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FOREWGRD
1

-

Tris nonograph is one in a series of monographs initiated by
the Division of Biometry and Epidemiology as part of its efforts to
keep the scientific community abréast of current developments in
mental health research. b

{ ) ’ .

The summarization of the 44 scales th tables 1-3 allows an
interested investigator to ascertain that scale with properties most
suitable to a given study group. As the authors of this monograph
state,s however, the child assessment field is a rapidly growing one,
and investigators are utged to contact the developer of a scale °
prior to "its use. A list of scale developers with addresses and
telephone numbe£§ is included 1in the monograph.. .

' ¢

The Divigion/%f Biometry and Epidemiology (DBE) intends fo
assist the field 1n the development of a scale guitable for large -
scale epideniblogic studies of children and adolescents. {n 1977 -
DBE initiated a major program to assess the, treated and untreated
prevalence and incidence of specific psychiatri¢ disorders in the
general population aged 18 and over. " To acconiplish this, a new
scale, the Diagnostic Interview ScheduleA(DIS); was developed with

assistance from DBE. Action has been taken by DBE tgo
appyopriate to children (DISC).

o
’

.The Center for Epidemiologic Studies recognizes t
\ltowever, for a diversity of scales and approach@gs by r

develop a DIS

he need,
esearchers in
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Aruitoxt provided by Eic:

the attenmpt to understand péychopathology and behavioral

problems in

gchildyen.

To those engaged in the ‘deyelopment of scales and “to

those engaged in the usa of such scales, best wishes for success are

. exte\ded.

1

-

. ®

Ben Z. Locke, Chief .

Center for Epidemiologic Studies
Djvision of Biometry & Epidemiology
Ndtional Institute of 'ental Health
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,,Dia'gnosti,c Interview for £}1‘il.dren and Adolescents

N

N\ . ~
Barbara Her janic, !M.D. .
St. Louls Children's Hospital

500 South Kingg Highway Boulevard .
. A\ P.0. Box+14871 ‘ : N .

3 St. Louis, ™Missouri 63178 ° ‘ N
- Phone: (314) 367-6880, Ext. 352 *
. . .
’ Mental Health Assessment Form ) -

+ Clauice Kestenba'gm, M. D, -
Hector Bird, ‘l.D. .
Divisign of Child Psychiatry
St. Luke's Hospital Center 4 . !
411 We'st ‘l14th Street

/‘\ New York, Yew York 10027 -

Al . .
. Interview Schedule for Children and Children's Depression Inventory

Marfka Kovacs, Ph.D. P ’ T

- Westkrn Psvchiatric Institute : . .
3811 O'Hara Street . e - .
Pittsburgh, Pennsylvania 15261
Phone’s (412) 624-~2043 —

. ' L
. Sereening “Inventory = -
. N . ' . oS
. Thomas Langner, Ph.D. - « ’
Bolumbia Uniwersity

-y ]
, School of Public Health . .
Social 4gpychiatry Research Unit <
100 Haven Ave., Tower 3-18H Lo " -
New York, New York 10032 ' . o
] Phone/:f (212) 795~0211 ‘ -

. '+ Kiddie-SADS * .7

v LY 3 .

Kim Puig-Antich, M.D. , . .
_ New York State Psychiatric Institute
. LN 722 West 168th Street - c 8
. New York, Né% York 10032

* ) Phonet (212) 5864000, Ext: 249 s :

. P

' Child Behavior ChecKlist™ ° — .

] Ta » T .

Do Thomas\Arhenbach, Ph,D. .- _ v J
e National Institute of Mental Health’ :
Laboratory of Developmental Psychology™ i .
. 9000 Rockville Pike, Building 15K , »

: Bethesda, Maryland 20014 - :
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Childhood Personality Scale
[} . /‘ -\\

Donald Cohen, M.D. . . ‘ /

Yale-University School of Medicine ’

Child Study Center

333 Cedar Street ! ’
" Ngw Haven, Connecticut 06510 '

A
Parent Questionnaire and Teacher Questionnaire /J

Keith Conners, Ph.D. b y -
Children's Hospital National Medical Center
111 Michigan Avenue, N.W. X

Washington, D.C. 20010 ] °

Children's Affective Rating Scale

4
Leon Cytryn, M.D. .
National Institute of Mental Health
Biological Psychiatry. Branch | |
Bullding 10, Room 2N210 ¢
Bethesda, Marylard 20205 & . N
Phone. (s@l) 496-3333 .

. Minnesota Child Development Inventory : o
T . g

Harold Ireton . ¢

Undsersity of Wlnnesota Hedxral Center . ,

Box 393 ' ~

#Mayo Memorial Bullding * ) i

Hinneapolils, Minpesota - N }
N . .

+Symptom Checklist . ' -

” .

Martin Kohn o= R

White Iftitute .

20 West 74th Street . .

New York, New York 10023 T

'ﬁyperactivity and Withdrawal Scale r L -
. N . »
Richard Bell ¥ 2T - ~\2
Child Research Branch . W

, Natlonal Institute of Mental Health
Building 15K , 2 .
9000 Rockville Pike .
Bethesda, Maryland 20014 . * ) T .
Phone: (301) 496-1091 o
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Louisville Behavior Checklis-t 4

Lovick Miller K .
Child Psychiatry Research Center .
University of Louigqville . .
P.Oy Box 1055 T

608 South Jackson Street ’
Louisville, Kentucky 40201 )

Behaviors Problem Checklist -

Herbert Quay . R -
Diyvector, Problem in Applied Social Sciences
P.0O. Box 248074

University of Miami / . A
Csral Gablesa Florida 33124 . i .

*Quincy Behavior Checklist .
LA =

Helen 7. Reinherz, Sc.D. - :

Simmons College . , ' . ¢

School of Social Work < ) g

51 Commonwealth Avenue : '

Boston, Masgachusetts 02116

Devereux Rating Scales ~ + ' </ |

(o “ "~ ' |

Gedrge Spivack N 5

Devereux Fourdation. . .

Institute for Research and Training . .

Devon, Penrksylvania 19333 g - . |
s |

Hyperkinetic Rating Scale
* . N . ' .

A. Davids - .

But ler Psychiatric-Hospital ’ /

Providence, Rhode .Island ° . R .

. -

Child Behgvior Characteristics Scale
E. F. Borgatti . . :
University of Wisconsin -~

Teachers Behavior Rating Scale . Y ' '

~

Emory Cowen . R
University of Rochester Medieal Sc¢hool - v
Department of Psychiatry - - . .
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A ’
Forg our (34) scales are described that assess psychopatholo;\

and/or behavior problers in children (under 18 vears of age).

Excluded are tests of 1nte111genee, intellectual functioning, brain

dysfunction, organicity, learning disabilatv, personalitv, infant

develonment cognitive development, perception, and projective tests.

Scales 1ncluded 1n this review are suitable for climical and
1dcwxofog?ca; research,”are current (repart ed since 1967),Yhave been

,uaeJ 1n at-least ‘one réseareh study, have undergone some testing as to

feasibrlits, and have some available psichoretiilc data. The scade< *

are divided into psv*Hlatr;L interviews, gfheral.psychopathology scalvs,

specific syndreme scales (h\peraet1v1tx anxiety, depression, fear),

and brief reperts of riscellaneols scales.. Bach, scale is reviewed as

te 1ts purpese, method of obtaiping inforration, informant, scale -

properties, cortent, and psychometric propertivs (extracted in summars

in a table fqr edse of review). Relevant references are.clted after

the description of each scale, and the majoritv of the scales thereelves

are contained in an appendix. . '

The field of childhood assessneflt 1s.a rapidly growing one. By

the time this report goes to press, mest scales will have been dvveloved

further. Imnvestigators 1nterestec 1n using a partlcular scaly are ur,e

to. _tontact the deweloper of that scale.

[y

We are most appreciative of the assistance and generous amount of
information we received from the various scale developers toward com

Yleting this report, and 1t 1s our hope that the1r respectLve work has
been fairly and accurately represented

.
\
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Introduction
A growdng avareness of the importance of edrly recognition and
treatv!ﬁt of psy.hopathology has resulted 1n increasing cancern with
the identification of behavioral probl;ms in children. Recent trends
in chgld oqxchlatr\ have begun'to reflect Ghys 1interest and efforts to
develup reluable methdds of. 1nfurmat1pn-gather1ng and cldssifie ation of
childhood pstnOpathologx have been 1initiated (1.e., Early Clinical
Drug Evaluation Un:it [ECDEL}; Croup for the Advancement of Psychiatry
[GAP]: Americdan Psycniatric Association Qiagnostic and Statistical
Marual--third cdxtlon [DSM-T11])). ) v
. , . -

Muen of the difficulty 1n achieving a svster of classification of-
crniia’ »sychopatholegy has been due to a lack of uniform and systematic
assessment procedures with children. In addition, the need for compar-
abi1lit. in the measurement and evaluation of behavioral disturbances of
childheod 1s imporgant for general information gathering, treatment,
research, and questions regarding etiology. Children's problems ar®
frequently .development2l, transient, and/or lacking in pregnostic

" significance. Only through rigorous efforts to obtain normative data
of what is developnentally appropr:ate or inappropriate can we obtain
the 1nformation needed about those behavior patterns that are path@-
logical and would thereby benefit from intervention. Appropriate
assessrent procedures are then réquired to evaluate the effects of »he
intervention or treatment programs implemented. Finally, reliable data-
gathering techniques would facilitate research of relevance to issues
of the etiology of childhood psychiatric disorders.

Relatively few adequate, well-developed, and widely~used .
instruments are avallable to-assess psychlatrlc Jdisorders in children.
As a result, most investigators interested in this area of research
have been forced to develop their own method to evaluate those behaviors
of particular interest to them. This report was initiated in an effort
to facilitate communication in the child assessment field and te aid
investigators in identifying measures of psychopathology already avail-
able and for.which some data have been collected. It is hoped that this
report will be viewed as an initial effort to centralize and.disseminate
information relevant to investigators of child psychopathology and that
individuals are stimulated to improve the techniques of evaluation that
are currently lacking. We expect that the process of instrument devel--
opment will require continual revision and updating, and hope that in=
formation of this type will become more readily available to researthers.

e '\

Selection of Instruments

This Yeport will review forty-four (44) instruments that assess
psychopathologlcal bepavior “4n children. The review concentrates on
ipstruments which focus~on the 6 to 18-year-old age group, although a
limited number of scales have been included which evaluate preschoolers?
While every effort was made to include measures of behavioral disturbance

’ -
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and psvchopathologv that are of relevance to epidemiolougical anﬁ
clinical research with children, we do not clair to hive exhausted this
field. In fact, a frecuency count vf all tests used in.federallv .
funded research on children in 1975, vielded a list of 1,570 available
inifruments (Heyneman.and Mintz, 1977).

Tuo make our task more manageable, certaid 1astruments and areas of
fupctianing werg excluded from this report. Onlv instrumentsy that were
relatively current (from 1967 tu the present), and that seemed to be
1n general use, were 1ncluded. Also included were measures which had
been sub)ectci to testing and which had some pévchdmetrxc data available,
Tests of 1ntelligence, 1ntbllectual functioning, brain dysfunctién,
organ:g;;g, and learning disabilities were not included, nor were any
of the projective techniques commonlv used wit® children, These
instruments reculre a rore techaical evaluation and already have an ex- .
tensive literature associated with them. Tests of personalitv, infant
development, socialization, cognitive development, and perception weke
alsu excluded. While these areas of functiening mav be of interest
to investigators of child behavior, they encompass an area of study too

exhaustive for this report.

-

~
Ascertainment .
i .

3

. A

| Suitable instruments were identified by several methads. First,
an ‘initial literature search extending from 1967 to the present
provided information about several potentially interesting instruments.
Mazerial was then generated through & more gxtensive search, performed
at our request by the WashingtoN Universify Social Research Group (OCD
Retrieval Program). This group pXovided informa:tsn on instruments .
used by government funded researciNprojects on children, during the

. 1977 fiscal year. Additional measures were identified by *personal

, contact with individuals.well known in the field and direct solicitation

i' of pertinent materials from investigators knogs to the authors. '
Instrument development 1n this area of research is recent and active,
and omissions which may have occurred are inadvertent. We have tried
to update the infgrmation on each instrument as it has become available.
Certainly, several investigators will hdve made considerable advances in
the testing and developing of their instrument by the time tih\s repoft
goes to press. Individyals interested in uysing any of the ;:if(uments
reviewed here should contact the original investigators foqaphe latest

developments. , |2
. I

-

Method of Presentation of Instruments

Among tHe 44 Instruments reviewed, there are 8 psychiatric inter-
views, 21 general psychopathology checklists, 3 hyperactivity scales,
and’4 scales assessing'oiher specific syndromes (agxiety, fear, and
depréession). A "brief® report" section includes 8 additional instruments >
which, although considered worthy of mention, are not reviewed in
detall usually because of their peripheral relevance to the assessment
of psychopathology; or their insufficlent scale development; or because

* .

-

‘w
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. -
thev’ have been extensivelv reviewed elseulere.
.

.

. N .
Tablew ate presented that summarize the characteristics of the
dssessment instruments. Thece tables follow 4 format analagous to the
text,, that 1s, Jgwble< 1A and 1R describe the psiéhlatric interviews:
Tablée 2V to 2F describe the general psvchopathelogy checklists«
Table 3A describes the ﬁxperact1v1ty scales: and Table 3B describes the
re@ainihg specific svndrome Scales, Copies of the 1nstrurents that we
wegre able to obhtain gre contained in the Appenrdin, which 1s organized
alphabetically 4y the prircipal guthor of each 1nstrunent.

. -

Compencnts of Review

.

Lach 1nstrument 1s described according to 1rs purpese, method of
adnxnlstzatlon;‘ipfﬁrmanf, characteristics, content and psvchometric - ¢/
properties, as follows: : .

£ - '

ﬁurpcsi.‘ Each assessment 1nstrument has been c5teg®r1zed as either
dlapﬁost:c or screenlng, acccrdine te tle investigator's evaluation of
its main purpese. These categories are not necessirily mutualle
exclusive, as mary,instruments may be appropriate for both ,diagnostic
and screening purposes.. In general, however, psychiatri¢ interviews are
more amenable tet making diagnostic decisions, while Yating scales are
moge approvpriately used as screening tools. i -

* Method of Obtaining fnformarion. Method refer,s to the main method
for cbtaining information, such as direct interview or sélf report.
The choice cchicerning the method of obtaining 1nformation %hogld be
baeed‘pn factors such ,as cost, tame, ?ffic1ency, and feasibility. Jkhile
direct 1nterviewing procedures. are more likely to provide more detailed
and, higher quality data, self-report inventories are more economical and
praltical. - -

Kl infcrmant, The i1nfermant éan be the child, the parent, a teacher,
a clynician, or some other adult who krows the child. 1In the past,
reseathers have limited their evaluation procedures to obtaining informa-
tion ofity from a child's parent, or in some c¥ses the parent, teacher,
and/or clinician. More recent data have demonstrated that the child is
an important source of Jnfcrmation, particularly concerning subjective
experfences such as anxtety, depréssion, guilt, and the 1ike.

