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“Assessment” is the process by whichuinformation is gathered, interpreted,
and used to produce a clinical deseription of an individual (Hunsley, 2002).
In clinical practice, assessmentof the individual can help inform the treat-
ment process from initial-intake to progress during treatment until termi-
nation. Indeed, assessment téchniques can be used for a variety of purposes
in psychotherapy, which include (but are not limited to) diagnosing disor-
ders, informing treatment planning, building a case conceptualization, and
monitoring and evaluating treatment outcomes. When assessment is used to
arrive at an’accurate description of the individual, then the treatment itself
is presumably made more efficient and effective. However, a clinician needs
to use the, “right” assessment tools during the different phases of treatment
to_produce an accurate description of the individual. No single assessment
technique can be used to guide every phase of treatment. Instead, a clini-
cian must rely upon a number of tools pulled from both the diagnostic and
behavioral assessment traditions.

The time is ripe for a book focused on using assessment to inform
treatment. The past two decades have witnessed the rise of the evidence-
based assessment movement, which has focused attention upon assessment
training and practice (Ollendick, 1999). “Evidence-based assessment” is
defined as an approach to clinical evaluation that utilizes science and the-
ory to guide the assessment process (Hunsley & Mash, 2007). A goal of
this movement is to develop and promote a set of assessment guidelines to
direct research, structure training, and inform clinical practice.
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Assessment is a complex process, and the assessment literature is
voluminous. In the past, the large number of instruments and practices
has made it difficult to compare instruments and to select psychometri-
cally sound assessment tools. To address this problem, Hunsley and Mash
(2008) outlined psychometric criteria for judging assessment tools and
organized the assessment literature around particular disorders. These
efforts represent important advances for the field, as it is now easier for
clinicians to identify psychometrically strong assessment tools for routine
clinical use.

Despite these recent advances, research on how best to employ and
interpret assessment tools to improve treatment is lacking. Very few, stud-
ies have examined the validity of assessment tools across different popula-
tions, or have considered whether incorporating assessment into, treatment
can improve treatment outcomes (Hunsley & Mash, 2007; Youngstrom,
2008). This means that there is little empirical evidence to guide the assess-
ment process during treatment.

The goal of this book is to provide readers with.the knowledge and
skills needed to guide the assessment process from.intake to termination.
Other resources are available to help readers identify particular assessment
tools for specific disorders (see Hunsley & Mash;2008). Our purpose here
is to cover areas of knowledge—such as the‘basics of psychometric theory;
the connection between assessment and treatment; and the assessment of
target behaviors and other key factors (cognitive, affective, behavioral,
contextual)—that are needed to use assessment tools effectively over the
course of treatment (Krishnamurthy et al., 2004). We also cover key skill
areas, such as target behavior.identification, case conceptualization, and
tool selection and interpretation, which are relevant to using assessment
tools to inform treatment’ To gain the right combination of knowledge and
skills, clinicians are’advised to take graduate-level courses in developmen-
tal psychopatholegy, developmental psychology, psychometric theory, child
and family intervention, and culture and diversity, as well as in evidence-
based assessment.

TRENDS IN ASSESSMENT TRAINING AND PRACTICE

Assessment in clinical practice falls clearly under the domain of psychol-
ogy. However, assessment does not presently represent a central focus of
the field (Youngstrom, 2008). The past two decades have witnessed an
explosion of treatment research resulting from the evidence-based practice
movement. These efforts have generated a number of treatments for a wide
range of youth emotional and behavioral problems (Barrett & Ollendick,
2004; McLeod & Weisz, 2004; Weisz, Jensen-Doss, & Hawley, 2005).
However, research on assessment has not kept pace. As a result, assessment
and treatment have become disconnected processes (Youngstrom, 2008).
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Unfortunately, in our opinion, this disconnection has adversely affected
graduate training in clinical psychology. At present, few graduate programs
provide courses on the interrelationship between assessment and treatment
(Childs & Eyde, 2002). Most assessment training required by graduate
programs focuses on intellectual and personality testing, and sometimes
behavioral assessment; relatively few programs require courses on clinical
assessment (Childs & Eyde, 2002). Assessment training has been criticized
for not adjusting to the new assessment trends. Graduate programs differ
in their coverage of the knowledge and skills related to using assessment to
inform treatment (Carama, Nathan, & Puente, 2000; Krishnamurthy et
al., 2004). As a result, not all graduate students learn how assessment can
be used to tailor evidence-based treatments to meet the unique needs of a
particular child and her or his family.

This volume is intended to illustrate how assessment can be used to
inform treatment for children and adolescents. Our basicipremise is that
effective treatment depends upon accurate assessment ‘tather than solely
subjective decision making. To do this, clinicians.must know when to
utilize various diagnostic and behavioral assessment tools at the various
phases of treatment, and why these assessment. tools are helpful for treat-
ment selection and delivery. Next, we turn to-the role assessment plays in
the different phases of treatment.

WHAT ROLE DOES ASSESSMENT PLAY IN TREATMENT?

Assessment should directly inform choices about treatment, and different
assessment tools are more.or less relevant at various treatment stages (see
Table 1.1). At each 'stage, clinicians must select the appropriate “nomo-
thetic” and “idiographic” assessment tools available to them. Nomothetic
tools (e.g., diagnostic interviewing and parent rating scales) provide data
about wheretan-individual child falls relative to the larger population on a
domain of'interest. For example, a clinician trying to determine whether a
child néeds services might use an anxiety rating scale to establish whether
that child falls above a clinical cutoff. If the child’s score is above this cut-
off, this would indicate that the child’s level of anxiety exceeds what is con-
sidered typical for children of similar age and gender, and treatment may
be warranted. On the other hand, idiographic tools (e.g., direct observation
and self-monitoring) provide individualized information that is more useful
for case conceptualization, treatment planning, and outcome monitoring.
For example, a clinician seeking to design an exposure hierarchy for a given
child might design a behavioral avoidance activity tailored to the child’s
specific fears, to determine the exact type of situations most likely to elicit
anxiety in that child. As we note below in more detail, nomothetic and
idiographic tools play important, and complementary, roles in the different
phases of treatment.
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TABLE 1.1. The Role Assessment Plays in Different Phases of Treatment

Treatment phase Definition and purpose

Screening Brief assessment designed to identify children who have a
problem or are at risk for developing a problem without
intervention. Screening is used to determine the need for
treatment, generate a prognosis, and gather baseline data
on symptom severity and potential causal factors.

Diagnosis Determining whether a child meets formal criteria for
a psychiatric disorder. Diagnosis is used to establish
treatment need and facilitates case conceptualization,
treatment planning, and treatment selection.

Prognosis A prediction regarding the course of an illness or the
likelihood of developing of a problem given the présence of
specific risk factors. A prognosis helps determine the need
for treatment and informs treatment planning;:

Case conceptualization A set of hypotheses about the causes, antecedents, and
maintaining factors of a client’s target-behaviors. Case
conceptualization is a critical component of treatment that
informs treatment planning, treatment selection, outcome
monitoring, and treatment evaluation.

Treatment planning Using the case conceptualization to identify therapeutic
and selection interventions designed to address produce change in the
target behaviors.

Treatment monitoring Ongoing assessment of core symptoms, causal factors,
and maintaining processes, in order to monitor treatment
response and to identify changes needed to the treatment
plan.

Treatment evaluation Asséssment conducted at the end of treatment, in order to
evaluaté the impact of treatment.

