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Issues in Selecting 
an Assessment Battery 

Larry E. Beutler 

Although the preceding chapter has addressed, in general terms, the test 
characteristics and qualities that should be considered in selecting a set of 
instruments with which to address defined referral questions, it is impor­
tant to give greater attention to the availability and selection of specific 
instruments. Accordingly, this chapter addresses two major contemporary 
issues that must be considered in this process of selecting assessment pro­
cedures. The first of these is the issue of the relative merits of a standard 
battery of tests , as opposed to those of a battery of instruments selected to 
address only the specific questions raised by a referring clinician about a 
given patient. 

The second issue is that of the relative merits ofqualitative versus quan­
titative methods ofassessing human functioning. This is a particularly salient 
issue on the contemporary scene, and one that is emerging in many fields 
of behavioral science. In recent years, a good deal of attention has been 
given to the development of new paradigms and methods for deepening 
our understanding of human experience. In clinical practice, the debate 
between the relative merits of qualitative and quantitative methods arises 
from a concern that quantitative procedures, arising as they do from group 
or nomothetic studies, fail to capture the idiosyncrasies that characterize 
individual motivation and response. Qualitative methods, based on inten­
sive individual analysis of process, promise a new view of individual behav­
ior. 
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Standard versus Problem-Focused Assessment 

Standard Batteries: Content, Advantages, 
and Disadvantages 

Ever since the work of Rapaport, Gill, and Schafer (1946) , most clinical treat­
ment programs have advocated and employed a standard set of assessment 
devices as part of the intake procedure (Sweeney, Clarkin, & Fitzgibbon, 
1987). Although the same instruments are administered to all incoming 
patients, with little or no modification, the interpretation itself is usually 
modified accord ing to patients' ethnic background, sex , and referral prob­
lems. This "standard battery" approach to assessment is designed to pro­
vide a broad base of similar and reliable information from which to com­
pare patients, make diagnoses, evaluate areas of patients' strength and 
weakness, determine prognoses, and plan treatment. 

At times, the selection of these standard tests places a premium on 
brevity. Thus, "screening batteries" are largely comprised of paper-and­
pencil instruments that collectively require little clinician 'time. At other 
times, especially in long-term inpatient care settings, the standard battery 
is much more extensive and includes a variety of time-intensive, individual 
assessment devices (Sweeney et al. , 1987). In either case , the instruments 
selected for a standard battery are chosen in order to ensure the ability 
to observe a broad array of response domains, and to provide stimulus 
materials whose demand characteristics represent both simple and com­
plex environments (see Lubin, Larsen, & Matarazzo, 1984; Sweeney et aI., 
1987). 

The kind of test most frequently selected in the modal standard bat­
tery is an omnibus personality test of "trait-like" qualities. One or two in­
struments of this type are often included, in order to obtain behavioral 
samples from both subjective and objective experience domains. The next 
most frequently selected instrument type consists of intellectual and cogni­
tive tests designed to determine level of abstract reasoning, problem-solving 
efficiency, and the nature of cognitive organization. Symptom and other 
state measures, though high on the list, are less frequently selected in the 
standard battery than tests of either global personality or general cognitive 
functioning. When symptom measures are included, however, tests that 
evaluate several different problem domains and that provide both an esti­
mate of the objective level of social dysfunction and an indication of patient 
subjective distress are favored. 

In terms of specific instruments, the Minnesota Multiphasic Personality 
Inventory (MMPI), the Wechsler Adult Intelligence Scale-Revised (WAIS-R), 
and the Rorschach are the most frequently selected devices. The Wechsler 
Memory Scale (WMS), the Shipley Institute of Living Scale (which yields 
similar information on intellectual level and efficiency), and the Bender 
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Visual Motor Gestalt Test (BVMGT) are also frequently included in scree 
ing batteries. Specific symptom measures, such as the Beck Depressio 
Inventory (BDI), the Brief Symptom Inventory (BSI), and the BSI's longe 
counterpart, the Symptom Checklist 90-Revised (SCL-90-R), complete th 
list of most used instruments (Sweeney et al., 1987). 