¥ .
Scale Properties. Each instrument is further described according
té the number of jtems it contains, the level of definition of the .
sitem, the time period it attphpts to assess, the approximate time needed
to complete the instrument,_whether the form is amenable to, quantitative
analysis (precoded or uncoded), and whether a scoring system is provided.
If the instrument is in" an interview format, the number of items are
judged on the basis of the behaviors to be rated rather than on the
specific questions involved in the evaluation of a behayior. The time
period asse'ssed and the completion time-required were not always




| . i

. N ~ .

clearly stateé by the developers of an instrument. As a result,
these areas were often approximated or derived as a funntlgn of the
information available. .
¢

Content. The focus cf the instrument was alhd\< on behavicral .
problems. Some scales alst provided a systematic method of ,obtaininy
infermation Qn the (hild's development, pregnancy aad birth complica-
tions, intellectual fhnccioning, ete. In rugr‘CO~prOV1de investisators
with duearlpt1vL inforration atout the 1nstrufents teviewed, we hdve
highlighted some of the syndrores and svmptors of particular interest
Morg detarled nformatier about the scope nf a particular scale or
erview should be obtained from the instrument 1tself (usualls
ble 1n tne Appendin). '

. )

Psy. himetric Properaties. There are several forms of reliability,
and validity. ! The reliability of am instrument may be evaluate d B
interrater relrability, test-retest reliabilitv, or split-half '
reliabilitv, At some point, all these methods should be utilized to-
insure an apprcpriate level of “1nstrument development. The 1ssue of -
validity 1s more difficult to demonstrate but is nevertheless also
essential. The types of validits vhich need to be considered include
cgntent validity, discriminant validity, concurrent validitv, and
pred1ct1ve validity. In ovur tables, we indicate whether a scale has
reported any reliab111t\ and ‘or validity data. We do not necessarilv N

mean to imply from our tahles’that the scales we evaluated havegbeen

ERI!

demonstrated to be reliable or valid, but’oniy that some psvchometric
data were reported for thut instrumept and that we have noted 1t in the
report.
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Diagnosti. Interview for Children and Adules.ents (Her;an{c & velner)

N
. The Diagnostic Intgrview for.Children and Adelescents (DIGA) (see
Table -14) was developed by Herjaric and Velner. [ It 1s a structured
psychiatric 1nterview, and 1s designed as a dldgﬂObth instrument for
children between the ages of 9 and 17 vears. In a more preliminarv
wersion 1t was hnown as the Children's Psyihiatric Interview (CPD) and
was used with 6 td 16 vear-old children. The current DICA 1s-a con-
siderable imwprovement over the CPI, but is stxlllunder rtevision and
must be considered prelirinary. )
The I'ICA 15 administered dlructl>/€3 the chald by an interviewer.
4t requires approxirateliv 1 to 1 172 hours te com plete and a@\ebsvd
p@\&hder‘c syrptvmatology during the child's ‘l1fe tire. The interview
1s precoded and Contains & complex scoring svstem. The DICA hebﬁns
with basic demograpunic questions and lnauires: about school funutlonxng
relétluqshxps at hore, and general interpersonal functioning. It
coviers, Lhe“dlagnostLL categories of Conduct Disorder, Nrug and Alcohol
Abuge, Depression, Mania, Phobias, School Phobia«~ Obsessions and ,
Compylsions, Anxiety Neurcsis, Br iguet’ s, Depersonalization/Derealization,,
and Piychusis. Questions on enurésis and encoprésis are included, #H
addition to sections dealing with sexualitv, insighty judgment. “ﬁ
orientation, and memery. - ’ .G
Afalysis of this interview has thus far been reported only. for the
preliminary CPI version. The CP1 was administered to 30 bovs and 20
girls (aged 6 to 16 vears), selected at -random from a_ chxldren s mental
health clinic. Interrater reliability scores ranged from .80'to .95 -
with a-mean of .89, Co-ratings showed an average agreement Of .84,
Comparisons of parent and child responses '(for parall®€l instruments) ,
= . showed an average agreement between items of 80%. No sfgpificant . -
. d;ff@rences were found for content by age group, although, by sex, girls |
—showed a coftsistently higher level of agreement with their parents. '
Testinﬁ to establish discriminant validity has been promising and
attempts at obtaining dxagnoetlc validity are in process. More recent
1n£ormat10n on DICA testing is not yet available, although the work 1s
underwa).
. 4 ‘

-

~ The DICA is a very promising diagnostic instrument with consider-
Table QpldemloQOglc potential. Questions are well phrased and diagnostic
y categorles appear theoretically sound. The authors are aware that * -
fqgghgr_gegttngran refinement are necessary and are in the process of -
collecfing the necessary data.

N
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"7 parent Interview (Herjanic & Welner) ) .
. o ]
N <
The Parent Igterview (PI) (see Table 1A) was developed by
Herjanic and Welner as an information-gathering ‘and diagnostic instrument.
» It is a structured iInterview ,designed.to assess psychiatric disorder ’
in children between the ages "of b'\and 16 years.
v L ind ¢ \
‘ ‘The'PI is administered to the parent by a trained Interviewer. {'
It requires approximately 1 hour to complete and covers asbroad range ,
of behaviors and symptoms. The time period assessed {s not &®licitly
stated but. appears to be the life time of.the child or children in
.J".questlon. The form attempts to ascertain information on al] the children )
in a family, simultanecusly. No clear scoring svstem js as vet apparent
and the form is not currently precoded.

.The PI bégins with basic demographic questions about the family,
together with questions abbut pregnancy and birth complications. The )
parent is then ashed about the earlv development of each.of the children
in the family, which includes questions on hyperactivitv, speech problems,
enuresis, and the like. 1In addition, the parents are asked about home
adjustment, the children's relationships with peers, school functioning
and treatment history. The diagnostic categories covered bv the PI
include: Conduct Disorder; Phobias; Obsessions; Compulsions; Depression;
Anxiety; and Psychosis. The PI also includes questions concerned with
somatic«complaints, physical symptoms, and sexual experiences.

.

The PI was admnistered to the mothers of 50 clini® children. The
children were also interviewed, as was described in another report (see
* the DICA review). The avefhge agreement betweqp the pareqt s ahd the
child's responses was 80.. Agreement between the two sources tended to
be-highest on the factual items and lowest on the mental status items.
Chigpren were often found to be hetter informants on subjective items,
while the mother.)s responses were more reliable for objective questions.

The PI 1is a promisiq& diagnostic instrument for use in epidemiglogic
and clinic studies. The interview itself {g often cumbersome and the
concept of obtaining Information on several children simultaneously is —7
unwieldy. A stated time perspectlve for the symptom clusters is
necessary and a precise rating system for most,of the items should be
established. Overall, in {ts current }form the PI must be considered
preliminary and still in the developn@ﬁ(ai.stage. Further refinement
of the Instrument is’underwvay. . .

»
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Mental Healgh AsseSsment Form (Kestenbalim & Bird) - ) i .

The Mental, Health Assessment Form (MHAF) *(see Table 14) was
developad by Kestenbaum and Bird as & screening 1nstrument, for the.
¢ ¢linical assessment of schogl aged children (7 to 12 vears oldJ. Tt
was originally designed as a tool for collecting standardized data on
a sample of children with schizophrenic parents, in an effort to
ident1fv vulnerability to pathology. ' )
- B ~
The HHAF.fSInQL actually a psichidtric interview but, rather, a
rating form that is used as an outline, around which a seristructured
interview is conducted. The length of the 1nterview mav varv consid~
erablv although it is suggested thar approxiratel¥ 45 minutes 1s T
adequate. There are about 180 defined items to be rated on a variable *
scale with rost iters scored from 1 to 5 (ranging from no d¥viation
te marked deviation). Specific instruction “regarding the time period
assessed 1s left unclear, but the 1tems appear to refer to "current”
“ functiondng. Thed form is precoded and (ontmins a separate score sheet. ,
The MHAF contains two mdjgr sections which are further subdivided
mto a'nuqber of areas. e first section 1s ratéd on the basis of the
interviewer's observations of the child and includes 1tems 1n the areas
of physical characteristics, mgtoric behavior and speech, 1pterpersonal
relatedness, affect, and langpage and thinking.® The second section of
the form 1s rated on the basis o material the interviewer has dlicited
from the ch1ld during their interactions, and includes categories dealing
. with feeling states, interpersonal relations, dqpamq and fantasies,
sq{f-goftept; moral judgment, and general level of adaptation,
> .

N

B T o4 ’
. A trainéd mental nealth professional, skilled *in child intervieving
techniques, 1s assumed €o be required to do the intenview and ratings.
The ratings are based on, "accepted clinical imptessions about normalitv."

A half-hour videotape demonstrating the use of the MHAF is availabl® ‘

A form for use with adolescents (ages 13 to 19) 1s' also being developed .
bv the authors. It contains additional items in such areas as drug abuse,
alcoholism, and sexual belravior. This form is still in the.prgﬁiminary
phase of development. B . ' . .
. S

Results’ of the MHAg(;ave been reported for 35 children in the ’
following th{;g groups: 7 childrerd with a schizophrenic- parent; 2 -
children with a manic-dgpressive parent;‘and 26 children with a *
"normal" parent. Interviews were videotaped and independently rated by
three child psychiatrists. Reliahilities among raters ranged from .43 -
to .94 for items on which some variance was present. ""High" reliability
was reported for items in the Feelihg Stafes, Interpexgonal Relationships,
Self-Concept, and Moral Judgment sections. Poor reliability was found
for General Level of Adaptation and Use of Defense Mechanisms.

. t ~

.
v

The items "of: depression, anger, anxiety, disturbed relgtionsﬁfp \
with mother, aggredgive behavior, covert aggression, bizarreness' of

- L . ‘ L *
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dreams, dqd discrefancy ‘wtween perceived and 1deal selr were tound to >
discririnate betwedn tin <hildren with psychiatricallv dl%{urbt& parent-
and the thldr‘n with normal parents. A validity study comparing the
lnte{\lew esults of 31 (linic chxldwn te clinician ratings has alsg
been w"\pl ted. .Prelirminars findings suggest .'f'ﬁ\d validity om 35 items,
particularis anxiet. and depressicr. Many of the 1temg could not M e

. assessed because of a lack of variance in the ratings. 4 .

S The MHAF requirew a },ood deal rore testing. Manv of the 1tems are
un. 1v ir 1n mednpng and have gquesticenable placerent an the test of the
'I'"rurnw (1.e., .Masturbatory activily is rated as a motor behavior
alomg with items such 15 tics apndvremorsY. The ratihgs of many' B ens
re uire'bighly sebjective interprptations of bebkxvloﬂ' bv thé interviewer
L1 e, ey’ entri,1tv, Jharacter of fantasi).  These® ratings could be
[, roved 1f ‘U.[IGLL,J to the evaluation of specified and Lbservable be-
hoviers.. Re :‘1‘1111'\ scores repo;teé thus far on the MHAF have been-
poor on many iters. In addition, a bettey test. of relrahility for the .
terview as ¢ while would be generated bv tesgt-retest situation,
using different 1interviewers. Dyscriminant validity Kas vet 20 be-
demonstrated, since 1n1r1al data were reported fur a wrv small sampla
of chiildren. The authors have indicated thazf't,he HEAF is stall in o
revisiun and that they are atte&;&t—xng to 1mprove -the specificity of
theiT scoring svstem.

,. . iF ..

L3 - - - 3 .
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Interview Schedule for Children (Kovacs, et al.S
» - -

The Interview Schedule for Thildren (ISC) (see Table LA) was
dexgloped bv Kovacs, et al., primarilv for the purpose of assessing
deprés§ive symptomatology and related behavior disturbances. It is
a structured psvchiatric interviey designed as a diagnostic lnstrument

. for use with children between‘the ages of 8 and 13 vears. v

The 1SC is administered direct}t to the child by a traingd inter-
viever with clinical experience. It requires approximatels 35-45
minputes to complete and dssesses psvchiatric symptomato}pgv during Yhe
Past two weeks or since the onset of the current diserder. It 1ncludes
a_b'out' 37 svmptoms or svmptom clusters. Items and7rut1ngs are deflneh
and the form 15 precoded.

The Pse begins with @ few minutes Of semistructured questioning
during=which the 1nterviewer estabjishes rarpert with the child and
determines the nature and duration of the problem. This initial portion:

* of the mmrerview 1< followed by structuyred questioning to systematically
+ .determine the presence of the specific éymptom'p1cuure. S{irptoms are
“ geferally rated on a 0-3 to 0-8 scale (dePendlng on sevqutyjf although
some items are categorical or rated as present or absent. Diagnostic
categeries.or symptem clustefs covered bv*the ISC include the following:
4 Depression (1.e., dsvphoric mood, vegetathve disturbances, guilt, .
sutcidal behavior, ideatiod, somatic complaints, etc.) ivCpnduct Problems
(i.e., frghting, truancy, stealina, etc.); School Phobig{?brug'Abuse; and
Psychosis (1.e., delusions,.hal}uc1nations, etc.). . ~ (4

A

A Preliminarv analvsis'oflthe ISC was Zjﬁuﬁ}on data from 39 clinic

ABnd 20 nonclinic children between’ the ages/of 8 and 13 vears. Inter-
rater reliabilities for the individual itemrs ranged from .14 to .98,
Most of the items had acreptable reliability scores, usuallv greater
than .7. A principal component facter analvsis was also pérformad on
the ISC and resulted ianve factors., These factors included a L)

Depressign Factor, a Hypractive/Elated Factor, a Bebavior Problem
Factor, A Psychoticism Factor, and a Swricidal #Suspiciousness Factor.
Relative)y good discrimination between the clinic and nonclinic
children was alsu reported. /Q oot

-

.. The 1IsC appears to be a good ingtrument for assessing depressive
symptomatology and a limited number ©f other behavioral problems in
children. | The questions dre general iy well phrased, and the depression
section is consistent with known empifical findings. The range of the
ratings seems.occasionally arbitrary and ‘additional work is needed to
establish reliability and validity. Finally, the item on ;
"repetitious worry/obsessional concern" is unclear with regard to its
focus, so that the reader is uncertain whether the item concerns
brooditg or obsessive thought§. :

‘

" -
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Screening'Inventorv (Langner, Gersteg & Exqenberé?

The Screening Inventery (51) (see lable 1B) was developed by
Langner, Gersten, and Eilsenberg to assess psvchiatric impairment in .
children from 6 to 18 vears of age. lt is designed for use in comrynity
samples as'a general screening 1nstrument rather than as a diagnostic
vool. The scale was intenued tvlbe descriptive and to represeat a wide
range of behaviors with predictive value for psvchiatric disorder.

v

The~SI {s compesed of fhree sections: (1) the background sectior
consisting of 11 derographfc 1ters; (2) the child sect #pn consisting of
40 child behavior 1tems; and (3) the parental sectdsn consisting of
32 parental behavior 1t&ms. There are also twe furms of the S1, an .
M-form designed tv be administered to the child's parent, and a C-form
destgned to be adrinistered to thé child. Direct administration of the
C-{orm, however, {s limited tawghrldren 14 vears of 4ge or clder. The
1aventory i1tems are specific, defined, and have precoded corresponding
Tatings. Whilg the time pericd assessed is nQt clearly stated, the
instrument {s {ntended to correlate with "current impaYrment." The
questionnaire {s generally administered as a structured 1nterview (but
probably can be #dapfed for use as a setf~report). Completior time is
approximately 20 minutes for a trained intervieffer. The SI is accom-
parnied by instructions and scoring sheets, age- and sex-specific norms, -
and a scoring procedure,

The original ‘ST consisted-of 654 {tems measuring the child's
functyoning with parents, siblings, pegers, and in school. The mothers
of 1834 randomly-selected children and 1,000 welfare-supported
ehildren were interviewed for 2 to- 3 hours each. Male and female
children were included in the sample which represented all age groups
between 6 and 18 years. The mother's responses to the questionnaire
were then evaluated by two psychiatrists who rated the child's level of
{mpairirent on a 5-point scale. Interrater reliability for total impair-
ment was .84. Of the 2,034 children in the total sample, 357 wert
randomlv selected for an indiyidual psvchiatric interview lasting
approximately 1°1/2 hours. Psychiatrists rated these children on the .
same’ 5-point psychiatric .impairment scale. Ratings based on the child's
fnterview correlated from .33 to.48 with ratings based on the mother's

interview. ¥, . Y ////—\\
v s

The questionnaire was reduced from its original 654 items to 287
items by eliminating items with low frequencies and condensing or com-
bining other items tnto gomposites. A principal component factor”®
analysis with orthogonal varimax rotation was performed on the .
remaining items. Eventually, 7 factors were identified which correlated ,
773 with the total impairment scores. The five items with the highest
loadings on each factor were selected to represent their subscale.
The deven factors were: Self-destructfwve Tendencles; Mentation Problems;
Conflict with-Parents; Regressive Anxiety; Fighting; Delinquency; \
and Isolation. The multiple correlation of the subscales with overall .

25
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. .
mmpairment was Jhe, An additional f1vh 1ters were
behavior scale brineing 1t fo a total of «0 1tems,
consistenyy of .76 and interrater reliabilitv fror
factors for the parental items are alsc reported, and includes Mother
Rﬁjtk[lnﬂ; Parental Colda(:é Mother's Phvsical and Imotxordl Iline s,
Parents Quarrelings and Child's M11d Chrenic Illness.
4 .

An additfcnal, form of the SI has recently become avaylable.
form 1~ knowm asthe Farily Research Project Questionnatte and 1s
Intended as a orogsculeural version of the ST C-form. It 1s expected
to be used 1n a number of countries in the hopes of dgveluplng
national normy of Shild povelopathelop .o . )

v

The 51 has a numter cf valuable features
IL contains 4 ety
be administered with

added t. the hild
with an 1nternal
43 to JH6. Five .