Screening

Screening is primarily used to identify areas in need of more detailed assess-
ment. It.«Can also be used to determine the need for treatment, generate
a prognosis, and gather baseline data on symptom severity and potential
causal factors. Brief nomothetic measures can be used to screen for possible
diagnoses. Such measures can be used to generate an estimate about the
likelihood a child meets diagnostic criteria for one or more diagnoses, and/
or to ascertain whether symptoms are above a clinical cutoff. Screening can
also be used to gather data to formulate a prognosis. Noting the presence of
certain risk factors (e.g., trauma, child abuse, poverty) can help a clinician
determine whether a child is likely to develop future problems. Sometimes
screening may indicate that treatment is not needed (e.g., the child’s score
is below a clinical cutoff); however, when screening indicates the need for
treatment, then the assessment data can serve as baseline data as well as
help identify targets for in-depth assessment.
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Diagnosis

Generating an accurate diagnosis is a critical step in treatment. Meeting
criteria for a disorder indicates a need for treatment and provides a start-
ing point for identifying target behaviors. In many instances, the actual
symptoms of disorders can be operationalized and selected for change. In
addition, the developmental psychopathology, treatment, and assessment
literatures are all organized around diagnoses, so an accurate diagnosis is
frequently fundamental to case conceptualization and treatment planning.

Prognosis

Youngstrom (2008) defines “prognosis” as “the course of illness or-the lon-
gitudinal outcomes that are likely for individuals affected by a particular
condition or showing a particular marker or trait” (p. 46). To formulate a
prognosis, a clinician must assess for the presence of risk“factors that are
associated with particular outcomes and use knowledge from the develop-
mental psychopathology literature to determine. the likely outcome for a
child. A prognosis may indicate a need for treatment if it is determined that
a child will probably develop a disorder witheut intervention. For example,
a young child with an inhibited temperament may not meet diagnostic cri-
teria for a disorder, but may be at increased risk for developing an anxiety
disorder. Or a prognosis may guide treatment planning by helping to iden-
tify the most important treatmént-targets for a child experiencing multiple
problems. For example, when ‘a.child presents with multiple problems, it
is often important to give problems that have the greatest potential for
adverse long-term outcomes’(e.g., symptomatology related to a trauma) the
highest priority in the treatment plan.

Case Conceptualization

“Case conceptualization” is defined as a set of hypotheses about the causes,
antecedents; and maintaining factors of a client’s emotional, interpersonal,
and (behavior problems (Eells, 2007; McLeod, Jensen-Doss, Wheat, &
Becker, in press; Nezu, Nezu, Peacock, & Girdwood, 2004). Case con-
ceptualization is a critical component of treatment, as its hypotheses guide
assessment and treatment. Assessment related to case conceptualization
includes a focus upon “mediators,” “moderators,” and “therapy pro-
cesses.” Mediators are factors (e.g., cognitions or physiological processes)
that account for change in the target behavior. Moderators are factors
(e.g., developmental level, gender, ethnicity, or socioeconomic status) that
might influence the course of treatment and/or a target behavior. Therapy
processes include client (motivation, involvement) and therapist (treatment
integrity, competence) factors that influence the effectiveness of psycho-
therapy (see Shirk, Reyes, & Crisostomo, Chapter 14, this volume). All
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assessment should inform case conceptualization and feed directly into
treatment design/planning, outcome monitoring, and treatment evaluation.

Treatment Planning and Selection

Treatment planning and selection are important, and challenging, com-
ponents of treatment. Children often present for treatment with multiple
problems, and clinicians must determine which problems warrant treat-
ment. Numerous evidence-based treatments designed to treat a variety
of specific diagnoses (e.g., anxiety disorders, depression, conduct diser-
der, eating disorders) exist. Treatment planning starts with generating-a
diagnosis and identifying the treatments designed to treat that disetder.
A clinician must then use the case conceptualization to select the. “right”
evidence-based treatment and then tailor the intervention to.meet the needs
of the individual and his or her family.

Treatment Monitoring

Once treatment begins, ongoing assessment of core symptoms, causal fac-
tors, and therapy processes can be used to monitor treatment response and
to identify any changes that may be needeéd in the treatment plan. In adult
psychotherapy, evidence indicates that.continual assessment and feedback
to the client can improve therapy joutcomes (Lambert et al., 2003), and
studies are beginning to support'this benefit in child psychotherapy as well
(Stein, Kogan, Hutchison, Magee, & Sorbero, 2010). Because assessment
during treatment can become time-consuming, selective targeting of vari-
ables for treatment monitoring that will directly inform treatment planning
is important. In some cases, this will require assessment to be focused upon
the specific symptoms being treated (e.g., panic attacks), causal variables
(e.g., anxiety‘sénsitivity), or therapy processes (e.g., exposures to feared
stimuli).

Treatment Evaluation

At the end of treatment, a thorough assessment is warranted. To evaluate
the impact of treatment, it is important to determine whether the child still
meets diagnostic criteria for the disorder that was the focus of treatment,
as this represents an important indicator of clinically significant change.
This assessment can also determine level of functioning, which represents
another clinically meaningful category. The end-of-treatment evaluation
should assess the need for further referrals or interventions as well. Clearly,
it is important to select outcome assessment measures that have been dem-
onstrated to be sensitive to change.
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WHY FOCUS ON DIAGNOSTIC AND BEHAVIORAL ASSESSMENT?

We focus on both diagnostic and behavioral assessment in this volume,
because the theory and tools that are part of each tradition inform different
facets of treatment (see Table 1.2). These assessment traditions developed
along separate paths. Each approach has different conceptual underpin-
nings and psychometric strengths. It is important to understand how tools
from both approaches can be used to produce a complete picture of a child
across treatment.

Diagnostic Assessment

For the purposes of this volume, diagnostic assessment is“Considered to
include tools and techniques designed to generate diagnoses, and classify
behavior. Diagnostic assessment stems from the medical'model of psycho-
pathology, which posits that symptoms (and, by extension, diagnoses) fall
into classifiable disorders that express themselves in somewhat uniform

TABLE 1.2. Diagnostic and Behavioral Assessment

Diagnostic

Behavioral

Goals

Uses

Common methods

Treatment phases

Psychometric principles

Based upon nomothetic
principles, which are
concerned with the
discovery.of general laws
as applied'to a large
number of individuals

Classification
and prediction

Interviews
Rating scales

Screening

Prognosis

Diagnosis

Case conceptualization
Treatment monitoring
Treatment evaluation

Classical test theory
Internal reliability
Test-retest reliability
Interrater reliability
Construct validity
Criterion validity

Based upon idiographic
principles, which are

focused on mapping out the
interactions among variables
distinctively patterned in each
individual

Monitoring target behaviors
and/or antecedent, causal, and
maintaining variables

Functional interviews
Rating scales

Direct observation
Self-monitoring

Case conceptualization
Treatment monitoring

Generalizability theory
Interrater reliability
Accuracy

Construct validity
Criterion validity
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fashion and are caused by identifiable factors that are internal to the child
(e.g., genetics, biology) and external/contextual to the child (e.g., fam-
ily factors, socioeconomic status, traumatic events). Consistent with this
model, most diagnostic tools are based upon nomothetic principles, which
are concerned with the discovery of general laws as they are applied to large
numbers of individuals (Cone, 1986). The nomothetic approach is said to
be variable-centered (i.e., deals with how particular characteristics or traits
are distributed in the population). Measures and tools designed accord-
ing to this tradition also include rating scales and interviews that provide
global statements about how the behavior of a particular child compares.to
that of the larger population.

