The eBook Hoard

Knowledge the way it was meant to be—free.

Group Information:

This is a new release, courtesy of The eBook Hoard. We are a group
dedicated to releasing high-quality books in mainly academic realms. Right
now, we are only releasing PDFs, but eventually, other formats may be on the
way. We do accept requests. Also, we aren’t perfect. Occasionally, an error
may slip by (duplicated page, typo, whatever) so please notify us if you find
an error so that we can release a corrected copy.

Group Contact:

E-Mail: teh@hush.com
Website: None

Release Information:

Title: The Handbook of Psychological Assessment (4™ Edition)
Author: Gary Groth-Marnat
Publisher: John Wiley and Sons
Publication: 2003
ISBN: 0-471-41979-6
Release Date: February 28, 2006
File Type: PDF
File Size: 8 MB

Respect:

LotB, DDU, DEMENTIA, EEn, LiB, YYePG, BBL, and any other groups
that have provided the quality scene releases that got us started. Thanks,

guys.

People that share the books for the world to read: Wayne (Koobe),
jazar (Flazx), NullusNET (even though the admins suck), and everyone who
puts a little something up through RapidShare or a similar service. Keep up
the good work, guys.

Tracking Details:

Release: TeH-0001-01-06-00001






HANDBOOK OF PSYCHOLOGICAL
ASSESSMENT

FOURTH EDITION

Gary Groth-Marnat

WILEY
John Wiley & Sons, Inc.






HANDBOOK OF PSYCHOLOGICAL
ASSESSMENT






HANDBOOK OF PSYCHOLOGICAL
ASSESSMENT

FOURTH EDITION

Gary Groth-Marnat

WILEY
John Wiley & Sons, Inc.



MMPI-2™ (Minnesota Multiphasic Personality Inventory-2)™ Test Booklet. Copyright © 1942,
1943 (renewed 1970), 1989 by the Regents of the University of Minnesota. All rights reserved.
Used by permission of the University of Minnesota Press. “MMPI-2” and “Minnesota Multipha-
sic Personality-2” are trademarks owned by the Regents of the University of Minnesota.

This book is printed on acid-free paper.

Copyright © 2003 by John Wiley & Sons, Inc., Hoboken, New Jersey. All rights reserved.
Published simultaneously in Canada.

No part of this publication may be reproduced, stored in a retrieval system, or transmitted in
any form or by any means, electronic, mechanical, photocopying, recording, scanning, or
otherwise, except as permitted under Section 107 or 108 of the 1976 United States Copyright
Act, without either the prior written permission of the Publisher, or authorization through
payment of the appropriate per-copy fee to the Copyright Clearance Center, Inc., 222
Rosewood Drive, Danvers, MA 01923, (978) 750-8400, fax (978) 750-4470, or on the web at
www.copyright.com. Requests to the Publisher for permission should be addressed to the
Permissions Department, John Wiley & Sons, Inc., 111 River Street, Hoboken, NJ 07030,
(201) 748-6011, fax (201) 748-6008, e-mail: permcoordinator @wiley.com.

Limit of Liability/Disclaimer of Warranty: While the publisher and author have used their
best efforts in preparing this book, they make no representations or warranties with respect
to the accuracy or completeness of the contents of this book and specifically disclaim any
implied warranties of merchantability or fitness for a particular purpose. No warranty may be
created or extended by sales representatives or written sales materials. The advice and
strategies contained herein may not be suitable for your situation. You should consult with a
professional where appropriate. Neither the publisher nor author shall be liable for any loss of
profit or any other commercial damages, including but not limited to special, incidental,
consequential, or other damages.

This publication is designed to provide accurate and authoritative information in regard to

the subject matter covered. It is sold with the understanding that the publisher is not engaged
in rendering professional services. If legal, accounting, medical, psychological or any other
expert assistance is required, the services of a competent professional person should be sought.

Designations used by companies to distinguish their products are often claimed as
trademarks. In all instances where John Wiley & Sons, Inc. is aware of a claim, the product
names appear in initial capital or all capital letters. Readers, however, should contact the
appropriate companies for more complete information regarding trademarks and registration.

For general information on our other products and services please contact our Customer Care
Department within the U.S. at (800) 762-2974, outside the United States at (317) 572-3993 or
fax (317) 572-4002.

Wiley also publishes its books in a variety of electronic formats. Some content that appears in
print may not be available in electronic books. For more information about Wiley products,
visit our Web site at www.wiley.com.

Library of Congress Cataloging-in-Publication Data:

Groth-Marnat, Gary.
Handbook of psychological assessment / Gary Groth-Marnat.—4th ed.
p. cm.
Includes bibliographical references and indexes.
ISBN 0-471-41979-6 (cloth : alk. paper)
1. Psychological tests. 2. Personality assessment. I. Title.
BF176 .G76 2003
1507.28"7—dc21
2002032383

Printed in the United States of America.

10 9 8 7 6 5 4 3 2 1



To Dawn






Contents

Preface xiii
Chapter 1 Introduction 1
Organization of the Handbook 1

Role of the Clinician

Patterns of Test Usage in Clinical Assessment

Evaluating Psychological Tests 10
Validity in Clinical Practice 22
Clinical Judgment 25
Phases in Clinical Assessment 31
Recommended Reading 36
Chapter 2 Context of Clinical Assessment 37
Types of Referral Settings 37
Ethical Practice of Assessment 48
Test Bias and Use with Minority Groups 56
Selecting Psychological Tests 62
Computer-Assisted Assessment 66
Recommended Reading 68
Chapter 3 The Assessment Interview 69
History and Development 70
Issues Related to Reliability and Validity 74
Assets and Limitations 76
The Assessment Interview and Case History 78
Mental Status Examination 84
Interpreting Interview Data 90
Structured Interviews 91

Recommended Reading 101

vii



viii Contents

Chapter 4 Behavioral Assessment 103
History and Development 105
Issues Related to Reliability and Validity 107
Assets and Limitations 110
Strategies of Behavioral Assessment 111
Recommended Reading 128

Chapter 5 Wechsler Intelligence Scales 129
Testing of Intelligence: Pro and Con 129
History and Development 132
Reliability and Validity 134
Assets and Limitations 137
Meaning of IQ Scores 140
Cautions and Guidelines in Administration 142
WAIS-ITI/WISC-III Successive Level Interpretation Procedure 145
Wechsler Subtests 160
Assessing Brain Damage 178
Assessing Additional Special Populations 186
Short Forms 191
Recommended Reading 195

Chapter 6 Wechsler Memory Scales 197
History and Development 198
Reliability and Validity 201
Assets and Limitations 203
Interpretation Procedure 204
Recommended Reading 212

Chapter 7 Minnesota Multiphasic Personality Inventory 213
History and Development 215
Reliability and Validity 220
Assets and Limitations 223
Administration 230
Interpretation Procedure 231
Computerized Interpretation 239
Validity Scales 240
Clinical Scales 247
Two-Point Codes 270

MMPI-2 Content Scales 294



Contents ix

MMPI-A Content Scales 297
Harris-Lingoes and Si Subscales 300
Critical Items 304
MMPI-2 and MMPI-A Supplementary Scales 304
Recommended Reading 308
Chapter 8 Millon Clinical Multiaxial Inventory 311
History and Development 313
Reliability and Validity 317
Assets and Limitations 319
Interpretation Procedure 323
Modifying Indices (Validity Scales) 328
Clinical Personality Patterns 329
Severe Personality Pathology 346
Clinical Syndromes 351
Severe Syndromes 353
Recommended Reading 353
Chapter 9 California Psychological Inventory 355
History and Development 356
Comparison with the MMPI 358
Reliability and Validity 359
Assets and Limitations 360
Interpretation Procedures 363
Vector Scale Interpretation 368
Individual Scales 370
Special Purpose Scales 391
Configural Interpretation 393
Recommended Reading 406
Chapter 10 Rorschach 407
History and Development 408
Reliability and Validity 412
Assets and Limitations 416
Approaching Consensus on Rorschach Validity 419
Administration 420
Scoring 423
Structural Summary 433
Interpretation 440

Recommended Reading 475



x Contents

Chapter 11 Thematic Apperception Test 477
History and Development 477
Theoretical Perspectives 480
Reliability and Validity 482
Assets and Limitations 485
Administration 488
Typical Themes Elicited 491
Scoring Procedures 505
Interpretation 514
Recommended Reading 515

Chapter 12 Screening and Assessing for

Neuropsychological Impairment 517
History and Development 520
Interviewing for Brain Impairment 523
Tests for Screening and Assessing for Neuropsychological Impairment 527
Tests of Visuoconstructive Abilities 528
Mental Activities (Attention and Speed of Information Processing) 548
Memory and Learning 556
Verbal Functions and Academic Skills 565
Tests of Motor Ability 570
Executive Functions 572
Emotional Status and Level of Adjustment 574
Recommended Reading 576

Chapter 13 Brief Instruments for Treatment Planning,

Monitoring, and Outcome Assessment 579
Selecting Brief Instruments 580
Symptom Checklist-90-R (SCL-90-R) and Brief Symptom
Inventory (BSI) 581
The Beck Depression Inventory 587
State Trait Anxiety Inventory (STAI) 590
Recommended Reading 593

Chapter 14 Psychological Assessment and

Treatment Planning 595
Development and Approaches to Treatment Planning 597
A Systematic Approach to Treatment Selection 601

Functional Impairment 603



Social Support

Problem Complexity/Chronicity
Coping Style

Resistance

Subjective Distress
Problem-Solving Phase
Recommended Reading

Chapter 15 Psychological Report

General Guidelines
Format for a Psychological Report
Sample Reports

Recommended Reading

Appendix A
Appendix B
Appendix C
Appendix D
Appendix E
Appendix F
Appendix G
Appendix H
Appendix I
Appendix J
Appendix K
Appendix L
References
Author Index

Subject Index

Contents xi

606
608
610
612
614
617
620

621

623
633
647
671

673
677
678
679
680
682
690
691
696
699
700
702
703
799

811






Preface

Welcome to the fourth edition of Handbook of Psychological Assessment. 1 hope you
find this edition to be a clear, useful, and readable guide to conducting psychological
assessment. It is readers such as you who have enabled the previous editions to be suc-
cessful and, because of your interest and feedback, have enabled each edition to be an
improvement on the previous ones.

As with the previous editions, I have tried to integrate the best of science with the
best of practice. Necessarily, psychological assessment involves technical knowledge.
But in presenting this technical knowledge, I have tried to isolate, extract, and summa-
rize in as clear a manner as possible the core information that is required for practition-
ers to function competently. At the same time, assessment is also about the very human
side of understanding, helping, and making decisions about people. I hope I have been
able to comfortably blend this technical (science) side with the human. An assessment
that does not have at least some heart to it is cold and lacking. To keep in touch with the
practitioner/human side of assessment, I have continually maintained an active practice
in which I have tried to stay close to and interact with the ongoing personal and profes-
sional challenges of practitioners. I hope that within and between the sentences in the
book, my active involvement with the world of practice is apparent.

A number of changes in the field of assessment (and psychology in general) are con-
sistent with bringing assessment closer to the person. One is the impact of freedom of
information legislation, which means that a report written about a client is more likely
to be read by the client; therefore, we as practitioners need to write the report with this
in mind. In particular, we must word information about clients in everyday language
and in a way that is likely to facilitate personal growth. This is quite consistent with
writings by a number of authors who have conceptualized and provided strategies on
how to combine assessment with the therapeutic process (therapeutic assessment).
This involves not only the use of everyday language, but also a more empathic under-
standing of the client. It also involves balancing descriptions of clients’ weaknesses
with their strengths. This is quite consistent with the positive psychology movement
that has emerged within mainstream psychology. One of the issues this movement
questions is the deeply embedded (medical) model that requires us to identify what is
wrong with a person and then go about trying to fix it. Why is this a more effective av-
enue of change than identifying a client’s strengths and then working with the person
to enlarge these strengths both as a means in and of itself as well as to overcome any
weaknesses? In addition, a client who reads a report describing an endless set of weak-
nesses will no doubt find it demoralizing (untherapeutic). Unfortunately, clinical as-
sessment has still not yet devised a commonly used multiphasic instrument of client

xiii
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strengths. At the same time, I realize that there are certainly a number of referral situ-
ations in which capturing this human-centered approach are difficult, such as in foren-
sic contexts when the referral questions may relate to client placement by health
professionals or decisions regarding competency.

In addition to this general philosophy of assessment, a number of rather specific de-
velopments have been incorporated into the fourth edition (and provide much of the ra-
tionale for a further edition). One is the publication of the Wechsler Adult Intelligence
Scale-IIT (WAIS-III; 1997) and the subsequent research on it, which required that I in-
clude a WAIS-III supplement as part of a revised third edition in 1999. Readers now
find that information in the Wechsler intelligence scales chapter (Chapter 5) itself. A
further development has been the publication of and increased popularity of the third
edition of the Wechsler Memory Scales (WMS-III). The most recent survey of test use
by clinical psychologists ranks it as the ninth most frequently used instrument (and
third most popular instrument used by neuropsychologists). At least part of its popu-
larity is the growing importance of assessing memory functions because of an increas-
ing aging population in which distinguishing normal from pathological memory
decline has important clinical significance. Other important areas are monitoring the
effects of medication to improve memory; detecting cognitive decline resulting from
substance abuse; and detecting impairment caused by neurotoxic exposure or the im-
pact of brain trauma, stroke, or the progression of brain disease (Alzheimer’s disease,
AIDS-related dementia). As a result, a brief introductory chapter (Chapter 6) was de-
veloped on the Wechsler memory scales.

A further change is the inclusion of a chapter on brief instruments for treatment
planning, monitoring, and outcome assessment (Chapter 13). This chapter was consid-
ered essential because of the increasing emphasis on providing empirical support for
the effectiveness of clinical interventions. Many managed care organizations either
encourage or require such accountability. It is hoped that this chapter provides readers
with a preliminary working knowledge of the three instruments used most frequently
in this process (Symptom Checklist 90-R, Beck Depression Inventory, State Trait
Anxiety Inventory). Because of the decreasing use of projective drawings combined
with continued research that questions the validity of many, if not most, of the inter-
pretations based on projective drawing data, the chapter on projective drawings in-
cluded in the previous three editions was omitted to make room for these new chapters
(Chapters 6 and 13).

The field of psychological assessment is continually expanding and evolving. Some-
times it is difficult to keep up with the sheer number of publications. Much of this is re-
flected not in separate chapters but in numerous small updates and changes within
chapters. For example, there have been new surveys in test practice and publication of
new ethical standards, structured clinical interviews have changed to keep pace with
the DSM-1V, the MMPI-2 has altered its profiles to include newer (particularly valid-
ity) scales, considerable (heated) debate has revolved around the Rorschach, a new edi-
tion of the Comprehensive System has been released, new approaches and theories have
been used with the TAT, and refinements have occurred in treatment planning. In addi-
tion, the continuous publication of new books and research further refines the practice
of assessment. As with previous editions, my goal has been to display the utmost in con-
scientiousness but fall just short of obsessiveness.



Preface xv

Writing this handbook has required a huge effort. Major thanks go to my students,
who continually keep me in line with what works as well as what doesn’t work. The re-
finements in the handbook reflect their thoughts and feedback through the process of
continually “test driving” new methods on them (or, more collaboratively, taking the
journey with them as they learn the skills of assessment). A number of students have
been particularly helpful, including Jennifer Crowhurst, Brendan Dellar, Kim Estep,
Melinda Jeffs, Gemma Johnston, and Julie Robarts. Dawn Erickson has also been partic-
ularly helpful with both support and last-minute work on the references (see dedication
for further details). Further thanks go to Greg Meyer, Howard Garb, and John Exner for
their perspectives on the Rorschach controversy and their advice and willingness for me
to reproduce materials. Special thanks go to Larry Beutler and the Counseling/Clini-
cal/School Program at the University of California, Santa Barbara, who allowed me to
be a visiting scholar with their program during 2001/2002. The use of office space, li-
brary facilities, and students was minor (but greatly appreciated) when compared with
the wealth of ideas, humor, and opportunities for co-teaching, colleagueship, and friend-
ship. Long-term thanks also go to Dorothy (Gita) Morena, who began as a co-author on
the first edition more than 20 years ago. As always, the team at John Wiley & Sons has
been a pleasure to work with. In particular, Jennifer Simon has been instrumental in hu-
moring, inspiring, and cajoling this fourth edition into existence (“When is that manu-
script really going to be delivered?””). Pam Blackmon and Nancy Land at Publications
Development Company of Texas have also done a fantastic job of turning the raw manu-
script into pages, ink, and binding. Finally, Australia in general and Curtin University in
particular have been a fine home and the place where both my career and the Handbook
of Psychological Assessment (all three editions) have been nurtured and developed. My
thanks to all the staff, friends, and colleagues who supported me and inspired me to
make this happen. Having now moved back to the United States (after 18 years), I have
left a big part of myself there and brought a big part of Australia back with me. I owe
much of my career (which has been greatly guided by and dominated by the Handbook of
Psychological Assessment) to you.






Chapter 1

INTRODUCTION

The Handbook of Psychological Assessment is designed to develop a high level of prac-
titioner competence by providing relevant practical, as well as some theoretical, mate-
rial. It can serve as both a reference and instructional guide. As a reference book, it
aids in test selection and the development of a large number and variety of interpretive
hypotheses. As an instructional text, it provides students with the basic tools for con-
ducting an integrated psychological assessment. The significant and overriding empha-
sis in this book is on assessing areas that are of practical use in evaluating individuals
in a clinical context. It is applied in its orientation, and for the most part, I have kept
theoretical discussions to a minimum. Many books written on psychological testing
and the courses organized around these books focus primarily on test theory, with a
brief overview of a large number of tests. In contrast, my intent is to focus on the ac-
tual processes that practitioners go through during assessment. I begin with such issues
as role clarification and evaluation of the referral question and end with treatment
planning and the actual preparation of the report itself. Although I have included some
material on test theory, my purpose is to review those areas that are most relevant in
evaluating tests before including them in a battery.

One of the crucial skills that I hope readers of this text will develop, or at least have
enhanced, is a realistic appreciation of the assets and limitations of assessment. This in-
cludes an appraisal of psychological assessment as a general strategy as well as an
awareness of the assets and limitations of specific instruments and procedures. A pri-
mary limitation of assessment lies in the incorrect handling of the data, which is not
integrated in the context of other sources of information (behavioral observations, his-
tory, other test scores). Also, the results are not presented in a way that helps solve the
unique problems clients or referral sources are confronting. To counter these limita-
tions, the text continually provides practitioners with guidelines for integrating and pre-
senting the data in as useful a manner as possible. The text is thus not so much a book on
test interpretation (although this is an important component) but on test integration
within the wider context of assessment. As a result, psychologists should be able to cre-
ate reports that are accurate, effective, concise, and highly valued by the persons who
receive them.

ORGANIZATION OF THE HANDBOOK

My central organizational plan for the Handbook of Psychological Assessment replicates
the sequence practitioners follow when performing an evaluation. They are initially
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concerned with clarifying their roles, ensuring that they understand all the implications
of the referral question, deciding which procedures would be most appropriate for the
assessment, and reminding themselves of the potential problems associated with clini-
cal judgment (Chapter 1). They also need to understand the context in which they will
conduct the assessment. This understanding includes appreciating the issues, concerns,
terminology, and likely roles of the persons from these contexts. Practitioners also must
have clear ethical guidelines, know how to work with persons from diverse back-
grounds, and recognize issues related to computer-assisted assessment and the ways
that the preceding factors might influence their selection of procedures (see Chapter 2).

Once practitioners have fully understood the preliminary issues discussed in Chap-
ters 1 and 2, they must select different strategies of assessment. The three major strate-
gies are interviewing, observing behavior, and psychological testing. An interview is
likely to occur during the initial phases of assessment and is also essential in interpret-
ing test scores and understanding behavioral observations (see Chapter 3). The assess-
ment of actual behaviors might also be undertaken (see Chapter 4). Behavioral
assessment might be either an end in itself, or an adjunct to testing. It might involve a
variety of strategies such as the measurement of overt behaviors, cognitions, alterations
in physiology, or relevant measures from self-report inventories.

The middle part of the book (Chapters 5 through 13) provides a general overview of
the most frequently used tests. Each chapter begins with an introduction to the test in the
form of a discussion of its history and development, current evaluation, and procedures
for administration. The main portions of these chapters provide a guide for interpreta-
tion, which includes such areas as the meaning of different scales, significant relations
between scales, frequent trends, and the meaning of unusually high or low scores. When
appropriate, there are additional subsections. For example, Chapter 5, “Wechsler Intelli-
gence Scales,” includes additional sections on the meaning of IQ scores, estimating
premorbid IQ, and assessing special populations. Likewise, Chapter 11, “Thematic Ap-
perception Test,” includes a summary of Murray’s theory of personality because a
knowledge of his concepts is a prerequisite for understanding and interpreting the test.
Chapter 12, “Screening and Assessing for Neuropsychological Impairment,” varies
somewhat from the preceding format in that it is more a compendium and interpretive
guide to some of the most frequently used short neuropsychological tests, along with a
section on the special considerations in conducting a neuropsychological interview. This
organization reflects the current emphasis on and strategies for assessing patients with
possible neuropsychological dysfunction.

Several of the chapters on psychological tests are quite long, particularly those for
the Wechsler scales, Minnesota Multiphasic Personality Inventory, and neuropsycho-
logical screening and assessment. These chapters include extensive summaries of a
wide variety of interpretive hypotheses intended for reference purposes when practi-
tioners must generate interpretive hypotheses based on specific test scores. To gain
initial familiarity with the tests, I recommend that practitioners or students carefully
read the initial sections (history and development, psychometric properties, etc.) and
then skim through the interpretation sections more quickly. This provides the reader
with a basic familiarity with the procedures and types of data obtainable from the
tests. As practical test work progresses, clinicians can then study the interpretive hy-
potheses in greater depth and gradually develop more extensive knowledge of the
scales and their interpretation.
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Based primarily on current frequency of use, the following tests are covered in this
text: the Wechsler intelligence scales (WAIS-IIT/WISC-III), Wechsler Memory Scales
(WMS-IIT), Minnesota Multiphasic Personality Inventory (MMPI-2), Millon Clinical
Multiaxial Inventory (MCMI-IIT), Bender Visual Motor Gestalt Test (along with other
frequently used neuropsychological tests), Rorschach, and the Thematic Apperception
Test (TAT; Camara, Nathan, & Puente, 2000; C. Piotrowski & Zalewski, 1993;
Watkins, 1991; Watkins, Campbell, Nieberding, & Hallmark, 1995). The California
Personality Inventory (CPI) was selected because of the importance of including a
broad-based inventory of normal functioning along with its excellent technical devel-
opment and relatively large research base (Anastasi & Urbina, 1997; Baucom, 1985;
Gough, 2000; Wetzler, 1990). I also included a chapter on the most frequently used
brief, symptom-focused inventories because of the increasing importance of monitor-
ing treatment progress and outcome in a cost- and time-efficient managed care envi-
ronment (Eisman, 2000; C. Piotrowski, 1999). The preceding instruments represent the
core assessment devices used by most practitioners.

Finally, the clinician must generate relevant treatment recommendations and inte-
grate the assessment results into a psychological report. Chapter 14 provides a system-
atic approach for working with assessment results to develop practical, empirically
supported treatment recommendations. Chapter 15 presents guidelines for report writ-
ing, a report format, and four sample reports representative of the four most common
types of referral settings (medical setting, legal context, educational context, psycho-
logical clinic). Thus, the chapters follow a logical sequence and provide useful, con-
cise, and practical knowledge.

ROLE OF THE CLINICIAN

The central role of clinicians conducting assessments should be to answer specific
questions and aid in making relevant decisions. To fulfill this role, clinicians must in-
tegrate a wide range of data and bring into focus diverse areas of knowledge. Thus,
they are not merely administering and scoring tests. A useful distinction to highlight
this point is the contrast between a psychometrist and a clinician conducting psycho-
logical assessment (Maloney & Ward, 1976; Matarazzo, 1990). Psychometrists tend to
use tests merely to obtain data, and their task is often perceived as emphasizing the
clerical and technical aspects of testing. Their approach is primarily data oriented, and
the end product is often a series of traits or ability descriptions. These descriptions are
typically unrelated to the person’s overall context and do not address unique problems
the person may be facing. In contrast, psychological assessment attempts to evaluate
an individual in a problem situation so that the information derived from the assess-
ment can somehow help with the problem. Tests are only one method of gathering data,
and the test scores are not end products, but merely means of generating hypotheses.
Psychological assessment, then, places data in a wide perspective, with its focus being
problem solving and decision making.

The distinction between psychometric testing and psychological assessment can be
better understood and the ideal role of the clinician more clearly defined by briefly
elaborating on the historical and methodological reasons for the development of the
psychometric approach. When psychological tests were originally developed, group



4 Introduction

measurements of intelligence met with early and noteworthy success, especially in mil-
itary and industrial settings where individual interviewing and case histories were too
expensive and time consuming. An advantage of the data-oriented intelligence tests
was that they appeared to be objective, which would reduce possible interviewer bias.
More important, they were quite successful in producing a relatively high number of
true positives when used for classification purposes. Their predictions were generally
accurate and usable. However, this created the early expectation that all assessments
could be performed using the same method and would provide a similar level of accu-
racy and usefulness. Later assessment strategies often tried to imitate the methods of
earlier intelligence tests for variables such as personality and psychiatric diagnosis.

A further development consistent with the psychometric approach was the strategy of
using a “test battery.” It was reasoned that if a single test could produce accurate de-
scriptions of an ability or trait, administering a series of tests could create a total picture
of the person. The goal, then, was to develop a global, yet definitive, description for the
person using purely objective methods. This goal encouraged the idea that the tool (psy-
chological test) was the best process for achieving the goal, rather than being merely one
technique in the overall assessment procedure. Behind this approach were the concepts
of individual differences and trait psychology. These assume that one of the best ways to
describe the differences among individuals is to measure their strengths and weaknesses
with respect to various traits. Thus, the clearest approach to the study of personality in-
volved developing a relevant taxonomy of traits and then creating tests to measure these
traits. Again, there was an emphasis on the tools as primary, with a de-emphasis on the
input of the clinician. These trends created a bias toward administration and clerical
skills. In this context, the psychometrist requires little, if any, clinical expertise other
than administering, scoring, and interpreting tests. According to such a view, the most
preferred tests would be machine-scored true-false or multiple choice-constructed so
that the normed scores, rather than the psychometrist, provide the interpretation.

The objective psychometric approach is most appropriately applicable to ability tests
such as those measuring intelligence or mechanical skills. Its usefulness decreases,
however, when users attempt to assess personality traits such as dependence, authori-
tarianism, or anxiety. Personality variables are far more complex and, therefore, need
to be validated in the context of history, behavioral observations, and interpersonal re-
lationships. For example, a T score of 70 on the MMPI-2 scale 9 (mania) takes on an en-
tirely different meaning for a high-functioning physician than for an individual with a
poor history of work and interpersonal relationships. When the purely objective psy-
chometric approach is used for the evaluation of problems in living (neurosis, psychosis,
etc.), its usefulness is questionable.

Psychological assessment is most useful in the understanding and evaluation of per-
sonality and especially of problems in living. These issues involve a particular problem
situation having to do with a specific individual. The central role of the clinician per-
forming psychological assessment is that of an expert in human behavior who must deal
with complex processes and understand test scores in the context of a person’s life. The
clinician must have knowledge concerning problem areas and, on the basis of this knowl-
edge, form a general idea regarding behaviors to observe and areas in which to collect
relevant data. This involves an awareness and appreciation of multiple causation, inter-
actional influences, and multiple relationships. As Woody (1980) has stated, “Clinical
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assessment is individually oriented, but it always considers social existence; the objec-
tive is usually to help the person solve problems.”

In addition to an awareness of the role suggested by psychological assessment, clini-
cians should be familiar with core knowledge related to measurement and clinical prac-
tice. This includes descriptive statistics, reliability (and measurement error), validity
(and the meaning of test scores), normative interpretation, selection of appropriate
tests, administration procedures, variables related to diversity (ethnicity, race, age,
gender), testing individuals with disabilities, and an appropriate amount of supervised
experience (Turner, DeMers, Fox, & Reed, 2001). Persons performing psychological as-
sessment should also have basic knowledge related to the demands, types of referral
questions, and expectations of various contexts—particularly employment, education,
vocational/career, health care (psychological, psychiatric, medical), and forensic. Fur-
thermore, clinicians should know the main interpretive hypotheses in psychological
testing and be able to identify, sift through, and evaluate a series of hypotheses to de-
termine which are most relevant and accurate. For each assessment device, clinicians
must understand conceptually what they are trying to test. Thus, rather than merely
knowing the labels and definitions for various types of anxiety or thought disorders, cli-
nicians should also have in-depth operational criteria for them. For example, the con-
cept of intelligence, as represented by the IQ score, can sometimes appear misleadingly
straightforward. Intelligence test scores can be complex, however, involving a variety of
cognitive abilities, the influence of cultural factors, varying performance under differ-
ent conditions, and issues related to the nature of intelligence. Unless clinicians are fa-
miliar with these areas, they are not adequately prepared to handle IQ data.

The above knowledge should be integrated with relevant general coursework, includ-
ing abnormal psychology, the psychology of adjustment, clinical neuropsychology, psy-
chotherapy, and basic case management. A problem in many training programs is that,
although students frequently have a knowledge of abnormal psychology, personality the-
ory, and test construction, they usually have insufficient training to integrate their
knowledge into the interpretation of test results. Their training focuses on developing
competency in administration and scoring, rather than on knowledge relating to what
they are testing.

The approach in this book is consistent with that of psychological assessment: Clini-
cians should be not only knowledgeable about traditional content areas in psychology
and the various contexts of assessment, but also able to integrate the test data into a rel-
evant description of the person. This description, although focusing on the individual,
should take into account the complexity of his or her social environment, personal his-
tory, and behavioral observations. Yet, the goal is not merely to describe the person,
but rather to develop relevant answers to specific questions, aid in problem solving, and
facilitate decision making.

PATTERNS OF TEST USAGE IN CLINICAL ASSESSMENT

Psychological assessment is crucial to the definition, training, and practice of profes-
sional psychology. Fully 91% of all practicing psychologists engage in assessment
(Watkins et al., 1995), and 64% of all nonacademic advertisements listed assessment as
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an important prerequisite (Kinder, 1994). Assessment skills are also strong prerequisites
for internships and postdoctoral training. The theory and instruments of assessment can
be considered the very foundation of clinical investigation, applied research, and pro-
gram evaluation. In many ways, psychological assessment is professional psychology’s
unique contribution to the wider arena of clinical practice. The early professional psy-
chologists even defined themselves largely in the context of their role as psychological
testers. Practicing psychologists currently spend 10% to 25% of their time conducting
psychological assessment (Camara et al., 2000; Watkins, 1991; Watkins et al., 1995).

Although assessment has always been a core, defining feature of professional psy-
chology, the patterns of use and relative importance of assessment have changed with
time. During the 1940s and 1950s, psychological testing was frequently the single most
important activity of professional psychologists. In contrast, the past 50 years have
seen psychologists become involved in a far wider diversity of activities. Lubin and his
colleagues (Lubin, Larsen, & Matarazzo, 1984; Lubin, Larsen, Matarazzo, & Seever,
1985, 1986) found that the average time spent performing assessment across five treat-
ment settings was 44% in 1959, 29% in 1969, and only 22% in 1982. The average time
spent in 1982 performing assessments in the five different settings ranged from 14% in
counseling centers to 31% in psychiatric hospitals (Lubin et al., 1984, 1985, 1986). A
recent survey found that the vast majority (81%) spend O to 4 hours a week, 15% spend
5 to 20 hours a week, and 4% spend more than 20 hours a week conducting assessments
(Camara et al., 2000). The gradual decrease in the total time spent in assessment is due
in part to the widening role of psychologists. Whereas in the 1940s and 1950s a prac-
ticing psychologist was almost synonymous with a tester, professional psychologists
currently are increasingly involved in administration, consultation, organizational de-
velopment, and many areas of direct treatment (Bamgbose, Smith, Jesse, & Groth-
Marnat, 1980; Groth-Marnat, 1988; Groth-Marnat & Edkins, 1996). Decline in testing
has also been attributed to disillusionment with the testing process based on criticisms
about the reliability and validity of many assessment devices (Garb, Wood, Nezworski,
Grove, & Stejskal, 2001; Wood, Lilienfeld, Garb, & Nezworski, 2000; Ziskin & Faust,
1995). Testing activity has also decreased because of reductions in reimbursements
from managed care (C. Piotrowski, 1999). In addition, psychological assessment has
come to include a wide variety of activities beyond merely the administration and in-
terpretation of traditional tests. These include conducting structured and unstructured
interviews, behavioral observations in natural settings, observations of interpersonal
interactions, neuropsychological assessment, and behavioral assessment.

The relative popularity of different traditional psychological tests has been sur-
veyed since 1935 in many settings such as academic institutions, psychiatric hospitals,
counseling centers, veterans administration centers, institutions for the developmen-
tally disabled, private practice, and various memberships and professional organiza-
tions. Surveys of test usage have usually found that the 10 most frequently used tests
are the Wechsler intelligence scales, Minnesota Multiphasic Personality Inventory,
Rorschach, Bender Visual Motor Gestalt Test, Thematic Apperception Test, projective
drawings (Human Figure Drawing, House-Tree-Person), Wechsler Memory Scale,
Beck Depression Inventory, Millon Clinical Multiaxial Inventories, and California
Psychological Inventory (Camara et al., 2000; Kamphaus, Petoskey, & Rowe, 2000;
Lubin et al., 1985; C. Piotrowski & Zalewski, 1993; Watkins, 1991; Watkins et al.,
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1995). The pattern for the 10 most popular tests has remained quite stable since 1969
except that the Millon Clinical Multiaxial Inventory is now ranked number 10 and
Human Figure Drawings have decreased to 13 (Camara et al., 2000). The pattern of
test usage varies somewhat across different studies and varies considerably from set-
ting to setting. Schools and centers for the intellectually disabled emphasize tests of in-
tellectual abilities such as the WISC-III; counseling centers are more likely to use
vocational interest inventories; and psychiatric settings emphasize tests assessing level
of pathology such as the MMPI-2 or MCMI-III.

One clear change in testing practices has been a relative decrease in the use and sta-
tus of projective techniques (Groth-Marnat, 2000b; C. Piotrowski, 1999). Criticisms
have been wide ranging but have centered on overly complex scoring systems, ques-
tionable norms, subjectivity of scoring, poor predictive utility, and inadequate or even
nonexistent validity (Garb et al., 2001; Pruitt, Smith, Thelen, & Lubin, 1985; D. Smith
& Dumont, 1995; Wood, Lilienfeld, Nexworski, & Garb, 2000). Further criticisms in-
clude the extensive time required to effectively learn the techniques, heavy reliance of
projective techniques on psychoanalytic theory, and the greater time and cost effi-
ciency of alternative objective tests. These criticisms have usually occurred from
within the academic community where they are used less and less for research pur-
poses (C. Piotrowski, 1999; C. Piotrowski & Zalewski, 1993; Watkins, 1991). As a re-
sult of these criticisms, there has been a slight but still noteworthy reduction in the use
of the standard projective tests in professional practice (Camara et al., 2000; Kam-
phaus et al., 2000; C. Piotrowski, 1999). Although there has been a reduction, the
Rorschach and TAT are still among the ten most frequently used instruments in adult
clinical settings. This can be attributed to lack of time available for practitioners to
learn new techniques, expectations that students in internships know how to use them
(C. Piotrowski & Zalewski, 1993), unavailability of other practical alternatives, and
the fact that clinical experience is usually given more weight by practitioners than em-
pirical evidence (Beutler, Williams, Wakefield, & Entwistle, 1995). This suggests dis-
tance between the quantitative, theoretical world of the academic and the practical,
problem-oriented world of the practitioner. In fact, assessment practices in many pro-
fessional settings seem to have little relationship to the number of research studies
done on assessment tools, attitudes by academic faculty (C. Piotrowski & Zalewski,
1993), or the psychometric quality of the test. In contrast to the continued use of pro-
jective instruments in adult clinical settings, psychologists in child settings have
largely supplanted projective instruments with behavior rating scales such as the Be-
havior Assessment System for Children, Connor’s Parent/Teacher Rating Scale, and
the Achenbach Child Behavior Checklist (Kamphaus et al., 2000).

The earliest form of assessment was through clinical interview. Clinicians such as
Freud, Jung, and Adler used unstructured interaction to obtain information regarding
history, diagnosis, or underlying structure of personality. Later clinicians taught inter-
viewing by providing outlines of the areas that should be discussed. During the 1960s
and 1970s, much criticism was directed toward the interview, leading many psycholo-
gists to perceive interviews as unreliable and lacking empirical validation. Tests, in
many ways, were designed to counter the subjectivity and bias of interview techniques.
During the 1980s and 1990s, a wide variety of structured interview techniques gained
popularity and have often been found to be reliable and valid indicators of a client’s
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level of functioning. Structured interviews such as the Diagnostic Interview Schedule
(DIS; Robins, Helzer, Cottler, & Goldring, 1989), Structured Clinical Interview for the
DSM (SCID; Spitzer, Williams, & Gibbon, 1987), and Renard Diagnostic Interview
(Helzer, Robins, Croughan, & Welner, 1981) are often given preference over psycho-
logical tests. These interviews, however, are very different from the traditional un-
structured approaches. They have the advantage of being psychometrically sound even
though they might lack important elements of rapport, idiographic richness, and flexi-
bility that characterize less structured interactions.

A further trend has been the development of neuropsychological assessment (see
Groth-Marnat, 2000a). The discipline is a synthesis between behavioral neurology and
psychometrics and was created from a need to answer questions such as the nature of a
person’s organic deficits, severity of deficits, localization, and differentiating between
functional versus organic impairment. The pathognomonic sign approach and the psy-
chometric approaches are two clear traditions that have developed in the discipline. Cli-
nicians relying primarily on a pathognomonic sign approach are more likely to interpret
specific behaviors such as perseverations or weaknesses on one side of the body, which
are highly indicative of the presence and nature of organic impairments. These clini-
cians tend to rely on the tradition of assessment associated with Luria (Bauer, 1995;
Luria, 1973) and base their interview design and tests on a flexible method of testing
possible hypotheses for different types of impairment. In contrast, the more quantita-
tive tradition represented by Reitan and his colleagues (Reitan & Wolfson, 1993; Rus-
sell, 2000) is more likely to rely on critical cutoff scores, which distinguish between
normal and brain-damaged persons. Reitan and Wolfson (1985, 1993) have recom-
mended using an impairment index, which is the proportion of brain-sensitive tests that
fall into the brain-damaged range. In actual practice, most clinical neuropsychologists
are more likely to combine the psychometric and pathognomonic sign approaches. The
two major neuropsychological test batteries currently used in the United States are the
Luria-Nebraska Neuropsychological Battery (Golden, Purisch, & Hammeke, 1985) and
the Halstead Reitan Neuropsychological Test Battery (Reitan & Wolfson, 1993). A typ-
ical neuropsychological battery might include tests specifically designed to assess or-
ganic impairment along with tests such as the MMPI, Wechsler intelligence scales, and
the Wide Range Achievement Test (WRAT-III). As a result, extensive research over
the past 10 to 15 years has been directed toward developing a greater understanding of
how the older and more traditional tests relate to different types and levels of cerebral
dysfunction.

During the 1960s and 1970s, behavior therapy was increasingly used and accepted.
Initially, behavior therapists were concerned with an idiographic approach to the func-
tional analysis of behavior. As their techniques became more sophisticated, formalized
methods of behavioral assessment began to arise. These techniques arose in part from
dissatisfaction with the Diagnostic and Statistical Manual of Mental Disorders, 2nd
Edition (DSM-1I; American Psychiatric Association, 1968) methods of diagnosis as
well as from a need to have assessment relate more directly to treatment and its out-
comes. There was also a desire to be more accountable for documenting behavior
change over time. For example, if behaviors related to anxiety decreased after therapy,
the therapist should be able to demonstrate that the treatment had been successful. Be-
havioral assessment could involve measurements of movements (behavioral checklists,
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behavioral analysis), physiological responses (Galvanic Skin Response [GSR], Elec-
tromyograph [EMG]) or self-reports (self-monitoring, Beck Depression Inventory, as-
sertiveness scales). Whereas the early behavioral assessment techniques showed little
concern with the psychometric properties of their instruments, there has been an in-
creasing push to have them meet adequate levels of reliability and validity (First,
Frances, Widiger, Pincus, & Davis, 1992; Follette & Hayes, 1992). Despite the many
formalized techniques of behavioral assessment, many behavior therapists feel that an
unstructured idiographic approach is most appropriate.

Traditional means of assessment, then, have decreased because of an overall in-
crease in other activities of psychologists and an expansion in the definition of assess-
ment. Currently, a psychologist doing assessment might include such techniques as
interviewing, administering, and interpreting traditional psychological tests (MMPI-2/
MMPI-A, WAIS-III, etc.), naturalistic observations, neuropsychological assessment,
and behavioral assessment. In addition, professional psychologists might be required to
assess areas that were not given much emphasis before the 1980s—personality disor-
ders (borderline personality, narcissism), stress and coping (life changes, burnout, ex-
isting coping resources), hypnotic responsiveness, psychological health, adaptation to
new cultures, and the changes associated with increasing modernization. Additional
areas might include family systems interactions, relation between a person and his or
her environment (social climate, social supports), cognitive processes related to behav-
ior disorders, and level of personal control (self-efficacy). All these require clinicians
to be continually aware of new and more specific assessment devices and to maintain
flexibility in the approaches they take.

The future of psychological assessment will probably be most influenced by the trends
toward computerized assessment, adaptation to managed health care, and distance health
care delivery (Groth-Marnat, 2000b). Computerized assessment is likely to enhance effi-
ciency through rapid scoring, complex decision rules, reduction in client-practitioner con-
tact, novel presentation of stimuli (i.e., virtual reality), and generation of interpretive
hypothesis. Future assessments are also likely to tailor the presentation of items based on
the client’s previous responses. Unnecessary items will not be given with one result being
that a larger amount of information will be obtained through the presentation of relatively
fewer items. This time efficiency is in part stimulated by the cost savings policies of
managed care, which require psychologists to demonstrate the cost-effectiveness of their
services (Groth-Marnat, 1999; Groth-Marnat & Edkins, 1996). In assessment, this
means linking assessment with treatment planning. Thus, psychological reports of the fu-
ture are likely to spend relatively less time on client dynamics and more time on details
related to specific intervention strategies. Whereas considerable evidence supports the
cost-effectiveness of using psychological tests in organizational contexts, health care
similarly needs to demonstrate that assessment can increase the speed of treatment as
well as optimize treatment outcome (see Groth-Marnat, 1999).

A further challenge and area for development is the role assessment will play in dis-
tance health (Leigh & Zaylor, 2000; M. A. Smith & Senior, 2001). It might be partic-
ularly important for users of these facilities to be screened (or screen themselves) in
order to optimally tailor interventions. In addition, distance assessment as a means in
and of itself is likely to become important as well. This might require professional
psychologists to change their traditional face-to-face role to one of developing and
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monitoring new applications as well as consulting/collaborating with clients regarding
the results of assessments derived from the computer.

EVALUATING PSYCHOLOGICAL TESTS

Before using a psychological test, clinicians should investigate and understand the the-
oretical orientation of the test, practical considerations, the appropriateness of the stan-
dardization sample, and the adequacy of its reliability and validity. Often, helpful
descriptions and reviews that relate to these issues can be found in past and future
editions of the Mental Measurements Yearbook (Impara & Plake, 1998), Tests in Print
(L. Murphy, Impara, & Plake, 1999), Tests: A Comprehensive Reference for Assessment
in Psychology, Education, and Business (Maddox, 1997), and Measures for Clinical
Practice: A Sourcebook (Corcoran, 2000). Reviews can also be found in assessment-
related journals such as the Journal of Personality Assessment, Journal of Psychoeduca-
tional Assessment, and Educational and Psychological Measurement. Test users should
carefully review the manual accompanying the test. Table 1.1 outlines the more impor-
tant questions that should be answered. The issues outlined in this table are discussed
further. The discussion reflects the practical orientation of this text by focusing on

Table 1.1 Evaluating a psychological test

Theoretical Orientation
1. Do you adequately understand the theoretical construct the test is supposed to be measuring?

2. Do the test items correspond to the theoretical description of the construct?

Practical Considerations

1. If reading is required by the examinee, does his or her ability match the level required by
the test?

2. How appropriate is the length of the test?

Standardization

1. Is the population to be tested similar to the population the test was standardized on?
2. Was the size of the standardization sample adequate?

3. Have specialized subgroup norms been established?

4. How adequately do the instructions permit standardized administration?

Reliability

1. Are reliability estimates sufficiently high (generally around .90 for clinical decision mak-
ing and around .70 for research purposes)?

2. What implications do the relative stability of the trait, the method of estimating reliability,
and the test format have on reliability?

Validity

1. What criteria and procedures were used to validate the test?

2. Will the test produce accurate measurements in the context and for the purpose for which
you would like to use it?
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problems that clinicians using psychological tests are likely to confront. It is not in-
tended to provide a comprehensive coverage of test theory and construction; if a more
detailed treatment is required, the reader is referred to one of the many texts on psycho-
logical testing (e.g., Anastasi & Urbina, 1997; R. Kaplan & Saccuzzo, 2001).

Theoretical Orientation

Before clinicians can effectively evaluate whether a test is appropriate, they must un-
derstand its theoretical orientation. Clinicians should research the construct that the
test is supposed to measure and then examine how the test approaches this construct
(see S. Haynes, Richard, & Kubany, 1995). This information can usually be found in
the test manual. If for any reason the information in the manual is insufficient, clini-
cians should seek it elsewhere. Clinicians can frequently obtain useful information re-
garding the construct being measured by carefully studying the individual test items.
Usually the manual provides an individual analysis of the items, which can help the po-
tential test user evaluate whether they are relevant to the trait being measured.

Practical Considerations

A number of practical issues relate more to the context and manner in which the test is
used than to its construction. First, tests vary in terms of the level of education (espe-
cially reading skills) that examinees must have to understand them adequately. The
examinee must be able to read, comprehend, and respond appropriately to the test. Sec-
ond, some tests are too long, which can lead to a loss of rapport with, or extensive frus-
tration on the part of, the examinee. Administering short forms of the test may reduce
these problems, provided these forms have been properly developed and are treated
with appropriate caution. Finally, clinicians have to assess the extent to which they
need training to administer and interpret the instrument. If further training is neces-
sary, a plan must be developed for acquiring this training.

Standardization

Another central issue relates to the adequacy of norms (see Cicchetti, 1994). Each test
has norms that reflect the distribution of scores by a standardization sample. The basis
on which individual test scores have meaning relates directly to the similarity between
the individual being tested and the sample. If a similarity exists between the group or
individual being tested and the standardization sample, adequate comparisons can be
made. For example, if the test was standardized on college students between the ages of
18 and 22, useful comparisons can be made for college students in that age bracket (if
we assume that the test is otherwise sufficiently reliable and valid). The more dissim-
ilar the person is from this standardization group (e.g., over 70 years of age with low
educational achievement), the less useful the test is for evaluation. The examiner may
need to consult the literature to determine whether research that followed the publica-
tion of the test manual has developed norms for different groups. This is particularly
important for tests such as the MMPI and the Rorschach in which norms for younger
populations have been published.
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Three major questions that relate to the adequacy of norms must be answered. The
first is whether the standardization group is representative of the population on which
the examiner would like to use the test. The test manual should include sufficient infor-
mation to determine the representativeness of the standardization sample. If this infor-
mation is insufficient or in any way incomplete, it greatly reduces the degree of
confidence with which clinicians can use the test. The ideal and current practice is to
use stratified random sampling. However, because this can be an extremely costly and
time-consuming procedure, many tests are quite deficient in this respect. The second
question is whether the standardization group is large enough. If the group is too small,
the results may not give stable estimates because of too much random fluctuation. Fi-
nally, a good test has specialized subgroup norms as well as broad national norms.
Knowledge relating to subgroup norms gives examiners greater flexibility and confi-
dence if they are using the test with similar subgroup populations (see Dana, 2000). This
is particularly important when subgroups produce sets of scores that are significantly
different from the normal standardization group. These subgroups can be based on fac-
tors such as ethnicity, sex, geographic location, age, level of education, socioeconomic
status, or urban versus rural environment. Knowledge of each of these subgroup norms
allows for a more appropriate and meaningful interpretation of scores.

Standardization can also refer to administration procedures. A well-constructed
test should have instructions that permit the examiner to give the test in a structured
manner similar to that of other examiners and also to maintain this standardized ad-
ministration between one testing session and the next. Research has demonstrated that
varying the instructions between one administration and the next can alter the types
and quality of responses the examinee makes, thereby compromising the test’s reliabil-
ity. Standardization of administration should refer not only to the instructions, but also
to ensuring adequate lighting, quiet, no interruptions, and good rapport.

Reliability

The reliability of a test refers to its degree of stability, consistency, predictability, and
accuracy. It addresses the extent to which scores obtained by a person are the same if the
person is reexamined by the same test on different occasions. Underlying the concept of
reliability is the possible range of error, or error of measurement, of a single score. This
is an estimate of the range of possible random fluctuation that can be expected in an in-
dividual’s score. It should be stressed, however, that a certain degree of error or noise is
always present in the system, from such factors as a misreading of the items, poor ad-
ministration procedures, or the changing mood of the client. If there is a large degree of
random fluctuation, the examiner cannot place a great deal of confidence in an individ-
ual’s scores. The goal of a test constructor is to reduce, as much as possible, the degree
of measurement error, or random fluctuation. If this is achieved, the difference between
one score and another for a measured characteristic is more likely to result from some
true difference than from some chance fluctuation.

Two main issues relate to the degree of error in a test. The first is the inevitable, nat-
ural variation in human performance. Usually the variability is less for measurements
of ability than for those of personality. Whereas ability variables (intelligence, me-
chanical aptitude, etc.) show gradual changes resulting from growth and development,
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many personality traits are much more highly dependent on factors such as mood. This
is particularly true in the case of a characteristic such as anxiety. The practical signif-
icance of this in evaluating a test is that certain factors outside the test itself can serve
to reduce the reliability that the test can realistically be expected to achieve. Thus, an
examiner should generally expect higher reliabilities for an intelligence test than for a
test measuring a personality variable such as anxiety. It is the examiner’s responsibil-
ity to know what is being measured, especially the degree of variability to be expected
in the measured trait.

The second important issue relating to reliability is that psychological testing meth-
ods are necessarily imprecise. For the hard sciences, researchers can make direct mea-
surements such as the concentration of a chemical solution, the relative weight of one
organism compared with another, or the strength of radiation. In contrast, many con-
structs in psychology are often measured indirectly. For example, intelligence cannot be
perceived directly; it must be inferred by measuring behavior that has been defined as
being intelligent. Variability relating to these inferences is likely to produce a certain de-
gree of error resulting from the lack of precision in defining and observing inner psycho-
logical constructs. Variability in measurement also occurs simply because people have
true (not because of test error) fluctuations in performance between one testing session
and the next. Whereas it is impossible to control for the natural variability in human per-
formance, adequate test construction can attempt to reduce the imprecision that is a
function of the test itself. Natural human variability and test imprecision make the task
of measurement extremely difficult. Although some error in testing is inevitable, the goal
of test construction is to keep testing errors within reasonably accepted limits. A high
correlation is generally .80 or more, but the variable being measured also changes the ex-
pected strength of the correlation. Likewise, the method of determining reliability alters
the relative strength of the correlation. Ideally, clinicians should hope for correlations of
.90 or higher in tests that are used to make decisions about individuals, whereas a corre-
lation of .70 or more is generally adequate for research purposes.

The purpose of reliability is to estimate the degree of test variance caused by error.
The four primary methods of obtaining reliability involve determining (a) the extent to
which the test produces consistent results on retesting (test-retest), (b) the relative accu-
racy of a test at a given time (alternate forms), (c) the internal consistency of the items
(split half), and (d) the degree of agreement between two examiners (interscorer). An-
other way to summarize this is that reliability can be time to time (test-retest), form to
form (alternate forms), item to item (split half), or scorer to scorer (interscorer). Al-
though these are the main types of reliability, there is a fifth type, the Kuder-Richardson;
like the split half, it is a measurement of the internal consistency of the test items. How-
ever, because this method is considered appropriate only for tests that are relatively pure
measures of a single variable, it is not covered in this book.

Test-Retest Reliability

Test-retest reliability is determined by administering the test and then repeating it on
a second occasion. The reliability coefficient is calculated by correlating the scores
obtained by the same person on the two different administrations. The degree of corre-
lation between the two scores indicates the extent to which the test scores can be gen-
eralized from one situation to the next. If the correlations are high, the results are less
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likely to be caused by random fluctuations in the condition of the examinee or the test-
ing environment. Thus, when the test is being used in actual practice, the examiner can
be relatively confident that differences in scores are the result of an actual change in
the trait being measured rather than random fluctuation.

A number of factors must be considered in assessing the appropriateness of test-
retest reliability. One is that the interval between administrations can affect reliability.
Thus, a test manual should specify the interval as well as any significant life changes
that the examinees may have experienced such as counseling, career changes, or psy-
chotherapy. For example, tests of preschool intelligence often give reasonably high cor-
relations if the second administration is within several months of the first one.
However, correlations with later childhood or adult IQ are generally low because of in-
numerable intervening life changes. One of the major difficulties with test-retest relia-
bility is the effect that practice and memory may have on performance, which can
produce improvement between one administration and the next. This is a particular
problem for speeded and memory tests such as those found on the Digit Symbol and
Arithmetic subtests of the WAIS-III. Additional sources of variation may be the result
of random, short-term fluctuations in the examinee, or of variations in the testing con-
ditions. In general, test-retest reliability is the preferred method only if the variable
being measured is relatively stable. If the variable is highly changeable (e.g., anxiety),
this method is usually not adequate.

Alternate Forms

The alternate forms method avoids many of the problems encountered with test-retest
reliability. The logic behind alternate forms is that, if the trait is measured several
times on the same individual by using parallel forms of the test, the different measure-
ments should produce similar results. The degree of similarity between the scores rep-
resents the reliability coefficient of the test. As in the test-retest method, the interval
between administrations should always be included in the manual as well as a descrip-
tion of any significant intervening life experiences. If the second administration is
given immediately after the first, the resulting reliability is more a measure of the cor-
relation between forms and not across occasions. Correlations determined by tests
given with a wide interval, such as two months or more, provide a measure of both the
relation between forms and the degree of temporal stability.

The alternate forms method eliminates many carryover effects, such as the recall of
previous responses the examinee has made to specific items. However, there is still
likely to be some carryover effect in that the examinee can learn to adapt to the overall
style of the test even when the specific item content between one test and another is un-
familiar. This is most likely when the test involves some sort of problem-solving strat-
egy in which the same principle in solving one problem can be used to solve the next one.
An examinee, for example, may learn to use mnemonic aids to increase his or her per-
formance on an alternate form of the WAIS-III Digit Symbol subtest.

Perhaps the primary difficulty with alternate forms lies in determining whether
the two forms are actually equivalent. For example, if one test is more difficult than
its alternate form, the difference in scores may represent actual differences in the two
tests rather than differences resulting from the unreliability of the measure. Because
the test constructor is attempting to measure the reliability of the test itself and not
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the differences between the tests, this could confound and lower the reliability coeffi-
cient. Alternate forms should be independently constructed tests that use the same
specifications, including the same number of items, type of content, format, and man-
ner of administration.

A final difficulty is encountered primarily when there is a delay between one ad-
ministration and the next. With such a delay, the examinee may perform differently be-
cause of short-term fluctuations such as mood, stress level, or the relative quality of
the previous night’s sleep. Thus, an examinee’s abilities may vary somewhat from one
examination to another, thereby affecting test results. Despite these problems, alter-
nate forms reliability has the advantage of at least reducing, if not eliminating, many
carryover effects of the test-retest method. A further advantage is that the alternate
test forms can be useful for other purposes, such as assessing the effects of a treatment
program or monitoring a patient’s changes over time by administering the different
forms on separate occasions.

Split Half Reliability

The split half method is the best technique for determining reliability for a trait with a
high degree of fluctuation. Because the test is given only once, the items are split in
half, and the two halves are correlated. As there is only one administration, it is not
possible for the effects of time to intervene as they might with the test-retest method.
Thus, the split half method gives a measure of the internal consistency of the test items
rather than the temporal stability of different administrations of the same test. To de-
termine split half reliability, the test is often split on the basis of odd and even items.
This method is usually adequate for most tests. Dividing the test into a first half and
second half can be effective in some cases, but is often inappropriate because of the
cumulative effects of warming up, fatigue, and boredom, all of which can result in dif-
ferent levels of performance on the first half of the test compared with the second.

As is true with the other methods of obtaining reliability, the split half method has
limitations. When a test is split in half, there are fewer items on each half, which re-
sults in wider variability because the individual responses cannot stabilize as easily
around a mean. As a general principle, the longer a test is, the more reliable it is be-
cause the larger the number of items, the easier it is for the majority of items to com-
pensate for minor alterations in responding to a few of the other items. As with the
alternate forms method, differences in content may exist between one half and another.

Interscorer Reliability

In some tests, scoring is based partially on the judgment of the examiner. Because judg-
ment may vary between one scorer and the next, it may be important to assess the extent
to which reliability might be affected. This is especially true for projectives and even for
some ability tests where hard scorers may produce results somewhat different from easy
scorers. This variance in interscorer reliability may apply for global judgments based on
test scores such as brain-damaged versus normal, or for small details of scoring such as
whether a person has given a shading versus a texture response on the Rorschach. The
basic strategy for determining interscorer reliability is to obtain a series of responses
from a single client and to have these responses scored by two different individuals. A
variation is to have two different examiners test the same client using the same test and
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then to determine how close their scores or ratings of the person are. The two sets of
scores can then be correlated to determine a reliability coefficient. Any test that requires
even partial subjectivity in scoring should provide information on interscorer reliability.

The best form of reliability is dependent on both the nature of the variable being
measured and the purposes for which the test is used. If the trait or ability being mea-
sured is highly stable, the test-retest method is preferable, whereas split half is more ap-
propriate for characteristics that are highly subject to fluctuations. When using a test to
make predictions, the test-retest method is preferable because it gives an estimate of the
dependability of the test from one administration to the next. This is particularly true
if, when determining reliability, an increased time interval existed between the two ad-
ministrations. If, on the other hand, the examiner is concerned with the internal consis-
tency and accuracy of a test for a single, one-time measure, either the split half or the
alternate forms would be best.

Another consideration in evaluating the acceptable range of reliability is the format
of the test. Longer tests usually have higher reliabilities than shorter ones. Also, the
format of the responses affects reliability. For example, a true-false format is likely
to have a lower reliability than multiple choice because each true-false item has a 50%
possibility of the answer being correct by chance. In contrast, each question in a
multiple-choice format having five possible choices has only a 20% possibility of being
correct by chance. A final consideration is that tests with various subtests or subscales
should report the reliability for the overall test as well as for each of the subtests. In
general, the overall test score has a significantly higher reliability than its subtests. In
estimating the confidence with which test scores can be interpreted, the examiner
should take into account the lower reliabilities of the subtests. For example, a Full
Scale IQ on the WAIS-III can be interpreted with more confidence than the specific
subscale scores.

Most test manuals include a statistical index of the amount of error that can be ex-
pected for test scores, which is referred to as the standard error of measurement (SEM).
The logic behind the SEM is that test scores consist of both truth and error. Thus, there
is always noise or error in the system, and the SEM provides a range to indicate how ex-
tensive that error is likely to be. The range depends on the test’s reliability so that the
higher the reliability, the narrower the range of error. The SEM is a standard deviation
score so that, for example, a SEM of 3 on an intelligence test would indicate that an in-
dividual’s score has a 68% chance of being * 3 IQ points from the estimated true score.
This is because the SEM of 3 represents a band extending from —1 to +1 standard devi-
ations above and below the mean. Likewise, there would be a 95% chance that the indi-
vidual’s score would fall within a range of £ 5 points from the estimated true score.
From a theoretical perspective, the SEM is a statistical index of how a person’s re-
peated scores on a specific test would fall around a normal distribution. Thus, it is a
statement of the relationship among a person’s obtained score, his or her theoretically
true score, and the test reliability. Because it is an empirical statement of the probable
range of scores, the SEM has more practical usefulness than a knowledge of the test re-
liability. This band of error is also referred to as a confidence interval.

The acceptable range of reliability is difficult to identify and depends partially on the
variable being measured. In general, unstable aspects (states) of the person produce
lower reliabilities than stable ones (traits). Thus, in evaluating a test, the examiner
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should expect higher reliabilities on stable traits or abilities than on changeable states.
For example, a person’s general fund of vocabulary words is highly stable and therefore
produces high reliabilities. In contrast, a person’s level of anxiety is often highly
changeable. This means examiners should not expect nearly as high reliabilities for anx-
iety as for an ability measure such as vocabulary. A further consideration, also related to
the stability of the trait or ability, is the method of reliability that is used. Alternate
forms are considered to give the lowest estimate of the actual reliability of a test, while
split half provides the highest estimate. Another important way to estimate the adequacy
of reliability is by comparing the reliability derived on other similar tests. The examiner
can then develop a sense of the expected levels of reliability, which provides a baseline
for comparisons. In the example of anxiety, a clinician may not know what is an accept-
able level of reliability. A general estimate can be made by comparing the reliability of
the test under consideration with other tests measuring the same or a similar variable.
The most important thing to keep in mind is that lower levels of reliability usually sug-
gest that less confidence can be placed in the interpretations and predictions based on
the test data. However, clinical practitioners are less likely to be concerned with low sta-
tistical reliability if they have some basis for believing the test is a valid measure of the
client’s state at the time of testing. The main consideration is that the sign or test score
does not mean one thing at one time and something different at another.

Validity

The most crucial issue in test construction is validity. Whereas reliability addresses is-
sues of consistency, validity assesses what the test is to be accurate about. A test that is
valid for clinical assessment should measure what it is intended to measure and should
also produce information useful to clinicians. A psychological test cannot be said to be
valid in any abstract or absolute sense, but more practically, it must be valid in a partic-
ular context and for a specific group of people (Messick, 1995). Although a test can be
reliable without being valid, the opposite is not true; a necessary prerequisite for valid-
ity is that the test must have achieved an adequate level of reliability. Thus, a valid test
is one that accurately measures the variable it is intended to measure. For example, a
test comprising questions about a person’s musical preference might erroneously state
that it is a test of creativity. The test might be reliable in the sense that if it is given to
the same person on different occasions, it produces similar results each time. However,
it would not be reliable in that an investigation might indicate it does not correlate with
other more valid measurements of creativity.

Establishing the validity of a test can be extremely difficult, primarily because psy-
chological variables are usually abstract concepts such as intelligence, anxiety, and per-
sonality. These concepts have no tangible reality, so their existence must be inferred
through indirect means. In addition, conceptualization and research on constructs un-
dergo change over time requiring that test validation go through continual refinement
(G. Smith & McCarthy, 1995). In constructing a test, a test designer must follow two
necessary, initial steps. First, the construct must be theoretically evaluated and de-
scribed; second, specific operations (test questions) must be developed to measure it
(S. Haynes et al., 1995). Even when the designer has followed these steps closely and
conscientiously, it is sometimes difficult to determine what the test really measures. For
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example, 1Q tests are good predictors of academic success, but many researchers ques-
tion whether they adequately measure the concept of intelligence as it is theoretically
described. Another hypothetical test that, based on its item content, might seem to mea-
sure what is described as musical aptitude may in reality be highly correlated with ver-
bal abilities. Thus, it may be more a measure of verbal abilities than of musical aptitude.

Any estimate of validity is concerned with relationships between the test and some
external independently observed event. The Standards for Educational and Psychological
Testing (American Educational Research Association [AERA], American Psychological
Association [APA], & National Council for Measurement in Education [NCME], 1999;
G. Morgan, Gliner, & Harmon, 2001) list the three main methods of establishing validity
as content-related, criterion-related, and construct-related.