.
IS

This

crose- -

3

A% A scryening inventors.
relv sratl nurber of well=defined 1tems which can
adequate reliability. It also enables Investiyators
to compare data tith age- and sex—appropriate norms whiich ha\j been *
derived from a large sarple. The inventorv has seme lamitarie¢ns in that
it 15 not intended for direct adminlstration to children Under the age

of 14 and therefuré relies on the parent ab its primarv infeormation
svurcte. In addition, 1nterrater reliabilitv for the 40 child behavior
1tems «as deEp[ablg but modest (.43 to .66) and the correlations between
pﬂ\khll[rlsl .5 1mpalrment ratings for mother W thild informants were sven
lower (. 33 to .45)

(3 2 .

’ ’ ) \ , ’
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Kiddie-SADS (Puig-Antich & Chambers) ’
The Kiddie-SADS (K~$ADS) (see Table 1B) was developed by Puig-
. Antich and Chambers as a children's version of the Schedule for
Affective Disorders and Schizophrenia developed for adults by ¢
Sprtzer and Endicott. The interview has undergone a number of
revisions and should still be considered as preliminary. N

The K~SADS 1s a structured psychiattic interview, designed pri~ ~
marily as T dragnostic instrument for children between the ages of 6 and
17 years. ‘It is administered directly to children, as well as to
parents about the children, and necessitates the use of a trainéd
Cx interviewer. It requires approximately 45 minutes to 1 1/2 hdhrs to
complete and assesses psychiatric symptomatology during the past month
or since the onset of the illness episode in question.

The fairst Eew minutes of the K-SADS involves a semistructured inter-
gftion between the interviewer and the child, during which the nature of
the problem(s) and the duration is ascertained. This discussion is
followed by the structured porEion of the interview, which systematically
" investigates the child's overall symptom picture. Most of the symptoms
) are rafed on a 1-4 to 1-7 scale (depending on severity), although some
symptoms are rated simply as present or absent. Each symptom is given
an additional rating for the "past week," so that treatment change can
be determined.

- )
‘.

The K-SADS covers tite following diagnostic categories: Major
. Depression (including subtypes); Manic Disorder; Separation Anxiety
*  (with or without school phobia); Generalized Anxiety; Phobias;
Deptrsonalization ‘Derealization; Obsessive-Compulsive Disorder; Conduct
Disorder; and S¢hizophrenia. The coding system is defined and diagnostic
decisions are based on DSM-III criteria for the particular syndrome.

'Preliminary testing of the K-SADS has been regorted, although the
number of children involved has been quite small. Interrater relia-
bility has been excellent 3t ‘the major diagnostic syndromes and has

: ranged from .65 to .96 for individual symptoms. Test-retests have been
conducted following imipramine tréatment of. depressed children and have
demonstrated K-SADS ratings to be sensitive to changes due to drug

trigrment. Comparisons between mother ,and child interviews have also
bee® encouraging and suggest the necessity of ascertaining diagnostic

information from both sources. .

J/” Work on ,a life-time version of the K-SADS (K-SADS-L) is currently

- underway and revision of the K-SADS (current version) is also in process.
Diggnostic categories have been added such as Attentional Disorder,

D%ug apd Alcohol Abuse, and Panic Disorder. Previous categories have ,
been further, refined or augmented so that diagnostic decisions may\ be
more easily Uetermined. Symptoms on the K-SADS-L are rated only for
their presence or absence since the life~time version is mot concerned

. with ‘treatment effects but rather with a determipation of overall

L 2y
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psychiatric disorders (past or present). When completed, 1t is hoped

the K-SADS-L will be useful for epidermiologic research of psychiatric

disorders in children. Reliability and validity studies of the K—SADS;}

are underway. =
-

A

N .
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A Behav..ral Screening Questionnaire (Richman & Graham) *

N .
B The Behavioral Screening Questtonnaire (B850} (see Table 1B) was
develcped bv Richran and Grahanm to screen for maladaptive behavior
ip preschoeders. The B3SO 1s a 12-item subscale derived from a 60~iten
ingerview schedule, developed to.obtain information on 3-vear-old
preschoclers’ behavior, health, and developrent.

R ~
‘ *

The 12 1tems of the BSO were selectedsbecause of their abilitv to
dfscriminate between children with no behavieral difficulry (untreated)
and children with behavioral difficulty (treated). The 12 behaviorg
rated are:  eating, sleeping: seciling; activity; concentration;
relationship with siblings or peers; dependence; attention seeking;
contrul; temper; mood; worries and fears. A semistructured 1nterview
1s conducted with the parent Fv a trained interviewer to obtain the
information. & pareng self-report version, "The Behavior Checklist,"
has alsc been developed and 1s dis.ussed elsewhere in this review.

" .

The 12, items of the BSQ are scored on a 3-point rating scale from 0
(not present) to 2 (rarkéd difficulties). Onlv the hyieractxvity item
of the BSQ is rated bn a 2-point scale (presence/absence). All items
are ratéd for the time per1oa of the last four weeks. The scale is
scored by summing all 1tems. A maximum score of 24 points indicates
marked behavioral difficulties. A cut—off score of 10 or moré is used
to identifv children 4t risk.

The BSQ was standardized with several populations of 3-year-o¥d
chxldrey, derived from welfare centers, nursery schools, a Cerebral Palsy
Clinmic, and a hospital clinic for emotionally disturbed children (da
patients, inpatients, outpatients). Test-retest reliability rating
conducted on 57°children. Twenty of the 57 ifterviews were tape recd
and rated by two Anterviewers. Test-retest reliability was .77, while
interrater relfability (based on taped interyiews) was .94. Feliabilxtx
on the individual 1tems was lower than for the overall score and yielded
correlation coefficient’s ranging fxom .15 to .77. The three items
demonstrating poor interrater reliability were: toncentration; hyper-
activity; and anxiety. Both parents and interviewers had difficulty
assessing these items. In.addition, pagents reported that they had
never ¢éonsidered whetheér their child worried or experienced anxiety.

Oalidity of the BSQ was demonstrated by its ability to discriminate
between preschoolers attending the psychjatric clinic and those not
attending the clinic. The resultd of the study may have been confounded,
however, since the interviewers were not always blind to the psychiatric
status “of the child, i.e,, the parents tended to inform the interviewer
‘of the child's status.. The specific items of the BSQ which were most

"prédictive of behavioral problems were: soiling, mood, and dependency.
Other items such as sleeping, eating proplems, problems with peers, were
also predfctive of ater behavior problems. Temper tantrums, fears and
hyperactivity were rot found to have predictive-value.
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The BSQ was used 1n several additional validation studies. The
BSQ was used in a study of 705 three-year olds to screen for .
behavior problems. A subgroup of 205 children was chosen for a one-
year follow-up study. This subgrogp included 99 children with behavicral
problems as identified by BSQ ratings of 10 points or more; 99 normal
controd subjects; ana 22 subjects diagnosed as having a delay in language
development, The children's BSQ-wds compared to independent clinical
ratings made by a professional on €ach subject. After one year, 198
vchildren of the control and behavior problem group, as well as 21 children
in the delay of language Jdevelopment group were re-interviewed. The
studs found that children with behavioral problems at age 3 are more
likely to have behavioral problems at age 4, when compared with normal
control children. However, the presence of individual BSQ symptoms at
age 3 did not predict outcome at age 4. Only the total BSQ score
predicted outcome,. .
. The BSQ has demonstrated 1ts usefulness as a screening device and
as a method for gathering information in preschool populations. It has
been shown to have some predictive validity and may be useful in
c¢linical settings. The authors stress the importance of understanding
the significance of different behaviors at various ages in order to~
develop a scale which predicts behavioral prob%gms They suggest
developing a weighted score for BSQ 1items in order to improve its
predictive abilities, since they féel that maturation accounts for,
much of the variability in behavior in children over time.

9
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Isle of Wight Survey (Rutter & Graham)

The Isle of Qight Survey (IWS) instrument (see Table 1B) was
developed by Rutter and Graham in an effort to obtain systematic
information gbout psychiatric disorders in children. Psychiatric
disorder was defined by the authors as "...abnormalities of emotions, -

#+ behaviour or relationships which are developmentally inappropriate and
of sufficient duration and severity to cause persistent suffering or - ,
handicap to the child and/or distress or disturbance of the familv or
community..." (Rutter and Greham, 1968, p.153). The instrumgnt was

.Intended to be of diagnostic utility and wa% desigried.so as to elicit
- information directly from children between the ages ofs7-and 12 vears.

. )
The IWS is a semistructured interview of approximﬁtely a half hour's

duration. It contains over 100 1tems dealing with interpersonal and
behaviora] aspects of the child's life. Initial questions focus on

» school,~pé¢t\contacts, family interactions, and spare-time activities.
Following this, the child is assessed 66'b€hay}or more specifically
related to symptomatology, such as qﬁ;isocial'activitie§, hypochondriasis,
fears, worries, depression, and so on. Items-are rated on a scale
which varies from yes/no to a 4-or 5-point range. The time perspective
of the interview is unclear, but appears to emphasize ''current" behavior.
When the interview is completed the interviewer rates the ¢hild for
probable, definite, or no psychiatric disorder, and also indiCates the
nature of the disorder, if one is present. -

To examine test-retest reliability, the IWS was administered to
89 children at two points in time using different interviewers.
Agreement between interviewers for the rating of definite psychiatric
disorder was .84 and for probable disorder was .51. Reliability scores
for individual items were much lower, however, particularly for behaviors
such as mood, attention, and activity. Additional examination of test-
retest reliability showed good agreement for the ®xtremes of behavior
and was less favorable on more moderate jtem variation. , Interrater
reliability was tested on 25 children between the ages of 7 and 12 yearg
and produced item agreement which ranged from .63 to .95. Discriminant
validity was examined by comparing the isﬁsgzisg,ﬁindings for a normal
population of 159 children with those of™% population of 108 children
consrdered psychiatrically disturbed on the basi¢ of information ob-
tained from parents and‘teachers. Interviewers were blind to the
child's psychiatric status prior to the interview, Differentiation
between the groups was good with psychiatric disorder ratirdgs occurring.
far more frequent}y in the abnormal group than in the control group.

v

PR
The IWS was an {mportant first step fn the development of a
psychiatric interview for use with pre-adolescent *children., It ’
achieved acceptable reliability scores on overall impairment ratings
and provided a useful tool for - the initial discrimination between
_Ehildren with and without a psychiatric disorder. The interview did

* o have difficulty, however, obtaining good interrater agreement for many .
<
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items and areas of functioning., This was probably due to shorfcomings
in the manner in which many questions were wordéd and the reed for a
mare clearly defined rating system. The IWS.was not always systematic
T obtaining i1nformation for a particular diagnostic entity and the
criteria for arriving at a diaﬁnostib determination were not obvious.

k ~
o

Rutter ¥, Graham P: The reliabilitv and validity of the psvchiatric
assessment of the child. I. Interview with the child. Brit J

Psvchiatry 114: 5@3-579, 1968. N
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Chi1ld Behavior Checklist (Achenbach)
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The Child Behavior Checklist (Z%EL) (see Table 2A) is a 130-1tem
scale, originally developed by Achenbach as a behavior problem
checklist. While the initial format was designed to assess behavior on
_the basis of case history data, the present CBCL is a self-report which
is admintstered to the child's parent(s) or parent sugrogate{s), A
modified version has also been deVeloped for teacliers and includes items
on school behavior and performance. . -

.

Thy scale was designed primarily as a screening instrument tQ
detect behavioral deviations in children between the ages of 4 and 16
vears, The CBCL 1s compgsed of 2 parts. Part I includes 3 social
competence subscales: .
1. the activities scale, which rates the amount and quality of
. the child's participation in sports, hobbies, clubs, and chores;
2, the social scale, which rates the ‘cthild's interpergonal behavior
with others (siblings, parents, peers) and his/he® behavior

alone;
3." the school scale, which rates {;e child's academic performance
and attempts to determine the presence of school problems.

The parent is asked to rate the child on each of the items "...compared
to other children of his/her age." Part II is made up of 113 items
describing a variety of behavioral problems. The parent rates each

- item on a 3-point scale, from 0 (not true of child) to 2 (very true or
often true of child). The time period assessed is '"now or within the

past 12 months.' . . .

‘

The CBCL is oh a precoded form. Data may be entered directly on a
computerized'or hand-scored version of the Child Behavior Profile. The
Profile provides an overview of the child's behavior, delineates how
jhe child's prohdems and competencies cluster, and indicates how the
child compares wjith normal children of his/her age and sex group. The
Profile also produces a graphic display of the raw scores.for the CBCL
scales with percentile listings and T (or transformed) scores. Separate
editions of the Profile have been normed for males and females in the
age ranges of 4 to 5, 6 to 11, and 12 to.16 years. -

Norms on the' CBCL are based on data obtained from 1100 children in
randomly-selected homes. Fifty normal children of each sex and at each
age (6-16) are included in the sample thus far. Standardizations for

* the 4-5 year age groups are currently in progress.’ The behavior
¢ problems scales were derived by means of factor analysis (principal
compenents) of CBCLs completed for 1800 disturbed (clinic) children.
The factors were computed separately for males and females according
to age (6-11, 12-16) and include subscales such as delinquent, depressed,
somatic complaints, aggressive, etc.

.
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Short~term (about 1 week) teSt~retest reliabilities on normal
children ranged from .72'}0 .97, with variations depending upon the
sex and age of the child and the particular subscale ffvoT™ad.
term (6 to 27 morfths) test-retrest reliabilities on clinic gh:ldren
ranged from .26 to .79 with most correlations in the acceptable r
(over .5). Interrater reliabilities (mothers vs. farhers) range
.54 to .87, varying with age and sex of child and subscale invo
The sample sizes 1n the various feliabilitv studies tended to be quite
small (from 8 to 37 children per group). Scores on all behavior .
problems and social competence subscales are veported to adecuately
differentiate between clinic and nonclinic (normal) children,
indicating good preliminarv discriminant validity.

4

N

s/ .

The CBCL hopes to provide a means by which empirical data can be
colletted in order to develop a descriptive classification svstem for
¢hild psychiatric disorders. It 1s also recommended.bv its developer as
a guide teo clinical interviewing as_well as to research én_etiology,

eatment, and prognosis ‘in child psvchiatry. .
>

. The CBCL was developed, modiff;d, and revised on‘Ehe'basis of
theoretical prin€iples, extensive clinic expertise, and sophisticated
statistical techniques. The scoring system is‘ﬁeriveﬁ from an impres-
sively large sample size and the scale enables children to be compared

" with appropriate age and €ex group norms. Preliminary ‘reliability and
validity data demonstrafe quite adequdte scores on these measures,

\
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Childreh's Behavior Checklist for Parents (Arnold & Smeltzer) A

t

<«
.

o
The Chlldren's Behavior Checklist for Parents (CBC-P) (see .. \

Table 2A) is & 74-item scale developed by Atnold.and Smeltzer. It"1s, 3
based on an 8l-i1tem checklist used at the Ohic State Lnlvers1tv Ch11d ' 3
Psychiatric Clinic, which, in turn, was adapted from a ‘form used .at the ™ T
Johns Hapkins Child Psychiatry Clinic. The checklist was modified,

®  mainlv fOr the pu ose of collecting information wn adclinic popudation.
In\{ts present it can be utilized as a general screening instrument &

for assegsing p@vchopatholog\ in children ‘(ages 2-18 velrs). ‘ " ¢

-

~

The CBC-P 1s deGIgned as a self-report. It 1s completed bv the
parent(s) or parent surrogate(s), who. is #phed to rate each 1tem on a
4-point scale from 1 (not at all true of child) to 4 (vérv much true
of child). The time p*r;nd of the behav1or assessed 1s not stated but
maV be assumed Lo refeEﬂfﬁ 'aurrent"” behavior.® The form appears simple

. to f1ll out. . Completidff time is not reported,” but can be expected to
require approximatelv fifteen .mjnutes. . . ‘

Data frdﬂ the checklists of~ 351 c11n1c children (21& males,. 135

femaled) were factor analyzed separately by age (2-12 Vears, X 2

{ and *13-18 years, X = 15. 1). Factors'were identified by item laad}ngs
of .4 or greater.  Analvsis of the data frop the 2-to-12-year-ol
group viglded six factors: 1) Upsocialized Aggression; 2) In
Unprogductiveness; 3) SOLLOpaEhy, 4) Hyperactivity; 5) Withd
Depression; 6) Somatic Complaints. The 13 to 18 year dge group analysis
yielded seven factors. Five of the seven, wera eSSentlallv the same as

. the first Tive listed for the children’s group ~ Factor six was renamed
Samatic Neuroticism ind factor seven was the result g§ the separate