When an institution or clinical facility places more emphasis on obtai: 
ing a comprehensive picture of each patient than on the amount of tim 
required, the intake battery is also likely to include tests that tap the domair: 
of interpersonal functioning. The Thematic Apperception Test (TAT) an· 
some form of sentence completion test are frequently used to assess intei 
personal needs and responses in the extended and screening evaluations 
respectively. Likewise, projective drawings are amo ng the most frequentl 
selected devices in extended batteries (Sweeney et aI., 1987). 

Approaching assessment through the use of a general or "core" bat 
tery of devices has several advantages over individualized assessment prc 
cedures. For example, through the consistent and repeated use of the in 
struments from a core battery, a clinician may develop a set of explici 
expectations about the characteristics of those patients who seek service: 
at a given clinical institution. By referencing setting-specific norms and b~ 

observing the patient characteristics that are associated with a good response 
to the treatment in a particular setting, the clinician develops the ability tc 
extract very individualized interpretations from the test materials. Thus, ;: 
core battery may allow highly individualized interpretations because of the 
increased expertise resulting from an in-depth familiarity with the instru­
ments used. 

In addition, a core battery permits the accumulation ofa data base that 
will allow a clinician to review the changes over time in patients applying 
for service at a given site (and, where applicable, the changes within indi­
viduals from one admission to another). Even the overall efficacy of vari­
ous treatment programs in a facility can be determined if postdischarge 
follow-up evaluations are included in the standard battery. In contrast, if 
each ent ering patient receives a different set of tests based upon his/her 
particular presentation, it is difficult either to compare patients entering 
the facility at different times or to estimate the efficacy of the treatment 
programs established. 

On the other hand, there are drawbacks to using a core battery that is 
applied to everyone. The primary drawback is the lack of flexibility for 
addressing the unique needs of individual patients. That is, there are ques­
tions that a single, all-purpose test battery is simply unable to answer. Be­
cause of the insensitivity of omnibus tests to specific neuropathologies, for 
example, neuropsychological assessments were developed. The modal bat­
tery consisting of the MMPI, the Rorschach, the SCL-90-R, the BVMGT, 
and the WAIS-R simply is ill suited for either identifying the nature of such 
impairments or localizing neuropathology. 
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Visual Motor Gestalt Test (BVMGT) are also frequently included in screen­
ing batteries. Specific symptom measures, such as the Beck Depression 
Inventory (BDI), the Brief Symptom Inventory (BSI), and the BSI's longer 
counterpart, the Symptom Checklist 90-Revised (SCL-90-R), complete the 
list of most used instruments (Sweeney et aI., 1987). 

When an institution or clinical facility places more emphasis on obtain­
ing a comprehensive picture of each patient than on the amount of time 
required, the intake battery is also likely to include tests that tap the domains 
of interpersonal functioning. The Thematic Apperception Test (TAT) and 
some form of sentence completion test are frequently used to assess inter­
personal needs and responses in the extended and screening evaluations, 
respectively. Likewise, projective drawings are among the most frequently 
selected devices in extended batteries (Sweeney et aI., 1987). 

Approaching assessment through the use of a general or "core" bat­
tery of devices has several advantages over individualized assessment pro­
cedures. For example, through the consistent and repeated use of the in­
struments from a core battery, a clinician may develop a set of explicit 
expectations about the characteristics of those patients who seek services 
at a given clinical institution. By referencing setting-specific norms and by 
observing the patient characteristics that are associated with a good response 
to the treatment in a particular setting, the clinician develops the ability to 
extract very individualized interpretations from the test materials. Thus, a 
core battery may allow high ly individualized interpretations because of the 
increased expertise resulting from an in-depth familiarity with the instru­
ments used. 

In addition, a core battery permits the accumulation of a data base that 
will allow a clinician to review the changes over time in patients applying 
for service at a given site (and, where applicable, the changes within indi­
viduals from one admission to another). Even the overall efficacy of vari­
ous treatment programs in a facility can be determined if postdischarge 
follow-up evaluations are included in the standard battery. In contrast, if 
each entering patient receives a different set of tests based upon his/her 
particular presentation, it is difficult either to compare patients entering 
the facility at different times or to estimate the efficacy of the treatment 
programs established. 