Content Validity

During the initial construction phase of any test, the developers must first be concerned
with its content validity. This refers to the representativeness and relevance of the as-
sessment instrument to the construct being measured. During the initial item selection,
the constructors must carefully consider the skills or knowledge area of the variable
they would like to measure. The items are then generated based on this conceptualiza-
tion of the variable. At some point, it might be decided that the item content overrepre-
sents, underrepresents, or excludes specific areas, and alterations in the items might be
made accordingly. If experts on subject matter are used to determine the items, the
number of these experts and their qualifications should be included in the test manual.
The instructions they received and the extent of agreement between judges should also
be provided. A good test covers not only the subject matter being measured, but also ad-
ditional variables. For example, factual knowledge may be one criterion, but the appli-
cation of that knowledge and the ability to analyze data are also important. Thus, a test
with high content validity must cover all major aspects of the content area and must do
so in the correct proportion.

A concept somewhat related to content validity is face validity. These terms are not
synonymous, however, because content validity pertains to judgments made by experts,
whereas face validity concerns judgments made by the test users. The central issue in
face validity is test rapport. Thus, a group of potential mechanics who are being tested
for basic skills in arithmetic should have word problems that relate to machines rather
than to business transactions. Face validity, then, is present if the test looks good to the
persons taking it, to policymakers who decide to include it in their programs, and to
other untrained personnel. Despite the potential importance of face validity in regard
to test-taking attitudes, disappointingly few formal studies on face validity are per-
formed and/or reported in test manuals.

In the past, content validity has been conceptualized and operationalized as being
based on the subjective judgment of the test developers. As a result, it has been re-
garded as the least preferred form of test validation, albeit necessary in the initial
stages of test development. In addition, its usefulness has been primarily focused at
achievement tests (how well has this student learned the content of the course?) and
personnel selection (does this applicant know the information relevant to the potential
job?). More recently, it has become used more extensively in personality and clinical
assessment (Butcher, Graham, Williams, & Ben-Porath, 1990; Millon, 1994). This has
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paralleled more rigorous and empirically based approaches to content validity along
with a closer integration to criterion and construct validation.

Criterion Validity

A second major approach to determining validity is criterion validity, which has also
been called empirical or predictive validity. Criterion validity is determined by com-
paring test scores with some sort of performance on an outside measure. The outside
measure should have a theoretical relation to the variable that the test is supposed to
measure. For example, an intelligence test might be correlated with grade point aver-
age; an aptitude test, with independent job ratings or general maladjustment scores,
with other tests measuring similar dimensions. The relation between the two measure-
ments is usually expressed as a correlation coefficient.

Criterion-related validity is most frequently divided into either concurrent or pre-
dictive validity. Concurrent validity refers to measurements taken at the same, or ap-
proximately the same, time as the test. For example, an intelligence test might be
administered at the same time as assessments of a group’s level of academic achieve-
ment. Predictive validity refers to outside measurements that were taken some time
after the test scores were derived. Thus, predictive validity might be evaluated by
correlating the intelligence test scores with measures of academic achievement a year
after the initial testing. Concurrent validation is often used as a substitute for pre-
dictive validation because it is simpler, less expensive, and not as time consuming.
However, the main consideration in deciding whether concurrent or predictive vali-
dation is preferable depends on the test’s purpose. Predictive validity is most appro-
priate for tests used for selection and classification of personnel. This may include
hiring job applicants, placing military personnel in specific occupational training
programs, screening out individuals who are likely to develop emotional disorders, or
identifying which category of psychiatric populations would be most likely to benefit
from specific treatment approaches. These situations all require that the measure-
ment device provide a prediction of some future outcome. In contrast, concurrent val-
idation is preferable if an assessment of the client’s current status is required, rather
than a prediction of what might occur to the client at some future time. The distinc-
tion can be summarized by asking “Is Mr. Jones maladjusted?” (concurrent validity)
rather than “Is Mr. Jones likely to become maladjusted at some future time?” (pre-
dictive validity).

An important consideration is the degree to which a specific test can be applied to a
unique work-related environment (see Hogan, Hogan, & Roberts, 1996). This relates
more to the social value and consequences of the assessment than the formal validity
as reported in the test manual (Messick, 1995). In other words, can the test under con-
sideration provide accurate assessments and predictions for the environment in which
the examinee is working? To answer this question adequately, the examiner must refer to
the manual and assess the similarity between the criteria used to establish the test’s va-
lidity and the situation to which he or she would like to apply the test. For example, can
an aptitude test that has adequate criterion validity in the prediction of high school
grade point average also be used to predict academic achievement for a population of col-
lege students? If the examiner has questions regarding the relative applicability of the
test, he or she may need to undertake a series of specific tasks. The first is to identify
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the required skills for adequate performance in the situation involved. For example, the
criteria for a successful teacher may include such attributes as verbal fluency, flexibil-
ity, and good public speaking skills. The examiner then must determine the degree to
which each skill contributes to the quality of a teacher’s performance. Next, the exam-
iner has to assess the extent to which the test under consideration measures each of
these skills. The final step is to evaluate the extent to which the attribute that the test
measures is relevant to the skills the examiner needs to predict. Based on these evalua-
tions, the examiner can estimate the confidence that he or she places in the predictions
developed from the test. This approach is sometimes referred to as synthetic validity
because examiners must integrate or synthesize the criteria reported in the test manual
with the variables they encounter in their clinical or organizational settings.

The strength of criterion validity depends in part on the type of variable being mea-
sured. Usually, intellectual or aptitude tests give relatively higher validity coefficients
than personality tests because there are generally a greater number of variables influ-
encing personality than intelligence. As the number of variables that influences the
trait being measured increases, it becomes progressively more difficult to account for
them. When a large number of variables are not accounted for, the trait can be affected
in unpredictable ways. This can create a much wider degree of fluctuation in the test
scores, thereby lowering the validity coefficient. Thus, when evaluating a personality
test, the examiner should not expect as high a validity coefficient as for intellectual or
aptitude tests. A helpful guide is to look at the validities found in similar tests and
compare them with the test being considered. For example, if an examiner wants to es-
timate the range of validity to be expected for the extraversion scale on the Myers
Briggs Type Indicator, he or she might compare it with the validities for similar scales
found in the California Personality Inventory and Eysenck Personality Questionnaire.
The relative level of validity, then, depends both on the quality of the construction of
the test and on the variable being studied.

An important consideration is the extent to which the test accounts for the trait being
measured or the behavior being predicted. For example, the typical correlation between
intelligence tests and academic performance is about .50 (Neisser et al., 1996). Because
no one would say that grade point average is entirely the result of intelligence, the rela-
tive extent to which intelligence determines grade point average has to be estimated.
This can be calculated by squaring the correlation coefficient and changing it into a per-
centage. Thus, if the correlation of .50 is squared, it comes out to 25%, indicating that
25% of academic achievement can be accounted for by IQ as measured by the intelli-
gence test. The remaining 75% may include factors such as motivation, quality of in-
struction, and past educational experience. The problem facing the examiner is to
determine whether 25% of the variance is sufficiently useful for the intended purposes
of the test. This ultimately depends on the personal judgment of the examiner.

The main problem confronting criterion validity is finding an agreed-on, definable,
acceptable, and feasible outside criterion. Whereas for an intelligence test the grade
point average might be an acceptable criterion, it is far more difficult to identify ade-
quate criteria for most personality tests. Even with so-called intelligence tests, many
researchers argue that it is more appropriate to consider them tests of scholastic apti-
tude rather than of intelligence. Yet another difficulty with criterion validity is the
possibility that the criterion measure will be inadvertently biased. This is referred to
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as criterion contamination and occurs when knowledge of the test results influences an
individual’s later performance. For example, a supervisor in an organization who re-
ceives such information about subordinates may act differently toward a worker placed
in a certain category after being tested. This situation may set up negative or positive
expectations for the worker, which could influence his or her level of performance.
The result is likely to artificially alter the level of the validity coefficients. To work
around these difficulties, especially in regard to personality tests, a third major
method must be used to determine validity.

Construct Validity

The method of construct validity was developed in part to correct the inadequacies and
difficulties encountered with content and criterion approaches. Early forms of content
validity relied too much on subjective judgment, while criterion validity was too re-
strictive in working with the domains or structure of the constructs being measured.
Criterion validity had the further difficulty in that there was often a lack of agreement
in deciding on adequate outside criteria. The basic approach of construct validity is to
assess the extent to which the test measures a theoretical construct or trait. This assess-
ment involves three general steps. Initially, the test constructor must make a careful
analysis of the trait. This is followed by a consideration of the ways in which the trait
should relate to other variables. Finally, the test designer needs to test whether these hy-
pothesized relationships actually exist (Foster & Cone, 1995). For example, a test mea-
suring dominance should have a high correlation with the individual accepting
leadership roles and a low or negative correlation with measures of submissiveness.
Likewise, a test measuring anxiety should have a high positive correlation with individ-
uals who are measured during an anxiety-provoking situation, such as an experiment in-
volving some sort of physical pain. As these hypothesized relationships are verified by
research studies, the degree of confidence that can be placed in a test increases.

There is no single, best approach for determining construct validity; rather, a vari-
ety of different possibilities exist. For example, if some abilities are expected to in-
crease with age, correlations can be made between a population’s test scores and age.
This may be appropriate for variables such as intelligence or motor coordination, but it
would not be applicable for most personality measurements. Even in the measurement
of intelligence or motor coordination, this approach may not be appropriate beyond the
age of maturity. Another method for determining construct validity is to measure the
effects of experimental or treatment interventions. Thus, a posttest measurement may
be taken following a period of instruction to see if the intervention affected the test
scores in relation to a previous pretest measure. For example, after an examinee com-
pletes a course in arithmetic, it would be predicted that scores on a test of arithmetical
ability would increase. Often, correlations can be made with other tests that suppos-
edly measure a similar variable. However, a new test that correlates too highly with ex-
isting tests may represent needless duplication unless it incorporates some additional
advantage such as a shortened format, ease of administration, or superior predictive
validity. Factor analysis is of particular relevance to construct validation because it
can be used to identify and assess the relative strength of different psychological traits.
Factor analysis can also be used in the design of a test to identify the primary factor or
factors measured by a series of different tests. Thus, it can be used to simplify one or
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more tests by reducing the number of categories to a few common factors or traits. The
factorial validity of a test is the relative weight or loading that a factor has on the test.
For example, if a factor analysis of a measure of psychopathology determined that the
test was composed of two clear factors that seemed to be measuring anxiety and de-
pression, the test could be considered to have factorial validity. This would be espe-
cially true if the two factors seemed to be accounting for a clear and large portion of
what the test was measuring.

Another method used in construct validity is to estimate the degree of internal con-
sistency by correlating specific subtests with the test’s total score. For example, if a
subtest on an intelligence test does not correlate adequately with the overall or Full
Scale 1Q, it should be either eliminated or altered in a way that increases the correla-
tion. A final method for obtaining construct validity is for a test to converge or corre-
late highly with variables that are theoretically similar to it. The test should not only
show this convergent validity but also have discriminate validity, in which it would
demonstrate low or negative correlations with variables that are dissimilar to it. Thus,
scores on reading comprehension should show high positive correlations with perfor-
mance in a literature class and low correlations with performance in a class involving
mathematical computation.

Related to discriminant and convergent validity is the degree of sensitivity and
specificity an assessment device demonstrates in identifying different categories. Sen-
sitivity refers to the percentage of true positives that the instrument has identified,
whereas specificity is the relative percentage of true negatives. A structured clinical
interview might be quite sensitive in that it would accurately identify 90% of schizo-
phrenics in an admitting ward of a hospital. However, it may not be sufficiently spe-
cific in that 30% of schizophrenics would be incorrectly classified as either normal or
having some other diagnosis. The difficulty in determining sensitivity and specificity
lies in developing agreed-on, objectively accurate outside criteria for categories such
as psychiatric diagnosis, intelligence, or personality traits.

As indicated by the variety of approaches discussed, no single, quick, efficient
method exists for determining construct validity. It is similar to testing a series of hy-
potheses in which the results of the studies determine the meanings that can be at-
tached to later test scores (Foster & Cone, 1995; Messick, 1995). Almost any data can
be used, including material from the content and criterion approaches. The greater the
amount of supporting data, the greater is the level of confidence with which the test
can be used. In many ways, construct validity represents the strongest and most so-
phisticated approach to test construction. In many ways, all types of validity can be
considered as subcategories of construct validity. It involves theoretical knowledge of
the trait or ability being measured, knowledge of other related variables, hypothesis
testing, and statements regarding the relationship of the test variable to a network
of other variables that have been investigated. Thus, construct validation is a never-
ending process in which new relationships always can be verified and investigated.

VALIDITY IN CLINICAL PRACTICE

Although a test may have been found to have a high level of validity during its con-
struction, it does not necessarily follow that the test is also valid in a specific situation
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with a particular client. A test can never be valid in any absolute sense because, in
practice, numerous variables might affect the test results. A serious issue, then, is the
degree of validity generalization that is made. In part, this generalization depends on
the similarity between the population used during various stages of test construction
and the population and situation that it is being used for in practice. Validity in clini-
cal practice also depends on the extent to which tests can work together to improve
each other’s accuracy. Some tests thus show incremental validity in that they improve
accuracy in increments as increasing numbers of data sources are used. Incremental
validity, then, refers to the ability of tests to produce information above what is already
known. Another important consideration is the ability of the clinician to generate hy-
potheses, test these hypotheses, and blend the data derived from hypothesis testing
into a coherent, integrated picture of the person. Maloney and Ward (1976) refer to
this latter approach to validity as conceptual validity because it involves creating a con-
ceptually coherent description of the person.

Incremental Validity

For a test to be considered useful and efficient, it must be able to produce accurate re-
sults above and beyond the results that could be obtained with greater ease and less ex-
pense. If equally accurate clinical descriptions could be obtained through such basic
information as biographical data and knowing the referral question, there would be no
need for psychological tests. Incremental validity also needs to be evaluated in relation
to cost effectiveness. A psychological test might indeed demonstrate incremental va-
lidity by increasing the relative proportions of accurate diagnoses, or hit rates, by 2%.
However, practitioners need to question whether this small increase in accuracy is
worth the extra time involved in administering and interpreting the test. Clinicians
might direct their time more productively toward direct treatment.

In the 1950s, one of the theoretical defenses for tests having low reliabilities and
validities was that, when used in combination, their accuracy could be improved. In
other words, results from a series of different tests could provide checks and balances
to correct for inaccurate interpretations. A typical strategy used to empirically test for
this was to first obtain biographical data, make interpretations and decisions based on
this data, and then test its accuracy based on some outside criterion. Next, a test such
as the MMPI could be given; then, the interpretations and decisions based on it could
likewise be assessed for accuracy. Finally, clinicians could be given both sets of data
to assess any improvements in the accuracies of interpretation/decisions between
either of the first two conditions and the combined information.

It would seem logical that the greater the number of tests used, the greater would
be the overall validity of the assessment battery. However, research on psychological
tests used in clinical practice has often demonstrated that they have poor incremen-
tal validity. An older but representative study by Kostlan (1954) on male psychiatric
outpatients compared the utility of a case history, Rorschach, MMPI, and a sentence
completion test. Twenty experienced clinicians interpreted different combinations of
these sources of test data. Their conclusions were combined against criterion judges
who used a lengthy checklist of personality descriptions. The conclusions were that,
for most of the data, the clinicians were no more accurate than if they had used only
age, occupation, education, marital status, and a basic description of the referral
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question. The exception was that the most accurate descriptions were based on a
combination of social history and the MMPI. In contrast, psychological tests have
sometimes clearly demonstrated their incremental validity. S. Schwartz and Wiedel
(1981) demonstrated that neurological residents gave more accurate diagnoses when
an MMPI was used in combination with history, electroencephalogram (EEG), and
physical exam. This was probably not so much because of a specific MMPI neurolog-
ical profile, but rather that the MMPI increased diagnostic accuracy by enabling the
residents to rule out other possible diagnoses.

Often clinical psychologists attempt to make a series of behavioral predictions
based on complex psychological tests. Although these predictions may show varying
levels of accuracy, a simpler and more effective means of achieving this information
might be to simply ask the clients to predict their own behaviors. In some circum-
stances, self-prediction has been found to be more accurate than psychological tests,
whereas in others, tests have been found to be more accurate (Shrauger & Osberg,
1981). Advantages of self-assessment are that it can be time-efficient, cost-effective,
and facilitate a collegial relationship between assessor and client. In contrast, difficul-
ties are that, compared with formal testing, self-assessment may be significantly more
susceptible to social desirability, attributional errors, distortions caused by poor ad-
justment, and the relative self-awareness of the client. These factors need to be care-
fully considered before deciding to use self-assessment versus formal psychological
tests. Although the incremental validity of using self-assessment in combination with
formal testing has not been adequately researched, it would seem that this is conceptu-
ally a potentially useful strategy for future research.

Reviews of studies on incremental validity (Garb, 1998b) have provided a number of
general conclusions. The addition of an MMPI to background data has consistently led
to increases in validity although the increases were quite small when the MMPI was
added to extensive data. The addition of projective tests to a test battery did not gener-
ally increase incremental validity. Lanyon and Goodstein (1982) have argued that case
histories are generally preferable to psychological test data. Furthermore, a single test
in combination with case history data is generally as effective as a large number of
tests with case history data. Some studies have found that the MMPI alone was generally
found to be preferable to a battery containing the MMPI, Rorschach, and sentence
completion (Garb, 1984, 1994a, 1998b). In contrast, other studies have found that the
Rorschach can add incremental validity to a test battery (G. Meyer, 1997; Weiner, 1999).

In defense of the poor incremental validity of many of the traditional clinical tests
are weaknesses and unanswered questions relating to the preceding research. First,
few studies have looked at statistically derived predictions and interpretations based
on optimal multiple cutoff scores or multiple regression equations. However, more re-
cent research, particularly on tests such as the MMPI and CPI, has emphasized this ap-
proach. For example, combined weightings on such variables as specific CPI scores,
Scholastic Aptitude Test (SAT) scores, grade point average (GPA), and IQ can be com-
bined to predict success in specific programs (see Chapter 9). Further research using
this approach may yield greater incremental validity for a wide number of assessment
techniques. Second, few studies on incremental validity have investigated the ways in
which different tests might show greater incremental validity in specific situations for
specific populations. Instead, most research has focused on the validity of global per-
sonality descriptions, without tying these descriptions to the unique circumstances or
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contexts persons might be involved in. Finally, as most previous studies have focused
on global personality descriptions, certain tests demonstrate greater incremental va-
lidity when predicting highly specific traits and behaviors.

Conceptual Validity

A further method for determining validity that is highly relevant to clinical practice is
conceptual validity (Maloney & Ward, 1976). In contrast to the traditional methods
(content validity, etc.), which are primarily concerned with evaluating the theoretical
constructs in the test itself, conceptual validity focuses on individuals with their unique
histories and behaviors. It is a means of evaluating and integrating test data so that the
clinician’s conclusions make accurate statements about the examinee. There are similar-
ities with construct validity in that construct validity also tries to test specific hypothe-
sized relationships between constructs. Conceptual validity is likewise concerned with
testing constructs, but in this case the constructs relate to the individual rather than to
the test itself.

In determining conceptual validity, the examiner generally begins with individuals
for whom no constructs have been developed. The next phase is to observe, collect
data, and form a large number of hypotheses. If these hypotheses are confirmed
through consistent trends in the test data, behavioral observations, history, and addi-
tional data sources, the hypotheses can be considered to represent valid constructs re-
garding the person. The focus is on an individual in his or her specific situation, and
the data are derived from a variety of sources. The conceptual validity of the con-
structs is based on the logicalness and internal consistency of the data. Unlike con-
struct validity, which begins with previously developed constructs, conceptual validity
produces constructs as its end product. Its aim is for these constructs to provide valid
sources of information that can be used to help solve the unique problems that an indi-
vidual may be facing.

CLINICAL JUDGMENT

Any human interaction involves mutual and continually changing perceptions. Clinical
judgment is a special instance of perception in which the clinician attempts to use
whatever sources are available to create accurate descriptions of the client. These
sources may include test data, case history, medical records, personal journals, and ver-
bal and nonverbal observations of behavior. Relevant issues and processes involved in
clinical judgment include data gathering, data synthesis, the relative accuracy of clini-
cal versus statistical/actuarial descriptions, and judgment in determining what to in-
clude in a psychological report. This sequence also parallels the process clinicians go
through when assessing a client.

Data Gathering and Synthesis

Most of the research related to the strengths and weaknesses of data gathering and syn-
thesis has focused on the assessment interview (see Chapter 3). However, many of the is-
sues and problems related to clinical judgment during interviewing also have implications
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for the gathering and synthesis of test data. One of the most essential elements in gath-
ering data from any source is the development of an optimum level of rapport. Rapport
increases the likelihood that clients will give their optimum level of performance. If
rapport is not sufficiently developed, it is increasingly likely that the data obtained from
the person will be inaccurate.

Another important issue is that the interview itself is typically guided by the client’s
responses and the clinician’s reaction to these responses. A client’s responses might be
nonrepresentative because of factors such as a transient condition (stressful day, poor
night’s sleep, etc.) or conscious/unconscious faking. The client’s responses also need
to be interpreted by the clinician. These interpretations can be influenced by a combi-
nation of personality theory, research data, and the clinician’s professional and per-
sonal experience. The clinician typically develops hypotheses based on a client’s
responses and combines his or her observations with his or her theoretical understand-
ing of the issue. These hypotheses can be further investigated and tested by interview
questions and test data, which can result in confirmation, alteration, or elimination of
the hypotheses. Thus, bias can potentially enter into this process from a number of dif-
ferent directions, including the types of questions asked, initial impressions, level of
rapport, or theoretical perspective.

The clinician typically collects much of the initial data regarding a client through
unstructured or semistructured interviews. Unstructured approaches in gathering and
interpreting data provide flexibility, focus on the uniqueness of the person, and are
ideographically rich. In contrast, an important disadvantage of unstructured ap-
proaches is that a clinician, like most other persons, can be influenced by a number of
personal and cultural biases. For example, clinicians might develop incorrect hypothe-
ses based on first impressions (primacy effect). They might end up seeking erroneous
confirmation of incorrect hypotheses by soliciting expected responses rather than ob-
jectively probing for possible disconfirmation. Thus, clinicians might be unduly influ-
enced by their preferred theory of personality, halo effects, self-fulfilling prophecies,
expectations, and cultural stereotypes. These areas of potential sources of error have
led to numerous questions regarding the dependability of clinical judgment.

Accuracy of Clinical Judgments

After collecting and organizing their data, clinicians then need to make final judg-
ments regarding the client. Determining the relative accuracy of these judgments is
crucial. In some cases, clinical judgment is clearly in error, whereas in others it can be
quite accurate. To increase accuracy, clinicians need to know how errors might occur,
how to correct these errors, and the relative advantages of specialized training.

A possible source of inaccuracy is that clinicians frequently do not take into account
the base rate, or the rate at which a particular behavior, trait, or diagnosis occurs in the
general population (Faust, 1991; S. Hawkins & Hastie, 1990; Wedding & Faust, 1989).
For example, an intake section of a psychiatric hospital might evaluate a population of
whom 50% could be considered to be schizophrenic. A clinician who would randomly di-
agnose patients as either schizophrenic or nonschizophrenic would be correct 50% of
the time. Thus, even a 60% correct diagnosis of schizophrenia would exceed the base rate
(or chance occurrence) by only 10%. It is also rare for clinicians to receive feedback
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regarding either the accuracy of their diagnoses or other frequently used judgments such
as behavioral predictions, personality traits, or the relative success of their recommen-
dations (Garb, 1989, 1994a, 1998b). Thus, it is possible that inaccurate strategies for ar-
riving at conclusions will be continued with little likelihood of correction.

A further source of error is that information obtained earlier in the data collection
process is frequently given more importance than information received later (primacy
effect). This means that different starting points in the decision-making process may
result in different conclusions. This can be further reinforced if clinicians make early
judgments and then work to confirm these judgments through seeking supporting in-
formation. This confirmatory bias can be especially likely to occur in a hypothesis-
testing situation in which clinicians do not adequately seek information that could
disconfirm as well as confirm their hypothesis (Haverkamp, 1993). The most problem-
atic examples occur when clinicians interpret a client’s behavior and then work to per-
suade the client that their interpretation is correct (Loftus, 1993).

Research on person perception accuracy indicates that, even though no two persons
are uniformly accurate, some persons are much better at accurately perceiving others.
Taft (1955) and P. E. Vernon (1964) summarize the early research on person perception
accuracy by pointing out that accuracy is not associated with age (in adults); there is lit-
tle difference in accuracy between males and females (although females are slightly
better); and accurate perceptions of others are positively associated with intelligence,
artistic/dramatic interests, social detachment, and good emotional adjustment. Author-
itarian personalities tend to be poor judges. In most instances, accuracy is related to
similarity in race and cultural backgrounds (P. Shapiro & Penrod, 1986). In some cases,
accuracy by psychologists may be only slightly related to their amount of clinical expe-
rience (Garb, 1989, 1992, 1994a, 1998b); and, for some judgments, psychologists may
be no better than certain groups of nonprofessionals, such as physical scientists and per-
sonnel workers (Garb, 1992, 1994a, 1998b). Relatively higher rates of accuracy were
achieved when clinical judgments based on interviews were combined with formal as-
sessments and when statistical interpretive rules were used. When subjective test inter-
pretation was combined with clinical judgment, it was questionable whether any
increase in accuracy was obtained (Garb, 1984, 1989).

It would be logical to assume that the more confidence clinicians feel regarding the
accuracy of their judgments, the more likely it would be that their judgments would
be accurate. In several studies, however, confidence was often not related to accuracy
(E. Kelly & Fiske, 1951; Kleinmuntz, 1990). Kelly and Fiske even found that degree of
confidence was inversely related to predicting the success of trainees in a Veterans Ad-
ministration training program. Several studies (Kareken & Williams, 1994; Lichten-
stein & Fischoff, 1977) concluded that persons were generally overconfident regarding
judgments; and when outcome knowledge was made available, clinicians typically over-
estimated what they thought they knew before receiving outcome knowledge
(Hawkins & Hastie, 1990). This is usually referred to as hindsight bias (“1 would have
known it all along”) and is usually accompanied by a denial that the outcome knowl-
edge has influenced judgment. Paradoxically, as knowledge and experience in an area
increase, there is generally a decrease in confidence regarding judgments. This obser-
vation was found to be true unless the clinicians were very knowledgeable, in which
case they were likely to have a moderate level of confidence (Garb, 1989). Confidence
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was also more accurate if participants were made socially accountable for their judg-
ments (Ruscio, 2000). Thus, the more experienced clinicians and persons who were
more socially accountable were able to more accurately rate their level of confidence.

Crucial to clinical judgment is whether clinicians can make judgments better than
laypersons and whether amount of clinical training can increase accuracy. This is a par-
ticularly important issue if psychologists are offering their services as expert witnesses
to the legal justice system. Research reviews generally support the value of clinical
training, but this is dependent on the domain being assessed. For example, Garb (1992)
has concluded, “Clinicians are able to make reliable and valid judgments for many
tasks, and their judgments are frequently more valid than judgments by laypersons”
(p- 451). In particular, clinicians have been found to make more accurate judgments re-
lating to relatively complex technical areas such as clinical diagnosis, ratings of mental
status, many domains related to interview information, short-term (and possibly long-
term) predictions of violence, psychological test interpretation (WAIS, MMPI), foren-
sic knowledge, competency evaluations, neuropsychological test results, psychotherapy
data, and biographical data (see primarily Garb, 1998b, but also 1984, 1989, 1992,
1994a). In contrast, trained clinicians were no better than laypersons in making judg-
ments based on projective test results and in making personality descriptions based on
face-to-face interaction.

The preceding material indicates that errors in clinical judgment can and do occur.
It is thus crucial, especially when appearing as an expert witness, that clinicians be fa-
miliar with the relevant literature on clinical judgment and, based on this information,
take steps to improve their accuracy. Accordingly, Garb (1994a, 1998b) and Wedding
and Faust (1989) have made the following recommendations:

1. To avoid missing crucial information, clinicians should use comprehensive,
structured, or at least semistructured approaches to interviewing. This is especially
important in cases where urgent clinical decisions (danger to self or others) may need
to occur.

2. Clinicians should not only consider the data that supports their hypotheses, but
also carefully consider or even list evidence that does not support their hypotheses.
This will likely reduce the possibility of hindsight and confirmatory bias.

3. Diagnoses should be based on careful attention to the specific criteria contained
in the DSM-IV-TR (2000; or International Classification of Disorders [ICD-10]). In
particular, this means not making errors caused by inferences biased by gender and
ethnicity.

4. Because memory can be a reconstructive process subject to possible errors, cli-
nicians should avoid relying on memory and, rather, refer to careful notes as much as
possible.

5. In making predictions, clinicians should attend to base rates as much as possible.
Such a consideration potentially provides a rough estimate of how frequently the be-
havior will occur in a given population or context. Any clinical predictions, then, are
guided by this base rate occurrence and are likely to be improvements on the base rate.

6. Clinicians should seek feedback when possible regarding the accuracy and use-
fulness of their judgments. For example, psychological reports should ideally be fol-
lowed up with rating forms (that can be completed by the referral sources) relating to
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the clarity, precision, accuracy, and usefulness of the information and recommenda-
tions contained in the reports (see Ownby & Wallbrown, 1983).

7. Clinicians should learn as much as possible regarding the theoretical and empir-
ical material relevant to the person or group they are assessing. This would potentially
help to develop strategies for obtaining comprehensive information, allow clinicians to
make correct estimates regarding the accuracy of their judgments, and provide them
with appropriate base rate information.

8. Familiarity with the literature on clinical judgment should be used to continually
update practitioners on past and emerging trends.

Sometimes in court proceedings, psychologists are challenged regarding the difficul-
ties associated with clinical judgment. If the preceding steps are taken, psychologists can
justifiably reply that they are familiar with the literature and have taken appropriate
steps to guard against inaccuracies in clinical judgment. More importantly, the quality of
service related to clients and referral sources is also likely to be enhanced.

Clinical versus Actuarial Prediction

Nearly 50 years ago, Meehl (1954) published a review of research comparing the rela-
tive accuracy of clinical judgment to statistical formulas when used on identical sets of
data (life history, demographic data, test profiles). The clinical approach used clini-
cians’ judgment, whereas the actuarial approach used empirically derived formulas,
such as single/multiple cutoffs and regression equations, to come to decisions regard-
ing a client. His review covered a large number of settings including military place-
ment, college success, criminal recidivism, and benefit from psychotherapy. He
concluded that statistical decisions consistently outperformed clinical judgments
(Meehl, 1954, 1965). This resulted in some lively debate in the journals, with Meehl’s
conclusions generally being supported (Garb, 1994b; Grove, Zald, Lebow, Snitz, &
Nelson, 2000; Kleinmuntz, 1990). Dawes and Corrigan (1974) even found that an actu-
arial formula based on specific clinicians’ own decision-making processes yielded
more valid future predictions than the clinicians’ own predictions. This was probably
because of the formula reducing the influence of uncontrolled errors in the clinicians’
procedures.

Despite the empirical support for an actuarial approach, several practical and theo-
retical issues need to be considered. A clinical approach to integrating data and arriving
at conclusions allows a clinician to explore, probe, and deepen his or her understanding
in many areas. These frequently involve areas that tests or statistical formulas cannot
measure. Often an interview is the only means of obtaining observations of behavior
and unique aspects of history. Idiosyncratic events with a low frequency of occurrence
may significantly alter a clinician’s conclusions although no formulas take these events
into account. It is quite common for unique, rare events to have occurred at some time in
a client’s life; and, during the process of assessment, they are frequently relevant and
can often alter the conclusions of many, if not most, clinical assessments. Not only do
unique aspects of a person change interpretations, but typically an assessment for a per-
son needs to be focused for a specific context and specific situation that he or she is in-
volved in. When the focus changes from institutional to individual decision making, the
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relevance of statistical rules becomes less practical (McGrath, 2001; Vane & Guarnac-
cia, 1989). Not only are individuals too multifaceted, but also their unique situations,
contexts, and the decisions facing them are even more multifaceted.

A further difficulty with a purely actuarial approach is that development of both test
reliability and validity, as well as actuarial formulas, requires conceiving the world as
stable and static. For such approaches to be useful, the implicit assumption is that nei-
ther people nor criteria change. In contrast, the practitioner must deal with a natural
world that is imperfect, constantly changing, does not necessarily follow rules, is filled
with constantly changing perceptions, and is subject to chance or at least impossible-to-
predict events. Thus, even when statistical formulas are available, they may not apply.
This distinction between the statistical orientation of the psychometrician and the nat-
ural environment of the practitioner underlies the discrepancy between their two worlds
(Beutler, 2000). Practitioners must somehow try to combine these two modes of analy-
sis, but often find the task difficult. It may be true that controlled studies generally
favor a statistical approach over a clinical one but, at the same time, that truth is seldom
useful to the practitioner involved in the changing and unique world of practice (Bonar-
ius, 1984). Often, there is no alternative other than to rely on clinical judgment to com-
bine a wide variety of relevant information. This return to a pre-Meehl perspective is
unfortunate and is accepted by most clinicians with hesitation.

Bonarius (1984) presents a conceptual alternative to this dilemma. The first step
is to alter mechanistic views of prediction. Instead, clinicians might avoid the term
prediction altogether and use anticipation. Anticipating future possibilities implies a
cognitive constructional process rather than a mechanical process. It admits that the
world can never be perfect in any mechanistic sense and that there is no such thing as
an average person in an average situation engaged in an average interaction. Further-
more, the creation of future events is shared by coparticipants. Clients take an active
part in formulating and evaluating their goals. The success of future goals depends
on the degree of effort they are willing to put into them. The coparticipants share re-
sponsibility for the future. Thus, the likelihood that future events will occur is re-
lated to both cognitive constructions of an idiosyncratic world and interaction
between participants.

Ideally, clinicians need to be aware of and to use, whenever available, actuarial ap-
proaches such as multiple cutoffs and regression equations. Future computer-assisted
analysis of assessment results can increasingly provide actuarial predictions especially
from multiple sources (i.e., Garb, 2000; Groth-Marnat, 2000b). The conclusions reached
from actuarial approaches also need to be integrated with data and inferences obtainable
only through clinical means. If unusual details regarding a client are discovered and re-
sult in altering an interpretation, the basis for this alteration should be noted in the psy-
chological report. Clinicians should also be sensitive to individual differences in person
perception accuracy between one practitioner and the next. These differences may de-
pend on experience, training, knowledge, personality, and the amount and quality of
feedback regarding the perceptions of different clinicians. In addition, clinicians
must recognize possible increases and decreases in test interpretation and clinical
judgment resulting from the incremental validity of their instruments because more
information does not necessarily increase the accuracy of clinically based predictions
(Garb, 1994b, 1998b; Kleinmuntz, 1990). While it is unlikely that actuarial prediction
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rules will replace clinical judgment, formal prediction rules can and should be used
more extensively as a resource to improve the accuracy of clinical decision making.

Psychological Report

An accurate and effective psychological report requires that clinicians clarify their
thinking and crystallize their interpretations. The report ties together all sources of in-
formation, often combining complex interprofessional and interpersonal issues. All the
advantages and limitations involved with clinical judgment either directly or indirectly
affect the report. The focus should be a clear communication of the clinician’s interpre-
tations, conclusions, and recommendations. Chapter 15 provides in-depth information on
the psychological report as it relates to relevant research, guidelines, format, and sample
reports.

PHASES IN CLINICAL ASSESSMENT

An outline of the phases of clinical assessment can provide both a conceptual frame-
work for approaching an evaluation and a summary of some of the points already dis-
cussed. Although the steps in assessment are isolated for conceptual convenience, in
actuality, they often occur simultaneously and interact with one another. Throughout
these phases, the clinician should integrate data and serve as an expert on human be-
havior rather than merely an interpreter of test scores. This is consistent with the belief
that a psychological assessment can be most useful when it addresses specific individ-
ual problems and provides guidelines for decision making regarding these problems.

Evaluating the Referral Question

Many of the practical limitations of psychological evaluations result from an inade-
quate clarification of the problem. Because clinicians are aware of the assets and limi-
tations of psychological tests, and because clinicians are responsible for providing
useful information, it is their duty to clarify the requests they receive. Furthermore,
they cannot assume that initial requests for an evaluation are adequately stated. Clini-
cians may need to uncover hidden agendas, unspoken expectations, and complex inter-
personal relationships, as well as explain the specific limitations of psychological
tests. One of the most important general requirements is that clinicians understand the
vocabulary, conceptual model, dynamics, and expectations of the referral setting in
which they will be working (Turner et al., 2001).

Clinicians rarely are asked to give a general or global assessment, but instead are
asked to answer specific questions. To address these questions, it is sometimes helpful
to contact the referral source at different stages in the assessment process. For example,
it is often important in an educational evaluation to observe the student in the classroom
environment. The information derived from such an observation might be relayed back
to the referral source for further clarification or modification of the referral question.
Likewise, an attorney may wish to somewhat alter his or her referral question based on
preliminary information derived from the clinician’s initial interview with the client.
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Acquiring Knowledge Relating to the
Content of the Problem

Before beginning the actual testing procedure, examiners should carefully consider the
problem, the adequacy of the tests they will use, and the specific applicability of that
test to an individual’s unique situation. This preparation may require referring both to
the test manual and to additional outside sources. Clinicians should be familiar with op-
erational definitions for problems such as anxiety disorders, psychoses, personality dis-
orders, or organic impairment so that they can be alert to their possible expression
during the assessment procedure. Competence in merely administering and scoring
tests is insufficient to conduct effective assessment. For example, the development of an
1Q score does not necessarily indicate that an examiner is aware of differing cultural ex-
pressions of intelligence or of the limitations of the assessment device. It is essential
that clinicians have in-depth knowledge about the variables they are measuring or their
evaluations are likely to be extremely limited.

Related to this is the relative adequacy of the test in measuring the variable being
considered. This includes evaluating certain practical considerations, the standardiza-
tion sample, and reliability and validity (see Table 1.1). It is important that the exam-
iner also consider the problem in relation to the adequacy of the test and decide whether
a specific test or tests can be appropriately used on an individual or group. This de-
mands knowledge in such areas as the client’s age, sex, ethnicity, race, educational
background, motivation for testing, anticipated level of resistance, social environment,
and interpersonal relationships. Finally, clinicians need to assess the effectiveness or
utility of the test in aiding the treatment process.

Data Collection

After clarifying the referral question and obtaining knowledge relating to the problem,
clinicians can then proceed with the actual collection of information. This may come
from a wide variety of sources, the most frequent of which are test scores, personal his-
tory, behavioral observations, and interview data. Clinicians may also find it useful to
obtain school records, previous psychological observations, medical records, police re-
ports, or discuss the client with parents or teachers. It is important to realize that the
tests themselves are merely a single tool, or source, for obtaining data. The case history
is of equal importance because it provides a context for understanding the client’s cur-
rent problems and, through this understanding, renders the test scores meaningful. In
many cases, a client’s history is of even more significance in making predictions and in
assessing the seriousness of his or her condition than his or her test scores. For example,
a high score on depression on the MMPI-2 is not as helpful in assessing suicide risk as
are historical factors such as the number of previous attempts, age, sex, details regard-
ing any previous attempts, and length of time the client has been depressed. Of equal
importance is that the test scores themselves are usually not sufficient to answer the re-
ferral question. For specific problem solving and decision making, clinicians must rely
on multiple sources and, using these sources, check to assess the consistency of the ob-
servations they make.
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Interpreting the Data

The end product of assessment should be a description of the client’s present level of
functioning, considerations relating to etiology, prognosis, and treatment recommenda-
tions. Etiologic descriptions should avoid simplistic formulas and should instead focus
on the influence exerted by several interacting factors. These factors can be divided
into primary, predisposing, precipitating, and reinforcing causes, and a complete de-
scription of etiology should take all of these into account. Further elaborations may
also attempt to assess the person from a systems perspective in which the clinician
evaluates patterns of interaction, mutual two-way influences, and the specifics of cir-
cular information feedback. An additional crucial area is to use the data to develop an
effective plan for intervention (see Beutler & Clarkin, 1990; Beutler, Clarkin, & Bon-
gar, 2000; Jongsma & Peterson, 1995). Clinicians should also pay careful attention to
research on, and the implications of, incremental validity and continually be aware of
the limitations and possible inaccuracies involved in clinical judgment. If actuarial for-
mulas are available, they should be used when possible. These considerations indicate
that the description of a client should not be a mere labeling or classification, but
should rather provide a deeper and more accurate understanding of the person. This
understanding should allow the examiner to perceive new facets of the person in terms
of both his or her internal experience and his or her relationships with others.

To develop these descriptions, clinicians must make inferences from their test data.
Although such data is objective and empirical, the process of developing hypotheses,
obtaining support for these hypotheses, and integrating the conclusions is dependent on
the experience and training of the clinician. This process generally follows a sequence
of developing impressions, identifying relevant facts, making inferences, and support-
ing these inferences with relevant and consistent data. Maloney and Ward (1976) have
conceptualized a seven-phase approach (Figure 1.1) to evaluating data. They note that,
in actual practice, these phases are not as clearly defined as indicated in Figure 1.1, but
often occur simultaneously. For example, when a clinician reads a referral question or
initially observes a client, he or she is already developing hypotheses about that person
and checking to assess the validity of these observations.

Phase 1

The first phase involves collecting data about the client. It begins with the referral
question and is followed by a review of the client’s previous history and records. At this
point, the clinician is already beginning to develop tentative hypotheses and to clarify
questions for investigation in more detail. The next step is actual client contact, in
which the clinician conducts an interview and administers a variety of psychological
tests. The client’s behavior during the interview, as well as the content or factual data,
is noted. Out of this data, the clinician begins to make his or her inferences.

Phase 2

Phase 2 focuses on the development of a wide variety of inferences about the client.
These inferences serve both a summary and explanatory function. For example, an ex-
aminer may infer that a client is depressed, which also may explain his or her slow
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Figure 1.1 Conceptual model for interpreting assessment data

Adapted from Maloney and Ward, 1976, p. 161. Reprinted by permission from Psychological Assessment:
A Conceptual Approach, by M. P. Maloney and M. P. Ward, New York: Oxford University Press, 1976.

performance, distractibility, flattened affect, and withdrawn behavior. The examiner
may then wish to evaluate whether this depression is a deeply ingrained trait or more a
reaction to a current situational difficulty. This may be determined by referring to test
scores, interview data, or any additional sources of available information. The empha-
sis in the second phase is on developing multiple inferences that should initially be ten-
tative. They serve the purpose of guiding future investigation to obtain additional
information that is then used to confirm, modify, or negate later hypotheses.

Phase 3

Because the third phase is concerned with either accepting or rejecting the inferences
developed in Phase 2, there is constant and active interaction between these phases.
Often, in investigating the validity of an inference, a clinician alters either the mean-
ing or the emphasis of an inference, or develops entirely new ones. Rarely is an infer-
ence entirely substantiated, but rather the validity of that inference is progressively
strengthened as the clinician evaluates the degree of consistency and the strength
of data that support a particular inference. For example, the inference that a client is
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anxious may be supported by WAIS-III subscale performance, MMPI-2 scores, and be-
havioral observations, or it may only be suggested by one of these sources. The amount
of evidence to support an inference directly affects the amount of confidence a clini-
cian can place in this inference.

Phase 4

As aresult of inferences developed in the previous three phases, the clinician can move
in Phase 4 from specific inferences to general statements about the client. This involves
elaborating each inference to describe trends or patterns of the client. For example, the
inference that a client is depressed may result from self-verbalizations in which the
client continually criticizes and judges his or her behavior. This may also be expanded
to give information regarding the ease or frequency with which a person might enter
into the depressive state. The central task in Phase 4 is to develop and begin to elaborate
on statements relating to the client.

Phases 5, 6, 7

The fifth phase involves a further elaboration of a wide variety of the personality traits
of the individual. It represents an integration and correlation of the client’s characteris-
tics. This may include describing and discussing general factors such as cognitive
functioning, affect and mood, and interpersonal-intrapersonal level of functioning. Al-
though Phases 4 and 5 are similar, Phase 5 provides a more comprehensive and inte-
grated description of the client than Phase 4. Finally, Phase 6 places this comprehensive
description of the person into a situational context and Phase 7 makes specific predic-
tions regarding his or her behavior. Phase 7 is the most crucial element involved in deci-
sion making and requires that the clinician take into account the interaction between
personal and situational variables.

Establishing the validity of these inferences presents a difficult challenge for
clinicians because, unlike many medical diagnoses, psychological inferences cannot
usually be physically documented. Furthermore, clinicians are rarely confronted
with feedback about the validity of these inferences. Despite these difficulties, psy-
chological descriptions should strive to be reliable, have adequate descriptive
breadth, and possess both descriptive and predictive validity. Reliability of descrip-
tions refers to whether the description or classification can be replicated by other cli-
nicians (interdiagnostician agreement) as well as by the same clinician on different
occasions (intradiagnostician agreement). The next criterion is the breadth of cover-
age encompassed in the classification. Any classification should be broad enough to
encompass a wide range of individuals, yet specific enough to provide useful infor-
mation regarding the individual being evaluated. Descriptive validity involves the de-
gree to which individuals who are classified are similar on variables external to the
classification system. For example, are individuals with similar MMPI-2 profiles
also similar on other relevant attributes such as family history, demographic vari-
ables, legal difficulties, or alcohol abuse? Finally, predictive validity refers to the
confidence with which test inferences can be used to evaluate future outcomes.
These may include academic achievement, job performance, or the outcome of treat-
ment. This is one of the most crucial functions of testing. Unless inferences can be
made that effectively enhance decision making, the scope and relevance of testing
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are significantly reduced. Although these criteria are difficult to achieve and to eval-
uate, they represent the ideal standard for which assessments should strive.
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Chapter 2

CONTEXT OF CLINICAL ASSESSMENT

Although general knowledge regarding tests and test construction is essential, practi-
tioners must consider a wide range of additional issues to place testing procedures
and test scores in an appropriate context. These considerations include clarifying the
referral question, understanding the referral context, following ethical guidelines,
identifying and working with test bias, selecting the most appropriate instrument for
the variable or problem being studied, and making appropriate use of computer-
assisted interpretation.

TYPES OF REFERRAL SETTINGS

Throughout the assessment process, practitioners should try to understand the unique
problems and demands encountered in different referral settings. Otherwise, examin-
ers—despite being skilled in administering and interpreting tests—may provide much
useless information to their referral source and perhaps even administer a needless se-
ries of tests. That is, a thorough investigation of the underlying motive for a referral
can sometimes lead to the discovery that evaluation through testing is not warranted.

Errors in test interpretation frequently occur because clinicians do not respond to
the referral question in its broadest context. In turn, requests for psychological testing
are often worded vaguely: “I would like a psychological evaluation on Mr. Smith,” or
“Could you evaluate Jimmy because he is having difficulties in school?” The request
seldom states a specific question that must be answered or a decision that must be
made, when in fact this is usually the position that the referral source is in. For exam-
ple, a school administrator may need testing to support a placement decision, a teacher
may want to prove to parents that their child has a serious problem, or a psychiatric res-
ident may not be comfortable with the management of a patient. An organization’s sur-
face motive for testing may be as vague as a statement that the procedure is a matter of
policy. Greater clarification is necessary before clinicians can provide useful problem-
solving information. Furthermore, many of these situations have hidden agendas that
may not be adequately handled through psychological testing alone.

It must be stressed that the responsibility for exploring and clarifying the referral
question lies with the clinician who should actively work with the referral source to
place the client’s difficulty in a practicable context. Clinicians must understand the de-
cisions that the referral source is facing, as well as the available alternatives and the
relative usefulness of each of these alternatives. Clinicians also need to specify the rel-
evance of the psychological evaluation in determining different alternatives and their
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possible outcomes. They should make clear the advantages and usefulness of psycho-
logical testing, but should also explain the limitations inherent in test data.

To help clarify the referral question as well as develop a relevant psychological eval-
uation, clinicians should become familiar with the types of environments in which they
will be working. The most frequent environments are the psychiatric setting, the general
medical setting, the legal context, the educational context, and the psychological clinic.

Psychiatric Setting

Levine (1981) has summarized the important factors for a psychologist to be aware of
in a psychiatric setting. These referrals typically come from a psychiatrist, who may
be asking the referral question in the role of administrator, psychotherapist, or physi-
cian. Each role presents unique issues for the psychiatrist, and clinicians have a pri-
mary responsibility to develop evaluations that directly address the problems at hand.

One of the main roles a psychiatrist fills is administrator in a ward. Ward administra-
tors frequently must make decisions about problems such as suicide risk, admission/dis-
charge, and the suitability of a wide variety of medical procedures. While retaining
primary responsibility, a psychiatrist often uses information from other persons to help
with decisions. This represents a change from the typical role of psychiatrists 30 years
ago when psychiatrists were mainly concerned with diagnosis and treatment. Currently,
issues about custody, freedom of the patient, and the safety of society have taken over as
the primary focus. From the perspective of psychologists performing assessments, this
means that making a formal DSM-IV (1994) psychiatric diagnosis is usually not suffi-
cient in and of itself. For example, a patient may be diagnosed manic-depressive, but this
label does not indicate the level of dangerousness that the patient poses to himself or her-
self or to others. After patients have been admitted to a psychiatric setting, many practi-
cal questions have to be answered, such as the type of ward in which to place them, the
activities in which they should be involved, and the method of therapy that would be
most likely to benefit them.

Initially, the psychologist must determine exactly what information the ward admin-
istrator is looking for, particularly concerning any decisions that must be made about
the patient. Psychologists in psychiatric settings who receive vague requests for “a psy-
chological” sometimes develop a standard evaluation based on their preconception of
what this term implies. They may evaluate the patient’s defense mechanisms, diagnosis,
cognitive style, and psychosocial history without addressing the specific decisions that
have to be made or perhaps covering only two or three relevant issues and omitting oth-
ers. To maximize the usefulness of an evaluation, examiners must be especially aware
of, and sensitive to, psychiatric administrators’ legal and custodial responsibilities.

In contrast to the concerns of ward administrators, the standard referral questions
from psychiatrists evaluating a patient for possible psychotherapy involve the appropri-
ateness of the client for such therapy, the strategies that are most likely to be effective,
and the likely outcome of therapy. These assessments are usually clear-cut and typically
do not present any difficulties. Such an evaluation can elaborate on likely problems
that may occur during the course of therapy, capacity for insight, diagnosis, coping
style, level of resistance, degree of functional impairment, and problem complexity (see
Chapter 14).
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If a referral is made during therapy, however, a number of problem areas may exist
that are not readily apparent from the referral question. The assessor must investigate
these complicating factors along with potential decisions derived from the assessment
information. An area of potential conflict arises when psychiatrists are attempting to
fulfill roles of both administrator (caretaker) and psychotherapist, and yet have not
clearly defined these roles either for themselves or for their patients. The resulting am-
biguity may cause the patient to feel defensive and resistant and the psychiatrist to feel
that the patient is not living up to the therapist’s expectations. Elaboration of a specific
trait or need in the patient cannot resolve this conflict, but must occur in the context of
interactions between the therapist and the patient. A standard psychological evaluation
investigating the internal structure of the patient does not address this issue.

A second possible problem area for clients referred in the midst of therapy can be
the result of personal anxiety and discomfort on the therapist’s part. Thus, issues such
as countertransference and possibly the therapist’s unreasonable expectations may be
equally or even more important than looking at a patient’s characteristics. If role am-
biguity, countertransference, or unreasonable expectations are discovered, they must
be elaborated and communicated in a sensitive manner.

When psychiatrists are acting in the role of physician, they and the psychologist may
have different conceptual models for describing a patient’s disorder. Whereas psychia-
trists function primarily from a disease or medical model, psychologists may speak in
terms of difficulties in living with people and society. In effectively communicating the
results of psychological evaluations, examiners must bridge this conceptual difference.
For example, a psychiatrist may ask whether a patient is schizophrenic, whereas a psy-
chologist may not believe that the label schizophrenia is useful or even a scientifically
valid concept. The larger issue, however, is that the psychiatrist is still faced with some
practical decisions. In fact, the psychiatrist may share some of the same concerns
regarding the term schizophrenia, but this conceptual issue may not be particularly rel-
evant in dealing with the patient. Legal requirements or hospital policies might require
that the patient be given a traditional diagnosis. The psychiatrist may also have to
decide whether to give antipsychotic medication, electroconvulsive therapy, or psy-
chotherapy. For a patient who is diagnosed as schizophrenic rather than brain-damaged
or personality-disordered, then (given a hospital’s current and economic policy consid-
erations), the psychiatrist may decide on antipsychotic medication. An effective exam-
iner should be able to see beyond possible conceptual differences and instead address
practical considerations. A psychiatrist may refer a defensive patient who cannot or will
not verbalize his or her concerns and ask whether this person is schizophrenic. Beyond
this are factors such as the quality of the patient’s thought processes and whether the
person poses a danger to himself or herself or to others. Thus, the effective examiner
must translate his or her findings into a conceptual model that is both understandable
by a psychiatrist and useful from a task-oriented point of view.

General Medical Setting

It has been estimated that as many as two-thirds of patients seen by physicians have
primarily psychosocial difficulties, and of those with clearly established medical diag-
noses, between 25% to 50% have specifically psychological disorders in addition to
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medical ones (Asaad, 2000; Katon & Walker, 1998; McLeod, Budd, & McClelland,
1997; Mostofsky & Barlow, 2000). Most of these psychological difficulties are neither
diagnosed nor referred for treatment (American Journal of Managed Care, 1999;
Borus, Howes, Devins, & Rosenberg, 1988; Mostofsky & Barlow, 2000). In addition,
many traditionally “medical” disorders such as coronary heart disease, asthma,
allergies, rheumatoid arthritis, ulcers, and headaches have been found to possess a
significant psychosocial component (Groth-Marnat & Edkins, 1996; Pruit, Klapow,
Epping-Jordan, & Dresselhaus, 1999). Not only are psychological factors related to
disease, of equal importance, they are related to the development and maintenance of
health. In addition, the treatment and prevention of psychosocial aspects of “medical”
complaints have been demonstrated to be cost-effective for areas such as preparation
for surgery, smoking cessation, rehabilitation of chronic pain patients, obesity, inter-
ventions for coronary heart disease, and patients who are somatizing psychosocial
difficulties (Chiles, Lambert, & Hatch, 1999; Groth-Marnat & Edkins, 1996; Groth-
Marnat, Edkins, & Schumaker, 1995; Sobel, 2000). A complete approach to the pa-
tient, then, involves an awareness of the interaction between physical, psychological,
and social variables (Pruit et al., 1999; G. Schwartz, 1982). Thus, psychologists have
the potential to make an extremely important contribution. To adequately work in gen-
eral medical settings, psychologists must become familiar with medical descriptions,
which often means learning a complex and extensive vocabulary. Another issue is that,
even though physicians often draw information from several sources to aid in decision
making, they must take ultimate responsibility for their decisions.

The most frequent situations in which physicians might use the services of a psychol-
ogist involve the presence of an underlying psychological disorder, possible emotional
factors associated with medical complaints, assessment for neuropsychological deficit,
psychological treatment for chronic pain, and the treatment of chemical dependency
(Bamgbose et al., 1980; Groth-Marnat, 1988; Maruish, 2002). Although a medical exam
may not suggest any physical basis for the patient’s complaints, the physician still has to
devise some form of treatment or at least an appropriate referral. This is crucial in that a
significant portion of patients referred to physicians do not have any detectable physical
difficulties and their central complaint is likely to be psychological (Asaad, 2000; Pruit
et al., 1999; Maruish, 2002; Mostofsky & Barlow, 2000). The psychologist can then elab-
orate and specify how a patient can be treated for possible psychosocial difficulties (De-
Good, Crawford, & Jongsma, 1999; Wickramasekera, 1995a, 1995b). This may require
using not only the standard assessment instruments but also more specialized ones such
as the Millon Behavioral Health Inventory or the Millon Behavioral Medicine Diagnostic
(Bockian, Meagher, & Millon, 2000; Maruish, 2000; Millon, 1997).

Another area that has greatly increased in importance is the psychological assess-
ment of a patient’s neuropsychological status (see Chapter 12). Whereas physicians at-
tempt to detect physical lesions in the nervous system, the neuropsychologist has
traditionally been more concerned with the status of higher cortical functions. Another
way of stating this: Physicians evaluate how the brain is functioning, whereas the neu-
ropsychologist evaluates how the person is functioning as a result of possible brain ab-
normalities. The typical areas of assessment focus primarily on the presence of possible
intellectual deterioration in areas such as memory, sequencing, abstract reasoning, spa-
tial organization, or executive abilities (Groth-Marnat, 2000b). Such referrals, or at
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least screening for neuropsychological deficit, typically account for approximately a
third of all psychological referrals in psychiatric and medical settings. In the past, neu-
ropsychologists have been asked to help determine whether a patient’s complaints were
“functional” or “organic.” The focus now is more on whether the person has neuropsy-
chological deficits that may contribute to or account for observed behavioral difficul-
ties than on either/or distinctions (Loenberger, 1989). Physicians often want to know
whether a test profile suggests a specific diagnosis, particularly malingering, conver-
sion disorder, hypochondriasis, organic brain syndrome, or depression with pseudoneu-
rological features. Further issues that neuropsychologists often address include the
nature and extent of identified lesions, localization of lesions, emotional status of neu-
rologically impaired patients, extent of disability, and suggestions for treatment plan-
ning such as recommendations for cognitive rehabilitation, vocational training, and
readjustment to family and friends (Lemsky, 2000).

A physician might also request a psychologist to conduct a presurgical evaluation to
assess the likelihood of a serious stress reaction to surgery. Finally, physicians—partic-
ularly pediatricians—are often concerned with detecting early signs of serious psycho-
logical disorder, which may have been brought to their attention by parents, other family
members, or teachers. In such situations, the psychologist’s evaluation should assess not
only the patient’s present psychological condition, but also the contributing factors in his
or her environment, and should provide a prediction of the patient’s status during the
next few months or years. When the patient’s current condition, current environment,
and future prospects have been evaluated, the examiner can then recommend the next
phase in the intervention process. A psychologist may also consult with physicians to as-
sist them in effectively discussing the results of an examination with the patient or the
patient’s family.

Legal Context

During the past 15 years, the use of psychologists in legal settings has become more
prevalent, important, and accepted (see Otto & Heilburn, 2002). Psychologists might be
called in at any stage of legal decision making. During the investigation stage, they
might be consulted to assess the reliability of a witness or to help evaluate the quality of
information by a witness. The prosecuting attorney might also need to have a psycholo-
gist evaluate the quality of another mental health professional’s report, evaluate the ac-
cused person’s competency, or help determine the specifics of a crime. A defense
attorney might use a psychologist to help in supporting an insanity plea, to help in jury
selection, or to document that brain damage has occurred. A judge might use a psychol-
ogist’s report as one of a number of factors to help determine a sentence, a penal offi-
cer might wish consultation to help determine the type of confinement or level of
dangerousness, or a parole officer might need assistance to help plan a rehabilitation
program. Even though a psychologist might write a legal report, he or she is likely to ac-
tually appear in court in only about one in every ten cases.

The increasing use and acceptance of psychologists in legal contexts have resulted in
a gradual clarification of their roles (Blau, 1998; Otto & Heilburn, 2002), as well as a
proliferation of forensic specific assessment instruments (Heilburn, 2001). However, ac-
climatizing to the courtroom environment is often difficult because of the quite different
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roles between courtroom and clinic, as well as the need to become familiar with spe-
cialized legal terms such as diminished capacity and insanity. In addition, many attor-
neys are familiar with the same professional literature that psychologists read and may
use this information to discredit a psychologist’s qualifications, methods of assess-
ment, or conclusions (Faust, Ziskin, & Hiers, 1991; Ziskin & Faust, 1995). Psycholo-
gists are also required to become increasingly sophisticated in their evaluation of
possible malingering and deception (see R. Rogers, 1997 for guidelines).

Each psychologist appearing in court must have his or her qualifications approved.
Important areas of consideration are the presence of clinical expertise in treating spe-
cialty disorders and relevant publication credits. Evaluation of legal work by psycholo-
gists indicates they are generally viewed favorably by the courts and may have reached
parity with psychiatrists (Sales & Miller, 1994).

As outlined by the American Board of Forensic Psychology, the practice of forensic
psychology includes training/consultation with legal practitioners, evaluation of popu-
lations likely to encounter the legal system, and the translation of relevant technical
psychological knowledge into usable information. Psychologists are used most fre-
quently in child custody cases, competency of a person to dispose of property, juvenile
commitment, and personal injury suits in which the psychologist documents the nature
and extent of the litigant’s suffering or disability (stress, anxiety, cognitive deficit). In
contrast, psychiatrists are far more likely to be used in assessing a person’s compe-
tency to stand trial, degree of criminal responsibility, and the presence of mental de-
fectiveness. Although psychologists can testify in these cases, physicians need to sign
any commitment certificates and are, therefore, more likely to be used.

An essential requirement when working in the legal context is for psychologists to
modify their language. Many legal terms have exact and specific meanings that, if mis-
understood, could lead to extremely negative consequences. Words such as incompe-
tent, insane, or reasonable certainty may vary in different judicial systems or from
state to state. Psychologists must familiarize themselves with this terminology and the
different nuances involved in its use. Psychologists may also be requested to explain in
detail the meaning of their conclusions and how these conclusions were reached.
Whereas attorneys rarely question the actual data that psychologists generate, the in-
ferences and generalizability of these inferences are frequently placed under scrutiny
or even attacked. Often this questioning can seem rude or downright hostile, but in
most cases, attorneys are merely doing their best to defend their client. Proper legal
protocol also requires that the psychologist answer questions directly rather than re-
spond to the implications or underlying direction suggested by the questions. Further-
more, attorneys (or members of the jury) may not be trained in or appreciate the
scientific method, which is the mainstay of a psychologist’s background. In contrast,
attorneys are trained in legal analysis and reasoning, which subjectively focus on the
uniqueness of each case rather than on a comparison of the person to a statistically rel-
evant normative group.

Two potentially problematic areas lie in evaluating insanity and evaluating compe-
tency. Even though physicians are more typically called on to testify in these areas,
psychologists can also become involved. Although the insanity plea has received con-
siderable publicity, very few people make the appeal; and, of those who do, few have
it granted. It is usually difficult for an expert witness to evaluate such cases because
of the problem of possible malingering to receive a lighter sentence and the possible
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ambiguity of the term insanity. Usually a person is considered insane in accordance
with the McNaughton Rule, which states that persons are not responsible if they did
not know the nature and extent of their actions and if they cannot distinguish that what
they did was wrong according to social norms. In some states, the ambiguity of the
term is increased because defendants can be granted the insanity plea if it can be
shown they were insane at the time of the incident. Other states include the clause of
an “irresistible impulse” to the definition of insanity. Related to insanity is whether
the defendant is competent to stand trial. Competence is usually defined as the per-
son’s ability to cooperate in a meaningful way with the attorney, understand the pur-
pose of the proceedings, and understand the implications of the possible penalties.
To increase the reliability and validity of competency and insanity evaluations, spe-
cialized assessment techniques have been developed; for example, the Competency
Screening Test (Lipsitt, Lelos, & McGarry, 1971; Nottingham & Mattson, 1981) and
the Rogers Criminal Responsibility Scales (R. Rogers, 1984).