/ Flustering_of the sléep disturbance items. h *

' . Information ohj terpergonal functioning.is not assessed by the
CBC~-P and the scori stem for factors is not adequately detailed.
No reliability data gported forﬂihis instrument. Validity of

* individual item scores is "assumed' but no validation attempts were
discussed by the authors. Finally, the factors which were derived-
are based solely on data from a mostly-male clinic sample. Norms
are not available separately for males and fewmales, and are a ‘function
of age groups which could use further refinement (e.g., utility of
many i{ems for‘tke 2-to-5, age group is questionable)

¢ -
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Child Behavior Characteristics Scale (Borgatta & Fanshel)

The Child Behavior Characteristics Scale (CBCS) (see Table 2A)
was developed by Borgatta and Fanshel to assess a broad range of
observatye age-specific behaviors in children. In devising the scale,
the authers first Conceptualized several categories of child behavior
and functioning and then constructed items to fit those categories.
In the preliminary stages of the CBCS development, many items were
included in order to test the relevance of the i1tems to particular
age groups. The items were evaluated by parents, socigl workers,
nurses, etc., Data from 428 children (aged from under 3 months to
17 vears) were factor arfalvzed. On the basis of the initial factoer
analvses, items were eliminated 1f: 1) they did not load on anv
factors; 2¥ thev did not "organize well in the data;" 3) they had
insufficient variance; and 4) they w
to, .

ere difficult for raters to respond

v
-

The preliminary analvses led to'the construction of threg age~
specific subforms of the CBCS. Form 1 applies to the neonate-to-2-
year age group and contains 60 items; Form 2 applies ¢o the 2

2-to-6 vear
age group and cantains the previous 60 items plus 55 additional itéhs;
Form 3 applies to the 7-t

0-17 year age group and contains all of the
115 {tems. The gcale also contains 4 items on the phyvsical character-
istics of the child and one open-ended question on physical or mental
defects. The 115-itenm scale {s administered as a self-report,
Respondents may be parents, teachers, social workers, or the l1ke, and
are asked to rate each behavior M , 5-point scale from "never™ to
”aIQOSE‘ETgays-" Completion ti ig = ericd
assessed can only be assumed to be "current"” behavior. '

]

N

The revised CBCS was subsequently tested with a sample of 600,
e
gs (approximately 200 in each of the
three age groups). The data were factor analyzed separately by age and
also wfth age groups combined. Sixteen ‘composite scgres or factors
were developed. These composites include: 1) Alertness-Intelligence;
2) learning Difficulty; 3) Responsibility; 4) Unmotivaged-Laziness;
5) Agreeableness; 6) Defisztﬁiﬂestility; 7) Likeability; 8) Emotionality-
Tension; 9) Infantalism; 10) Withdrawal; 11) Appetite; 12) Sex Pre-

. .coclousness; 13) Overcleanliness; 14) Sex Inhibition; 15) Activity;

°

Aruitoxt provided by Eic:

and 16) Assertiveness. Alpha coefficients for the composite scales
were generally high, ranging from the .60s to the .90s. Interrater
reliability coefficients were based on ratings of
raters and ranged from .22 to .68.

scores were relatively low. .

83 to 165 pairs of
Most of these 1nterrat?£/§%}iability

The CBCS_was derived to as;;ss age-gpecific behaviors in children
and to compare these behaviors, to appropriate norms. The attempt to
cover such a wide age range appears ill-concaived, however, and has led
to a complicated and confusing use of cluster scores, component scores,
and composite scores. The method reperted for the testing of finter="

rater reliability was unclear; 5he humber of pairs of raters was ¢

N N
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extremely large and differed occasionallv for the various composite

scales and for the different age groups, In addition, the interrater .
reliability scores were generallv quite low.

-
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Children's Behavior Piagnostac Inventery (Burdock 4 Hardesty)

.

The Children's Behavier Diagnestic Inventorw (CBDI) ((see Table 24)
was constructed by Burdockh and Harduestv to access disturbed behavior n
children. The scale was Jdeveloped ag a result of a literature search
of diagrogtically significantg behaviors, followed by A compilation of
these behaviors, and a delineation of the age at which the behaviors

N+ bectome developmentalln napprapriate or pathelogical in nature,
~

he hehavieral 1tems were grevped accerding to Aage mte € two-vear
intervals rangivg frem gpe 1 to age 12, "The scale i« cunulative <o that
the number ¢f 1ters assessed 1nlreades as a function of the age of the
chald (1.¢., there are 11 items rated at ages 1 to 2, and b ages 11 ro
127137 atews are rated. The behavioral items assessed are grouped 1nto
81X general areas: Vegetative Functioning; Arpeafance and Manner{gm:
Spee roand Vofee; Emotional Displav: Socialization; and "Theught Proces<es.
The observer rates the presence or absence of raladaptive behavior ex-
hibited at the time of rating. tach behavior is weighted and a total
score 1s derived on‘the basis of the percentage of deviant behavior for
the relevant age groun.  Although no time frame was specified, the scale .
d4ppears to rate "currer:" behavior. .

A smal sarple of 15 mentally 111 children was assessed bv nurses
over 4 twe-day period in order to establish reliabiliry data For the
scale. Interrater agreement vielded a correlation coefficientyof ,72.
The am unt and tvpe of variance amoeng observer ratings alep e
Jdnvestigated. Two-thirde of the variance was attributed to subject ’ .
differénces 1n behavior rather than differences between raters.

A normal sarple of 59 male and 39 female children, aged 3-12 vears,
was observed, Prelirinary results show that “bove scored higher than
girls., This dxfferen§s mav be ncrmatide or may be indicative of greater

t psvihopatholegs 1n males. Scores on the CBDI easily discriminate between
normal children and mentally f11 children Disturbed children score
higher and there 15 virtually no overlap 5{ scepes between groups., The
total mean score for normal children was X4, while the total mean score
for abnormal (hildren was 21.5. Five children ¥rom the normal sample
were followed up four months after their initial rating on the CBDI.
Results at follow-up were similar to inftial findings.

The CBDI appears to be a potentially adequate'scafé for screening
maladaptive behavior in children. 1Its strengths are in the age-correlated
behavior {tems. 1I.s weakness 1s itg dependency on rating only behavior .
exhibited at the time of observation. ‘This limits its use to situations
such as inpatient facilities or day-care centers rather than situations
which permit the expfession of a mpre varled repertoire of behavior by
the child. There s need for further validation of the scale on larger
populations, both normal and abnormal. It appears to be useful for
differentiating Wetweed 111 and well children and may be useful in
epidemiological studies. . A
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- © Childhood Persgn&lf!v Scale, (Cohen, et al)
v N 4
- The Childhood Personality Scale (CPS) (sed Table 28 is a
. 48—itgm scale developed by Cohen and Dibble, It tg-based.on the
. conceptualizations and behavioral 5tems outlined by Schaefer “and others
and attempts-to delineate Competencies and vulnerabilities in pteschoal-
aged children. It was designed in conjunction with a number of other
instruments (see Brief Reports Section: Cohen, et al.) for use in —
epidemiological studies on persona{1ty development in twins during the
. first six years of life. However; the CPS and 1ts companion instruments
. ¢ are not-limit%d te twin studies.
" A
The CPS is a self-report administered to mothers and/or fathers. ,
Parents rate their children's typical behavior "for-the last two months"
- " ona 7-point scaley, from 0 (never true of child's personality and
' behavior) to 6 {always true). Thée items on the CPS represent 24
behavioral categories {12 socially desirable, 12 socially undesirable)
@ith two items defining each category. The behaviors assessed
include items such as™general activity level, quality of interpersonal,
~ gontac’t, and relationship to environment (i.e., passive Versus active).
Completion time is not stated but would prpba§ly range from ten to

v

fifteen minutes. . P

~

Tgs%-retest reliabilitiesf have been reported for categories-y

. (rather than items). Two studles of 20 sets of twins and 20 singletons
found 0 to 3 categories with st tistically significant differences from

“time 1 to time 2. Interrater. rpliabilities for mothers, fathers, and

t+ sociak workets fared lesgs well/ with significant differences.ranging

* from 11 to 16 categories. Interrater reliability bgtween two teachers

" was reported as “good." The only validity measure copsidered was the
agreement .of parent gnd observer ratings with nursery school ratings. ~
Correlatidéns were sphted as many, but information was not specific so
that adequate evaXiation of the validity data is not possible.

£ . . N

Data on’ the CPS have now been collected for more than 400 sets of
twins. The €PS has been factor analyzed, and less reliable jtems have
been elimipated. The analyses yielded behavioral dimensions of child-
hood competedce which included verbal expressiveness, attention, zestful-
nes#, sociability, and behavior modulation. The CPS is available in a
shorter 20-itém "factor scale"'form and also has been adapted.for ratings
of "real" ands®ideal” child. « :

.
-

The CPS.1isone¢ of only a few Ainstruments available to assess the
personality characteristigs of preschool children. It is. easy to,
dminister and attempts to characterize both positive and negative
behaviors in children. Interrater reliability has not yet been
adequately demonstxated and further refinement. would be preferred.
In addition,” tite CPS lacks adequate validity measures and no plans for

>

]

I

. additional validation,attempts were discussed by the authors. At the <
present timé, there are insuffitient data to determine;whethqr the CPS
e S ? . 4 v
. L4
. .
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would be an appropriate screening device for psychopathology in young
children.

G
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Conners' Rating Scales

Three rating scales have been developed by Conners: . the Parent
Questionnaire, the Teacher Questionnaire, and the Parent-Teacher
Questionnaire. Whilegthese scales have overlappine purposes and some
common features, theZ‘ wide' use and exténsive data base warrant
individual examination. The Parent Questionniare and the Teacher
Questionnaire are discussed below. The Parent-Teacher Questionnaire
is reviewed as one of the hyperactivity scales in the Specific
Syndrome section 6f this report.

Parent Questionnaire

,

The Parent Questionnaire (PQ) (see Table 2B) was developed by
Conners as a méans of screening for hyperkinesis and other behavior
problems in children and as an aid in evaluating drug treatment effects.
It contains 93 behavioral items (e.g., problems with eatipng and sleeping,
fears, worries) and a final question which asks for an indication of the
level of overall severity of the child's problem,

The PQ is administered as,a self-report which is completed by the
parent(s) or parent surrogate(s). The form is precoded and can be
fully computerized. Ratings are made on a 4-point scale from.0 (not at
all) to 3 (very much), depending upon how much the parent feels the
child has been bothered by the problem in the last month, The age
assessed by the PQ ranges from about 3 to 17 years,

Data based on a total of 683 clinic and nérmal children were
factor analyzed with orthogonal rotation. Eight subscales were *
identified as follows: 1) Conduct Problems; 2) Anxiety; 3) Impulsive/
Hyperactive; 4) Learning Problems; 5) Psychosomatic; 6) Perfectionism; - .
7) Antisocial; and 8) Muscular Tension. These factors have been found
to be stable and are able to reflect the effect's of psychopharmacological
treatment with hyperactive children, \ v -

k] Al v

A revised Parent Rat@ghg Scale also has been-developed. It contains
some items which were rewritten for clarity and some combinations of
items which help to reduce redundancy. In addition, items with low
loadings in previous factors were excluded, so that the revised PQ
contains 48 statements. Factor analysis of the.revised form yielded
five subscales: 1) Conduct Problems; 2) Learning Problems; 3) Psycho-
somatic; 4) Impulsive/Hyperactive; and 5) Anxiety. The tors
correlated .94, .63, .70, and .90 with QOnners' origindl scale factors'
of the same name. Interrater correlations between mothers', fathers',
and teachers' ratings were also acceptable. o

L]

The PQ is a useful screening instrument for assessing the presence
of thyperkinesis as well as a limited number of other behavioral problems
in children. Its ability to differentiate clinic children from normal
children and its sensitivity to drug treatment changes indicate at least

ERI
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some discriminant validity. Normative data 1s not yet available for
the scale as a whole, however, and Further reliability data would be
desirable. Information on specific item factor loadings for the PQ is
available in the ECDEU Assessment Manual for Psyvchopharmacologv (1976).

Teacher Questionnaire -

The Teacher Questionnaire (TQ) .{see Table 2B) was developed by =
Conners as a means of screening for hyperkinesis and other behavior
problems in children_and as an aid in evaluating drug treatment effects
on the basis of teacher observation. It was based on a symptom check=
list originally developed by Eisenberg, et al. It contains 41 items
grouped in thgﬁfolloding categories: TItems 1-21 refer to classroom
behavior; Items 22-29 refer to attitude towards authority; Item 40
asks for an overall severity ratingy; Item 41 asks for treatment-g¢ffect
ratings' for academic achievement, overall behavior, group participation,

+,and attitude towards authority. ’

The TQ is administered ‘as a self-report which is completed by the
child's teacher. The form is precoded and can be fully computerized.
Ratings are made on a 4-ppint scale f}om 0 (not at all) to 3 (vegy much) ,
depending upon how much the teacher feels the item is descriptive of the
child duripg the past week. The age assessed by the scale ranges from
about 6 to 15 years. The TQ is generally administered at the beginning

of a gtudy and at one-week intervals during the course of treatment.

Data from &2 boys and 21 girls (mean age = 117.5 months, S.D.4=
21.5 months) were factor analyzed. The subjects were clini¢ children
with behavior disorders, hyperactivity, and dtfention problems. Five
, factors were identified as follows: 1) Conduct Disorder; 2) Inattentive;

‘.« 3) Anxious; 4) Hyperactivityy and 5) *Social Ability. These factor

structures have been found to be stable and capable of discriminating .
between hyperactive and normal children. Test~retest reliability scores
have ranged from .71 to .91, and all five factors have reflected
significant before-and-after drug trgatment change scores. .

A

A reuised Teacher Rating Scale also has been: developed. The
shortened 28-item version of the TQ was administered to a normative
sample of 383 children. A factor andlysis of these data yielded three
factors as follows: 1) Conduct Problems; 2) Hyperactivity; and 3)
Inattentive-Pdassive. Correlations of the three factors with the
original TQ factors are .90, .92, and .86, respectively, Comparisons
between the revised Parent Rating Scale and the revised Teacher
Rating Scale were .33 for Conduct Problems; .45 for Learning Problems-
Inattentive/Passive; .36 for Impulsive/Hyperactive; and .49 for the

Hyperkinesis Endex. . ¢
* - * - s - *
) 4 A i) - -
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The TQ is an acceptable instrument for utilizing teacher observa-
tivns 1n the assessnment 6f hyperactivitv and conduct problems in school=-
dg%d children. It 1s brief, easv to administer, and contains a defined
scoring svster. It 1s able to difterentiate clinic children from
normal children and 1s sensitive to drug treatment changes. Test-retest
and interrater reliabilities are adequate an suome normative data are
available. Information’ on specific i1ter factor loadings for .the TQ is
available 1n the ECDFU Assessment Manual for Psvchopharmacologv (1976).

REFEREN(LY:
DEFERES e ~

Ccnners (b: A teacher rating scale for use in drug studies with
children. Am J Psv.hiatry 126: 884-888, 1969.

Conners CK: Symptom patterns in hyperkinetic, neurotic, .and
normal children. Child Develop 41: 667-682, 1970,

Goyette CH, Conners CK,,llrich RF: Normative data on revised
,Conners’' Parent and Teacher Rating Scales. J Abn Child Psvchol ~
6: 221-2%, 1978,
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Teacher's Behavior Rating Scale (Cowen) .

The Teacher's Behavior Ratiyg Scale (TBRS) (see Table 2B) was =

developed by ery Cowen to screen children, ages 6 to 12 years,
for maladaptiveYrehavior exhibite n-the classrcom setting. The
scale 1s madegf)bof 25 items desOxilptive of deviant classroom behavior.
It rates 17 charagteristic maladaptive behaviors sych as impaturity,
disruptiveness, moodiness, destructiveness. Each 1ten;$s rated on a
4-point scale (from "does not apply"” to "shows very stronglv") which
assesses the degree to which the behavior 1s exhibited. A global
overall Judgment of psvchiatric impairment is made on a S-point scale
ranging from "well"” to "poorlv adjusted.” The teacher 1s the
infermant. Completion time for the scale is estimated at 5 to 10

_ minutes. The time period assessed 1s not clear but might be assumed
to be "current" behavior. A total séore is derived by summing the 25
items, ¢ielding a maximur score of 75. The higher the score, the more
maladjustqgpthe behavior.

