-P Fear-P SP-P

SCAS-C 0.53*

SAD-C 0.39* 0.37*

GAD-C 0.39* 0.27* 0.27*

Panic-C 0.33* 0.24* 0.22* 0.30*

OCD-C 0.25* 0.15* 0.22* 0.11† 0.27*

Fear-C 0.37* 0.27* 0.20* 0.26* 0.19* 0.36*

SP-C 0.41* 0.26* 0.31* 0.27* 0.30* 0.24* 0.39*
C = child version; Fear = physical injury fears; GAD = generalized anxiety disorder; OCD = obsessive-compulsive disorder; P = parent version; SAD = separation 
anxiety disorder; SCAS = Spence Children’s Anxiety Scale; SP = social phobia.
* p < 0.01; † p > 0.05.
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disorders, and separation of agoraphobia and panic attack 
and some other minor changes),30 there is a growing body 
of evidence suggesting that patterns of psychopathological 
symptoms in children are affected by cultural factors 
which cannot be included in DSM criteria.31

There are a number of standard instruments for 
measuring pediatric AD. In view of its research objectives, 
the best instrument to match the research objectives of 
this study had to include the middle childhood age group 
and had to be DSM-based (the best criteria for diagnosis 

Table 4 - Mean level of anxiety sub-scale total scores and broken down by sex and age

SCAS SAD SP OCD Panic Fear GAD
Total sample 32.84±13.07 6.10±3.40 5.49±3.13 6.46±3.07 5.43±4.00 3.66±2.54 5.78±2.78

Males 31.49±12.92 5.67±3.31 5.38±3.03 6.37±3.26 5.23±4.03 3.17±2.42 5.67±2.85

9 years 30.24±13.36 5.61±3.26 5.07±3.08 5.09±3.10 5.26±3.53 3.35±1.88 5.87±3.11

10 years 29.32±12.48 5.44±3.10 5.09±3.06 5.39±2.65 4.73±3.83 3.44±2.61 5.24±2.79

11 years 33.41±12.28 6.79±3.22 6.05±2.91 7.25±3.21 4.84±4.21 2.82±2.29 5.67±2.80

Females 34.36±13.05 6.55±3.42 5.60±3.23 6.54±2.82 5.62±3.95 4.16±2.57 5.91±2.64

9 years 28.87±11.04 5.16±3.14 4.07±2.81 5.75±2.74 4.87±3.47 3.62±2.26 5.40±2.74

10 years 31.82±11.16 6.31±3.39 4.98±2.76 5.92±2.12 4.83±3.39 4.31±2.40 5.48±2.57

11 years 38.16±14.26 7.58±3.51 6.71±3.37 7.38±3.15 5.87±4.01 4.38±2.66 6.23±2.75
Data presented as mean ± standard deviation.
Fear = physical injury fears; GAD = generalized anxiety disorder; OCD = obsessive-compulsive disorder; SAD = separation anxiety disorder; SCAS = Spence 
Children’s Anxiety Scale; SP = social phobia.

Table 3 - Confirmatory factor analysis loadings

DSM-IV category/item

Factor loadings

F1 F2 F3 F4 F5

Separation anxiety disorder

8 0.59

12 0.67

44 0.36

Social phobia and generalized anxiety disorder

9 0.49

10 0.55

22 0.65

29 0.54

35 0.40

Obsessive-compulsive disorder

19 0.40

41 0.50

42 0.34

Physical injury fears

2 0.44

23 0.34

33 0.37

Panic attack/agoraphobia

21 0.62

34 0.49

36 0.54

37 0.39
DSM-IV = Diagnostic and Statistical Manual of Mental Disorders, 4th edition.
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Malay version of SCAS was used to investigate AD in 
a sample entirely made up of rural children for the 
first time. Our results demonstrated that the SCAS-C 
total score has good internal consistency and the 
subscales have adequate validity for assessment of 
anxiety symptoms among Malay children. Cronbach’s 

of AD), time effective, and have both parent and child 
version to increase the validity of screening.