The prediction of dangerousness has also been a problematic area. Because actual
violent or self-destructive behavior is a relatively unusual behavior (low base rate) any
cutoff criteria typically are going to produce a high number of false positives (Mulvey
& Cauffman, 2001). Thus, people incorrectly identified may potentially be detained
and understandably be upset. However, the negative result of failure to identify and
take action against people who are potentially violent makes erring on the side of cau-
tion more acceptable. Attempts to use special scales on the MMPI (Overcontrolled
Hostility Scale; Megargee & Mendelsohn, 1962) or a 4-3 code type (see Chapter 7)
have not been found to be sufficiently accurate for individual decision making. How-
ever, significant improvements have been made in predicting dangerousness and reof-
fending by using actuarial strategies, formal ratings, and summed ratings, which
include relevant information on developmental influences, possible events that lower
thresholds, arrest record, life situation, and situational triggers such as interpersonal
stress and substance intoxication (Monahan & Steadman, 2001; Monahan et al., 2000;
Steadman et al., 2000). The legal/justice system is most likely to give weight to those
individual assessment strategies that combine recidivism statistics, tests specifically
designed to predict dangerousness, summed ratings, and double administrations of psy-
chological tests to assess change over time. Clinical judgment combined with a single
administration of tests is usually considered only mildly useful.

Psychologists are sometimes asked to help with child custody decisions. Guidelines
for developing child custody evaluations and child protection evaluations have been de-
veloped by the American Psychological Association (APA) (Guidelines for Child Cus-
tody Evaluations in Divorce Proceedings, APA, 1994 and Guidelines for Psychological
Evaluations in Child Protection Matters, APA, 1998). The central consideration is to
determine which arrangement is in the child’s best interest. Areas to be considered in-
clude the mental health of the parent, the quality of love and affection between the par-
ent and child, the nature of the parent-child relationship, and the long-term effect of the
different decisions on the child. Often, psychological evaluations are conducted on each
member of the family using traditional testing instruments. Specific tests, such as the
Bricklin Perceptual Scales (Bricklin, 1984), have also been developed.

A final, frequently requested service is to aid in the classification of inmates in cor-
rectional settings. One basic distinction is between merely managing the person versus
attempting a program of rehabilitation. Important management considerations are levels
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of suicide risk, appropriateness of dormitory versus a shared room, possible harassment
from other inmates, or degree of dangerousness to others. Rehabilitation recommenda-
tions may need to consider the person’s educational level, interests, skills, abilities, and
personality characteristics related to employment.

Educational Context

Psychologists are frequently called on to assess children who are having difficulty in, or
may need special placement in, the school system. The most important areas are evalu-
ating the nature and extent of a child’s learning difficulties, measuring intellectual
strengths and weaknesses, assessing behavioral difficulties, creating an educational
plan, estimating a child’s responsiveness to intervention, and recommending changes in
a child’s program or placement (Sattler, 2001). Any educational plan should be sensitive
to the interactions among a child’s abilities, the child’s personality, the characteristics
of the teacher, and the needs and expectations of the parents.

A typical educational placement begins with a visit to the classroom for observation
of a child’s behavior under natural conditions. A valuable aspect of this is to observe the
interaction between the teacher and child. Typically, any behavioral difficulty is closely
linked with the child-teacher interaction. Sometimes the teacher’s style of responding
to a student can be as much a part of the problem as the student. Consequently, class-
room observations can cause discomfort to teachers and should be handled sensitively.

Observing the child in a wider context is, in many ways, contrary to the tradition of
individual testing. However, individual testing all too frequently provides a relatively
limited and narrow range of information. If it is combined with a family or classroom
assessment, additional crucial data may be collected, but there is also likely to be sig-
nificant resistance. This resistance may result from legal or ethical restrictions regard-
ing the scope of the services the school can provide or the demands that a psychologist
can make on the student’s parents. Often there is an initial focus on, and need to per-
ceive, the student as a “problem child” or “identified patient.” This may obscure larger,
more complex, and yet more significant issues such as marital conflict, a disturbed
teacher, misunderstandings between teacher and parents, or a conflict between the
school principal and the parents. All or some of these individuals may have an invest-
ment in perceiving the student as the person with the problem rather than acknowledg-
ing that a disordered school system or significant marital turmoil may be responsible.
An individually oriented assessment may be made with excellent interpretations, but
unless wider contexts are considered, understood, and addressed, the assessment may
very well be ineffective in solving both the individual difficulties and the larger organi-
zational or interpersonal problems.

Most assessments of children in a school context include behavioral observations, a
test of intellectual abilities such as the WISC-III, Stanford Binet, Woodcock-Johnson
Psychoeducational Battery-III (Woodcock, McGrew, & Mather, 2001) or Kaufman
Assessment Battery for Children (K-ABC; A. Kaufman & Kaufman, 1983), and tests
of personality functioning. In the past, assessment of children’s personality generally
relied on projective techniques. However, many projective tests have been found to
have inadequate psychometric properties and are time consuming to administer, score,
and interpret. As a result, a wide variety of behavioral ratings instruments have begun
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to replace the use of projective instruments (Kamphaus et al., 2000). These include the
Achenbach Child Behavior Checklist (Achenbach, 1994), Conners’ Parent Rating Scale-
Revised (Conners, 1997), Conners’ Teacher Rating Scale-Revised (Conners, Sitarenios,
Parker, & Epstein, 1998), and the Behavior Assessment System for Children (BASC;
Reynolds & Kamphaus, 1992). A number of sound objective instruments, such as the Per-
sonality Inventory for Children (PIC; Wirt, Lachar, Klinedinst, & Seat, 1977), have also
been developed. The inventory was designed along similar lines as the MMPI, but is
completed by a child’s parent. It produces 4 validity scales to detect faking and 12 clini-
cal scales, such as Depression, Family Relations, Delinquency, Anxiety, and Hyper-
activity. The scale was normed on 2,400 children, empirically developed, extensively
researched, and has yielded good reliability. Assessment of adolescent personality can be
effectively done with the MMPI-A or the Millon Adolescent Clinical Inventory (MACI,
Millon, 1993). Additional well-designed scales that have become increasingly used are
the Adaptive Behavior Inventory for Children (Mercer & Lewis, 1978), Vineland Adap-
tive Behavior Scales (Sparrow, Balla, & Cicchetti, 1984), and the Wechsler Individual
Achievement Test (WIAT; Psychological Corporation, 1992). Whereas the Wide Range
Achievement Test (WRAT-III; Wilkinson, 1993) has been used quite extensively in the
past, it is being used less frequently (Kamphaus et al., 2000) because of alternative avail-
able instruments (primarily the Wechsler Individual Achievement Test).

Any report written for an educational setting should focus not only on a child’s
weaknesses, but also on his or her strengths. Understanding a child’s strengths can po-
tentially be used to increase a child’s self-esteem as well as to create change in a wide
context. Recommendations should be realistic and practical. This can most effectively
be developed when the clinician has a thorough understanding of relevant resources in
the community, the school system, and the classroom environment. This understanding
is particularly important because the quality and resources available between one
school or school system and the next can vary tremendously. Recommendations typi-
cally specify which skills need to be learned, how these can be learned, a hierarchy of
objectives, and possible techniques for reducing behaviors that make learning difficult.
Recommendations for special education should be made only when a regular class
would clearly not be equally beneficial. However, the recommendations are not the end
product. They are beginning points that should be elaborated and modified depending
on the initial results. Ideally, a psychological report should be followed up with contin-
uous monitoring.

The assessment of children should be carried out in two phases. The first phase
should assess the nature and quality of the child’s learning environment. If the child is
not exposed to adequate quality instruction, he or she cannot be expected to perform
well. Thus, it must first be demonstrated that a child has not been learning even with ap-
propriate instruction. The second phase involves a comprehensive assessment battery,
which includes measures of intellectual abilities, academic skills, adaptive behavior,
and screening out any biomedical disorders that might disrupt learning. Intellectual
abilities might involve memory, spatial organization, abstract reasoning, and sequenc-
ing. Regardless of students’ academic and intellectual abilities, they will not perform
well unless they have relevant adaptive abilities, such as social skills, adequate motiva-
tion, and ability to control impulses. Assessing a child’s values and attitudes toward ed-
ucation may be particularly important because they determine whether the student is
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willing to use whatever resources he or she may have. Likewise, the person’s level of
personal efficacy helps to determine whether the person is able to perform behaviors
leading toward attaining the goals he or she values. Physical difficulties that might in-
terfere with learning include poor vision, poor hearing, hunger, malnutrition, or en-
docrine dysfunction.

The preceding considerations clearly place the assessment of children in educa-
tional settings into a far wider context than merely the interpretation of test scores. Re-
lationships among the teacher, family, and student need to be assessed, along with the
relative quality of the learning environment. Furthermore, the child’s values, motiva-
tion, and sense of personal efficacy need to be taken into consideration, along with
possible biomedical difficulties. Examiners need to become knowledgeable regarding
the school and community resources as well as learn new instruments that have demon-
strated relatively high levels of reliability and validity.

Psychological Clinic

In contrast to the medical, legal, and educational institutions where the psychologist
typically serves as a consultant to the decision maker, the psychologist working in a
psychological clinic is often the decision maker. A number of frequent types of referrals
come into the psychological clinic. Perhaps the most common ones are individuals who
are self-referred and are seeking relief from psychological turmoil. For most of these
individuals, extensive psychological testing is not relevant and, in fact, may be con-
traindicated because the time spent in testing is usually time that could best be applied
toward treatment. However, brief instruments targeted toward assessing client charac-
teristics most relevant toward treatment planning can help to develop treatments that
will speed the rate of treatment as well as optimize outcome (see Chapters 13 and 14).
There may also be certain groups of self-referred clients about whom the psychologist
may question whether the treatment available in a psychological clinic is appropriate.
These clients can include persons with extensive medical problems, individuals with
legal complications that need additional clarification, and persons who may require in-
patient treatment. With these cases, it might be necessary to obtain additional informa-
tion through psychological testing. However, the main purpose of the testing would be
to aid in decision making rather than to serve as a direct source of help for the client.
Two other situations in which psychological assessment may be warranted involve
children who are referred by their parents for school or behavioral problems and refer-
rals from other decision makers. When referrals are made for poor school performance
or behavioral problems involving legal complications, special precautions must be
taken before testing. Primarily, the clinician must develop a complete understanding of
the client’s social network and the basis for the referral. This may include a history of
previous attempts at treatment and a summary of the relationship among the parents,
school, courts, and child. Usually a referral comes at the end of a long sequence of
events, and it is important to obtain information regarding these events. After the basis
of the referral has been clarified, the clinician may decide to have a meeting with dif-
ferent individuals who have become involved in the case, such as the school principal,
previous therapists, probation officer, attorney, or teacher. This meeting may uncover
myriad issues that require decisions, such as referral for family therapy, placement in a
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special education program, a change in custody agreements between divorced parents,
individual therapy of other members of the family, and a change in school. All of these
may affect the relevance of, and approach to, testing, but these issues may not be ap-
parent if the initial referral question is taken at face value. Sometimes psychologists
are also confronted with referrals from other decision makers. For example, an attor-
ney may want to know if an individual is competent to stand trial. Other referrals may
involve a physician who wants to know whether a head-injured patient can readjust to
his or her work environment or drive a car, or the physician may need to document
changes in a patient’s recovery.

So far, this discussion on the different settings in which psychological testing is
used has focused on when to test and how to clarify the manner in which tests can be
most helpful in making decisions. Several additional summary points must be stressed.
As has been discussed previously, a referral source sometimes is unable to adequately
formulate the referral question. In fact, the referral question is usually neither clear
nor concise. It is the clinician’s responsibility to look beyond the referral question and
determine the basis for the referral in its widest scope. Thus, an understanding must be
developed of the complexity of the client’s social setting including interpersonal fac-
tors, family dynamics, and the sequence of events leading to the referral. In addition to
clarifying the referral question, a second major point is that psychologists are respon-
sible for developing knowledge about the setting for which they are writing their re-
ports. This includes learning the proper language, the roles of the individuals working
in the setting, the choices facing decision makers, and the philosophical and theoreti-
cal beliefs they adhere to. It is also important that clinicians understand the values un-
derlying the setting and assess whether these values coincide with their own. For
example, psychologists who do not believe in aversion therapy, capital punishment, or
electroconvulsive therapy may come into conflict while working in certain settings.
Psychologists, thus, should clearly understand how the information they give their re-
ferral source will be used. It is essential for them to appreciate that they have a signif-
icant responsibility, because decisions made regarding their clients, which are often
based on assessment results, can frequently be major changing points in a client’s life.
If the possibility exists for the information to be used in a manner that conflicts with
the clinician’s value system, he or she should reconsider, clarify, or possibly change his
or her relationship to the referral setting.

A final point is that clinicians should not allow themselves to be placed into the role
of a “testing technician” or psychometrist. This role ultimately does a disservice to the
client, the practitioner, and the profession. Clinicians should not merely administer,
score, and interpret tests, but should also understand the total referral context in its
broadest sense. This means they also take on the role of an expert who can integrate
data from a variety of sources. Tests, by themselves, are limited in that they are not
flexible or sophisticated enough to address themselves to complex referral questions.
Levine (1981) writes:

[The formal research on test validity is] not immediately relevant to the practical use
of psychological tests. The question of the value of tests becomes not “Does this test
correlate with a criterion?” or “Does the test accord with a nomological net?” but
rather “Does the use of the test improve the success of the decision making process?”
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by making it either more efficient, less costly, more accurate, more rational, or more
relevant. (p. 292)

All of these concerns are consistent with the emphasis on an examiner fulfilling the
role of an expert clinician performing psychological assessment rather than a psy-
chometrist acting as a technician.

ETHICAL PRACTICE OF ASSESSMENT

During the approximately 80 years that psychologists have been conducting formal as-
sessment, a number of ethical guidelines have gradually evolved to ensure that appro-
priate professional relationships and procedures are developed and maintained. These
guidelines have largely evolved through careful considerations of what constitutes
ideal practice. Many of these considerations have been highlighted and refined be-
cause of difficulties surrounding assessment procedures. Criticism has been directed
at the use of tests in inappropriate contexts, confidentiality, cultural bias, invasion of
privacy, and the continued use of tests that are inadequately validated. This has re-
sulted in restrictions on the use of certain tests, greater clarification within the pro-
fession regarding ethical standards, and increased skepticism from the public. To deal
with these potential difficulties as well as conduct useful and accurate assessments,
clinicians need to be aware of the ethical use of assessment tools. The American Edu-
cational Research Association (AERA) and other professional groups have published
guidelines for examiners in their Standards for Educational and Psychological Tests
(1999), Ethical Principles of Psychologists and Code of Conduct (American Psycho-
logical Association, 1992), and Guidelines for Computer-Based Test Interpretations
(American Psychological Association, 1986). A special series in the Journal of Per-
sonality Assessment (Russ, 2001) also elaborates on ethical dilemmas found in train-
ing, medical, school, and forensic settings. The following section outlines the most
important of these guidelines along with additional related issues.

Developing a Professional Relationship

Assessment should be conducted only in the context of a clearly defined professional re-
lationship. This means that the nature, purpose, and conditions of the relationship are
discussed and agreed on. Usually, the clinician provides relevant information, followed
by the client’s signed consent. Information conveyed to the client usually relates to the
type and length of assessment, alternative procedures, details relating to appointments,
the nature and limits of confidentiality, financial requirements, and additional general
information that might be relevant to the unique context of an assessment (see Handels-
man & Galvin, 1988 and Zuckerman’s, 1997, The Paper Office for specific guidelines,
formats, and forms for informed consent).

An important area to be aware of is the impact the quality of the relationship can have
on both assessment results and the overall working relationship. It is the examiner’s re-
sponsibility to recognize the possible influences he or she may exert on the client and to
optimize the level of rapport. For example, enhanced rapport with older children (but not
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younger ones) involving verbal reinforcement and friendly conversation has been shown
to increase WISC-R scores by an average of 13 IQ points compared with an administra-
tion involving more neutral interactions (Feldman & Sullivan, 1971). This is a difference
of nearly one full standard deviation. It has also been found that mildly disapproving
comments such as “I thought you could do better than that” resulted in significantly low-
ered performance when compared with either neutral or approving ones (Witmer, Born-
stein, & Dunham, 1971). In a review of 22 studies, Fuchs and Fuchs (1986) concluded
that, on the average, IQ scores were four points higher when the examiner was familiar
with the child being examined than when he or she was unfamiliar with the child. This
trend was particularly pronounced for lower socioeconomic status children. Whereas
there is little evidence (Lefkowitz & Fraser, 1980; Sattler, 1973a, 1973b; Sattler &
Gwynne, 1982) to support the belief that African American students have lower perfor-
mance when tested by European American examiners, it has been suggested that African
American students are more responsive to tangible reinforcers (money, candy) than Eu-
ropean American students, who generally respond better to verbal reinforcement
(Schultz & Sherman, 1976). However, in a later study, Terrell, Taylor, and Terrell (1978)
demonstrated that the main factor was the cultural relevance of the response. They found
aremarkable 17.6-point increase in IQ scores when African American students were en-
couraged by African American examiners with culturally relevant comments such as
“nice job, blood” or “good work, little brother.” Thus, the rapport and feedback, espe-
cially if that feedback is culturally relevant, can significantly improve test performance.
As a result, the feedback, and level of rapport should, as much as possible, be held con-
stant from one test administration to the next.

A variable extensively investigated by Rosenthal and his colleagues is that a re-
searcher/examiner’s expectations can influence another person’s level of performance
(R. Rosenthal, 1966). This has been demonstrated with humans as well as laboratory
rats. For example, when an experimenter was told to expect better performances from
rats that were randomly selected from the same litter as “maze bright” (compared with
“maze dull”), the descriptions of the rats’ performance given by the experimenter con-
formed to the experimenter’s expectations (R. Rosenthal & Fode, 1963). Despite criti-
cisms that have been leveled at his studies and the finding that the magnitude of the
effect was not as large as originally believed (Barber & Silver, 1968; Elashoff & Snow,
1971), Rosenthal maintains that an expectancy effect exists in some situations and sug-
gests that the mechanisms are through minute nonverbal behaviors (H. Cooper &
Rosenthal, 1980). He maintains that the typical effects on an individual’s performance
are usually small and subtle, and occur in some situations but not others. The obvious
implication for clinicians is that they should continually question themselves regarding
their expectations of clients and check to see whether they may in some way be commu-
nicating these expectations to their clients in a manner that confounds the results.

An additional factor that may affect the nature of the relationship between the
client and the examiner is the client’s relative emotional state. It is particularly impor-
tant to assess the degree of the client’s motivation and his or her overall level of anxi-
ety. There may be times in which it would be advisable to discontinue testing because
situational emotional states may significantly influence the results of the tests. At
the very least, examiners should consider the possible effects of emotional factors and
incorporate these into their interpretations. For example, it might be necessary to
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increase the estimate of a client’s optimal intellectual functioning if the client was ex-
tremely anxious during administration of an intelligence test.

A final consideration, which can potentially confound both the administration and,
more commonly, the scoring of responses, is the degree to which the examiner likes the
client and perceives him or her as warm and friendly. Several studies (Sattler, Hillix,
& Neher, 1970; Sattler & Winget, 1970) have indicated that the more the examiner
likes the client, the more likely he or she will be to score an ambiguous response in a
direction favorable to the client. Higher scores can occur even on items in which the re-
sponses are not ambiguous (Egeland, 1969; Simon, 1969). Thus, “hard” scoring, as op-
posed to more lenient scoring, can occur at least in part because of the degree of
subjective liking the examiner feels toward the client. Again, examiners should contin-
ually check themselves to assess whether their relationship with the client is interfer-
ing with the objectivity of the test administration and scoring.

Invasion of Privacy

One of the main difficulties examinees can encounter in relation to psychological tests
is that the examiner might discover aspects of the client that he or she would rather
keep secret. Also of concern is that this information may be used in ways that are not
in the best interest of the client. The Office of Science and Technology (1967), in a re-
port entitled Privacy and Behavioral Research, has defined privacy as “the right of the
individual to decide for him/herself how much he will share with others his thoughts,
feelings, and facts of his personal life” (p. 2). This right is considered to be “essential
to insure dignity and freedom of self determination” (p. 2). The invasion of privacy
issue usually becomes most controversial with personality tests because items relating
to motivational, emotional, and attitudinal traits are sometimes disguised. Thus, per-
sons may unknowingly reveal characteristics about themselves that they would rather
keep private. Similarly, many persons consider their IQ scores to be highly personal.
Public concern over this issue culminated in an investigation by the Senate Subcom-
mittee on Constitutional Rights and the House Subcommittee on Invasion of Privacy.
Neither of these investigations found evidence of deliberate or widespread misuse of
psychological tests (Brayfield, 1965). Dahlstrom (1969) has argued that public con-
cern over the invasion of privacy is based on two basic issues. The first is that tests
have been oversold to the public, with a resulting exaggeration of their scope and accu-
racy. The public is usually not aware of the limitations of test data and may often feel
that tests are more capable of discovering hidden information than they actually are.
The second misconception is that it is not necessarily wrong to obtain information
about persons that they either are unaware of themselves or would rather keep private.
The more important issue is how the information is used. Furthermore, the person who
controls where or how this information is used is generally the client. The ethical code
of the American Psychological Association (1992) specifically states that information
derived by a psychologist from any source can be released only with the permission of
the client. Although there may be exceptions regarding the rights of minors, or when
clients are a danger to themselves or others, the ability to control the information is
usually clearly defined as being held by the client. Thus, the public is often uneducated
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regarding its rights and typically underestimates the power it has in determining how
the test data will be used.

Despite ethical guidelines relating to invasion of privacy, dilemmas sometimes arise.
For example, during personnel selection, applicants may feel pressured into revealing
personal information on tests because they aspire to a certain position. Also, applicants
may unknowingly reveal information because of subtle, nonobvious test questions, and,
perhaps more important, they have no control over the inferences that examiners make
about the test data. However, if a position requires careful screening and if serious nega-
tive consequences may result from poor selection, it is necessary to evaluate an individ-
ual as closely as possible. Thus, the use of testing for personnel in the police, delicate
military positions, or important public duty overseas may warrant careful testing.

In a clinical setting, obtaining personal information regarding clients usually does not
present problems. The agreement that the information be used to help clients develop
new insights and change their behavior is generally clear and straightforward. However,
should legal difficulties arise relating to areas such as child abuse, involuntary confine-
ment, or situations in which clients may be a danger to themselves or others, ethical
questions often arise. Usually, there are general guidelines regarding the manner and ex-
tent to which information should be disclosed. These are included in the American Psy-
chological Association’s Ethical Principles of Psychologists and Code of Conduct (1992),
and test users are encouraged to familiarize themselves with these guidelines.

Adequate handling of the issue of an individual’s right to privacy involves both a
clear explanation of the relevance of the testing and obtaining informed consent. Exam-
iners should always have a clear conception of the specific reasons for giving a test.
Thus, if personnel are being selected based on their mechanical abilities, tests measur-
ing areas such as general maladjustment should not ordinarily be administered. Examin-
ers must continually evaluate whether a test, or series of tests, is valid for a particular
purpose, and whether each set of scores has been properly interpreted in relation to a
particular context. Furthermore, the general rationale for test selection should be pro-
vided in clear, straightforward language that can be understood by the client. Informed
consent involves communicating not only the rationale for testing, but also the kinds of
data obtained and the possible uses of the data. This does not mean the client should be
shown the specific test subscales beforehand, but rather that the nature and intent of the
test should be described in a general way. For example, if a client is told that a scale
measures “sociability,” this foreknowledge might alter the test’s validity in that the
client may answer questions based on popular, but quite possibly erroneous, stereo-
types. Introducing the test format and intent in a simple, respectful, and forthright man-
ner significantly reduces the chance that the client will perceive the testing situation as
an invasion of privacy.

Inviolacy

Whereas concerns about invasion of privacy relate to the discovery and misuse of infor-
mation that clients would rather keep secret, inviolacy involves the actual negative feel-
ings created when clients are confronted with the test or test situation. Inviolacy is
particularly relevant when clients are asked to discuss information they would rather not
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think about. For example, the MMPI contains questions about many ordinarily taboo
topics relating to sexual practices, toilet behavior, bodily functions, and personal beliefs
about human nature. Such questions may produce anxiety by making the examinees more
aware of deviant thoughts or repressed unpleasant memories. Many individuals obtain a
certain degree of security and comfort by staying within familiar realms of thought.
Even to be asked questions that may indicate the existence of unusual alternatives can
serve as an anxiety-provoking challenge to personal rules and norms. This problem is
somewhat related to the issue of invasion of privacy and it, too, requires one-to-one sen-
sitivity as well as clear and accurate information about the assessment procedure.

Labeling and Restriction of Freedom

When individuals are given a medical diagnosis for physical ailments, the social stigmata
are usually relatively mild. In contrast are the potentially damaging consequences of
many psychiatric diagnoses. A major danger is the possibility of creating a self-fulfilling
prophecy based on the expected roles associated with a specific label. Many of these ex-
pectations are communicated nonverbally and are typically beyond a person’s immediate
awareness (H. Cooper & Rosenthal, 1980; R. Rosenthal, 1966). Other self-fulfilling
prophecies may be less subtle; for example, the person who is labeled as a chronic
schizophrenic is, therefore, given only minimal treatment because chronic schizophren-
ics rarely respond and then do not improve, perhaps mainly because of having received
suboptimal treatment. Another negative consequence of labeling is the social stigma at-
tached to different disorders. Thus, largely because of the public’s misconceptions of
terms such as schizophrenia, labeled individuals may be socially avoided.

Just as labels imposed by others can have negative consequences, self-acceptance of
labels can likewise be detrimental. Clients may use their labels to excuse or deny re-
sponsibility for their behavior. This is congruent with the medical model, which usually
assumes that a “sick” person is the victim of an “invading disorder.” Thus, in our soci-
ety, “sick” persons are not considered to be responsible for their disorders. However, the
acceptance of this model for behavioral problems may perpetuate behavioral disorders
because persons see themselves as helpless, passive victims under the power of mental
health “helpers” (Szasz, 1987). This sense of helplessness may serve to lower their abil-
ity to deal effectively with new stress. In contrast to this is the belief that clients require
an increased sense of responsibility for their lives and actions to effectively change their
behavior.

A final difficulty associated with labeling is that it may unnecessarily impose limi-
tations on either an individual or a system by restricting progress and creativity. For ex-
ample, an organization may conduct a study to determine the type of person who has
been successful at a particular type of job and may then develop future selection crite-
ria based on this study. This can result in the future selection of relatively homogeneous
employees, which in turn could prevent the organization from changing and progressing.
There may be a narrowing of the “talent pool,” in which people with new and different
ideas are never given a chance. In other words, what has been labeled as adaptive in the
past may not be adaptive in the future. One alternative to this predicament is to look at
future trends and develop selection criteria based on these trends. Furthermore, diver-
sity might be incorporated into an organization so that different but compatible types
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can be selected to work on similar projects. Thus, clinicians should be sensitive to the
potential negative impact resulting from labeling by outside sources or by self-labeling,
as well as to the possible limiting effects that labeling might have.

Competent Use of Assessment Instruments

To correctly administer and interpret psychological tests, an examiner must have proper
training, which generally includes adequate graduate course work, combined with
lengthy supervised experience (Turner et al., 2001). Clinicians should have a knowledge
of tests and test limitations, and should be willing to accept responsibility for compe-
tent test use. Intensive training is particularly important for individually administered
intelligence tests and for the majority of personality tests. Students who are taking or
administering tests as part of a class requirement are not adequately trained to adminis-
ter and interpret tests professionally. Thus, test results obtained by students have ques-
tionable validity, and they should clearly inform their subjects that the purpose of their
testing is for training purposes only.

In addition to the preceding general guidelines for training, examiners should also ac-
quire a number of specific skills (Moreland, Eyde, Robertson, Primoff, & Most, 1995;
Turner et al., 2001). These include the ability to evaluate the technical strengths and lim-
itations of a test, the selection of appropriate tests, knowledge of issues relating to the
test’s reliability and validity, and interpretation with diverse populations. Examiners
need to be aware of the material in the test manual as well as relevant research both on
the variable the test is measuring and the status of the test since its publication. This is
particularly important with regard to newly developed subgroup norms and possible
changes in the meaning of scales resulting from further research. After examiners evalu-
ate the test itself, they must also be able to evaluate whether the purpose and context for
which they would like to use it are appropriate. Sometimes an otherwise valid test can be
used for purposes it was not intended for, resulting in either invalid or useless inferences
based on the test data. Examiners must also be continually aware of, and sensitive to,
conditions affecting the examinee’s performance. These conditions may include expec-
tations on the part of the examiner, minor variations from the standardized instructions,
degree of rapport, mood of the examinee, or timing of the test administration in relation
to an examinee’s life changes. To help develop accurate conclusions, examiners should
have a general knowledge of the diversity of human behavior. Different considerations
and interpretive strategies may be necessary for various ethnic groups, sex, sexual ori-
entation, or persons from different countries (see Sandoval, Frisby, Geisinger, Ramos-
Grenier, & Scheuneman, 1999). A final consideration is that, if interns or technicians
are administering the tests, an adequately trained psychologist should be available as a
consultant or supervisor.

Specific data-based guidelines for test user qualifications have been developed by rel-
evant professional organizations (American Psychological Association, 1988; Moreland
etal., 1995; Turner et al., 2001) and these guidelines have been incorporated by most or-
ganizations selling psychological tests. Qualification forms request information re-
garding the purpose for using tests (counseling, research, personnel selection), area of
professional expertise (marriage and family, social work, school), level of training (de-
grees, licenses), specific courses taken (descriptive statistics, career assessment), and
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quality control over test use (test security, appropriate tailoring of interpretations). Per-
sons completing the forms certify that they possess appropriate training and competen-
cies and agree to adhere to ethical guidelines and legal regulations regarding test use.

In addition to being appropriately trained to use tests themselves, psychologists
should not promote the use of psychological techniques by persons who are not qualified.
This does not mean that all psychological tests should be used exclusively by psycholo-
gists because many tests are available to other professionals. However, psychologists
should be generally aware of which tests require a high level of training (i.e., individu-
ally administered IQ tests) and those that are more generally available.

One of the important aspects of competent test use is that the tests should be used
only for the purposes they were designed for. Typically, tests being extended beyond
what they were designed for have been done in good faith and with good intentions. For
example, an examiner might use a TAT or Rorschach as the primary means of inferring
an individual’s 1Q. Similarly, the MMPI-2 or MCMI-III, which was designed to assess
the extent of psychopathology in an individual, might be inappropriately used to assess
a normal person’s level of functioning. Although some conclusions can be drawn from
the MMPI-2 relating to certain aspects of a normal person’s functioning, or although
1Q estimates based on projectives can be made, they should be considered extremely
tentative. These tests were not designed for these purposes and, as a result, such infer-
ences do not represent their strengths. A somewhat more serious misuse can occur
when a test such as the MMPI-2 is used to screen applicants for some types of person-
nel selection. Results from MMPI-2-type tests are likely to be irrelevant for assessing
most job-related skills. Of equal importance is that the information derived from the
MMPI-2 is typically of a highly personal nature and, if used in many types of person-
nel selection, is likely to represent an invasion of privacy.

Interpretation and Use of Test Results

Interpreting test results should never be considered a simple, mechanical procedure.
Accurate interpretation means not simply using norms and cutoff scores, but also taking
into consideration unique characteristics of the person combined with relevant aspects
of the test itself. Whereas tests themselves can be validated, the integration of informa-
tion from a test battery is far more difficult to validate. It is not infrequent, for example,
to have contradictions among different sources of data. It is up to the clinician to evalu-
ate these contradictions to develop the most appropriate, accurate, and useful interpre-
tations. If there are significant reservations regarding the test interpretation, this should
be communicated, usually in the psychological report itself.

A further issue is that test norms and stimulus materials eventually become outdated.
As aresult, interpretations based on these tests may become inaccurate. This means that
clinicians need to stay current on emerging research and new versions of tests. A rule of
thumb is that if a clinician has not updated his or her test knowledge in the past 10 years,
he or she is probably not practicing competently.

Part of remaining current means that psychologists should select their testing in-
struments, as well as any scoring and interpretation services, based on evidence related
to the validity of the programs or tests. Part of this requires knowledge of the context
of the situation (Turner et al., 2001). A well-validated test might have been found to be
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quite valid in one context or population but not for another. Another issue that might
have ethical considerations is conversion to or use of computerized or Internet-assisted
technology (McMinn, Buchanan, Ellens, & Ryan, 1999; McMinn, Ellens, & Soref,
1999). Ultimately, any interpretations and recommendations regarding a client are the
responsibility of the clinician. Placing a signature on a report means that the clinician
is taking responsibility for the contents of the report. Indeed, an important difference
between an actuarial formula or automated report and a practitioner is that the practi-
tioner ultimately will be held accountable.

Communicating Test Results

Psychologists should ordinarily give feedback to the client and referral source regarding
the results of assessment (Lewak & Hogan, 2003; also see Pope, 1992 for specific guide-
lines and responsibilities). This should be done using clear, everyday language. If the
psychologist is not the person giving the feedback, this should be agreed on in advance
and the psychologist should ensure that the person providing the feedback presents the
information in a clear, competent manner. Unless the results are communicated effec-
tively, the purpose of the assessment is not likely to be achieved. This involves under-
standing the needs and vocabulary of the referral source, client, and other persons, such
as parents or teachers, who may be affected by the test results. Initially, there should be
a clear explanation of the rationale for testing and the nature of the tests being adminis-
tered. This may include the general type of conclusions that are drawn, the limitations of
the test, and common misconceptions surrounding the test or test variable. If a child is
being tested in an educational setting, a meeting should be arranged with the school psy-
chologist, parents, teacher, and other relevant persons. Such an approach is crucial for IQ
tests, which are more likely to be misinterpreted, than for achievement tests. Feedback
of test results should be given in terms that are clear and understandable to the receiver.
Descriptions are generally most meaningful when performance levels are clearly indi-
cated along with behavioral references. For example, in giving IQ results to parents, it is
only minimally relevant to say that their child has an IQ of 130 with relative strengths in
spatial organization, even though this may be appropriate language for a formal psycho-
logical evaluation. A more effective description might be that their child is “currently
functioning in the top 2% when compared with his or her peers and is particularly good
at organizing nonverbal material such as piecing together puzzles, putting together a bi-
cycle, or building a playhouse.”

In providing effective feedback, the clinician should also consider the personal
characteristics of the receiver, such as his or her general educational level, relative
knowledge regarding psychological testing, and possible emotional response to the infor-
mation. The emotional reaction is especially important when a client is learning about
his or her personal strengths or shortcomings. Facilities should be available for addi-
tional counseling, if needed. If properly given, feedback is not merely informative but
can actually serve to reduce symptomatic distress and enhance self-esteem (Armengol,
Moes, Penney, & Sapienza, 2001; Finn & Tonsager, 1992; Lewak & Hogan, 2003). Thus,
providing feedback can actually be part of the intervention process itself. Because psy-
chological assessment is often requested as an aid in making important life decisions, the
potential impact of the information should not be underestimated. Clinicians are usually
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in positions of power, and with that comes responsibility in that the information that
clients receive and the decisions they make based on this information is often with them
for many years.

Maintenance of Test Security and Assessment Information

If test materials were widely available, it would be easy for persons to review the tests,
learn the answers, and respond according to the impression they would like to make.
Thus, the materials would lose their validity. This means that psychologists should
make all reasonable efforts to ensure that test materials are secure. Specifically, all
tests should be kept locked in a secure place and no untrained persons should be al-
lowed to review them. Any copyrighted material should not be duplicated. In addition,
raw data from tests should not ordinarily be released to clients or other persons who
may misinterpret them. However, clients have a right to the reports themselves should
they request them. They also have the right to have the information released to a person
they designate but such a request should be in writing (see Zuckerman, 1997, The
Paper Office, for forms and guidelines).

The security of assessment results should also be maintained. Ideally, this means
that only designated persons (usually the referral source and client) should see the
results unless the client provides a release of information. In reality, however, this eth-
ical principal may sometimes be difficult to achieve. For example, many medical con-
texts expect most relevant treatment information (including psychological assessment
results) to be kept in clients’ charts. Typically, all members of the treatment team have
access to the charts (Claassen & Lovitt, 2001). On one level, this represents a conflict
between psychological and medical guidelines. On another level, it represents a con-
flict between benefit to the patient (that may be enhanced by the treatment team hav-
ing access to his or her records) and patient autonomy (patient control over who and
where information should go). Security of assessment results can also be compromised
when a large number of organizations (insurance company, interacting rehabilitation
provider, referral source) all want access to patient records. This has become a partic-
ular issue in the managed health care environment. The security of client records also
becomes more tenuous when large interconnected databases potentially have access to
patient data (McMinn, Buchanan, et al., 1999; McMinn, Ellens, et al., 1999).

Sometimes in legal contexts, the court or the opposing council may wish to see either
raw data or the actual test materials. Under these conditions, the court should be informed
that ethical guidelines as well as agreements made with the test distributor require that
this information not be released to untrained persons. An acceptable alternative would be
for the psychologist to designate a person with appropriate training to receive the informa-
tion and explain the data or describe the test material (Tranel, 1994).

TEST BIAS AND USE WITH MINORITY GROUPS

Bias in testing refers to the presence of systematic error in the measurement of certain
factors (e.g., academic potential, intelligence, psychopathology) among certain individ-
uals or groups (Sandoval et al., 1999; Suzuki, Meller, & Ponterotto, 1996). The possible
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presence of bias toward minority groups has resulted in one of the most controversial is-
sues in psychological testing. More specifically, critics believe that psychological tests
are heavily biased in favor of, and reflect the values of, European American, middle-
class society. They argue that such tests cannot adequately assess intelligence or per-
sonality when applied to minority groups. Whereas the greatest controversy has arisen
from the use of intelligence tests, the presence of cultural bias is also relevant in the use
of personality testing. Over the past decade, discussion over bias has shifted from con-
troversy over the nature and extent of bias to a more productive working through of how
to make the most valid and equitable assessment based on current knowledge (see Dana,
2000; Handel & Ben-Porath, 2000; Sandoval et al., 1999).

The original controversies over test bias centered on determining whether tests are
as valid for minority groups as for nonminorities. Undoubtedly, differences exist; how-
ever, the meaning that can be attributed to these differences has been strongly debated.
A further question lies in identifying the cause of these differences. Some theorists
have argued that the differences are primarily the result of environmental factors
(Kamin, 1974; R. Rosenthal & Jacobson, 1968), whereas others stressed hereditary de-
termination (A. R. Jensen, 1969, 1972; Rushton, 1994). Although the debate is not re-
solved, guidelines have been established by the Equal Employment Opportunity
Commission (EEOC) for the use of psychological tests with minority groups in educa-
tional and industrial settings. The basic premise is that a screening device (psycholog-
ical test) can have an adverse impact if it screens out a proportionally larger number of
minorities than nonminorities. Furthermore, it is the responsibility of the employer to
demonstrate that the procedure produces valid inferences for the specific purposes for
which the employer would like to use it. If an industrial or educational organization
does not follow the guidelines as defined by the EEOC (1970), the Office of Federal
Contract Compliance has the direct power to cancel any government contract that the
institution might have.

The degree of test validity when used with ethnic minorities is of central importance
to the legal issues, research data, and guidelines for the individual clinician. If investi-
gated from the perspective of content validity, popular individual intelligence tests ap-
pear on the surface to be culturally biased. This conclusion is based largely on early
intuitive observations that many African American children and other minorities usu-
ally do not have the opportunity to learn the types of material contained in many of the
test items. Thus, their lower scores may represent not a lack of intelligence, but merely
a lack of familiarity with European American, middle-class culture. Critics of the tests
point out that it would clearly be unfair to assess a European American’s intelligence
based on whether he or she knows what the funky chicken is or what blood means, or for
that matter, to ask him or her the meaning of British terms such as shilling or lorrie.
Low scores would simply measure an individual’s relative unfamiliarity with a specific
culture rather than his or her specific mental strengths. If this reasoning is used, many
IQ and aptitude tests may appear on the surface to be culturally biased. However, stud-
ies in which researchers, to the best of their ability, eliminated biased test items or
items that statistically discriminate between minorities and nonminorities have not
been successful in altering overall test scores. In a representative study, 27 items were
removed from the SAT that consistently differentiated minorities from nonminorities.
This did little to change either the test takers’ individual scores, or the differences
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between the two groups (Flaugher & Schrader, 1978). Thus, the popular belief, based
on a superficial appraisal of many psychological tests that biased items are responsible
for test differences, does not appear to be supported by research.

Although test differences between minority and nonminority groups have frequently
been found, the meaning and causes of these differences are open to debate. It has been
demonstrated that African Americans consistently score lower than European Ameri-
cans on the WISC-R (A. R. Jensen & Reynolds, 1982; Neisser et al., 1996), WAIS-R
(A. Kaufman, McLean, & Reynolds, 1988), and SAT (Temp, 1971) although these dif-
ferences may be decreasing (Vincent, 1991). However, when African Americans and
European Americans of equal socioeconomic status were compared, the differences in
IQ scores were greatly reduced (Loehelin, 1989). Likewise, the 5 T-score point differ-
ences found on MMPI scales F, 8, and 9 were also decreased or even insignificant when
African Americans and European Americans were comparable in age, education, and
other relevant demographic characteristics (Dahlstrom, Lachar, & Dahlstrom, 1986b;
Timbrook & Graham, 1994). This suggests that many differences in test scores may re-
sult primarily from factors such as socioeconomic status rather than ethnicity.

Another consideration is the adequacy of the predictive validity of various tests when
used with minority groups. Because one of the main purposes of these tests is to predict
later performance, it is essential to evaluate the extent to which the scores in fact ade-
quately predict areas such as a minority’s performance in college. A representative
group of studies indicates that the SAT actually overpredicts how well minorities will
perform in college (A. R. Jensen, 1984; Kallingal, 1971; Pfeifer & Sedlacek, 1971;
Reynolds, 1986). Furthermore, both the WISC and the WISC-R are equally as effective
in predicting the academic achievement of both African Americans and European Amer-
icans in primary and secondary schools (Neisser et al., 1996; Reynolds & Hartlage,
1979). In actually working with minority groups, however, it is important to become fa-
miliar with different subgroup norms and to know the confidence with which predic-
tions can be made based on the scores of these subgroups.

The preceding discussion of content and predictive validity represents the tradi-
tional defense of psychological tests. For many individuals, these defenses are still not
sufficient. The two main choices, then, are either to outlaw all psychological tests for
minority groups or to develop more appropriate psychological assessment approaches.
A half-serious attempt toward a more appropriate measuring device is the Dove Coun-
terbalance General Intelligence Test (Dove, 1968). It has since become referred to as
the Chitling Test and includes items relevant for an African American inner-city cul-
ture, such as “A handkerchief head is: (a) a cool cat, (b) a porter, (c) an Uncle Tom,
(d) a haddi, (e) a preacher.” A similar attempt by R. Williams (1974) is his develop-
ment of the Black Intelligence Test of Cultural Homogeneity (BITCH). Although
neither test has been standardized and validated, both contain vocabulary words and
experiences with which most African American children would be familiar but with
which European American children would be unfamiliar.

A number of additional tests have been developed with the partial intent of
using them in the assessment of ethnic minorities. These tend to emphasize nonverbal
tasks and include the Leiter International Performance Scale, Peabody Picture Vocabu-
lary Test-I1I, General Abilities Measure for Adults, Raven’s Progressive Matrices, and
the Universal Nonverbal Intelligence Test (Bracken & McCallum, 1998; McCallum,
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Bracken, & Wasserman, 2001). Some of these tests have been found to have minimal
cultural bias (see A. Kaufman & Lichtenberger, 2002). In addition, the Kaufman
Assessment Battery for Children (K-ABC; A. Kaufman & Kaufman, 1983) demonstrates
minimal cultural bias. Mean 1Q scores for European Americans, African Americans, and
Hispanics are relatively close; and there is some evidence that reliability and concurrent
validity is comparable for different ethnic populations (A. Kaufman & Kaufman, 1983).
The test is based on empirical developments in cognitive psychology and has a good
record of reliability and validity.

The System of Multicultural Pluralistic Assessment (SOMPA; Mercer, 1979;
Mercer & Lewis, 1978) provides an alternative and more complex method of evaluating
minorities by using traditional assessment tools but correcting the bias involved with
these tools. The assumption underlying this approach is that all cultural groups have
the same average potential and any adequate assessment device should accurately test
this potential for a particular individual. One of its primary goals is to differentiate be-
tween members of minorities who have been incorrectly labeled mentally retarded
because of test bias and those who are in fact mentally retarded. The SOMPA method
involves medical, social system, and pluralistic components. The medical component
assesses whether students have any physical disorders that may be interfering with
their level of performance. This assessment includes tests of hearing, vision, and motor
function. The rationale for the medically oriented assessment is that children from
lower socioeconomic groups are both more likely to have medical difficulties because
of their harsher environment and less likely to obtain treatment for these difficulties
because of financial constraints. The social system component uses traditional assess-
ment tools, such as the WISC-R, to measure whether the student is functioning at a
level consistent with social norms. The problem with this component is that it provides
a narrow definition of successful functioning because the criteria are based on the
dominant culture’s definition of success. Thus, the final pluralistic component at-
tempts to correct for the narrow approach in the social system component by evaluating
an individual’s test scores against a culturally similar group, thereby, it is hoped, ad-
justing for such variables as socioeconomic status and cultural background. Thus,
comparisons are made between performances within a specific subgroup, rather than
with the performance, values, and criteria of the dominant culture. The resulting ad-
justed scores are referred to as an individual’s Estimated Learning Potentials (ELPs).

SOMPA has had a number of critics, most of whom argue that the criterion for judg-
ing it should be the adequacy with which it can predict school performance (D. Johnson
& Danley, 1981; Oakland, 1980). Studies indicate that, whereas WISC-R scores corre-
late at a level of .60 with grade point average, SOMPA scores have a correlation of only
.40 (Oakland, 1980). ELPs have also been found to have lower correlations with other
forms of achievement than traditional IQ measures (Wurtz, Sewell, & Manni, 1985), and
it is difficult to relate ELP results to specific applications in the classroom (Brooks &
Hosie, 1984). Mercer refutes these criticisms by pointing out that her intent was not so
much to predict school performance as to identify students who have been falsely classi-
fied as mentally retarded. Proponents of SOMPA have been so persuasive that it has been
adopted by several states. Many people hoped that SOMPA would create more accurate
labeling of mentally retarded students. However, students who are now labeled normal
through the SOMPA approach, but were previously labeled mentally retarded or learning
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disabled, might still require some additional form of special instruction. In fact, reclas-
sifying students as normal through a calculation of ELPs may bar access of these stu-
dents from special educational services. In addition, studies indicate that a high
proportion of students classified as mentally retarded using the SOMPA are still likely
to be minorities (Heflinger, Cook, & Thackrey, 1987) and that scores may be biased in
favor of urban children, regardless of their ethnicity (Taylor, Sternberg, & Partenio,
1986). Because of these difficulties, SOMPA has probably not achieved its goal of equal-
izing educational opportunities for ethnic minority children, and thus should be used
with caution for individual educational decision making.

As is true for ability tests and tests of scholastic aptitude, personality tests have the
potential to be biased. The main research in this area has been performed on the MMPI
and has consistently indicated that minority groups do score differently than do nonmi-
norities. In general, African Americans scored higher than European Americans on
scales F, 8, and 9 (Green & Kelly, 1988; Gynther & Green, 1980), but this pattern was
not consistent across all populations (Greene, 1987, 1991, 2000). Even if consistent
score differences were found, this does not mean these differences will be of sufficient
magnitude to alter a clinician’s interpretations, nor does it mean that predictions based
on empirical criteria will be different. Studies using empirical criteria for prediction
indicate that the MMPI does not result in greater descriptive accuracy for European
Americans than African Americans (Elion & Megargee, 1975; Green & Kelly, 1988).
In a review of MMPI performance for Asian Americans, African Americans, Hispan-
ics, and Native Americans, Greene (1987) concluded that “the failure to find a consis-
tent pattern of scale differences between any two ethnic groups in any publication
suggests that it is premature to begin to develop new norms for ethnic groups” (p. 509).
What seems to affect MMPI profiles more than ethnicity are moderator variables such
as socioeconomic status, intelligence, and education. Furthermore, the existing differ-
ences may result from true differences in behavior and personality caused by the
greater stresses often encountered by minorities. J. Graham (1987) suggests that, when
MMPI scores are deviant, the clinician should tentatively accept these scores but make
special efforts to explore the person’s life situation and level of adjustment, and inte-
grate this information with the test scores.

From this discussion, it should be obvious that the problems are both complicated and
far from being resolved. Several general solutions have been suggested (see Suzuki et al.,
1996). These include improving selection devices, developing different evaluation crite-
ria, and changing social environments. Improving the use of selection devices involves
paying continual attention to, and obtaining greater knowledge of, the meaning of differ-
ent scores for different subgroups. This may include tailoring specific test scores to the
types of decisions individuals may make in their lives. For example, African Americans
typically achieve scores equal to European Americans on the verbal portion of the SAT,
but their average scores on math are lower. This suggests that African American students
have a greater development in their verbal skills than in their quantitative ones. This
conclusion is further reflected by, and consistent with, the fact that African Americans
are more likely to choose verbally oriented majors in college. Based on this, it may be
more accurate to predict the future college performances of African Americans from
their SAT verbal scores than from their SAT math scores.

Another approach to solving the problem of potential test bias is to develop different
and more adequate criterion measures. For example, it has been found that WISC-R
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scores correlate highly with teacher/classroom ratings for nonminorities, but not for mi-
norities (Goldman & Hartig, 1976). This indicates that using teacher/classroom ratings
as a criterion of academic achievement is not appropriate for minorities. In contrast, the
WISC-R accurately predicts grade point average for both minorities and nonminorities,
which suggests that grade point average is a better criterion measure. Perhaps of greater
relevance is the actual prediction of an individual’s career performance. Current test
predictors for graduate schools (Law School Aptitude Test, Medical School Aptitude
Test, etc.) give generally satisfactory predictions for later academic performance, but
do not predict whether an individual will be, for example, a good attorney or physician.
In fact, it has been shown that medical school grades themselves are not associated
with later success as a physician (Loughmiller, Ellison, Taylor, & Price, 1970). This
issue may become particularly pronounced in comparing the relative effectiveness of
minorities and nonminorities when working in different cultural settings. For example,
if a European American and a Hispanic attorney are placed in settings in which they
work with Hispanics, it is probable that the Hispanic attorney would be more effective
because he or she will have increased rapport and greater familiarity with the language
and values of his or her clientele.

Another solution involves changing the social environment. Part of the rationale for
emphasizing this approach is the belief held by many researchers that the differences in
test scores between minorities and nonminorities are not because of test bias but rather
because tests accurately reflect the effects of an unequal environment and unequal op-
portunities. Even though, in some situations, different minority norms and additional
predictive studies on minority populations are necessary, the literature suggests that
tests are not as biased as they have been accused of being. Removal of seemingly biased
or discriminating SAT items still results in the same mean scores, the WISC-R provides
accurate predictions of grade point average for both minorities and nonminorities, and
the MMPI is usually equally as accurate for making behavioral predictions for African
Americans as for European Americans. Tests themselves are not the problem but merely
the means of establishing that, often, inequalities exist between ethnic groups. The goal
should be to change unequal environments that can ideally increase a population’s skills
as measured by current tests of aptitude, 1Q, and achievement. Whereas improving se-
lection devices and developing different criterion measures are still important, future
efforts should also stress more equal access to educational and career opportunities.

All of these solutions can give some direction to the profession in general, but it is
the responsibility of individual clinicians to keep abreast of research relating to minor-
ity groups and to incorporate this knowledge into the interpretations they make of test
scores. As Mercer (1979) has emphasized, test scores are neither valid nor invalid, but
inferences by clinicians based on these scores are.

Probably the most important strategy is to maintain a flexible attitude combined
with the use of alternative assessment strategies. This strategy might include a variety
of nonverbal techniques, such as the Universal Nonverbal Intelligence Test (Bracken &
McCallum, 1998), Raven’s Progressive Matrices Test, or emphasis on the Performance
Scales of the WAIS-III/WISC-III. In addition, dynamic testing shows promise in
assessing the extent to which a client can benefit from various ongoing learning oppor-
tunities (learning potential; Grigorenko & Sternberg, 1998). Material beyond tests
should also have a greater significance (teacher reports, discussions with parents, his-
tory, behavioral observations).
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SELECTING PSYCHOLOGICAL TESTS

The most important factor in test selection is the extent to which the test is useful in
answering the referral question. An assessment of neurological patients might use
tests sensitive to cerebral deficit; depressed patients might be given the Beck De-
pression Inventory-II (A. T. Beck, Steer, & Brown, 1996); and pain patients might be
given the McGill Pain Questionnaire (Melzack, 1975), Millon Behavioral Health
Inventory (Millon, Green, & Meagher, 2000), or Illness Behavior Questionnaire
(Pilowski, Spence, Cobb, & Katsikitis, 1984). Another important factor in test selec-
tion is a particular practitioner’s training, experience, personal preferences, and fa-
miliarity with relevant literature. For example, a clinician who has received training
in the MMPI-2 might be concerned about its ability to assess personality disorders
and may rather choose to use an instrument such as the MCMI (Millon, 1994). Clini-
cians might also select an instrument because it has practical efficiency in terms of
time and economy. Thus, they may wish to use simple behavioral predictions made by
the client rather than use more expensive, time consuming, and, quite possibly, less
accurate tests (Shrauger & Osberg, 1981). Computer-assisted instruments may also
help to lower the costs of assessment primarily by reducing direct practitioner time
and achieving greater speed for scoring and hypothesis generation.

The most frequently used assessment techniques are included in the following chap-
ters. Contact details for the major psychological distributors, along with a partial listing
of tests they carry, are listed in Appendix A on page 673. Various combinations of these
tests typically constitute a core battery used by clinicians. However, it is often necessary
to expand such a core battery depending on the specifics of the referral question. Table
2.1 provides a listing of the domains for assessment along with relevant tests. While
some of these tests are thoroughly described in specific chapters dedicated to them,
some may be relatively unfamiliar and practitioners should obtain additional informa-
tion on them. Various sources are available for information about these and other tests.
Such sources can provide important information for deciding whether to obtain the tests
and incorporate them into a battery. Probably the most useful is the Mental Measure-
ments Yearbook, which contains a collection of critical test reviews that include evalua-
tions of the meaning of the available research on each test. The 13th Mental
Measurements Yearbook was published in 1998 (Impara & Plake, 1998), but it may be
necessary to consult previous editions as not all tests are re-reviewed in each new edi-
tion. The reviews are available in book form as well as online (Mental Measurement
Database; see www.unl.edu/buros/catalog.html). Tests in Print V (L. Murphy et al.,
1999) is associated with the Mental Measurements Yearbook but, rather than focusing on
evaluating tests, lists information on each test such as its title, population it was de-
signed for, available subtests, updating, author(s), and publisher. A further listing, de-
scription, and evaluation of tests can be found in Maddox (1997) Tests: A Comprehensive
Reference for Assessment in Psychology, Education, and Business, which provides de-
scriptive information on more than 3,500 tests. Practitioners interested in obtaining in-
formation on rating scales and other measures used in clinical practice might consult
Measures for Clinical Practice: A Sourcebook (Corcoran, 2000). Neuropsychological tests
are reviewed in the preceding resources as well as in Lezak’s (1995) Neuropsychological
Assessment, Spreen and Strauss’s (1998) A Compendium of Neuropsychological Tests, and
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Table 2.1 Assessment instruments relevant for specific response domains

Cognitive functioning
General functioning
Mental Status Examination
Mini-Mental Status Examination (MMSE)
Intellectual functioning
Wechsler Adult Intelligence Scale-111
Wechsler Intelligence Scale for Children-I11
Stanford-Binet (4th ed.)
Kaufman Assessment Battery for Children
Woodcock-Johnson Psychoeducational Battery-II1
Memory functions
Wechsler Memory Scale-111
Rey Auditory Verbal Learning Test
California Verbal Learning Test
Benton Visual Retention Test
Visuoconstructive abilities
Bender Visual Motor Gestalt Test
Drawing tests
Content of thought processes
Thematic Apperception Test
Children’s Apperception Test

Emotional functioning and level of psychopathology

General patterns and severity

Minnesota Multiphasic Personality Inventory-2

Millon Clinical Multiaxial Inventory-II1

Millon Adolescent Personality Inventory

Rorschach

Symptom Checklist 90-Revised

Brief Symptom Inventory

Personality Inventory for Children
Depression

Beck Depression Inventory

Hamilton Rating Scale for Depression

Children’s Depression Inventory
Anxiety

State-Trait Anxiety Inventory

Fear Survey Schedule

Anxiety Disorders Interview Schedule
Sexual disturbance

Derogatis Sexual Functioning Inventory
Marital/family disturbance

Dyadic Adjustment Scale

Family Environment Scale

Marital Satisfaction Inventory

Draw a Family/Kinetic Family Drawing

(continued)
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Table 2.1 (Continued)

Interpersonal patterns
California Psychological Inventory
Rathus Assertiveness Schedule
Therapeutic Reactance Scale
General personality measures
Sixteen Personality Factors
NEO-PI-R
Myers Briggs Type Indicator
Adjective Checklist
Taylor Johnson Temperament Analysis
Sentence completion tests
Academic/school adjustment
Achenbach Child Behavior Checklist
Vineland Social Maturity Scale
Connors Behavior Rating Scales
Kinetic School Drawing
Academic achievement
Peabody Individual Achievement Test
Wide Range Achievement Test-I11
Wechsler Individual Achievement Test
Adaptive Level
AAMD Adaptive Behavior Scale
Vineland Adaptive Behavior Scale
Vocational interests
Career Assessment Inventory
Kuder Occupational Interest Survey
Self-Directed Search
Strong Interest Inventory
Alcohol abuse
Michigan Alcoholism Screening Test
Alcohol Use Inventory
Diagnosis
Diagnostic Interview Schedule
Schedule for Affective Disorders and Schizophrenia
Structured Clinical Interview for DSM
Structured Interview for DSM Personality Disorders
Diagnostic Interview for Children and Adolescents
Prognosis and risk
Suicide potential
Scale of Suicide Ideation
Beck Hopelessness Scale
Schizophrenia prognosis
Camberwell Family Interview
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specialty journals in neuropsychology, particularly Neuropsychology Review. A careful
review of the information included in these references will frequently answer questions
clinicians might have related to a test’s psychometric properties, usefulness, appropri-
ateness for different populations, details for purchasing, and strengths and limitations.
Most of the questions listed in Table 1.1 (see Chapter 1) can be answered by consulting
the preceding resources.

An important and current trend in research and practice on psychological assessment
is the use of tests to generate a treatment plan (Beutler, Clarkin, & Bongar, 2000;
Jongsma & Peterson, 1995; Maruish, 1999). Indeed, a basic objective of psychological
assessment is to provide useful information regarding the planning, implementation, and
evaluation of treatment. With the increased specificity of both treatment and assess-
ment, this goal is becoming possible. For example, oppositional, resistant clients have
been found to have optimal treatment outcomes when either self-directed or paradoxical
interventions have been used (Beutler, Clarkin, & Bongar, 2000; Beutler, Sandowicz,
Fisher, & Albanese, 1996). In addition, a problem’s severity has clear implications for
the restrictiveness of treatment (inpatient, outpatient) as well as treatment duration and
intensity. Thus, clinicians should not select tests based simply on their diagnostic accu-
racy or psychometric properties, but they should also be concerned with the functional
utility of the tests in treatment planning. Accordingly, Chapter 14 presents a systematic,
integrated approach to transforming assessment results into a series of clear treatment
recommendations.

Two special concerns in selecting tests are faking and the use of short forms. In many
situations, clinicians might be concerned that persons will either consciously or uncon-
sciously provide inaccurate responses (Lanyon, 1997). Thus, these clinicians may want
to be sure to include and pay particular attention to such tests as the MMPI-2, MCMI-
II1, and CPI, which have validity scales incorporated into them. Although controversial,
many projective techniques may be resistant to attempts at faking. Concerns regarding
the time required for assessment may cause examiners to consider selecting short forms
of instruments such as the WAIS-III or WISC-III. Although many short forms for cogni-
tive tests seem sufficiently valid for screening purposes, their use as substitutes for
the longer forms is not acceptable (A. Kaufman, Kaufman, Balgopal, & McLean, 1996;
A. Kaufman & Lichtenberger, 2002). Attempts to develop short forms for the longer
objective personality tests such as the MMPI have not been successful and have been
discouraged by experts in the field (J. Graham, 2000). However, future computerized ap-
plications which tailor items based on a client’s previous responses (adaptive testing)
may result in the development of shortened administrations with acceptable psychomet-
ric properties (Archer, Tirrell, & Elkins, 2001).

During the evaluation of single cases, such as in clinical diagnoses and counseling,
clinicians do not usually use formal combinations of test scores. Rather, they rely on
their past judgment, clinical experience, and theoretical background to interpret and
integrate test scores. However, for personnel decisions, academic predictions, and
some clinical decisions (recidivism rate, suicide risk), clinicians may be advised to
use statistical formulas (Garb, 1998b). The two basic approaches for combining test
results are multiple regression equations and multiple cutoff scores. Multiple regres-
sion equations are developed by correlating each test or subtest with a criterion. The
higher the correlation, the greater is the weight in the equation. The correlation of the
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entire battery with the criterion measure gives an indication of the battery’s highest
predictive validity. For example, high school achievement can be predicted with the
following regression equation, which combines IQ and CPI subtests:

Achievement=.786+.195 Responsibility +.44 Socialization
—.130 Good Impression +.19 Achievement via Conformance
+.179 Achievement via Independence +.279 1Q

This equation raises the correlation with GPA to .68 as compared with .60 when using
IQ alone (Megargee, 1972). This correlation indicates that academic achievement is de-
pendent not only on intellectual factors, but also on psychosocial ones, such as responsi-
bility, socialization, achievement via independence, and achievement via conformance,
all of which are measured by the CPI. The second strategy, multiple cutoff scores, in-
volves developing an optimum cutoff for each test or subtest. If the person is above a cer-
tain specified score (i.e., above the brain-damaged or schizophrenic range), the score
can be used to indicate the presence of a certain characteristic. Although not all tests
have equations or cutoffs developed for them, the decision to include a test in a battery
may depend in part on the presence of such formal extensions of the tests. In addition,
many of the computer-assisted interpretive packages use various actuarial formulas
(usually in combination with expert interpretations) to develop their interpretations.

COMPUTER-ASSISTED ASSESSMENT

During the past 30 years, computer-assisted assessment has grown exponentially. By
1990, 17% of practicing psychologists frequently used computer-generated narratives,
with an additional 36% using them on an occasional basis (Spielberger & Piotrowski,
1990). By 1999, the number of psychologists stating that they used some form of
computer-assisted testing had increased to 40% (McMinn, Buchanan, et al., 1999).
More than 400 software packages are available, many of which are listed in various cat-
alogues published and distributed by test suppliers. At present, computers are used
mainly for their clerical efficiency in scoring and data storage and to generate interpre-
tive reports. Future uses of computers are likely to include features such as innovative
presentation of items (i.e., adaptive testing), networked norms, novel presentation of
stimuli (i.e., virtual reality), psychophysiological monitoring, and artificial intelligence
(Garb, 2000; Groth-Marnat, 2000a). Computing in mental health has included not only
computer-assisted assessment but also computer interviews, computerized diagnosis,
computer-aided instruction, direct treatment intervention, clinical consultation, and
simulated psychiatric interviews (McMinn, Buchanan, et al., 1999).

Computer-assisted administration and interpretation in neuropsychology have seen
a number of particular advances (see review by Kane & Kay, 1992). Batteries have
been developed mainly in large organizational contexts (military, Federal Aviation
Authority) and focused on specialized types of problems. For example, the Neuro-
behavioral Evaluation System is particularly sensitive to the impact of environmental
toxins (Groth-Marnat, 1993), COGSCREEN has been used in the selection of airline
pilots, and the military’s UTCPAB was originally developed to assess the impact of
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drugs in the workplace. The Cambridge Neuropsychological Test Automated Batteries
(CANTAB) have been found to detect and locate brain damage including early signs of
Alzheimer’s, Parkinson’s, and Huntington’s disease (Fray, Robbins, & Sahakian, 1996).
Despite these developments, they currently do not have the extensive validation studies
associated with the more traditional tests such as the Halstead Reitan Neuropsychologi-
cal Test Battery (Reitan & Wolfson, 1993). Although the computer-assisted programs
show considerable promise, they are currently used less than the more familiar individu-
ally administered neuropsychological tests or test batteries (Camara et al., 2000).