Reliability between ratings on the TBRS by two teachers on 283
children revealed a correlation coefficient .67. The abilditv of the
TBRS to discriminate among emotionally disturbed and emotionally well
children was tested in the following Manner: a matched sample of third
grade children were assigned,to an experimental or a control group.

The experimental group consisted of children previously labeled as
exhibiting somgfemotional problems. The control group consisted of
emotlonally w€ll children. The comparison of TBRS scores revealed that
the "E" group was more maladjusted .than the control group. Teachers'
ratings on the TBRS for the "E" children were figher than teachers'
rztings of the "C" group. The TBRS was also used in a seven-year
follow-up study of children who were labeled as exhibiting emotional
problems at Grade 1. The TBRS scores revealed that cgildren labeled
earlv in life as emctionally 11l continued at age 7 to exhibit problems

mboth emotionally and academically. The scale has demonstrated some
discriminant validity as a screening instrument and-may be potentially
useful as a device to predict future pathology.

The TBRS has also bteen compared to three bther teacher assessment
rating scales: The Teacher's Adjustive Chetklist (TACL); The Ottawa
School Behavior Checklist (OSBC); The AML.Behavior Rating Scale (AML). -
The four scales were used by teachers to rate behavior in a sample of

. over three hundred kindergarten and first-grade children. R&sults
showed that all four scales correlated well with éach other. The .
highest correlation was between the TBRS and the AML- (r = .90). All
four scales are completed rapidly and efficlently. :

The TBRS has been used extensively by Cowen and his colleagues
at Rochester and appears to be an acceptable screening device. The
TBRS has been used in conjunction with IQ scores and the Children's
Manifest Anxiety Scale. 1t is useful in obtaining teacher-obserwations
of child behavior. Also, the scall has an ability to identify,

Q - 4
ERIC ~ N ¥

Aruitoxt provided by Eic:




. -33-
[ .
discriminate and, perhaps, predict outcome of children exhibiting
problems at an early age.

’

. /

f -
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Children's Assessment Package (Cytrynbaum & Snow)

-

The Children's Assessment Package (CAP) (see Table 2C) was developed
by Cytrynbaum and Smow in oxder to systematically collect data relevant
to clinfcal uytilization. The CAP is a conglomeration of assessment tools
which includes the Multi-State Information System (MSIS);.a Child
Developmental History Form (CDHF); a Child's School Experience History
Form (CSEHF); Significang Life Events-Family Form (SLE-F); Family
Supports Form (FS); Family Information Form (FI); School Report Form (SR);
and Family Assessment Form (FAF). The package was designed in an effort
to obtain information about the child with respect to the presenting
problem and the etiology of the disorder. It also includes a method of

aiﬁessing intervention and outcome of treatment.

Information about the child is obtained th;ough multiple informants
which include the-clinician, the family, the teacher, and hospital or
clinic records. Each section of the CAP 1s briefly outlined and described
below. :

.

I. Assessment of the Child . )

- i «

A. MSIS Children's Admission Form is completed by the intake
worker. The form is-a checklist which is precoded and ,
defined. It assesses the following areas: previous treat-
‘ment history; physical health problems; school functioning;
length and severity of present condition.

.

B. Child's Developmental Historv Form is completed by the
parent who reports the following infprmation: physical
history of mother-at birth of identified child; developmental
landiarks of child; father"s relationship to child.

Cﬂ?ld's School Experience Form is completed by the parent
about the child's participation in school. The ‘parent is
asked to rate 23 questions about the child's school
4 behavior on a 4-point scale ranging from "always applies’
to "never appliesi" The questions force judgmental
e res¥Ponses on the part of the parent (i.e., "No one the
school systesy reglly cares about what happens to my child
and, whether he/shs learns anything"). )

*

Assessment of the Family System

s

A, ‘Significant Life Events—Family. Thirteen lifée events are
listed and one of the parents is asked to report which ’
events occurred to the family over the last 24 months., Six
.response choices are offered: -last month, 2 - 3, 4 -6,
10 - 12, 13 - 24 months ago. In addition, 23 life events
specifically. related, to the family are rated by each parent.

a3

A

°
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B. Famiiy Supports Form. The parent is asked to report whom
they would turn to for help in four specific situations,
This form assesses the family's mental health, medical
health, and religious support systems. The scale also
assessed the frequency of contact, guality of relationship,
and the feasibility of uée of these supports (e.g., trans-
portation, telephone),

C. Familv Information Form. The parent s the informant for
this form. Social/demographic information is obtained
abeut the familv regarding the families' residence,
language, background, physical living rondltlons, and the
occupational revel of parents. .

\

III. School Report on Student's Behavior and Performance
*
In this section the teacher or guidance counselor is asked to
report on the child's performance. Fiftv-seven behavioral
items are rated on a 5-point scale from "certainly applies”
to "no basis for making judgment.” 1In addition to these 57
general behavioral items, the teacher réports on the student's
- general academic performance. .

.

1v. Clinician Report on Family

A, Family Assessment Form. The clinician is asked to complete
this form after a full evaluation of the family and the
< child. -The ¢linician is asked to report op 83 informationdl
items which range from defining the prinarv paxentlng figure
to rating the marital relationship, parent-&hild felation-
. ¢ ship, and family dynamics. A 5-point s?dle is' used to rate
& these behaviors from "certainly applies or definitely

\ describes relationship/occurs frequently" to Mme-hasis for
. judgment--lack of information to respond."

B. MSIS Terminatkon Form. The clinician reports at termination
of treatment the reasons for cessation of therapy, dis=-
position, child's condition on discharge, and the type of
treatment offered. The cYinician is asked to rate the
child's IQ level, and assign a psychiatric diagnosis.

The CAP is being used by a satellite clinic of the Connecticut Mental

Health Center. Its focus is to collect a broad base of information on
children in treatment for the development of a psychosocial, community-
oriented treatment and data system, ’

The CAP was designed to facilitate collection of information

relevant to clinical utilization. The CAP is in the wproeess of being
tested but to date no data have been reported on the imstrument's
reliability and validity. Some of the limitations of the CAP subscales

O
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relate to the retrospective reporting of events about various stages of
the child's development. Retrospective reporting 1in general is con-
founded by distortion and problems of recall.& In an attempt to be
comprehensive, the CAP has become a long and overly-detaMed assessment
instrument which requires the cooperation of #ultiple informants. In
choesing thé CAP as an assessment package fhe investigator should weigh
the costs of such an instrumeht against the type and*quality of informa-=

[
tion obtained. The CAP may be’ useful to investigators interested in
reorganizing an existing data collection system or assessing the
utilization of clinical services.

" REFERENCES: . .
Cyscynbaum S, Show D, Phillips E, Goldblatt P, Tischler G:
Program analysis and community mental heflth services for
children, din.Sankar S (ed): Mental Health in Children, Vol. III.
PJD Publlcations, New York, 1976, pp. 661 697. A

v
a - "
Children s Assessment Package: A Psvcho§o%1al Evaluation Procedure

for Child and Family Mental Health Services (CAP). Yale Universify

School of Medicine and Hill Healthl Center, New Haven, Connecticut.
Copyright, January, 1977.
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Adolescent Life Agsessment Chechlist (Cleser, Seligman, Wfnget=& Rauh)

The Adglescent Life Assessment Checklist (ALAL) (see Table 2C) is a
40-item scale* devellped by Gleser, et al. It was designed for use with
a clinic population, but can be utilized as a general screening instru-
ment to assess psychiatric symptomatology in adolescent children.

The ALAC contains 40 statements about feelings and behavioy, and is
administered as a self-réport to children aged 11 to 19 years. ., A
comparatle form is also cpmpleted by the adolescent's parent(s) or parent
surrogate(s), su that information about the child mav be obtained from
two sources. The respondent 1s ashed to rate each item on a 5-point
scale from 0 (never) to 4 (almost always). The time period assessed by
the ALAC is left somewhat open as subjects are asked about "recent
weeks." The form is precoded and simple to administer. While the ‘time
necessdary fur completion is not stated, it can be assumed to take ’
approximately ten minutes to fill out, even bv slow readers.

Data from the ALAC has been analyzed for 356 forms completed by~
70 adolescents from a medical ward, 174 patients referred to a clinic
for emotional prcblems, and 112 adolescents from a community population.’
In all cases, comparable forms were obtainéd from one of the parents of
each child, usually the mother. An oblique rotation factor analysis of
the adolescents' responses yielded six factors, with high intercorrela-
tions for the first four factors. The six factors were: 1) Affective
Distress; 2) Cognitive Unproductivity; 3) Somatic Complaints; 4) Alienated
Peer Relations; 5) Tolerance of Intimacy; and 6) Sociopathy (or Substance
Abuse). These six factors were then used to define the subscales of the
ALAC. Internal consistency for the subscales ranged from 0.6T for
Tolerance of Intimacy to 0.83 for Affective Distre®s. Correlatio
between the gubscales ranged from 0.22 to 0.67. :
For the adolescent samples, separate analyses were perf¢rmed by
sex, race, anl age, as well as sample source (i.e., medical versus
clinic versus community). Females $cored higher on Affective Distress,
Somatic Complaints, and Cognitive Unproductivity, while Blacks scored N
Iower on Pistress and higher on Somatic Complaints. Age effects
indicated a negative effect with Somatic Complaints and Alienated Peer \
gelations. A method for obtaining corrected scores for age, race, and
sex effects was devised on the basis of the normative data.

’,

The ALAC was generally able to differentiate the clinic and medical
samples from the, community sample, but the clinic and medical samples
were, not’ well differentiated from each other. Analyses Qf the parents' ,
responses showed an improved discrimination between medicel ‘and clinic
populations, According to these data, parents of the medital sample .
reported fewer symptoms than their children did, while parents of the .
clinic sample reported more symptoms than their children did.

*Item 41" of the checklist has been dropped because of frequent misinter-
pretation by respondents.

.
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The ALAC is a fast and simple-to-use sCreening device for assessing
Limited forms™of symptomatologvy in adolescent populations. Althcugh
acceptable intérnal consistency was deronstrated, interrater (parent/
child) reliability warrants further examination and test-retest
reliability has yet to bg explored. Discriminant walidity of the ALAC

‘remains equivocal as it fajled to adeauately differentiate the .
adolescent clinic and medical samples. A test of concurrent validity
between the ALAC and some other measure of psyvchupathplogy would alsd be
recommended as a means of, further scale refinement, ggxficularly in
light of the differentiation problems menticned above.

‘&_ o .
REFERENCES: s
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The Minpesota Child Development Inventors (Ireton and Thwing)

~

Th¢ Minnegota Child Development Inventory (MCDI) (sev Table 2() was
develiped by Ireton and Thwing a- a screening fnstrument to identify
psy<hiatric impalrment in presihool children. The MCDI invehtorv
consists of 320 statements descriting the behaviors of the preschoul
child, The parent 1y the informant and reports as to the presence
or absemce of the behavioral iter, The format is precoded and tahes
about 30 to 45 minutes to complefe. A final profile of the child's
development 1s derived from the 320 1tems and 1s related to norms for
tne child's age and sew.

b -
The 320 1tems of the M(DI are grouped 1nt<%@dght Gubs\;yvs: Cross
Motor; Fine Metor; bapressive Language; Compreﬁgncfbn7Con\e rual;
Situatien ‘Compreberagon; Self Help; and Personal/Social. The erghth
scale is a global aJ‘Lsamvnt of genvral development. The Gross Motor
‘scale consists of{3% 1tems and rates behaviors such as strength, balance,
and coordination. The Finé Motor scale consists of 44 ftems and

assesses such skille as eye-hand coordination. Fiftv-four jtems are
rated on thé Expressive Language scale which assesses verbal and

gestural language. The Comprehensivn/Conceptual scale consists of 67
iters, and measures the child's understanding of simple concepts. The
Situatiog/Comprechension scale consists of 44 jtems and measures the
child's understanding of nonverbal behavior and interactions with the
environment. Thirty-six i1tems rate the child's Self-Helpyskills such as
eating, dressing, etc, Thirty-four items assess PersonalXSocial behaviors.
such as 1ndependence, social interactions, and concern for others. The
General Developmeft scale consists of 131 1tems and provides an overall
index of development. ~ -

The MCDI was standardized on 796 white children, ranging in age from
six months to six-agd-a-half vears (395 males; 401 females). The scale

, was able to delineate behaviora} problems in children at different ages.

The MCDI is scored on the basis of the child's develdpment and how the
child is judged to perform wMen compared with what 1is expected for his
age group. A child's score {is ﬁ(pected to fall at or above the mean
score of 307 of children younger®than himself. If a child is functioning
below the mean score achieved by 30% of the children below his age level,
he is considered functioning below his level of expectation. Only about
2% of the general population are expecteg to fall below this level.

Internal consistency for the eight subscales was tested by the
split half method. The reliability coefficients for the general
development scale (ages 1 to 6 years) fell between .80 and .90. However,
lower reliability coefficients are reported for children §ounger than
one year and older than six years of age on this subscale.

The MCDI attempts to evaluate children's development.on the basis
of age-specific norms. Although specific reliability and validity
coefficients were not reported separately for each of the eight

- 5
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subscales, the authors reported that these data were adequate. he .

general developmental scale was reported as the most reliable and

capable of providing age-specific comparisons. The authors suggedt

that the MCDI be u;ed in conjunction with IQ scales and other

psychiatric rating measuresg. ‘

*' The MCDI appears to be an acceptable 1nstrument for dssessing
behavioral funcrioning in preschoolers. Ireton, et al. question the
ability of mothers tc repert children's behavior reliablv, but do, in
fact, relv on mothers as Informants. Thev feel that the interpretation
of the results of the inventory should be consideted in light of the
motter’s educational level and ber ahiliryv to comprehend and objectively
report the child's functiofiing. Thev feel that there is a tendency for
mothers tu provide digtorted information. Despite this limitation, the
scale 1s useful as a means of describing whether a child 1s functioning
above or below what is expected for his/her age and sex. y)(/

.
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Ireton H, lhwigg E: The Minnesota child develppment 1nventorv in
the psyihiarric development evaluation-ef the preschool age child.
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The Symptom Checklist (gohn‘& Rosman) ~

The Symptom,Checklxst{%sqL) (see Table 2C) was developed by e
Kohn and Rosman to scréen for behavieral proslems manifested by pre-
school children (ages 3 t3 6 Mpars). Kohn and Rosman also developed

a companion scale, the ‘Social Competence Scale (SCS) which measures
social functioning in preschpol children. The SCS was designed to be
used in conjuynction with tRe SCL and is therefore also discussed in this
review. The SC& is a 58-item inventorv of behaviors considered by the
authers to bé clinically 8ignififant. The SCS is composed of 90 1tems
and designed to measure the child's social functioning in a preschool
environment. The time period assessed 1s.unclear but probahly focuses
on "current" behavior. - &

“ -

. The scales were tested on a sample of 407 children in a« day=~-care
setting. The.children were independently rated by two full:time ..
teachers. In addition to th& 407 children in the dav-care center,
samples were derived from a therapeutic dav-care group and a mental
hospital group. The data derived from the two instruments were pooled
and factor analyzed. The authons advocate a two-factor modek for data
analysis when the scales are used in conjunction with each other. Thes
factors derived from the SCL were: Apathy/Withdrawal and Anger/Defiance.

Two bipolar factors were also derived from the SCS items. One factor

was Lp;erest-?ér:acipation vs. Apathy-Withdrawal, and the second factor
was Cooperation-Complianc® vs. Anger-Defiance. The interrater
reliabllity cdefficient for,tHe two factors of the Symptom Checklist
was .57. The SCS ihterrate reliability coefficients for -Factors 1 and
2 wer€ .62 and’.66, respectively. Interrater reliability for the pooled
data from the two scales was .?3. Correlation coefficients obtained for
thé SCS and SCL factors ranged %EQW -.75 to «.79. .

= T » .

In order to.te§! the scales' validity, a study was initiated of
1,232 randomly-selected children enrolled in a day-care center. The
data derived from Ehe,normal sample were compared to data on the three
previously mentioned "clinic" samples. The results showed that normal
children can. be differentiated from i1l children by the mean factor
scores on Facfor 1 (Apathy-Withdrawal) and'Factor 2> (Anger-Defiance).
The mean factors for the’ disturbed group Were higher than for the well
group. The scales, however, did*not discriminate among the various
disturbed groups since these groups“had stmilar high mean factor
scores (e.g., the therapeutic day-care group was not differentiated
from the mental hospital group). Boys and girls showed differeat
patterns of disturbance on the SCL and SCS. *All the "elinic" boys
showed high mean: factor sceres for Factors 1 and 2, while pnly "clinic"
girls 1in the therapy group were high on both factors. In general he
girls in the "clipic" groups showed high méans’ only &bn Factor 1.  $he
authors considered high mean scores on both Factors % and 2 or on v
Facter 2 alone as indicative of greater pathology for females.