The present study examined the psychometric 
properties of the SCAS and the profile of AD in a 
large sample of Malaysian children in the rural area of 
Pontian. This study’s unique characteristic is that the 

Table 5 - Most common anxiety symptoms in Malay children

Items Percent
Q12: I worry that something awful will happen to someone in my family. 47

Q14: I have to keep checking that I have done things right like the switch is off, or the door is locked. 40.5

Q40: I have to do some things over and over again (like washing my hands, cleaning or putting things in a certain order). 36.6

Q42: I have to do some things in just the right way to stop bad things happening. 34.5

Q8: I worry about being away from my parents. 33.6

Q22: I worry that something bad will happen to me. 33.1

Q10: I worry that I will do badly at my school work. 31.6

Q39: I am afraid of being in small closed places, like tunnels or small rooms. 30.5

Q5: I would feel afraid of being on my own at home. 29.8

Q2: I am scared of the dark. 25.1

Q29: I worry what other people think of me. 25.1

Q20: When I have a problem, my heart beats really fast. 22.6

Q44: I would feel scared if I had to stay away from home overnight. 22.1

Q25: I am scared of being in high places or lifts (elevators). 21.8

Q41: I get bothered by bad or silly thoughts or pictures in my mind. 21

Q27: I have to think of special thoughts to stop bad things from happening like numbers or words. 19.6

Q24: When I have a problem, I feel shaky. 19.5

Q9: I feel afraid that I will make a fool of myself in front of people. 19.16

Q30: I am afraid of being in crowded places (like shopping centers, the movies, buses, busy playgrounds). 19.1

Q6: I feel scared when I have to take a test. 19

Q15: I feel scared if I have to sleep on my own. 18.3

Q35: I feel afraid if I have to talk in front of my class. 16.6

Q33: I am scared of insects or spiders. 15.3

Q4: I feel afraid. 14.8

Q21: I suddenly start to tremble or shake when there is no reason for this. 14.1

Q23: I am scared of going to the doctors or dentists. 13.3

Q3: When I have a problem, I get a funny feeling in my stomach. 13

Q37: I worry that I will suddenly get a scared feeling when there is nothing to be afraid of. 12.1

Q1: I worry about things. 11.3

Q7: I feel afraid if I have to use public toilets or bathrooms. 9.8

Q36: My heart suddenly starts to beat too quickly for no reason. 9.6

Q34: I suddenly become dizzy or faint when there is no reason for this. 8.1

Q13: I suddenly feel as if I can’t breathe when there is no reason for this. 8

Q18: I am scared of dogs. 6.8

Q19: I can’t seem to get bad or silly thoughts out of my head. 6.3

Q16: I have trouble going to school in the mornings because I feel nervous or afraid. 5.8

Q32: All of a sudden I feel really scared for no reason at al. 5.8

Q28: I feel scared if I have to travel in the car, or on a bus or a train. 5.5



20 – Trends Psychiatry Psychother. 2016;38(1) 

Symptoms of anxiety disorders in Malay children - Ahmadi et al.

values (social rules, religious worldviews, philosophical 
points of view, environmental factors, academic and 
parenting practices) and methodological differences 
(e.g., age characteristics) could be responsible for these 
differences in factor structures.8 The loading of GAD and 
SP onto a single construct may indicate that children 
with SP are more frequently in trouble or plagued by 
worrisome thoughts.31

In agreement with previous studies, a significant 
moderate correlation was observed between the child 
and parent versions.15,37 This merits verification since 
the mean SCAS-P score was 25.94 while the mean 
SCAS-C score was 32.84. Furthermore, this significant 
difference between means was found between all 
subscales. It is well known that self-reporting children 
are better informants than their parents responding to 
parent versions of instruments and that this is related 
to the internalizing nature of AD which results in the 
frequency and severity of their problems remaining 
underestimated by their parents.17,38

Intercorrelations between domains and total score 
confirmed that the SCAS is an appropriate instrument 
for discriminating between different AD on the basis 
of DSM-IV criteria. In common with reports by 
Essau et al.8 and Mellon & Moutavelis,18 the lowest 
intercorrelation between SCAS subscales was between 
OCD and physical injury fears.