On the other hand, there are drawbacks to using a core battery that is 
applied to everyone. The primary drawback is the lack of flexibility for 
addressing the unique needs of individual patients. That is, there are ques­
tions that a single, all-purpose test battery is simply unable to answer. Be­
cause of the insensitivity of omnibus tests to specific neuropathologies, for 
example, neuropsychological assessments were developed. The modal bat­
tery consisting of the MMPI, the Rorschach, the SCL-90-R, the BVMGT, 
and the WAIS-Rsimply is ill suited for either identifying the nature ofsuch 
impairments or localizing neuropathology. 
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this approach, a clinician not only can evaluate each of the area: 
tioning discussed in Chapter 2, but can tap special needs and de l 

Adapting the neuropsychology model to functional mental health issues, 

The Problem-Focused Approach 

address the specific referral question. 
some authors (Sweeney et aI., 1987; Clarkin & Hurt, 1988) argue for a more 
focused or problem-specific form of evaluation as an alternative to the use 
of a "core" battery. This type of assessment battery is comprised of instru­ Recommended Instruments for Various Response Domain 
ments that are intensely focused on the most salient issues for the patient's 
diagnosis and treatment; it may be very different for different individuals, As discussed in Chapter 2, within some set of boundary condit 
depending upon the nature ofthe questions asked by refening professionals. behaviors sampled by a given test can generate hypotheses abot 
The advantages of this "individualized" approach lie in its ability to respond iors that reflect several different response domains. Six such dor 
specifically to presenting issues and referral questions. Problem-focused the most central ones to most referral questions: (1) historical bad 
assessment allows a more in-depth analysis of a given patient's problems (2) cognitive functioning, (3) emotional functioning, (4) interp 
than the usual core battery, because it acknowledges that some tests are intrapersonal functioning, (5) diagnostic status, and (6) prognosis; 
better for addressing certain problems than are others. merit response. (These are the domains covered in Sections IV_\ 

The prevalence, in practice, of using a core battery approach rather psychological report outline presented in Figure 2. I.) The cor 
than individualized assessment suggests that many clinicians believe that a clinician who is able to integrate disparate information from 
problem-focused approach (1) is too expensive or (2) does not provide sources of information, whether derived from a core or a problen 
enough ofan increment in knowledge to justify its use over the simpler core test battery, is in a position to provide accurate information about t 
battery. This belief is supported by the suggestion that the overwhelmingly ing and nature of present and future behaviors as they relate to th 
large number of patient variables that are important in diagnosis and treat­ (see Lovitt, 1988) . The limits of any test for sampling from and g 
ment planning can be reduced to a relatively small number of dimensions ing to these several domains are found in each instrument's reliab 
(Beutler, 1991; Goldberg, 1992). Under most circumstances, this finite sitivity, and specificity. Each instrument may be more adept ane 
number of patient dimensions is of sufficient specificity to allow extrapola­ for assessing some areas of functioning than for assessing others. 
tion to the planning needs of most settings and most referral questions. Clarkin and Hurt (1988) have identified a number of areas 

Of course, the use of a core battery does not by any means preclude reliable and sensitive instruments exist for specific purposes. Adapt 
the additional use of specific instruments. Indeed, there may be decided suggestions, Table 3.1 identifies the instruments whose focus and 
advantages to combining these approaches. Two methods are possible. A are most useful for each of the six response domains listed above 
clinician may use several different core batteries in a given setting, each sented in Chapter 2. Two points should be noted in reference to 1 
tailored to particular problems typically presented by patients who come First, the list of tests is only representative, not comprehensive; it d 
to that setting. For example, many clinics have specialized treatment pro­ justice to the very large number of available measures that may b( 
grams for anxiety disorders, depression, and eating disorders. Depending assess each area. Indeed, there are instruments that may be betu 
on a patient's initial complaints, as assessed by the first telephone contact for specific purposes than those presented here. This list of inst 
or interview, one of several core batteries may be administered to address represents an effort to balance the adequacy of the information ( 

with the time cost of each instrument.
 