’ LS
' The authors have tentatively outlined cut>of f points for
detecting tllness with the SCL and SCS. Using the two<factor model,
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they suggest 172 standard deviations intercept for Factor 1 and 2
combined as a cut-off for boys, and 1.0 standard deviation intercept
for both factors for girls. Since these cut-off points have not been
tested extensively, they are considered guidelines.

-
¢

The SCL and SCS appear to be effective screening 1hstruments which
can be used efficiently by teachers to.rate cKildren's behavior.
Information on a normative sample is available. The scales may be
potentially useful in epidemiological studies since discriminations
between well and 111 children are made with the SCL, as well as with
the SCS. -

REFERENCE: .
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Louisville ‘Behavior CMecklist (Miller)
o ‘ i
The Louisville Behavior: Checklist (LBCL) (see Table D) was

developed bv Miller to evaluate behavigral and emotional problersg 1n
children., The checklist contains 164 behaviors which are rated as
true or falsé by the farent. The behaviors to be rated are observable
rather than inferential. The questions appear in a precoded booklet
and® are geared- to a sixth-grade literacy level. Completion time 13

* estimeted at 30 minutes. The ages of the children assessed range from
3 to 18 vears and are grouped as follows: 3 - 6 nears: 7 - 13 yvears;
and 14 = 1o veuls, A separate booklet for each ape group has been
dv.}‘f‘elopcd. °

<

Farental rating- c¢f 263 male children, aged 6~12 vears, attending
the Leuistille Child Ciinic were factor analvzed using a principal
component solution. Ihe (linic sample 1nC1udédl0utpat1€n[¢ short-term
1npatignt, partially huspitalized, and delinquent groups. Eight factor
scales were derived: 1) Infantile Aggression; 2) Kvperactivity;

3) Antisocialy 4) Social Withdrawal; 5) Sensitivitv; 6) Fear; 7) Academic
. Disability; arrd 8) Imwaturity. Three broad band factors were alsg

developed as a result of a second order principal component analvsis of
the eight normal:ited, intercorrelated factor scales. These factors are:
1} Normal Irritability; 2) Rare Deviance; and 3) Prosocial Behavior.

» The factors 8erived from the LBCL were similar to those of other scales

. of psychopathclogy and suggest some level of content validity. Split-
half reliability fared less favorablv, and is indicative of problems
with the internal consistency of the scale..

while the factdrs dgzve were derived on phe basis of data from a

w clinic pepulation, general population norms are also available based on

a sample of 236 wale and female school children, aged 7 to 12 vears, Data
sfor theeormal scrple factored into eight comparable scales. A total
disability scale is obtained‘by SuEﬂlné the number of deviant behaviors
across factors. On average, children 1in the normal population exhibited

_ between 11 and 13 deviant behaviors, with 85% below a total disability
score of 25. A relationship was found between the number of deviant
beflaviors reporteq for the child and the child's social class and 1q.
Differencs between males .and females for types of deviant behaviors

.were fourNy ofly for the p}qvalence of learning disorders. -
© - ‘ ’ . 14

N

«

oo Miller {s currently reanalyzing':he EBCL in an’effort to isolate
- behaviorgl clusters that are comparable to the Child Behavior Checklist'
by Achenbach. This reanalysis is resulting in a redefinition of theék

factor scales previously reported by the author.
ductin® further tests,of the.validity and relgiabil
These *data will be derived o the basis of lohgitu
studies, but is not as yet ready for publicatioen,.

Miller 1s”also con-
ity of the LBCL.  °
dindl and follow-up ¢
An additionel study -

\

is undggway to 1solate a suicide prédictor subscale of the LBCL. |,
Fourtegh items havé been identified as potehtdally "stable predictoys”
of suicidal behavior as a reé&l%jj}tPiloc data from two samples of

o>

f ~
3, -

Q . o
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children with_a history of suicidal tnreats. .

The LBCL is a screening deviow: of psychopathelogical behavior in
children. The scale has not been able te deronstrate adequate levels
of 1nternal consistency and lacks the necessarv reliability and validaity
data. It dOgs appear to have promise as 1t has found behavioral
dimensions comparable to those of other scales of psychopathologv. The
author is 1n the process of obta1n1ng the necessary psychometric
information and expects to pruw1deé%dd1t10nal*normat1ve data on general
ang clinical populations- of children. The LBCE must currentle be
considered in the preliminarv stages of developrent. The LBCL 1s .
published bv Western Psychological- Servicgs, Los Angeles, California
and may be computer s.ored. Informaticon about the general population
nerms and clinical normseare alse available through the publisher.

*
o

i
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Louisville School Behavior Checklist (Miller)

The Louisville Schoo’l Behavior Checklist (SBCL) (see Table 2D)

was developed by Miller as an acaptation of the Pittsburgh Adjustment °
Survey scale. The Pittsburgh Adjustment Survev was designed to assess
emotional and‘social adjustment of children ages 6 to 12 years. The

, Schoel Behavior Checklist consists of 96 iters; 80 items of the )
‘Pittshurgh Adjustment Scale, 14 additional learning disabilitv jtems )
and 2 anxiety questions. ,The SBCL 1s ,published in a preecoded manual ’
which mav be hand or corputer scored., It is adrinistered to children
aged 3 ro 13 vears. Teachers rate children of elementarv schcol age
as to the presence or abserce of the behavior. The tire period rated
18 the lag’t twe Tonths, Coerpletion time 1s estimated at 15 to 20
minutes., ' ’

. ¢ .
The SBCL was teqd®d on a sarple of 5,373 male and female children.

Male children appaared teo score higher than females.on the SBCL.

Deviant SBCL scores were inversely related to IQ. Five factor scales R

were derived: 1) Low Need. Achieve™ment ; 2} ! gression; 3) Anxiety; ~

. 4) Academic Disability: and 5) Extraversion. Need achievement was
highlv'correlated with 1ntellipehce and inversely related to behavior
problems. The data fror 182 children were selected to enamine split-

half and test-retest reliabylity. Split-half reliabilities for the

factors ranged from .70 to 493, except for the Hostile Isolation sub-

scale (,34). Test-retest reliabilities ranged from .70 to .89, again
except for the, tostile Isoaltiog dimension (.40). *

1

The SBCL 1s an acceptable tool for obtaining teacher informatiod -
of behavioral malfunction ‘in the school setting and can be compared
. . .
-to general population norms. More exfensiVe testing 'of the instrument

is 1indicated, particularlv with respect to discriminant validity, |
interrater reliability, and the stability of the hehavioral dimensions - }
measured. . : t ’
[N .
A}
hl
.+ REFERENCES:
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Benavior Problem Checklist (Quay & Peterson)
.

The Behavior Problen Cnecxllst (BPC) (see Table 2D) was developed
by Quay and Peterson to assesS emotional disorders” in children and
advlescents. The scale was derived on the basis of factor analyeic
studies of behavior ratings and case history material. It 15 being
distributed as a commercial publication and is accompanied by a
extens:ive manuval that descrites its use, histery, psichoretric
tackground, and storing oreocedure:

incuencv. The
and investi-
“hile the

(93

L o w»
an
IV TN
5 ~ .0

aothers edd acners was

teache' ;oro ri1sons were consid-

vwgé .23 te .32%fer "
H for the cwecklis; was
taor 2 iter selection while concurrent
tlishec by compariscns between B3PC scores ana cl'inician
judgnents. discrimination between patient and nonpatient sarples
has been repcried using parent ratings and teacher ratings. , Relation-
ships have alsc been deronstrated between subscales of the s8PC and
various other measures of child behavior (e.g., activity level,, ' "0

academic achieverent). -,

,.
%

o
~ 4
o .

IR

S 05

oW oy

0o

. The BPC 1s an Edecuate screening device for assessing behaviotal
disorders in children. It is brief, easy to administer, and sirple to
'score. Extensive cata have been reported regarding the scale!s use and
its factor structure. Interrater reliability of the instrument may be
increased by further refining some of the items so that they arg more

specific and operationally defined.
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The Quincy Behavior Checklist (Reinherz & Kelfer)

b

The Quincy Behavior Chechlist (QBC) and the Quincy Parent
Questionnaire (QPQ) (see Tabl'e 2D) were developed by Reinherz and
Kelfer as screening instrument’s to 1identjify social and emotional
problems in 4 ard 5-year-olds entering kindergarten. The scales have
undergone at least three revisions and several pretests. The final
version of the QBC 1s composed of 38 items, rated on a 5-point scale,
ranging from "always" to "never." The QBC asks the informant to rate
the child's behavicr during the past two montns. The QFO consists of
39 items which ascerta:n inforration on demographic historv and
developmental milestones. The OBC 1s completed by school personnel and/
or the parent(s) while the 4PC 1s completed only by the parent(s).
Beth scaled can be acninisteted in about 20 to 30 minutes.

The 38 1tems ¢f tne QBC assess ll areas of social- emcfional -~

& dysflncticn such as: Aggression; Hyperactivity, Dlstractibllltv, .

. Depression; Sbcial withdrawal; Fear/Anx1ety, Apathy/Lack of Initiative;
Somatizatiapy Motcric Problems; Language Problems; Compulsivity; and
Immaturity. The scale was standardized on 750 children entering kinder-
garten. Frequency aistributions are available for this population.
Test-rttest reliability studies among parents demonstrate reliabilitv
coefficients for items which range from .49 to .84, with a median of .68.
Validity of the scales has as yet to be- deronstrated, although the

. 5 . - "
authers discuss the instrument's "face validity. -

* 1)
The QBC and its Eonpanloﬂ scale, the QPQ, were developed to be
used for early identifdcation of problems in preschool children. “Both
scales need to be further refined and validated. , The authors are
currently collecting data in a -Oﬁgl;udlnal studv to test the scales’
predictive validity. The results of this study should bi’uvallable during

the Fall of 1979. -~
. . . -
REFERENCES: Co -\
. Re‘ﬁherz‘;, Kelfer D: Identifying preschoel children at risk.
e National Iastitute of Mental Health PRogress Report, Septemb%r 23,

1976 to JUne 30. 1977, NIMH Grant #ROl MH27458-02.

Reinherz H, Kelfer D, Griffin C, Holloway S: Developing a tool
for assessing social*emotiorfal functioning of preschool children. .
Presented at Annual Meetin® of American Association of Psythiatric
Services for Children, Washington, D.C., Novembeg.l9, 197

&

Reinherz H: Personal Eommuni;ation, 1979.
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Behavior Checklist (Richman & Grahar)

.

The Behavior Checklist (BCL) (see Table 2E) was developed by

* Richman and Créham‘as a 19-item self-report version of the Behavioral
Screening Questionnaite. Fop this'%fale the‘paréhf“is asked to rate
the child's behavior over the lastdfour weeks. The parent selects one
of 3-4 des¢riptive phrases characterizing che child’s behavior. The
BCL 'takes a few minutes to complete and individual jtems are summed to
derive a total ,score. . ’ ‘ .

* ~/4 :

Sixtv—eight parensg rated their 2 1/2 to 3 1/2-year-old children
on tre BCL on two occasiops, approximately feour weeks apart. Test-
retest reliabilities showed a correlation of .81 between ratings. The

.validity of the BCL 35 an instrument which ean discriminate between
psvchiatrically.impaired and nortdl children‘Qag tested. A sample of

795 three-vear-olds wvere scrleened jor behavidr problems vith the

Behévioral'cheening,Quegtgenhairpl Each parent also completed the Bci
Jfor tus/her cnild. ‘A ‘scaffaf 10~ points or moxé 1in the BSQ was:consid--
ered criterion for’ ident il ; the problem group; 10 or less identified

¢ i .
the control group., One ﬁund;qﬂfmagched pairs of problem cages Vs,
control cases weré ther independently rated by clinicians to determine
the severity of the problen. - . .
D * : Dy s
. ‘The comparison of the BSQ and P’ﬁl. indfcated «hat the BCL'
produced 3 higher rate of false pogi # and fblse negatives. A 12.6%
false'pOSitive,iate’was reported, for, the checklist € the interview
false posttive rate was 6.8%. The BCL false hegativerate was 30.4%
whzle” the' BSQ showed a 9.8% false negative rate. The BCL gould o .
discriminate 827 of the moderaté and severe «tases while the 350" )
wdentifzed all of thase casps. The autbors suggest that the BLL be used
as a preliminary gcreening device to identify {11 children and that the

ot
checklist then be followed with.more rigorous assessment provedures.
. »

) The BCL is. of va}ﬁe as a preliminafy screening devizew It is short,
easy to —complete and, as a parent,self—repors, can be used in

clinic settings as an adjunct to clinical assessments. It may also be
valuable in epidemiological studies as a tool for making broad discrim-

tndx fons YPetween wgll and ill populatiams.

!

«REFERENCES: .
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, Children's Behavior Questidnnaire for Teachers (Rutter)

»

The Children's Behavior Questionnaire for feachers (CRQ-T) (see
Table 2E) was developed by Rutter as 3 method of obtainlng teacher
evaluaticns of psychiatric disturbance in childnen. "It was designed
as a screening device for differentiating betwgen children with and
without a behavioral disorder. * .

The CBO-T contains 26 statements describing a child's behavior.
Each statement 1q rated on a 3-point scale from ™ (doesn't apply) to
2 (certainly apolies). Ratings are summed across items to produce a
total score rangiag Irom O te 52. A neurotic subscore is obtained by
surring the ratings for items 7, lO 17, and ~3 an ant1€oc1a’ subscore
1s obtained by sumring the ratings .for items &, 5, 15, 19, 20, and 26.
Ihc CBw—l 1s completes as a self- repwr; by teachters on the btasis“f the

11d's behavicr in the past twelve months.” The age of the child
assessed aprears to be between 6 and 13 vears.

cn

.The CBU=T was ad 1"15tereu to four teachers who rated 80 (40 male
and 40 female) seven-.car-old children and then rated them again two
months later. Tést-retest reliability for the total scores was .89,
Interrater reliabilit, based un ratin 0 (35 male and 35 female)
children was .72 for total scores. f order to ascertain the scale's
discriminative ability, s.ores of 86 children (aged % to 13 vears) 1n
the general pepulatiin were compared with scores of 109 clinic ~
chilaren. A tosal score of 9 or more was selected as the best discrim-
mnant 1denti1fving 117 of the boys and 3 1/2%7 of thesgirls id the general
population as having a psvchiatric disorder as compared with 80% of the
boys and 60 { the girls 1n the clinic sample. The scale tends to
1dent1fy 3 sxs;§¢l) higher proportion of antisocial (90%) than neurotic
L80%) chilaren. ~

The questionnaire's diagnostic abilitv was also coppared with a
standardized psvihiatric interview conducted by a child psychiatrist.
of 133 children who received a Score of 8 or less on the CBQ-T, 2.3%
were consldered to have a definite psychiatric disorder according to
the psychiatric interview, and 24.1% were viewed as possibly disordered.
0f 157 children wlth scores of 9 or more on the CBQ-T, 20% were rated as
abnormal by a usvyhlatrlst, 48% were rated as possibly disordered, and
32Z were rated as normal. A comparison of the questionnaire's d;agnOStic
ability with the diagnostic information obtained from rultiple other
sources. {school, parent, and child) yielded a 437% rate of agreement.

{ncluding an Italian sdrple of 418 children between 6 and 10 yegrs of
age (252 males and 166 females). Test-retest reliabilities fof this
sample were ,80 for®the total score, .68 for the neurotic subscore,

.72 for the antisocial subscore, and between .3¥ and .85 for individual '
jtems. Interrater reliabilities were .73 for the total score, .35 fér
the rleurotic subscore, .72 fox ‘the antisocial subscore, and between .13
and /95 for indlxidual items,  Differentiation between clinic and

WA

The CBQO-T has now been tested on a number of populations,{ﬂ<¢
e

N\
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. -
nonchinic children was again best achieved with a cut-off ecriterion
of 9 or more on the total scale score, identifying 73% of the boys
and 100%7%f the girls in the clinic sample, as compared with 11.9%
of the boys and 5.5% of the girls in the general population. .
L . .
The Children's Behavior Questionnaire also has a form ‘available
'for complgrion by parents. It includes most of the quéstions 1in the

teacher's form and some additional items about the child's speech,
«sleeping and eating habits and phvsical symptoms. Ratings are again
based on the past twelve months and a 3-point scale§§s used.