Nomothetic measures are used primarily for classification and predic-
tion (Barrios & Hartmann, 1986) and are typically designed aecording to
the tenets of classical test theory. This approach views scores_on a mea-
sure as representative of an underlying construct that cannet be directly
assessed. Because nomothetic measures are designed to.assess individual
differences, the meaning of a score produced by such'a measure is derived
by comparing it to norms from the general population. Indeed, diagnostic
tools classify individuals along categories (diagnoses) that are posited to
be consistent across time and situations (Bem & Allen, 1974). Variation in
scores across situations, time, or items is_considered error. Thus the devel-
opment of nomothetic measures emphasizes stability, and the measures
may not be most appropriate for repeated administration (e.g., weekly out-
come monitoring; Foster & Cone, 1995).

Early in treatment, diagnostic tools are appropriate for screening,
determining whether a child’s-behavior is normative, and formulating a
prognosis. Once treatment begins, diagnostic tools can be used for treat-
ment evaluation. Using.diagnostic tools at the end of treatment allows a
clinician to determine whether a child has experienced clinically significant
change or returned to a normative developmental trajectory. Diagnostic
tools thereforeplay)a number of important roles in treatment.

Behavioral Assessment

The behavioral assessment approach is based upon idiographic principles.
This person-centered approach focuses upon the uniqueness of a given indi-
vidual (Cone, 1986; Ollendick & Hersen, 1984); unlike the nomothetic
approach, it focuses upon mapping out the interactions among variables
distinctively patterned in each individual. The point of comparison for idio-
graphic measures is the child’s own behavior across situations and/or time.
As Mischel (1968, p. 190) observed over 40 years ago, “Behavioral assess-
ment involves an exploration of the unique or idiosyncratic aspects of the
single case, perhaps to a greater extent than any other approach.”
Idiographic assessment focuses upon a target behavior or response
class. A “response class” is defined as a group of behaviors that serve the
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same function within a specific context (Jackson, 1999; Johnston & Pen-
nybacker, 1993). “Experiential avoidance,” defined as the avoidance of
situations and conditions eliciting certain internal experiences (emotions,
cognitions) that an individual finds intolerable, is an example of a response
class (see Hayes, Wilson, Gifford, Follette, & Strosahl, 1996). The assess-
ment of behavior is guided by two key concepts. The first of these is “situ-
ational specificity,” or variance in a child’s behavior as situational factors
surrounding the child change. This means that assessment focuses upon
those variables that elicit (antecedents) and maintain (consequences) a tar-
get behavior in a particular situation (Olweus, 1979). Situational specificity
necessitates that assessment samples behavior across diverse settings_and
time points. Hence assessment of the child’s behavior at home, in school,
and on the playground is important, in addition to information obtained in
the clinic setting. Furthermore, the information obtained from these vari-
ous settings probably will not be, and in fact should net be, expected to
be the same. For instance, the child may behave aggressively in school and
on the playground, but not at home or in the clinic.“The second concept
is “temporal instability,” or variance in a child’ssbehavior over time. Such
instability in behavior dictates that a child’s’behavior needs to be assessed
at several points in time.

Measures designed according to_ ‘idiographic principles generally
adhere to “generalizability theory” (Cronbach, Gleser, Nanda, & Rajarat-
nam, 1972). Generalizability theory is a statistical framework for inves-
tigating and designing idiographic tools that evaluates the performance
of a measure across facets {i.e.; sources of variation) relevant to different
applications of the measute. Five facets—forms, items, observers, time, and
situation—are typically considered (Barrios & Hartmann, 1986; Cronbach
et al., 1972). In contrast to classical test theory, which views variability
across these facets‘as error, generalizability theory views this variability as
something to understand and something central to change. Variability in
scores across.the)different facets is examined. If a facet is associated with
significant'\variability, then this suggests that scores would not generalize
from one\condition of the facet to another. For example, if observer bias
accounts for a significant proportion of the variance in direct observations
of aggressive behavior, then the scores would not be considered reliable
across these different observers. Generalizability theory is therefore consis-
tent with the tenets of behavioral theory.

The underlying assumptions and psychometric strengths of idio-
graphic tools make them uniquely suited for specific aspects of treatment.
In essence, these assessment tools pick up where nomothetic tools leave
off. After a diagnosis is assigned, idiographic tools are uniquely suited to
assessing behavioral, cognitive, affective, and contextual variables that
may serve to maintain the target behavior. These tools therefore play a
critical role in generating the case conceptualization and determining the
impact of treatment.
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Combining Diagnostic and Behavioral Assessment

The importance of using both diagnostic and behavioral assessment tools
is increasingly being recognized (Mash & Barkley, 2007). However, it is
important that clinicians understand when to use diagnostic and behav-
ioral tools during treatment. At one time, it was relatively easy to differ-
entiate behavioral from diagnostic assessment on the basis of the methods
employed. Direct observation was originally the sole assessment technique
of behavioral assessment, whereas interviewing characterized diagnostic
assessment. However, as both assessment traditions evolved to include
a wider repertoire of methods, differentiating behavioral and diagnostic
approaches simply on the use of specific methods became more difficult.
Indeed, there is now considerable overlap in ongoing assessment!{practices
between the two approaches.

Presently, the difference between the two approaches-lies less in the
methods employed than in the manner in which findings generated with
these assessment tools can (and should) be interpreted and used. Measures
designed according to nomothetic principles are déesigned to compare an
individual child to the larger population on a domain of interest. Measures
designed according to idiographic principles are designed to identify target
behaviors (overt or covert), their controlling conditions, and the functions
they serve for a particular individual. Because the line between diagnostic
and behavioral assessment techniques has become blurred, clinicians must
understand how to critically evaluate assessment tools to determine their
most appropriate application.. This means that they need to understand
how to determine whether-a‘measure was developed according to nomo-
thetic or idiographic principles, and to know when assessment tools from
each tradition should bé used at different stages in treatment.

ASSESSMENT PRINCIPLES

As notedat the beginning of this chapter, child assessment requires knowl-
edge andiskills from several domains: developmental principles, child psy-
chopathology, psychometric theory, diversity/cultural issues, and therapy
process and outcome research. The knowledge and skills gained from these
different areas are required to guide the selection and interpretation of
assessment data throughout treatment. Though the field has accumulated
data on a wide variety of measures, we currently lack research on how to
combine and interpret findings from these various measures. In the absence
of empirical findings to direct the assessment process, we recommend that
clinicians adhere to a set of principles to guide this process. The follow-
ing overarching principles that guide our approach to child and adolescent
assessment are summarized in Table 1.3. We now turn to a more detailed
description of each principle and how each applies to assessment.
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TABLE 1.3. Six Assessment Principles

Number Principle

Principle 1 Empirical evidence and developmental psychopathology theory are used
in selecting the constructs to target in assessment, as well as the best
methods and tools to use.

Principle 2 Assessment is an ongoing process that uses a hypothesis-testing
approach to inform decision making. As such, emphasis is
placed on assessment tools that inform screening, diagnosis, case
conceptualization, treatment selection/planning, and evaluation of
treatment progress and outcome.

Principle 3 Thorough child assessment requires a multimethod, multi-informant
approach that utilizes both nomothetic and idiographic assessment
tools, and that focuses on a child’s behavior, cognitions, affect, and
social context.

Principle 4 Selecting constructs for assessment, determining a method for gathering
assessment data, and interpreting findings should be informed by
knowledge of developmental norms associated with specific child and
adolescent emotional and behavioral problems.

Principle 5 Selecting constructs for assessment, determining a method for gathering
assessment data, and interpreting findings.should be informed by
knowledge of ways in which culture and/diversity can influence the
experience and expression of child-and adolescent emotional and
behavioral problems.