Computer-assisted assessment has a number of advantages. Computers can save
valuable professional time, potentially improve test-retest reliability, reduce possible
tester bias, and reduce the cost to the consumer by improving efficiency (Butcher,
Perry, & Atlis, 2000; Groth-Marnat, 1999). Even greater benefits may someday be re-
alized by incorporating more complicated decision rules in interpretation, collecting
data on response latency and key pressure, incorporating computer-based models of
personality, tailoring future questions to a client based on past responses, and estimat-
ing the degree of certainty of various interpretations (Groth-Marnat, 2000a, 2000b).

In the past, computer-assisted assessment has resulted in considerable controversy
within mental health publications (Faust & Ziskin, 1989; Groth-Marnat & Schumaker,
1989), the popular media (C. Hall, 1983), and professional publications outside the men-
tal health area (Groth-Marnat, 1985). A primary issue has been untested reliability and
validity. Research on reliability, however, has typically indicated that computerized ad-
ministrations have generally excellent reliability that is at least equivalent to the paper-
pencil versions (Campbell et al., 1999). In addition, computer-administered versus
paper-pencil results for traditional tests have generally been found to result in negligible
differences in scores (Finger & Ones, 1999). This supports the view that if a paper-and-
pencil version of the test is valid, a computerized version will also have equal validity
resulting from the comparability in scores.

A further issue is the validity of computer-based test interpretation. Butcher et al.
(2000) concluded a narrative review on the validity of computer-based interpretations
by stating that in the vast majority of computer-based interpretations, 60% of the inter-
pretations were appropriate. Shorter to mid-length narratives were generally considered
to have a higher proportion of valid interpretations when compared with longer ones. In
addition, the narrative statements contained in the computer-based reports were compa-
rable to the types of statements made by clinicians. While this generally supports the
use of computer-based interpretations, the finding that 40% or more of interpretations
were not considered accurate means that the computer-based reports should be care-
fully evaluated. Thus, cutting and pasting computerized narratives into reports, results
in unacceptably high error rates. Indeed, 42% of psychologists surveyed felt this proce-
dure raised ethical concerns (McMinn, Ellens, et al., 1999). The previous summary
clearly emphasizes that computer-based reports should not be used to replace clinical
judgment but should instead be used as an adjunct to provide possible interpretations
that the clinician needs to verify.

One concern is that many software packages are available to persons who do not pos-
sess appropriate professional qualifications. Ideally, qualified persons should be those
who meet the requirements for using psychological tests in general (Turner et al., 2001).
The American Psychological Association (1986) has also attempted to clarify these
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standards in their Guidelines for Computer-Based Test Interpretation. However, Krug’s
(1993) Psychware Sourcebook indicated that approximately a fifth of the programs
could be sold to the general public. The American Psychological Association guidelines
specify that users “have an understanding of psychological or educational measure-
ment, validation problems, and test research” and that practitioners “will limit their use
of computerized testing to techniques which they are familiar and competent to use”
(American Psychological Association, 1986, p. 8). Users should also “be aware of the
method used in generating the scores and interpretation and be able to evaluate its ap-
plicability to the purpose for which it will be used” (American Psychological Associa-
tion, 1986, pp. 8-9).

The preceding difficulties associated with computer-assisted instruction suggest a
number of guidelines for users (Groth-Marnat & Schumaker, 1989). First, practition-
ers should not blindly accept computer-based narrative statements, but rather should
ensure, to the best of their ability, that the statements are both linked to empirically
based research and placed in the context of the unique history and unique situation of
the client. Computers have, among other benefits, the strong advantage of offering a
wide variety of possible interpretations to the clinician, but these interpretations still
need to be critically evaluated. Far greater research needs to be performed on both the
meaning of computer-administered test scores and on the narrative interpretations
based on these scores. The developers of software should also be encouraged to provide
enough information in the manual to allow proper evaluation of the programs and
should develop mechanisms to ensure the updating of obsolete programs.
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Chapter 3

THE ASSESSMENT INTERVIEW

Probably the single most important means of data collection during psychological eval-
uation is the assessment interview. Without interview data, most psychological tests are
meaningless. The interview also provides potentially valuable information that may be
otherwise unobtainable, such as behavioral observations, idiosyncratic features of the
client, and the person’s reaction to his or her current life situation. In addition, inter-
views are the primary means for developing rapport and can serve as a check against the
meaning and validity of test results.

Sometimes an interview is mistakenly thought to be simply a conversation. In fact,
the interview and conversation differ in many ways. An interview typically has a clear
sequence and is organized around specific, relevant themes because it is meant to
achieve defined goals. Unlike a normal conversation, the assessment interview may even
require the interviewer and interviewee to discuss unpleasant facts and feelings. Its gen-
eral objectives are to gather information that cannot easily be obtained through other
means, establish a relationship that is conducive to obtaining the information, develop
greater understanding in both the interviewer and interviewee regarding problem behav-
ior, and provide direction and support in helping the interviewee deal with problem be-
haviors. The interviewer must not only direct and control the interaction to achieve
specific goals, but also have knowledge about the areas to be covered in the interview.

A basic dimension of an interview is its degree of structure. Some interviews allow
the participants to freely drift from one area to the next, whereas others are highly di-
rective and goal oriented, often using structured ratings and checklists. The more un-
structured formats offer flexibility, possibly high rapport, the ability to assess how
clients organize their responses, and the potential to explore unique details of a client’s
history. Unstructured interviews, however, have received frequent criticism, resulting
in widespread distrust of their reliability and validity. As a result, highly structured
and semistructured interviews have been developed that provide sound psychometric
qualities, the potential for use in research, and the capacity to be administered by less
trained personnel.

Regardless of the degree of structure, any interview needs to accomplish specific
goals, such as assessing the client’s strengths, level of adjustment, the nature and his-
tory of the problem, diagnosis, and relevant personal and family history. Techniques
for accomplishing these goals vary from one interviewer to the next. Most practitioners
use at least some structured aids, such as intake forms that provide identifying data and
basic elements of history. Obtaining information through direct questions on intake
forms frees the clinician to investigate other aspects of the client in a more flexible,
open-ended manner. Clinicians might also use a checklist to help ensure that they have
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covered all relevant areas. Other clinicians continue the structured format throughout
most of the interview by using one of the formally developed structured interviews,
such as the Schedule for Affective Disorders and Schizophrenia (SADS) or Structured
Clinical Interview for the DSM-1V (SCID).

HISTORY AND DEVELOPMENT

Early Developments

The earliest form of obtaining information from clients was through clinical inter-
viewing. At first, these interviews were modeled after question-and-answer medical
formats, but later, the influence of psychoanalytic theories resulted in a more open-
ended, free-flowing style. Parallel to the appearance of the psychoanalytically ori-
ented interview was the development of the more structured and goal-oriented mental
status examination originally formulated by Adolf Meyer in 1902. The mental status
examination assessed relevant areas of a client’s current functioning, such as general
appearance, behavior, thought processes, thought content, memory, attention, speech,
insight, and judgment. Professionals also expressed early interest in the relationship
between biographical data and the prediction of occupational success or prognosis for
specific disorders.

Regardless of the style used, the interviews all had these common objectives: to ob-
tain a psychological portrait of the person, to conceptualize what is causing the per-
son’s current difficulties, to make a diagnosis, and to formulate a treatment plan. The
difficulty with unstructured interviews is that they were (and still are) considered to
have questionable reliability, validity, and cost-effectiveness. The first standardized
psychological tests were developed to overcome these limitations. Tests could be sub-
jected to rigorous psychometric evaluation and were more economical because they re-
quired less face-to-face contact with the person(s) being evaluated.

Developments during the 1940s and 1950s

During the 1940s and 1950s, researchers and clinicians began conceptualizing and in-
vestigating the following critical dimensions of interviews:

Content versus process.
Goal orientation (problem solving) versus expressive elements.
Degree of directiveness.

Amount of structure.

M .

The relative amount of activity expressed by the participants.

These issues have been the focus of numerous research studies. A representative and
frequently cited study on interviewer style was reported by W. Snyder (1945), who
found that a nondirective approach was most likely to create favorable changes and self-
exploration in clients. In contrast, a directive style using persuasion, interpretation, and
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interviewer judgments typically resulted in clients being defensive and resistant to ex-
pressing difficulties. Strupp (1958) investigated the experience-inexperience dimen-
sion and found, among other things, that experienced interviewers expressed more
warmth, a greater level of activity, and a greater number of interpretations. Level of
empathy did not alter, regardless of the interviewer’s degree of experience. Further,
representative studies include Porter’s (1950) in-depth evaluation of the effects of dif-
ferent types of responses (evaluative, probing, reassuring) and R. Wagner’s (1949)
early review, which questioned the reliability and validity of employment interviews.

Developments during the 1960s

A considerable amount of research in the 1960s was stimulated by C. Rogers (1961),
who emphasized understanding the proper interpersonal ingredients necessary for an
optimal therapeutic relationship (warmth, positive regard, genuineness). Elaborating
on Roger’s ideas, Truax and Carkhuff (1967) developed a five-point scale to measure
interviewer understanding of the client. This scale was used for research on interview-
ing, therapist training, and as support for a client-centered theoretical orientation. Ad-
ditional research efforts were also directed toward listing and elaborating on different
categories of interactions such as clarification, summarizing, and confrontation.

Other investigators conceptualized interviewing as an interactive system in which
the participants simultaneously influenced each other (Matarazzo, 1965; Watzlawick,
Beavin, & Jackson, 1966). This emphasis on an interactive, self-maintaining system
became the core for most early and later formulations of family therapy. The 1960s
also saw the development and formalization of behavioral assessment, primarily in the
form of goal-directed interviews that focused on understanding current and past rein-
forcers as well as on establishing workable target behaviors. Proponents of behavioral
assessment also developed formal rating instruments and self-reports for areas such as
depression, assertiveness, and fear.

Some attempts were made at integrating different schools of thought into a coherent
picture, such as Beier’s (1966) conceptualization of unconscious processes being ex-
pressed through nonverbal behaviors that could then be subject to covert social rein-
forcement. However, the 1960s (and part of the 1970s) were mostly characterized by a
splintering into different schools of conflicting and competing ideologies. For example,
client-centered approaches emphasized the importance of staying with the client’s self-
exploration; behavioral interviews emphasized antecedents and consequences of behav-
ior; and family therapy focused on interactive group processes. Parallel progress was
made within each of these different schools and within different disciplines, but little
effort was devoted to cross-fertilization and/or integration.

Throughout the 1950s and 1960s, child assessment was conducted primarily through
interviews with parents. Direct interviews with the child were considered to be for ther-
apeutic purposes rather than for assessment. Differential diagnosis was unusual; almost
all children referred to psychiatric clinics were either undiagnosed or diagnosed as
“adjustment reactions” (Rosen, Bahn, & Kramer, 1964). Early research by Lapouse
and Monk (1958, 1964) using structured interviews, indicated that mothers were more
likely to report overt behaviors that are bothersome to adults (thumb-sucking, temper
tantrums), but children were more likely to reveal covert difficulties (fears, nightmares).
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Somewhat later, P. Graham and Rutter (1968), using structured interviews of children
(rather than a parent), found interrater agreement was high for global psychiatric impair-
ment (.84); moderate for attentional deficit, motor behavior, and social relations (.61 to
.64); and low for more covert difficulties such as depression, fears, and anxiety (.30).

Developments during the 1970s

Assessment with adults and children during the 1970s saw a further elaboration and de-
velopment of the trends of the 1960s, as well as increased emphasis on structured inter-
views. The interest in structured interviews was fueled largely by criticisms about the
poor reliability of psychiatric diagnosis. A typical structured interview would be com-
pleted by the interviewer either during or directly after the interview, and the data would
be transformed into such scales as organicity, disorganization, or depression-anxiety.

Initial success with adult structured interviews (e.g., Present State Examination, Re-
nard Diagnostic Interview) encouraged thinking regarding the further development of
child-structured interviews both for global ratings and specific content areas. Child as-
sessment became concerned not only with information derived from parents, but also
with the child’s own experience. There was a trend toward direct questioning of the
child, greater emphasis on differential diagnosis, and the development of parallel ver-
sions of structured interviews for both the parent(s) and child.

Behavioral strategies of interviewing for both children and adults not only empha-
sized the interviewee’s unique situation, but also provided a general listing of relevant
areas for consideration. Kanfer and Grimm (1977) outlined the areas an interviewer
should assess as:

Behavioral deficiencies.
Behavioral excesses.
Inappropriate environmental stimulus control.

Inappropriate self-generated stimulus.

M N

Problem reinforcement contingencies.

In a similar categorization, Lazarus (1973) developed his BASIC-ID model, which
describes a complete assessment as involving behaviors (B), affect (A), sensation (S),
imagery (I), cognition (C), interpersonal relations (I), and need for pharmacological
intervention/drugs (D).

Additional themes in the 1970s included interest in biographical data, online com-
puter technology, and the training of interviewer skills. Specifically, efforts were made
to integrate biographical data for predicting future behavior (suicide, dangerousness,
prognosis for schizophrenia) and for inferring current traits. J. W. Johnson and Williams
(1977) were instrumental in developing some of the earliest online computer technology
to collect biographical data and to integrate it with test results. Although training pro-
grams were devised for interviewers, a central debate was whether interview skills could
actually be significantly learned or improved (Wiens, 1976).

Whereas most reviews of the literature in the 1970s emphasized the advantages of a
comprehensive structured format, family therapists were dealing with group processes
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in which formal interview structure was typically deemphasized. Because most family
therapists were observing fluid interactional processes, they needed to develop a vocab-
ulary different from that used in traditional psychiatric diagnosis. In fact, DSM cate-
gories were usually considered irrelevant because they described static characteristics
of individuals rather than ongoing group processes. Few, if any, structured formats were
available to assess family relationships.

Developments during the 1980s

Many of the trends, concepts, and instruments developed in the 1960s and 1970s were
further refined and adapted for the 1980s. One important effort was the adaptation of
many instruments to the DSM-III (1980) and DSM-III-R (1987). In addition, the in-
creased delineation of childhood disorders required greater knowledge related to differ-
ential diagnosis and greater demand for structured interviews as adjuncts to assessment.
Many of the efforts were consistent with the use of specific diagnostic criteria along
with a demand for efficiency, cost-effectiveness, and accountability. Despite concerns
regarding computer-based interpretations (Groth-Marnat & Schumaker, 1989), some of
these functions were beginning to be performed by specific computer programs. Because
interviews were becoming increasingly structured, with the inclusion of scales and spe-
cific diagnostic strategies, the distinction between tests and interviews was becoming
less clear. In some contexts, aspects of interviewing were even replaced with computer-
requested and computer-integrated information and combined with simple programs to
aid in diagnosis, such as DIANO III (Spitzer, Endicott, & Cohen, 1974) and CATEGO
(Wing, Cooper, & Sartorius, 1974). During the mid- and late 1980s, most clinicians,
particularly those working in large institutions, used a combination of structured inter-
views and open-ended unstructured approaches. Some research focused on the impor-
tance of the initial interview regarding clinical decision making and later therapeutic
outcome (Hoge, Andrews, Robinson, & Hollett, 1988; Turk & Salovey, 1985). There was
also a greater appreciation and integration of the work from different disciplines and
from differing theoretical persuasions (Hersen, 1988). Finally, greater emphasis was
placed on the impact and implications of culture and gender on the assessment process
(L. Brown, 1990).

The 1990s and Beyond

Two of the defining features of psychology in the 1990s were managed health care and
the controversy over the validity of repressed memories. Both of these issues had sig-
nificant implications for interviewing. Managed health care emphasized the cost-
effectiveness of providing health services; and for interviewing, this means developing
the required information in the least amount of time. This may mean streamlining in-
terviews by maximizing computer-derived information or paper-pencil forms. This
brings up the larger issue of the extent to which practitioners need to spend face-to-
face time with the client versus deriving information through other means. The devel-
opment of single-session therapy (Hoyt, 1994) illustrates the potential brevity of
information that might be required before making therapeutic interventions. There was
also recognition that precise patient-treatment matching can optimize the treatment
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and potentially the cost-effectiveness of psychosocial interventions (Antony & Barlow,
2002; Beutler & Clarkin, 1990; Beutler, Clarkin, & Bongar, 2000).

The controversy over repressed memories has forced interviewers to clarify the extent
to which the information they derive from clients represents literal as opposed to narra-
tive truth. Research has consistently indicated that client self-reports are reconstruc-
tions of events (Henry, Moffitt, Caspi, Langley, & Silva, 1994; Loftus, 1993) and are
likely to be particularly questionable for retrospective reports of psychosocial variables
(Henry et al., 1994). The even greater challenge to interviewers is to ensure that their in-
terviewing style and method of questioning are not distorting the information derived
from clients. This issue becomes intensely highlighted during interviews to investigate
the possibility of childhood sexual abuse (see guidelines in S. White & Edelstein, 1991).

Further, continuing themes in the 1990s were the impact of gender and cultural is-
sues and the further development of structured interviews. In some cases, the preced-
ing issues have produced tension. For example, the greater demands for brief focused
interventions contradict the emphasis of structured interviews on detailed and often
time-consuming procedures. In addition, there has been greater clinical and political
importance attached to detecting and treating childhood abuse; yet research and media
coverage of recovered memories have suggested that some, if not many, of these mem-
ories are of questionable validity. The themes related to cost-effectiveness, patient-
treatment matching, recovered memories, use of structured interviews, and cultural
and gender issues are far from resolved and will continue to be important themes dur-
ing this decade.

ISSUES RELATED TO RELIABILITY AND VALIDITY

Although the interview is not a standardized test, it is a means of collecting data and, as
such, can and should be subjected to some of the same types of psychometric considera-
tions as a formal test. This is important because interviews might introduce numerous
sources of bias, particularly if the interviews are relatively unstructured. Reliability of
interviewers is usually discussed in relation to interrater (interviewer) agreement.
R. Wagner’s (1949) early review of the literature found tremendous variation, ranging
from .23 to .97 (Mdn=.57) for ratings of personal traits and —.20 to .85 (Mdn.=.53) for
ratings of overall ability. Later reviews have generally found similar variations in inter-
rater agreement (Arvey & Campion, 1982; L. Ulrich & Trumbo, 1965). The problem
then becomes how to determine which ratings to trust and which to view with skepti-
cism. Of particular relevance is why some interviewers focus on different areas and
have different biases. A consistent finding is that, when interviewers were given narrow
areas to assess and were trained in interviewer strategies, interrater reliability in-
creased (Dougherty, Ebert, & Callender, 1986; Zedeck, Tziner, & Middlestadt, 1983).
The consensus was that highly structured interviews were more reliable (Huffcutt &
Arthur, 1994; McDaniel, Whetzel, Schmidt, & Maurer, 1994). However, increased
structure undermines one of the greatest strengths of interviews—their flexibility. In
many situations, a free-form, open-ended approach may be the only way to obtain some
types of information.
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Research on interview validity has typically focused on sources of interviewer bias.
For example, halo effects result from the tendency of an interviewer to develop a gen-
eral impression of a person and then infer other seemingly related characteristics. For
example, clients who are considered to express warmth may be seen as more competent
or mentally healthy than they actually are. This clustering of characteristics may be in-
correct, thereby producing distortions and exaggerations. Similarly, first impressions
have been found to bias later judgments (W. Cooper, 1981). Confirmatory bias might
occur when an interviewer makes an inference about a client and then directs the inter-
view to elicit information that confirms the original inference. For example, a psycho-
analytically-oriented interviewer might direct questions related to early childhood
traumas, possibly incorrectly confirming traditional psychoanalytic explanations of
current adult behaviors. Similar to halo effects is the finding that one specific out-
standing characteristic (educational level, physical appearance, etc.) can lead an inter-
viewer to judge other characteristics that he or she incorrectly believes are related to
the outstanding one. For example, physical attractiveness has been found to create in-
terviewer bias in job applicants (Gilmore, Beehr, & Love, 1986). In a clinical context,
physical attractiveness may result in practitioners’ either deemphasizing pathology or,
on occasion, exaggerating pathology because of discomfort the interviewer may feel
over his or her feelings of attraction (L. Brown, 1990). Interviewers also may focus in-
correctly on explanations of behavior that emphasize traits rather than situational de-
terminants (Ross, 1977). This error is particularly likely when the interpretation of
interview data relies heavily on psychological tests, because tests, by their nature, con-
ceptualize and emphasize static characteristics of the person rather than ongoing in-
teractional processes.

In addition to the interviewer’s perceptual and interactional biases, the interviewees
may distort their responses. For example, they may present an overly favorable view of
themselves, particularly if they are relatively naive regarding their motivations. Dis-
tortions are most likely found in sensitive areas such as sexual behavior. Some specific
areas of distortions are represented by the finding that victims of automobile accidents
typically exaggerated the amount of time they lost from work, 40% of respondents pro-
vided overestimates of their contributions to charity, and 17% of respondents reported
their ages incorrectly (R. Kahn & Cannell, 1961). More extreme cases of falsification
occur with outright (conscious) lies, delusions, confabulations, and lies by pathological
(compulsive) liars that they partially believe themselves (Kerns, 1986). Inaccuracies
based on retrospective accounts have been found to most likely occur related to psy-
chosocial information (e.g., family conflict, onset of psychiatric symptoms) compared
with variables such as change of residence, reading skill, height, and weight (B. Henry
et al., 1994).

Reviews of interview validity, in which interviewer ratings were compared with out-
side criterion measures, have, like reliability measures, shown tremendous variability
ranging from —.05 to +.75 (Arvey & Campion, 1982; Henry et al., 1994; Huffcutt &
Arthur, 1994; J. Hunter & Hunter, 1984; L. Ulrich & Trumbo, 1965). One clear finding
is that validity increases as the structure of the interview format increases (Huffcutt &
Arthur, 1994; Marchese & Muchinsky, 1993). For example, a meta-analysis by Wiesner
and Cronshaw (1988) found that unstructured interviews had validity coefficients of .20,
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structuring the interview increased the validity to .63, and structured interviews by a
panel using consensus ratings increased validity coefficients to a quite respectable .64.
However, the validity seems to vary according to the type of variable that is being as-
sessed. Situational employment interviews (asking the interviewee what he or she would
do in a particular situation) had higher validities (.50) than interviews used to assess
past job-related behavior (.39) or rate psychological qualities such as dependability (.29;
McDaniel et al., 1994). It has also been found that interview accuracy increases more
when interviewees are held accountable for the process they went through when coming
to their decisions, compared to being held accountable for the accuracy of their predic-
tions (procedural versus outcome accountability; Brtek & Motowidlo, 2002).

The previous brief review indicates that adding structure to interviews and paying
close attention to the procedure by which decisions are made typically results in higher
levels of validity. It also means that information derived from unstructured interviews
should be treated cautiously and treated as tentative hypotheses that need to be sup-
ported by other means. Interviewers should also continually question the extent to
which their particular style, attitudes, and expectations might be compromising inter-
view validity. Given the difficulties related to unstructured formats, a variety of for-
mal structured clinical interviews has been developed. Additional information on the
reliability and validity of the most frequently used structured clinical interviews is
provided in the last section of this chapter.

ASSETS AND LIMITATIONS

Both structured and unstructured interviews allow clinicians to place test results in a
wider, more meaningful context. In addition, biographical information from interviews
can be used to help predict future behaviors; what a person has done in the past is an ex-
cellent guide to what he or she is likely to continue doing in the future. Factors for pre-
dicting suicide risk, success in certain occupations, and prognosis for certain disorders
can usually be most effectively accomplished by attending to biographical data rather
than test scores. Because tests are almost always structured or “closed” situations, the
unstructured or semistructured interview is typically the only time during the assess-
ment process when the clinician can observe the client in an open, ambiguous situation.
Observations can be made regarding how persons organize their responses, and infer-
ences can be derived from subtle, nonverbal cues. These inferences can be followed up
with further, more detailed questioning. This flexibility inherent in unstructured and
semistructured interviews is frequently their strongest advantage over standardized
tests. The focus during unstructured interviews is almost exclusively on the individual
rather than on how that individual does or does not compare with a larger normative
comparison group. Some types of information can be obtained only through this flexible,
person-centered approach, which allows the interviewer to pay attention to idiosyncratic
factors. In crisis situations when relatively rapid decisions need to be made, it can be im-
practical to take the time required to administer and interpret tests, leaving interviews
and rapid screening devices as the only means of assessment. Finally, interviews allow
clinicians to establish rapport and encourage client self-exploration. Rarely do
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clients reveal themselves nor do they perform optimally on tests unless they first sense
trust, openness, and a feeling of being understood.

The greatest difficulty with unstructured interviews is interviewer bias from percep-
tual and interactional processes such as the halo effect, confirmatory bias, and the pri-
macy effect. This bias typically results in considerable variability for both reliability and
validity as well as in difficulty comparing one subject with the next. One of the main rea-
sons for diagnostic disagreement is variations in the information obtained (information
variance) and variations in the criteria (criterion variance) used to conclude the presence
or absence of a condition. In more concrete terms, this means that different practitioners
develop and ask a wide variety of questions and apply standards for the presence of a con-
dition, such as depression, in an inconsistent fashion. A further difficulty is the high cost
of using trained interviewers for large-scale epidemiological studies.

Structured interviews have many distinct advantages over unstructured approaches.
Because structured interviews have more psychometric precision, the results enable
comparability between one case or population and the next. The standardized presen-
tation allows for the development of reliable ratings, reduces information variance, and
uses consistent diagnostic criteria (R. Rogers, 1995; Summerfeldt & Antony, 2002). In
addition, the comprehensiveness of many structured interviews reduces the likelihood
of missing a diagnosis or set of relevant symptomology. Partially because of these ad-
vantages, structured clinical interviews have progressed from being used primarily for
research to use in a number of clinical settings. At issue, however, is the time required
for structured interviews. The more recently developed computer-assisted programs
offer a potential method of countering this difficulty (Epstein & Klinkenberg, 2001).
In addition, instruments such as the Diagnostic Interview Schedule and Diagnostic In-
terview for Children and Adolescents have been designed for administration by lay in-
terviewers, thereby reducing the time required by professionals.

Although structured interviews generally have higher psychometric properties than
unstructured formats, they tend to overlook the idiosyncrasies and richness of the person.
In many cases, these unique aspects may go undetected and yet may make a significant
difference in interpreting test scores or making treatment recommendations. Although
still somewhat controversial (Helzer & Robins, 1988), another criticism of many clini-
cians and researchers is that a highly structured approach may not create enough rapport
for the client to feel sufficiently comfortable about revealing highly personal informa-
tion. This is truer for the highly structured interviews, such as the Diagnostic Interview
Schedule, than for a semistructured instrument, such as the Schedule for Affective Disor-
ders and Schizophrenia, which includes an initial, relatively unstructured component.
However, M. Rosenthal (1989) has noted that rapport with structured instruments can be
enhanced through carefully educating the client as to the importance and procedures of
these more structured approaches.

Although many of the structured interviews have demonstrated adequate reliability,
studies relating to validity have primarily focused on the general level of impairment
or simple discriminations between psychiatric and nonpsychiatric populations. There
has been considerable controversy over what exactly is an acceptable outside criterion
measure regarding the “true” diagnosis. In-depth studies of construct validity or incre-
mental validity have yet to be performed. Furthermore, far more work needs to be done



78 The Assessment Interview

on the treatment utility of structured interviews in areas such as prognosis, selection of
treatment, and likely response to specific forms of pharmacological or psychothera-
peutic interventions.

THE ASSESSMENT INTERVIEW AND CASE HISTORY

General Considerations

The previously mentioned historical and psychometric considerations indicate that no
single correct way exists to conduct an unstructured or semistructured interview. Inter-
viewer style is strongly influenced by theoretical orientation and by practical considera-
tions. Persons strongly influenced by client-centered theories tend to be nondirective
and avoid highly structured questions. This is consistent with the underlying belief that
persons have the inner ability to change and organize their own behaviors. The goal of a
client-centered interview, then, is to create the type of interpersonal relationship most
likely to enhance this self-change. In contrast, a behavioral interview is more likely to be
based on the assumption that change occurs because of specific external consequences.
As a result, behavioral interviews are relatively structured because they are directed to-
ward obtaining specific information that would help to design strategies based on alter-
ing external conditions. In addition, different interviewing styles and strategies work
well with some clients but may be relatively ineffective with others.

A useful distinction is between a diagnostic interview and one that is more informal
and exploratory. The goal of a diagnostic interview is to develop a specific diagnosis,
usually based on the multiaxial DSM-1V model (see Othmer & Othmer, 1994; R. Rogers,
1995; Sommers-Flanagan & Sommers-Flanagan, 1999). This might follow a five-step
process in which the clinician develops diagnostic clues, considers these in relation to
diagnostic criteria, takes a psychiatric history, and, based on this information, develops
a multiaxial diagnosis with corresponding estimates of prognosis (Othmer & Othmer,
1994). Such an interview is likely to be directive with a careful consideration of inclu-
sion and exclusion criteria for different disorders. It is most likely to occur in a psychi-
atric or general medical setting. In contrast, many practitioners do not believe in the
value of formal diagnosis and, accordingly, do not pursue a formal DSM-1V (1994) diag-
nosis. They might be more concerned with areas such as a client’s coping style, social
supports, family dynamics, or the nature of their disability. As such, their interviews
might be less directive and more flexible. Again, neither style is right or wrong, but in-
stead, may be appropriate and effective in one context (or client), whereas it is ineffec-
tive or inappropriate in another context.

Often, interviewers might wish to construct a semistructured interview format by
listing in sequence the types of questions they would like to ask the person. To con-
struct such a list, interviewers might consult Table 3.1 to note possibly relevant areas.
Each of these areas might then be converted into specific questions. For example, the
first few areas might be converted into the following series of questions:

e “What are some important concerns that you have?”

e “Could you describe the most important of these concerns?”
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Table 3.1 Checklist for an assessment interview and case history

79

History of the Problem

Description of the problem
Initial onset

Changes in frequency
Antecedents/consequences

Family Background

Socioeconomic level
Parent’s occupation(s)
Emotional/medical history
Married/separated/divorced
Family constellation

Personal History

Infancy
Developmental milestones
Family atmosphere
Amount of contact with parents

Early and Middle Childhood
Adjustment to school
Academic achievement
Hobbies/activities/interests

Adolescence
All areas listed for early and middle
childhood
Presence of acting out (legal, drugs,
sexual)

Early and Middle Adulthood
Career/occupational
Interpersonal relationships
Satisfaction with life goals
Hobbies/interests/activities

Late Adulthood
Medical history
Ego integrity

Miscellaneous

Self-concept (like/dislike)
Happiest/saddest memory
Earliest memory

Fears

Intensity and duration
Previous treatment
Attempts to solve
Formal treatment

Cultural background
Parent’s current health
Family relationships
Urban/rural upbringing

Early medical history
Toilet training

Peer relationships
Relationship with parents
Important life changes

Early dating
Reaction to puberty

Marriage
Medical/emotional history
Relationship with parents
Economic stability

Reaction to declining abilities
Economic stability

Somatic concerns (headaches, stomach-
aches, etc.)

Events that create happiness/sadness
Recurring/noteworthy dreams
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* “When did the difficulty first begin?”

* “How often does it occur?”

» “Have there been any changes in how often it has occurred?”
e “What happens after the behavior(s) occurs?”

Because clients vary regarding their personal characteristics (age, educational
level, degree of cooperation) and type of presenting problem (childhood difficulties,
legal problems, psychosis), the questions necessarily need to vary from person to per-
son. Furthermore, any series of questions should not be followed rigidly, but with a
certain degree of flexibility, to allow exploring unique but relevant areas that arise
during the interview.

Good interviewing is difficult to define, partly because different theoretical per-
spectives exist regarding clinician-client interaction. Furthermore, clinicians achieve
successful interviews not so much by what they do or say, but by making sure they ex-
press the proper attitude. Whereas clinicians from alternative theoretical persuasions
might differ regarding areas such as their degree of directiveness or the type of infor-
mation they should obtain, they would all agree that certain aspects of the relationship
are essential (Patterson, 1989). These include the interviewer’s expression of sincerity,
acceptance, understanding, genuine interest, warmth, and a positive regard for the
worth of the person. If clinicians do not demonstrate these qualities, they are unlikely
to achieve the goals of the interview, no matter how these are defined.

Patient ratings of the quality of interviews have been found to be dependent on the
extent to which interviewers can understand the patient’s emotions and detect emo-
tional messages that are only partially expressed, particularly as these emotions are
likely to be indirect and conveyed through nonverbal behaviors. This is especially rel-
evant in clinical interviews that focus on a client’s personal difficulties. Typically,
words are inadequate to accurately describe problem emotions, so interviewers must
infer them from paraverbal or nonverbal expression. This is highlighted by the as-
sumption that nonverbal aspects of communication are likely to be a more powerful
method of conveying information. For example, eye contact is most likely to convey
involvement; rigidity of posture might suggest client defensiveness; and hand move-
ments often occur beyond the person’s conscious intent, suggesting nervousness, in-
tensity, or relaxation. Mehrabian (1972) has supported this perspective with his
estimates that the message received is 55% dependent on facial expression, 38% by
tone, and only 7% by the content of what is said.

Interviewers vary in the extent to which they take notes during the interview. Some
argue that note taking during an interview might increase a client’s anxiety, raise ques-
tions regarding anonymity, increase the likelihood that he or she will feel like an object
under investigation, and create an unnatural atmosphere. In contrast, many interviewers
counter these arguments by pointing out that a loss of rapport rarely results solely from
note taking during the interview, assuming, of course, that the interviewer can still
spend a sufficient amount of time attending to the client. Ongoing note taking is also
likely to capture more details and result in less memory distortion than recording mate-
rial after the interview has been completed. Thus, an intermediate amount of note tak-
ing during the interview is recommended. If the interview is audiotaped or videotaped,
the reasons for this procedure need to be fully explained, along with the assurance of
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confidentiality and the procuring of a signed agreement. Although audiotape or video-
tape recording is often awkward at first, usually the interviewer and client quickly for-
get that it is occurring.

Interview Tactics

Numerous tactics or types of statements have been proposed and studied. These in-
clude the clarification statement, verbatim playback, probing, confrontation, under-
standing, active listening, reflection, feedback, summary statement, random probing,
self-disclosure, perception checking, use of concrete examples, and therapeutic double
binds. Additional relevant topics are the importance of eye contact, self-disclosure, ac-
tive listening, and touch. These areas are beyond the scope of this chapter, but the in-
terested reader is referred to excellent discussions by Cormier and Cormier (1998),
Sommers-Flanagan and Sommers-Flanagan (1999), Sattler (2002), and Zuckerman
(2000). The most relevant skills for interviewing do not come so much from memoriz-
ing interviewing tactics, but develop from reviewing actual live or taped interview ses-
sions. However, several important tactics of interviewing are described because they
provide a general interviewing strategy.

Preliminaries

During the initial phase of the interview, practitioners need to ensure that they deal ad-
equately with the following issues:

1. Organize the physical characteristics of the interview situation so that the room
looks used but not untidy; lighting is optimal; seating is arranged so that the in-
terviewer and client are neither too close nor too far and so that eye level is ap-
proximately equal.

2. Introduce yourself and indicate how you prefer to be addressed (Doctor, first
name, etc.) and clarify how the client prefers to be addressed.

3. State the purpose of the interview, check the client’s understanding of the in-
terview, and clarify any discrepancies between these two understandings.

4. Explain how the information derived from the interview will be used.

5. Describe the confidential nature of the information, the limits of confidential-
ity, and special issues related to confidentiality (e.g., how the information
might be obtained and used by the legal justice system). Further, explain that
the client has the right not to discuss any information he or she does not wish to
disclose. If the information will be sent to other persons, obtain a signed release
of information.

6. Explain the role and activities you would like the client to engage in, the instru-
ments that are likely to be used in the assessment, and the total length of time
required. In some circumstances, this may be formalized into a written contract
(Handelsman & Galvin, 1988).

7. Make sure that any fee arrangements have been clarified, including the hourly
rate, total estimated cost, the amount the client versus a third party is likely to
need to pay, and the interval between billing and the expected payment.
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With the possible exception of fee arrangement (item 7), the preceding issues
should be handled by a mental health practitioner rather than a secretary or reception-
ist. Covering these areas during the preliminary stages of the interview is likely to re-
duce the likelihood of miscommunications and later difficulties.

Directive versus Nondirective Interviews

The degree to which clinicians choose to be structured and directive during an interview
depends on both theoretical and practical considerations. If time is limited, the inter-
viewer needs to be direct and to the point. The interviewer will use a different approach
for assessing a person who has been referred and will be returning to the referring per-
son than for a person before conducting therapy with him or her. An ambiguous, un-
structured approach probably makes an extremely anxious person even more anxious,
while a direct approach may prove more effective. A passive, withdrawn client also is
likely to initially require a more direct question-and-answer style. As stated previously,
a less structured style often encourages deeper client self-exploration, enables clinicians
to observe the client’s organizational abilities, and may result in greater rapport, flexi-
bility, and sensitivity to the client’s uniqueness.

Frequently, behavioral interviews are characterized as being structured and directed
toward obtaining a comprehensive description of actual behaviors and relevant cogni-
tions, attitudes, and beliefs (see Chapter 4). This is often contrasted with the more un-
structured psychodynamic approach, which investigates underlying motivations and
hidden dynamics, and assesses information that may not be within the person’s ordinary
awareness. Typically, these approaches are perceived as competing and mutually exclu-
sive. Haas, Hendin, and Singer (1987) point out that this either/or position is not only un-
necessary but unproductive, because each style of interviewing provides different types
of information that could potentially compensate for the other’s weaknesses. Using both
approaches might increase interview breadth and validity. This is similar to basing client
descriptions on direct behavioral data (public communication), self-description, and pri-
vate symbolization (Leary, 1957). Each of these levels may be useful for different pur-
poses, and the findings from each level might be quite different from one another.

Sequence of Interview Tactics

Most authors recommend that interviewers begin with open-ended questions and, after
observing the client’s responses, use more direct questions to fill in gaps in their under-
standing (Beutler & Groth-Marnat, 2003; Othmer & Othmer, 1994; Sommers-Flanagan
& Sommers-Flanagan, 1999). Although this sequence might begin with open-ended
questions, it should typically lead to interviewer responses that are intermediate in their
level of directiveness, such as facilitating comments, requesting clarification, and possi-
bly confronting the client with inconsistencies.

An important advantage of open-ended questions is that they require clients to com-
prehend, organize, and express themselves with little outside structure. This is perhaps
the only occasion in the assessment process that makes this requirement of clients, be-
cause most tests or structured interviews provide guidance in the form of specific,
clear stimuli. When clients are asked open-ended questions, they will be most likely to
express significant but unusual features about themselves. Verbal fluency, level of as-
sertiveness, tone of voice, energy level, hesitations, and areas of anxiety can be noted.
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Hypotheses can be generated from these observations and further open-ended or more
direct questions used to test these hypotheses. In contrast to these advantages, open-
ended questions can potentially provide an overabundance of detailed, vague, and tan-
gential information.

Interviewer responses that show an intermediate level of directiveness are facilita-
tion, clarification, empathy, and confrontation. Facilitation of comments maintains or
encourages the flow of conversation. This might be accomplished verbally (“Tell me
more ...,” “Please continue ...”) or nonverbally (eye contact, nodding). These re-
quests for clarification might be used when clients indicate, perhaps through subtle
cues, that they have not fully expressed something regarding the topic of discussion. Re-
quests for clarification can bring into the open material that was only implied. In par-
ticular, greater clarification might be achieved by requesting the client to be highly
specific, such as asking him or her to provide concrete examples (a typical day or a day
that best illustrates the problem behavior). Empathic statements (“It must have been
difficult for you”) can also facilitate client self-disclosure.

Sometimes interviewers might wish to confront, or at least comment on, inconsisten-
cies in a client’s information or behavior. Carkhuff (1969) has categorized the potential
types of inconsistencies as being between what a person is versus what he or she wants
to be, what he or she is saying versus what he or she is doing, and between the person’s
self-perception versus the interviewer’s experience of the person. A confrontation might
also challenge the improbable content of what he or she is reporting (“tall” stories).

The purpose of confrontations during assessment is to obtain more in-depth infor-
mation about the client. In contrast, therapeutic confrontations are used to encourage
client self-exploration and behavior change. If a practitioner is using the initial inter-
view and assessment as a prelude to therapy, this distinction is less important. How-
ever, a confrontational style can produce considerable anxiety, which should be created
only if sufficient opportunity exists to work through the anxiety. Usually, a client is
most receptive to confrontations when they are posed hypothetically as possibilities to
consider rather than as direct challenges. Confrontations also require a sufficient de-
gree of rapport to be sustained; unless this rapport is present, confrontations probably
result in client defensiveness and a deterioration of the relationship.

Finally, direct, close-ended questions can be used to fill in gaps in what the client
has stated. Thus, a continual flow can be formed between client-directed or client-
organized responses and clinician-directed responses. This sequence, beginning with
open-ended questions, then moving to intermediately structured responses (facilita-
tion, clarification, confrontation), and finally ending in directive questions, should not
be rigid but should vary throughout the interview.

Comprehensiveness

The basic focus of an assessment interview should be to define the problem behavior (na-
ture of the problem, severity, related affected areas) and its causes (conditions that
worsen or alleviate it, origins, antecedents, consequences). Interviewers might wish to
use a checklist, such as the one in Table 3.1, to ensure they are covering most relevant
areas. In using such a checklist, the interviewer might begin with a general question,
such as “How were you referred here?” or “What are some areas that concern you?”” Ob-
servations and notes can then be made about the way the client organizes his or her
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responses, what he or she says, and the way he or she says it. The interviewer could use
facilitating, clarifying, and confronting responses to obtain more information. Finally,
the interviewer could review the checklist on family background to see if all relevant
areas were covered sufficiently. If some areas or aspects of areas weren’t covered, the in-
terviewer might ask direct questions, such as “What was your father’s occupation?” or
“When did your mother and father divorce?” The interviewer could then begin the same
sequence for personal history related to infancy, middle childhood, and so on. Table 3.1
is not comprehensive, but is intended as a general guide for most interview situations.
If practitioners generally evaluate specific client types (child abuse, suicide, brain-
impaired), this checklist may need additional guidelines and/or be used as an adjunct to
commercially available structured interviews, such as the Personality Disorder Examina-
tion (Loranger, 1988), Neuropsychological Status Examination (Schinka, 1983), or
Lawrence Psychological-Forensic Examination (Lawrence, 1984).

Avoidance of “Why” Questions

It is best to avoid “why” questions because they are likely to increase client defen-
siveness. A “why” question typically sounds accusatory or critical and thus forces
the client to account for his or her behavior. In addition, clients are likely to become
intellectual in this situation, thereby separating themselves from their emotions. An
alternative approach is to preface the question with either “What is your understand-
ing of . . .” or “How did it occur that . . .” rather than “why?” These options are more
likely to result in a description rather than a justification and to keep clients more
centered on their emotions.

Nonverbal Behaviors

Interviewers should also be aware of their own as well as their clients’ nonverbal be-
haviors. In particular, interviewers might express their interest by maintaining eye con-
tact, being facially responsive, and attending verbally and nonverbally, such as through
occasionally leaning forward.

Concluding the Interview

Any interview is bound by time constraints. An interviewer might help to ensure obser-
vance of these constraints by alerting the client when only 5 or 10 minutes remain until
the arranged completion of the interview. This allows the client or interviewer to obtain
final relevant information. There should also be an opportunity for the client to ask any
questions or provide comments. At the end of an interview or assessment session, the in-
terviewer should summarize the main themes of the interview and, if appropriate, make
any recommendations.

MENTAL STATUS EXAMINATION

The mental status exam was originally modeled after the physical medical exam; just
as the physical medical exam is designed to review the major organ systems, the mental
status exam reviews the major systems of psychiatric functioning (appearance, cogni-
tive function, insight, etc.). Since its introduction into American psychiatry by Adolf
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Meyer in 1902, it has become the mainstay of patient evaluation in most psychiatric
settings. Most psychiatrists consider it as essential to their practice as the physical ex-
amination is in general medicine (Rodenhauser & Fornal, 1991).

A mental status examination can be used as part of a formal psychological assess-
ment for a variety of reasons. A brief mental status examination might be appropriate
before assessment to determine the appropriateness of more formal psychological test-
ing. If, for example, a patient was unable to determine where he or she was and had sig-
nificant memory impairments, testing with most instruments might be too difficult
and could thereby result in needless distress. Such a screening might also be used to
determine basic case management issues such as hospitalization or placing the patient
under close observation. A mental status examination can also be used as part of an as-
sessment using formal psychological tests. The “raw” data from the exam can be selec-
tively integrated with general background information to present a coherent portrait of
the person and assist in diagnosis.

Despite its popularity among psychiatrists, this form of interviewing is not typically
used by psychologists, partly because many areas reviewed by the mental status exam
are already covered during the assessment interview and through the interpretation of
psychological test results. Many psychological tests cover these areas in a more precise,
in-depth, objective, and validated manner with scores being compared to appropriate
norms. A client’s appearance, affect, and mood are usually noted by attending to be-
havioral observations. A review of the history and nature of the problem is likely to pick
up areas such as delusions, misinterpretations, and perceptual disorders (hallucina-
tions). Likewise, interview data and psychological test results typically assess a client’s
fund of knowledge, attention, insight, memory, abstract reasoning, and level of social
judgment. However, the mental status examination reviews all of the preceding areas in
a relatively brief, systematic manner. Furthermore, there are situations, such as intakes
in an acute medical or psychiatric hospital, where insufficient time is available to eval-
uate the client with psychological tests.

Numerous sources in the psychiatric literature provide thorough guidelines for
conducting a mental status exam (Crary & Johnson, 1981; H. Kaplan & Sadock,
2001; Othmer & Othmer, 1994; Robinson, 2001; Sommers-Flanagan & Sommers-
Flanagan, 1999), and R. Rogers (1995) has provided a review of the more structured
mental status exams. This literature indicates that practitioners vary widely in how
they conduct the mental status examination. The most unstructured versions involve
merely the clinician’s use of the mental status examination as a set of general guide-
lines. The more structured versions range from comprehensive instruments that as-
sess both general psychopathology and cognitive impairment to those that focus
primarily on cognitive impairment. For example, the comprehensive North Carolina
Mental Status Examination (Ruegg, Ekstrom, Evans, & Golden, 1990) includes 36
items that are rated on a three-point scale (not present, slight or occasional, marked
or repeated) to cover the important clinical dimensions of physical appearance, be-
havior, speech, thought processes, thought content, mood, affect, cognitive function-
ing, orientation, recent memory, immediate recall, and remote memory. Another
similar comprehensive instrument is the Missouri Automated Mental Status Exami-
nation Checklist (Hedlund, Sletten, Evenson, Altman, & Cho, 1977), which requires
the examiner to make ratings on the following nine areas of functioning: general
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appearance, motor behavior, speech and thought, mood and affect, other emotional
reactions, thought content, sensorium, intellect, and insight and judgment. The
checklist includes 119 possible ratings, but the examiner makes ratings in only those
areas he or she judges to be relevant.

Despite extensive development, the more comprehensive mental status examinations
have not gained wide acceptance. In contrast, the narrower structured mental status ex-
aminations that focus more exclusively on cognitive impairment are used quite exten-
sively. One of the most popular has been the Mini Mental Status Examination (Folstein,
Folstein, & McHugh, 1975). It comprises 11 items designed to assess orientation, regis-
tration, attention, calculation, and language. It has excellent interrater and test-retest
reliabilities (usually well above .80), correlates with WAIS IQs (.78 for verbal 1Q), and
is sensitive to global and left hemisphere deficits (but not right hemisphere impairment;
R. Rogers, 1995; Tombaugh, McDowell, Kristjansson, & Hubley, 1996). Clinicians who
wish to develop knowledge and skills in conducting mental status examinations are en-
couraged to consult the preceding sources.

The following descriptions of the typical areas covered serve as a brief introduction
to this form of interviewing. The outline is organized around the categories recom-
mended by Crary and Johnson (1981), and a checklist of relevant areas is included in
Table 3.2. Interviewers can answer the different areas on the checklist either during or
after a mental status examination. The tabled information can then be used to answer
relevant questions relating to the referral question, to help in diagnosis, or to add to
other test data. Such a checklist is important because clinicians not using similar
checklists have been found to frequently omit crucial information (Ruegg et al., 1990).

General Appearance and Behavior

This area assesses material similar to that requested in the “behavioral observations™”
section of a psychological report (see Chapter 15). A client’s clothing, posture, ges-
tures, speech, personal care/hygiene, and any unusual physical features such as phys-
ical handicaps, tics, or grimaces are noted. Attention is given to the degree to which
his or her behavior conforms to social expectations, but this is placed in the context
of his or her culture and social position. Additional important areas are facial ex-
pressions, eye contact, activity level, degree of cooperation, physical attractiveness,
and attentiveness. Is the client friendly, hostile, seductive, or indifferent? Do any
bizarre behaviors or significant events occur during the interview? In particular,
speech might be fast or slow, loud or soft, or include a number of additional unusual
features. Table 3.2 includes a systematic checklist of relevant areas of behavior and
appearance.

Feeling (Affect and Mood)

A client’s mood refers to the dominant emotion expressed during the interview, whereas
affect refers to the client’s range of emotions. This is inferred from the content of the
client’s speech, facial expressions, and body movements. The type of affect can be
judged according to variables such as its depth, intensity, duration, and appropriateness.
The client might be cold or warm, distant or close, labile, and, as is characteristic of
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Table 3.2 Format for mental status and history

Reproduced by permission of MTP Press LTD., Lancaster, England, from “Mental Status Examination”
by W. G. Crary and C. W. Johnson, 1981. In Johnson, C. W., Snibbe, J. R., and Evans, L. A. (Eds.), Basic
Psychopathology: A Programmed Text, 2nd ed. Lancaster: MIP Press, pp. 55-56.
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schizophrenia, his or her affect might be blunted or flattened. The client’s mood might
also be euphoric, hostile, anxious, or depressed.

Perception

Different clients perceive themselves and their world in a wide variety of ways. It is es-
pecially important to note whether there are any illusions or hallucinations. The pres-
ence of auditory hallucinations are most characteristic of schizophrenics, whereas vivid
visual hallucinations are more characteristic of persons with organic brain syndromes.

Thinking

Intellectual Functioning

Any assessment of higher intellectual functioning needs to be made in the context of a
client’s educational level, socioeconomic status, and familiarity and identification
with a particular culture. If a low level of intellectual functioning is consistent with a
general pattern of poor academic and occupational achievement, a diagnosis of intel-
lectual disability might be supported. However, if a person performs poorly on tests of
intellectual functioning and yet has a good history of achievement, organicity might be
suspected.

Intellectual functioning typically involves reading and writing comprehension, gen-
eral fund of knowledge, ability to do arithmetic, and the degree to which the client can
interpret the meaning of proverbs. Throughout the assessment, clinicians typically note
the degree to which the client’s thoughts and expressions are articulate versus incoher-
ent. Sometimes clinicians might combine assessments of intellectual functioning with
some short, formal tests such as the Bender, with an aphasia screening test, or even
with portions of the WAIS-IIT or WISC-III.

Orientation

The ability of clients to be oriented can vary in the degree to which they know who they
are (person), where they are (place), and when current and past events have occurred or
are occurring (time). Clinical observation indicates the most frequent type of disorien-
tation is for time, whereas disorientation for place and person occurs less frequently.
When disorientation does occur for place, and especially for person, the condition is
relatively severe. Disorientation is most consistent with organic conditions. If a person
is oriented in all three spheres, this is frequently abbreviated as “oriented X3.”

Related to the orientation of clients is their sensorium, which refers to how intact
their physiological processes are to receiving and integrating information. Sensorium
might refer to hearing, smell, vision, and touch and might range from being clouded to
clear. Can the client attend to and concentrate on the outside world or are these
processes interrupted? The client might experience unusual smells, hear voices, or
have the sense that his or her skin is tingling. Sensorium can also refer to the client’s
level of consciousness, which may vary from hyperarousal and excitement to drowsi-
ness and confusion. Disorders of a client’s sensorium often reflect organic conditions,
but may also be consistent with psychosis.
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Memory, Attention, and Concentration

Because memory retrieval or acquisition requires attention and concentration, these
three functions are frequently considered together. Long-term memory is often assessed
by requesting information regarding the client’s general fund of information (e.g., im-
portant dates, major cities in a country, three major heads of state since 1900). Some cli-
nicians include the Information or Digit Span subtests from the WAIS-III/WISC-III or
other formal tests of a similar nature. Recall of a sentence or paragraph might be used to
assess short-term memory for longer, more verbally meaningful information. In addi-
tion, clients’ long-term memory might be evaluated by measuring recall of their major
life events, and the accuracy of their recall can be compared with objective records of
these events (e.g., year graduated from high school, date of marriage). It is often useful
to record any significant distortions of selective recall in relation to life events as well as
to note the client’s attitudes toward his or her memory.

Short-term memory might be assessed by either requesting that clients recall recent
events (most recent meal, how they got to the appointment) or by having them repeat
digits forward and backward. Again, the WAIS-ITI/WISC-III Digit Span subtest, or at
least a similar version of it, might be used. Serial sevens (counting forward by adding
seven each time) can be used to assess how distractible or focused they are. Persons
who are anxious and preoccupied have a difficult time with serial sevens as well as
with repeating digits forward and, especially, backward.

Insight and Judgment

Clients vary in their ability to interpret the meaning and impact of their behavior on
others. They also vary widely in their ability to provide for themselves, evaluate risks,
and make plans. Adequate insight and judgment involves developing and testing hy-
potheses regarding their own behavior and the behavior of others. Clients also need to
be assessed to determine why they believe they were referred for evaluation and, in a
wider context, their attitudes toward their difficulties. How do they relate their past
history to current difficulties, and how do they explain these difficulties? Where do
they place the blame for their difficulties? Based on their insights, how effectively can
they solve problems and make decisions?

Thinking

A client’s speech can often be considered a reflection of his or her thoughts. The
client’s speech may be coherent, spontaneous, and comprehensible or may contain un-
usual features. It may be slow or fast, be characterized by sudden silences, or be loud or
unusually soft. Is the client frank or evasive, open or defensive, assertive or passive, ir-
ritable, abusive, or sarcastic? Consideration of a person’s thoughts is often divided into
thought content and thought processes. Thought contents such as delusions might sug-
gest a psychotic condition, but delusions may also be consistent with certain organic
disorders, such as dementia or chronic amphetamine use. The presence of compulsions
or obsessions should be followed up with an assessment of the client’s degree of insight
into the appropriateness of these thoughts and behaviors. Thought processes such as the
presence of rapid changes in topics might reflect flighty ideas. The client might also
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have difficulty producing a sufficient number of ideas, include an excessive number of
irrelevant associations, or ramble aimlessly.

INTERPRETING INTERVIEW DATA

Interpreting and integrating interview data into the psychological report inevitably in-
volve clinical judgment. Even with the use of structured interviews, the clinician still
must determine which information to include or exclude. Thus, all the potential cau-
tions associated with clinical judgment need to be considered (see Chapter 1). This is
particularly important because life decisions and the success of later treatment may be
based on conclusions and recommendations described in the report.

Several general principles can be used to interpret interview data. The interview is
the primary instrument that clinicians use to develop tentative hypotheses regarding
their clients. Thus, interview data can be evaluated by determining whether these hy-
potheses are supported by information outside the interview. Interview data that is
supported by test scores can be given greater emphasis in the final report if it is rele-
vant to the referral question. Even material that is highly supported throughout differ-
ent phases of the interview process should not be included unless it relates directly to
the purpose of the referral.

There is a continuum in handling interview information that varies according to the
extent the information will be interpreted. On the one hand, the information might be
merely reorganized into a chronological history of the person’s life. This would empha-
size repeating the information in as objective and accurate a manner as possible. This is
typically done in the history section of a psychological report. On the other hand, inter-
view data can be considered raw data to be interpreted. It is thus similar to the data
from formal psychological tests. It might, therefore, be used to make inferences related
to a client’s personality, coping style, or mood and affect.

One method of organizing interview information is to use the information to develop
a coherent narrative of the person’s life. For example, describing how early family pat-
terns resulted in emotionally sensitive areas (“scar” tissue) can be used to help explain
current symptom patterns and difficulties in interpersonal relationships. A different sort
of history might trace how interest in a vocation was first begun (early childhood day-
dreams regarding occupations) and how this progressed and developed as the person
matured. Yet, another person might present difficulties related to authority figures. Spe-
cific details relating to these difficulties might emerge, such as the client’s feeling like a
martyr and eventually inappropriately expressing extreme anger toward the authority
figure(s). A careful review of the client’s history might reveal how he or she becomes in-
volved in these recurring relationships and how he or she typically attempts to resolve
them. Persons who are frequently depressed might distance themselves from others by
their behavior and then be confused about why relationships seem to be difficult. Often,
these themes emerge during a carefully conducted interview, yet aspects of the themes
(or the entire themes themselves) are not apparent to the interviewee.

Interview data might also be organized around various domains (see further discus-
sion in Chapter 15). A grid can be used to organize these domains. The various domains
might be listed on the left side of the grid with the top of the grid listing the sources of
data (of which the interview might be one of a variety of sources of information; see
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Figure 15.1 in Chapter 15). Domains might include mood and affect, cognitions, level
of resistance, symptom patterns, or coping style. This approach treats interview data in
much the same manner as data from psychological tests.

There is no one strategy for sensitizing interviewers to the types and patterns of re-
curring themes they may encounter during interviews. Inevitably, clinical judgment is a
significant factor. The accuracy and types of judgments depend on the theoretical per-
spective of the interviewer, knowledge regarding the particular difficulty the interviewer
is investigating, past experience, types of questions asked, and purpose of the interview.

STRUCTURED INTERVIEWS

Standardized psychological tests and structured interviews were developed to reduce
the problems associated with open-ended interviews. They both serve to structure the
stimuli presented to the person and reduce the role of clinical judgment. Because struc-
tured interviews generate objective ratings on the same areas, they have the advantage
of making possible comparisons between one case or population and the next. Typi-
cally, these interviews vary in their degree of structure, the relative expertise required
to administer them, and the extent to which they serve as screening procedures de-
signed for global measurement or as tools used to obtain specific diagnoses.

Before structured interviews could be developed, clear, specific criteria needed to
be created relating to symptom patterns and diagnoses. This ideally helped to reduce
the amount of error caused by vague guidelines for exclusion or inclusion in different
categories (criterion variance). These criteria then needed to be incorporated into the
interview format and interview questions. Information variance refers to the variabil-
ity in amount and type of information derived from interviews with patients. In most
unstructured interviews, information variance is caused by the wide differences in
content and phrasing because of factors such as the theoretical orientation of the inter-
viewer. Structured interviews correct for this by requesting the same or similar ques-
tions from each client.

The first popular system of specific criterion-based diagnosis was developed by
Feighner et al. (1972) and provided clear, behaviorally-oriented descriptions of 16 psy-
chiatric disorders based on the DSM-II (1968). Clinicians using the Feighner criteria
were found to have an immediate and marked increase in interrater diagnostic reliabil-
ity. The descriptions of and relevant research on the Feighner criteria were published
in Woodruff, Goodwin, and Guze’s (1974) book, Psychiatric Diagnosis. Several inter-
views, such as the Renard Diagnostic Interview (Helzer et al., 1981), incorporated the
Feighner criteria. Spitzer, Endicott, and Robins (1978) further altered and elaborated
the Feighner criteria to develop the Research Diagnostic Criteria. Simultaneous with
the development of the Research Diagnostic Criteria, Endicott and Spitzer (1978) de-
veloped the Schedule for Affective Disorders and Schizophrenia (SADS), which was
based on the new Research and Diagnostic Criteria. When new versions of the DSM
were published (1980, 1987, 1994, 2000), revisions of previous interviews typically in-
corporated the most recent DSM criteria along with elements of the Feighner criteria
and/or the Research Diagnostic Criteria.

As noted earlier, the reliability of structured interviews has been found to vary de-
pending on the specificity or precision of the rating or diagnosis. Whereas the highest
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reliabilities have been found for global assessment (presence/absence of psychopathol-
ogy), much lower reliabilities have generally been found for the assessment of specific
types of behaviors or syndromes. Likewise, high reliabilities have been found for overt
behaviors, but reliability has been less satisfactory for more covert aspects of the person,
such as obsessions, fears, and worries. Reliability also tends to be lower when clinicians
are asked to attempt exact estimates regarding behavioral frequencies and for inferences
of multifaceted aspects of the person derived from complex clinical judgments.

Most early studies on validity were based on item content (content validity) or de-
gree of accuracy in distinguishing between broad areas of psychopathology (psychi-
atric/nonpsychiatric). More recent trends have attempted to assess the accuracy of far
more specific areas. However, most validity studies have suffered from an absence of
clear, commonly agreed-on criteria. Although structured interviews were attempts to
improve on previous, imperfect instruments (unstructured interviews, standardized
tests), the structured interviews themselves could not be compared with anything bet-
ter. For example, the “procedural validity” strategy is based on comparing lay inter-
viewers’ diagnoses with diagnoses derived from trained psychiatrists. Although the
psychiatrist’s diagnosis may be better than the layperson’s, diagnoses by trained psy-
chiatrists still cannot be said to be an ultimate, objective, and completely accurate
standard. Furthermore, there is confusion about whether actual validity is being mea-
sured (which would assume psychiatrists’ diagnoses are the true, accurate ones) or
merely a version of interrater reliability. At the core of this issue is the very nature of
how diagnosis is defined and the degree to which it is actually helpful in treatment (see
Beutler & Malik, 2002; Widiger & Clark, 2000).

Future studies need to involve aspects of what has previously been discussed as con-
struct validity. This means looking more carefully at structured interviews in relationship
to etiology, course, prognosis, and treatment utility relating to areas such as the appropri-
ate selection of types of treatments and the likelihood of favorable responses to these
treatments. Validity studies also need to look at the interaction between and implications
of multiple criterion measures, including behavioral assessment, checklists, rating scales,
self-report inventories, biochemical indices, and neuropathological alterations.

Since the mid-1970s, there has been a proliferation of structured interviews for a wide
range of areas. Clinicians working in specific areas often select structured interviews
directed toward diagnosing the disorders they are most likely to encounter. For example,
some situations might benefit from using the Anxiety Disorders Interview Schedule
(T. Brown, DiNardo, & Barlow, 1994) to make clear distinctions between anxiety dis-
orders and substance abuse, and between psychosis and major affective disorders. Other
contexts might be best served by the Eating Disorder Examination (EDE; Z. Cooper &
Fairburn, 1987) or the Structured Interview for DSM-IV Dissociative Disorders
(SCID-D; Steinberg, 1993). Three categories of structured interviews with representative
frequently used instruments are included in Table 3.3 and have been extensively reviewed
in R. Roger’s (1995) Diagnostic and Structured Interviewing: A Handbook for Psycholo-
gists. One consideration in selecting these instruments is that, because most structured
interviews are undergoing continuous revisions, the most up-to-date research should be
consulted to ensure that practitioners obtain the most recently revised versions. The fol-
lowing pages provide an overview of the most frequently used and most extensively re-
searched structured interviews.
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Table 3.3 Frequently used structured interviews by categories

I. Assessment of Axis I disorders

Schedule of Affective Disorders and Schizophrenia (SADS)and Schedule of
Affective Disorders and Schizophrenia for School-Age Children (K-SADS)

Diagnostic Interview Schedule (DIS) and Diagnostic Interview for Children (DISC)

Structured Clinical Interview for DSM-I1I-R (SCID)

Diagnostic Interview for Children and Adolescents (DICA)

II. Assessment of Axis II disorders

Structured Interview for DSM-11I Personality Disorders (SIDP)
Personality Disorder Examination (PDE)
Structured Clinical Interview for DSM-III-R Personality Disorders (SCID-II)

III. Focused structured interviews

Anxiety Disorders Interview Schedule (ADIS)

Diagnostic Interview for Borderlines (DIB)

Psychopathy Checklist (PCL)

Structured Interview for DSM-1V-Dissociative Disorders (SCID-D)
Structured Interview of Reported Symptoms (SIRS)

Psychosocial Pain Inventory (PSPI)

Comprehensive Drinker Profile (CDP)

Eating Disorder Examination (EDE)

Structured Interview of Sleep Disorders (SIS-D)

Substance Use Disorders Diagnostic Schedule (SUDDS)

Schedule for Affective Disorders and Schizophrenia

The SADS (Endicott & Spitzer, 1978) is a clinician-administered, extensive, semistruc-
tured interview that has been the most widely used structured interview for clinical re-
search purposes. Although it was originally designed for differential diagnosis between
affective disorders and schizophrenia, it has evolved to include a much wider range of
symptoms and allows the interviewer to consider many different diagnostic categories.
Although a wide range of disorders is considered within the SADS, its primary strength
lies in obtaining fine detail regarding different subtypes of affective disorders and
schizophrenia (Summerfeldt & Antony, 2002). The interview rates clients on six grada-
tions of impairment from which diagnoses are reached using the clear, objective cate-
gories derived from Spitzer et al.’s (1978) Research Diagnostic Criteria (RDC). The
SADS is divided into adult versions for current symptoms, occurrence of lifetime symp-
toms, and degree of change. There is a further version for the assessment of children’s
difficulties (K-SADS). Two modifications for the SADS have been the inclusion of anx-
iety disorders (SADS-LA; Fyer, Endicott, Manuzza, & Klein, 1985, 1995) and eating
disorders (EAT-SADS-L; Herzog, Keller, Sacks, Yeh, & Lavori, 1992).