Alternatively, and perhaps more advantageously, a clinician may use a
 

these complaints separately. 
Second, the table does not account for the fact that omnib 

core battery of a few basic instruments and supplement this battery with oriented instruments (e.g., the Millon Clinical Multiaxial Inventory 
individualized tests that reflect the needs of specific patients. Thus, for a the MMPI-2, and the Rorschach) also include special scales and pre 
person with initial complaints of depression, a standard battery consisting that can be extracted and used for more specific purposes, such ; 
of an omnibus personality test, a symptom checklist, an assessment ofsocial ing risk for depression, severity of alcohol abuse, and anger cont 
background, and a test of interpersonal relationships may be augmented reader will find more information about some of these special se 
with tests that are sensitive to mood and affect, memory, and suicidality. their uses in the chapters of this book devoted to these tests. 
The supplemental tests allow desirable individualization in assessing those To aid in the selection of instruments to use in either a core 0 

functional areas that are presented in the referral question, whereas the lem-focused battery, I now describe the instruments presented in T 
core tests allow comparisons to be made across patients and time. Using This introduction should provide an initial familiarization for the 
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comparisons to be made across patients and time. Using 

this approach, a clinician not only can evaluate each of the areas of func­
tioning discussed in Chapter 2, but can tap special needs and deficits that 
address the specific referral question. 

Recommended Instruments for Various Response Domains 

As discussed in Chapter 2, within some set of boundary conditions, the 
behaviors sampled by a given test can generate hypotheses about behav­
iors that reflect several different response domains. Six such domains are 
the most central ones to most referral questions: (1) historical background, 
(2) cognitive functioning, (3) emotional functioning, (4) interpersonal­
intrapersonal functioning, (5) diagnostic status, and (6) prognosis and treat­
ment response. (These are the domains covered in Sections IV-VII of the 
psychological report outline presented in Figure 2.1.) The consultant," 
clinician who is able to integrate disparate information from multiple 
sources of information, whether derived from a core or a problem-specific 
test battery, is in a position to provide accurate information about the mean­
ing and nature of present and future behaviors as they relate to these areas 
(see Lovitt, 1988) . The limits of any test for sampling from and generaliz­
ing to these several domains are found in each instrument's reliability, sen­
sitivity, and specificity. Each instrument may be more adept and reliable 
for assessing some areas of functioning than for assessing others. 

Clarkin and Hurt (1988) have identified a number of areas in which 
reliable and sensitive instruments exist for specific purposes. Adapting their 
suggestions, Table 3.1 identifies the instruments whose focus and content 
are most useful for each of the six response domains listed above and pre­
sented in Chapter 2. Two points should be noted in reference to Table 3.1. 
First, the list of tests is only representative, not comprehensive; it does little 
justice to the very large number of available measures that may be used to 
assess each area. Indeed, there are instruments that may be better suited 
for specific purposes than those presented here. This list of instruments 
represents an effort to balance the adequacy of the information obtained 
with the time cost of each instrument. 

Second, the table does not account for the fact that omnibus, trait­
oriented instruments (e.g., the Millon Clinical Multiaxial1nventory [MCMI), 
the MMPI-2, and the Rorschach) also include special scales and procedures 
that can be extracted and used for more specific purposes. such as assess­
ing risk for depression, severity of alcohol abuse, and anger control. The 
reader will find more information about some of these special scales and 
their uses in the chapters of this book devoted to these tests . 

To aid in the selection of instruments to use in either a core or a prob­
lem-focused battery, 1now describe the instruments presented in Table 3.1. 
This introduction should provide an initial familiarization for the reader. 
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TABLE 3.1. Recommended Instruments for Various Response Domains 

Domain/instrument(s) Rater 

Historical background 
Life Experiences Survey
 
Social Support Questionnaire (SSQ)
 

Cognitive functioning 
General functioning 

Mini-Mental State Examination (MMSE) 
Intellectual functioning 

Wechsler Adult Intelligence Scale-Revised (WAIS·R) 
Shipley Institute of Living Scale 

Memory functions 
Wechsler Memory Scale (WMS) 