Principle 6 The choice of assessmenttools should be based on the strength of the
tools’ psychometric support for the type of client being assessed and the
goals of the assessment. Careful attention should also be given to the
judgmental heuristics that guide the interpretation of findings.

Principle 1. Empirical evidence and developmental psychopathology
theory are used in'selecting the constructs to target in assessment, as
well as the best methods and tools to use.

Child assessment is complex. It is challenging to choose the right meth-
ods and‘informants for the wide range of possible targets. To reduce the
potential for bias, the selection of methods and informants needs to be
guided by the most recent empirical evidence and theory. The developmen-
tal psychopathology perspective (e.g., Cicchetti & Cohen, 1995; Masten &
Braswell, 1991) provides an organizational framework for understanding
childhood psychopathology and identifying the mechanisms and processes
implicated in the development, maintenance, and alleviation of these prob-
lems (McLeod et al., in press; Youngstrom, 2008). As the mechanisms and
processes represent potential treatment targets, this literature is ideal for
identifying constructs to target in assessment and treatment.

To appreciate how this research can inform child assessment, it is
important to understand the foundational principles of developmental
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psychopathology. According to this perspective, children grow and change
within the context of larger systems that can exert an influence upon child
development and the expression of psychopathology. Risk and protective
factors that are external (e.g., familial, social/environmental) and internal
(e.g., biological, cognitive) interact to determine whether a child success-
fully masters each developmental stage. Mastery of the skills associated
with each stage tends to leave a child better equipped to handle subse-
quent challenges. Failure to master the skills associated with a developmen-
tal stage leaves a child unprepared to deal with the demands of successive
stages. Protective factors promote adaptation and help a child success-
fully negotiate a particular developmental stage. Risk factors, in contrast,
decrease the likelihood that a child will achieve developmental milestones
(Cicchetti & Cohen, 1995). The longer a child goes without mastering the
skills of a developmental stage, the harder it is for her or him'to return to
normality. Ultimately, the interplay of risk and protective factors deter-
mines child outcomes; the development of a problem issmore likely when
the number of risk factors outweigh the protective factors.

Though certain risk factors are implicated “in.the development of
specific disorders, developmental psychopathology considers each child
unique. Two concepts explain this perspective:=The first is the concept of
“multifinality,” or the idea that a single risk‘factor may lead to a variety of
outcomes, depending upon the context in which it occurs. Basically, this
principle suggests that a process (i.e., impact upon the individual) of any
one factor (e.g., genetics, environment) varies, depending upon the con-
text (e.g., family system) in whichithe factor operates (Cicchetti & Cohen,
1995). For example, some research suggests that parenting style can buffer
children with behaviorally inhibited temperaments against the development
of anxiety (Fox, Henderson, Marshall, Nichols, & Ghera, 2005). The sec-
ond concept is “equifinality,” or the idea that any given outcome (e.g., an
anxiety disorder; conduct disorder) can have multiple causes. This means
that a single causal pathway does not universally account for the develop-
ment of specific emotional or behavioral problems. For example, an inhib-
ited temperament (i.e., genetic pathway) and traumatic events (i.e., classical
conditioning) have both been linked to social phobia (Stemberger, Turner,
Beidel, & Calhoun, 1995). Together, these concepts have important impli-
cations for child assessment. Specifically, it is important to assume that
although research can tell us about general risk factors for specific disor-
ders, each child will have a unique combination of risk factors implicated in
the development and maintenance of a disorder; assessment therefore needs
to be highly individualized and tailored to each child.

Principle 2. Assessment is an ongoing process that uses a bypotbesis-
testing approach to inform decision making. As such, emphasis is
placed on assessment tools that inform screening, diagnosis, case
conceptualization, treatment selection/planning, and evaluation of
treatment progress and outcome.
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Using the developmental psychopathology literature to guide the
assessment process necessitates adopting a hypothesis-testing approach to
assessment. Research has identified specific risk factors that are associated
with the development and maintenance of each disorder. However, each
child will have a unique combination of factors implicated in the develop-
ment and maintenance of a disorder. Thus the literature can be used to
generate hypotheses about the mechanisms and processes at play for a par-
ticular child, which then are tested through both assessment and treatment.
In other words, assessment and treatment should focus on the research-
supported risk factors associated with a particular disorder and should sys-
tematically work toward identifying the specific factor(s) that play a.rolefor
a particular child. By doing so, the clinician will be able to developrand test
hypotheses about which factors need to be targeted as part of-freatment.

Assessment designed to inform treatment is an ongoing process that
constantly evolves over the course of treatment. To guidé the clinical deci-
sion-making process, and to ensure that this entire~process is objective
and grounded in the research literature, we advocate that the clinician’s
hypothesis-testing approach be rooted in the empirical principles of the
behavioral assessment tradition (Ollendick & Hersen, 1984). Again, using
the research literature to select targets for ‘assessment, the clinician can
generate hypotheses about the functional relation among causal, maintain-
ing, and target behaviors. These hypotheses form the foundation of the
case conceptualization, which is designed to guide treatment selection and
planning as well as evaluation of ‘tteatment progress and outcome. Specific
behavioral assessment tools-and strategies, such as functional analysis and
single-case series designycan-be used to test the hypotheses during treat-
ment. Assessment during tréatment is then used to test the hypotheses, and
the resulting data are.used to make adjustments to the case conceptualiza-
tion and treatment.plan.

Principle 3. Thorough child assessment requires a multimethod, multi-
informant approach that utilizes both nomothetic assessment tools, and
that focuses on a child’s bebhavior, cognitions, affect, and social context.

A multimethod, multi-informant approach is an important part of child
assessment. Child assessment aims to describe multiple target behaviors
accurately, including overt behavior, affective states, cognitive processes,
and information about the child’s context (Barry, Frick, & Kamphaus,
2013). Multiple tools are needed to assess these different facets of child
behavior, because most assessment tools are designed to characterize only
one aspect of child behavior. For example, some measures catalog child
symptoms (e.g., parent rating scales), but do not provide information about
how contextual factors may influence the symptoms. Part of a multimethod
approach is blending diagnostic (nomothetic) and behavioral (idiographic)
methods, as these approaches play important, complementary roles in
child assessment. Psychometric issues also necessitate the use of multiple
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assessment tools. Every assessment tool has psychometric strengths and
weaknesses. Clinicians must therefore pick measures with complementary
areas of strength, so that appropriate tools are used to assess each aspect
of child behavior (Barry et al., 2013). For these reasons, it is important to
employ a multimethod approach to child assessment.

A multi-informant approach is also an important component of child
assessment. In choosing informants, clinicians must consider a number of
factors. In the following paragraphs, we discuss when and why different
individuals might be asked to serve as informants in child assessment.

Children

When children present for treatment, it is important to get their-perspective
on the target behavior. Gathering information from children provides an
opportunity to build an alliance as well as to arrive at treatment goals. Sev-
eral factors must, however, be considered in collecting and interpreting data
from child informants. Younger children may not provide-accurate informa-
tion or be able to report about certain symptoms (Kamphaus & Frick, 2005;
Schroeder & Gordon, 2002). As children enter‘adolescence, they are able to
report upon their behavior and may be better informants for certain types
of problems (e.g., substance abuse, anxiety):and/or for problems that adult
informants do not observe (e.g., covert behaviors, such as stealing). When
clinicians are considering the accuracy of child report, however, social
desirability must also be considered(see De Los Reyes & Kazdin, 2005).
Some children may want toplease a clinician and thus provide answers
they believe the clinician wants.to hear. Other children may wish to conceal
certain behaviors and thus may not provide accurate answers about those.
The attributions childréen'make about the causes of their problems may also
influence the information they provide (De Los Reyes & Kazdin, 2003). In
particular, children may be more likely to attribute the cause of their prob-
lems to environmental factors (e.g., family relations), which may make them
less likely to ‘endorse specific symptoms of certain disorders (e.g., less likely
to see their own behavior as oppositional or defiant).