Adult Version

The adult version of the SADS (Endicott & Spitzer, 1978) is designed to be adminis-
tered in two different parts, the first focusing on the client’s present illness and the
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second on past episodes. This division roughly corresponds with the three different
versions of the SADS. The first is the regular version (SADS), the second is the life-
time version (SADS-L, which is actually the second half of the SADS), and the third is
the SADS-C, which measures changes in the client. The SADS-L is directed toward di-
agnosing the possible presence of psychiatric disturbance throughout the person’s life.
The SADS and SADS-L are the most extensively used. Because the questions in the
SADS are directed toward current symptoms and those symptoms experienced one
week before the illness, it is most appropriate for administration when the client is hav-
ing current difficulties. In contrast, the SADS-L is most appropriate when there is no
current illness. To make accurate ratings, interviewers are allowed to use a wide range
of sources (client’s family, medical records) and ask a number of different questions.
Final ratings are made on a six-point Likert-type scale. Administration involves more
than 200 items and takes from 1.5 to 2 hours and should be conducted only by a psy-
chiatrist, psychologist, or psychiatric social worker. The end product is the following
eight summary scales:

Mood and ideation.
Endogenous features.
Depressive-associated features.
Suicidal ideation and behavior.
Anxiety.

Manic syndrome.
Delusions-hallucinations.

® Nk w D =

Formal thought disorder.

Interrater reliabilities for the specific diagnostic categories have been found to be
quite high, with the exception of the Formal Thought Disorder Scale (Endicott &
Spitzer, 1978). The low reliability of this scale may have been because few of the pa-
tients in the Endicott and Spitzer sample showed clear patterns of disordered thoughts,
which resulted in high variability for the ratings. Test-retest reliabilities were likewise
good, ranging from .88 for Manic Disorders to .52 for Chronic and Intermittent De-
pressive Disorder (Spiker & Ehler, 1984). The exception was a low reliability for
schizoaffective, depressed (.24), but this was probably because of the small number of
patients included in this category, which resulted in limited variance. Using a different
and possibly more appropriate statistical method, reliability increased to .84. Overall,
the SADS has demonstrated excellent reliability, particularly for interrater and test-
retest reliabilities related to current episodes of psychiatric disturbance.

Validity studies have been encouraging because expected relationships have been
found between SADS scores and external measures of depression, anxiety, and psy-
chosis. For example, M. H. Johnson, Margo, and Stern (1986) found that relevant SADS
measures could effectively discriminate between patients with depression and paranoid
and nonparanoid schizophrenia. In addition, the SADS depression measures effectively
rated the relative severity of a patient’s depression. For example, Coryell et al. (1994)
found clear consistency between different levels of depression. The authors suggest that
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incremental validity might be increased by having clients referred for a medical exami-
nation to screen out physical difficulties that might be resulting in central nervous
system dysfunction. The authors also recommend that interviewers try to increase va-
lidity by always including the best available information (family history, structured
tests, other rating schedules) before making final ratings. The SADS has been used to
predict the clinical features, course, and outcome of various disorders, including major
depression (Coryell et al., 1994), schizophrenia (Stompe, Ortwein-Swoboda, Strobl, &
Friedman, 2000), and bipolar disorder (Vieta et al., 2000). A number of studies has also
successfully used the SADS to detect family patterns of schizophrenia (Stompe et al.,
2000) and obsessive compulsive disorders (Bienvenu et al., 2000).

Child Version

The SADS for School-Age Children (Kiddie-SADS-P, K-SADS-P; Ambrosini, 2000;
Puig-Antich & Chambers, 1978) is a semistructured interview developed for chil-
dren between ages 6 and 18. The K-SADS has come out in versions to be used in epi-
demiological research (K-SADS-E), to assess present and lifetime psychopathology
(K-SADS-P/L), and present levels of symptomology (K-SADS-P). Although much of
the K-SADS is based on research with major depressive disorders of prepubertal
children, it also covers a wide range of disorders such as phobias, conduct disorders,
obsessive-compulsive disorders, and separation anxiety.

The interview should be administered by a professional clinician who has been
trained in the use of the K-SADS and is familiar with DSM-I11I-R/DSM-1V criteria. All
versions are administered to both the parent and the child. Any discrepancies between
the two sources of information are clarified before final ratings are made. Total ad-
ministration time is approximately 1.5 hours per informant (3 hours total). The first
phase is a 15- to 20-minute unstructured interview in which rapport is developed as
well as an overview of relevant aspects of history, including the frequency and duration
of presenting symptoms, their onset, and whether the parents have sought previous
treatment. This is followed by structured questions regarding symptoms, which are
rated on a Likert scale, with 1 representing “not at all” and 7 indicating that they are
“extreme.” A skip structure is built into the format so that interviewers can omit irrel-
evant questions. Interviewers are allowed to use their judgment regarding the wording
and the type and number of questions. Finally, ratings are made regarding behavioral
observations (appearance, attention, affect). Interviewers are also asked to rate the
completeness and reliability of the interview and to make a global assessment of
pathology (degree of symptomatology and level of impairment).

Test-retest and interrater reliability for the K-SADS has been good with a general
trend for each version to have improved reliabilities. Ambrosini (2000), for example, re-
ported that the K-SADS-P/L had test-retest reliabilities ranging from 1.00 (lifetime oc-
currence of major depression) to .55 (for lifetime occurrence for attention deficit
disorder). However, overall reliabilities have been lower for the K-SADS (and K-SADS-
ITI-R) than for the adult SADS, but this is to be expected given the relative changeable-
ness and less well-developed language skills found with children (Ambrosini, Metz,
Prabucki, & Lee, 1989; Chambers et al., 1985). Validity studies indicate that relevant K-
SADS measures correlated highly with diagnoses for conduct disorders, schizophrenia,



96 The Assessment Interview

and depression (Apter, Bleich, Plutchik, Mendelsohn, & Tyrano, 1988). Additional ex-
pected correlations have been found between SADS measures and ratings of adolescent
mood (E. Costello, Benjamin, Angold, & Silver, 1991) and the Child Behavior Checklist
(Achenbach & Edelbrock, 1983; Ambrosini, 2000). Finally, follow-up studies on ado-
lescents diagnosed with disorders (i.e., depression) have found a continued risk for later
affective difficulties (i.e., Lewinsohn, Rohde, Klein, & Seeley, 1999).

Collectively, the different versions of the SADS provide a thorough, well-organized
interview with unparalleled coverage of the subtypes and gradations of the severity of
mood disorders. The SADS has also been well accepted in research and clinical set-
tings. It has strong interrater reliability and provides good ratings of symptom severity,
measures associated symptoms, includes guidelines for possible malingering, and has
strong evidence of convergent validity (see R. Rogers, 1995; Summerfeldt & Antony,
2002). In contrast, its weaknesses include a relatively narrow band of diagnosis com-
pared with some of the other available instruments such as the SCID or DIS. In addi-
tion, the diagnoses are based on Research Diagnostic Criteria (RDC) rather than the
more recent DSM-III-R or DSM-1V criteria. This criticism is somewhat moderated,
however, by many of the RDC and DSM-111/DSM-1V criteria being nearly the same,
especially for childhood disorders. Finally, administration and interpretation of the
SADS require extensive training (usually a week) as well as a good working knowledge
of differences between the SADS/RDC and DSM-I111-R/DSM-IV criteria.

Diagnostic Interview Schedule

In contrast to the SADS, which is semistructured and requires administration by
trained professionals, the DIS (Robins, Helzer, Croughan, & Ratcliff, 1981) is highly
structured and was designed specifically by the National Institute of Mental Health
(Division of Biometry and Epidemiology) to be administered by nonprofessional inter-
viewers for epidemiological studies (see Helzer & Robins, 1988). It has been updated
for the DSM-III-R (DIS-III-R; Robins et al., 1989) and the DSM-IV (DIS-1V; Robins,
Cottler, Bucholz, & Compton, 1996). The latest version (DIS-IV) includes 19 modules
with more than 30 Axis I diagnoses and one Axis II diagnosis (antisocial personality).
This modular format allows for tailoring various portions of the DIS-IV to the inter-
ests of the researcher or clinician. However, clinical judgment is reduced to a minimum
by using verbatim wording, specific guidelines, a clear flow from one question to the
next, and simple yes-no answers. Thus, the DIS is far more economical to administer
than the SADS. Total administration time is 60 to 90 minutes. Studies have generally
indicated that results are comparable between trained clinicians and nonprofessional
interviewers (Helzer, Spitznagel, & McEvoy, 1987).

Adult Version

The original version of the DIS was derived from the format of the earlier Renard Diag-
nostic Interview. However, diagnosis for the DIS-IV is based exclusively on DSM-IV cri-
teria. Initially, questions are directed toward obtaining information regarding the
client’s life, and information is also requested regarding more current symptoms based
on the past two weeks, past month, past six months, and past year. Specific probe ques-
tions distinguish whether a symptom is clinically significant. A total of 470 potential
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clinical ratings are made and organized around 24 major categories. Administration time
is approximately 60 to 90 minutes.

Computerized administration and scoring programs are available that can generate
DSM-1V-based diagnoses. However, computer-based diagnoses on early versions of the
DIS were found to generate an average of 5.5 possible diagnoses compared with an av-
erage of 2.6 for nonstructured interviews (Wyndowe, 1987). Patient acceptance for the
computer administration has been found to be high, although the average administra-
tion time is somewhat longer than the clinician-interviewed version.

Studies of the reliability and validity of the DIS have been both variable and contro-
versial. Although much of this research was done on pre-DIS-IV versions, the similar-
ity of format and content between the DIS and DIS-IV suggests that much of this earlier
research is pertinent. The comparability of diagnosis by professionals and nonprofes-
sionals using the DIS has generally been supported. This suggests that nonprofessionals
can effectively use it to help gather data for large epidemiological studies. For example,
Robins et al. (1981) found diagnostic agreement between psychiatrists and nonprofes-
sional interviewers to be .69. The sensitivity (percent interviewees correctly identified)
of the DIS varied according to type of diagnosis, but had a mean of 75% with a mean
specificity (percent noncases correctly identified) of 94%. More recent studies have
similarly concluded that the specificity is stronger than its sensitivity (Eaton, Neufeld,
Chen, & Cai, 2000; J. Murphy, Monson, Laird, Sobol, & Leighton, 2000). However, data
on sensitivity and specificity were based on using psychiatrists’ diagnoses as the true
index of diagnostic accuracy. The difficulties in considering psychiatrists’ ratings as
the truly accurate or “gold standard” criterion for validity have already been noted;
therefore, it is probably best to consider the preceding data on sensitivity and speci-
ficity as forms of interrater reliability rather than concurrent validity. In contrast to
this study, Vandiver and Sheer (1991) found somewhat modest median test-retest relia-
bilities ranging between .37 and .46.

Although many of the DIS ratings between professional and lay interviewers were
equivalent, Helzer et al. (1985) found that, when compared with psychiatrists, nonpro-
fessional interviewers tended to overdiagnose major depression. In contrast to Helzer
et al. (1987), Folstein et al. (1985) did not find a sufficiently high rate of agreement be-
tween diagnoses by a panel of psychiatrists and diagnoses by the DIS to warrant its use in
epidemiological studies. Specifically, it was found that the DIS generated more cases of
depression and schizophrenia and fewer cases of alcoholism and antisocial personality
(Cooney, Kadden, & Litt, 1990; Folstein et al., 1985). Eaton et al. (2000) has noted that
false-negative diagnoses for many cases could be attributed mainly to failure by patients
to report symptoms based on life crises or medical conditions. In contrast, the DIS has
been found to be comparable with other commonly used psychiatric rating devices such
as the Psychiatric Diagnostic Interview (Folstein et al., 1985; R. Weller et al., 1985).
However, both diagnostic strategies may contain inaccuracies, and it is difficult to tell in
which areas these inaccuracies occurred (R. Weller et al., 1985). The DIS has had the
greatest difficulty accurately diagnosing borderline conditions and patients in remis-
sion, but this is to be expected because these are the most problematic diagnoses for
many other assessment strategies (Robins & Helzer, 1994). In contrast, Swartz et al.
(1989) were able to find quite respectable sensitivities (85.7%) and specificities (86.2%)
for borderline conditions using a DIS borderline index.
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Child Version

The Diagnostic Interview Schedule for Children (DISC; Costello, Edelbrock, Duncan,
& Kalas, 1984; Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone, 2000) is similar to the
adult version in that it is highly structured and designed for nonprofessional interview-
ers. It differs in that it is designed to be given as both a child interview (DISC-C) and
parent interview (DISC-P). There have also been versions designed for teachers
(Teacher DISC), screening (DISC Predictive Scales), young adults (Young Adult
DISC), and administrations that can be given by computer or audiotape (Lucas et al.,
2001; Shaffer et al., 2000). Ratings are coded as O (not true), 1 (somewhat true), or 2
(very often true). DSM-1V diagnoses are generated based on the combined ratings for
the child and parent interviews. Some of the more problematic diagnoses (autism, per-
vasive developmental disorder, pica) are based on an interview with the parent only.
The entire interview takes an average of 70 minutes per informant and 90 to 120 min-
utes per patient, but an explicit skip structure can enable some interviews to be some-
what shorter. The most recent modification of the DISC (DISC-IV; Robins et al., 1996;
Shaffer et al., 2000) was designed to be compatible with DSM-IV and ICD-10 criteria.
The DISC-IV comprises six modules, each of which comprises the major diagnostic
clusters (Anxiety, Mood, Disruptive, Substance Use, Schizophrenia, Miscellaneous).
DISC test-retest reliability (one-year interval) for DSM-1V diagnoses in a clinical
sample was good to adequate with parent ratings having higher reliabilities (.54 to .79)
than child interviews (.25 to .92; Shaffer et al., 2000). However, test-retest reliabilities
for a community sample were generally quite poor for child interviews (.27 to .64) but
adequate for parent interviews (.45 to .68; Shaffer et al., 2000). Children’s reliability in-
creased with age, which is expected considering their increase in intellectual abilities,
greater memory, and improved language comprehension and expression. In contrast, re-
liabilities based on ratings from interviews with the parents decreased with the child’s
age, probably because the parents have progressively less contact with their child.
Research on the validity of the DISC has found that discriminations between psychi-
atric and pediatric groups were good for children with severe diagnoses and severe
symptoms but not for children with mild-to-moderate difficulties (Shaffer et al., 2000).
Discriminations based on interviews with parents were generally more accurate than
those based on children (E. Costello, Edelbrock, & Costello, 1985). Accuracy was also
higher for externalizing than internalizing disorders (Friman et al., 2000). In addition,
comparisons between psychiatric and pediatric referrals indicated that psychiatric refer-
rals had more symptom scores and more psychiatric diagnoses than pediatric referrals
(E. Costello et al., 1985). The DISC has also been found to identify risk factors for sub-
stance abuse (Greenbaum, Prange, Friedman, & Silver, 1991) and to predict behaviors
related to conduct and oppositional disorders (Friman et al., 2000). Ratings between
DISC and clinician-based diagnosis were moderate to good (.29 to .74 for parent and .27
to .79 for child; Shaffer et al., 2000) in research settings and followed strict diagnostic
guidelines. However, there was very poor agreement between DISC and clinician-based
diagnosis when the clinicians performed diagnosis in everyday clinical settings (A. L.
Jensen & Weisz, 2002). This may reflect not so much a weakness of the DISC itself, but
more that there are considerable differences between how diagnosis is achieved in re-
search as opposed to practice contexts. In summary, the DISC has strengths in that it has
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good reliability and validity among clinical samples involving parent interviews, espe-
cially when the problems are related to externalizing disorders. However, the DISC is
more problematic when ratings are based on child interviews, particularly among com-
munity samples and for internalizing disorders.

Diagnostic Interview for Children and Adolescents

The Renard Diagnostic Interview (Helzer et al., 1981) inspired both the DIS and the Di-
agnostic Interview for Children and Adolescents (DICA; Herjanic & Campbell, 1977;
Herjanic & Reich, 1982). It has been through several revisions, which have incorporated
the different editions of the DSM and elements of the DIS (W. Reich, 2000). Similar to
the DIS, the DICA has been designed for administration by lay interviewers. The most
recent version was published in 1997 and is available in child, adolescent, and parent
versions (W. Reich, 2000). The DICA can be administered to children between ages 6
and 17 years. The format is semistructured and primarily organized around different
themes, such as behavior at home, behavior at school, and interpersonal relationships
with peers. Additional content areas are substance abuse and the presence of syndromes
such as anxiety disorders, mania, and affective disorders. Elaborate instructions are
given for skipping irrelevant items, and total administration time is between one to two
hours. The administration begins with an interview of both the parent and child, which is
designed to establish baseline behaviors and to obtain relevant chronological informa-
tion. The parent is then questioned about the child to determine the possible appropriate-
ness of common DSM-IV diagnostic categories. The final step is to administer a “Parent
Questionnaire,” which requests additional medical and developmental history and ad-
dresses possible diagnoses that have not been covered by previous questioning.

Reliability of the DICA has been quite variable. Test-retest reliability has been quite
good, mostly ranging between .76 and .90 (Bartlett, Schleifer, Johnson, & Keller, 1991;
Earls, Reich, Jung, & Cloninger, 1988). However, test-retest reliability for child (6 to
12) ADHD was low (.32) and oppositional disorder was low to adequate (.46; W. Reich,
2000). Reliability has been found to be lowest for questions that were complex, related
to time, and for children with the highest level of functional impairment. In contrast,
questions with the highest reliability were related to frequency and to externalizing
symptoms (Perez, Ascaso, Massons, & Chaparro, 1998). Most cross-informant (parent-
child) agreement related to specific symptoms has been disappointingly low (.19 to .54;
Herjanic & Reich, 1982). The highest level of agreement was for the oldest children and
the lowest for younger groups (W. Reich, 2000). Whereas mothers reported more be-
havioral symptoms, children were more likely to report subjective complaints.

Validity studies on the DICA indicate that it can accurately make the somewhat gross
distinction between middle- to older-aged children who were referred to a general psy-
chiatric clinic from those referred to a pediatric clinic (Herjanic & Campbell, 1977).
However, there was considerable overlap for children between ages six and eight, thus
suggesting that a greater possibility of misdiagnosis exists for children in this age range.
The DICA was found to be most effective for assessing relationship problems, less ef-
fective for academic difficulties, and least effective for assessing school problems, so-
matic complaints, and neurotic symptoms (Herjanic & Campbell, 1977). In addition,
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adolescents diagnosed with depression on the DICA also had corresponding elevations
on the Beck Depression Inventory (Martin, Churchard, Kutcher, & Korenblum, 1991).
W. Reich (2000) reported that as the genetic similarity of persons diagnosed with bipo-
lar disorder decreased, their level of psychopathology on the DISC correspondingly
decreased. In summary, the psychometric properties of the DICA have been variable
with more studies needed to substantiate its validity, particularly concurrent validity
(R. Rogers, 1995).

Structured Clinical Interview for the DSM-1V

The SCID (First, Spitzer, Gibbon, & Williams, 1996, 1997; Spitzer et al., 1987) is a
clinician-administered, comprehensive broad-spectrum instrument that adheres closely
to the DSM-1V decision trees for psychiatric diagnosis. A certain degree of flexibility is
built in so that administration can be tailored to different populations and contexts.
Thus, slightly different forms are used for psychiatric patients (SCID-In/Patient), out-
patients (SCID-Out/Patients), and nonpatients (SCID-Non/Patients). Criticisms that
the early version of the SCID had sacrificed clinical information so that it would be
more user-friendly for clinicians resulted in a clear, easy-to-use version for clinical con-
texts (the SCID-Clinical Version; First et al., 1997) and a longer, more in-depth version
for research (SCID-I; First, Spitzer, et al., 1996). Whereas these versions of the SCID
are directed toward Axis I diagnoses, a separate version has been developed for the
diagnosis of Axis II disorders (SCID-II; Spitzer, Williams, Gibbon, & First, 1990). A
further variation, the SCID-D (Steinberg, 1993), has been developed using DSM-IV cri-
teria for the assessment of dissociative disorders. The SCID and its variations include
several open-ended questions as well as a skip structure, which enables the interviewer
to branch into new areas dependent on the client’s previous responses. Because clinical
judgment is essential throughout the interview, it should be administered only by trained
professionals. To increase incremental validity, the authors encourage the inclusion of
relevant additional data in making final diagnostic decisions.

The SCID, along with its variations, is the most comprehensive structured interview
available. As a result, administration time can be considerable even with the inbuilt
screening questions and skip structure. Many individual clinicians and treatment sites
deal with this by primarily administering the modules they are most concerned with. For
example, a treatment center specializing in substance abuse might administer the mod-
ule for Psychoactive Substance Use Disorders along with the SCID-II when the comor-
bidity of personality disorders is suspected. Administration time might also be reduced
by administering the computerized mini-SCID (First, Gibbon, Williams, & Spitzer,
1996) that has been designed to screen for possible Axis I disorders. In addition, a com-
puterized SCID-II (AutoSCID-II; First, Gibbon, et al., 1996) that can also potentially
reduce clinician time is available. Although it can be administered by telephone, this
procedure is discouraged given the poor agreement between telephone and face-to-face
diagnoses (Cacciola, Alterman, Rutherford, McKay, & May, 1999).

The SCID and its variations have not been subjected to the level of reliability and
validity studies as the SADS or DIS. This might be partially because of the consider-
able breadth of coverage encompassed by the SCID, making it a daunting task to cover
all areas. The reliability studies that have been performed have resulted in overall
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moderate, but quite variable, test-retest and interrater reliabilities. For example, inter-
rater agreement using the SCID-II for common diagnostic categories ranges between
.40 and .86 with a mean of .59 (First, Spitzer, Gibbon, & Williams, 1995). Riskind,
Beck, Berchick, Brown, and Steer (1987) found that several difficult-to-distinguish di-
agnostic categories had relatively good levels of interrater agreement. These included
generalized anxiety disorders (.79, 86% agreement), depressive disorders (.72, 82%
agreement; Riskind et al., 1987), panic disorders (k=.86), and major depression
(k=.81; J. Reich & Noyes, 1987). Test-retest reliabilities over a two-week interval for
psychiatric patients was fair to good (overall weighted kappas=.61) but poor for non-
patients (overall weighted kappas=.37; J. B. Williams et al., 1992).

For the most part, validity studies of the SCID have assumed that DSM-/V diag-
noses are the benchmark for making comparisons of diagnostic accuracy. Thus, “pro-
cedural validity” has often been assumed since the SCID has closely paralleled the
diagnostic criteria derived from the DSM-IV (R. Rogers, 1995). A representative va-
lidity study found good agreement (k=.83) between interviewer ratings and cross rat-
ings of interviewer videotapes by two senior psychiatrists (Maziade et al., 1992).
Other studies have found considerable diagnostic overlap within Axis I disorders and
between Axis I and Axis II disorders (Alnacs & Torgerson, 1989; Brawman-Mintzer
et al., 1993). However, evaluating the meaning of this overlap is difficult because the
extent to which it is caused by instrument error versus true comorbidity (i.e., the fre-
quent occurrence of anxiety and depression) is difficult to determine. In contrast to
these mostly favorable studies, a number of studies have found generally poor agree-
ment between SCID and clinician-based diagnosis (Shear et al., 2000; Steiner, Tebes,
Sledge, & Walker, 1995). In summary, the strength of the SCID is its impressive
breadth of coverage, use of modules targeted toward specific areas, and close paral-
lel with the DSM-1V. Its weaknesses are its wide variation in reliability and its need
for further validity studies, particularly relating it to other diagnostic measures.
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Chapter 4

BEHAVIORAL ASSESSMENT

Behavioral assessment is one of a variety of assessment traditions such as projective test-
ing, neuropsychological assessment, and objective testing. Behavioral assessment distin-
guishes itself by being a set of specific techniques as well as a way of thinking about
behavior disorders and how these disorders can be changed. One of its core assumptions
is that behavior can be most effectively understood by focusing on preceding events and
resulting consequences. Out of this core assumption has come a surprisingly diverse
number of assessment methods, including behavioral interviewing, several strategies of
behavioral observation, measurement of relevant cognitions, psychophysiological assess-
ment, and a variety of self-report inventories.

Behavioral assessment can be most clearly defined by contrasting it with traditional
assessment. One of the most important comparisons is the emphasis that behavioral as-
sessment places on situational determinants of behavior. This emphasis means that be-
havioral assessment is concerned with a full understanding of the relevant antecedents
and consequences of behavior. In contrast, traditional assessment is often perceived as
more likely to view behavior as the result of enduring, underlying traits. It is this under-
lying difference in conceptions of causation that explains most of the other contrasts
between the two traditions. An extension of this conceptual difference is that behav-
ioral assessment goes beyond the attempt to understand the contextual or situational
features of behavior and, more importantly, concerns itself with ways to change these
behaviors. There is a close connection between assessment itself and its implications
for treatment. Thus, behavioral assessment is more direct, utilitarian, and functional.

The perceived limitations of traditional assessment were a major factor in stimulat-
ing the development of behavioral assessment. Specifically, traditional assessment was
considered to focus too extensively on abstract, unobservable phenomena that were dis-
tant from the actual world of the client. In addition, behaviorists felt that traditional
clinical psychology had stagnated because its interventions were not sufficiently
powerful and too much emphasis was placed on verbal therapy. The concepts of tradi-
tional assessment seemed to exist in an abstract world divorced from the immediate re-
alities and requirements of behavior change. The result of many traditional procedures
seemed to be a large quantity of information that had little direct relevance to treat-
ment intervention and outcome. However, this is a stereotyped, somewhat polarized
view of traditional (and behavioral) assessment in that there has been considerable and
increasing emphasis on the treatment implications and situational context of informa-
tion derived from traditional methods of assessment. This stereotyped view is meant to
highlight differences between the two strategies rather than to capture the complexi-
ties and similarities between them.

103
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A further contrast between behavioral and traditional assessment is that behavioral
assessment is concerned with clearly observable aspects in the way a person interacts
with his or her environment. A typical behavioral assessment might include specific
measures of behavior (overt and covert), antecedents (internal and external), conditions
surrounding behaviors, and consequences. This knowledge can then be used to specify
methods for changing relevant behaviors. Although some behavioral assessors might
take selected personality traits into account, these traits would be considered relevant
only if they had direct implications for therapy. For example, certain personality styles
interact with the extent and type of depressive cognitions (Alloy et al., 1999), and the
existence of a personality disorder typically predicts therapeutic outcome (see Nelson-
Gray & Farmer, 1999). This focus on the person and his or her unique situation is quite
different from psychodynamic, biochemical, genetic, or normative trait models.

The behavioral approach stresses that different behavior disorders are typically ex-
pressed in a variety of modes. These might include overt behaviors, cognitions, changes
in physiological states, and patterns of verbal expressions. This implies that different as-
sessment strategies should be used for each of these modes (S. Haynes & O’Brien, 2000).
An inference based on one mode does not necessarily generalize to another. For example,
anxiety for one person may be caused and maintained primarily by the person’s cogni-
tions and only minimally by poor social skills. Another person might have few cogni-
tions relating to anxiety but be anxious largely because of inadequate social skills. The
person with inadequate social skills might be most effectively treated through social
skills training and only minimally helped through approaches that alter irrational
thoughts (see Breitholtz, Johansson, & Ost, 1999). It should also be noted that altering a
person’s behavior in one mode is likely to affect other modes, and these effects might
have to be considered.

Whereas the preceding information presents a relatively rigid and stereotyped dis-
tinction between traditional and behavioral assessment, most practicing clinicians, in-
cluding those who identify themselves as behavior therapists, typically combine and
adopt techniques from both traditions (Fernandez-Ballesteros & Staats, 1992; S. Haynes
& O’Brien, 2000). This is consistent with the finding that between 50% and 80% of cli-
nicians who describe themselves as being behaviorally oriented reported using struc-
tured personality tests such as the MMPI (Guevremont & Spiegler, 1990; Watkins,
Campbell, & McGregor, 1990). Watkins et al. even found that about 50% used projective
tests and the Rorschach was used by a full 32%. Thus, behavioral assessment has become
increasingly eclectic and now is usually perceived as part of mainstream assessment
rather than as a new and contrasting alternative. Traditional and behavioral approaches
have now come to resemble each other in many areas. In particular, behavioral assess-
ment has gone through both a turning inward and a turning outward toward traditional
psychometric approaches. The turning inward is most apparent in that internal behavioral
repertoires and aspects of cognition are seen as essential for a complete understanding
of the person (Alloy et al., 1999; Glass & Merluzzi, 2000; Linscott & DiGiuseppe, 1998;
Lodge, Tripp, & Harte, 2000). Specific cognitive techniques include having the person
think aloud as he or she is involved in a specific situation, sampling thoughts when a
beeper goes off, and using a wide variety of self-statement inventories. Second, behav-
ioral assessment has turned outward in that it has become increasingly concerned with
traditional psychometric considerations. This has included evaluating the reliability and
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validity of behavioral observations, self-report inventories, and diagnoses (Cone, 1998;
Nelson-Gray & Farmer, 1999).

The assumptions and perspectives of behavioral assessment have resulted in an ex-
tremely diverse number of approaches and an even wider variety of specific tech-
niques. These approaches and their corresponding techniques can be organized into the
areas of behavioral interviewing, behavioral observation, cognitive behavioral assess-
ment, psychophysiological assessment, and self-report inventories. Each of these areas
was developed within a wider historical context extending over several decades.

HISTORY AND DEVELOPMENT

Treatment based on behavioral principles has a long history, dating back to the days of
Little Albert and his fear of white, furry objects (M. Jones, 1924). However, extensive,
well-defined behavioral assessment strategies that were consistent with behavioral ther-
apy were relatively slow to develop. The earliest formal use of behavioral assessment oc-
curred in industrial and organizational settings (Hartshorne & May, 1928; Office of
Strategic Services Staff, 1948), but behavioral assessment did not become popular in the
clinical context until the mid- to late 1960s. This was probably because of the powerful
influence of psychodynamic approaches among clinicians who were taught to “look be-
neath the surface” to understand the “true” causes of behavior. Perhaps in part as a re-
action to this indirect and inferential approach to understanding the person, the earliest
forms of behavioral assessment focused almost exclusively on observable behaviors. Al-
though organismic variables such as cognitions, feelings, and psychophysiological re-
sponses were acknowledged, they were not considered important influences on behavior
and, as a result, were not stressed in assessment and treatment. Instead, behavioral as-
sessment was consistent with the then-dominant operant conditioning paradigm in that it
focused on identifying discrete behavioral responses, target behaviors, and reinforcers
that could change specific behaviors. Measurement of these areas typically quantified
the frequency, rate, and duration of relevant behaviors (Ullman & Krasner, 1965). The
result was numerous, highly innovative assessments of overt behaviors. Typically, inter-
ventions involved single cases, which was consistent with their idiographic approach.

Early definitions of behavioral assessment were created partially by making con-
trasts with traditional psychodynamic approaches. Each had different aims (identifica-
tion of problem behaviors vs. classification), assumptions (behavior is caused by
situations vs. enduring traits), and applications (direct observation vs. indirect infer-
ences). In particular, Mischel (1968) attacked the very nature of traits by arguing that
they were fictions based on distortions of language (a preponderance of static descrip-
tions), the result of consistency of roles and situations (not inner traits), perceptual bias
based on needs for predictability, and the rarity of disconfirmation when traits are (in-
correctly) inferred. This attack fueled a lengthy controversy, which was relevant to be-
havioral assessment in that Mischel’s perspective was used to argue for a focus on
situational determinants of behavior. Proponents of behavioral assessment (along with
psychiatry itself) were also dissatisfied with traditional DSM-II diagnosis, which had
poor reliability and validity and did not seem to relate to the real world of the client or
have direct treatment utility.
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During the 1970s, there was a much greater emphasis on a wider approach. The typ-
ical single case study format gave way to assessment within a much larger context such
as schools, businesses, families, and differing sociocultural frameworks. This assess-
ment approach was based partially on the observation that these larger contexts could
have considerable influence on the person, so that effective individual change often re-
quired change in these wider contexts. A refocusing on larger contexts was also moti-
vated by challenges to the strict operant paradigm in that, while effective in controlled
situations (hospital ward, Skinner box, prison), it had questionable social validity and
doubtful long-term clinical impact (Goldfried, 1983; Milne, 1984). Assessment was
also widened by arguments to focus on the wider aspects of the person, which meant not
only behavior, but also feelings, sensations, internal imagery, cognitions, interpersonal
relations, and psychophysiological functioning (Lazarus, 1973). This emphasis on a
multimodal or multifaceted approach forced the mainstream of behavioral assessment
to accept a number of indirect measures such as self-reports, ratings by significant oth-
ers, and cognitions (Cone, 1977, 1978). Relevant publications were the first editions of
Behavioral Assessment: A Practical Handbook (Hersen & Bellack, 1976), Handbook of
Behavioral Assessment (Ciminero, Calhoun, & Adams, 1977), and the journals Behav-
ioral Assessment and the Journal of Behavioral Assessment, both of which began in 1979.

The 1980s and 1990s have seen a proliferation of publications in the field of behav-
ioral assessment, a dramatic reevaluation of some of its most basic assumptions, and the
incorporation of influences from other traditions and disciplines. In particular, psychi-
atry had similar difficulties with the DSM-II as behavioral assessment and began to de-
velop strategies quite similar to those of behavioral assessment. The Problem Oriented
Record (Weed, 1968) was introduced into many general hospital and psychiatric set-
tings to improve diagnostic and treatment practices by providing behavior-specific data-
bases, problem lists, treatment plans, and follow-up data. It thereby more effectively
tied in the relationship between assessment and treatment, and more clearly delineated
diagnostic issues. Perhaps of greater importance, DSM-I11-R, and DSM-IV were similar
to the efforts of behavioral assessment in that each diagnostic category was developed
using behavior-specific descriptions. Numerous publications have worked to integrate
behavioral assessment with traditional psychiatric diagnosis (First et al., 1992; Follette
& Hayes, 1992; Hersen, 1988; Hersen & Bellack, 1988) in areas such as depression
(R. Nelson & Maser, 1988), the diagnosis of childhood disorders (Kazdin, 1988), per-
sonality disorders (Nelson-Gray & Farmer, 1999), and understanding different models
of causation (S. Haynes & O’Brien, 1988). The perspectives of psychiatry and behav-
ioral assessment have been further linked by the Journal of Behavior Therapy and Ex-
perimental Psychiatry.

The development and expansion of behavioral medicine has also drawn extensively on
behavioral assessment strategies in the evaluation of headaches, coronary heart disease,
Reynaud’s disease, asthma, chronic pain, sleep disturbances, and eating disorders
(Williamson, Veron-Guidry, & Kiper, 1998). More recently, behavioral assessment
strategies have begun to focus on unstable, transitional behaviors in part motivated by
new conceptual developments based on chaos theory (S. Haynes, 1995). Thus, not only
has behavioral assessment increasingly accepted the contributions of other disciplines
and alternative models of conceptualizing behavior, but many of the most honored behav-
ioral techniques have been challenged (Goldfried, 1983). For example, clinical judgment
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in the context of structured interviews has been accepted, diagnostic classification is
now considered potentially useful, reliance solely on behavioral observations is per-
ceived in some contexts as inappropriate, and indirect measurement is often seen as es-
sential. In addition, more inferential techniques such as measuring underlying cognitive
structures (schemas) that organize more specific thoughts and behaviors, have now
become a frequent part of behavioral assessment (Linscott & DiGiuseppe, 1998). This
is contrasted by a dramatic decrease in the early, time-honored focus on measuring
observable frequencies of target behaviors (Glass & Merluzzi, 2000; Guevremont &
Spiegler, 1990).

In essence, the 1980s and 1990s witnessed a significant reappraisal and expansion
of what is involved in behavioral assessment. Birchler (1989) summarizes his review by
noting, “Behavioral assessment as we may have known it in the recent past is in a
rapidly changing process of (choose one): disarray, revision, broad expansion, ad-
vancement, confusion, and/or extinction” (p. 385). There has certainly been a signifi-
cant blurring and cross-fertilization between behavioral assessment and other forms of
assessment (S. Haynes & O’Brien, 2000). This is in part reflected in the fact that the
Behavioral Assessment journal and the Journal of Behavioral Assessment have now
changed their names and content to include wider aspects of psychopathology and more
traditional assessment tools (i.e., MMPI-2, MCMI-III). This integration and overlap
seem to be partially based on the belief that predicting behavior and optimizing treat-
ment outcomes is probably most effective when the strengths of both traditions are
used—that each contains complementary types of information.

ISSUES RELATED TO RELIABILITY AND VALIDITY

Traditional psychometric considerations for behavioral assessment are difficult to sum-
marize because of the wide diversity of techniques and the differences in assumptions
regarding the focus, nature, and causes of behavior. Whereas traditional assessment
stresses the relative stability of various characteristics, behavioral assessment assumes
variability based largely on environmental factors. A finding such as low test-retest re-
liability is more likely to be interpreted in the behavioral context because of true vari-
ance resulting from environmental conditions rather than error in the data collection
procedure. Furthermore, behavioral assessment stresses the importance of individually
tailored approaches emphasizing the client’s idiosyncrasies. In this context, normative
comparisons are frequently seen as both irrelevant and inappropriate. Despite these is-
sues, many from within the area of behavioral assessment have successfully argued for
evaluating behavioral assessment techniques with traditional psychometric approaches
(T. Anderson, Cancelli, & Kratochwill, 1984; Cone, 1998). For example, interobserver
agreement for behavioral observations is essential before the data gathered from this
approach can be trusted. This is typically determined by calculating the percentage of
interrater agreement. Likewise, data derived from self-reports in areas such as as-
sertiveness and fear need to demonstrate that the findings can be generalized to other
situations such as role plays, simulations, and, especially, daily life.

The earliest forms of behavioral assessment relied primarily on behavioral observa-
tion and assumed that the direct observation of specific behaviors was sufficiently
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clear, reliable, and accurate. The emphasis was primarily on determining a functional
analysis between behavior and its antecedents and consequences. In an activity such as
pressing a bar for reinforcement, the behavior could be easily recorded by an electronic
detector, and, therefore, the reliability of the measure could be considered to be quite
high. However, with behaviors that are more difficult to define, the reliability of mea-
surement, especially when based on behavioral observation, cannot be assumed. For
example, fingernail-biting might be defined merely by the person touching his or her
face, or it may involve touching the mouth, actually chewing the nail, or removing part
of the nail or perhaps the entire nail. The issue of precise definition and accurate mea-
surement of the behavior becomes even more problematic when dealing with internal
cognitions, in which the clinician is completely dependent on self-reports rather than
on direct observation.

The level of reliability across different observational strategies has varied. In gen-
eral, material derived from behavioral observation during behavioral assessment can be
influenced by observer expectations in similar ways, as has been found by experimental
research (H. Cooper & Rosenthal, 1980; Orne, 1962; R. Rosenthal, 1966). Consistent
with this is that interrater agreement has been quite variable for areas such as overt dif-
ficulties and underlying mechanisms (Persons, Mooney, & Padesky, 1995). In situations
such as natural observation in which observer bias, outside factors (such as interference
from nontarget persons), and a lack of clear definitions are likely to create variability in
observer ratings, reliability can be expected to be relatively low. Further sources of ob-
server error include halo effects, primacy effects, failure to score a behavior that has oc-
curred, rating toward the center of the scale, and leniency or generosity of scoring. When
bias is reduced by using highly structured procedures, reliability increases. Thus, a pro-
cedure such as systematic sampling in which clear strategies are used to determine when
and how the behavior will be measured has generally been more reliable and accurate
than naturalistic observation (Cunningham & Thorp, 1981). Although reliability has
been found to increase in controlled situations where the observers know that they,
themselves, are being evaluated for accuracy (Romanczyk, Kent, Diament, & O’Leary,
1973), this outside monitoring of observers rarely occurs in clinical situations. Thus, it
cannot be assumed that the reliability found in clinical situations is as high as for con-
trolled studies in which evaluators are themselves being evaluated. General guidelines
for increasing reliability in clinical situations include having two observers compare
their results, providing careful instructions when a client is asked to monitor his or her
own behavior, specifying target behaviors, clearly wording items on self-reports, taking
care in the construction of instruments, and thoroughly training observers such as par-
ents or teachers. Reliability of ratings is also likely to be increased by paying closer at-
tention to contextual variables (J. G. Beck, 1994; S. Haynes & O’Brien, 2000).

During the 1960s and 1970s, the validity of various assessment procedures depended
primarily on informal content validity. Questionnaires and observational strategies
were based on rational considerations regarding what was to be studied and how these
measurements were to be made. Few efforts were made to develop empirically derived
categories. For example, the assessment of depression might have been based on knowl-
edge about the typical thoughts depressed people seem to have as well as additional
variables that seem important regarding social supports and typical antecedent events.
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The various areas of observation were selected mostly based on what rationally seemed
to be the most critical considerations. Since the early 1980s, increased work has gone
into assessing the validity of various methods of behavioral assessment. In general, few
validity studies have been performed on behavioral interviews and naturalistic observa-
tions, whereas much more has been done on behavioral questionnaires. Most validity
studies have been conducted by using relevant outside criteria. Many of the same issues
have come up with criterion validity for behavioral assessment as for traditional assess-
ment, including difficulty generalizing to different populations, settings, and methods
of administration.

The early behavioral self-report questionnaires relied on content and face validity.
Because these questionnaires represented new techniques with a different underlying
philosophy, it was believed that they did not have to be judged using the same criteria as
the older and more traditional psychometric tests. They were considered to be direct re-
ports of client behaviors and thus little psychometric validity was reported. R. Kaplan
and Saccuzzo (1993) criticize this by stating that behavioral self-reports may be “re-
peating history and reinventing the wheel” (p. 493). They further point out that the
“early paper-and-pencil structured personality tests which were finally abandoned in
the 1930s are indeed difficult to distinguish from many present-day (behavioral) self-
report procedures” (p. 494). The problems of response bias, questionable reliability and
validity, no norms, and assumed client truthfulness need to be addressed for any stan-
dardized instrument, including behavioral procedures. Many behavioral self-report
questionnaires might be best referred to as “idiosyncratic clinical tools” rather than
psychometrically sound tests. The familiar argument used for traditional tests is that
different assessment procedures serve to provide checks and balances for one another.
Although it is often argued that self-reports are supported by other sources of data (di-
rect observation, psychophysiological measurement, internal dialogue), few actual stud-
ies on the incremental validity of these procedures have been conducted.

Many behavioral self-report inventories have been developed but have had widely
varying degrees of success demonstrating acceptable psychometric qualities. For exam-
ple, the Rathus Assertiveness Schedule (RAS; Rathus, 1973) has been subjected to tra-
ditional psychometric procedures and illustrates the difficulties encountered in this as
well as other similar behavioral inventories. Whereas Heimberg, Harrison, Goldberg,
Desmarais, and Blue (1979) did not find a very high correspondence between scores on
the RAS and observational reports of role plays in an inmate population, the RAS did
relate to nonassertiveness in a group of dental students (Rathus, 1972). However, a dif-
ficulty with relating assertiveness in role-play situations, which most of the preceding
studies used, is that assertiveness in role plays may not relate to assertiveness in natu-
ralistic situations (Bellack, Hersen, & Turner, 1979). Perhaps when subjects are asked
to role-play, they can alter their daily level of assertiveness to “act the part” correctly
(Higgins, Alonso, & Pendleton, 1979). The RAS similarly has poor criterion validity
based on instructor evaluations of observed assertive behavior and grades in a commu-
nication course (Tucker, Weaver, Duran, & Redden, 1983). Thus, even though the RAS
is a frequently used device in both research and clinical settings, the meaning of the
scores might be difficult to evaluate. Other behavioral self-report questionnaires have
experienced similar problems.
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ASSETS AND LIMITATIONS

Probably the greatest advantage of behavioral assessment is that its practitioners have
continually paid attention to its relevance toward treatment. Any measurement of prob-
lem behaviors is usually directly tied to how these behaviors can be changed. Further-
more, relevant behaviors are given an empirical functional analysis, which enables
clinicians to make baseline measurements of behavior and to assess the antecedents
and consequences of these behaviors. An initial functional analysis can then allow cli-
nicians to evaluate whether change has actually occurred during or after treatment. Al-
though many techniques have not been through rigorous traditional validity studies, the
emphasis on treatment validity has proven to be attractive to many practitioners. Thus,
behavioral assessment is particularly useful for persons using a hypothesis-testing ap-
proach and for those who wish to have clear accountability that change has actually
taken place. In some situations, however, behavioral assessment can be tied too closely
to treatment, particularly in legal assessments or other situations in which assessment
and therapy are separate.

A further asset is that behavioral assessment offers a wide range of possible techniques
for use in extremely varied contexts. These strategies include self-reports, naturalistic
observation, physiological monitoring, structured observation, and self-monitoring. Vari-
ations in techniques are consistent with the view that a complete understanding of the
person requires multiple modes of assessment. The different assessment modes might in-
volve relevant aspects of person-situation interaction, physiological changes, cognitions,
interpersonal relationships, overt behaviors, feelings, imagery, and aspects of the per-
son’s larger social system. Many behavioral assessment models organize their approach
around stimulus, organism, response, and contingencies (Goldfried, 1982b). Other ap-
proaches rely on Lazarus BASIC-ID (Lazarus, 1989) or on Kanfer and Saslow’s (1969)
functional analysis of behavioral excesses and deficits. These approaches place the per-
son in a much wider context than traditional assessment procedures.

Behavioral assessment is particularly appropriate when a presenting problem is deter-
mined primarily by environmental factors. In most cases, a clear, functional relationship
(environmental interaction) can be established for disorders such as phobias, marital dif-
ficulties, acting out, temper tantrums, and inappropriate classroom behavior. If these be-
haviors are frequent in occurrence (i.e., smoking, classroom acting out), it is fairly easy
to develop a baseline and monitor change. However, quite unique behavior that occurs in-
frequently (i.e., violation of drugs or firearms in schools) may be much more difficult to
measure and monitor (J. Nelson, Roberts, Rutherford, Mathur, & Aaroe, 1999). In addi-
tion, behavioral assessment is somewhat less relevant when environmental factors ac-
count for a smaller portion of the variance. This may be the case when organic factors
may be more important than environmental ones, such as in chronic schizophrenia, cer-
tain types of headaches, and head injuries. Although behavioral assessment and inter-
vention can still be effective for such problems, greater difficulties are involved because
the environment is relatively less important.

A previously described but extremely important drawback of many behavioral as-
sessment strategies is that they have poor or, at least, untested psychometric proper-
ties. Often the attempts to establish reliability and validity have been disappointing.
In addition, the accuracy of behavioral observation and interviewing can be distorted
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because of observer bias, halo effects, primacy effects, low interobserver agreement,
confirmatory bias, and so forth.

Although cognitive behavioral assessment has been given increased importance, in
many ways it is contrary to the original spirit of behavioral assessment’s emphasis on
direct observation. Cognitive assessment is necessarily unobservable and relies on
client self-reports. Difficulties might include differences in meaning between the client
and the clinician, response biases, assumed honesty of reporting, and assumptions
about the equivalence of internal dialogues and their verbal descriptions.

A final limitation of behavioral assessment is that it often requires extensive re-
sources in terms of time, personnel, and equipment. This is particularly true for
psychophysiological and observational methods. Surveys of behaviorally oriented pro-
fessionals have indicated that only a minority of behaviorally oriented clinicians (15%
to 25%) use observations in structured or natural settings (Guevremont & Spiegler,
1990). An earlier review found that only 12% of behavioral clinicians endorsed behav-
ioral analysis and only 20% endorsed the use of direct observations (C. Piotrowski &
Keller, 1984). As a result, behavioral assessment is frequently limited to interviews and
questionnaires (Guevremont & Spiegler, 1990; Sarwer & Sayers, 1998b). An additional
drawback is that many behavioral instruments have not been designed to deal with prob-
lems frequently encountered in clinical practice, such as dissociative disorders, para-
noia, and hypochondriasis.

STRATEGIES OF BEHAVIORAL ASSESSMENT

Behavioral assessment has given rise to numerous and highly varied techniques, many of
which are outlined in Hersen and Bellack’s (1998) Dictionary of Behavioral Assessment
Techniques (2nd ed.) and Bellack and Hersen’s (1998) Behavioral Assessment: A Practi-
cal Handbook (4th ed.). For example, Barrios and Hartman (1988) found more than 100
instruments for assessing children’s fears and anxieties. Despite this diversity, behav-
ioral assessment strategies can be organized into the general categories of behavioral
interviewing, behavioral observation, cognitive behavioral assessment, psychophysiolog-
ical assessment, and self-report inventories. Each of these approaches varies in the de-
gree to which it emphasizes direct versus indirect measures of the person, as well as in
the extent to which it relies on inference. For example, cognitive assessment is more in-
direct than behavioral observation and relies much more on inferences regarding the de-
gree to which cognitions affect and interact with overt behavior. However, all of these
techniques stress developing a functional analysis of behavior through understanding
person-environment interaction. They also emphasize that each aspect of assessment is
directly relevant to treatment planning and evaluation.

Behavioral Interviewing

Behaviorally oriented interviews generally focus on describing and understanding the
relationships between antecedents, behaviors, and consequences (ABC). In addition, a
baseline or pretreatment measure of behavior is developed through a systematic consid-
eration of the frequency, intensity, and duration of relevant behaviors. Behaviors might



112 Behavioral Assessment

also be provided with a description of specific behavioral excesses and deficits (Kanfer
& Saslow, 1969). Any goal must be capable of being measured and tested in an objec-
tive and reliable way, and the client should agree on its relevance (Gresham, 1984). Al-
though the behavioral approach might seem long and involved, the process is simplified
by considering only areas that are relevant for treatment.

Despite this emphasis on treatment utility, it is essential to place each aspect of the
information derived from a behavioral interview into a wide context. A basic descrip-
tion of a target behavior is simplistic because it does not take into account an interac-
tionist model. For example, a phobia is likely to create difficulties in the client’s
relationships, which could undermine the person’s sense of competence. The person
might then react by becoming highly dependent on a primary relationship, reinforcing
the sense of helplessness. The helplessness might then reinforce a fear of not being able
to cope, which can then interact with and quite possibly exacerbate the phobia. Thus, a
complete interview would evaluate not only the existence of and nature of the phobia,
but also the effect of the phobia on relationships, work effectiveness, and self-
statements. Whereas the earlier behavioral interviews of the 1960s and 1970s often had
a narrow focus, current models of behavioral assessment emphasize taking this wider
context into consideration.

The general purpose of the behavioral interview is multifaceted. It might help iden-
tify relevant target behaviors or select additional behavioral assessment procedures. It
also provides an opportunity to obtain informed consent, obtain a history of the prob-
lem, identify causal factors related to the presenting problem, develop a functional
analysis of the problem behavior, increase client motivation, design intervention pro-
grams, and evaluate the effectiveness of previously attempted interventions.

The initial phase of a behavioral interview needs to include many of the elements
relevant for traditional interviews. A sufficient degree of rapport needs to be estab-
lished, a statement needs to be developed of the general and specific purposes of the
interview, and a review should be made of the client’s relevant history. However, his-
tory tends to be de-emphasized in favor of current behaviors because the main cause of
client behavior is considered situational rather than historical. Common clinician ap-
proaches involve reflective comments, probing, understanding, and expressed empathy.
Open-ended questions can be followed up with more direct questioning. However, the
extensive use of nondirective techniques is inappropriate in that the clinician must set
a clear direction and have the client answer direct questions relevant to a behaviorally
oriented approach.

Sometimes clients provide excellent descriptions of their problems and can specify
relevant antecedent and consequent conditions. Other clients experience difficulty de-
scribing the events surrounding the decision to seek treatment, elaborating on their feel-
ings, stating who referred them, or providing information about how other people might
be perceiving their problem. Because a careful behavioral analysis requires a complete
description of problem behaviors, the client and therapist must work to establish the ex-
tent of the difficulty, where it occurs, when it occurs, and its effects on relationships.
Sometimes it is helpful to have the client keep a diary of relevant events and observa-
tions. Often clients describe and define their difficulties by relying extensively on gen-
eral trait descriptions rather than on more behaviorally oriented ones. A behavioral
interviewer, then, needs to work with the client to develop specific and easily observable
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descriptions. For example, if a client says he or she is a “depressed type of person,” this
might translate into specific types of behaviors (slow movement, spending too much
time in bed, avoiding people, being nonassertive), cognitions (that he or she is no good, a
failure), and feelings (hopelessness, apathy). The belief in an underlying permanent trait
(illness) needs to be reframed as a group of specific behaviors that are potentially
changeable. This reframing process, in itself, is likely to be beneficial to clients because
they will be better able to see specific things they can do to change how they feel. Speak-
ing in concrete behavioral terms rather than abstractions is also likely to increase mutual
understanding between client and therapist.

A wide-based behavioral assessment should describe not only the specific present-
ing problem, but also the manner in which the problem has generalized into other areas.
In particular, this assessment might involve information about the larger social system.
Often, the client’s school, work, or family situation can be incorporated into the as-
sessment and treatment program to ensure both immediate and long-term success. In
contrast, if a narrow approach to change is taken, the client may attempt to express his
or her newly acquired behavior in contexts that are not supportive of it. As a result, pre-
vious problem behavior might once again develop to the exclusion of newer, more adap-
tive behavior. This might be true if the client developed new, effective behaviors that
were learned only in the narrow context of the practitioner’s office.

An interview should end by providing the client with a summary of the information
obtained, an explanation of additional information that is required, and an estimate of
the likely success of treatment (Sarwer & Sayers, 1998b). If further information is re-
quired, the clinician and client should agree on what is needed and how to obtain it.
This might involve instructions for keeping an effective diary, requests for observa-
tions from other people, or techniques for self-monitoring of different behaviors. If the
interview is a prelude to therapy, additional information should be given about possible
strategies for intervention, the length of treatment, possible financial and emotional
costs, and assurances that the client will have input into all decisions.

Because most interviews tend to be somewhat informal and haphazard, they fre-
quently provide information with low reliability and validity. For example, T. Wilson
and Evans (1983) found a low level of reliability among clinicians trying to specify ap-
propriate target behaviors. Some authors urge that behavioral interviews be structured
and standardized. Kratochwill (1985) has suggested that interviews be planned around a
four-stage problem-solving process. The first stage is problem identification in which the
problem is specified and explored, and procedures are established to measure current
performance and desired target behaviors. The vague and generalized descriptions that
clients typically come in with are developed into specific behavioral descriptions. Next,
a problem analysis is performed by assessing the client’s resources, and by noting the rel-
evant environmental conditions influencing behavior and the context in which the behav-
ior excesses or deficits occur. An interview also needs to establish how a plan might be
implemented, which would include ongoing procedures for collecting data relevant to the
progress of the treatment. Finally, strategies for treatment evaluation should be specified
by considering the pre- and posttreatment measures to determine whether the interven-
tion was successful.

Witt and Elliott (1983) provide the following somewhat similar outline of expected
accomplishments for any behavioral interview:
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1. Initially, provide the client with an overview of what needs to be accomplished
and why a clear and detailed specification of the problem behavior is important.

2. Identify the target behavior(s) and articulate them in precise behavioral terms.

3. Identify the problem frequency, duration, and intensity (“How many times has
it occurred today,” “How long has it been going on,” etc.).

4. Identify conditions in which the problem occurs in terms of its antecedents, be-
haviors, and consequences.

5. Identify the desired level of performance and consider an estimate of how real-
istic this is and possible deadlines.

6. Identify the client’s strengths.

7. Identify the procedures for measuring relevant behaviors. What will be
recorded, who will record it, how will it be recorded, when and where will it
be recorded?

8. Identify how the effectiveness of the program will be evaluated.

9. After completing discussion of the preceding areas, summarize it to ensure that
the client understands and agrees.

This outline should not be followed rigidly, but should be used as a general guideline.
However, each behavioral assessment should have accomplished all nine areas before
completion.

Behavioral Observation

In some cases, the behavioral interview is itself sufficient to obtain an adequate assess-
ment. However, some form of actual behavioral observation is often required before, dur-
ing, and/or after treatment. The particular method for observing behavior is usually
decided on during the initial interview. Whereas the interview is directed primarily to-
ward obtaining verbal information from the client, behavioral observation is used to de-
cide on and actually carry out specific strategies and techniques of measuring the
relevant areas of behavior discussed during the interview (see Tryon, 1998). In some
cases such as assessing the developmentally disabled, resistant clients, or very young
children, behavioral observation may become one of the most important means of assess-
ment. These observations might be made by the professional who is actually conducting
the treatment or by someone else who is more involved in the client’s life such as a
teacher, parent, spouse, or self-monitoring by the client. The most frequent approaches
are narrative recording, interval recording, event recording, and ratings recording.

The first behavioral observation task is to select relevant target behaviors, which
can vary from a single response set to a larger interactive unit. The target behavior
should either involve the problem behavior itself or relate to it in a meaningful way. De-
cisions must be made regarding the number of behaviors to record and the relative
complexity of the recording method. Both the recording method and the target behav-
ior need to be manageable and should avoid being overly complex. The target behavior
can best be clarified by beginning with a narrative description of the client’s difficulty
and then further specified by considering the antecedents and consequences related to
the problem behavior.



Strategies of Behavioral Assessment 115

All behaviors to be measured must have objective, complete definitions that allow
clear observations of the measures of the behavior. In particular, the definition should
avoid abstract and highly inferential terms, such as apathy or sadness, and instead
translate such terms into specific behaviors. Any description of the target behavior
should involve an easy-to-read dictionary-type definition, an elaboration of the behav-
ior, and specifications regarding precisely when the behavior occurs, as well as de-
scriptions of borderline examples and clear nonexamples. In measuring behavioral
frequencies, the practitioner must clearly define when the behavior begins and ends.
This might be easy for measuring the number of cigarettes a person smokes or the
number of times a child bangs his or her head, but is more difficult when measuring
less clearly defined behaviors, such as the number of aggressive acts a person makes or
frequency of nonassertive behaviors. Recordings should also measure the duration of
behaviors and their intensity. For example, how hard a child bangs his or her head and
the total time engaged in the activity have implications for the urgency and strength of
the treatment approach.

The different devices used to make recordings might include various combinations
of golf counters, stopwatches, pencil-and-paper forms, or electromechanical devices
such as an event recorder with buttons that can be pressed when various categories of
behaviors occur. Hand-held computers are becoming more common as well as video
and audio recordings.

The settings of behavioral observation can range from those that are natural to those
that are highly structured. Natural, or in vivo, settings might include the home, class-
room, business, or playground. Observations made from these types of settings are likely
to be directly relevant to and reflective of the client’s life. Natural settings are most ef-
fective when assessing high-frequency behaviors and/or more global behaviors, such as
attentional deficits, social withdrawal, or depressive behaviors. They are also useful
when measuring the amount of change the client has made following intervention. How-
ever, natural settings present difficulties because of the extensive time required to make
observations. Furthermore, natural settings are problematic when trying to measure in-
frequently occurring behaviors (aggression, nonassertiveness) or behaviors that typically
occur in the absence of others (fire-setting, suicide). To counter the difficulties inherent
in naturalistic observation, practitioners may wish to create structured environments
(role plays, work simulations) that elicit specific types of behaviors. Such environments
are especially important for infrequent behaviors. However, inferences need to be de-
rived cautiously from observations in these structured or analogue situations, as they
may not generalize into the client’s actual life.

When clinicians are concerned that observations made by a person outside the
client’s environment might contaminate the results, they may wish to train persons
who are already a part of the client’s natural setting, such as parents, teachers, or
spouses. This might help prevent subjects from changing their behaviors simply be-
cause they are aware that they are being observed (reactivity). These more natural ob-
servers can be much less obtrusive than an outside professional. The training of
observers needs to include a clear rationale for measuring the behavior with emphasis
on making accurate and objective recordings. Observers should memorize the record-
ing code, practice making the recordings, and receive feedback about the relative ac-
curacy of their recordings. Precautions should be taken to avoid observer error, such as



116 Behavioral Assessment

through observer bias, leniency, lapses in concentration, and discussion of data with
other observers. Sometimes reliability might be checked by comparing the degree of
agreement between different observers rating the same behaviors. Caution should be
made when using trained observers because widely varying levels of interobserver
agreement have been noted (G. Margolin, Hattem, John, & Yost, 1985).

A system of coding behaviors usually needs to be developed so that recordings are
abbreviated and simplified. If too many codes are used, it is difficult for recorders to
recall them, especially if behaviors occur in rapid succession. Both the type of record-
ing method (narrative recording, event recording, etc.) and the coding system depend
largely on the goals of assessment. A coding system that is clear, simple, and closely
connected to the presenting problem is likely to be both useful and reliable. Important
considerations in selecting a recording and coding system are the number of times the
behavior needs to be observed, the length of observation periods, when to make the
recording, the type of recording to be made, and the target behaviors to be recorded.
The following sections describe the most frequently used recording systems, along
with examples of different methods of coding.

Narrative Recording

Narrative recording requires that the observer simply make note of behaviors of inter-
est. There is little quantification, and the observations can vary in the degree of infer-
ences made. For example, an observer may stick closely to direct descriptions of
behavior, such as noting that someone frequently laughs and smiles at his or her friends,
or may infer from these behaviors that the client has good peer relations. The primary
value of narrative recordings is that they may help define future, more specific areas,
which can then be measured in a quantitative manner. Thus, narrative recording is usu-
ally a precursor to alternative forms of measurement. It has the advantages of poten-
tially discovering relevant behaviors; it can elaborate on these behaviors; it requires
little, if any, equipment; and numerous hypotheses can be generated from the narrative
descriptions. Limitations are that it doesn’t enable the observer to quantify the obser-
vations, it may have questionable validity, and the usefulness of the observations de-
pends largely on the individual skill of the observer.

Interval Recording

A clinician may choose to record whether selected aspects of behavior occur within
predetermined intervals. As a result, this technique is also referred to as time sampling,
interval sampling, or interval time sampling. Usually, the intervals vary from 5 to 30
seconds and may be based either on set schedules for each observation period (e.g.,
every five minutes) or may be selected randomly. Interval recording is most appropri-
ately used when measurements of overt behaviors with moderate frequencies (e.g., once
every 5 to 20 seconds) are required and when these behaviors do not have any clear be-
ginning or end. This might include behaviors such as walking, listening, playing, read-
ing, or looking up and down.