The CEQ-T is an adequate screening instrument which 1s brief and
easy to administer and score. It is limited in scope, particularly for
disorders such as obsessive-compulsive disorder, anorexia nervosa, etc.,
but is capable of crude clinmical distinctions ("Antisocial vs,
"Neurotic"). It does not compare well, however, with judgments of
psychiatric disturbance made on the basis of a psychiatric interview
and would probably benefit from further testing and refinement.

REFERENCES:
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Devereux Elementarv Schcel Behaviur Rating Scale (Spivach & Swift)

The Devereux Elementary Schoal Behavior Rating Qcafz’?DESB) (sé;;
Table 2E) was developed by Spivalk and Sw1ff to assess classroom behavior
and the relationship of this behavior to academic performance. .
Teachers rate the behavior of children, aged 5 to 12 vears, exhlblted in
the classroom setting during thé past month, Raters are asked to
compare the index child's behaviar to that of "notmal" children of the
same age. Furtiy-seven 1ters are rated on a 5-point scale which codes
the frecuer.v of occurrence of the behavioral 1item from 1 (verv
fxequentlv) te” 5% (never), as well as the severitv of the svmptor fror
1 (not at all) to 7 (extremelv). .

. °

| s \ ’
The DFCR 15\%gesented 1 a precodﬁd¢5anua1, with 1nstruchlons for
administration and tre scoring of res%‘onse;.. JThe scale has been
Ve extensivelt tested or o linic populatidns and siored bv convefting total
raw scure factor items into standard deviation score units (z scores).
The scale 1s published.withda profile delineating the standard

distriduticr ¢f clinic children. .

As with the M B (see 9?323 the .DESB was adrinistered to 107 male
and 33 femule children aged 5 to 12 yvears. 7The children were classified
diagnesticallt by a psychiatrist in the following ranner: Schizophngnlc
Reactlon; Personality Diaznosis; Chronic Brain Syndrome wit%, Convulsions;
and Other. . Children were then rated bv teachers and teachers' aides.
Items fucused ©n (lassroom behavier, interactiond with peers ang teachers,
acting out behavicr, etc. Interrater reliabilitv for the DESE was re-
ported to be .6} to .47, .

Data from the rating scales of the 140 children were subjected to

4 principal compunent factor analysis with orthogonal rotations.

Eleven factdérs were derived and are listed in the DESB Profile contained
1n the Appendix. The scale has also been used with latencv agé boys
(112 vears) in re51dcnt1d1 treatnment programs (by Schaefer) to assess
treatment efficacv.  The DLSB was able to reflect change in the academic
performance and sucial 1ndependence factors for this group of boys.

The DFSB 1s potentially useful as an assessmefe.grvice and #s an
outcome measure. It prouvides some valuable ancillary data from teachers
regarding classroom” behavior, which can then be related to other
symptomdt ic behavior. Again, it- lacks normative data on normal children
dnd- g0 would not be recommended for use with nonclinic populdtions. It
is also qubweut to the same criticisms as the DCB regarding the biased
sex data base.

L
A copy of the DESB is contained in the Appendix. . -
‘ . ¢ ) 5 4 v
v, B ! .
4
5, '5;:’ *
- . i .
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Devereux Child Behavior Rating Scale (Spivack & Swifi)

o~
The Devercux Child Behavier Rating Scale (DCB) (see Table 2E) was
develcped by Spivack and Swift to assess bebavioral symptoms in
children aged 5 to 10 vears. he scale is presented in a precoded
manual with instrictions for administration and, the scoring of responses.
The scale has been extensivelv tested on clinic populations and scored
by cunverting total raw scure factor items into standard dev1at10n score
units (2 scores). °The scale is published with a profile d;lineatlng the
standard distrinut:on of clini. fh 1ldrens ~
thild's behutior 15 rated bv rrofessionals, eraprofex51onals
‘0r parents.  Cempletion Lime 1s approximately 15 minutes The rater
te assess hehavior OCgurrlﬂg over the last two weeks and 1s
requested to Lorparc the child's belavior with normal children of his/
her age. Ninetv-scven items are,rated on a S-point scale ‘which codes
the frecuency of ogcurrence of the behavioral iter from 1 (very
frequently) te 5 (never), as well as the severity of the symptoms from
7.
. 1 {(not at a¥lQ tv 8 (ef{remelx) ) ) >“”, o .
The DCB was administefed to 107 male and 33 female ch:ildre ; aged
5 tc 12 years, enrolled 1n the Devereux residential treatmpe gram,
Int®lligence quotieats were measured independently and dia ic = L,
. «lassifircations were talse independentky assigned by a psyvchiatrist. The 4
childres?were (lassified in the following manner: Schizoplrenic
Reaction, Persunality Diagnosis: Chronic Brain Syndrome; Chroanic Brain .
Svadrhmet wighh Bcbav1ura1 Reaction; Chronic Brain Syndrofe with Convulsions;
and Other Cl.a'ldren wcrc then rated on the DCB by professional staff .. 2%
members and 4ay care workers. Iters focus on self-care;. langsage : ' L
< communi.ation; emoticnal responses; physical development;-coordination;
and sucialization., Interrater rellabxlxtv co;fflu;ents reported for DCB
; were between .69 and .93. . i . >

’ 13 - .
‘

*Data from the ratfﬂg scales of the 140 children were subjected to a.
principal compenent factor analvsis with orthogonal rotations. Fifteen

-factors were derived and related to diagnostic groups prleviously * A
asgxgncd by psychiatrists. Eight of the 15 factors did nom differentiate
amony diasﬁO:ElL groups,, but were rélated to IQ in some cases. The anger °*
sand aggression factors did not significantly dxfferentiate among '
dlagnustlcngrpups The follouing is a breakdown of "Factors and how they

related to 1agnost1c groups: i < R
\ . o
< T e

i LS . N
N b1quost1c Croups’ - Factors

e -

¢ . .
Chronic:8rain.Syndrame _Need for Social Contalt
,Y T Disinbibition of Overactivity of” Behavior
3 Cleanllness . , .

Mosorxc Dysmaturizy

Schizophrenic-Reaction . Receptér Hypersensit1vity and Avoddance ™
_— ) Autonomy=~~Competence <, Y oo

‘_——'A—_____——..u_—__—?.,,..—_..—..-.___ ________

~ ‘e . s '

. Personallty Disorder La‘gugge Maturity® -
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Interrater reliability fer each factor was expressed in terms of
intraclass correlation coefficients derived from the F-ratio for each
factor. There were discreparcies in ratings arong supervisors and
house-pargats on four factors, In spite of these differences,, raters -
tended to correctly classify children who were diagnostically similar
on behavior items. - ,

- ”

The DCB has been used 1n other residential treatment programs to
assess the effectiveness of treatment in adolescent boys 7 to 12 vears
of age. Results of tfe Schaefer study showed that changes in DCb
ratings ~ccurreddafter twelve months of participation ifi a treatment
vogram, 1ndicat:ng theé scale's sensitivitv to behavioral change as a
fun.ti.* ¢f positive 1nterventions. Six of the first ten factors of the
DCo were fcund to be most capable of reflecting this behavioral change,

Toe JCB 1s potentiallr useful as an outcome measure for residential
treatment prugrams. [t lacks normative data on normal chaldren and so
weuld not be recommended for use with nonclinic populations. In addition,
the ciinte data base was prymarily male and mav have biased distribution
results. The DCB would benefit from ad41tioﬁhl analyses performed

' separately by sex of child, so that differential patterns of symptom
clusters might be exarined.

P
3

\ -

YN
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Devereux Adolescent Behavior Rating Scale (Spivach, Spotts & Haimes)

The Devereux Adolescent Behavior Rating Scale (DAB) (see Table 2F)
“was developed by’ Spivack, Spotts, and Haimes to define symptom patterns
in clinically disturbed adolescents and to discern the ‘implications of ~
these patterns for treatment and prognosis. An experimental form of the
DAB, consisting of 172 items, was derived on the basis o?linformation L
from the clinical literature, clinical impressions, clinical records,
and other behavicr assessment scales.

form of t‘naﬂ):\ﬁ was tested on 640 adolesgents
aged 13 tu 18 years. Tne sample was derived from the Devereux scnocls,
several trainirg schools, a children's fome, and foster hoves. These
children had first been independentls assigned to diagnostic categories
such as: withid the nermal range; perscnality disorder; neurotic;

The experimental

. psichutic, schizophrenic and carcnie brain syndrome. The adolescents
were then evaluatec on the DAB and these data were subjected to a %
facter analysis.with crthegoral rotations, Eighteen factors were

. derived as follcws: 1) Urethical Behavior; 2) Defirant~Resistive; :

3) Dominating=-Sadistic; 4) Foar Emoticnal Control; 5) Schizoid Withdrawal:
6) Bizarre Cognition; 7) Bizarre Action; 8) Hetegosexual Interest;
9) Need Approval, Deperdency; 10) Physical Inferiority-Timidity; 11) Poor
Coordination; 12) Hyperactive-Fxpansive; 13) Emotiofal Detachment ;
14) Anxicus, Self-Blame; 15) Poor Self-Care; 16) Lntidy-Unclean;
17) paranoid Thinkin,: 18) Distractibility, .
. As a result of the analysis 'of the initial forr,3a revised DAB was

developed. It consists of 84 1items rated on a 5-pointiscale from 1l
(very frequentlv) tc 5 (never) for the frequency of ocbhfrence of the
behavioral item, and ar 8-point scale from l(not at all)l to 8 (extremely)
for the severity of the symptum. The adolescent's beFavior 1s rated by
psychiatric professionals or paraprofessionals. The rater 1s ashed to
assess a subject's behavior for the "last two weeks” and to assess thi
Jbehavier in relaticn to the behavior of hormal children 8f the same
age. The scale 1s presented in g precoded manual wigh instructions-for
administration and the scoring of Tesponses. DAB scores are presented
in standard units as a result of the conversion of total factor item
raw scores into standard déyiation score units (z scores)r The scale is®
published with a profile delineating the standard dlstribnfion of
clinic children.

’ e > ‘

The reliability of the factors in the DAB was calculated on the
basis of the internal consistency of the items comprising the factor.
These reliability coefficients ranged from .57 to .86; most of the
factor coefficients were quite acceptable. A comparison of factors-with
the diagnostic categories of the children evaluated demonstrated the
emergence of logical relationships between the derived factors and
the diagnostic groups and provided some evidence for the concurrent
diagnostic validity of the scale. The DAB was also cogpared with a
self-rating scale for adolescents. Results indicated that the BAB

ERIC ) c -
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v L 1
factors were generally similar tc those derived from the adolescent— . R
informant rating scale, although adolescents tended to rate themselves
more favorably than ob§ervers. .

oThe DAB 1s an acceptable screening and diagnostic instrument fbr
use with adolescents. It was standardized on a large sample of both
clinic and nonclinic children and has, in general, deronstrated®
adecuate 1nternal consistency, gonstruct validity, and some concurrent
validity. Further testing of Anterrater reliabilitv and discriminant
validitv are recommended. -

- ‘ <
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Children's Depression Inventory (Kovacs, et al.)

. v
The Children's Depressiqn Inventorv (CDI) (see Table 3B) was deVeloped
by Kovacs( et al. as a twol for measuring coverall severity of depression .
in children. It was based on the Bech Depression Inventorv which is a
depfession rating scal? used with adults, \ ) .
» -
The CDI 1s designed primarily as a screening instrurent and 1s

,/’zdminiltered as a self-report to children between the ages of 8 and 13
vears. For younger children ox_children with reading dlff{;ultlec, the,

. interviewer reads the {tems with tne. child, Chaldren are asked to select
one sentence out of thre<¢ which best descrip@s them during the past tyo -4
weeks. *There are a total of 27 sets of items dn a precoded forr. Scores
fange from zero to fifty-four; the higger the &core the. greater -the sev-
erity of disturbance. -

” * . ' ,
The CDI was administered te 35 clinic and 20 nonclunic children,

.. between the ages of 8 and 13 years. Analvysis of these data vielded an

internal consistency coefficieht of .85 for the clinic children and .78

for the nonclainic cﬁlldreql wi Tost" of the item intercorrelations,

reéchlng statistical significa®e.” Mean CDI scores for clinic children
were higher than for non ic children, but discrimination between the
two populations could ot vet.be considered adecuate. Comparison of the'

CDI with clinical.ratings of depression yielded a correlation of ,55.

.The LDI did not correlate weM with a pafent aquestionnaire (.20),

suggesting the need for furtherdrefinement. Preliminary data on a

Canadian sample of over 800 children yielded a mean score of 9.7 and a

mode of 7.0.% Oun the basis of these data, the author suggested a cut-off

of 19 or mor¥ be used .to determine severe dépression, and a score of 10

or more should be considered indicative of mild depressicn orspsvchopath~ -

ology. . .
\ .

-

The CDI is a brief screeﬁing tool for assessihg depressive svmptoma-
tology in children. Initial attempts to obtain reliability and Validitv .
data have been accéﬁtable and some normative data are now available. N
This instrument is st1l]l preliminary, however, and will recuire further
testing. :
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Loutsville Fear Survev for {hildren (Miller, Barrett, Fampe & Noble)
RXY

The Loutsville Fear Survev for Children (LFSC) (see Table 3B) was
designed by Miller, et al. to frrmulategand to determine the conponents
of fear exhibited 1n (bildren ages 4 through 18. Theé LFSC consists of
81 1tems which dre rated un @ 3-pelnt scale ranging from “'no fear observed"
“to "unreali®tic ot exwessive fear.' There are guidelines as to what con-
stitutts a rating of “'no fear' or an "unrealistic fear.' The’lFSC s 4
self-repuort. It ran be corpleted 1n approximatelv 10 teo 15 mirutess
The 1nf rman) mav te pareats, teachers, or (hildren. RN
LFSC was tested on 179 rale and female ¢hildren, aged 6-to 16 .
f tneec chuldren were drawn from a nonclimic 7
aatle tie addoty nal 78 children were c¢linic children wlo had
“1ed as phionto. Trree factor dimensions were derived from 60
ear 1ters.  Iwentv-one Of the feagsoof the LFSC were found te
be rare and tnsufficient data prevented analvsis of these 1tems. Fear of
phvsical tnjury, fear of natural or supernatural danger, and fear of
Puvsiial stress are the tiree factor dimensions. The three factors were
found te be age-related. Fear f nature was found to decrease with age,
while fear of phisical ipjury and fear of physical stress were more
lirnels to exist at an earlt ase and continue into adulthood.