Parents

Typically, parents are the primary informants in child assessment (Paikoff
& Brooks-Gunn, 1991), especially if a child is young. Interviewing parents
provides clinicians with an important opportunity to build an alliance and
engage the parents in the clinical process (see Hawes & Dadds, Chapter
12, this volume). However, a number of factors can influence the accu-
racy of parent report. First, parental psychopathology (e.g., depression) can
negatively influence the accuracy of parent report (Chi & Hinshaw, 2002;
Richters, 1992). Second, parents may not have an accurate understanding
of normative child behavior, especially compared to that of other adults
(e.g., teachers; Barry et al., 2013). If so, parents may see particular child
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behaviors as problematic when in fact the behaviors are part of a normative
developmental process. Third, parents’ attributions regarding child behav-
ior must be considered (De Los Reyes & Kazdin, 2005). Finally, parents of
adolescents may not have full access to all aspects of their children’s lives
and thus may not be accurate reporters on certain behavior (e.g., affect,
stealing, drug use).

Teachers

For certain child problems, teachers can be important informants. Certain
symptoms may be observed first at school or may be particularly problem-
atic in this setting. In such cases, a teacher can offer an important viewpoint,
especially if a parent does not have the same opportunity to view.the behav-
ior. Furthermore, because teachers may have more experienceiwith children
than parents have, they may have a more developmentally sensitive view of
child behavior (Barry et al., 2013). This can be helpfulin deciding whether
a parent’s report is accurate or not. As with other.informants, however,
several factors may influence the accuracy of teacher data. First, teachers
often do not have access to all facets of childbehavior, so they are generally
more accurate when reporting upon behavior-they have actually observed
(Loeber, Green, Lahey, & Stouthamer-Iioeber, 1991). Second, a clinician
must consider the amount of contact a teacher has with a student when
asking the teacher to provide information on a child. Teachers typically
have less contact with children as'they get older, so this must be considered
for children of middle schoel age or above (Edelbrock, Costello, Dulcan,
Kalas, & Conover, 1985). Third, the attributions made by a teacher about
a child’s behavior must be considered in interpreting teacher report data.

Peers

Social disruptions and impairment are common problems in youth. Peer
report provides a unique perspective on a child and his or her social func-
tioning/status. However, asking peers to provide ratings raises some ethical
issues (e.g., asking peers to provide ratings might violate a client’s confiden-
tiality). Thus a clinician must be careful not to be too intrusive when asking
peers to report data.

Principle 4. Selecting constructs for assessment, determining a method
for gathering assessment data, and interpreting findings should be
informed by knowledge of developmental norms associated with specific
child and adolescent emotional and behavioral problems.

The choice of assessment methods and the process of interpreting the
findings should be influenced by knowledge of the developmental norms
associated with specific disorders and symptoms (Holmbeck et al., 2008).
Age-related constraints are numerous in child assessment and should be
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considered in selecting specific methods of assessment. For example, inter-
views may be more difficult to conduct and self-report measures less reli-
able with younger children, whereas self-monitoring and direct observa-
tions may be more reactive at older ages (Ollendick & Hersen, 1984). The
selection of assessment instruments should therefore be guided by knowl-
edge of cognitive and socioemotional developmental processes.

The interpretation of assessment data must also be informed by nor-
mative guidelines. As part of the assessment process, clinicians must ascer-
tain whether a child is exhibiting developmentally adaptive or maladaptive
behavior. Symptoms and behaviors that are considered normative at one
developmental stage may not be considered so at a later stage. For example,
it is typical for fear of separation to develop in infancy, for fear to move on
to social situations in childhood, and for fear to become more-géeneralized
in adolescence (Gullone, 1996). So an intense fear of separation from care-
givers is not unusual in young children, but is not considered.developmen-
tally appropriate in school-age children (Gullone, 1996;Warren & Sroufe,
2004). As another example, tantrums are considered normative at a young
age, but become less so for school-age children. It.is therefore important
to determine whether the expression of a particular symptom is congru-
ent with a child’s developmental level or likely torepresent a symptom that
is interfering with functioning (Silverman ‘& Ollendick, 2005; Warren &
Sroufe, 2004).

Another factor that influences.the interpretation of assessment data is
knowledge of how age differences can influence the expression of behav-
iors and syndromes. Young children cannot manifest certain symptoms,
such as guilt, hopelessness; or-worry, before they achieve certain develop-
mental milestones. For-example, worry requires insight, which may not
fully develop until late ¢hildhood (e.g., Dadds, James, Barrett, & Verhulst,
2004). Understanding the relation between cognitive development and the
experience of certain symptoms can help a clinician avoid misattributing
reports of a child’s)behavior to symptoms that are not consistent with the
child’s developmental level.

In sum, it is important for clinicians to take developmental factors
into-consideration when using assessment data to drive the therapy pro-
cess. Developmental factors determine what assessment tools (e.g., inter-
view, questionnaire, and direct observation) will provide accurate and valid
information. Clinicians must therefore select developmentally appropriate
methods of assessment and interpret the resulting data from the perspective
of developmental norms.

Principle 5. Selecting constructs for assessment, determining a method
for gathering assessment data, and interpreting findings should be
informed by knowledge of ways in which culture and diversity can
influence the experience and expression of child and adolescent
emotional and behavioral problems.
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“Culture” is defined as “an integrated pattern of human behavior that
includes thought, language, action, and artifacts and depends on man’s
capacity for learning and transmitting knowledge to succeeding generations”
(Frisby & Reynolds, 2005, p. 5). Culture can influence the experience and
expression of distress, so an individual’s nationality, ethnicity, accultura-
tion level, socioeconomic status, and gender must all be considered during
assessment. The failure to take culture into consideration when conducting
an assessment can lead to interpretative errors (Edwards, 1982; Ridley &
Kelly, 2007). First, a behavior may be labeled as pathological when it is in
fact normative within a given culture. Second, the opposite may also occur:
A child’s behavior may be assumed to be explained by cultural factors when
the behavior is pathological. In either case, serious errors can occut:

Therefore, it is important for clinicians to consider cultural.and diver-
sity factors when selecting assessment tools and interpreting assessment
data (see, e.g., Friedberg & McClure, 2002; Ridley & Kelly, 2007). First,
the available evidence suggests that the expression of-psychological symp-
toms and/or distress may vary across cultures (Weisz; Sigman, Weiss, &
Mosk, 1993). This variation may be due to value systems that find different
symptoms more or less acceptable. For example, cultures that place a high
value on deference to authority appear to havelower rates of externalizing
problems (Weisz, Suwanlert, Chaiyasit, & Walter, 1987). As another exam-
ple, some have hypothesized that the acceptability of medical symptoms
(as opposed to psychological symptoms) in the Hispanic/Latino cultures
explains why Hispanic/Latino' children report more somatic symptoms
than European American children (see, e.g., Pina & Silverman, 2004).

Second, cultural factors.can influence reporting practices. Specifically,
the acceptability of certain”symptoms may influence what symptoms are
reported as problematic. For example, families from inner-city commu-
nities may see aggressive behavior as adaptive and thus may not report
aggressive behaviors to a clinician (Atkins, McKay, Talbot, & Arvanitis,
1996). This. means that a clinician cannot assume that a particular symp-
tom is present or absent just because a family does not report it as a prob-
lem. The accurate interpretation of assessment data depends, in part, upon
gaining an understanding of particular families’ values.