When developing a strategy for interval recording, clinicians must decide on the
length of time between each observation, the method of recording, and the length of the
observation period. This depends largely on the type of behavior. For example, differ-
ent types of verbal interaction may vary in length and, as such, the observation periods
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must be adjusted. Some strategies might require the observer to alternate between
recording (e.g., for 10 seconds), then observing (e.g., for 20 seconds), and then going
back to recording the observation just made. Cues regarding the beginning and end of
each behavior must be specified. The target behaviors for observation are derived from
information based on such sources as the initial interview, self-report inventories, nar-
rative observations, and especially from descriptions of the presenting problem. The
focus of observation may also vary between different people such as the husband, wife,
teacher, child, or client. Sometimes clinicians or researchers arrange to have an outside
person observe the same client behaviors. The interrater reliability of the observations
can then be established by calculating the percentage of agreement between the two
raters (see Tryon, 1998). A representative interval recording chart, with instructions
on how to develop such a chart, are provided in Table 4.1.

Interval recording is time efficient, highly focused on specific behaviors, and has
the potential to measure almost any behavior. Interval recording is not designed to as-
sess the quality of the target behaviors, however, and can be artificial or may overlook
other important behaviors.

Event Recording

Whereas interval recording depends on measurements defined by units of time that are
imposed on target behaviors, event recording depends on the occurrence of the behavior
itself. The observer must wait for the target behavior to occur, and then record relevant
details of the behavior. Examples of behaviors most appropriate for event recording are
aggressive actions, greetings, or use of verbal expressions such as assertion or profanity.

The basic design of event recording systems is to note the behavior’s frequency, du-
ration, and intensity, and to record the behavior on such devices as a checklist, golf
counter, or hand counter. Although the main emphasis is on quantifying the frequency
of responding, its duration also can be measured with a stopwatch. The intensity of the
behavior can be noted by simply specifying whether it was slight, moderate, or strong.
A representative example of an event-recording chart is included in Table 4.2.

Event recording is especially good for recording behaviors having low frequencies,
measuring changes in behaviors over time, and for use in studying many different types
of behavior. However, event recording is relatively poor at measuring behaviors that do
not have clear beginnings and endings, and presents difficulties in keeping the atten-
tion of observers for behaviors of long durations. Because event recording does not pro-
vide information regarding sequences of behaviors, it is difficult to make inferences
about how and why behaviors occur.

Ratings Recording

Rather than recording direct observations of behaviors, clinicians may wish to obtain
general impressions of relevant dimensions of behaviors and have these impressions
rated on a checklist or scale. Such measures tend to be more global and may involve
more abstract terms, such as the client’s level of cooperativeness or ability to maintain
self-care. Typically, ratings recordings are made after a period of observation. A typi-
cal format might request the evaluator to rate, on a scale from one to five or one to
seven, the client’s frequency of temper tantrums, quality of peer relations, or consci-
entiousness. For example, the Motivation Assessment Scale (MAS; Durand, 1990) is a



Table 4.1 Example of interval recording

To set up a self-graphing data recording system, start with a piece of graph paper. Mark 2 heavy lines
across the paper so that 5 blocks are between the lines. You have now a series of columns, all 5 blocks
high. Each block will represent an interval (e.g., minute) of observation time. Mark off the number of
5-block columns needed for the scheduled observation period: a 50-minute period would need 10
columns of 5 blocks; a 30-minute period would need 6 columns; a 45-minute period would need 9
columns; and a 5-minute period would need only 1 column of 5 blocks. For now, let’s assume you have
scheduled a 50-minute period for your observation, as shown in Table 4.1 a—c. You have marked off 10
columns on your paper, each 5 blocks high, for a total of 50 blocks: 1 block for each minute scheduled.
For each interval (minute) in which the behavior occurs, you will place an “X” in a box. For each in-
terval in which the behavior does not occur, you will place an “O” in a box. Start with the left column
and work toward the right. In each column, work from the bottom up with the “Xs,” but from the top
down with the “O” marks. When the “Xs” and “Os” meet in the middle, the column is filled. Move to the
next column to the right and continue: “Xs” from the bottom, “Os” from the top down, until they meet.
As you move across the row of 5 columns, the data recorded will automatically form a graph without any
extra effort on your part. With this methods, trends in data across the session can be easily identified and
shared with school personnel or parents. By focusing on the “Xs” in Table 4.1c, it is clear that the amount
of “on task” behavior by the pupil is steadily increasing during the observation session (i.e., there are
fewer “Xs” in the first column, and more “Xs” in the later columns).
Source: From “Behavioral Observation for the School Psychologist: Responsive-Discrepancy Model”
by G. J. Alessi, 1980, School Psychology Review, p. 40. All explanatory material is verbatim from
Alessi, 1980.
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Table 4.2 Example of event recording within 5-minute intervals

Table 4.2 illustrates an event recording for two different types of behaviors, the first of which (getting
out of seat) the subject’s teacher would like to see less of and the second (requesting help) the subject’s
teacher would like to see more of. In addition to recording the subject’s behavior, another student was se-
lected as a basis for comparison. The coding of the number of responses was developed by Tukey, 1977,
and uses dots and lines to indicate the number of responses which were made. One dot equals one re-
sponse. Any number above four responses is indicated by a line connecting two dots. For example, in the
first 5-minute block for “getting out of seat,” the subject got out of his seat eight times. By noting the in-
creases and decreases in the different recordings, observers can be alerted to possible environmental
events that might have caused these changes. In this example, there was both a decrease in “getting out of
seat” and an increase in “requesting help” beginning at the 20-minute interval.

16-item questionnaire that evaluates the functional significance of behavior related to
the dimensions of sensory, escape/avoidance, social attention, and tangible rewards. In-
terrater reliability for the MAS ranged between .80 and .95 with test-retest reliability
(30 days apart) ranging between .89 and .98. Validity has been supported through means
such as determining that teacher’s ratings on the MAS predicted students’ behavior in
analogue situations (Durand, 1990). An example of a completed MAS is illustrated in
Table 4.3.

Ratings recordings can potentially be used for a wide variety of behaviors. Other
advantages are that the data can be subjected to statistical analysis; the ratings can be
made for either individuals or groups; and because of the time efficiency of ratings
recordings, they are likely to be cost-effective. Disadvantages include possibly low in-
terrater agreement because of the subjectivity of the ratings; little information regard-
ing antecedent and consequent events; and possibly inaccurate ratings, especially if
much time elapses between making the observations and making the ratings.

Cognitive Behavioral Assessment

Over the past 25 years, considerable research has been conducted on understanding the
cognitive processes underlying behavior disorders. Relevant areas include the self-
statements associated with different disorders, the underlying structure or cognitive
organization related to these disorders, differences between cognitive distortions in
pathological versus normal behavior, and cognitive alterations that occur during ther-
apy. This research has considerably influenced and altered the nature of behavioral as-
sessment. In particular, researchers have developed specific techniques for assessing
cognitive processes, such as having the person think aloud, listing different thoughts,
thought sampling at various intervals, and a wide variety of self-statement inventories.
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Table 4.3 A completed Motivation Assessment Scale for Bill’s object hitting in one-to-
one instructional settings
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Table 4.3 (Continued)

Source: From Severe Behavior Problems: A Functional Communication Training Approach, pp. 80-82, by
V. M. Durand, 1990, New York: Guilford: Copyright © 1990 by Guilford Press. Reprinted by permission.

This internal perspective is quite different from the early emphasis of behavioral as-
sessment, which focused almost exclusively on observable overt behavior. This transition
has come about because of persuasive evidence for the relationship between behavior and
cognitions (Alloy et al., 1999; Bandura, 1986; Haaga, Dyck, & Ernst, 1991; Schwartz &
Garamoni, 1989). Cognitive processes not only change during the course of effective
therapy, but may be causally related to both the development as well as the maintenance
of different types of disorders (Alloy et al., 1999; Breitholtz et al., 1999; Brewin, 1996;
Ingram, Kendall, Siegle, Guarino, & McLaughlin, 1995). Some approaches assume that
altering cognitions can be sufficiently powerful to change behaviors. However, there are
also a number of significant limitations with cognitive behavioral assessment. All mate-
rial is necessarily derived from the client’s self-reports of his or her internal processes
and, as such, may be subject to a number of distortions. Clients can usually recall and de-
scribe the results of their cognitive processes, but they have much greater difficulty de-
scribing how they arrived at these conclusions. The actual processes may need to be
inferred based on complicated analyses of the results derived from intricate assessment
strategies. In addition, remembering events seems to be a reconstructive process in which
each successive recall can be altered based on the person’s needs, biases, and expecta-
tions (Henry et al., 1994; Lindsay & Read, 1995; Loftus, 1993). These inherent difficul-
ties have led some traditional behaviorists to question the theoretical and practical
appropriateness of cognitive assessment.

A relevant finding is that the popular belief in the “power of positive thinking” is
simplistic because it is not a very good predictor of adjustment. What seems more im-
portant is the absence of negative statements or, what Kendall and Hollon (1981) have
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referred to as “the power of nonnegative thinking.” Furthermore, the effect of negative
self-talk is greater than the ability of positive thinking to counter negative internal di-
alogue. As might be expected, gains in therapy have been associated with reductions in
negative self-statements (J. G. Beck, 1994). Another issue is that relevant cognitions
such as self-efficacy vary across situations. For example, a particular client might have
cognitions quite consistent with competency in employment situations yet feel quite
incompetent in family or other interpersonal situations. This means that clinicians
conducting cognitive and other forms of assessments need to take these contextual
variables into consideration (J. G. Beck, 1994).

The two major strategies of cognitive assessment are through various self-report in-
ventories and techniques of recording cognitions. Each of these general strategies has
strengths and weaknesses and is appropriate in different situations for different types
of clients.

Cognitive Self-Report Inventories

There has been a tremendous expansion in the number and frequency of use of cognitive
self-report inventories. Guevremont and Spiegler (1990) noted that they were used
nearly as frequently as behavioral interviewing and twice as often as direct observation
(Guevremont & Spiegler, 1990). They have the general advantages of having strong face
validity and are both easy and inexpensive to administer. However, their psychometric
properties vary greatly and many instruments in frequent use are quite poor in this re-
gard. Typically, they involve between 20 and 100 items, with respondents asked to indi-
cate their degree of endorsement of each item on a Likert-type scale. Many of them
have been tailored toward specific domains such as depression, fears and anxieties,
self-efficacy, imagery, social skills (especially assertiveness), eating disorders, and
marital problems. The main domains for cognitive self-report inventories and the most
frequently used instruments in these domains are summarized in Table 4.4. It is beyond
the scope of this chapter to review them, but useful information can be obtained in
Bellack and Hersen (1998) and Hersen and Bellack (1998).

Theories of the cognitive processes of depression suggest that it is maintained by
characteristic and repetitive thoughts that are self-perpetuating (Alloy et al., 1999).
For example, A. T. Beck (1967) listed the cognitions associated with depression as in-
volving arbitrary inference (making inferences without substantiating evidence), se-
lective abstraction (making a broad judgment based on a minor aspect of an event),
overgeneralization (extrapolating in an unjustified fashion from a minor event), and
magnification/minimization (overemphasizing negative events; minimizing positive
ones). Although these processes seem to be related to depression, a simple cause-
effect model between depression and specific cognitions does not appear to be war-
ranted and further clarification is required (Haaga et al., 1991). The most frequently
used inventories to assess depressogenic cognitions are the Dysfunctional Attitudes
Scale (A. Weissman & Beck, 1978), the Cognitive Bias Questionnaire (Hammen,
1978; Hammen & Krantz, 1976), Automatic Thoughts Questionnaire (Hollon &
Kendall, 1980; Ingram et al., 1995), and Beck Depression Inventory (BDI-II; A. T.
Beck et al., 1996). More extensive coverage of the BDI/BDI-II can be found in Chap-
ter 13. In addition, the Attributional Styles Questionnaire (Seligman, Abramson,
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Table 4.4 Cognitive self-report measures

Domain Instruments

Depression Dysfunctional Attitudes Scale
Cognitive Bias Questionnaire (child and adult versions)
Automatic Thoughts Questionnaire
Beck Depression Inventory
Attributional Styles Questionnaire

Fears and Anxieties Social Avoidance and Distress Scale
Fear of Negative Evaluation Scale
Social Interaction Self-statement Test
Irrational Beliefs Test
Rational Behavior Inventory
Fear Survey Schedule

Eating Disorders Eating Attitudes Test
Bulimia Test-Revised
Cognitive Error Questionnaire (modified for eating disorders)

Social Skills Rathus Assertiveness Inventory
Wolpe-Lazarus Assertion Inventory
Gambrill Assertion Inventory
Bakker-Assertiveness Schedule
Conflict Resolution Inventory
Survey of Hetereosexual Interactions
Stanford Shyness Scale

Marital Relationships Relationship Attribution Measure
Relationships Beliefs Inventory
Dyadic Attribution Inventory
Marital Attitude Survey
Specific Relationship Standards

Semmel, & von Baeyer, 1979) is sometimes used to better understand the manner in
which a client construes the causes for various behaviors, particularly those related to
depression (i.e., learned helplessness).

A wide number of measures have been developed related to a person’s fears and anx-
ieties (see McGlyn & Rose, 1998). The main cognitions that seem to characterize social
phobias are interpersonal threat, along with beliefs that positive interpersonal feedback
is incorrect (Sewitch & Kirsch, 1984). The importance of a cognitive assessment of so-
cial phobias is underscored by research suggesting that cognitive deficits and distor-
tions are more important in causing and maintaining the difficulty than deficits in
social skills (Heimberg, 1994). Social phobics are more likely to recall negative infor-
mation, fear social embarrassment, interpret ambiguous feedback negatively, underesti-
mate their own performance, expect more negative evaluations from others, and have
more negative self-statements before interactions (Breitholtz et al., 1999; Cacioppo,
Glass, & Merluzzi, 1979; Hope & Heimberg, 1993). Assessment of the relative rate of
occurrence of each of these areas can provide specific treatment suggestions regarding
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which processes need to be modified. The most frequently used instruments in the cog-
nitive assessment of social phobias are the Social Avoidance and Distress Scale (Watson
& Friend, 1969), Fear of Negative Evaluation Scale (FNE; Watson & Friend, 1969), and
the Social Interaction Self-Statement Test (Glass, Merluzzi, Biever, & Larsen, 1982).
Many of the self-statements described by research on social phobias and measured by
tests such as the Social Interaction Self-Statement Test are quite similar to the ones de-
scribed by A. T. Beck (1967) as characteristic of depression. These similarities raise
the still unresolved issue of whether specific irrational beliefs are related to specific
disorders, or whether there is a nonspecific (yet generally negative) effect of irrational
beliefs (see Heimberg, 1994). Although less work has been done on generalized anxi-
ety, two frequently used tests are the Irrational Beliefs Test (R. Jones, 1969) and the
somewhat similar 70-item Rational Behavior Inventory (Shorkey, Reyes, & Whiteman,
1977). Although the many versions of the Fear Survey Schedule (Wolpe & Lang, 1964,
1969, 1977) and the Fear Survey Schedule for Children (Ollendick, 1978, 1983) do not
measure specific cognitions related to fear, it is both frequently used and quite useful in
detailing the various categories of fear a client might have.

Several strategies have been used in the assessment of eating disorders based on the
observations that this class of disorders involves considerable cognitive distortions
(Mizes & Christiano, 1994). Some authors have taken a previously developed scale such
as the Cognitive Error Questionnaire (Lefebvre, 1981) and modified it to evaluate the
cognitive distortions specific to eating disorders (Dritschel, Williams, & Cooper, 1991).
The Eating Attitudes Test (Garner & Garfinkel, 1979) and the Bulimia Test-Revised
(Thelan, Farmer, Wonderlich, & Smith, 1991) both have strong psychometric properties
and focus primarily on cognitions related to eating and weight control. A further strat-
egy is to have eating-disordered persons monitor their self-statements in their natural
environments (Zotter & Crowther, 1991). The value of such strategies is the indication
that cognitive behavioral instruments can be tailored toward specific disorders and the
information derived from these strategies has direct relevance for treatment as it pro-
vides clinicians with specific cognitions to work with.

The area that has dominated the assessment of social skills has been assertiveness.
Such assessment typically rates not only cognitions related to assertive behavior, but
also specific behaviors and skills. A wide variety of self-report inventories has been
developed, including the Wolpe-Lazarus Assertion Inventory (Wolpe & Lazarus,
1966), Gambrill Assertion Inventory (Gambrill & Richey, 1975), Bakker Assertive-
ness Inventory (Bakker, Bakker-Rabdau, & Breit, 1978), and the Conflict Resolution
Inventory (McFall & Lillesand, 1971). However, the RAS (Rathus, 1973) has been the
most extensively used, and relevant normative data are available for normal college
students (Quillan, Besing, & Dinning, 1977) as well as for psychiatric populations
(Rathus & Nevid, 1977). Respondents are requested to rate, on a six-point scale, how
descriptive each statement is. A —3 indicates that the statement is “very uncharacteris-
tic of me” and a +3 indicates that it is “very characteristic.” In addition to the original
30-item schedule, two other versions have been developed for special populations. The
modified RAS (MRAS; Del Greco, Breitbach, & McCarthy, 1981) was developed for
young adolescents. A simplified version is available that requires a minimum 6th-grade
reading level in contrast to the 10th-grade reading level required for the regular version
(SRAS; McCormick, 1984). Additional, nonassertiveness social skills inventories
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include the Survey of Heterosexual Interactions (Twentyman & McFall, 1975) and the
Stanford Shyness Survey (Zimbardo, 1977).

Assessing marital relationships involves gathering information about a wide range of
behaviors with a particular focus on the strengths and weaknesses of the relationship,
goals for change, and attempts they have made to change in the past. Much of this infor-
mation can and should be obtained through a careful interview. Areas related to cognitive
assessment are the differing perceptions of each spouse, the perceived causes (attribu-
tions) for why the persons act in certain ways, expectations for future behavior, assump-
tions about relationships (roles, scripts), and standards by which the relationship is
judged (Sayers & Sarwer, 1998a). Many of these areas can be evaluated through the use
of cognitive self-report inventories. Some of the more frequent and well-researched in-
struments are the Relationship Attribution Measure (Fincham & Bradbury, 1992), Rela-
tionships Beliefs Inventory (Eidelstein & Epstein, 1982), Dyadic Attribution Inventory
(Baucom, Sayers, & Duhe, 1989), Marital Attitude Survey (Pretzer, Epstein, & Fleming,
1992), and Specific Relationship Standards (Baucom, Epstein, Rankin, & Burnett, 1996).

Self-efficacy has received considerable interest, particularly because it has been re-
lated to a variety of different predictions relevant to treatment (Bandura, 1986). Assess-
ment is usually accomplished by simply having clients rate the degree to which they
believe they are able to accomplish a certain skill or goal (i.e., stop smoking). Useful
distinctions should be made between the level of strength of self-efficacy and its gener-
alizability from one situation to the next. Because some question exists regarding the de-
gree to which self-efficacy can be related from one situation to the next, specific
measurements are often used for different areas (depression, assertion, smoking, etc.). A
person having a high level of self-efficacy is likely to have positive expectations about
his or her effectiveness to judge and deal effectively with situations. Self-efficacy is de-
veloped as a result of the attainments someone has achieved in the past, vicarious (ob-
servational) experiences, verbal persuasion, and physiological states. An assessment of
self-efficacy is especially important in understanding the antecedent and retrospective
accounts of the effect and quality of the behavior. The relative level of self-efficacy has
been found to predict a wide number of variables, including general therapy outcome
(O’Leary, 1985), the prediction of success in the treatment of smoking (J. Baer, Holt, &
Lichtenstein, 1986; J. Baer & Lichtenstein, 1988; DiClemente, 1986), and relapse rate
from self-regulatory training (J. Carlson, 1982).

An area needing further development is the clinical assessment of imagery. It has
frequently been observed that a person’s presenting problem is significantly related to
his or her fantasies or daydreams and different dreaming states. A depressed person
may continually repeat images of being criticized, the anxious person might replay
scenes of danger, and the paranoid might frequently review images of persecution.
Knowing a person’s relative ability to produce and control images may be important in
predicting response to treatment that requires the formation of images such as system-
atic desensitization, covert desensitization, covert aversive conditioning, and certain
types of relaxation procedures. Extensive experimental work has been conducted on
imagery in areas such as the different dimensions of imagery (C. Parks, 1982), differ-
ences between waking and nonwaking imagery (Cartwright, 1986), and the effects of
conscious and unconscious images on behavior (Horowitz, 1985). However, little mate-
rial has been published regarding the clinical assessment of imagery. Of the studies
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that have been published, most have related to measures of imagery ability rather than
to the effect of clinically relevant images on the person. Persons wishing to assess both
clinical imagery and other aspects of cognitions might use one or several of the fol-
lowing strategies that have been developed to assess cognitions.

Recording Cognitions

In addition to the many self-report inventories available, a number of strategies have
been developed for recording cognitions in a less-structured manner. C. Parks and Hol-
lon (1988) have listed and summarized the following methods used by previous re-
searchers:

Thinking Aloud. Clients are requested to verbalize their ongoing thoughts, with
these verbalizations usually extending for 5 to 10 minutes (Lodge et al., 2000). A
similar technique is free association, in which the client is asked to simply say what-
ever comes to mind rather than report on his or her ongoing inner thoughts. A po-
tential problem is that the procedure may feel unnatural and, therefore, provide a
sample different from normally occurring internal thoughts. Also, the client may
have no opportunity to verbalize competing thoughts with the result that the re-
ported thoughts will most likely be a limited portion of the total cognitions. In ad-
dition, clients may not report everything honestly. A factor that is likely to make the
verbally reported thoughts different from actual ongoing processes is that, typi-
cally, people change the topic of ongoing internal dialogues every 5 to 6 seconds,
whereas verbal reports of these dialogues may have topic changes only on the aver-
age of every 30 seconds.

Private Speech. Sometimes, children’s cognitions can be assessed by paying close
attention to barely audible speech they make while engaged in various activities. It
is believed that these private verbalizations are closely aligned to inner thoughts.

Articulated Thoughts. Clinicians may wish to create structured situations or simu-
lations that parallel the problems the client reports. For example, a situation may be
created that demands the client to be assertive or be exposed to criticism or phobic
stimuli. The person can then be asked to articulate the thoughts he or she is experi-
encing during these situations. Typical thoughts can be noted and inferences made
regarding how they relate to the problem behaviors.

Production Methods. Instead of asking clients to articulate their thoughts during a
simulation, an actual naturalistic situation (criticism, phobic stimuli, etc.) can
occur, with clients then noting and recording the typical thoughts they have related
to these situations. As such, these methods might also be referred to as in vivo self-
reports.

Endorsement Method. The client might be presented with either a standardized
(e.g., Irrational Beliefs Test, Cognitive Bias Questionnaire) or an informally devel-
oped list of items and then be requested to rate frequency of occurrence, strength of
belief, and how the item might be uniquely represented in the person’s cognitions.
These items might include ratings of the frequency of such thoughts as “What’s the
use” or “I can’t do anything right.” Potential difficulties with this technique are the
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effects of the demand characteristics of the situation and social desirability. An un-
derlying and questionable assumption behind the technique is that the relevant cog-
nitions are in the client’s conscious awareness.

Thought Listing. Instead of developing a continuous description of ongoing thoughts,
clients might be asked simply to summarize their relevant thoughts. These thoughts
might be elicited by a specific stimulus, problem area, or by merely attending to or an-
ticipating a stimulus.

Thought Sampling. A sample of a person’s thoughts might be obtained by setting a
prompt (e.g., a beep on a timer), then having the client describe the thoughts he or
she was having just before the interruption by the prompt.

Event Recording. The client might be asked to wait until a relevant event occurs
(e.g., hand washing for an obsessive-compulsive), at which point, the thoughts re-
lated to these events are written down. Instead of merely waiting for a problem or
spontaneously occurring behavior, a client might also be asked to describe the
thoughts related to the expression of new and desired behaviors, such as assertion.
The relevant thoughts about these behaviors might then be used to increase the
likelihood of their continued occurrence.

Psychophysiological Assessment

A complete understanding of the person involves an assessment of not only behavioral,
affective, and cognitive modes, but also of the ways these interact with and are depen-
dent on physiological functioning. Such psychophysiological assessments have recently
become easier to make because of increased interest and knowledge regarding instru-
mentation (electronics, computers), operant conditioning of behaviors that at one time
were considered involuntary, physiological and neurochemical aspects of behavior, and
behavioral medicine (S. Haynes, 1991; Sturgis & Gramling, 1998). The most frequently
assessed physiological responses are heart rate, blood pressure, skin temperature, mus-
cle tension, vasodilation, galvanic skin response (GSR), and brain activity as measured
by electroencephalograms (EEGs). By quantifying data gathered through these areas,
psychological problems can be translated into more precise physiological indices.

One of the first relevant studies to relate psychological and physiological modes indi-
cated that fear and anger had different physiological responses in blood pressure and
skin conductance (Ax, 1953). This result suggested that these and other psychological
variables might be measured in ways other than through self-report inventories. More
recently, it has been found that persons scoring high on psychological indices of intelli-
gence had relatively small pupillary dilations, lower heart-rate variability, and less skin
conductance when asked to perform tasks (Geiselman, Woodward, & Beatty, 1982).
This suggests not only that persons with higher intelligence require less effort to com-
plete a task but that, potentially, intellectual assessment might increasingly be based on
psychophysiological measurement. A further representative area of research has in-
volved the relationship between different personality variables and psychophysiological
measurement (Iacono, 1991). Persons with schizophrenia (when unmedicated) and per-
sons with anxiety disorders have been found to have a relatively higher level of sympa-
thetic responsiveness compared with parasympathetic responsiveness. In contrast,
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antisocial personalities are characterized by parasympathetic dominance and low levels
of sympathetic responsiveness (Iacono, 1991). Physiological indicators to detect lying,
while still in extensive use, have not been found to have adequate psychometric proper-
ties (Saxe, Dougherty, & Cross, 1985). Greater promise has been demonstrated differ-
entiating true from faked memory loss using event-related potentials (J. Allen, Iacono,
& Danielson, 1992). While most of the previously mentioned studies represent very
general correlations among such variables as emotions, intelligence, and behavioral dis-
orders, they show considerable potential for future assessment should these measures
become more refined. Physiological baseline measures for an area such as anxiety can
and have been used to monitor the effectiveness of treatment for social phobias, gener-
alized anxiety disorders, and obsessive-compulsive disorders (Turpin, 1991).

In addition to the usual knowledge relating to psychological assessment, clinicians
who obtain and interpret psychophysiological data must have knowledge in anatomy,
electronics, and the physiology of cardiovascular, musculoskeletal, neurological, respi-
ratory, electrodermal, ocular, and gastrointestinal response systems. This extensive
background is particularly important because instrumentation presents a number of
special problems. A variety of confounding factors may be present, such as the effect
of slowing respiratory rate to alter cardiac output or the effect of eye roll on measured
brain activity. Filters might be necessary to exclude noise in the system. The tech-
niques are also intrusive, thereby making the situation artificial. As a result, it may not
be correct to generalize to outside aspects of the client’s life or between different re-
sponse modes. A wide variety of difficulties may arise regarding meaningful psycho-
logical interpretations based on the physiological data. In the future, the development
of better instruments and improved methods of computer analysis are likely to increase
the utility of psychophysiological assessment and overcome many of these difficulties.
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Chapter 5

WECHSLER INTELLIGENCE SCALES

The Wechsler intelligence scales are individually administered, composite intelligence
tests in a battery format. They assess different areas of intellectual abilities and create
a situation in which aspects of personality can be observed. Each of the different ver-
sions of the Wechsler intelligence scales provides three different IQ scores: an overall
or Full Scale IQ, a Verbal IQ, and a Performance 1Q. More specific factor or index
scores also can be calculated using various combinations of subtests. The Wechsler in-
telligence scales are considered to be among the best of all psychological tests because
they have sound psychometric properties and produce information relevant to practi-
tioners. As a result, they have become the most frequently used tests in clinical prac-
tice (Camara et al., 2000; Watkins et al., 1995).

TESTING OF INTELLIGENCE: PRO AND CON

The testing of intelligence has had a consistent history of misunderstanding, contro-
versy, and occasional misuse (D. Flanagan et al., 1997; Mackintosh, 1998; Weinberg,
1989). Criticisms have ranged from moral indictments against labeling individuals, to
cultural bias, and even to accusations of flagrant abuse of test scores. Although valid
criticisms can be made against testing intelligence, such procedures also have a num-
ber of advantages.

One of the main assets of intelligence tests is their accuracy in predicting future be-
havior. Initially, Binet was able to achieve a certain degree of predictive success with
his scales, and, since that time, test procedures have become progressively more refined
and accurate. More recent studies provide ample support that intelligence tests can pre-
dict an extremely wide number of variables. In particular, IQ tests are excellent predic-
tors of academic achievement (see R. Gregory, 1999; Mackintosh, 1998; Neisser et al.,
1996), occupational performance (J. Hunter & Schmidt, 1996; F. Schmidt & Hunter,
1998; R. Wagner, 1997), and are sensitive to the presence of neuropsychological deficit
(Groth-Marnat, 2002; Groth-Marnat, Gallagher, Hale, & Kaplan, 2000; Lezak, 1995;
Reitan & Wolfson, 1993). However, certain liabilities are also associated with these
successes. First, intelligence tests can be used to classify children into stereotyped
categories, which limit their freedom to choose fields of study. Furthermore, IQ tests
are quite limited in predicting nontest or nonacademic activity, yet they are sometimes
incorrectly used to make these inferences (Snyderman & Rothman, 1987; Sternberg,
1999). It should also be stressed that intelligence tests are measures of a person’s pres-
ent level of functioning and, as such, are best used for making short-term predictions.

129



130 Wechsler Intelligence Scales

Long-term predictions, although attempted frequently, are less accurate because there
are many uncontrolled, influencing variables. Similarly, even short-term academic
placements made solely on the basis of an IQ score have a high chance of failure be-
cause all the variables that may be crucial for success are not and cannot be measured
by an intelligence test. It can sometimes be tempting for test users to extend the mean-
ing of test scores beyond their intended scope, especially in relation to the predictions
they can realistically be expected to make.

In addition to predicting academic achievement, IQ scores have also been correlated
with occupation, ranging from highly trained professionals with mean IQs of 125, to un-
skilled workers with mean 1Qs of 87 (Reynolds, Chastain, Kaufman, & McLean, 1987).
Correlations between job proficiency and general intelligence have been highest in pre-
dicting relatively more complex jobs rather than less demanding occupations. J. Hunter
(1986) reported moderately high correlations between general intelligence and success
for managers (.53), salespersons (.61), and clerks (.54). For intellectually demanding
tasks, nearly half the variance related to performance criteria can be accounted for by
general intelligence (F. Schmidt, Ones, & Hunter, 1992). The use of intelligence tests for
personnel selection has demonstrated financial efficacy for organizations (F. Schmidt &
Hunter, 1998). In addition, the accuracy of using IQ tests can be incrementally increased
by combining the results with integrity tests, work samples, and structured interviews
(F. Schmidt & Hunter, 1998).

Another important asset of intelligence tests, particularly the WAIS-III and WISC-
I11, is that they provide valuable information about a person’s cognitive strengths and
weaknesses. They are standardized procedures whereby a person’s performance in
various areas can be compared with that of age-related peers. In addition, useful com-
parisons can be made regarding a person’s pattern of strengths and weaknesses. The
WAIS-III, WISC-III, and other individually administered tests provide the examiner
with a structured interview in which a variety of tasks can be used to observe the
unique and personal ways the examinee approaches cognitive tasks. Through a client’s
interactions with both the examiner and the test materials, an initial impression can be
made of the individual’s self-esteem, behavioral idiosyncrasies, anxiety, social skills,
and motivation, while also obtaining a specific picture of intellectual functioning.

Intelligence tests often provide clinicians, educators, and researchers with baseline
measures for use in determining either the degree of change that has occurred in an in-
dividual over time or how an individual compares with other persons in a particular
area or ability. This may have important implications for evaluating the effectiveness
of an educational program or for assessing the changing abilities of a specific student.
In cases involving recovery from a head injury or readjustment following neurosurgery,
it may be extremely helpful for clinicians to measure and follow the cognitive changes
that occur in a patient. Furthermore, IQ assessments may be important in researching
and understanding more adequately the effect on cognitive functioning of environmen-
tal variables, such as educational programs, family background, and nutrition. Thus,
these assessments can provide useful information about cultural, biological, matura-
tional, or treatment-related differences among individuals.

A criticism leveled at intelligence tests is that almost all have an inherent bias to-
ward emphasizing convergent, analytical, and scientific modes of thought. Thus, a per-
son who emphasizes divergent, artistic, and imaginative modes of thought may be at a
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distinct disadvantage. Some critics have even stressed that the current approach to in-
telligence testing has become a social mechanism used by people with similar values to
pass on educational advantages to children who resemble themselves. Not only might
1Q tests tend to place creative individuals at a disadvantage but also they are limited in
assessing nonacademically oriented intellectual abilities (Gardner, 1999; Snyderman
& Rothman, 1987). Thus, social acumen, success in dealing with people, the ability to
handle the concrete realities of the individual’s daily world, social fluency, and spe-
cific tasks, such as purchasing merchandise, are not measured by any intelligence test
(Greenspan & Driscoll, 1997; Sternberg, 1999). More succinctly, people are capable of
many more cognitive abilities than can possibly be measured on an intelligence test.

Misunderstanding and potential misuse of intelligence tests frequently occur when
scores are treated as measures of innate capacity. The IQ is not a measure of an innate
fixed ability, nor is it representative of all problem-solving situations. It is a specific
and limited sample, made at a certain point in time, of abilities that are susceptible to
change because of a variety of circumstances. It reflects, to a large extent, the richness
of an individual’s past experiences. Although interpretation guidelines are quite clear
in pointing out the limited nature of a test score, there is a tendency to look at test re-
sults as absolute facts reflecting permanent characteristics in an individual. People
often want a quick, easy, and reductionist method to quantify, understand, and assess
cognitive abilities, and the IQ score has become the most widely misused test score to
fill this need.

An important limitation of intelligence tests is that, for the most part, they are not
concerned with the underlying processes involved in problem solving. They focus on the
final product or outcome rather than on the steps involved in reaching the outcome. They
look at the “what” rather than the “how” (Embretson, 1986; E. Kaplan et al., 1999;
Milberg et al., 1996). Thus, a low score on Arithmetic might result from poor attention,
difficulty understanding the examiner because of disturbances in comprehension, or
low educational attainment. The extreme example of this “end product” emphasis is the
global IQ score. When the examiner looks at the myriad assortment of intellectual abil-
ities as a global ability, the complexity of cognitive functioning may be simplified to
the point of being almost useless. The practitioner can apply labels quickly and easily,
without attempting to examine the specific strengths and weaknesses that might make
precise therapeutic interventions or knowledgeable recommendations possible. Such
thinking detracts significantly from the search for a wider, more precise, and more
process-oriented understanding of mental abilities.

A further concern about intelligence tests involves their limited usefulness in as-
sessing minority groups with divergent cultural backgrounds. It has been stated that
intelligence-test content is biased in favor of European American, middle-class values.
Critics stress that minorities tend to be at a disadvantage when taking the tests because
of deficiencies in motivation, lack of practice, lack of familiarity with culturally
loaded items, and difficulties in establishing rapport. Numerous arguments against
using intelligence tests for the assessment and placement of minorities have culminated
in legal restrictions on the use of IQ scores. However, traditional defenses of IQ scores
suggest that they are less biased than has been accused. For example, the removal of bi-
ased items has done little to alter overall test scores, and 1Qs still provide mostly accu-
rate predictions for many minorities (see Chapter 2 for a further discussion). The issue
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has certainly not been resolved, but clinicians should continue to be aware of this
dilemma, pay attention to subgroup norms, and interpret minority group IQ scores cau-
tiously (see Lopez, 1997). Finally, many people feel that their IQs are deeply personal
pieces of information. They would prefer that others, even a psychologist who is ex-
pected to observe confidentiality, not be allowed access to this information. This prob-
lem is further compounded when IQ scores might be given to several different persons,
such as during legal proceedings or personnel selection.

Intelligence tests provide a number of useful and well-respected functions. They
can adequately predict short-term scholastic performance; assess an individual’s rela-
tive strengths and weaknesses; predict occupational achievement; reveal important
personality variables; and permit the researcher, educator, or clinician to trace possi-
ble changes in an individual or population. However, these assets are helpful only if the
limitations of intelligence tests are adequately understood and appropriately taken into
consideration. They are limited in predicting certain aspects of occupational success
and nonacademic skills, such as creativity, motivational level, social acumen, and suc-
cess in dealing with people. Furthermore, IQ scores are not measures of an innate,
fixed ability, and their use in classifying minority groups has been questioned. Finally,
there has been an overemphasis on understanding the end product of cognitive func-
tioning and a relative neglect in appreciating underlying cognitive processes.

HISTORY AND DEVELOPMENT

During the 1930s, Wechsler began studying a number of standardized tests and se-
lected 11 different subtests to form his initial battery. His search for subtests was in
part guided by his conception that intelligence is global in nature and represents a part
of the greater whole of personality. Several of his subtests were derived from portions
of the 1937 revision of the Stanford-Binet (Comprehension, Arithmetic, Digit Span,
Similarities, and Vocabulary). The remaining subtests came from the Army Group Ex-
aminations (Picture Arrangement), Koh’s Block Design (Block Design), Army Alpha
(Information, Comprehension), Army Beta (Digit Symbol-Coding), Healy Picture
Completion (Picture Completion), and the Pinther-Paterson Test (Object Assembly).
These subtests were combined and published in 1939 as the Wechsler-Bellevue Intelli-
gence Scale. The Wechsler-Bellevue had a number of technical deficiencies primarily
related to both the reliability of the subtests and the size and representativeness of the
normative sample. Thus, it was revised to form the Wechsler Adult Intelligence Scale
(WAIS) in 1955, and another revised edition (WAIS-R) was published in 1981. The
1981 revision was based on 1,880 individuals who were generally representative of
the 1970 census and categorized into nine different age groups.

The Wechsler Adult Intelligence Scale-IIT (WAIS-IIT) became available in August
1997 and was developed to revise the earlier (1981) WAIS-R. The primary reason for
the revision was to update the norms. Additional reasons included extending the age
range, modifying items, developing a higher IQ “ceiling” and “floor,” decreased re-
liance on timed performance, developing index/factor scores, creating linkages to
other measures of cognitive functioning/achievement, and extensive testing of reliabil-
ity validity. Despite these changes, many of the traditional features of the WAIS-R



History and Development 133

were maintained, including the six Verbal subtests and the five Performance subtests.
This still enables practitioners to calculate the Full Scale, Verbal, and Performance
1Qs. An added feature of the WAIS-III is the inclusion of three new subtests, which en-
ables the calculation of four index scores. Thus, the WAIS-III is not merely a renormed
“facelift,” but also enables the clinician to do more with the different test scores. This
might involve being able to assess persons with either greater age or 1Q ranges as well
as linking scores with the Wechsler Memory Scales or calculating both 1Q and
index/factor scores.

The above additions and arrangement of subtests represent the most obvious changes
on the WAIS-III. Although not as obvious, its restandardization also represents a major
development. The sample was composed of 2,450 adults between the ages of 16 and 89.
Each of the 13 age groups was composed of 200 participants with the exception of the
80 to 84 and 85 to 89 age groups, which contained 150 and 100 participants, respec-
tively. Gender and ethnicity closely corresponded to the 1995 U.S. Census data. This
included a slightly greater number of women than men at the higher age levels to repre-
sent the greater proportion of females in this group. European Americans, African
Americans, and Hispanics were also represented in each age band according to the 1995
Census data. The sample was selected from all geographical regions in the United
States and stratified to represent the different educational levels in each age group.

The original Wechsler-Bellevue Scale was developed for adults, but in 1949, Wech-
sler developed the Wechsler Intelligence Scale for Children (WISC) so that children
from the age of 5 years O months could be assessed in a similar manner. Easier items,
designed for children, were added to the original scales and standardized on 2,200
European American boys and girls selected to be representative of the 1940 census.
However, some evidence shows that Wechsler’s sample may have been overrepresenta-
tive of children in the middle and upper socioeconomic levels. Thus, ethnic minorities
and children from lower socioeconomic levels may have been penalized when compared
with the normative group. The WISC was revised in 1974 and standardized on a new
sample that was more accurately representative of children in the United States. The
WISC-III (Wechsler, 1991) was released in 1991 with the major change being the inclu-
sion of four factor/index scores (Verbal Comprehension, Perceptual Organization,
Freedom from Distractibility, and Processing Speed). The new Processing Speed factor
has involved the inclusion of the new subtest of Symbol Search along with the older
Coding subtest. As with the earlier WISC-R, the standardization and reliability are ex-
cellent. The scales were standardized on 2,200 children between the ages of 6 and 16
who closely matched the 1988 census. The sample consisted of 100 boys and 100 girls
for each of the different age groups. The new materials are colorful, contemporary, and
easy to administer (see review by Little, 1992). The WISC-IV is anticipated to become
available in 2003/2004.

In 1967, the Wechsler Preschool and Primary Scale of Intelligence (WPPSI) was
first published for the assessment of children between the ages of 4 and 6 years 6
months. Just as the WISC is a downward extension of the WAIS, so the WPPSI is gen-
erally a downward extension of the WISC in which easier but similar items are used.
Although most of the scales are similar in form and content to the WISC, a number of
them are unique to the WPPSI. The WPPSI was revised in 1989 (WPPSI-R; Wechsler,
1989) and again in 2002 (WPPSI-III; Psychological Corporation, 2002).
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RELIABILITY AND VALIDITY

WAIS-III Reliability and Validity

The reliabilities for the WAIS-III are generally quite high (Psychological Corporation,
1997). Areas of note are that average split-half reliability for the Full Scale 1Q (FSIQ)
is .98, Verbal 1Q (VIQ) is .97, and Performance 1Q (PIQ) is .94. The Index reliabilities
were similarly quite high with a Verbal Comprehension of .96, Perceptual Organization
of .94, Working Memory of .93, and a Processing Speed reliability of .87. The some-
what lower reliability for the Processing Speed Index is primarily because only two
subtests (Digit Symbol-Coding and Symbol Search) were used to calculate this index. It
should also be noted that, since these two subtests are speeded tests, it was not appro-
priate to use split-half reliability, and test-retest reliability was calculated instead. Re-
liabilities for the individual subtests were, as expected, somewhat lower. The highest
reliabilities were for Vocabulary (.93) and Information (.91) with the lowest for Object
Assembly (.70) and Picture Arrangement (.74). Average subtest test-retest reliabilities
over a 2- to 12-week interval (M =34.6 days) were generally comparable, although
slightly lower, than the above split-half reliabilities.

While the above test-retest reliabilities indicate a high degree of temporal stabil-
ity, there is still some degree of improvement on retesting because of practice ef-
fects. The Full Scale IQ was found to increase by 4.5 points, the Verbal IQ increased
2.4 points, and the Performance Scale increased a much larger 6.5 points. These in-
creases are not only statistically significant but may have clinical significance when
making inferences about the extent to which real improvement/deterioration has oc-
curred for a particular client. This can be crucial when interpreting either specific
performance subtests or scores derived from the performance subtests (i.e., Perfor-
mance IQ, Processing Speed). Thus, a client who has a Performance IQ increase of 6
points on retesting may not really be improving in his or her everyday functions but
will merely be demonstrating practice effects. Indeed, a difference of 15 points (for
ages 16 to 54) would be required to infer that there has been an actual improvement in
abilities (Kaufman & Lichtenberger, 2002). Research with the WAIS-R indicates that
these practice effects can occur up to nine months later even among head-injured pa-
tients (see p. 148). However, retest gains have also been found to diminish with age
(J. Ryan, Paolo, & Brungardt, 1990).

Because extensive validity studies exist for the WAIS-R, one of the most important ini-
tial steps in WAIS-III validation was to determine the comparability between the two
tests. Comparability would be expected given that the two versions share 70% of their
items. As expected, correlations were found to be a quite high .94, .86, and .93 for the
Verbal, Performance, and Full Scale IQs, respectively (Psychological Corporation,
1997). This suggests that the WAIS-III measures essentially the same constructs as the
WAIS-R. Noteworthy high correlations between the different subtests were .90 for Vo-
cabulary, .83 for Information, and .82 for Digit Span. In contrast, relatively low correla-
tions were found for Picture Completion (.50), Picture Arrangement (.63), and Object
Assembly (.69). Correlations between the WAIS-III and WISC-III for a group of 16-year-
olds were also quite high (VIQ=.88, PIQ=.78, FSIQ=.88). The index scores were some-
what more variable (Verbal Index=.87, Perceptual Organization Index=.74, Working
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Memory=.50, Processing Speed=.79). The low correlation for Working Memory is
most likely because the WAIS-III includes the new Letter-Number Sequencing subtest.
In contrast, the WISC-IIT uses only Arithmetic and Digit Span to determine the Working
Memory Index. These sets of correlations indicate a mostly high level of correspondence
between the WAIS-III and WAIS-R as well as the WAIS-IIT and WISC-III.

The WAIS-III has also been found to correlate highly with several standard ability
measures (Psychological Corporation, 1997). The Standard Progressive Matrices is an
untimed, nonverbal test and, as such, the WAIS-III correlations between the Perfor-
mance 1Q and Perceptual Organization Index were moderately high (.79 and .65, re-
spectively). In contrast (and consistent with the construct that the Standard Progressive
Matrices is both untimed and nonverbal), the correlation with the Processing Speed
Index was low (.25). The correlation between the WAIS-III and Stanford-Binet IV was
.88. Further, high to moderate correlations (typically in the high .60s to .70s) were
found between the WAIS-III and the Wechsler Individual Achievement Test (Psycholog-
ical Corporation, 1997). While beyond the scope of this review, correlations have also
supported expected associations with measures of attention and concentration, mem-
ory, language, fine motor speed/dexterity, spatial processing, and executive functioning
(Psychological Corporation, 1997).

Because the Wechsler Memory Scales-II1 (WMS-III) and WAIS-III have been more
closely linked, it is important to evaluate the extent and manner in which they were re-
lated (Psychological Corporation, 1997). Correlations between the WAIS-IIT 1Q/Index
scores and WMS-III Index scores have generally ranged from .33 to .77 (Psychological
Corporation, 1997, p. 124). The VIQ was found to correlate moderately with both the
WMS-IIT Verbal Memory Index (.71) and Visual Memory Index (.73). However, some-
what low correlations were found between the WAIS-IIT PIQ and WMS-III Visual Im-
mediate (.39) and Visual Delayed (.44) scores. The strongest correlation was between
WAIS-III Working Memory and WMS-III Working Memory (.82), which is expected be-
cause they share the Digit Span and Letter-Numbering subtests (Psychological Corpora-
tion, 1997, p. 93). This pattern of correlations between the WAIS-III and standard tests
of intelligence, achievement, and memory provides support for the convergent and diver-
gent validity of the WAIS-III.

Factor analysis of the WAIS-III has supported the presence of g in that most subtests
correlate with each other, as well as with the FSIQ at least to a moderate extent (Caruso
& Cliff, 1999; Psychological Corporation, 1997). Dividing subtests into four Indexes is
supported by current theories of intelligence as well as factor analytic procedures
(Saklofske, Hildebrand, & Gorsuch, 2000; Wechsler, 1997a) although the fourth Pro-
cessing Speed factor was found to be relatively weak (Ward, Ryan, & Axelrod, 2000).
Despite this, the Processing Speed factor/index has been found to be particularly sensi-
tive to brain dysfunction (K. Hawkins, 1998). In contrast to a clear four-factor solution,
Caruso and CIiff (1999) stress that the two most reliable factors were related to crystal-
lized intelligence (Gc,; composed primarily of Vocabulary and Information) and fluid
intelligence (Gf; composed primarily of Digit Span and Matrix Reasoning).

A variety of clinical populations has patterns of deficits in learning, cognition, and
memory. It would thus be expected that the WAIS-III would be sensitive to these pat-
terns. This was somewhat supported in that the mean WAIS-III IQ and index scores
for Alzheimer’s disease patients were lower than expected when compared with their
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age-related peers. Comparisons among the index scores indicated differential cognitive
abilities in that the mean Verbal Comprehension Index was relatively higher (93.0) than
either the Processing Speed (M=79.6) or Perceptual Organization (M=84.8) Index.
However, it would have been expected that the Working Memory Index would have been
somewhat lower than the mean of M=87.2 given the considerable memory complaints
among this population. A variety of other neurological disorders (Huntington’s disease,
Parkinson’s disease, traumatic brain injury) found somewhat similar patterns to those
with Alzheimer’s disease in that verbal abilities were relatively spared (relatively higher
VIQ and Verbal Comprehension Index) whereas Processing Speed was lowest. This indi-
cates that the WAIS-III is sensitive to the difficulties these patient populations have
with rapidly processing and consolidating information.

Whereas the mean IQ scores for clients diagnosed with attention-deficit hyperactiv-
ity disorder (ADHD) did not differ from the standardization sample, the mean Working
Memory Index scores were 8.3 points lower than their Verbal Comprehension Index
scores (Psychological Corporation, 1997). Similarly, subjects diagnosed with learning
disabilities were found to have IQ scores within the normal range (Psychological Cor-
poration, 1997). However, pronounced discrepancies on Index scores were found. Mean
Verbal Comprehension scores were 7 points higher than Working Memory scores for
reading-disabled subjects and 13 points higher for math-disabled subjects. A subgroup
(47.7%) of persons with reading disabilities had at least a 15-point higher mean Verbal
Comprehension than Working Memory scores. Discrepancies were further reflected in
that mean Perceptual Organization scores were 7 points higher than Processing Speed
scores for both math and reading-disabled groups. The ACID profile (lower Arithmetic,
Coding, Information, Digit Span) was also found in that 24% of learning disabled sub-
jects expressed a partial ACID profile and 6.5% expressed a pronounced ACID profile.
However, the Verbal Comprehension/Working Memory and Perceptual Organization/
Processing Speed discrepancies seemed to more strongly reflect the patterns of cogni-
tive strengths and weaknesses than the ACID profile. This data indicates that the
WAIS-IIT accurately reflected the patterns of deficits related to known characteristics
of various clinical and psychoeducational groups.

WISC-III Reliability and Validity

The WISC-III has generally excellent reliability. The average WISC-III internal consis-
tency reported by Wechsler (1991) across all 11 age groups was .96 for the Full Scale
1Q, .95 for the Verbal Scale, and .91 for the Performance Scale. Internal consistency for
the specific subtests was far more variable, ranging from a low for Object Assembly of
.69 to a high of .87 for Vocabulary. The average reliabilities for Verbal subtests ranged
between .77 and .87 (Mdn r=.83), while the Performance subtests were somewhat
lower, ranging between .69 and .89 (Mdn r=.78). However, the reliabilities vary some-
what according to different age levels, with the younger subgroups having lower relia-
bilities than older groups.

Test-retest reliabilities are likewise quite high for the three IQ scores and somewhat
lower for the specific subtests. Full Scale 1Q reliability for all ages over a 23-day (me-
dian) retesting was .94 and the Verbal and Performance Scales were .94 and .87, respec-
tively (Wechsler, 1991). The average increase in scores for retesting over the 23-day
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interval was 7 to 8 points for the Full Scale 1Q, 2 to 3 points for the Verbal 1Q, and 11 to
13 points for the Performance IQ. This can mainly be accounted for by practice effects
that seem to be particularly pronounced for the Performance Scale. The practical impli-
cation is that clinicians should incorporate the meaning of these short-term increases
into their interpretations. Specifically, moderate short-term increases in scores of 5 to
10 points should not usually be considered to indicate true improvement in ability.
Longer term retesting for the WISC-R over a two-year interval (which is more typical in
clinical settings) has shown somewhat more stability with less than an average three-
point difference in Full Scale IQ (Haynes & Howard, 1986). This suggests similar long-
term test-retest stability for the WISC-III although no longer term studies are currently
available. Test-retest reliabilities for the specific subtests ranged from a high of .89 for
Vocabulary to a low of .69 for Object Assembly with an overall median of .76.

The standard error of measurement (indicated in IQ points) for the Full Scale 1Q
was 3.20, Verbal IQ was 3.53, and Performance I1Q was 4.54. The standard error of
measurement (given in subscale scores) for the Verbal subtests ranged from 1.08 to
1.45, with the narrowest range of error for Vocabulary (1.08) and the widest for Com-
prehension (1.45). The Performance subtests ranged from 1.11 to 1.67, with the nar-
rowest range for Block Design (1.11) and widest for Object Assembly (1.67) and
Mazes (1.64). Further information for incorporating specific standard error of mea-
surement scores into WISC-IIT (and WAIS-III) interpretations is included in the Inter-
pretation Procedures section.

The underlying factor structure, while still somewhat controversial, has generally
supported Wechsler’s conceptualization of abilities into a Verbal Comprehension factor
that roughly corresponds with the Verbal Scale, and a Perceptual Organizational factor
that generally corresponds with the Performance Scale (Kaufman, 1975, 1994; Sherman,
Strauss, Slick, & Spellacy, 2000). More importantly, four factors have emerged from the
WISC-III comprising Verbal Comprehension, Perceptual Organization, Freedom from
Distractibility (Working Memory), and Processing Speed (Grice, Krohn, & Logerquist,
1999). This is comparable to the factors identified on the WAIS-III and also allows an at-
tractive means of interpreting more specific aspects of intelligence than can be found
using only IQ scores.

Given the high degree of item overlap, subtest correlations, and IQ score correlations
between the WISC-R and WISC-III, much of the extensive validity research on the
WISC-R can be generalized to the WISC-III (Dixon & Anderson, 1995). This validity
relates primarily to extensive correlations with relevant criterion measures, including
other ability tests, school grades, and achievement tests. Selected median correlations
reviewed and reported by Sattler (2001) include those for the Stanford-Binet: Fourth
Edition (.78), K-ABC (.70), group IQ tests (.66), WRAT (.52 to .59), Peabody Individ-
ual Achievement Test (.71), item overlap with the WPPSI-R (Sattler & Atkinson, 1993),
and school grades (.39).

ASSETS AND LIMITATIONS

Since their initial publication, the Wechsler intelligence scales have been used in nu-
merous research studies and have become widely used throughout the world. Thus,
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they are familiar to both researchers and practitioners and also have a long and exten-
sive history of continued evaluation. This enormous research base allows practitioners
to make relatively accurate predictions regarding clients. Inconsistencies between an
individual’s performance and relevant research can also be noted, alerting the practi-
tioner that he or she needs to develop and pursue further hypotheses. Furthermore, the
subtests are relatively easy to administer, and the accompanying manuals provide clear
instructions, concise tables, and excellent norms.

Norms for both the WAIS-III and WISC-III represent a further clear strength. The
size is adequate and, for the most part, has corresponded to the demographics of the
U.S. census. Cross-national use has been developed through research on how residents
in other countries perform. Oversampling on the WAIS-III was done for African Amer-
ican and Hispanics as well as on a wide range of educational and ability levels to better
understand how these groups perform. A further important feature is that the WAIS-III
was co-normed with the Wechsler Memory Scale-ITT (WMS-III) and the Wechsler Indi-
vidual Achievement Test (WIAT). This means that a high degree of confidence can be
placed in comparing scores among these three different tests. Finally, the WAIS-III has
extended its age range to include the performance for persons in the 74 to 89 range. This
is an important feature given the increases in knowledge related to this age group along
with the expanding number of persons over 65. One of the findings, for example, is that
the Perceptual Organization and Processing Speed factors do not appear to be separate
constructs for the 74 to 89 group.

Perhaps of even more practical importance to the clinician is the clear, precise data
obtained regarding the person’s cognitive functioning from the 1Q, index, and subtest
scores. For example, high scores on the Verbal Comprehension Index indicate good ver-
bal abilities and that the person has benefited from formal education. In contrast, a low
score on Processing Speed suggests the person would have a difficult time processing
information quickly. A clinician can become extremely sensitive to the different nu-
ances and implications of various patterns of scores. Thus, many of these interpretive
guidelines, particularly for the IQ and index scores, have substantial theoretical and
empirical support.

A final, but extremely important, asset of the Wechsler scales is their ability to aid
in assessing personality variables. This can be done by directly observing the individ-
ual as he or she interacts with the examiner, studying the content of test item re-
sponses, or evaluating information inferred from the individual’s pattern of subtest
scores. For example, a person scoring low on Digit Span, Arithmetic, and Digit Symbol
is likely to be experiencing anxiety, to have an attentional deficit, or a combination of
both. On the other hand, it might be hypothesized that a person who scores high on
both Comprehension and Picture Arrangement is likely to have good social judgment.
Despite attempts to establish descriptions of the manner in which different clinical
groups perform on the Wechsler intelligence scales, few clear findings have emerged
(Piedmont, Sokolove, & Fleming, 1989a, 1989b). Thus, the Wechsler scales should not
be seen as similar to “personality scales” or “clinical scales.” Rather, the subject’s
subtest patterns, behavior surrounding the test, and qualitative responses to the items
should be considered as a means of generating hypotheses related to personality. In
this context, the Wechsler intelligence scales are noteworthy in the degree to which
they can provide personality variables and clinical information.
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One significant criticism leveled at the Wechsler scales has been their lack of
data supporting their ecological (or everyday) validity (Groth-Marnat & Teal, 2000;
Reinecke, Beebe, & Stein, 1999; Sbordone & Long, 1996). This is particularly impor-
tant as referral questions are increasingly related to a client’s everyday levels of func-
tioning (i.e., extent of disability, ability to function independently, everyday aspects of
memory). Although the Wechsler scales have been correlated with other measures, in-
cluding the Stanford-Binet and academic achievement, for the most part, there has
been a notable lack of comparisons with behavior external to the scales themselves.
This is true despite the belief that many significant areas of a person, such as adaptive
behavior, personal competence, or need for achievement, are separate (but related)
constructs (Greenspan & Driscoll, 1997; Sternberg et al., 1995). In particular, the
meanings associated with subtest scores should be investigated in more depth. For ex-
ample, Picture Completion has traditionally been considered a measure of a person’s
ability to distinguish relevant from irrelevant details in his or her environment, yet this
assumption has not been adequately tested. Likewise, no studies have been made to de-
termine if high or low Digit Span scores relate to actual day-by-day behaviors, such as
recalling telephone numbers, facility with computer programming sequences, or fol-
lowing directions.

An extension of this concern is that a number of authors have criticized what they
believe is an overinterpretation of subtest and index scores (Glutting, McDermott,
Konold, Snelbaker, & Watkins, 1998; Konold, Glutting, McDermott, Kush, & Watkins,
1999; MacMann & Barnett, 1997). Specifically, they believe that individual subtest
reliabilities are too low and not sufficiently specific for interpreting individual profiles.
For example, they note that, compared with g (as represented by the Full Scale 1Q),
WISC-III index scores do not account for a sufficient proportion of the variance in
predicting achievement. As a result, index interpretation does not demonstrate suffi-
cient incremental increases in prediction. In addition, the ipsative patterns of subtest
strengths and weaknesses are not sufficiently stable over time (MacMann & Barnett,
1997). Clinicians might, therefore, be advised to rely on the Full Scale IQ rather than
index scores when making academic (and possibly other) predictions. Various authors
counter this by emphasizing the importance of hypothesis testing, combining interpre-
tations with external criteria, and noting the conceptual importance of the complexity
of intelligence (A. Kaufman, 1994, 1999; A. Kaufman & Lichtenberger, 2000, 2002;
Lezak, 1988, 1995; Milberg et al., 1996).

There are several additional limitations to the Wechsler scales. Some critics believe
that norms may not be applicable for ethnic minorities or persons from lower socioeco-
nomic backgrounds. In addition, the complexity of scoring, particularly the numerous
calculations required for the WAIS-III, is likely to increase the probability of clerical
errors by examiners (Slate & Hunnicutt, 1988; Slate, Jones, & Murray, 1991). A fur-
ther potential difficulty is that when supplementary subtests are substituted for regu-
lar subtests, it is unclear how these supplementary subtests will affect the three IQ or
index scores. As a result, supplementary subtests should be given only under unusual
circumstances, such as when one of the regular subtests has been “spoiled.”

A further issue is that there is a certain degree of subjectivity when scoring many of
the items on Comprehension, Similarities, and Vocabulary. Thus, a “hard” scorer may
develop a somewhat lower score than an “easy” scorer. This is particularly true for
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Similarities, Comprehension, and Vocabulary, where scoring criteria are less clear than
for other subtests. The Wechsler scales, like other tests of intelligence, are also limited
in the scope of what they can measure. They do not assess important factors, such as
need for achievement, motivation, creativity, or success in dealing with people.

It should finally be noted that the WAIS-III and WISC-III have continued the
traditional measurement of intelligence as represented by the Stanford-Binet scales and
the earlier versions of the Wechsler scales. Although their revisions have provided fea-
tures such as updated norms and index scores (especially the inclusion of Working Mem-
ory/Freedom from Distractibility and Processing Speed), the underlying theories and
essential construction of these scales have remained relatively unchanged for well over
50 years. This is despite numerous developments in both theory and measurement. These
include Luria’s PASS (Planning-Attention-Successive-Sequencing: Luria, 1980) model,
Gardner’s independent competencies (Gardner, 1999), various theories on emotional in-
telligence (Bar-On, 1998; Ciarochi, Chan, & Caputi, 2000), and commonsense problem
solving (Sternberg et al., 1995). Thus, one criticism of the Wechsler intelligence scales is
that they have not responded to more current views on intelligence (Kaufman & Lichten-
berger, 2002; Sternberg, 1999; Sternberg & Kaufman, 1998; Styles, 1999). It remains to
be seen whether newer models and assessment tools will have much of an impact on as-
sessing either intelligence or, especially, the frequency to which the Wechsler scales will
be used in this process.

MEANING OF 1IQ SCORES

Because only a weak and vague relation exists between theories of intelligence and
the Wechsler intelligence scales, it is important for all persons involved with testing to
understand the meaning of I1Q scores. Untrained persons are particularly likely to mis-
interpret IQ scores, which may result in poor decisions or negative attitudes toward
either the client or the testing procedure itself. The meaning of IQ scores can be par-
tially clarified by elaborating on some of the more common misinterpretations. 1Q is
often incorrectly believed to be fixed, unchangeable, and innate. Although there does
tend to be considerable stability of IQ scores throughout adulthood (r = .85; Schuerger
& Witt, 1989) it is possible for changes in IQ to occur, particularly among children
(Perkins & Grotzer, 1997). For example, the greatest longitudinal increases in 1Qs oc-
curred among children who were from homes that provided strong encouragement and
avoided severe forms of punishment (McCall, Appelbaum, & Hogarty, 1973). Simi-
larly, Sameroff, Seifer, Baldwin, and Baldwin (1993) found that multiple environmen-
tal risk factors (e.g., number of major stressful events, mother’s mental health) were
able to predict one-third to one-half of IQ variance between the ages of 4 and 13. In
addition, education can increase aspects of IQ primarily related to crystallized intel-
ligence even among adults. Thus, IQ can be related to a number of environmental in-
fluences. Second, IQ scores are not exact, precise measurements; rather, they are
estimates in which there is an expected range of fluctuation between one performance
and the next. Finally, tests such as the Wechsler scales measure only a limited range of
abilities, and a large number of variables usually considered “intelligent” are beyond
the scope of most intelligence tests. No test or battery of tests can ever give a com-
plete picture; they can only assess various areas of functioning. In summary, an IQ is
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an estimate of a person’s current level of functioning as measured by the various tasks
required in a test.

An assumption of any global IQ score is that it derives from a wide array of interact-
ing abilities. A subtest such as Information assesses specific areas of a person’s range
of knowledge and is related to general intelligence. IQ scores are also influenced by
achievement orientation, curiosity, culture, and the person’s interests. More general
prerequisites are that the client must comprehend what has been requested, be moti-
vated to do well, follow directions, provide a response, and understand English. Factors
such as persistence and drive are also likely to influence any type of task presented to
the person. The tasks included in IQ tests are those, based on judgments by psychome-
trists, most valued by Western society. In other words, they relate to and are predictive
of relevant skills outside the testing situation. It is certainly possible to test a much
wider range of areas (as in Guilford’s Structure of Intelligence), but either these are not
routinely done, or many potential measures may be of little relevance to predicting aca-
demic achievement or vocational performance.