!
i
Uile nundred anid onhe QO

The fear surve: appeur- to be & viable screening and information-
chtalniay iastrument. F;l:db&}ltv data were not reported, hovever.
There 18 »ufe question as to who 18 the hest informant about subjective
fearw, the parent or tie hild. There 1s also some need to furtiier :
operativnalize behiviors wnion are indicative of fear so that parents can
rate behevioral eautvalerts &f (hildren's subjective feelings. More data
o Mle.tion 15 needed to further evaluate thys scale. ‘
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Ttems  Define 4 (D) & /D | <D ‘D
i filshal (0) . / I i
Time Perind Assessed Current " Past Month | Past 4 Weeks Unclear
. Age Ansomned f=17 feare 6-16 Years | Preschoolers | 7-12 Years
. Somgletioa Tire TUMIZITes L 1 1/R Tour® | 10 Minhte- 30 Minutes
Farms  froended (7) v~ ® . P - .
- Unmmded (U) ! L \ )
rang S/RteT X - X ' bA - Lhknown
o :__h:" ; - > v
. » Interperscnal Fanctioning K ! X ’ X X
- Schiol Functinming * X X T X
Mocd Disturbances ‘ X - X * X X
- Paychnsas N X
UAnwiety » T C X X X X
Prntias /Fears 7 X - oX X
! . rve/tompulsive X _ X 7
. Zondurt Disnrder X X N X .
Sy Hyperactivity ‘Attention X X X o
‘Drug7Aleohol Abuso 2T X -, .
Delusion</Hall xinatzons M X X .
Enuresis ‘Enopresis : . . X b
1 ET e S =1 Y m X
Somatic _Concerns . i X
. T I w x
. PSYCHOMETRIC PROPERTIESy | . . ¢ .
. Reliability X . X 14‘ X * [ i,
vahidity X Lo [ X X i
.
[Cad . w" »
" , . . . . —~—
< . Vi 0
- = o :
. -
3 : L]
. . .
L4 3
Qo LT '
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JABLE 2A.  CHARACTERISTISS OF ASSLSSMILNT INS®RUMENTS © .
. GENEPAL PSYCHOPATHCIA Y SCALES
- T T,
- - - T ey T CBCE ¢ CBCS* CRLL*
Adherlact Arnold Borgdtta Burdo/clr
and and ani
5 . n R Smcltzer Fanshel Hardestv .
£ 4 ” 7 -
D:gnnstic oL, N l s
Gereenming - X X X X X N
METH ¥ |
B ’ .
Self-Pepore X g ; X % b
In- PLr,on interview i d
Structured h i N -
2 ) ~9em §trur~'urod o ! N ]
INFURMANT: Vo | . . ‘ -,
¢hrld | . v
Parent (or Surrir_omr:\z X i X X - -, L° ‘
Tm:rhor ~_for_School) | N ST X s, X
Q_Qer (Po(‘ord ._clincians) i i g X X
] T 1 . B
SCALF PROPERTIFS: - . ' - .
Namber of Itemn 2T g3y 74 115 137
[+om, . Dt“mr_rl_(_ﬂl ! D D D ™\ D
F" he 1 iy
Tire pf._r_p__u Past 3 Months [ Hot™ Stated .
Age _Aone Birth-17 Years| I~12 vears -
Comp, 17 ¥onutes 7 ot Stated Not Stated Kot .Stated
Forms prof oded () P I - Unknown Unkrniown
vnended  (U) i U X -
Scoring System X L X T X
t
COMTENT . . . | . - . ,
T Inte Ql-rqnnm Functioning X ! . : x X "
~hvolﬁr}z¢nctm ing . _ X * X X ?
Mocd thtqrna-\r‘e_«:' X X o X .
Psychosis - X ” . . , !
faAmaery - . X : . A S e
. X i X . .
; X X
Pty - o — — ol
Condurt Disorder ) X X X X
Hyperactivity- Atten ! X . R X 3 X Lo
Drua/Alcotiol l_Abuse X ’ .~ [
n»luqur /Hallucinations [ X . ’ - 3 }
Delusyons Has b | S
{ X X c
| X T X N 4 1
e u 4 1
o ., - . 1
DAL A I o \ !
’ X C Ny X L
Vahdxt/ 1 X i No ho, X '
i rd
y .
.
« *Deftarled infurmation on contc'xt 1s —&acmnq.- since scale was not cbtained in time
for report., . .
- v . . hd % - 3 } ' N N
. - e , . .
. A S MY
-— . 1 R W.ﬂf’
- ~ .
[ " ' ' 3 W
. . ., : T 1
’ J o
(€] : {1 , .
. i p o
B . ' i . | :
“ v . .
. “
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CHARACTERISTICS OF ASSESSMENT INSTRUMENTS'

GERERAL PSYCHOPATHOLOGY SCALES

LY
¢

PO " ke ., TBRS

ql CPS
Conners Conners Cowen

Cohen, et al.

TURPOSE:

* Diagnostic

L
- z

{
!
!
|
]

Screening
METHOD

Salf~Peyore

In-Person Interview '
Structured

tructured

Farent (ot SLrrogata]

Teacher ‘(o Scanol)

Nalier o f Jtemrs

»

48 41 © J s

1tems Defined ™

Global (G)

' D’ ’ D D - D
-

.

5-6550d

P Aar e, sed

M L)
Past 2 Months Past Month Past Week Yot Stated

Preschool 3-17 Years =15 Years |, 6-12 Years

vomg let3on Time,

Not Stated 15 MarGtes 10" Minutes 10 Minutes

Forms  Precoded (P)

P ¥ B

' t'ncoded *(U)

Croring System

CONTENT '
Interpersonal Functhoning

s~neol Functioning

& D15 tubbances

E.j(-hos 18

Anxiety

4Phohias/Fears

Obsesmive/Conpulsive

Condurt DI sorder

Hyperactivity /Attersvoh

brug/Alnohol Abuse
Pelusinns /Hallucinations

Fnures16/Encdpresis

Somatic Concerns

’
PSYCHOMETRIC PROPERTIES:

’ ResPiabilaty-

Validity

Aruitoxt provided by Eic:




. E

R Ao ooy cric IS
H

re
M . S~
R . ) I
- e ¢ . e v .
' N
SRR :
N ’ . ¢ hd
. . i - an - & .
- . ’ -8 .
. V e .
N TABLE 2C.  CHARACTERISTTCS OF ASSESSMENT INSTRUMENTS
. 'GENERAL PSYCHOPATHOLOGY SCALES )
-~ . . Ji
CAP ALAC MCDI* SCL*
Cytrynbaun Gleser, et al. Iretorn Xohn
and' and and .
. Snow N Thwing Rosmar
DURPOSE . N
Diagnostic . i
Screening X ! X ' x | X
METHOD- - :
. .
Self-Report - . X X X X
In-Person Interview . 4 5 .
Structured K ~ )
Semi~Structured b X .
INFORMANT - 4 '
child = ¢ L X X, :
Parent (or Surgogate) ) X X X -
T Teacher (or Schopl) X X
Other’ (Records, ciiricians) X o .

' SCALE_PROPERTIES<’ v A
NumbeY of ltems L\ Abott 287 ¢ ! 40 320 58 *
Items: Dcfined (D) D ] D D D

Global (G) G N ; B v
Time Period Assessed inclear&Variable, Recent Weeks | Not Stated Not Stated
. * Age_Assessed Not Stateq 11-19 Years [6 Mos.-6% Yrs.| 3-6& Yedrs
Completion Time ” Not Stated\ | Not Stated 45 Minutes Not Stated |.*
Forms: Precoded (P) 7 P 7 Unkfiown
~s Uncocded (V) U 3 . ] i
‘ Scoring System ~ Unknown X N X X
+ CONTFNT: , . ! g . ‘ )
Interpersonal Functioning X ¥ st X . X - X .
S¢nool Functionang X N\ X . ~ L ¢

. Mood Disturbances X S— 3 )
Psychasis - :

Anxiety - X X ’ .
Phobias/Fears X X .
T 3

R Obsessive/Eompulsive - X : D ‘

Conduct NDisorder X . X ¢
> + Hyperactivity/Attention .
Orug/Alcohol Abuse . . R X i ' .
Delysions/Hatlatinations - \ . f.
Enuresis/Encopresis s el X
‘Tomatic Concerns 4 X
PSYCHOMETRIC PROPERTIES: : ’ 5 -

.htxhabxlx ty . Mo . X . ex X
Validity L o) . X No ~ X

- . o ] : -
*Dotaried infomatxon'on conten= 1s lacking, since scale was not obtained in time

for report. , -t . ,
- ? 7 Y s
. N ' e
R . A .. - )
g, i - " . . LN N . - ‘
[ . ayoa . - .
‘ d - “s N * :
. - N “ . ) . . h«

) T , .

1 f e s - B © » ‘
\)4 ' - - 4 .
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. TABLE 2D. CliARACTERISTICS OF ASSEISMFNT INSTRUMENTS ‘
) s GENFRAL PSYCHOPATHOLOLY SCALES

\‘ » . \LBCL l SBCL Bl¥C ORC
. Miller Miller Quay Reynhers
. £
» and and
© M o . Feterson® - Kelfer
DURPOSE: . ; |
= t 1Y
i Diaanostac | : ¢ .
Screening . il X L, X X X
- - A
METHOD !
—r - , ! . i
N Self-Reror* ! X ! X ! X X .
In-Person Interview l’ , i 1
KN Structured i | . .
Semi-Structuregd ! ! M ! .
! |
INFORMANT: N . | - .
' t .
£h:ld q !
Parcht (or Surrogate) X 4 + X X
T¢acher (or School) t X i X X
' Other (Records, clindians) | X
- ¢ 2
SCALY PROPERTIES: .t . ‘ .
. A E——— v -
Number ©f Itéems 164 96 55 38
Items- Defined (D) ' D D - D D
. Global (G). o - ‘o
Time Period Agsessed Nut Stated |Past 2 Months Not Stated Past 2 Months !
Ace Assessed 3-18 Years 3-13 Years 5~17 Years . 4-5 Years.
Completion Time 37 ¥inutes | 20 Minutes ] Not Stated 25 Minutes | «
i Forms  Precodedel?P). P | P p P
. Uncoded (U) _ - !
Seorang Syster ’ * X \ X X X
- +
CONTENT , . .
Interpersonal Functioning X | X N X
2d #  Sencol Funct.onang X X
Mood Distutbances X X X _* X
Psychoszs ‘ -~ )
. o Anxlety . 4 X X X X
Phobias/Fears o X N A X
. Obseasive/Compulsive . X
Conduct Disarder X < N X
Hyperactivity/Attention X . X v X X
Orug/Alcohol Abuse ) X N Eﬁ ’
Delusions/Hallucinations - X VYo N
~ T ~
Fnuresis/Encopress . X e . X X
Somatic Concerns . X X | X X
c mrpc® el ‘. .« | L}
. PSYCHOMETRIC PROPERTIES ! ¢ f
Reliability ’ X | X | X~ X
- Validity . - X, 1 No i X No
. > .
’ . . . . -
o o -
N 1. _— ‘e ‘
’ . . ’
’ L] .
~¢ - .' ".
. = ‘. - [ . "
i < »
Y R
: 9 7 A R
o t « - P ! .
‘ . »
) o g
h> - . ~ . \

ERIC - S :
’ -




CHARACTERISTICS OF ASSESSwIuv

«

-82-

INSTRUMINTS

GENERAL PSYCHOPATHOLOGY SCALRS

l.1

BCL
Richman
and
Graham

CBO-T
~ Rutter

i

UESB
Spivack
and
Swife

Ck
8f.vack
and
Swift

JURPQSF:

Dlagnostic

g
.

Screening

METHORS

sel & Repor:

In-Person Interview
Structured ‘

Semi1-Structured

{
INRORMANT

Chila 3

Parent (or Surrogate)

Teacher (or School)

Other (Records, clincsans)

< .
SCALE PROPERTIES

Number of Items «

T T

97

Items: Defined (D)

'’
¢
i
1

''D

~
; D - R

D

Global (G)

\ 2

Time Period Assessed

Past 4 Weeks

Past Year

Padt Month '

Past 2 weeks

Age Assessed E)

Preschool

"6~13 Years

512 Years

S5-12 Years

Completion, Time

Not sStated

Not Stated

Not] Stated

715 Minutes

Forms« Precoded (P)

a

153

P

Uncoded (U)

Ty

Sco;xng System

'
colTeNT: |
Interpersonal Functioning

Scheol Functioning /

Mood Disturbances
Psychosis ~

Anxiety A\

Phoblas/Fears

Obsessave/Compulsive

Conduct Disorder .

Hyperactaivaty/Attention

Drug/Alcohol Abuse

Belusions/Hallucinations

Enuresis/Encopresis

Somatic Conzerns

PSYCHOMETRIC PROPERTIES:

Rélxabxlxcy

Validity

-

Aruitoxt provided by Eic:

3 "
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CHARACTERISTICS OF ASSESSMENT INSTRUMENTS
GENERAL PSYCHOPATHOLOGY SCALE
;. '
[ DAB .

Spivack
and
Swift -

DURPOSE:

Diagnostic
Screening

METHOD;

Self-Report
JIn-Person Interview*
Structured .
Semi-s t{uc tured

INFORMANT:

Child

Parent {or Surrogate)
Teacher (or Schopl)

Other {Records, clxncxaﬁns)

.« &
SCALE PROPERTIES:

' Numper of Items 84
Items: Defined (D) D
. Global (G)
Time Period Assessed Past 2 Weeks
Age’ Agsessed 13-18 Years
Completion Time , 15 Minutes
Forms: Precoded (P)
Uncoded (U)
Scoring System
> g

CONTFNT. .
Interpersonal Functioning
Sc¢hool Functionmin§ N\
Mood Disturbances' -
Psychosis
Anxiegy ‘
Phobias /Fedr se
Obghseave/Compulsive
Conduct elsorder
Hyperactivity/Attention
Driig/al~shol Abuse
Delusions/Hallucingqtions
Enyresis/Encopresis
Somatic.Concerns *

PSYCHOMETRIC PROPERTIES:
w g

T Reliabilxty
Validaty
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CHARACTERISTICS OF ASSESSMENT

INSTRUMENT!

"SPFCIFIC SYNDROME SCALES HYPERACTI\'I:I‘Y

.

HWRS

. .
'f_ T p1g : HRS
| Belly ct aly I Conners ) Davids
PURPCSE. B ! B . ’
.Diagnostic i | '
Screening . X X X
v ' ' t
METHOD. , ' "
Seafor poxt | X X £
In-rer-oq Interview . ! . '
. Structured : - !
Seri-Structureq / ,
INORUWNT - - [ Lo |
4 '
Cri1ld . I, 1 'y
Parens (or Surronate) i : X ‘ X
- Teacher (or Schooi) ! X ! X X
Other (Records, clincians)! X ) X
¥ 7/ M T
. SCALEL PROPERTIFS - . .
Rumber of Ttems ! 9 A \ 30 H 7 P
Items p::f_xn_nsi___(_n) 1 D y o] D ®
. ¢ Global (G) | T | !
Y T.re Period Assessed |- Last Month 1 Past Weck "Past 7 Wecks
Ko Ane swd ¥ | Preschoolers . 3-15 Years | Not Stated
' Compietion Time |_Nag Stated ' 5 Mrfhutes | Mot Stated
Formss Procoded (P) 7.1 Unknown . P i
‘ tUncoded (U} * e Ty u
. 3eolang system ‘. - X X ' X .
. ;
. ! ‘ L
terjerconal Functionym | - - . !
I runctioning i i . :
Mood Disturpances . ! [
Psychoars ) 7 §
. Anxictéd v M . OB
Tnobia fFiars d ! : ~
N e -
1
Candurt_Disorder | |
Hyperac t_xfg}_t]/)\ctennoh X ) X | X
Drug/Alcohol Abuse . ; |
bclusions/Hallucandtions 1 . 1 *
. Enuresis/Encopresas . !
Somatic Concerns
s
. S—
PSYCHOMETRIC PROPE_RTIES:I .
¢ ° Reliability ' . X | X No
Valadity N No I X X
N
.
»
.
T
-
- .
' 24 . x v
. ,/
L ) .
. L0
o : .
Q . P

Aruitoxt provided by Eic:




ERIC o

[Aruitoxt provided by exic i

, . - . S 4
" . 3 . —85- .
. ? (85 ) - .
N - .
- TABLE _3_8_ CHARACTERISTICS OF\ASSESSMENT INSTRUMENTS \.
* -
N ’, SPECIFIC SYNQROME SCALES - .
o A W ' :
' MAS-C -~ I} - cars ” B cpr LFSC
' . ' Castaneda, Cytryn . Kovacl® <} ~Miller
< - .et | and ¢
N . ﬂ McKnew ’
DURPOSE:
Diagnestic 4 -
Screening X X Y X X
METHNDe e ’
R METHOL ) - .
Self-Reporty X | X X
s In-Person Infervxew . . N ’ o
} Structured™ * ,
Semi-Structured X ]
INFORMANT: \ ’; .
chald X X % X
Parent (or Surrogeite) ' . X
Teacher (or Schéol) . . v X
Other {(Records, clincians) . I \
. N N . = T - PN
L *SCALE PROPERTIES. ~ 4 N $
Number of Itemg* 53 27" 4~ 27 L 81
Items+ Defided (D) -~ D D \ NS D ~
Global (G) ’ v i
Time Period Assessed Not Stated Unclear Past \2 Wéeks Present
Age Assessed 9-17 Years Kot Stated 8-13 Years J 4-18 Years
N Completion Time Not Stated Not Stated 10 ¥inutes 10 Minutes
* Forms: Precoded (P) ° \‘ P
Uncoded (U) u - u i - ~U
Scoring System s X X P ﬂ X
\content? ) . IS ‘
Interpersonal Functioning [
School Functionming ' - » B
Mood Disturbances N F . X X .
Psyghosis ' d .’ .’ .
' T Anx1gty - X i
* Phobilas/Fears s ’ ‘ ' N X
seds Lve fCompubsive. =T
nduct Disorder 4 -
, Hyperacfivity/Attention - \
ug “Alcohol Abuse N 2
. : p8dusipns fallucinations . ‘g '3
/\ Endresis/Encopresas i . L)
) Somatic Goncerns o ¢ . = X v
. PSYCHOMETRIC PROPERTIES: . . ’ ‘
R ' —X N SR . -
4 Reliability X X ¢ X b » No
Validity - N - X No — " x ’ No”
. v ’ . . .
g -
v . . .
’ Pl . R -y
o * . - L '