In sum, understanding how culture influences symptom expression
and reporting practices is an important component of conducting a cultur-
ally sensitive assessment. In selecting assessment tools, it is important to
determine whether the tools have demonstrated validity across different
cultural groups (see Pina, Gonzales, Holly, Zerr, & Wynne, Chapter 13,
this volume). It is also important to work with the child and family to
understand whether cultural factors influence the interpretation of assess-
ment data (e.g., by using cultural mapping techniques; Pina, Villalta, &
Zerr, 2009). It is vital for clinicians to be able to distinguish between nor-
mal variations associated with culture and abnormal variations character-
istic of psychopathology.
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Principle 6. The choice of assessment tools should be based on the
strength of the tools’ psychometric support for the type of client being
assessed and the goals of the assessment. Careful attention should also
be given to the judgmental heuristics that guide the interpretation of
findings.

Assessment procedures should not only be culturally sensitive and
developmentally appropriate, but also psychometrically validated (Ollen-
dick & Hersen, 1984). To date, the practice of child assessment has been
marked by the use of assessment tools that are convenient, with far too
little attention paid to the measures’ psychometric properties (Hunsley
& Mash, 2008; Youngstrom, 2008). However, recent commentators on
assessment have argued for a technology of evidence-based-assessment
that includes efforts to identify important psychometric dimensions and
a system for rating the quality of each metric (Hunsley & Mash, 2008).
It is imperative that the selection of assessment instruments be informed
by the psychometric properties of specific tools, the evidence supporting
how best to interpret particular tools, and the methods used to integrate
multiple sources of data. When a clinician is réviewing the data in support
of a particular instrument, it is important to nete that a given tool is only
supported for particular types of clients and probably only for certain pur-
poses (Hunsley & Mash, 2008). For example, a scale may be very reliable
when completed by an adolescent, but much less so when completed by a
younger child. Similarly, a scale may)be very useful for screening, but may
not be sensitive to change and-therefore not useful for outcome monitoring.
In other words, the selection ‘of 'an assessment tool needs to be influenced
by whether the psychometrie properties of the tool are supported for the
type of client being assessed and the goals of the assessment.

It is important‘to note that the psychometric concepts relevant to
nomothetic tools.do not directly apply to idiographic instruments (Foster
& Cone, 1995). In fact, there have been debates about what psychometric
categories are relevant to idiographic tools (Foster & Cone, 1995; Jackson,
1999). Perhaps for this reason, recent efforts to identify important psycho-
metric'dimensions have focused upon nomothetic tools. Hunsley and Mash
(2008)/recently introduced a framework for considering the psychometric
properties of nomothetic tools. This framework focuses upon the following
categories: standardization, norms, reliability, validity, and clinical utility.
Below, we cover these domains; however, we also review domains relevant
to idiographic instruments.

Standardization

“Standardization” refers to the extent to which an assessment technique
is delivered in a consistent manner across various conditions of adminis-
tration (Barrios & Hartmann, 1986). The goal of standardization is to
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improve reliability by minimizing the influence of potential sources of
error—child, clinician, context—on the scores produced by a particular
instrument. When clinicians do not follow a predetermined set of questions
or procedures, assessment techniques are susceptible to bias. The admin-
istration of diagnostic (e.g., diagnostic interviews) and behavioral (e.g.,
self-monitoring activities) tools can be standardized. Unstructured clinical
interviews have been criticized for producing variable results (Angold &
Fisher, 1999; Garb, 1998, 2005). Similarly, idiographic tools have been
criticized because they lack standardized administration (Jackson, 1999).
For this reason, it is important to ensure that when idiographic instruments
are used, the instructions and items used with children and their families
are held constant, so that changes in scores can be clearly interpreted.

Norms

For nomothetic tools, the availability of norms provides.a concrete assess-
ment of a child’s behavior relative to other children. However, the quality
of a measure’s norms is important to consider. Ideally, a normative sam-
ple (1) should be representative of the population under study, (2) should
be large enough to provide stable estimates-of the population mean and
standard deviation, and (3) should include clinical and nonclinical samples
(Anastasi, 1988; Hunsley & Mash,2008). To evaluate whether the norms
for a measure fit a specific client, it i$ necessary to compare the composi-
tion of the normative sample to specific client characteristics. If a client is
very different from a meagsure’s'normative sample on characteristics that
might affect the meaning)of-the client’s scale score, it is better to find a
measure with more representative norms. Idiographic tools do not typically
rely upon population norms, so this psychometric dimension is not relevant
when the psychomietric strength of idiographic tools is being considered.

Reliability

For nomothetic instruments, “reliability” refers to the consistency and
dependability of a person’s score on a measure. For example, a self-report
measure is considered reliable if it provides the same score across repeated
assessments. When clinicians are evaluating the quality of a nomothetic
tool, it is important to consider internal consistency and test-retest reliabil-
ity. “Internal consistency” assesses whether all questions in a measure con-
tribute consistently to the overall measure score. Low internal consistency
indicates that the questions may not all assess the same construct (e.g.,
depression). According to Hunsley and Mash (2008), the accumulated evi-
dence for a measure should suggest that the internal validity for a measure
is at least .70. “Test—retest” reliability assesses the stability of scores over
multiple time points. This form of reliability is used when an instrument is
designed to assess a construct that is purported to be stable over time (e.g.,
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temperament). According to Hunsley and Mash (2008), test-retest coeffi-
cients are considered acceptable if equal to or greater than .70 over a short
period of time (days or weeks) and excellent if over .70 for a long period of
time (1 year or longer).

The concepts of reliability and accuracy also overlap with idiographic
instruments (Cone, 1998; Jackson, 1999). “Accuracy” refers to the extent
to which recorded data (self-report, self-monitoring, observational) provide
a good representation of a target behavior (Cone, 1998; Jackson, 1999). To
determine accuracy, an incontrovertible index is required that represents
a “gold-standard” measure of the target behavior. As an incontrovertible
index rarely exists for most behaviors, it is difficult to determine the-true
accuracy of specific observations. Reliability can also be assessed within
the framework of generalizability theory. Facets that result in-significant
variability indicate that scores on a measure are not reliable for those fac-
ets. Decision studies can be used to determine how many,¢bservations are
needed from a particular facet in order to produce a reliable estimate (Bren-
nan, 2001).

The concept of “interrater reliability” applies to\both idiographic and
nomothetic tools; it refers to the differences in“obtained results among rat-
ers who are using the same instrument. This type of reliability estimate is
useful when clinicians are using interviews’ (e.g., standardized interviews
such as the Anxiety Disorders Interview Schedule for DSM-IV: Child and
Parent Versions; Silverman & Albano, 1996) or direct observation (e.g., the
Autism Diagnostic Observation Schedule; Lord et al., 2000). According to
Hunsley and Mash (2008), for.categorical data, acceptable interrater reli-
ability (kappa) falls between .70 and .79 and is preferred to be above .85;
an acceptable Pearson/intraclass correlation ranges from .70 to .79 and is
preferred to be above 90!

Validity

“Validity” refers to whether or not an instrument assesses what it purports
to measute. Foster and Cone (1995) draw a distinction between representa-
tive and elaborative validity. “Representative validity” focuses upon estab-
lishing' whether a tool assesses the theoretical domain or response class it
is designed to assess (e.g., depression, experiential avoidance). “Elaborative
validity” refers to whether a tool has utility for measuring a construct or
response class. Several different validity dimensions exist. Whether a valid-
ity dimension is relevant to a particular nomothetic or idiographic tool
depends in part upon what the instrument is designed to do.