Despite the many relevant areas measured by IQ tests, practitioners need to observe
some humility when making predictions based on them. Many persons with quite high
1Qs achieve little or nothing. Having a high IQ is in no way a guarantee of success, but
merely means that one important condition has been met. In contrast, persons with rel-
atively low 1Qs have more severe limitations placed on them. As a result of their rela-
tively narrower range of options, predictions regarding their behavior tend to be more
accurate. However, it is possible that persons with average or below average WAIS-
III/WISC-III IQs may have high levels of interpersonal, practical, or emotional “intel-
ligence,” which may help them compensate for lower levels of formal intelligence.

Regardless of the person’s IQ range, clinicians should be clear regarding the likely
band of error (standard error of measurement). It is often useful to include the standard
error of measurement in a report. For example, the WAIS-III Full Scale IQ has an aver-
age standard error of measurement of 2.30 (Psychological Corporation, 1997). Thus, a
particular IQ has a 95% chance of being within £5 IQ points of a person’s obtained
1Q. The WISC-III has a slightly higher average standard error of measurement of 3.20
for the Full Scale 1Q, 3.53 for the Verbal 1Q, and 4.54 for the Performance 1Q (Wech-
sler, 1991). Error can also be the result of unforeseen events beyond the context of 1Q
tests. Although 50% to 75% of the variance of children’s academic success is depen-
dent on nonintellectual factors (persistence, personal adjustment, curiosity), most of a
typical assessment is spent evaluating IQ. Some of these nonintellectual areas might be
quite difficult to assess, and others might even be impossible to account for. For exam-
ple, a student might unexpectedly develop an excellent relationship with a teacher,
which significantly changes his or her attitude toward school, thereby stimulating his
or her interest to passionately pursue a specific area. Thus, any meaning attached to an
1Q score should acknowledge the possible effects of uncertainty both in the measure-
ment itself and from the wider context of the person’s life.

Another important aspect of 1Q is the statistical meaning of the different scores.
Binet originally conceptualized intelligence as the difference between a person’s men-
tal age and his or her chronological age. This was found to be inadequate and has been
replaced by the use of the deviation IQ. The assumption behind the deviation 1Q is that
intelligence falls around a normal distribution (see Figure 5.1). The interpretation of
an IQ score, then, is straightforward because it gives the relative position of a person
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Figure 5.1 Relationship of Wechsler scores to various types of standard measures

compared with his or her age-related peers. The IQ can thus be expressed in deviation
units away from the norm. Each of the three Wechsler IQs and four indexes has a mean
of 100 and a standard deviation of 15. Scores also can be easily translated into per-
centile equivalents. For example, an IQ of 120 is 1.33 standard deviations above the
mean and places an individual in the ninety-first percentile (see Appendix B on p. 677).
Thus, this person’s performance is better than 91% of his or her age-related peers. The
1Q cutoff for mental retardation is 70, which indicates that such individuals are func-
tioning in the lowest 2% when compared with their age-related peers. Appendix B can
be used to convert Wechsler 1Q scores (M = 100, SD = 15) into percentile rankings.

A final consideration is the different classifications of intelligence. Table 5.1 lists
commonly used diagnostic labels and compares them with IQ ranges and percentages.
These terms are taken from the 1997 WAIS-III manual. Thus, an IQ can be expressed
conceptually as an estimate of a person’s current level of ability, statistically as a de-
viation score that can be transformed into percentile equivalents, and diagnostically
using common terms for classification.

CAUTIONS AND GUIDELINES IN ADMINISTRATION

The Wechsler manuals generally provide quite clear guidelines for administration and
scoring. Despite this clarity, the number of administration and scoring errors on the
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Table 5.1 Intelligence classifications

More Value-Neutral Corresponding
WAIS-IITI/WISC-IIIT Terms 1Q Range

Very superior Higher extreme above average 130+
Superior Well above average 120-129
High average High average 110-119
Average Average 90-109
Low average Low average 80-89
Borderline Well below average 70-79
Extremely low (WAIS-III) or Lower extreme 69 and below

intellectually deficient (WISC-III)

Source: The classification systems of the WAIS-III are from Wechsler, 1997, Table 2.3, and for the
WISC-III are from Wechsler, 1991, Table 2.8. Percentile ranks can be determined by consulting Ap-
pendix A.

part of trainee and experienced clinicians is far higher than they should be (Alfonso,
Johnson, Patinella, & Radar, 1998; Moon, Blakey, Gorsuch, & Fantuzzo, 1991; Moon,
Fantuzzo, & Gorsuch, 1986; Slate & Hunnicutt, 1988; Slate et al., 1991). Because the
WAIS-III has a far greater number of calculations than the WAIS-R (or WISC-III),
the likelihood (even probability) of clerical errors is significantly increased. One way
of reducing clerical errors is to use the computer scoring software developed by The
Psychological Corporation (i.e., Scoring Assistant for the Wechsler Scales for Adults,
WAIS-III/WMS-IIT Writer, Scoring Assistant for the Wechsler Scales, WISC-III
Writer). Even with repeated administration of the Wechsler scales, often examiners
end up “practicing their mistakes” rather than correcting them (Slate et al., 1991).
The causes of these errors include lack of proper instruction, lack of clarity between
academic versus clinical site regarding where training is supposed to occur, care-
lessness, variations in the quality of the examiner-examinee relationship, and work
overload for clinicians (Slate & Hunnicutt, 1988). One approach to reducing errors
is awareness regarding the most frequent general categories of errors. These have been
investigated by Slate et al. and the most common errors, in order of frequency, are
as follows:

1. Failing to record examinee responses, circle scores, or record times (errors of
administration).

2. Assigning too many points to an examinee’s response (leniency by examiner).

3. Failing to question when required by test manual (poor reading and recalling of
information in the manual).

4. Questioning examinee inappropriately (poor reading and/or incorrect integration
of the manual).

Assigning too few points when required by test manual (examiner too hard).
Incorrectly converting raw score to standard score (clerical error).
Failing to assign correct points for Performance items (clerical and timing error).

Incorrectly calculating raw score for subtest totals (clerical error).

e

Incorrectly calculating chronological age (clerical error).
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Whereas the preceding list covers quite general categories, the following list, adapted
from Moon et al. (1991), includes a series of recommendations based on the most fre-
quently occurring errors but does so by listing concrete and specific recommendations:

1. Recite digits (on Digit Span) and digits and letters (on Letter Number Sequenc-
ing) at the rate of one per second with the pitch of the voice dropping on the last
digit/letter of each trial.

2. State during the introduction that each task begins with easy questions and ends
with difficult ones. Examiners may also note that not everyone is expected to
succeed on all problems.

3. Record responses verbatim on Vocabulary. At times, the examinee provides so
much detail that this is not possible, but the essential components should be
written down verbatim. This can be facilitated by the use of abbreviations.

4. Properly orient blocks (on Block Design) at examinee’s midline.

5. The first time the examinee points out a nonessential part on Picture Comple-
tion, the examiner should comment, “Yes, but what is the most important thing
missing?”

6. Attempt to elicit the examinee’s perception of the testing situation and correct
any misconceptions.

7. Check to see if the examinee is comfortable.

Despite clear guidelines in the manual as well as awareness of frequent errors, examiners
are still likely to make mistakes. Thus, optimal training guidelines should be incorpo-
rated into graduate programs and continuing education. A recommended format is the
Mastery Model, which involves the following steps: (a) 1 to 2 hours studying the manual,
(b) viewing a videotape of a flawless WAIS-ITI/WISC-III administration, (c) viewing a
videotaped lecture of major pitfalls of administration, (d) successfully detecting errors
in a videotaped flawed WAIS-IIT/WISC-III administration, (e) actually administering
the WAIS-III/WISC-IIIs to be evaluated by a rating device such as Sattler’s (2001) “Ad-
ministrative Checklist for the WAIS-III” (pp. 398—405) or “Administrative Checklist
for the WISC-III” (pp. 243-248). Such procedures are likely to significantly shorten the
length of training time, number of training administrations, and yet significantly in-
crease the level of competence related to Wechsler scale administration and scoring
(Moon et al., 1986; Slate et al., 1991).

The WAIS-III manual indicates that the average administration time to determine
the Full Scale IQ for the standardization sample was 75 minutes (and 60 minutes for
administering all subtests required to calculate only the indexes). In contrast, Ryan,
Lopez, and Werth (1998) found that, for a heterogeneous clinical population, the aver-
age time was 91 minutes (and 77 minutes for subtests used to determine the indexes).
Time estimates for the WISC-III standardization sample were 50 to 70 minutes (and
the three supplementary subtests added an additional 10 to 15 minutes; Wechsler,
1991). These times were for administration only and did not include time required for
scoring, breaks, or interpretation. The practical implications of this are that clinicians
typically need to allocate more time for assessing clinical populations than might be
inferred from reading the manual. Clients who fatigue easily may also need to have the
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Wechsler intelligence scales administered over two sessions. Finally, clinicians should
make realistic appraisals of required times and use these estimates to make sure that
they are appropriately compensated.

WAIS-III/WISC-111 SUCCESSIVE LEVEL
INTERPRETATION PROCEDURE

The following successive-level approach to interpreting Wechsler scores represents an
integration and synthesis of the approaches outlined by major resources in the field
(A. Kaufman & Lichtenberger, 1999, 2000, 2002; J. H. Kramer, 1993; Naglieri, 1993;
Sattler, 2001). This approach provides clinicians with a sequential, five-level format
for working with and discussing a person’s performance. The underlying purpose for
each of these steps should be based on confirming, disconfirming, or altering hypothe-
ses based on patterns of scores combined with relevant background information. The
next section of this chapter (“Wechsler Subtests”) covers descriptions of the Wechsler
subtests, including the more frequently encountered abilities associated with these
subtests. This section can serve as a summary and quick reference for clinicians, espe-
cially in analyzing test profiles (Levels II and III).

Examiners who are relatively unfamiliar with the Wechsler scales are likely to find
the level of detail in the following interpretation procedure and Wechsler subtest sec-
tions somewhat daunting because of its complexity. It is thus recommended that they
initially read the interpretation procedures to gain familiarity with the material. It
might be particularly helpful to review the summary of these procedures in Table 5.2,
both before and after reading this section. Table 5.2 can also serve as a useful future
quick reference guide when actually working with Wechsler protocols. After perusing
the “Interpretation Procedures” section, student examiners should next obtain a com-
pleted WAIS-III/WISC-III profile, preferably one they themselves have administered,
and then work through the levels of interpretation in a sequential manner. This should
add the required level of clarity and integration of the material to begin to work more
confidently with future protocols.

The following are principles to keep in mind when working through the interpreta-
tion procedures:

e The successive steps begin with the most general aspects of the WAIS-III/
WISC-III (Full Scale 1Q) and gradually work their way to more specific aspects
of the person’s performance (indexes, additional groupings, subtest scatter,
qualitative responses to individual items, etc.).

e Examiners can interpret the more global measures (Full Scale, Verbal, and Per-
formance 1Qs) with greater meaning, usefulness, and certainty if there is not a
high degree of subtest scatter. With increasing subtest scatter, the purity of the
global measures becomes contaminated so that interpretations of these global
measures become less meaningful. For example, if the Verbal scales display a pat-
tern in which the Verbal Comprehension and Working Memory/Freedom from
Distractibility Indexes are significantly different from each other, it makes more
sense to focus on these two indexes rather than the more global Verbal 1Q.
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Table 5.2 Summary of successive five-level WAIS-II11/WISC-III
interpretive procedures

Level I. Interpret the Full Scale 1Q
Determine percentile rankings and IQ classification (see Appendix B and Table 5.1)

Level I1. Interpret Verbal-Performance, Factor Scores, and Additional Groupings

a. Verbal-Performance 1Qs.
Interpret if V-P discrepancy is significant (9 points for the WAIS-III and 12 points for
the WISC-III).

b. Factor Scores: Verbal Comprehension, Perceptual Organization, Working Memory/
Freedom from Distractibility, Processing Speed.
Interpret if significant discrepancies occur between the mean of the four WAIS-III/
WISC-III factor scores.

c. Additional Groupings: Bannatyne’s Categories, ACID/SCAD profiles, Horn groupings,
Fuld profile (see Appendixes C and D).
Interpret if significant differences occur between means of groupings and individual
grouping/category.

Level ITI. Interpret Subtest Variability (Profile Analysis)
a. Determine whether subtest fluctuations are significant:

1. Decide appropriateness of using full scale versus verbal and/or performance subtest
means; calculate relevant means.

2. Calculate the difference scores between subtests and relevant means.

3. Determine whether the difference between subtest score and scale means is signifi-
cant (see Appendix E for WISC-III or “Score Conversion” page on WAIS-III Record
Form).

4. Indicate on profile as either a strength or a weakness.

5. Repeat steps 1-5 for each relevant subtest.

b. Develop hypotheses related to the meaning of subtest fluctuations (Appendix F).

c. Integrate subtest hypotheses with additional information.
Level IV. Analyze Intrasubtest Variability.

Level V. Conduct a Qualitative Analysis.

e The recommended level set to establish significant difference is the .05 level.
This is true for differences through all levels of interpretation including Verbal-
Performance, indexes, additional groupings, and subtest differences. It was felt
that this level of significance is sufficiently rigorous for clinical purposes. If
either less stringent (p = .15) or more stringent (p = .01) levels are desired, rel-
evant tables can be found in Wechsler (1991, 1997a) and Kaufman and Lichten-
berger (1999, 2000, 2002). When possible, Bonferroni corrections have been
included to correct for the possible statistical error resulting from inflation of
significant results because of the number of comparisons.

e To determine whether index/factor scores are significantly (.05 level) discrepant,
tables are consulted in the manuals (Table B.1, p. 205 in the WAIS-1II Administra-
tion and Scoring Manual and Table B.1 in the WISC-I11I Manual). Thus, comparisons
are made between the different pairs of 1Qs/indexes/factors.

 In contrast to the previous system, subtest fluctuations are based on comparisons
with mean scores. One strategy is to compare the scaled score of each individual
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subtest with the mean for all the subtests administered (and then calculate the dif-
ference that the subtests fluctuate from this mean to see if the difference is signif-
icant). A slightly different strategy is to compare each individual Verbal subtest
with the overall mean for all Verbal subtests and also compare each individual Per-
formance subtest with the overall mean for all Performance subtests. This latter
method is appropriate if there is a significant difference between the Verbal and
Performance 1Qs (9 points for the WAIS-III and 12 points for the WISC-III).

* Any interpretations, especially those related to the more specific levels (Levels
III, TV, and V), should be considered as tentative hypotheses requiring support
from additional sources of information (behavioral observations, school records,
etc.). Preferably, each hypothesis should be supported by at least two additional
sources. This process of hypothesis generation, confirmation/disconfirmation,
and integration with other sources is not merely a statistical procedure but also
involves considerable clinical wisdom and judgment.

Level 1. The Full Scale 1Q

An examinee’s Full Scale 1Q should be considered first because it provides the basis
and context for evaluating other cognitive abilities. It is generally the single most reli-
able and valid score. The Full Scale 1Q gives the person’s relative standing in com-
parison with his or her age-related peers and provides a global estimate of his or her
overall mental abilities. It is often useful to transform the Full Scale IQ into a per-
centile rank (see Appendix B) or intelligence classification (see Table 5.1). This is es-
pecially important when relating test results to untrained persons because both
percentile rank and intelligence classifications are usually less subject to misinterpre-
tation than IQ scores. Many examiners also prefer to include the standard error of
measurement (SEM) as an estimate of the confidence that can be placed in the ob-
tained score. For example, a WAIS-III Full Scale IQ of 110 has a 95% probability of
falling between 105 and 115 IQ points. This clarifies that the IQ score is not a precise
number but is rather a range with an expected margin of error. One classification,
“Borderline,” might potentially be misinterpreted, because it might be confused with
the DSM-1V psychiatric diagnosis of Borderline Personality. Examiners might counter
this by clarifying in parentheses that the “Borderline” range can also be described as
“Well below Average.”

Although the Full Scale IQ is the most stable and well-validated aspect of the Wech-
sler scales, its significance becomes progressively less important as the fluctuations in-
crease between Verbal and Performance 1Qs, with high fluctuations between the factor
scores, or when there is a high degree of subtest scatter. When such fluctuations occur,
it is incumbent on the examiner to work in more detail to extract the significance of
these relative strengths and weaknesses. The next four successive levels of interpreta-
tion provide a sequential method of accomplishing this goal.

Level I1. Verbal-Performance 1Qs, Indexes, and
Additional Grouping

The second level of interpretation is to consider Verbal and Performance 1Qs, index
scores, and additional groupings. The .05 level of significance is consistently used to
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determine if fluctuations are significant. In some cases, procedures and formulas are
provided to determine the significance of various fluctuations and to convert scores
into the familiar IQ-related standard scores having a mean of 100 and standard devia-
tion of 1 (see summary of formulas in Appendixes C and D on pp. 678 and 679).

Step Ila. Verbal-Performance 1Qs

The Verbal IQ is an indication of an individual’s verbal comprehensive abilities, while
the Performance IQ provides an estimate of his or her perceptual organizational abili-
ties. However, clinicians should be aware that a pure test of verbal comprehension or
perceptual organization does not exist. A seemingly simple task, such as repeating num-
bers, involves not only verbal comprehension but also adequate rapport, ability to con-
centrate, number facility, and adequate short-term memory.

One of the central principles behind interpreting Verbal and Performance 1Qs is
that there needs to be a significant difference between them. If such a difference oc-
curs, an explanation for these differences should be developed. An area of difficulty
(and controversy) lies in deciding what should be considered an interpretable differ-
ence. On the WAIS-III, a significant difference (at the .05 level) is 9 or more points.
On the WISC-III, a 12-point difference is significant at the .05 level. It should still be
noted that a full 18% of the WAIS-III and 24% of the WISC-III standardization sam-
ples obtained Verbal-Performance differences of 15 points or greater (Wechsler,
1981, 1991, 1997b; Psychological Corporation, 1997). This means that, although dif-
ferences in the range of 9 to 15 points are statistically significant, they are still fairly
common occurrences. The difference, then, may represent merely useful information
rather than “lurking pathology.” The possibility of pathology is far more likely with
a 22-point discrepancy on the WAIS-III (occurred in only 5% of the standardization
sample) or a 25-point discrepancy on the WISC-III (occurred in only 5% of the stan-
dardization sample).

Interpreting the magnitude of and meaning behind Verbal-Performance differences
should always occur in the context of what is known about the person (particularly age
and education) as well as his or her condition. For example, persons from higher socio-
economic backgrounds or with higher IQs are likely to have verbal scores significantly
higher than their performance scores (R. A. Bornstein, Suga, & Prifitera, 1987; Wech-
sler, 1997a). In contrast, unskilled workers are more likely to have higher performance
scores relative to verbal. If these trends are reversed (e.g., an attorney with higher
performance scores or unskilled worker with higher verbal than performance scores),
the importance of such a result becomes greater. The major variables influencing, and
possible meanings behind, Verbal-Performance score differences are summarized in the
sections “Verbal Scales” and “Performance Scales,” as well as in the sections on spe-
cial populations. However, Sattler (2001) has summarized the possible general mean-
ings associated with such differences as relating to cognitive style, patterns of interests,
sensory deficits, psychopathology (such as emotional disturbance or brain damage), de-
ficiencies/strengths in information processing, or deficiencies/strengths in ability to
work under pressure. After an interpretation has been made, practitioners can eventu-
ally work to develop implications and instructional recommendations for high and low
scores (for Full Scale, Verbal, and Performance 1Qs, and Working Memory/Freedom
from Distractibility).
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Under certain conditions, even statistically significant differences between Verbal
and Performance 1Qs can be considered meaningless. The first condition occurs when
the Verbal scale splits into significant differences (10 points or more for the WAIS-III;
13 points or more for the WISC-III) between the Verbal Comprehension and Working
Memory/Freedom from Distractibility Indexes. This separation means that the Verbal
scales do not cohere into a unitary construct. Thus, it may make more sense to interpret
the two index scores separately (see interpretative level IIb). Similarly, if a significant
difference (13 points for the WAIS-III; 15 points for the WISC-III) exists between Per-
ceptual Organization and Processing Speed, it means that the Performance IQ is not co-
herent. Accordingly, the two indexes should be interpreted separately. A further
condition that might render the Verbal and/or Performance IQs meaningless occurs
when there is a high degree of subtest scatter in general (WAIS-III Verbal subtest range
8+ points, Performance 8+ points; WISC-III Verbal range 7+ points, Performance range
9+ points). This happens because the intent of the three 1Qs represents a unitary con-
struct in which the person’s Full, Verbal, or Performance 1Qs are general, integrated
means of functioning. In contrast, high subtest scatter attacks the unitary, integrated
nature of the IQs. It is then the examiner’s task to work with the relative high and low
combinations of subtests to make sense of the person’s intellectual strengths and weak-
nesses. These steps are outlined in Levels IIb, Ilc, and I1I. However, before continuing
to an interpretation of subtest scatter, important clusters of subtests might be found
through a consideration of indexes and additional groupings.

Step IIb. Index Scores

The WAIS-III and WISC-III have both been found to have four different index scores.
Their interpretation provides an empirically and conceptually based means of under-
standing more detailed aspects of the person’s intellectual functioning (see interpretive
summaries in Appendix E). As with the Verbal and Performance Scales, the indexes
should be interpreted only if discrepancies between the highest and lowest subtests
comprising the indexes are not too large (WAIS-III: Verbal Comprehension, 5 points;
Perceptual Organization, 6 points; Working Memory, 6 points; Processing Speed,
4 points. WISC-III: Verbal Comprehension, 7; Perceptual Organization, 8; Freedom
from Distractibility, 4; Processing Speed 4).

The Verbal Comprehension Index (WAIS-III: Vocabulary, Similarities, and Infor-
mation; WISC-III: Information, Similarities, Vocabulary, and Comprehension) is a
purer, more refined measure of verbal abilities than the Verbal Scale itself. This has
been achieved by excluding Digit Span and Arithmetic (and Letter-Number Sequenc-
ing on the WAIS-III), which focus primarily on sequential processing, number ability,
attention, and working memory rather than strictly verbal abilities. The material pre-
sented to them is in the form of oral questions that they need to answer. As such, an
examinee’s score on Verbal Comprehension reflects the extent to which they under-
stand the meanings of words, can conceptualize verbal information, the extent of fac-
tual knowledge related to verbal material, and their ability to adequately express the
material in words.

The Perceptual Organization Index (POI) is likewise a somewhat purer measure of
perceptual abilities (WAIS-III: Picture Completion, Block Design, Matrix Reason-
ing; WISC-III: Picture Completion, Picture Arrangement, Block Design, and Object
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Assembly). Perceptual Organization is less a measure of processing speed than the Per-
formance Scale because only one subtest (Block Design) emphasizes speed. An exami-
nee’s score reflects the extent to which he or she has good nonverbal, fluid reasoning;
can integrate nonverbal material; pays close attention to detail; and accurately responds
to the visual-spatial material presented to him or her. Much of this involves using the
kind of visual-spatial and visual-motor skills to solve problems that are not taught in for-
mal academic schooling.

Working Memory/Freedom from Distractibility (WAIS-III: Arithmetic, Digit Span,
Letter-Numbering Sequencing; WISC-III: Arithmetic and Digit Span) is a more com-
plex and controversial construct and has been extensively studied with children but
much less so with adults. It has primarily been related to concentration, attention, and
short-term memory and is believed to be lowered by poor number facility, anxiety, dif-
ficulty making mental shifts, and poor self-monitoring. Sequencing is also crucial be-
cause each of the relevant subtests requires that the respondent place numbers and
symbols in their proper order. Wielkiewicz (1990) has suggested that the low concen-
tration, memory, and sequencing reflected on this factor is often because of a poorly
functioning executive ability. Specifically, the person experiences difficulty attending
to stimuli and simultaneously performing other mental tasks (e.g., listening to spoken
digits and storing them while simultaneously reversing them and then repeating them
backward). Good performance also requires a high level of motivation. As a result of
these diverse functions, a low Working Memory/Freedom from Distractibility factor is
also likely to lower performances in other areas, and this should be considered when
estimating the person’s overall potential.

It is crucial to consider a variety of interpretive possibilities to interpret the Work-
ing Memory/Freedom from Distractibility Index. Often behavioral observations can
be crucial. A client who frequently asks to have the questions repeated might have a
high level of distractibility. Alternatively, a high degree of motor activity or excessive
talking might highlight a client’s high level of anxiety. If number skills have not been
developed, the client might ask to write out the numbers related to the arithmetic prob-
lems or count out the numbers with his or her fingers. The importance of cautiously in-
terpreting (and providing additional support) for Freedom from Distractibility is
highlighted because Reinecke et al. (1999) were unable to find an association between
Freedom from Distractibility and children diagnosed with ADHD.

The Processing Speed Index (PSI; WAIS-III/WISC-III: Symbol Search and Cod-
ing) reflects the mental and motor speed with which a person can solve nonverbal prob-
lems. Further subtest support for this index can be found if the person also has
correspondingly high (or low) performances on the timed nonverbal tests of Object As-
sembly and Block Design. In addition to mental and motor speed, the Processing
Speed factor is also a measure of a person’s ability to plan, organize, and develop rele-
vant strategies. Low scores on Processing Speed can also reflect poor motor control.
Because speed and concentration require good test-taking attitudes, Processing Speed
(as well as Freedom from Distractibility) can also be lowered by poor motivation to
perform well. For this reason, these two factors are sometimes referred to as validity
factors. Whether a lowered performance is the result of poor motivation can often best
be assessed by behavioral observations in combination with clarification and consider-
ation of the presenting problem. An overly reflective problem-solving style could also
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lower the Processing Speed factor because the person would take too much time cau-
tiously considering his or her response to each item.

Both the WAIS-IIT and WISC-III have made calculating index scores easy; that is,
conversion into standard scores (M = 100, SD = 15) has been incorporated into the nor-
mal scoring procedure. However, examiners still need to determine the significant (in-
terpretable) differences between the combinations of index scores. This can be done for
the WAIS-III by consulting Table B.1 in the WAIS-III Administration and Scoring Man-
ual (Wechsler, 1997a, p. 205) and summarizing the results on the “Discrepancy Com-
parisons” table on the Discrepancy Analysis Page. The significance of the WISC-III
Index score discrepancies can be determined by consulting Table B.1 in the WISC-111
Manual (Wechsler, 1991, p. 261). There is no table to summarize the WISC-III index
discrepancies on the WISC-III Record Form. Interpretations are then based on the com-
parisons between the different indexes. For example, if a person’s WAIS-III Perceptual
Organization Index was 15 points higher than his or her Processing Speed Index (POI >
PSI), this difference would clearly exceed the .05 level and, according to Table B.2, a
POI-PSI difference of 15 points occurred in only 32.4% of the standardization sample.
It should be noted that this figure combines both POI > PSI and PSI > POI. Thus, it
would be more accurate to half the percentage (32.4 + 2 = 16.2%) because there is inter-
est only in knowing the frequency which POI > PSI occurs (and not PSI > POI). This re-
sults in a rounded-off frequency of 16%.

Index scores can be used for interpreting a person’s relative strengths and weak-
nesses. However, the actual factor-based standard scores should not be presented in the
psychological report because readers may confuse them with IQ scores. In addition, in-
cluding both IQ scores and factor-based standard scores would make the report un-
necessarily cluttered with too many numbers. After interpretations have been made,
practitioners can then work to develop appropriate instructional recommendations if an
educational or rehabilitation plan needs to be developed.

Step Ilc. Additional Groupings: Bannatyne’s Categories, ACID/SCAD
Profiles, Horn Groupings

Four additional factors or groupings can often yield useful interpretations. These are
optional and should be calculated when, on initially appraising the pattern of subtest
scatter, it seems they might be relevant to investigate more formally. For example, if
subtests that are highly loaded on spatial abilities (Picture Completion, Block
Design, Matrix Reasoning, Object Assembly) appear significantly higher than se-
quencing subtests (Digit Span, Arithmetic, Digit Symbol), a formal calculation of
Bannatyne’s categories will serve to confirm or disconfirm initial impressions re-
lated to the subtest profiles. Another reason to calculate the groupings listed in Level
IIc occurs when an examiner wishes to see if a person’s subtest profile is similar or
dissimilar to a person from an actual or suspected client population (e.g., learning
disabled, Alzheimer’s disease).

Bannatyne’s Categories Bannatyne’s categories comprise subtest patterns in
which Spatial abilities are relatively higher than Verbal Conceptualization, which is
in turn higher than Sequential abilities, with Acquired Knowledge typically being the
lowest (Verbal Conceptualization > Spatial > Sequential > Acquired Knowledge).
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These categories were originally developed as a means of detecting and understand-
ing learning-disabled populations (Bannatyne, 1974). However, it has been found that
many learning-disabled persons do not necessarily have this pattern, and many non-
learning-disabled populations do have the pattern (see Groth-Marnat, 2002 and sub-
section “Learning Disabilities”). The result has been that Bannatyne’s categories
have been used to further understand Wechsler scale profiles in general and not for
the diagnosis of specific conditions.

The recommended method of interpreting the WAIS-III Bannatyne’s factors is to first
use the following formulas to transform the subtest groupings comprising each of the
factors into the familiar standard scores (Mean of 100 and Standard Deviation of 15).
Note that scaled scores must be used.

WAIS-III Verbal Conceptualization: 1.8 (Vocabulary + Similarities + Comprehension)
+46

WAIS-III Spatial: 1.5 (Matrix Reasoning + Block Design + Object Assembly
+ Picture Completion) + 40

WAIS-III Sequential: 1.6 (Arithmetic + Digit Span + Digit Symbol + Letter-Number
Sequencing) + 36

WAIS-IIT Acquired Knowledge: 1.9 (Information + Arithmetic + Vocabulary) + 43

An appraisal of the standard scores gives a general idea as to whether the classic
Bannatyne pattern is present. However, to more precisely determine whether or not the
differences are significant (and therefore interpretable), the following additional proce-
dures must be taken. First, find the means of the standard scores and then subtract the
mean from each of the standard scores. This indicates the various differences between
the mean and the standard scores. To be significant at the .05 level, the following dif-
ference scores must be equal to or greater than:

Verbal Conceptualization 7.1
Spatial 7.9
Sequential 7.5
Acquired Knowledge 6.6

Note that the inclusion of the WAIS-III Matrix Reasoning and Letter-Number Se-
quencing subtests is somewhat speculative at this time but their inclusion is conceptu-
ally consistent because these subtests are measuring spatial and sequencing abilities,
respectively. Picture Arrangement has been excluded from the categories because it is
a maverick subtest that doesn’t clearly load on any of the four categories.

The procedure for interpreting Bannatyne’s factors on the WISC-III is similar.
First, the subtest scores comprising each of the groupings should be transformed into
standard scores using the following formulas:

WISC-III Verbal Conceptualization: 1.9 (Vocabulary + Comprehension + Similarities)
+43



WAIS-III/WISC-III Successive Level Interpretation Procedure 153

WISC-III Spatial: 2.0 (Picture Completion + Block Design + Object Assembly) + 40

WISC-III Sequential: 2.3 (Digit Span + Arithmetic + Coding) + 31

WISC-III Acquired Knowledge: 1.9 (Information + Vocabulary + Arithmetic) + 43
As with the WAIS-III, the mean of the standard scores must then be calculated and the

differences between the means must then be determined. To be significant at the .05
level, the following differences must be equal to or greater than the following values:

Spatial 10.0
Verbal Conceptualization 8.5
Sequential 12.0
Acquired Knowledge 8.5

Several interpretive warnings are advisable. Only about 20% to 25% of learning-
disabled persons will actually demonstrate the classic sequence of Bannatyne’s
Verbal Conceptualization > Spatial > Sequential > Acquired Knowledge pattern (see
Groth-Marnat, 2002 and A. Kaufman & Lichtenberger, 2002). One noteworthy varia-
tion from the Bannatyne profile is that sometimes a bright, highly motivated learning-
disabled person with poor sequencing abilities compensates by developing a high
level of acquired knowledge. Thus, the Acquired Knowledge category might be out-
standingly high even though Sequential abilities might still be quite low. Another less
bright and/or less motivated learning-disabled person might experience the disrup-
tion of poor sequencing to a greater extent and may have then become correspond-
ingly alienated from academic learning. This would then be reflected in an
outstandingly low Acquired Knowledge category. This is consistent with the finding
that learning disabilities are a heterogeneous group of disorders with sometimes
well-defined subtypes (A. Kaufman & Kaufman, 2002). This means that examiners
need to take a flexible approach toward interpreting the relation and implications be-
tween the Bannatyne categories.

The ACID/SCALD/SCAD Profiles The ACID, SCALD, and SCAD profiles are similar
to those of Bannatyne’s categories. Low scores on each of these profiles have been found
to occur more frequently among learning-disabled populations (Cordoni, O’Donnell,
Ramaniah, Kurtz, & Rosenshein, 1981; A. Kaufman, 1994; A. Kaufman & Lichten-
berger, 2002; Wechlser, 1997b). The WAIS-II1/WISC-III ACID profile comprises Arith-
metic, Coding (Digit Symbol-Coding for the WAIS-III), Information, and Digit Span.
Note that three of the subtests (Arithmetic, Coding/Digit Symbol, Digit Span) comprise
Bannatyne’s Sequential Category and one (Information) is included in Bannatyne’s Ac-
quired Knowledge category. As with the Bannatyne categories, an exception to the
pattern is that often learning-disabled university students who have academically com-
pensated for their learning disabilities have relatively good performances on Informa-
tion (Ackerman et al., 1987). A new SCALD profile has been proposed for the WAIS-III
(A. Kaufman & Lichtenberger, 1999, 2002) and comprises Symbol Search, Coding
(Digit Symbol-Coding), Arithmetic, Letter-Number Sequencing, and Digit Symbol. This
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is based on the finding that the Working Memory and Processing Speed indexes were
generally lowest among adult learning disabled persons (Psychological Corporation,
1997) and are composed of these subtests.

For the WISC-III, A. Kaufman (1994) recommends deleting Information and in-
stead inserting Symbol Search. The profile then comprises Symbol Search, Coding,
Arithmetic, and Digit Span and can then be appropriately renamed the SCAD profile.
These four subtests are a merging of the WISC-III’s Freedom from Distractibility
(Arithmetic and Digit Span) and Perceptual Speed (Symbol Search and Coding) fac-
tors. To convert the SCAD profile into a standard score, the following formula can be
used (A. Kaufman, 1994):

SCAD (WISC-III): 1.7 (SS + C + A DSp) + 32

To vary from the WISC-III Full Scale 1Q (standard score for all subtests) at the .05
level, the standard SCAD score must be 9.5 points above/below the Full Scale IQ.
However, if there is a significant difference (16 or more points) between the Process-
ing Speed (Symbol Search and Coding) and Freedom from Distractibility (Arithmetic
and Digit Span) indexes, the SCAD profile should not be interpreted.

Horn Groupings Horn and Cattell’s (1966) fluid versus crystallized intelligence
has been used to organize many of the Wechsler intelligence scales (J. Caruso & CIliff,
1999; A. Kaufman, 1994; A. Kaufman & Lichtenberger, 2002; Woodcock, 1990). On
the WAIS-III, Fluid Intelligence (Gf) primarily includes Digit Span and Matrix Reason-
ing whereas Crystallized Intelligence (Gc) is measured by Vocabulary and Information
(J. Caruso & Cliff, 1999). Kaufman and Lichtenberger (1999, 2002) have conceptually
reorganized the WAIS-III subtests around the more detailed Horn (1985) groupings of
broad visualization (Gv; Matrix Reasoning, Block Design, Object Assembly, Picture
Completion), broad speediness (Gs; Digit Symbol-Coding, Symbol Search, Object As-
sembly) and short-term memory (Letter-Number Sequencing, Arithmetic, Digit Span).
A rough idea of the examinee’s relative strengths and weaknesses can be obtained by
adding the subtest scaled scores, finding the mean, and comparing the strength and
weaknesses. A more precise method is to convert the groupings into standard scores
using the following formulas (A. Kaufman & Lichtenberger, 2002):

WAIS-III Fluid Intelligence: 1.1 (MR + BD + OA + S + PA + A) + 34
WAIS-III Crystallized Intelligence: 1.2 (I+V +C+ S + PA) + 40
WAIS-III Broad Visualization: 1.5 (MR + BD + OA + PC) 40
WAIS-IIT Broad Speediness: 1.9 (CD + SS + OA) + 43)
WAIS-III Short-Term Memory: (Same as Working Memory Index)
After these standard scores have been determined, examinees next should find the
mean of the five standard scores and calculate the differences that each of the group-

ings varies from the mean. To be significant at the .05 level (and thus interpretable),
the following values should be either equal to or greater than the following:
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Fluid Intelligence 7.5
Crystallized Intelligence 7.0
Broad Speediness 10.5
Short-Term Memory 8.3

The Horn groupings on the WISC-III are somewhat different from the WAIS-III in
that Fluid Intelligence includes Picture Arrangement, Block Design, Object Assembly,
Similarities, and Arithmetic. Crystallized Intelligence includes Information, Similari-
ties, Vocabulary, Comprehension, and Picture Arrangement. Because Picture Arrange-
ment and Similarities include skills related to both crystallized and fluid intelligence,
they are included in both groupings. An additional grouping is Achievement, which is a
composite of all tests most influenced by academic learning. This grouping includes In-
formation, Similarities, Arithmetic, Vocabulary, Comprehension, and Picture Arrange-
ment. To convert the WISC-III Horn groupings into standard scores (M = 100, SD = 15),
the following formulas can be used (A. Kaufman, 1994):

WISC-III Fluid Intelligence: 1.3 (S + A + PA + BD + OA) + 35
WISC-III Crystallized Intelligence: 1.3 (I+S +V + C +PA) + 35
WISC-IIT Achievement: 0.85 (I+S+ A+ V +C+PA) +49

Comparisons should be made between each of the WISC-III three standard scores
to determine whether they are significantly different. To do this, first calculate the
mean for the total subtests used in the three Horn groupings by summing the three
standard scores and dividing by three. Then calculate the difference that each of the
three standard scores varies from the mean. To be significant at the .05 level, the fol-
lowing values must be achieved:

Fluid Intelligence: 8.5 points
Crystallized Intelligence: 9 points

Achievement: 8.5 points

Level III. Interpreting Subtest Variability

The third step is to consider the degree to which the individual subtests deviate from the
full scale, verbal, or performance subtest means and to determine the meaning associ-
ated with the subtest fluctuations. The outcome should be a description of a person’s
relative cognitive strengths and weaknesses. A listing and discussion of the meaning of
each subtest and the abilities it measures is provided in the next major section of this
chapter (“Wechsler Subtests”). Clinicians can refer to this section, as well as to infor-
mation on how to assess special populations in developing their own hypotheses about
important dimensions of intersubtest scatter. Readers may also wish to refer to R. Gre-
gory (1999), A. Kaufman (1990, 1994), A. Kaufman and Lichtenberger (1999, 2000,
2002), Naglieri (1993), and Sattler (2001), who have provided detailed lists of hypothe-
ses and useful tables for various combinations of high and low subtest scores. However,
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Level III interpretation is necessary only if there is sufficient subtest scatter. If all the
subtests are fairly even, it is not necessary to attempt subtest profile interpretation.

Clinicians need to be aware that interpreting subtest variability involves clinical judg-
ment guided by theory, observation, and an integration of the specifics of each case.
Because there is little research base to support this process, it should be approached with
caution. As a rule, the more subtests that can be combined to make inferences based
on their shared abilities, the more support can be found for such an inference. At one ex-
treme would be a series of subtests that combine to make up one of the previously dis-
cussed indexes/factors. The opposite would be only one subtest used to make an
inference. In general, inferences based on only a single subtest should be treated with
the most caution. While these single subtest-based inferences can be viable, it is incum-
bent on the clinician to obtain as much supporting evidence as possible.

It should also be noted that subtest interpretation has been the source of controversy
in that some authors have pointed out that the subtests are not sufficiently reliable, do not
have enough subtest specificity, and do not provide sufficient incremental validity be-
yond what might be accounted for by the Full Scale IQ (Konold et al., 1999; McDermott,
Fantuzzo, Glutting, Watkins, & Baggaley, 1992). In part, this relates to empirical con-
cerns, but there are also underlying conceptual differences centered around whether in-
telligence is mainly accounted for by g (“lumpers”) as opposed to its being composed of
a number of different components (“splitters”). This debate seems to have been present
almost as long as conceptions of intelligence have been in existence. One common re-
sponse to this issue is that subtest interpretation is not merely an empirical activity but
also involves a clinical process of hypothesis testing and integrating a variety of sources
of data (see A. Kaufman, 1994; A. Kaufman & Lichtenberger, 1999, 2000, 2002; Lezak,
1995; E. Kaplan et al., 1999). Accordingly, the following three steps are recommended in
interpreting subtest variability: (a) Determine whether subtest fluctuations are signifi-
cant, (b) develop hypotheses related to the meaning of any subtest fluctuations, and (c)
integrate these hypotheses with additional relevant information regarding the examinee.
Clinicians should very clearly not attempt to interpret subtests by merely listing the abil-
ities provided in the subtest descriptions. It is hoped that the following guidelines will
help ensure that clinicians develop accurate, useful, and well-integrated interpretations
of subtests.

Step Illa. Determine Whether Subtest Fluctuations Are Significant

The first step in profile analysis is to account for the implications of the mostly modest
reliabilities associated with the different subtests. This means each clinician needs
to seriously consider whether the variability results from reliably measured strengths
or weaknesses or is merely from chance error inherent in the subtest. The WAIS-III
Record Form conveniently allows examinees to determine whether subtests are signifi-
cantly different from the mean of all subtests included under the listing for Verbal sub-
tests and from the mean of all subtests included under the listing for Performance
subtests (see WAIS-III Score Conversion Page). This may be somewhat confusing be-
cause there are some subtests included (Symbol Search, Letter-Number Sequencing,
Object Assembly) in calculating the “Verbal” and “Performance” means that are not
actually used to calculate the Verbal and Performance 1Qs. However, they are still
listed as verbal or performance subtests. Whether the discrepancies are significant can
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be determined by calculating the magnitude that each WAIS-III subtest varies from
the “Verbal” and “Performance” mean and noting whether it is significant based on
Table B.3 in the WAIS-11I Administration and Scoring Manual ( pp. 208-209). The vari-
ous subtests can then be indicated as either strengths or weaknesses (“Ss” or “Ws”).
The WAIS-III also provides procedures for establishing the frequency with which the
subtests fluctuate in the standardization population.

One area of potential confusion is that the WAIS-III manual does not provide tables to
develop scatter analysis when six Performance Scale subtests are administered. Unfor-
tunately, using six subtests is necessary if examiners would like to obtain both the Per-
formance IQ and Processing Speed index score. There are also no tables available if
certain optional subtests are used instead of the standard subtests. LoBello, Thompson,
and Venugopala (1998) have provided supplementary tables to help examiners work with
these situations.

The WISC-III does not provide a worksheet for determining subtest fluctuations.
However, the magnitude (and whether the subtests are strengths or weaknesses) can be
determined by following the guidelines detailed in Appendix E (Worksheet for Deter-
mining Magnitude of WISC-III Subtest Fluctuations). In most instances, the Worksheet
for Determining Magnitude of WISC-III Subtest Fluctuations is sufficient for calculat-
ing whether subtests are relative strengths or weaknesses. If an unusual number of sub-
tests have been administered, it might be necessary to consult Table B.3 in the WISC-I11
Manual (p. 263) to determine means and magnitudes of discrepancies. These guidelines
will help clinicians determine whether the subtests actually fluctuate from the Verbal,
Performance, or Full Scale means to a significant (at the .05 level) extent. It should be
noted that a moderately high range (highest minus lowest subtest score) is a common oc-
currence. The average range on the WISC-III standardization sample was 8.5 points (SD
=2.3) for the Full Scale (13 subtests), 5.5 (SD =2.1) points for the Verbal Scale (6 sub-
tests), and 7.1 points (SD = 2.4) for the Performance Scale (7 subtests; Wechsler, 1991).
Approximately two thirds of the WISC-III standardization sample had subscales that
ranged between 7 and 8 points. Thus, clinicians should be cautious about not inferring
pathology when such differences might merely indicate preferences for differing cogni-
tive styles.

Often, it is found that there are no significant subtest fluctuations. In these
cases, do not proceed to Steps I1Ib and IIlc. Instead, focus on interpreting the profile
based on information derived from Levels I and II and possibly Levels IV and V if
these are relevant.

Step 111b. Develop Hypotheses Related to the Meaning of
Subtest Fluctuations

Just because a subtest or group of subtests has been designated as a relative strength or
weakness does not mean that it is clear which of the various functions involved with the
subtest is a strength or weakness. For example, Picture Arrangement involves planning
(sequencing), visual organization, distinguishing essential from nonessential detail,
and comprehending social situations. For one person, scoring high in Picture Arrange-
ment might reflect excellent planning/sequencing abilities, for another it might reflect
good social skills, and a third person might be high in both. It is the examiner’s re-
sponsibility to become actively engaged with the pattern of subtests and any other
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relevant sources of information to determine which ability or abilities are high and low
for the person. Interpreters who merely list the subtest’s abilities as they are listed in
a book are quite likely to make incorrect and even potentially damaging conclusions
about the examinee. This cookbook type of approach should be strongly discouraged.

The underlying principle in uncovering the actual subtest strengths or weaknesses is
to initially consider a significantly high or low subtest score in the context of scores on
other subtests. If a person has scored high on Picture Arrangement and this might re-
flect good planning/sequencing, an examiner would expect other subtests that also
measure planning/sequencing to be at least within the average range, if not higher. Thus,
the examiner might make sure that other sequencing-oriented tasks, primarily Digit
Span, Arithmetic, and Letter-Number Sequencing, were also high.

The difficulty with such a procedure is that it requires an in-depth knowledge of each
subtest’s abilities, familiarity with frequent clusters of subtests, and an overreliance on
intuition in terms of noticing and testing different patterns. This is a particularly daunt-
ing task for beginning and even experienced clinicians. Thus, a formal step-by-step pro-
cedure of comparing and contrasting relative strengths and weaknesses is recommended.
This can be accomplished by completing Appendix F (“Guidelines for Hypothesizing
Subtest Strengths and Weaknesses” p. 682). These guidelines use the same underlying
principle in that consistencies and inconsistencies among patterns of subtests are deter-
mined. However, these patterns are investigated in a thorough and systematic pattern.
The directions are adapted from A. Kaufman (1990, 1994) and A. Kaufman and Licht-
enberger (1999, 2000, 2002) and the listed subtest abilities were adapted from those de-
scribed by a wide variety of sources, including Bannatyne (1974), Horn (1985),
A. Kaufman (1990, 1994), A. Kaufman and Lichtenberger (1999, 2000, 2002), Lezak
(1995), and Sattler (2001). After completing Appendix F, the clinician will have arrived
at a series of empirically derived and partially tested hypotheses.

An important consideration in this strategy of subtest interpretation is that it should
not be a rigid, mechanical process. For example, a client who presents with subjective
complaints related to poor sequencing (e.g., difficulty following directions, placing
things in the wrong order) may not necessarily have all the expected WAIS-I1I/WISC-III
subtests quite within the statistically interpretable range. However, given the quite clear
symptom reports (and possibly behavioral observations), practitioners may still choose
to interpret the sequencing-related subtests. In contrast, another client might have most
sequencing subtests in the statistically significant range but poor sequencing was neither
a symptom complaint, nor were behavioral observations noted that would have been con-
sistent with poor sequencing. As a result, the hypothesis of poor sequencing might be re-
jected as not applying to the person. The outlined procedure, then, should be used for
hypothesis generation in which other factors beyond the mechanical interpretation pro-
cedure can confirm or disconfirm these hypotheses.

Step Illc. Integrate Subtest Hypotheses with Additional Information

Before finally accepting or rejecting the step-by-step empirically derived hypotheses
from Steps I1la and IIIb, examiners should consider additional sources of relevant in-
formation. This might include behavioral observations, medical records, school records,
teacher’s reports, other test data, or qualitative responses that examinees have made to
the test items (see Level V). For example, an examiner might be trying to decide
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whether low scores on Arithmetic and Digit Span reflect poor attention or poor se-
quencing. If the examinee was observed to have attended well to the tasks but had diffi-
culty following a series of directions, then it suggests sequencing is more likely to be
the difficulty. Or, an examiner might be trying to decide whether the examinee prefers
a simultaneous or sequential style of processing information. A relevant behavioral ob-
servation is careful observation of the way the person worked on Block Design. Did he
or she proceed in a step-by-step sequence, trying to match each block with a segment of
the picture, or, rather, did he or she try to understand the design as a whole while at-
tempting to complete the task? A final relevant example might be low scores on Arith-
metic, Digit Span, Digit Symbol-Coding, and Symbol Search. Each of these subtests
requires a high level of motivation. Indeed, they have sometimes been referred to as
validity scales because they are likely to be lowered as a result of poor motivation
(A. Kaufman, 1994). Rather than work to decipher the examinee’s low abilities as re-
flected in these subtests, the examiner might decide that behavioral observations more
accurately suggest the person was not expending a sufficient amount of effort.

A focus on additional sources of information, particularly behavioral observations,
also has relevance for determining the significance of subtest fluctuations (Step IIla)
and developing hypotheses (Step IIIb). As was stressed previously, sometimes a sub-
test fluctuation may not quite achieve formal statistical significance, yet, because of
additional information, the practitioner feels justified in giving the score greater clin-
ical importance and considering it for interpretation. Similarly, generating hypotheses
by formally putting the data through Step IIIb may not have confirmed a suspected hy-
pothesis. However, if a clinician has additional information that might justify accept-
ing the suspected hypothesis, he or she may be persuaded to accept it although some of
the formal procedures have not quite supported it. This highlights an essential under-
lying philosophy of Wechsler scale and subtest interpretation: It is not solely a statisti-
cal and empirical exercise, but, more importantly, it involves the use of clinical skills
and judgment.

Level I'V. Intrasubtest Variability

A further, potentially important area of analysis involves looking at the patterns of per-
formance within the items of each subtest. These items are arranged in sequences that
become progressively more difficult. Thus, a normal and expected pattern would have
the examinee pass the initial items and slowly but evenly begin to fail more difficult
ones. A more sporadic pattern, in which the examinee misses initial easier items but
passes later more difficult ones, may suggest an attentional deficit or specific memory
losses, particularly related to retrieval difficulties (E. Kaplan, Fein, Morris, & Delis,
1991; E. Kaplan et al., 1999). If performance is highly sporadic, the reason should be ex-
plored further. For example, clients might be consciously faking if they miss every other
item, miss extremely easy items, and/or appear much more alert than their obtained 1Q.
Sporadic performance might also be characteristic of patients with brain damage with
diffuse cortical (Mittenberg, Hammeke, & Rao, 1989) or subcortical involvement (God-
ber, Anderson, & Bell, 2000). An analysis of the intrasubtest scatter can thus provide a
type of information different from that obtained by merely looking at the quantitative-
scaled scores. It should be noted, however, that research on this is equivocal given that



160 Wechsler Intelligence Scales

J. Ryan, Paul, and Arb (1999) were unable to find high subtest scatter on the Informa-
tion subtest among patients who had documented retrieval difficulties.

Level V. Qualitative Analysis

The final step is to look at the content of responses, especially on Information, Vocabu-
lary, Comprehension, and Similarities. Frequently, the presence of unique, highly per-
sonal, or unusual responses can suggest some important dimensions of an individual’s
intellectual or personality functioning (see Groth-Marnat et al., 2000; E. Kaplan et al.,
1991, 1999). For example, some responses may reflect aggressive tendencies, concrete
thinking, or unusual associations. A highly aggressive person might provide unusual re-
sponses on some of the Vocabulary items, or a person with paranoid personality charac-
teristics might provide rigid, cautious, and legalistic responses. Similarly, impulsivity
might be suggested by persons who quickly place incorrect blocks together on Block De-
sign and then do not reflect on whether their designs were correct.

WECHSLER SUBTESTS

To interpret the Wechsler scales adequately, it is essential to understand the various
abilities that each subtest measures. This section presents the different abilities in-
volved in each of the 14 WAIS-III and 13 WISC-III subtests, followed by a discussion
of their relevant features, including the possible meanings associated with high or low
scores. Descriptions of the subtest abilities and data on factor loadings presented for
most of the WISC-III subtests are derived from A. Kaufman (1994) and A. Kaufman
and Lichtenberger (2000, 2002). Subtest abilities and factor loadings for the WAIS-III
are based on research reviewed by A. Kaufman and Lichtenberger (1999, 2002) and
Sattler (2001). Some citing of relevant and usually recent sources is also provided.

In keeping with the overall approach of this book, any interpretations suggested in
the discussion of the subtests should be considered tentative. They are merely begin-
ning possibilities that must be explored further and placed in a proper context. In addi-
tion, no subtest is a pure measurement of any single intellectual ability; rather, each
represents a combination of skills. It is important to emphasize that a low or high score
on a specific subtest can occur for a variety of reasons, which the examiner must con-
sider in interpreting the overall profile. This section is most helpful only after practi-
tioners are familiar with the subtest stimuli and administration procedure outlined in
the WAIS-IIT and WISC-III manuals.

Verbal Scales

The Wechsler Verbal Scales assess an individual’s proficiency in the following areas:

* The ability to work with abstract symbols.

e The amount and degree of benefit a person has received from his or her educa-
tional background.

e Verbal memory abilities.

e Verbal fluency.
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The WAIS-III and WISC-III Verbal Scales are generally more subject to cultural in-
fluences, whereas the Performance Scales are considered to be somewhat more culture
free. If an individual does significantly better (9 points or more for the WAIS-III or 12
points or more for the WISC-III) on the Verbal Scales compared with the Performance
subtests, this difference may indicate a number of interpretative possibilities, includ-
ing a relatively high level of education; a tendency toward overachieving; psychomotor
slowing because of depression; difficulty working with practical tasks; deficits in per-
formance abilities; poor visual-motor integration; a slow, deliberate, reflective work
style that results in relatively lower scores on timed tests (but higher scores on verbal
tests); or a quick, impulsive work style resulting in relatively more errors on Perfor-
mance subtests (A. Kaufman, 1994; A. Kaufman & Lichtenberger, 1999, 2000, 2002;
Sattler, 2001). In addition, persons from professional occupations, high educational at-
tainment, and high 1Qs in general are likely to have quite high Verbal IQs. Also, psy-
chiatric populations (5—6 point V > P discrepancy), persons with Alzheimer’s disease,
and persons with motor coordination problems tend to have higher verbal scores rela-
tive to their performance scores.

Studies with the WAIS-R have typically found that persons with unilateral right
hemisphere lesions have, on average, a 9-point higher Verbal than Performance 1Q
(A. Kaufman, 1994; A. Kaufman & Lichtenberger, 1999, 2001, 2002; Reitan & Wolfson,
1993; Sattler, 2001). It is likely that future research will also find similar patterns with
the WAIS-III. However, a V > P (e.g., depressed Performance 1Q) should never be diag-
nostic of unilateral right hemisphere brain damage but rather consistent with this condi-
tion in some cases. It should be stressed that there is a complex interaction with a wide
number of variables. A V > P effect is likely to be most pronounced among adult, edu-
cated (12+ years), Caucasian males with acute lesions who have strokes, tumors, or other
focal lesions toward the posterior (versus anterior/frontal) regions. These variables have
been extensively reviewed by Kaufman (1994) and Kaufman and Lichtenberger (2002)
and are summarized in the following list:

e Age. Whereas the V > P effect has been clearly and consistently found for most
adult populations, studies with children have been met with numerous contradic-
tions. This is because there are a greater number of intervening variables for chil-
dren, and their brains are more symmetrical and characterized by greater
plasticity. Thus, neurological inferences related to Verbal-Performance discrep-
ancies should not be made for children.

e Education. Because persons with higher education (and generally persons with
higher 1Qs) typically score higher on Verbal subtests, a further lowering in per-
formance abilities because of a right hemisphere lesion will serve to exaggerate
the V > P discrepancy to an even greater extent. Persons from lower educational
backgrounds often have higher Performance IQs relative to their Verbal IQs so
that a lowering in their Performance IQ because of a right hemisphere lesion may
either not produce the expected V > P effect, or the difference may not be as wide
as for persons with higher educational attainment.

* Race. European American and African Americans are more likely to have the
V > P discrepancy following right hemisphere damage than either Hispanics or
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Native Americans. This is because Hispanics and Native Americans are more
likely to have higher Performance than Verbal 1Qs before their injury or illness.

e Gender. The WAIS-R V > P discrepancy following right hemisphere lesions is
more pronounced in males (13 points) than in females (7 points; A. Kaufman &
Lichtenberger, 2002). This results partially from greater cerebral asymmetry in
males. It is also possibly because of more verbally mediated strategies for Perfor-
mance subtests by females, which serves to partially compensate for organically
lowered performance abilities.

* Recency of Lesion. Acute (less than 12 months) unilateral right hemisphere le-
sions produce greater V > P effects than chronic lesions. This happens because,
over time, patients are able to improve their performance abilities through both
natural recovery of function and compensatory techniques. Even with chronic le-
sions, there is still an expected V > P discrepancy, but it is not as extreme as for
acute lesions.

e Type and Location of Lesion. Especially right hemisphere strokes, but also tumors
and, to a lesser extent, right temporal lobe epilepsy result in the expected V > P
effect. Frontal lobe lesions have little effect on V — P differences, whereas poste-
rior lesions do result in the expected V > P discrepancy.

Vocabulary

The Vocabulary subtest includes the following abilities or traits:

¢ Language development.*

* Word knowledge.*

e General verbal intelligence.

* Language usage and accumulated verbal learning ability.

* Rough measure of the subject’s optimal intellectual efficiency.
e Educational background.

* Range of ideas, experiences, or interests that a subject has acquired.

The Vocabulary subtest is a test of accumulated verbal learning and represents an in-
dividual’s ability to express a wide range of ideas with ease and flexibility. It may also in-
volve the person’s richness of ideas, long-term memory, concept formation, and language
development. Vocabulary is noteworthy in that it is the most reliable Verbal subtest
(WAIS-III test-retest reliability = .91; WISC-III test-retest reliability = .89) and, like In-
formation, it is highly resistant to neurological deficit and psychological disturbance
(Lezak, 1995; Reitan & Wolfson, 1993). Although the Vocabulary subtest holds up with
age, it tends to fall off with those people for whom visual-spatial skills are far more im-
portant than verbal abilities. Vocabulary generally reflects the nature and level of sophis-
tication of the person’s schooling and cultural learning. Vocabulary is primarily
dependent on the wealth of early educational environment, but it is susceptible to

* Abilities followed by an asterisk indicate specific abilities and traits strongly associated with the sub-
test under discussion.
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improvement by later experience or schooling. It is the least variable of all the subtests,
and subtest scores below the Vocabulary level sometimes imply a drop of efficiency in
that function. Vocabulary is the best single indicator of general intelligence, with 69% of
its variance accounted for by g on the WAIS-III and 80% of its variance accounted for by
g on the WISC-III. Because of its high degree of stability, Vocabulary is often used as an
indicator of a person’s intellectual potential and to make an estimate of their premorbid
level of functioning (see more precise methods in “Assessing Brain Damage” section).

The Vocabulary responses are similar to Comprehension and Similarities in that a
qualitative analysis often provides useful information relating to the examinee’s thought
processes, background, life experiences, and response to frustration. It is often im-
portant to explore incorrect responses to determine whether they were guesses, clang
associations (e.g., “ponder” meaning “to pound” or “assemble” meaning to “resemble”),
concrete thinking, bizarre associations, or overinclusive reasoning. Even when a re-
sponse is correct, a consideration of the style used to approach the word and specific
content can be helpful.

High scores suggest high general intelligence and indicate that the examinee can ad-
equately recall past ideas and form concepts relating to these ideas. Persons with high
scores have a wide range of interests, a good fund of general information, and may have
high needs for achievement. Clinical populations who score high on Vocabulary may
use compulsive or intellectualizing defense mechanisms. Low scores suggest a limited
educational background, low general intelligence, poor language development, lack of
familiarity with English, and/or poor motivation.

Similarities
e Logical abstract reasoning.*
» Verbal concept formation or conceptual thinking.
 Distinguishing essential from nonessential details.

* Associative ability combined with language facility.

The Similarities subtest requires verbal concept formation and abstract reasoning
ability. These functions mediate for the individual an awareness of the belonging-
togetherness of objects and events of the day-to-day world. An essential aspect of
adjusting to one’s environment is the use of these abilities to clarify, reduce, and clas-
sify the style and manner to which a response is made. Inductive reasoning is required
as the examinee must move from particular facts to a general rule or principle. Im-
plicit in the test is the ability of individuals to use long-term memory and to apply ele-
gant expressions in their responses. The more precise and abstract the expression, the
higher the score, which indicates that verbal fluency is an important determinant.
Correct responses to the last few items indicate a particularly high level of abstrac-
tion. Individuals with a good ability for insight and introspection tend to perform
highly on this subtest; thus, it may be used as an indicator of favorable prognosis for
psychotherapy. Scores decrease significantly in schizophrenics, rigid or inflexible
thinkers, and patients with senile conditions. Examiners can, therefore, use this sub-
test to gain further information regarding the nature of an examinee’s idiosyncratic or
pathological form of concept formation.
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High scorers show good verbal concept formation, which, if unusually high, may re-
flect intellectualizing tendencies. Low scorers show poor abstraction abilities, literal-
ness, and inflexible thinking. The Similarities subtest in adult protocols is the most
sensitive subtest to left hemisphere lesions, particularly lesions to the left temporal
and/or left frontal regions (Dobbins & Russell, 1990).

Arithmetic

e Computational skill.*

e Auditory memory.

e Sequencing ability.

e Numerical reasoning and speed of numerical manipulation.
e Concentration and attention/low distractibility.

e Reality contact and mental alertness; that is, active relationship to the outside
world.

* School learning (earlier items)/acquired knowledge.

» Logical reasoning, abstraction, and analysis of numerical problems (later items).

The Arithmetic subtest requires a focused concentration as well as basic mathematical
skills and an ability to apply these skills. The skills required to complete this test are
usually acquired by the time a person reaches junior high school; therefore, low scores
are more likely to be the result of poor concentration. Arithmetic is likely to be more
challenging and stressful than tests such as Information and Vocabulary, both because
the task itself is more demanding and because the test is timed. Thus, persons who are
susceptible to the disruptive effects of anxiety are likely to be adversely affected.
However, examiners may want to establish whether the person simply lacked the nec-
essary skills or had difficulty concentrating. This can be assessed by giving the person
previously missed items a second time but allowing the use of paper and pencil without
a time limit. Under these circumstances, persons with adequate mathematical knowl-
edge who are distractible should be able to complete the items correctly.

Individuals from higher socioeconomic backgrounds, obedient teacher-oriented
students, and persons with intellectualizing tendencies usually do well on this sub-
test. A helpful formula is that Information plus Arithmetic equals school achievement.
Because numbers come from the outside environment and create rule and direction,
some individuals react rebelliously. This is particularly true for antisocial personali-
ties. Histrionic personalities, who do not readily accept outside direction and gener-
ally refuse to take responsibility for their behaviors, may likewise do poorly. This is
not to suggest that lowered Arithmetic scores are diagnostic of these clinical groups,
but rather, that this lowering may at times be consistent with the way these individuals
interact with their environment.

High scorers show alertness, capacity for concentration, freedom from distractibil-
ity, and good short-term auditory memory and may use intellectualizing defenses.
Low scorers show poor mathematical reasoning, lack of capacity to concentrate, dis-
tractibility, and poor auditory short-term memory. A poor educational background in
which adequate mathematical skills have not been developed can also account for low-
ered performance.
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Digit Span
¢ Immediate rote recall.*

* Reversibility; ability to shift thought patterns (from digits forward to digits
backward).*

¢ Concentration and attention.
e Auditory sequencing.
* Rote learning.