The total SCAS-C score in our research was 32.84, 
which is in the range of the scores reported in the only 
five studies that have used SCAS in the middle childhood 
age group previously, in which scores ranged from 22.3 
to 40.02 (Table 6).12,16,31,39,40 The results of the present 
study indicate that the anxiety levels of Malaysian 
children were relatively high. There are several possible 
explanations for this finding. Rural children generally 
have a lower socioeconomic level than urban children, 
worse living conditions, and inferior education31 (all 
of the other five studies were in urban areas), all of 
which are predictors of anxiety. Anxiety disorders are a 
universal phenomenon, but can be more substantial in 

alpha for the subscales ranged from 0.50 to 0.68.These 
findings are in the line with previous studies in urban 
populations,8,10,14 but internal consistencies were lower 
for GAD and OCD. The lowest internal consistency score 
was for physical injury fears, and the highest was for 
panic/agoraphobia, which is in line with some previous 
studies10,17,32 and may be related to the low number of 
items for fears (each item is related to a specific fear 
and they are not strongly related to other items) and 
the high number of items related to symptoms of panic/
agoraphobia.17 There was low internal consistency for 
GAD and OCD, which could be related to a low degree of 
variability among GAD and OCD items in our sample’s 
reports and these respondents may have misunderstood 
or misread the context. There may also be wording 
and expressions with which the Malay students were 
unfamiliar, since the cross-culturally adapted version of 
the Depression Anxiety Stress Scale (DASS) produced 
similar results in Malaysia.33 Furthermore, Cronbach’s 
alpha is influenced by scale length (lower numbers of 
items produce lower coefficients and larger numbers 
of items produce higher coefficients).34 This effect 
is significant when the number of items is less than 
seven.35 Four SCAS subscales have six items and 
one has five. The reliability of an instrument’s scores 
depends as much on the sample being tested as on the 
instrument.36 Undoubtedly, the respondents’ rural Malay 
culture might have influenced this study’s outcomes and 
even driven them to give socially desirable answers.33 In 
short, it is recommended that items be refined further 
for the Malay context in order to achieve an SCAS with 
greater reliability and validity.

The results of CFA showed that a model with five 
correlated factors had the best fit to the Malay version of 
SCAS. A five-factor structure is not that surprising, since 
some other populations also exhibited this structure, 
such as a sample of South-African children, for example.31 
These findings are not consistent with the six-factor 
structure observed in some other countries (e.g., Iran, 
Bulgaria, and Cyprus).8,10,13 It is possible that cultural 

Table 6 - Mean scores for Spence Children’s Anxiety Scale - Child version (SCAS-C) in different countries 
(with age ranges similar to the sample in this study)

SCAS GAD SAD OCD Panic/A SP Fears

Africa31 40.02 7.22 6.57 7.42 6.72 6.8 5.25

Malaysia (present study) 32.84 5.78 6.10 6.46 5.43 5.49 3.66

China-H39 32.69 5.16 6.08 4.74 4.88 6.13 5.70

Australia12 31.91 6.17 4.90 6.01 4.23 6.92 3.68

Germany40 22.24 4.60 3.72 4.05 2.47 4.58 2.79

Aust-Neth16 22.30 4.9 3.00 4.15 2.95 4.45 2.8
Aust-Neth = a mixed sample from Australia and the Netherlands; China-H = Chinese students living in Hong Kong.
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of the SCAS has not yet been confirmed. Third, our 
data sources were self-report and parent-report 
instruments. Although the best method for diagnosing 
psychopathology in children is via multiple informants, 
the internalizing nature of anxiety reduces this 
accessibility.45 Therefore, use of an instrument alone 
cannot provide a definitive diagnose of the disease. 
Fourth, this research did not investigate the test-retest 
reliability of the Malay SCAS in order to examine its 
stability across time. Finally, this sample may not be 
representative of all Malaysian children. Future studies 
in urban areas and also comparative studies between 
rural and urban areas in Malaysia are recommended.

Conclusion

Although some of the instrument’s psychometric 
properties were different from those observed in some 
other countries, it nevertheless appears to be useful 
for assessing childhood anxiety symptoms in this 
country. The SCAS is inexpensive, easy to administer 
and score, and time-efficient, so it can be an effective 
instrument for screening anxiety symptoms to identify 
at-risk children who may require further evaluation and 
diagnosis in Malaysia.
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