“Content validity” is an important component of representative valid-
ity for nomothetic and idiographic instruments; it means that items capture
all aspects of a given domain (e.g., depression). To establish content valid-
ity, researchers must clearly define the target domain and then demonstrate
that the items represent all facets of that domain. For nomothetic tools,



1. Overview of Diagnostic and Behavioral Assessment 23

content validity is established by demonstrating that the items on an instru-
ment tap into all aspects of the purported construct. Ideally, test developers
of nomothetic instruments should clearly define the domain of interest and
have expert judges rate the fit of each item on a quantitative scale (McLeod
et al., in press). For idiographic tools that focus on a response class, content
validity involves ensuring that all facets of the response class are defined.
Content validity for idiographic tools also includes the sampling plan. To
ensure content validity, a behavior must be sampled enough times to ensure
the data will generalize across time and situations (Jackson, 1999).

Accuracy is a key validity dimension for idiographic instruments. As
noted above, “accuracy” is defined as the extent to which scores-repre-
sent the cognitive, affective, and behavioral components of the“behavior
(Foster & Cone, 1995). Establishing accuracy requires the existetice of an
independent, incontrovertible index of the target behavior. Three different
ways of assessing accuracy have been proposed. First, scotes produced by
an idiographic instrument can be compared to physical.evidence of a target
behavior, such as mechanical recordings (Foster & Cone, 1995; Johnston &
Pennypacker, 1993). Second, scores produced by an.idiographic instrument
can be compared to direct observation of a target-behavior within the natu-
ral environment (Foster & Cone, 1995; Suen"& Ary, 1989). And finally,
controlled stimuli to which an idiographicsinstrument should be sensitive
can be introduced to determine whether the tool captures the manipula-
tion (Foster & Cone, 1999). For idiographic instruments that assess covert
events and/or rely upon indirect methods (self-report), it is challenging to
demonstrate accuracy. For this'reason, these instruments are often evalu-
ated in terms of convergent and discriminant validity (Jackson, 1999).

“Construct validity” ‘provides evidence that an instrument taps into
the theoretical concept that it was designed to assess (Foster & Cone, 1995;
Hill & Lambert,”2004). There are multiple forms of construct validity
(i.e., “convergent,” “discriminant,” “predictive,” and “concurrent”). Two
important categories of construct validity are convergent and discriminant
evidence, which help to establish the representative validity of an instru-
ment. This evidence is concerned with whether an instrument converges
with{ measures of similar constructs and diverges from measures of dif-
ferent constructs. Traditionally, these categories were used for nomothetic
instruments. However, as idiographic tools began to assess covert behav-
iors and employ indirect methods, these validity dimensions were applied
to idiographic instruments.

Another important category of construct validity is “test—criterion rela-
tionships” (related to the traditional concepts of “concurrent” and “predic-
tive” validities), which helps evaluate the elaborative validity of an instru-
ment. This evidence applies to both nomothetic and idiographic tools, and
indicates whether a measure is related to some present or future outcome
that is thought to be meaningfully related to the construct the measure is
supposed to be assessing. In the case of tools used to inform treatment,
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an important test—criterion relationship might be whether people who are
assigned diagnoses by the instrument also show high levels of functional
impairment that would be anticipated to result from the disorder. For an
instrument to demonstrate construct validity, the majority of the data col-
lected on the measure should support the different facets of construct valid-
ity. A dimension related to test—criterion relationships is “validity gener-
alization.” This dimension relates to elaborative validity and assesses the
extent to which a measure’s test—criterion relationships generalize across
settings and populations different from the ones in which the instrument
was originally validated. Validity generalization addresses the important
question of whether the tool can be used across multiple contexts (home,
school, clinic) and/or populations (age, gender, ethnicity).

The final validity dimension is “treatment sensitivity,” which is also
related to elaborative validity. This dimension is only relevant to instru-
ments used for treatment monitoring and evaluation. Evidence for treat-
ment sensitivity is demonstrated when a measure evidenees.some sensitivity
to change over the course of treatment. This is a ‘relatively new validity
dimension, so clear guidelines for assessing the strength of evidence do
not exist. Important issues to consider in evaluating’evidence for treatment
sensitivity include whether a measure is responsive to change across dif-
ferent types of treatment and how often the measure can be administered
(whether the measure can be administered weekly, monthly, or at longer
intervals).

In sum, validity is extremely important, because it indicates whether
a measure is assessing the construct or behavior of interest. Multiple stud-
ies are needed to demonstrate.the different forms of validity evidence, so
it can sometimes be challenging to review validity evidence for particular
measures.

Clinical Utility

In order to'meet evidence-based standards for assessments, measures
should alsojprovide some indicator of “clinical utility” (Hunsley & Mash,
2007; Nelson-Gray, 2003; Vasey & Lonigan, 2000). Clinical utility is a
relativély new validity dimension and has not received much empirical
attention. At present, it can include “diagnostic utility” (a measure’s abil-
ity to lead to a correct diagnostic conclusion), “incremental utility” (what
information a particular measure can provide that cannot be provided by
other instruments), “treatment utility” (a measure’s beneficial contribution
to treatment outcome), and “feasibility” (the ease with which the measure
can be integrated into clinical practice). Essentially, for an instrument to
have clinical utility, empirical studies must demonstrate that the use of the
tool improves the accuracy, outcome, and/or efficiency of clinical activities
(Hunsley & Mash, 2007).

The practicality and cost of an instrument should also be considered
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in the choice of an assessment tool. A number of factors can influence cost,
including the amount of time required to administer the measure, the finan-
cial cost of administering and scoring it, the amount of time spent scoring
and interpreting it, and required equipment (e.g., computers to score the
measure; Jensen-Doss, 2005; Yates & Taub, 2003). Cost can also include
training costs and/or the level of training required to administer and score
the instrument (i.e., whether a trained clinician must administer the mea-
sure). In sum, balancing practical considerations with psychometric quality
can be challenging, but it is an important aspect of deciding what measures
to use to inform treatment.

COMBINING DATA ACROSS INFORMANTS

As noted earlier, a multimethod, multi-informant approach is recom-
mended in child assessment. However, very few empirical data exist about
how best to combine findings across measures and informants to produce
a picture of an individual child. Questions persist ‘about when and how
certain measures should be used, whether tools'need to be differentially
weighted in the clinical decision-making proeess, and how to resolve dis-
crepant reports. Obviously, it is important/to use psychometrically strong
instruments; however, combining the ‘data also represents a critical step.
Unfortunately, no research exists to guide this process. In this section, we
provide some general issues to consider in combining findings across infor-
mants.

Once assessment data ‘are collected, the clinician must integrate the
data and produce a treatment plan. The low rates of agreement across
informants commonly seen in child assessment can make this a challenging
endeavor (De Los'Reyes & Kazdin, 20035). Until recently, the field offered
very little guidance on how to conceptualize or address such discrepan-
cies. Fortunately, a new model has emerged that provides a framework for
understanding this important aspect of assessment with children.