Digit Span is considered to be a test of short-term memory and attention. The subject
must recall and repeat auditory information in the proper sequence. Bannatyne (1974)
has further described this as “auditory vocal sequencing memory.” Correct responses
require a two-step process. First, the information must be accurately received, which
requires attention and encoding. Persons who are easily distractible have difficulty in
this phase. Second, the examinee must accurately recall, sequence, and vocalize the in-
formation. Persons who can perhaps receive the information correctly may still have
difficulty at this phase if they have short-term memory difficulties because they can-
not hold the memory trace long enough. Sometimes, the previous digit is forgotten as
they are attempting to vocalize a present one. Whereas Digits Forward is a simpler,
more straightforward task requiring rote memory, Digits Backward is more complex.
The examinee must usually hold the memory longer and also transform it before mak-
ing a restatement. Thus, a good performance on Digits Backward is likely to reflect a
person who is flexible, can concentrate, and is tolerant of stress. High Digits Backward
scores may also involve the ability to form, maintain, and scan visual mental images
formed from the auditory stimulus (Lezak, 1995; Wielkiewicz, 1990).

Passive, anxiety-free individuals seem to do best on this test. It requires an effort-
less and relatively unhampered contact with reality, which is characterized by open
receptivity to incoming information. Performance is greatly hampered by increased
anxiety or tension, and the Digit Span subtest is considered the most susceptible to
the effects of anxiety. In addition to Digit Span, the other subtests that are sensitive
to the effects of anxiety are Arithmetic, Digit Symbol-Coding, and Letter-Number
Sequencing (WAIS-III). Collectively, these three subtests form the WAIS-TIT Work-
ing Memory Index and are (along with the Processing Speed subtests) sensitive tests
to brain damage, mental retardation, and learning disabilities (Lezak, 1995; Psycho-
logical Corporation, 1997). Similarly, the Digit Span subtest (and Arithmetic) is in-
cluded in the WISC-III Freedom from Distractibility Index, which is also sensitive
to the effects of learning disabilities, ADHD, brain damage, and mental retardation
(Bannatyne, 1974; A. Kaufman, 1994).

Persons who score high have good auditory short-term memory and excellent atten-
tion and may be relatively unaffected by stress and anxiety. However, just because a
person has good short-term auditory memory for digits does not necessarily mean that
his or her memory for more complicated information, such as music or verbally relevant
information, is also good. These more complex features of memory may have to be as-
sessed by other means. When Digits Backward is longer than Digits Forward, this rare
event (3% to 10% of children’s protocols; Wechsler, 1991; .9% of adult profiles, Psy-
chological Corporation, 1997) suggests that the individual has excellent numerical
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abilities. Low scores on Digit Span indicate difficulty concentrating, which may be the
result of anxiety or unusual thought processes. A large discrepancy (5 digits) in favor of
Digits Forward versus Digits Backward can suggest the presence of an organic deficit,
particularly if the overall backward Digit Span score is below scores for tests such as
Information and Vocabulary. Whereas Digits Forward is fairly stable and resistant to
deterioration, Digits Backward is a far more difficult task and is quite sensitive to de-
terioration (see subsection on estimating premorbid IQ in the “Assessing Brain Dam-
age” section). Whereas Digits Forward is more likely to be lowered by left hemisphere
lesions, lowered Digits Backward is more consistent with either diffuse or right frontal
involvement (Lezak, 1995; Swierchinsky, 1978). Lowered performance for both Digit
Span backward and Digit Symbol occur with the diffuse damage associated with expo-
sure to solvents (Groth-Marnat, 1993; Morrow, Furman, Ryan, & Hodgson, 1988).

Information

* Range of general factual knowledge.*

* Old learning or schooling.

* Intellectual curiosity or urge to collect knowledge.
e Alertness to day-to-day world.

e Long-term memory.

The Information subtest samples the type of knowledge that average persons with average
opportunities should be able to acquire. This knowledge is usually based on habitual,
overlearned material, particularly in the case of older children and adults. Both Informa-
tion and Vocabulary are highly resistant to neurological deficit and psychological distur-
bance (Lezak, 1995; Reitan & Wolfson, 1993) and are two of the most stable subtests.
Because of this stability, Wechsler referred to them as “hold” tests as opposed to “no-
hold” tests, which he theorized are more sensitive to deterioration and such situational
variables as anxiety and fatigue (i.e., Arithmetic, Digit Symbol-Coding, Block Design).
Furthermore, both these subtests are good measures of general intelligence and are
highly correlated with educational level (A. Kaufman et al., 1988) and WAIS-III and
WISC-III Full Scale 1Qs. Research has shown that the earlier WAIS-R Information and
Vocabulary subtests have predicted college grade point average as accurately as well-
established college aptitude tests (Feingold, 1983). It is for these reasons that Information
(along with Vocabulary and Arithmetic) is included in Bannatyne’s Acquired Knowledge
category. It also loads most strongly (.84) on the Verbal Comprehension factor.

Although performance on the Information subtest involves remote memory and alert-
ness to the environment, it is influenced only to a small extent by conscious effort and is
believed to be only minimally affected by factors such as anxiety. To score well, the in-
dividual must have been exposed to a highly varied past environment, have an intact
long-term memory, and possess a wide range of interests.

A high score on this subtest suggests that the examinee has good long-term memory,
cultural interests, strong educational background, positive attitude toward school, good
verbal ability, and possibly intellectualization as his or her most frequently used defense
mechanism. Low scorers may show superficiality of interests, lack of intellectual cu-
riosity, cultural deprivation, or lack of familiarity with Western (primarily American)
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culture (however, note the availability of numerous foreign country adaptations). Fail-
ing initial easy items combined with success on more difficult ones (high intrasubtest
variability; see Level IV procedure) may suggest difficulties with retrieval, although
research substantiating this hypothesis has been equivocal (E. Kaplan et al., 1991; Mit-
tenberg et al., 1989; J. Ryan & Paul, 1999). High intrasubtest scatter may also suggest
the possibility of malingering or poor motivation.

Comprehension

* Demonstration of practical knowledge.*
e Social maturity.*
* Knowledge of conventional standards of behavior.*

» Ability to evaluate past experience; that is, proper selection, organization, and
emphasis of facts and relationships.*

* Abstract thinking and generalization (later items only).*
* Social judgment, common sense, or judgment in practical social situations.

e Grasp of social milieu; for example, information and knowledge of moral codes,
social rules, and regulations.

e Reality awareness, understanding, and alertness to the day-to-day world.

Comprehension has often been considered to reflect the extent to which an examinee ad-
heres to conventional standards, has benefited from past cultural opportunities, and has
a well-developed conscience. However, formal studies have generally not supported a re-
lationship between Comprehension and various measures of social intelligence (see
Beebe, Pfiffner, & McBurnett, 2000). Comprehension is also, at least in part, a test of in-
formation, which is supported by its high correlation (low- to mid-70s, depending on
age) with the Information and Vocabulary subtests. Comprehension involves an adaptive
response by the individual to a situation that requires him or her to select the most effi-
cient way of dealing with a specific problem. The examinee not only must possess rele-
vant information but also must appropriately use this information for decision making.
In this sense, the Comprehension subtest goes one step beyond the degree of complexity
and synthesis required for the Information subtest. Like Vocabulary and Information, it
measures general verbal ability—66% of its WAIS-III variance and 42% of its WISC-III
variance are attributed to the Verbal Comprehension factor. The examinee must not only
have the necessary information, but also apply it in a coherent, problem-oriented man-
ner. Thus, a Comprehension score significantly below the Information score suggests
that an examinee is not effectively using his or her knowledge.

In assessing an examinee’s responses, it can be important to distinguish between ac-
tually dealing with the material to develop an original response and merely repeating
overlearned concepts. For example, parroting answers to “forest,” “parole system,” or
the proverbs does not indicate full comprehension and may simply be based on past ex-
perience rather than on accurate problem solving, good judgment, or abstract reason-
ing. Thus, basic rule-of-thumb answers can significantly increase the total number of
correct responses. However, in the later items, a correct response requires higher-level
problem solving, and these items, therefore, can still be a good measure of general in-
telligence instead of merely rote memorization.
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Personality variables, especially those relating to judgment, are important areas to
consider in this subtest. In particular, poor levels of adjustment can lower scores on
Comprehension. Clinicians should note the pattern of responses, clichés, literalness,
and any circumscribed responses. In contrast, good judgment involves the ability to en-
gage in discriminative activity. Failure on the easy items indicates impaired judgment,
even though later, more difficult items are passed. It is important to note emotional im-
plications on this subtest because emotional responsiveness influences the way a per-
son evaluates environmental events. For example, individuals who are highly analytical
and use these analytical abilities to avoid emotions may have difficulty understanding
the social components of situations as presented in Comprehension.

High scorers show reality awareness, capacity for social compliance, good judgment,
and emotionally relevant use of information. Low scorers, especially if they have four
or more subscale points below Vocabulary, might have poor judgment, impulsiveness,
and hostility against their environment. Mentally disturbed persons often do poorly on
Comprehension, which may be the result of disturbed perceptions, idiosyncratic think-
ing, impulsiveness, or antisocial tendencies.

Letter-Number Sequencing (WAIS-III only)

* Auditory short-term memory.
* Sequencing ability.

¢ Concentration and attention.

A good performance on Letter-Number Sequencing suggests that the person has good
sequencing, attention, and concentration. It requires him or her to attend to a series of
letters and numbers that have been read to him or her, hold them in memory, manipulate
them into a new order, and repeat the new sequence. When combined with Arithmetic
and Digit Span, it forms the Working Memory Index, but it is not used to calculate any
of the IQs. Letter-Number Sequencing (along with Digit Span) is a subtest, which is
also included on the Wechlser Memory Scale-II1I.

Psychometrically, Letter-Number Sequencing is good to adequate. Test-retest relia-
bility has been found to range between .70 to .80, the SEM is 1.30, and it has a factor
loading of .62 with the Working Memory Index.

Performance Scales

The Performance scales reflect:

» The individual’s degree and quality of nonverbal contact with the environment.
» The ability to integrate perceptual stimuli with relevant motor responses.

» The capacity to work in concrete situations.

e The ability to work quickly.

The ability to evaluate visuo-spatial information.

The Performance subtests are generally less affected by educational background than
are the Verbal scales. If an individual does significantly (.05 level) better (9 points or
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more on the WAIS-III, 12 or more points on the WISC-III) on the Performance scales
than on the Verbal subtests (P > V), this may indicate a number of interpretive possibil-
ities, including superior perceptual organizational abilities, ability to work under time
pressure, a tendency toward low academic achievement, possible acting out (juvenile
delinquency), an individual who could be described as a doer rather than a thinker, a
person from a relatively low socioeconomic background, presence of a language deficit,
poorly developed auditory conceptual/processing skills, or that immediate problem
solving is better developed than problem solving based on accumulated knowledge.

A number of studies, primarily with the WAIS/WAIS-R have found that a higher
Performance than Verbal 1Q (P > V) is consistent with unilateral left hemisphere le-
sions (A. Kaufman & Lichtenberger, 2002). There is, however, a complex relation be-
tween a number of relevant variables and P > V for unilateral left lesion patients. One
issue is that the average Verbal IQ superiority of 4 points for unilateral left lesion pa-
tients across studies is not nearly as pronounced as the 9-point average for V > P with
right hemisphere lesions.

Because the P > V effect is not as strong as the V > P discrepancy found with uni-
lateral right hemisphere lesions, interpretations need to be quite tentative. In general,
P >V discrepancies are most likely to occur for adult male patients with low educa-
tional attainment who have lesions in the posterior (versus frontal) regions (see
A. Kaufman & Lichtenberger, 2002). These variables can be summarized as follows:

e Age. The P >V difference for left lesion adults is relatively small but has been
found not to occur for children. Therefore, inferences regarding lateralization
should be restricted to adults and adolescents.

* Gender. The laterality effect for P >V following unilateral left hemisphere le-
sions has been found to be greater for males (6 points) than for females (only 1
point; A. Kaufman & Lichtenberger, 2002; see also previous section on gender for
V > P following right hemisphere lesions).

* Education. Individuals having less than a high school education generally score 2 to
3 points higher on their Performance 1Q than Verbal 1Q. Clinically, this means that
persons with low educational attainment are more likely to have even greater P > V
following unilateral left hemisphere lesions than persons with more education.

* Type and Location of Lesion. Posterior left lesions are likely to show the expected
P >V difference. Frontal lesions, no matter what the cause, are not likely to
demonstrate any V > P differences. Left hemisphere strokes tend to produce the
clearest P>V effect and, to a lesser extent, left temporal lobe epilepsy. Left
hemisphere tumors, as well as the relative recency of the lesion (acute versus
chronic), have little effect on V > P discrepancies.

A further consideration related to P>V difference is that research with the
WAIS-R/WISC-III indicates that certain population groups are likely to score higher on
Performance subtests. In particular, children, adolescents, and adult Native Americans
and Hispanics (especially if bilingual) have Performance scores that can be an average of
nearly 15 points above their Verbal scores. As a result, Wechsler Intelligence scale inter-
pretation, especially if related to Verbal or Full Scale 1Qs, should be made with extreme
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caution (if at all). Instead, the Verbal and Performance 1Qs should be considered sepa-
rately. Additional correlates of P > V are autism, mental retardation, learning disabili-
ties, illiteracy, delinquency, conduct disorder or psychopathy, bilingual populations, and
individuals from occupations (especially blue-collar) emphasizing visual-spatial skills.
Possible explanations for these differences include the challenges involved in learning
two languages, the level to which the test instructions have been understood, attitudes
and experience working within time constraints, degree of cerebral lateralization, and
cultural or subcultural differences (i.e., extent that nonverbal communication is empha-
sized). Each of these correlates should be taken into account when making interpreta-
tions related to lateralization of brain lesions or any of the other possible interpretations
consistent with P > V discrepancies.

Picture Completion

e Visual alertness.*

* Visual recognition and identification (long-term visual memory).*

e Awareness of environmental detail; reality contact.

* Perception of the whole in relation to its parts; visual conceptual ability.
* Ability to differentiate essential details from nonessential details.

* Visual concentration combined with an ability to visually organize material.

The Picture Completion subtest is a measure of visual concentration and is a nonverbal
test of general information. It involves discovering consistency and inconsistency by
paying close attention to the environment and accessing remote memory. It is depen-
dent on, and also draws on, an individual’s experience with his or her culture. Thus, a
person who is unfamiliar with common features of American/Western society may
make errors because of a lack of experience rather than a lack of intelligence. A person
will also make errors if he or she is unable to detach himself or herself emotionally
from the material, thereby making accurate discriminations difficult. For example,
passive, dependent personalities might make errors because they notice the absence of
people controlling the actions in the pictures. Typical responses might be that “there’s
nobody holding the pitcher,” “there are no people rowing the boat,” or “there’s no flag-
pole.” Sometimes negative, inflexible, oppositional individuals state that there is noth-
ing missing in the pictures.

High scorers are able to recognize essential visual information, are alert, and
demonstrate good visual acuity. Low scores indicate poor concentration and inadequate
visual organization. Impulsiveness can often produce lowered performance because the
examinee may make a quick response without carefully analyzing the whole picture.

Digit Symbol-Coding/Coding
* Psychomotor speed.*
 Ability to follow directions.*
 Clerical speed and accuracy.*
* Visual short-term memory.*

Ability to follow directions.*
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» Paper-pencil skills.*

e Ability to learn an unfamiliar task; capacity for learning and responding to new
visual material.

* Some degree of flexibility; ability to shift mental set.
¢ Capacity for sustained effort, attention, concentration, and mental efficiency.
e Associative learning and ability to imitate newly learned visual material.

* Sequencing ability.

Visual-motor integration is implied by good performance on Digit Symbol-Coding.
However, the most important functions necessary for a high score are psychomotor
speed combined with good recall for the symbol-digit pairs. This test involves appro-
priately combining the newly learned memory of the digit with the symbol, as well as
adequate spatial-motor orientation, followed by executing the half-habituated activity
of drawing the symbol. The subtest also requires the ability to learn an unfamiliar task,
accuracy of eye-hand coordination, attentional skills, short-term memory, and the
ability to work under pressure. This is a delicate and complex interaction, which can
be disturbed because of difficulties with any of the preceding skills. In contrast to
Vocabulary, which is a highly stable subtest, Digit Symbol is extremely sensitive to the
effects of either organic or functional impairment. In particular, depressed patients
and patients with brain damage have a difficult time with this subtest. It is also the
subtest that is most influenced by age. For example, a raw score required to achieve a
subscale score of 10 for the 70- to 74-year-old group would obtain a subscale score of
only 6 when compared with the 20- to 34-year-old reference group.

Digit Symbol-Coding pairs with Symbol Search to form the Processing Speed
Index. Digit Symbol-Coding is a fair measure of g for the WAIS-III (35% of its vari-
ance) but only a poor measure of g for the WISC-III (20% of its variance). It has ample
subtest specificity for both the WAIS-III and WISC-III.

Because visual-motor coordination (particularly visual acuity and motor activity) is
implied, it is not surprising to find that those individuals with high reading and writing
experience are among the high scorers. Functions that are implicit in the task are rapid
visual, spatial, and motor coordination, as well as the executive action of drawing the
symbol. Because this task requires sustained attention and quick decision making, anx-
ious hesitancy, obsessiveness, deliberation, and perfectionism significantly lower scores.
This difficulty might be somewhat counteracted by informing persons who appear per-
fectionistic and reflective that they need only make their responses legibly but not
perfectly. Persons who are extremely competitive but also become highly anxious in
competitive situations may also be adversely affected. Not only can Digit Symbol-
Coding scores be lowered by anxiety, but also the psychomotor slowing found in depres-
sive states or the confused orientation of schizophrenics likewise produces a decrease in
performance. Thus, a rough index of the severity of a person’s depression can be as-
sessed by comparing the relative lowering of Digit Symbol-Coding with other more sta-
ble subtests. Of particular significance is that Digit Symbol-Coding is one of the most
sensitive subtests to the effects of any type of organic impairment (Lezak, 1995; Psy-
chological Corporation, 1997; Reitan & Wolfson, 1993), and it tends to be one of the
lower scores found in learning-disabled individuals (Bannatyne, 1974; Groth-Marnat,
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2002; A. Kaufman, 1994). Even with minimal brain damage, Digit Symbol-Coding is
still likely to be the lowest subtest overall (Lezak, 1995; Reitan & Wolfson, 1993). In
addition, patients with rapidly growing tumors are more likely to have lower scores than
those with slow-growing tumors (Reitan & Wolfson, 1993).

Because Digit Symbol-Coding requires such a diverse range of abilities, high or
low scores can potentially indicate a wide number of possibilities. This means that
clinicians need to work particularly hard to extract the significance of scores by
integrating scores with other relevant measures, behavioral observations, and med-
ical/personal history. The WAIS-III has included two optional procedures to help par-
cel out whether an examinee’s score was attributable primarily to visual memory,
graphomotor speed, or a combination of both. The first procedure, Incidental Learn-
ing, assesses how intact visual memory is by first requesting patients to recall as many
of the digit-symbol pairs as possible and, second, to simply recall as many symbols as
possible (without the associated numbers). These two related tasks are untimed. In
contrast, Digit Symbol-Copy assesses graphomotor speed by presenting the examinee
with a series of symbols and then requests that he or she write down as many of the
symbols as possible in boxes directly under the symbol. The examinee is given 90 sec-
onds to write down as many of the symbols as possible. Various combinations of high
and low scores can help to understand the underlying processes involved with Digit
Symbol-Coding. For example, if a client did poorly on Digit Symbol-Coding and Inci-
dental Learning was high (e.g., good visual memory) but Digit Symbol-Copy was low
(e.g., slowed graphomotor speed), it suggests the reason for the poor performance was
slow graphomotor speed.

High scorers potentially have excellent visual-motor ability, mental efficiency, capac-
ity for rote learning of new material, and quick psychomotor reactions. Lower scorers
may have reduced capacity for visual associative learning, impaired visual-motor func-
tioning, and poor mental alertness.

Block Design

* Analysis of whole into component parts.*

 Spatial visualization.*

» Nonverbal concept formation.

* Visual-motor coordination and perceptual organization.
 Capacity for sustained effort; concentration.

* Visual-motor-spatial coordination; manipulative and perceptual speed.

The Block Design subtest involves nonverbal problem-solving skills because it empha-
sizes analyzing a problem into its component parts and then reintegrating these parts
into a cohesive whole. The examinee must apply logic and reasoning in a manner that
will solve spatial relationship problems. As a test of nonverbal concept formation,
Block Design demands skills in perceptual organization, spatial visualization, and ab-
stract conceptualization. The Block Design subtest is sturdy and reliable, correlating
highly with general intelligence, and is not likely to be lowered except by the effects
of depression or organic impairment. Also it has been found to relate to everyday



Wechsler Subtests 173

measures of spatial abilities (Groth-Marnat & Teal, 2000). To perform well, examinees
must be able to demonstrate a degree of abstraction that is free from literal concrete-
ness. They must also make a distinction between part and whole by demonstrating both
analytic and synthetic skills. This test involves an ability to shift the frame of refer-
ence while maintaining a high degree of flexibility. The examinee must also be able to
inhibit his or her impulsive tendencies and to persist in a designated task.

An important feature of Block Design is that it enables an examiner to actually ob-
serve the examinee’s response. Some subjects are easily discouraged and give up,
while others insist on completing the task even if they have to work beyond the time
limit. In approaching the task, one subject might impulsively place the blocks together
in a nonrandom sequence, whereas another subject might demonstrate a meticulous se-
quential style, thereby revealing preferences for either a holistic simultaneous or a
more sequential problem-solving style. Additional observations can reveal factors such
as hand preference, motor coordination, speed of information processing, frustration
tolerance, and ability to benefit from feedback. A highly reflective or compulsive style
can lower scores because of the resulting extended time for completing the task. Plac-
ing blocks outside the 2 X 2 or 3 X 3 configuration is a further behavioral observation
that reflects poor visuos-patial skills (J. H. Kramer, Kaplan, & Huckeba, 1999). Thus,
potentially valuable information can be obtained by observing and recording differ-
ences in solving the Block Design tasks.

Block Design is also a nonverbal, relatively culture-free test of intelligence. It is re-
liable in that it correlates highly with general intelligence (approximately 52% of its
variance may be attributed to g), but it has a relatively low correlation with education.
Thus, the Block Design subtest is only minimally biased by an examinee’s cultural or
educational background. Block Design scores can, therefore, be an important tool in
assessing the intellectual potential of persons from divergent cultural and intellectual
backgrounds.

Block Design is an excellent indicator of right hemisphere brain damage and is es-
pecially sensitive to right parietal lesions (Lezak, 1995; Reitan & Wolfson, 1992,
1993). Right lesion patients tend to make errors because they might distort the designs,
misperceive aspects of them, or become disoriented when attempting to complete
them. In contrast, left lesion patients, particularly if the lesion is in the parietal lobe,
are not nearly as likely to have a poor Block Design score. However, when they do, it is
likely to be expressed in design simplification, confusion, and a concrete approach to
reproducing the design (Lezak, 1995). Inattention (neglect) can be reflected by the ex-
aminee’s failing to complete the right or left portion of the design. For example, only
six or seven of the blocks might be used when attempting to complete a nine-block de-
sign (Lezak, 1995). Block Design is typically one of the lowest subtest in Alzheimer’s
patients. It is sensitive to the early phases of the disease and thus can be useful in dif-
ferentiating between Alzheimer’s and pseudodementing conditions such as depression
(Fuld, 1984; La Rue & Jarvik, 1987).

High scorers show a good capacity for visual-spatial perception, visual-motor
speed, a good ability to concentrate, and excellent nonverbal concept formation. Low
scores suggest poor perceptual abilities, difficulties with visual integration, and prob-
lems in maintaining a sustained effort.
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Matrix Reasoning (WAIS-III only)

* Visual-spatial reasoning.

* Abstract reasoning.

* Visual organization.

» Simultaneous processing of visual-spatial information.

* Analysis of wholes into component parts.

High scores on Matrix Reasoning suggest good visual information processing and non-
verbal abstract reasoning skills. It is combined with Picture Completion and Block De-
sign to form the Perceptual Organization Index. Matrix Reasoning is untimed and is,
therefore, useful for persons from older age groups who might do poorly on some of
the other timed tests. It also does not penalize those who have a reflective, cautious
problem-solving style. Matrix Reasoning is relatively culture free and requires only a
minimal amount of visual motor-coordination because the subject merely points to the
correct response. Conceptually, Matrix Reasoning is similar to the Halstead Reitan
Category Test and Raven’s Progressive Matrices. However, future studies will need to
determine the nature and degree of correspondence between these measures.

One of the rationales for Matrix Reasoning was to develop a visual-spatial subtest
with good psychometric properties that could replace the psychometrically poor Object
Assembly subtest. In many ways, this has been realized as Matrix Reasoning has been
found to have test-retest stabilities ranging from .75 to .81, SEM of .97, a correlation
with the Full Scale IQ of .75, and a factor loading of .61 on the Perceptual Organiza-
tion Index. It is one of the best performance subtest measures of g (52% of its variance
can be attributed to g). In contrast, Object Assembly has poorer psychometric proper-
ties with particular concerns related to its lack of stability (SEM = 1.66). As a result,
Object Assembly is now an optional WAIS-III subtest.

High scores might indicate good nonverbal abstract reasoning abilities, a preference
for simultaneous processing of information, and excellent visual information process-
ing. Low scores might suggest low visual concept formation, poor or, at least, rigid vi-
sual reasoning, or poor concentration. Negativism might be indicated if the examinee
seems unmotivated and replies with wording such as “none of them match.”

Picture Arrangement

* Planning ability (comprehending and sizing up a total situation).*

* Anticipation of consequences.*

* Temporal sequencing and time concepts.*

e Accurately understanding nonverbal interpersonal situations.

» Ability to comprehend a total situation and evaluate its implications.
* Visual organization and perception of essential visual cues.

» Speed of associating and planning information.

The Picture Arrangement subtest is primarily a test of the ability to plan, interpret, and
accurately anticipate social events in a given cultural context. Thus, an individual’s
cultural background can affect his or her performance on the test; normal subjects
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with poor or different cultural backgrounds often do poorly. This means that scores de-
rived from such persons should be treated with caution. Wechsler (1958) stated that
the test requires an examinee to use general intelligence in nonverbal social situations.
In fact, each of the items requires a person to respond to some practical interpersonal
interaction. Solving the correct sequence also requires at least some sense of humor.
However, interpretive caution should be exercised because most research has not sup-
ported relationships between Picture Arrangement and measures of social intelligence
(Beebe et al., 2000; Lipsitz et al., 1993). Both Picture Arrangement and Block Design
are measures of nonverbal intelligence. However, Picture Arrangement is far more de-
pendent on cultural variables than is Block Design. Picture Arrangement also requires
the person to grasp or “size up” the complete situation before proceeding to a correct
response. In contrast, persons can achieve good scores on Block Design by approach-
ing the task in small segments and then contrasting their performance on each segment
with the whole design.

Picture Arrangement is somewhat sensitive to the effects of brain damage, espe-
cially for those injuries that disrupt nonverbal social skills (Golden, 1979; Lezak,
1995). An unusually low Picture Arrangement score in a protocol in which there is lit-
tle difference between Verbal and Performance 1Qs implies an organic impairment
consistent with a static lesion to the right anterior temporal lobe (Reitan, 1974a; Rei-
tan & Wolfson, 1993). More generalized right hemisphere lesions are likely to lower
not only scores on Picture Arrangement, but also performance on Block Design and
Object Assembly (Russell, 1979). There is also some evidence that patients with
frontal lobe impairment do poorly on Picture Arrangement because of their tendency
to respond impulsively and without considering the entire problem (Walsh, 1994).

Two approaches can be followed to obtain additional qualitative information from
Picture Arrangement. The first is to observe and record how the person attempts to
solve the problem. Does the client carefully consider the overall problem or rather im-
pulsively begin altering the cards? Is the client easily discouraged or does he or she
demonstrate a high degree of persistence? After the entire subtest has been completed,
an examiner may also want to obtain a subject’s description of the stories related to the
pictures. This might be initiated by simply asking the examinee to “Tell me what is
happening in the pictures” or “Make up a story about the cards.” The following ques-
tions are especially important: Are the stories logical, fanciful, or bizarre? Are they
original or rather stereotyped and conventional? Do examinees reveal any emotional
attitudes relating either to themselves or to their interpersonal relationships? Were er-
rors the result of incorrectly perceiving specific details or rather of neglect in even
considering certain details? Did the examinee consider all the different relationships in
the pictures or were important aspects omitted?

The previous information on Picture Arrangement applies primarily to the WAIS-III
rather than the WISC-III because a substantial amount of extra credit for speed was
given for the WISC-III revision of Picture Arrangement. It relates quite closely to
the Processing Speed factor (along with Coding and Symbol Search; Hishinuma &
Yamakawa, 1993; Wechsler, 1991). The practical implication is that WISC-III inter-
pretation of Picture Arrangement scores should emphasize the speed component above
or, at least in the context of, Picture Arrangement’s other aspects (e.g., understanding
nonverbal interpersonal situations).
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Persons who score high on Picture Arrangement are usually sophisticated, have a high
level of social intelligence, and demonstrate an ability to quickly anticipate the conse-
quences of initial acts. Low scorers may have a paucity of ideas, difficulty planning
ahead, slow processing of information, a poor sense of humor, difficulty in interpersonal
relationships, and poor rapport.

Symbol Search

* Speed of visual search.*

» Speed of processing information.

e Planning.

* Encoding information in preparation for further processing.
* Visual-motor coordination.

e Learning ability.

Symbol Search was designed to be as pure a test as possible of information-processing
speed. It pairs nicely with Digit Symbol-Coding because, conceptually, they assess sim-
ilar areas, as is more formally indicated by relatively high correlations (WAIS-III, .65;
WISC-III, .53) between the two subtests. Together, they form the Processing Speed fac-
tor. Symbol Search is psychometrically a relatively good subtest. Test-retest over a 2- to
12-week interval was .79 for the WAIS-III and .76 for the WISC-IIIL. It correlates rela-
tively highly with both Full Scale (WAIS-III, .66; WISC-III, .56) and Performance
(WAIS-III, .69; WISC-III, .58) 1Qs.

High scores suggest that the individual can rapidly absorb information as well as
integrate and respond to this information. In addition, it suggests good levels of
visual-motor coordination, short-term visual memory, planning, general learning,
and a high level of attention and concentration. Low scores suggest slow mental
processes; visual-perceptual difficulties; possibly poor motivation and/or anxiety;
difficulties with short-term visual memory; and a reflective, perfectionistic, or ob-
sessive problem-solving style.

Object Assembly
* Ability to benefit from sensory-motor feedback.*
* Anticipation of relationships among parts.*
e Visual-motor organization.
e Simultaneous (holistic) processing.

» Synthesis; putting things together in a familiar configuration.

Ability to differentiate familiar configurations.

* Manipulative and perceptual speed in perceiving the manner in which unknown
objects relate to each other.

Object Assembly is a test of motor coordination and control, as are Digit Symbol-
Coding and Block Design. It measures the ability to differentiate familiar configura-
tions, and it also involves some anticipation and planning. However, scores are subject to
a high degree of fluctuation, primarily because of the potential for accidentally fitting
together parts. A related area that may create some confusion is that persons who are in
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the lower ranges of intelligence (60 to 75) sometimes do quite well, whereas persons
with above-average IQs can do quite poorly. The preceding difficulties have resulted in
only moderate test-retest reliabilities (WAIS-III, .76; WISC-III, .64 to .71). In addition,
Object Assembly is only a moderate measure of general intelligence (WAIS-III, 38%,
and WISC-III, 44% of its variance may be attributed to g) and is not highly correlated
with Full Scale IQ scores (WAIS-III, .59; WISC-III, .58). Furthermore, its correlation
with other subtests is generally low. This is why it became an optional subtest for the
WAIS-III. Because it is psychometrically one of the poorest subtests, scores should be
treated with caution. In addition, it generally lacks a sufficient amount of subtest speci-
ficity for adequate interpretation of the test’s underlying abilities.

Despite these difficulties, an advantage of Object Assembly is that, as with Block
Design and Picture Arrangement, an examiner can directly observe a person’s problem-
solving style and reactions to success or failure. The test presents an “open” situation,
and those who can work freely in this context usually do well. However, those with rigid
visual organizations stick with one clue without allowing themselves to change their
frame of reference. This inflexibility is often seen with people who are obsessive-
compulsive. On the other hand, a flexible visual organization permits a rapid integration
of new clues and an adaptation of these clues toward completing the task. The same ob-
servations relevant for Block Design are appropriate for Object Assembly. These include
persistence, concentration, hand preference, frustration tolerance, speed of processing
information, reflectivity, impulsiveness, ability to benefit from feedback, and prefer-
ence for a simultaneous versus a sequential problem-solving style. In particular, an
overly cautious, reflective, and/or obsessive approach is likely to lower performances
because of the loss of bonus points resulting from their slow completion of the task.

Persons scoring high on Object Assembly show good perceptual-motor coordina-
tion, have superior visual organization, and can maintain a flexible mental outlook.
Low scorers show visual-motor disorganization, concreteness, and difficulties with
visual concept formation. Like Block Design, Object Assembly is sensitive to right,
especially right posterior, lesions (Lezak, 1995; Reitan & Wolfson, 1993). However,
given the test’s inadequate test specificity and low reliabilities, these interpretations
should be somewhat more tentative than for other subtests.

Mazes (WISC-III only)
* Planning ability or foresight.

* Perceptual organization.
* Visual-motor coordination and speed.

* Nonverbal reasoning.

The Mazes subtest is an optional portion of the WISC-III and is not extensively used.
Its correlation with the Full Scale IQ is unimpressive (.31), and it is also a poor measure
of g (9% of its variance may be attributed to g). Despite these significant limitations,
Mazes can at times provide an additional useful test, particularly with nonverbally ori-
ented children or when a further assessment of planning, sequencing, and perceptual
organization is required. Its main advantage is that it is a relatively pure measure of per-
ceptual planning ability.
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Individuals with high scores may have an efficient ability to plan ahead and maintain
a flexible mental orientation, which further suggests an excellent ability to delay impul-
sive action (Ireland-Galman, Padilla, & Michael, 1980). Low scores reflect impulsivity
and poor visual-motor coordination. Often, unusually low scores may suggest poor real-
ity orientation or organic cerebral impairment, particularly to the frontal areas (Waugh
& Bush, 1971).

ASSESSING BRAIN DAMAGE

General Principles

The WAIS-IIT and WISC-III measure many abilities that are likely to be lowered by
brain damage. These include memory, learning, perceptual organization, problem
solving, and abstract reasoning. As a result, the Wechsler intelligence scales are
typically a core feature of any neuropsychological battery (Groth-Marnat, 2000b;
Sullivan & Bowden, 1997). At one time, it was hoped that the Wechsler intelligence
scales, along with other more specialized psychological tests, could be used in the ac-
tual diagnosis of brain damage. Despite some noteworthy success in this area, it is
currently more typical for psychological tests to be used in the assessment of the ef-
fects a known lesion is likely to have on a person’s cognitive and adaptive function-
ing. This further highlights the point that the Wechsler intelligence scales, along with
other specific tests of neurocognitive ability, are not tests specifically sensitive to
brain damage. Rather, they are tests that can reflect the effects of brain damage as
well as a variety of other conditions.

During the earlier development of the WAIS and WISC, Wechsler (1958) hoped that
brain damage could be discriminated based on relative lowerings in subtests that were
most sensitive to neurological impairment. He referred to these brain-sensitive tests as
no-hold tests (Digit Span, Digit Symbol, Similarities, Block Design) and contrasted
them with hold tests, which were believed to be far more resistant to impairment (Infor-
mation, Object Assembly, Picture Completion, Vocabulary). Although the distinction
between hold and no-hold tests has some truth, the use of such a distinction in diagnosing
brain damage has been found to result in too many misclassifications. Vogt and Heaton
(1977) summarized the reasons for this lack of success by pointing out:

* There is no single pattern of brain damage, so it would be expected that highly
variable test responses would occur.

e The hold/no-hold distinction does not account for other significant factors, such
as the age when the brain damage occurred, environmental variables, education,
location of the lesion, and whether the lesion is recent versus chronic.

e Many important abilities related to brain damage still are not measured by the
Wechsler intelligence scales.

More recent work supports the theory that there is no specific brain damage profile
(Aram & Ekelman, 1986; R. A. Bornstein, 1983; Groth-Marnat et al., 2000; Lezak,
1995; J. Todd, Coolidge, & Satz, 1977). Some persons with brain damage produce low
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1Qs, whereas for others, IQs are still high. Sometimes, there is a high level of subtest
scatter, and, at other times, the scores on the subtests are quite even. Some persons
with brain damage produce a high Verbal-Performance split and others do not. This is
further complicated because a Verbal-Performance split is more likely to occur for
males than for females (R. A. Bornstein & Matarazzo, 1982; A. Kaufman & Lichten-
berger, 2002; Lezak, 1995) and for adults but not for children (A. Kaufman, 1994;
A. Kaufman & Lichtenberger, 2002; Lezak, 1995). Brain damage may cause a gen-
eral lowering on all or most subtests and, at other times, there may be a lowering of
only specific subtests. The most general indicator for the detection of brain damage
is whether a person’s scores (either general or specific) are lower than expected
given his or her socioeconomic status, age, education, occupation, and other relevant
areas of his or her history.

One of the older conventional wisdoms about brain damage is that left hemisphere
involvement is more likely to lower the Verbal Scales, whereas right hemisphere in-
volvement results in relatively lower scores on the Performance Scales (see previous
discussions under Verbal/Performance 1Qs, Verbal Scales, and Performance Scales).
Reviews of this hypothesis have shown that sometimes this laterality effect has oc-
curred and, at other times, it has not (Aram & Ekelman, 1986; R. A. Bornstein, 1983;
A. Kaufman & Lichtenberger, 2002; Larrabee, 1986; Lezak, 1995). On average, right
hemisphere lesions produce a V > P discrepancy of 9 points, whereas left hemisphere
lesions produce a less marked P >V difference of 4 points (see review by A. Kaufman
& Lichtenberger, 2002). Probably the safest approach is that a Verbal-Performance
split is not diagnostic of either brain damage in general or, more specifically, damage
to one or the other hemisphere. However, a Verbal-Performance split (especially if 15
points or greater) can at times be consistent with this hypothesis. This is especially
true if the Verbal-Performance difference is 25 points or greater. More specifically, a
lowered Verbal Scale (15 points or greater) suggests the possibility of language impair-
ment. Noteworthy subtests within the Verbal Scales are Arithmetic, Digit Span, and
Letter-Number Sequencing (WAIS-III) that, if lowered, suggest difficulties with at-
tending and concentrating. A Performance Scale that is 15 or more points lower than
the Verbal Scale suggests impaired perceptual organization abilities. Appropriate cau-
tion should be taken to avoid the risk of overinterpreting a person’s results and to use
further means of investigation, including knowledge of health status, medical history,
and additional specialized psychological tests.

Another frequent belief is that brain damage is more likely to lower Performance
than Verbal tests. Some good reasons can be given to suggest this may be true. The Per-
formance subtests are timed and, because many persons with brain damage tire easily
and have difficulties with concentration and attention, they would be expected to have
a particularly difficult time with these tests. Support for this has been found because
the Processing Speed Index (Digit Symbol-Coding and Symbol Search) has been
lowered with several types of cognitive impairment (D. Fisher, Ledbetter, Cohen,
Marmor, & Tulsky, 2000; K. Hawkins, 1998; Psychological Corporation, 1997). From
a theoretical perspective, fluid intelligence is tied more to an intact brain structure
and also is assessed more clearly by the ongoing problem-solving tasks presented in the
Performance subtests. Thus, a destruction of brain tissue would be more likely to lower
fluid intelligence, which would be reflected in lowered Performance subtest scores.
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This hypothesis can be further assessed by calculating Horn’s WAIS-III or WISC-III
subtest groupings for fluid intelligence (see “WAIS-ITI/WISC-III Successive Level In-
terpretation Procedure” section, Level 11, Step c). Although there is some basis for ac-
cepting the preceding assumptions, there are also many exceptions. Russell (1979) and
Zilmer, Waechtler, Harris, Khan, and Fowler (1992) found that left hemisphere damage
caused a lowering in both WAIS/WAIS-R Performance and Verbal subtests, whereas
right hemisphere and diffuse damage resulted in the expected lowering, primarily in
Performance subtests.

A. Kaufman and Lichtenberger (2002) suggest that an important reason for this rel-
atively small V > P effect for unilateral left lesion patients is that different hemi-
spheres do not so much process different types of information (verbal content versus
visual-spatial content), but more that the left hemisphere processes information se-
quentially whereas the right hemisphere processes information simultaneously (see
Springer & Deutsch, 1998). This is supported by the observation that adult left-lesion
patients do worst on Arithmetic, Digit Span, and Digit Symbol-Coding, all of which re-
quire sequencing (and comprise the WAIS-ITI/WISC-III Working Memory/Freedom
from Distractibility factor). The WAIS-R difference between unilateral left lesion pa-
tients’ average subtest scores on Perceptual Organization (8.7) and Freedom from Dis-
tractibility (6.8) is nearly 2 subscale points. Thus, it might be more useful to assess the
relative extent of lowering on unilateral left lesion patients’ Freedom from Dis-
tractibility than to merely assess the extent of their P > V difference. Future research
on the WAIS-III’s Working Memory Index (Arithmetic, Digit Span, Letter-Number
Sequencing) would also be likely to support these findings.

Many of the inferences related to brain damage depend on profile analysis. Useful
material relevant to brain damage can be found in the discussion of Levels II through V
under the “Interpretation Procedure” section in this chapter and in the relevant discus-
sions for each subtest in the “Wechsler Subtests” section of this chapter. Much of this
interpretation depends on hypothesis testing in which the practitioner integrates knowl-
edge about the person, brain function, Wechsler subtests, and past clinical experience.
Often, no clear, empirically based guidelines exist. Accuracy of any inferences are
based partially on whether they make neuropsychological sense. However, one gener-
ally accepted principle is that intersubtest scatter is most likely to occur with focal le-
sions of recent origin (A. Kaufman & Lichtenberger, 2002). In contrast, general
lowering of all abilities (low subtest scatter) is more likely with either chronic lesions
or with diffuse degenerating diseases (e.g., exposure to neurotoxins; Groth-Marnat,
1993; L. Miller, 1993).

One useful strategy developed by Kaplan and her colleagues is to work toward parcel-
ing out the underlying processes responsible for scores on the Wechsler intelligence
scales (Milberg et al., 1996). Alternative administration guidelines, error categories,
useful tables, and interpretive procedures have been developed for both the WAIS-R
(E. Kaplan et al., 1991; with plans for the WAIS-III) and WISC-III (E. Kaplan et al.,
1999). For example, a clinician might be interested to know if a client’s poor perfor-
mance on Information or Vocabulary resulted from lack of knowledge or problems with
retrieval. This might be determined by presenting him or her with multiple-choice for-
mats that assist (recognition of correct answers) them with the retrieval process. If a
client does significantly better on the multiple-choice format than the standard format,
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it suggests that the lowering was caused by retrieval difficulties. The new WAIS-III
Digit Symbol-Coding optional procedures (Incidental Learning and Digit Symbol-Copy)
were originally derived from Kaplan et al.”s (1991) WAIS-R as a Neuropsychological In-
strument (WAIS-R NI) and, as discussed previously, can assist in determining if a poor
performance resulted more from poor memory or graphomotor (psychomotor) slowing.
Another strategy built in to the process approach is to carefully investigate various error
categories (Groth-Marnat et al., 2000; E. Kaplan et al., 1991, 1999). For example, visual
neglect might be indicated by not noticing details on the left (usually) side of pictures on
Picture Completion or making errors on the left side of the designs for Block Design.

When the preceding strategies, principles, and cautions are taken into account, cli-
nicians can generate and test useful hypotheses developed from different patterns of
subtest scores. The following list summarizes some of the most frequently supported
hypotheses about specific subtests or patterns of subtests:

» Digit Symbol-Coding is the most brain-sensitive Wechsler subtest and can be low-
ered by lesions in any location. A lowering implies difficulties with speed of in-
formation processing and/or learning, sequencing, rote learning, concentration
(especially with lowerings in Digit Span and Arithmetic), visual-motor abilities,
and speed of processing or learning (Lezak, 1995; Reitan & Wolfson, 1992). The
WAIS-III combination of Digit Symbol-Coding and Symbol Search (Processing
Speed Index) has been found to be the most frequently lowered group of subtests
among a wide variety of brain-impaired populations (K. Hawkins, 1998; Psycho-
logical Corporation, 1997).

* Block Design is also brain sensitive, especially to either left or right parietal
lesions (Golden, 1979; Lezak, 1995; McFie, 1960, 1969). A lowering implies
visual-spatial problems (especially combined with a lowering in Object Assem-
bly) and possible difficulty in constructing objects (constructional apraxia: note
quality of drawings; J. H. Kramer et al., 1999; Zilmer, Bell, Fowler, Newman, &
Stutts, 1991).

e Picture Arrangement lowering is consistent with right anterior temporal and possi-
bly right frontal lesions (Reitan, 1974b; Reitan & Wolfson, 1993; Russell, 1979). In
some cases, Picture Arrangement might also be lowered by left hemisphere lesions
if there is a resulting impairment in following directions and/or conceptual skills.

* Both Digit Span and Arithmetic are frequently lowered in brain-damaged popula-
tions, particularly with left hemisphere lesions (A. Kaufman & Lichtenberger,
2002; Lezak, 1995; McFie, 1960, 1969). Lowering suggests poor concentration
and attention and, if Digits Backward is significantly lower than Digits Forward
(generally 5 or more digits), a significantly reduced level of mental flexibility
and/or difficulty forming and maintaining a visual image of the digits. It may also
suggest difficulties in a person’s executive functions related to selecting a key
stimulus, attending to it, and maintaining the information in short-term storage,
while simultaneously performing other mental tasks (Wielkiewicz, 1990).

* Processing Speed (composed of Symbol Search and Digit Symbol-Coding) is the
subtest that is most sensitive to the impact of most forms of cognitive impairment
(D. Fisher et al., 2000; K. Hawkins, 1998; Psychological Corporation, 1997.)
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* Vocabulary, Information, and Picture Completion have often been used as a rough
estimate of a person’s premorbid level of functioning because they are relatively
unaffected by lesions. An important exception is that children who are brain dam-
aged often score lowest on the Vocabulary subtest (Boll, 1974; Reitan, 1974b; Re-
itan & Wolfson, 1992). In addition, Information and Vocabulary are generally
lowered (especially relative to Similarities) in patients with left temporal damage,
suggesting difficulties with word comprehension, retrieval, and language expres-
sion (Dobbins & Russell, 1990). Another hold test, Picture Completion, while usu-
ally resistant to brain damage, might be lowered because of difficulties involving
vision, especially visual agnosia (difficulty recognizing objects; E. Kaplan et al.,
1991, 1999). Thus, always considering Vocabulary, Information, and Picture Com-
pletion as indicators of premorbid functioning can potentially result in incorrect
inferences and should be interpreted in relation to what is known about brain-
behavior relationships.

e The Similarities subtest, especially in relation to Information and Vocabulary, is
most likely to be lowered with left frontal lesions and suggests difficulty with
verbal reasoning and verbal concept formation (Dobbins & Russell, 1990).

* Qualitative responses, particularly related to error categories (even when the sub-
tests are not lowered), can provide useful information related to brain damage. Some
responses might suggest poor judgment and impulsivity, whereas others might indi-
cate concrete thinking in which the person is bound by the stimulus value of the item
(e.g., winter defined as “wet, cold” rather than the more abstract reference to a sea-
son; or the clang response that “ponder” means “to pound”). Other persons might
report they once knew the answer but have forgotten, which can be assessed through
WAIS-R NI/WISC-III PI multiple-choice options. Diffuse brain damage (but not
focal) might also be consistent with a high degree of intratest scatter in which the
client misses easy items but correctly answers later, more difficult ones (Mittenberg
et al.,, 1989). This suggests retrieval failure and/or the random loss of previously
stored information. This intrasubtest scatter is most likely to occur on Vocabulary,
Comprehension, Information, Similarities, and Picture Completion.

Estimating Premorbid 1Q

Neuropsychologists are frequently confronted with the need to estimate a client’s pre-
morbid level of functioning. In an ideal situation, previous IQ results derived before
the injury could be obtained and compared with his or her current level of functioning.
Even in this situation, clinicians should be aware that a decline in overall performance
should not be inferred unless there is a significantly lower current IQ than had been ob-
tained from a premorbid IQ assessment. A discrepancy of 12 or more WAIS-R Full
Scale IQ points would result in an 80% accurate detection of adults (WAIS-IIT) who
had actually suffered a cognitive decline (Graves, Carswell, & Snow, 1999). It should
also be stressed that there still might be quite specific areas of decline that are not sen-
sitive to the global measure of IQ scores.

In most cases, premorbid IQ results are not available; therefore, clinicians must rely
on other strategies to infer premorbid ability. These strategies include historical
achievement-based records, current measures of ability that are not sensitive to decline
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(“hold” measures), demographic-based regression equations, or a combination of
these. Useful historical records might include grade point average, SAT scores, work
achievement records, achievement tests, or peer ratings. The age of the person, as well
as relevant aspects of the injury (i.e., size and location of the lesion, recency of injury),
might also be important to consider.

A further strategy for estimating premorbid ability is to note performances on Wech-
sler subtests that are considered most resistant to neurological impairment (Information,
Picture Completion, and especially Vocabulary). As discussed previously, these subtests
have often been considered to reflect the person’s past level of functioning and are,
therefore, referred to as hold subtests. Administering an achievement test such as the
Wide Range Achievement Test (WRAT-III) or Wechsler Individual Achievement Test
(WIAT) might also accomplish a similar purpose. One difficulty is that for many clients,
especially those who are well educated, this method is likely to overestimate premorbid
1Q. In contrast, it would be likely to underestimate premorbid IQ for subgroups whose
premorbid Performance Scales are typically greater than Verbal Scales (i.e., Native
Americans, Hispanics, bilinguals, persons with low educational attainment, blue-collar
workers).

A related technique is to consider the person’s two or three highest subtests (regard-
less of whether the subtests are brain-sensitive or non-brain-sensitive) and then use
these to estimate the person’s premorbid level of functioning. Despite its occasional
usefulness, this procedure is likely to result in a high number of misclassifications be-
cause it does not consider crucial factors such as the person’s age, educational level, or
location of the lesion (Matarazzo & Prifitera, 1989).

A variation of this hold procedure is to use a reading test such as the National Adult
Reading Test (NART; H. Nelson & Williams, 1991) or Wechsler Test of Adult Reading
(WTAR; Wechsler, 2001). The NART and WTAR were designed by selecting 50 irreg-
ularly spelled words (i.e., yacht, naive) that are unlikely to be pronounced correctly un-
less the client has previous knowledge of the words. This relatively pure recognition
task places minimal demands on problem-solving abilities. A NART-estimated WAIS-R
Full Scale IQ 20 points higher than a person’s obtained IQ suggests intellectual decline
(80% accuracy for those with actual decline; Graves et al., 1999). However, this as-
sumes that the injury would not have affected the person’s reading ability. The WTAR
has the advantage that it has been co-normed with the WAIS-III and WMS-III. Despite
their usefulness, the previous caveats related to demographics (ethnicity, education)
would also be relevant for reading tests such as the NART/NART-R and WTAR.

Other efforts to determine premorbid IQ have used regression equations based on
demographic variables (education, occupation, etc.). One of the most extensively re-
searched is the Barona Index (Barona, Reynolds, & Chastain, 1984). To correctly clas-
sify (80% accuracy) clients with true cognitive decline, a discrepancy of 25 IQ points
would be required (Graves et al., 1999). Unfortunately, this discrepancy is sufficiently
large such that other more straightforward procedures (i.e., previous work perfor-
mance, grade point average, medical records) would be likely to be more accurate. In
addition, the index is likely to be inaccurate for persons with either extremely high
(above 120) or extremely low (below 69) IQs (Barona et al., 1984; Graves et al., 1999;
Veiel & Kooperman, 2001), and the formulas are likely to overestimate most premorbid
1Q levels (Eppinger, Craig, Adams, & Parsons, 1987).
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A final strategy is to combine various measures such as the NART and demograph-
ics or performance on specific subtests with demographics. Such procedures have gen-
erally resulted in slight incremental increases beyond the NART or demographics
alone (Grave et al., 1999; Vanderploeg, Schinka, & Axelrod, 1996). Vanderploeg et al.
found that the best predictor of WAIS-R Full Scale IQ could be made by calculating the
following three regression equations and using the one that resulted in the highest 1Q
estimate (BEST 3 approach):

WAIS-R FSIQ = 3.55 (Information) + 1.00 (SES) + 58.70
WAIS-R FSIQ = 3.78 (Vocabulary) + 0.70 (SES) + 59.09
WAIS-R FSIQ = 2.94 (Picture Completion) + 2.13 (SES) + 1.62 (Age) + 49.41

These calculations can be made by inserting the following variable codes:

Age: 16-17 years = 1; 18—-19 = 2; 20-24 = 3; 25-34 = 4; 35-44 = 5; 45-54 = 6;
55-64 =7;65-69=8;70-74 =9

Education: 0-7 years=1;8=2;9-11=3;12=4; 13-15=5;16+=6

Occupation: Unemployed = 1; farm laborers, farm foreman, and laborers
(unskilled) = 2; operatives, service workers, farmers, and farm managers
(semiskilled) = 3; craftsmen and foremen (skilled workers) = 4; managers, offi-
cials, proprietors, clerical, and sales workers = 5; professional and technical = 6

SES: Sum of education code and occupation code (If unemployed,
SES =2 x Education)

The correlation with the actual Full Scale IQ is .84, and the standard error of esti-
mate was 9.10 using the equation with Information, 8.64 for Vocabulary, and 9.57 for
Picture Completion. To infer overall cognitive decline, discrepancies of 18 points or
more should be documented. This is clearly superior to the estimated 25-point discrep-
ancy required for the Barona index. However, these formulas were calculated using the
WAIS-R. Because WAIS-III Full Scale IQ scores are, on average, 3 points higher than
scores derived from the WAIS-R (and, therefore, estimated by these equations), an ad-
ditional 3 points (21 points in total) would be needed to infer cognitive decline if cur-
rent IQ scores were obtained with the WAIS-III. In addition, the BEST 3 approach
tends to slightly overpredict scores at the low IQ range but underpredict estimates in
the high IQ range.

In contrast to adult BEST-3 premorbid estimates, research with children has found
that an equation based on demographics alone is equally as effective in differentiat-
ing people with brain damage from non-brain-damaged persons as equations using a
combination of demographics and WISC-III subtests (Vanderploeg, Schinka, Baum,
Tremont, & Mittenberg, 1998). Thus, the following formula based on demographics
alone is recommended:

FSIQ = 5.44 (Mean parental education) + 2.80 (White/non-White)
—9.01 (Black/non-Black) + 81.68
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This equation can be calculated by inserting the following variable codes:

Mean parental education: 0-8 years = 1; 9-11 =2; 12 years (or GED) = 3;
13-15 years =4; 16+=5

Ethnicity: Two coded variables: White/non-White (White = 1; non-White = 0) and
Black/non-Black (Black = 1; non-Black = 0). Hispanics would be uniquely coded as
0 on both White/non-White and Black/non-Black (the regression equation should
not be used for ethnic groups other than White, Black, or Hispanic).

However, when using a discrepancy cutoff of 13, only 64% of people with brain
damage were correctly classified and 89% of normal controls were correctly classified
(Vanderploeg et al., 1998).

As would be expected, estimating premorbid IQ has been a controversial procedure,
particularly in a forensic context (see Veiel & Koopman, 2001). The following review
points seem crucial. First, the previous equations should be used to supplement but not
replace a careful evaluation of crucial information such as work history and medical
records. In addition, formal cutoffs should be used. Rarely, for example, would an ob-
tained IQ 5 to 10 points below the estimated “premorbid 1Q” suggest actual cognitive
decline in a person’s overall ability. However, this still does not preclude the possible
presence of quite specific deficits (i.e., facial recognition, short-term visual memory).
The likelihood of errors increases when equations based on demographics or subtests
are used with persons with 1Qs suspected of being extremely high or extremely low
(below 80 or above 120).

Alzheimer’s Disease

The initial symptoms of Alzheimer’s disease are characterized by apathy, a decline in
short-term memory, and difficulties with problem solving. Underlying these changes
are reductions in cholinergic activity. Currently, neuropsychological assessment, par-
ticularly with the Wechsler intelligence scales, is one of a variety of diagnostic pro-
cedures to enhance diagnosis. Nonverbal abilities seem to be more sensitive to
impairment than verbal abilities. Earlier research with the WAIS-R found that a full
52% of Alzheimer’s disease patients had Verbal greater than Performance scores of 15
points or more (Fuld, 1984). Similarly, WAIS-III Verbal scores have been found to be
10 points higher than Performance subtests for a group of patients with “probable”
Alzheimer’s (Psychological Corporation, 1997). The lowest index scores were for Pro-
cessing Speed (mean = 79.6) with some lowerings in Perceptual Organization (mean =
84.8) and Working Memory (mean = 87.2).

A specific WAIS-R Alzheimer’s profile developed by Fuld (Fuld, 1983, 1984)
found that Information and Vocabulary were relatively higher than Similarities and
Block Design, and Digit Symbol and Block Design were lowest. This pattern makes
conceptual sense in that Information and Vocabulary are relatively resistant to deteri-
oration, reflect crystallized abilities, and are correspondingly the highest subtests in
the profile. In contrast, Digit Symbol and Block Design are relatively sensitive to de-
terioration, reflect areas of fluid intelligence and, along with Object Assembly, are the
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lowest subtests in the profile. An extensive review of the Fuld profile using 18 studies
concluded that sensitivity (proportion of true positives) to Alzheimer’s disease was a
very low 24.1% (Massman & Bigler, 1993). In contrast, the profile’s specificity (pro-
portion of true negatives) was 93.3%. This means that more accurate diagnoses are
likely to be achieved through using the WAIS-III in combination with specific mea-
sures of memory (i.e., WMS-III) or specialized dementia batteries (i.e., CERAD bat-
tery). In addition, research on the Fuld or similar profiles needs to be conducted with
the WAIS-III.

ASSESSING ADDITIONAL SPECIAL POPULATIONS

Learning Disabilities

Learning disabilities make up a complex, heterogeneous, loosely defined disorder with
a wide variety of manifestations and many different theories regarding causation
(A. Kaufman & Kaufman, 2002; Sattler, 2002; L. Siegel, 1999). A central component
of all definitions is that learning disabilities involve difficulties in developing skills in
reading (most commonly), writing, listening, speaking, reasoning, spelling, or math.
This is sometimes summarized as poor information processing. Further essential fea-
tures are these: Learning-disabled persons have adequate intelligence, show a signifi-
cant discrepancy between achievement and intellectual ability, and have a disorder that
is considered primarily intrinsic to the person, presumably because of central nervous
system dysfunction. The underachievement cannot be primarily the result of an intel-
lectual disability (mental retardation), brain damage, behavior problems, sensory
handicaps, or environmental disadvantage.

The major purpose of learning disability assessment is to identify a client’s strengths
and weaknesses to be able to decide on an appropriate placement and to design an
optimal program. Relevant areas to assess include developmental-cognitive processes,
achievement, environmental demands, reactions of others to the client’s difficulties, and
the possible interaction of additional factors, such as fear of failure, overall level of in-
terpersonal adjustment, and family history of similar difficulties. The Wechsler scales
are typically considered essential as a means of identifying the client’s overall level of
functioning and specific cognitive strengths and weaknesses and to eliminate the possi-
bility of intellectual disability (mental retardation). Other tests are usually required; for
example, achievement tests, measures of adaptive behavior, visual-motor tests, assess-
ments of auditory and visual processing, and measures of emotional and behavioral prob-
lems (see L. Siegel, 1999).

Considerable effort has been placed into searching for a specific Wechsler scale
profile that is unique to learning-disabled populations (see Level IIIb in “Interpreta-
tion Procedure” section). There is some evidence for a WAIS-IIT ACID profile (Arith-
metic, Coding/Digit Symbol, Information, and Digit Span) in that 24% of those
diagnosed with learning disabilities had a partial (three out of the four subtests as the
lowest scores) ACID profile and 6.5% had a full (all four of the subtests as the lowest)
ACID profile (Psychological Corporation, 1997). This is higher than the standardiza-
tion sample. The WAIS-III index scores of Working Memory and Processing Speed



Assessing Additional Special Populations 187

(compared to Perceptual Organization and Verbal Comprehension) were also found to
be particularly low among a sample of adults diagnosed with reading disabilities (Psy-
chological Corporation, 1997). This has led A. Kaufman and Lichtenberger (1999,
2002) to suggest the possible utility of combining the five subtests in these lowest in-
dexes into a SCALD profile (Symbol Search, Digit Symbol-Coding, Arithmetic, Letter-
Number Sequencing, Digit Span). The ACID profile has also received some support
with the WISC-III in that most studies have found that approximately 20% of persons
with learning disabilities had either a partial or full ACID profile (Mayes, Calhoun, &
Crowell, 1998; A. Kaufman, 1994; A. Kaufman & Lichtenberger, 2002; Stanton &
Reynolds, 1998).

A somewhat similar WISC-III profile substitutes the new Symbol Search subtest for
Information, resulting in the SCAD (Symbol Search, Coding, Arithmetic, Digit Span)
profile. These four subtests emphasize the functions of speed of information process-
ing, visual short-term memory, and visual-motor coordination (Symbol Search and
Coding), as well as number ability and sequencing (Arithmetic and Digit Span). These
are specifically the types of functions that many learning-disabled individuals (as well
as many other types of persons with brain dysfunctions) have difficulty with. Accord-
ingly, children with learning disabilities and attention deficit disorder have been found
to score particularly low on the SCAD profile (A. Kaufman, 1994; Mayes et al., 1998;
Stanton & Reynolds, 1998). Similarly, children diagnosed with ADHD have performed
relatively poorly on the WISC-III Freedom from Distractibility factor (Anastopoulos,
Spisto, & Maher, 1994). This finding should be used with caution, however, because a
relatively large proportion of children with ADHD still do not have this profile. In ad-
dition, S. Ward, Ward, Hatt, Young, and Mollner (1995) did not find support for the
SCAD profile among learning-disabled children.

A further approach to understanding learning disabilities and related disorders is
using Bannatyne’s categories, which conceptualize learning-disabled performances as
highest on subtests requiring spatial abilities (Object Assembly, Block Design, Picture
Completion) in which little or no sequencing is required (Bannatyne, 1974). Conceptual
skills are intermediate (Comprehension, Similarities, Vocabulary), and subtests requir-
ing sequencing abilities (Digit Span, Digit Symbol-Coding, Picture Arrangement) are
lowest. Thus, their spatial abilities are believed to be greater than their conceptual abil-
ities, which, in turn, are greater than their sequential abilities. A fourth category, Ac-
quired Knowledge (Information, Arithmetic, Vocabulary) is also sometimes used as a
rough index of the extent to which the person has accumulated school-related facts and
skills (see Level IIlc of “Interpretation Procedures” section). Even though these find-
ings might suggest a greater degree of subtest scatter among learning-disabled persons,
this has not been supported by research (Greenway & Milne, 1999).

Collectively, the preceding profiles suggest that many learning-disabled individuals
perform best on tasks requiring holistic, right brain, simultaneous processing (Object
Assembly, Picture Completion, Block Design) and worst on those requiring sequential
processing (Digit Span, Digit Symbol/Coding, Picture Arrangement), which is ex-
pressed in difficulties with planning, reading, and numerical ability. Wielkiewicz
(1990) has further suggested that these subtests indicate a poorly functioning execu-
tive ability in which the individual experiences difficulty attending to stimuli while si-
multaneously performing other mental tasks.
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Reviews and cross-validation of Bannatyne’s and ACID/SCAD profiles have
produced inconsistent results (see Groth-Marnat, 2002). Only some groups of learning-
disabled students in some studies showed the Bannatyne Spatial > Conceptual > Sequen-
tial pattern (Katz et al., 1993; A. Kaufman, 1994; A. Kaufman & Lichtenberger, 2002).