De Los Reyes and Kazdin (2005) have proposed the “attributions
bias context” (ABC) model. The ABC model posits three factors that may
influence informant discrepancies in child assessment. First, informant’s
attributions about the causes of problems may influence their reports. Chil-
dren may be more likely to view their problems as contextual (e.g., “I am
being bullied”), whereas others may view them as dispositional (e.g., “He
is aggressive”). These differences in attributions are then related to differ-
ences in informant’s perspectives regarding the nature of the problem and
the need for treatment. For example, children may view their problems as
lying within a specific situational context (e.g., “I get into fights because I
am being bullied at school”) and therefore not needing treatment, whereas
others may perceive a need for treatment and may be more likely to report
problems to support this view (e.g., “He is aggressive”). Finally, the goal of
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the clinical process—which is often perceived as collecting negative infor-
mation about the child—probably contributes to discrepancies, as children
are less likely to want to provide this type of information than other infor-
mants. In addition to these perceptual differences, the model also posits
that differences between informants arise from the circumstances under
which they observe a child’s behavior. A recent study supported this last
point by demonstrating that children behaved differently in lab-based inter-
actions with examiners than they did in interactions with their parents;
their behavior with the examiners was strongly correlated with their teach-
ers’ reports of their behavior, whereas their behavior with their parents
was correlated with the parents’ reports (De Los Reyes, Henry, Tolan, &
Wakschlag, 2009).

The ABC model provides a new lens through which to consider data
gathered from multiple informants. Despite these recent advances, how-
ever, there is precious little empirical evidence to guide the{combination of
data across informants. As a result, it is possible for biased clinical judg-
ment to have a negative influence on this process. This-is another reason
why clinicians need to take an empirical, hypothesis-testing approach: to
minimize the impact of clinician bias on the assessment process. Building
upon the recommendations of De Los Reyes and-Kazdin (2005), along with
others (Barry et al., 2013), we offer the following two recommendations for
dealing with multiple informants.

First, while clinicians are gathering assessment data, it may be helpful
to gather information related to the) ABC model that might help explain
informant discrepancies (De-LosyReyes & Kazdin, 2005). For example,
it is helpful to ask informants/what their attributions for the causes of
a child’s behavior are, and whether they think the child’s behavior war-
rants treatment. In addition, given that informants are likely to vary in
their views about whether the child’s behavior is contextual or disposi-
tional, it is important to strike a balance between general questions about
a child’s behavior-(e.g., “Is your child anxious about talking to people she
does not know?”) and context-specific questions (e.g., “Does your child
experience anxiety about talking to people she does not know when she is
at parties with other children?”; example from De Los Reyes & Kazdin,
2005). Finally, gathering data that might help clarify contextual influences
on informant behaviors can help interviewers interpret assessment data.
Behavioral assessment methods can be very useful in this regard; indeed,
they are based upon the idea that behavior is context-specific. For example,
direct observation of a child’s behavior in the school and in the home can
help a clinician understand whether teachers and parents are observing and
reporting on the same types of behaviors.

Second, once the assessment data have been gathered, a clinician
should determine which informants have reported clinically significant
behaviors and whether there is convergence across informants. The clini-
cian may have more confidence in reports that converge across informants,
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but variation does not mean that any of the reports are incorrect. The clini-
cian must therefore generate theory-driven hypotheses about what factors,
such as context, culture, perceptual differences, or development, might
account for differences across informants. For example, a given child may
exhibit behavioral problems at home because those problems are reinforced
by the parents, but does not exhibit those problems at school because the
consequences for doing so are consistently negative. In this case, discrepan-
cies between parent and teacher reports of behavior problems are not only
to be expected, but are helpful for treatment planning, as they suggest that
interventions targeting the home environment might be more useful than
interventions targeting the school. Viewed through the lens of a theoreti-
cal model like the ABC model, informant discrepancies can be ¢onsidered
important sources of clinical data, rather than “noise” to be.removed from
the clinical picture. Multiple informants can therefore help in problem
identification, case conceptualization, and treatment planning.

ETHICS AND STANDARDS OF CHILD DIAGNOSTIC
AND BEHAVIORAL ASSESSMENT

A number of ethical issues arise in diagnostic and behavioral assessment
with children and adolescents. Many of these issues cut across areas of
practice and are not unique to assessment. For example, the American Psy-
chological Association’s (2002) “Ethical Principles of Psychologists and
Code of Conduct” outlines-guidelines for protecting client confidential-
ity, setting appropriate professional boundaries, maintaining records and
billing, and other general areas of professional behavior. Standard 2 of
this code of conduct also discusses at length issues related to competence.
When applied to_assessment, Standard 2 specifies that someone who con-
ducts assessment.should stay within the boundaries of his or her education,
training, and. experience. For example, it would not be considered ethical
for a psychologist who has never been trained in the assessment of autism
spectrumydisorders to conduct an assessment to determine whether a child
meets criteria for one of those disorders. As such, it is important to obtain
training in the assessment strategies relevant to one’s clinical practice, and
to refer cases with assessment questions falling outside of one’s training and
expertise to other clinicians.

In addition to these general ethical principles, Standard 9 of the code
details ethical issues specific to assessment. Here we highlight those most
relevant to the assessment of youth psychopathology. First, the recommen-
dations stemming from an assessment should be based on sufficient data
to support those recommendations. The assessment principles described in
this chapter, including the use of multimethod, multi-informant assessment,
can help ensure that this is the case. Second, these data must be interpreted
in a way that takes into account the test-taking and personal characteristics
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of the client that might influence the interpretation. Grounding an assess-
ment in the developmental psychopathology literature and being sensitive
to multicultural issues can help ensure that assessment data are interpreted
in an appropriate manner.

The code also specifies that the tools used in an assessment should be
used in a manner supported by research and should have established reli-
ability and validity for the members of the population tested. As discussed
by Pina et al. in Chapter 13, this often presents a challenge for clinicians
working with ethnic minority youth, because few instruments have been
well tested with these populations. In those cases, the ethical code indicates
that clinicians must be clear about the strengths and limitations of-their
testing approach.

Standard 9 also details principles to guide the process of informed con-
sent for assessment, indicating that before clients consent to an‘assessment,
they must receive information about the nature and purpose of the assess-
ment, the cost of the assessment, and limits to confidentiality. For child
assessments, unique issues arise in relation to informed-consent. Legally,
only parental consent is often required for child services, including assess-
ment. However, often it is ethical to obtain assentfrom child clients as well.
The type of information that is developmentally“appropriate to provide to
children, and the correct timing of informed consent (e.g., is it ethical to
conduct a behavioral observation before obtaining assent?), are among
issues that are not clearly addressed in the ethical code.

Finally, Standard 9 states that the results of an assessment must be
clearly explained to the individual or a “delegated representative.” In
the case of child assessment, this means that the results must be clearly
explained to parents. Togethér with the parents, the clinician should also
decide how much information is appropriate to provide to the child, taking
into account the nature of the assessment feedback and the child’s develop-
mental level. A thorough discussion of all ethical issues related to assess-
ment is beyond.theiscope of this volume. However, a detailed understand-
ing of the entire ethical code is essential for both psychology trainees and
licensed psychologists.

SUMMARY

The past two decades have witnessed exciting advances in assessment. The
rise of the evidence-based assessment movement has focused attention on
assessment training and practice. At the heart of the evidence-based assess-
ment movement is the principle that science and theory should guide and
inform the assessment process. Increasingly, the field is moving toward
establishing a set of guidelines for assessment practice. Despite these
advances, critical gaps still exist. Most notably, very little research is avail-
able to guide assessment practices during treatment. It is our hope that the
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evidence-based assessment movement will inspire more research that will
help fill these knowledge gaps in the coming years.

Our approach to assessment is informed by this movement. The prin-
ciples presented in this chapter are consistent with evidence-based assess-
ment and are designed to help guide the assessment process from intake to
termination. Both diagnostic and behavioral assessment tools are needed
to inform the treatment process, and we have covered areas of knowledge
(such as psychometric theory) that are needed to apply assessment tools
over the course of treatment. With an overview of our assessment approach
thus presented, we now turn to more detailed coverage of the knowledge
and skills needed for diagnostic and behavioral assessment.
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