Cognitive process/content 
Rorschach 

Perceptual-motor functioning 
Bender Visual Motor Gestalt Test (BVMGT) 

Emotional functioning 
General severity and pattern 

Symptom Checklist 90-Revised (SCL-90-R)
 
Brief Symptom Inventory (BSI)
 
Client Emotional Configuration Scale
 

Depression 
Hamilton Rating Scale for Depression (HRSD)
 
Beck Depression Inventory (BDI)
 

Anxiety 
State-Trait Anxiety Inventory (STAI) 

Anger/hostility 
Buss-Durkee Hostility Scale 

Interpersonat -intrapersonal functioning 
Coping style 

Minnesota Multiphasic Personality Inventory-2 (MMPI-2) 
Inventory of Interpersonal Problems 
Structural Analysis of Social Behavior 

Sexual disturbance 
Derogatis Sexual Fun ctioning Inventory
 
Child Abuse Potential Inventory
 

Marital/family disturbance 
Dyadic Adjustment Scale
 
Family Environment Scale
 
Marital Satisfaction Inventory
 

Social adjustment 
Social Adjustment Scale-Self-Report
 
Michigan Alcoholism Screening Test
 

Diagnosis 
Structured Clinical Interview for DSM·III-R (SCID)
 
Structured Interview for DSM·III Personality (SIDP)
 
Anxiety Disorders Interview Schedule (ADIS)
 
Millon Clinical Multiaxial Inventory (MCMI)
 

Patient 
Pat ient 

Clinician 

Patient 
Patient 

Patient 

Clinician 

Clinician 

Patient 
Patient 
Clinician 

Clinician 
'Patient 

Patient 

Patient 

Patient 
Patient 
Clinician 

Patient 
Patient 

Patient 
Patient 
Patient 

Patient 
Patient 

Clinician 
Clinician 
Clinician 
Patient 
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TABLE 3.1. (Continued) 

Domain/instrument(s) Rater 

Prognosis and risk 
Suicide potential 

Scale of Suicide Ideation Clinician
 
Beck Hopelessness Scale (BHS) Patient
 

Alcohol abuse potential 
Alcohol Use Inventory Patient 

Schizophrenia prognosis 
Camberwell Family Interview Clinician 

Some of these instruments, especially the Structured Clinical Interview for 
DSM-III-R (SCID), the Mini-Mental State Examination (MMSE), the BVMGT, 
the MMPI-2, the MCMI, the Rorschach, and the WAIS·R, will be given addi­
tional and more intensive consideration in later chapters. 

Historical Background 

Details about a patient's history can best be obtained with the interview 
procedures to be discussed in Chapter 4. It is not sufficient simply to know 
what has happened to an individual, however; a clinician also needs to have 
an understanding of the impact of these events and the resources that are 
available to support change. 

The objective measurement of life changes and their impacts is very 
complex. In order to accomplish the task in the most complete fashion, a 
very extensive, multidimensional assessment procedure is required (Mon­
roe, 1982; Schulz & Tompkins, 1990; Zimmerman, 1983). A less intensive 
approach to this problem may focus on two related dimensions: life changes 
and social support systems. The information provided in assessments of 
these two dimensions will ordinarily be supplemented by the historical infor­
mation available from diagnostic interviews and procedures, which are dis­
cussed somewhat later in this chapter. 

The Life Experiences Survey (Sarason, Johnson, & Siegel, 1978) is a 
57-item self-report instrument that requires patients to report the subjec­
tive impact of change events over the prior year. The scale consists of two 
parts. The first part refers to life changes that are common to individuals 
in a variety of situations; to this list, patients are allowed to add events that 
have been significant and peculiar to them. The second part lists 10 events 
that are particular to students, and this part is excluded when one is evalu­
ating nonstudents. In both parts, patients first indicate whether the events 
occurred in the past year and then rate (separately) the desirability and 
impact of the event along a series of 7-point scales. Scores for positive 
change, negative change, and total change are obtained. 
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The Social Support Questionnaire (SSQ; Sarason, Levine, Basham, & 
Sarason, 1983) is a 27-item self-report inventory designed to assess both 
perceived number of social supports and satisfaction with these social sup­
port systems . Responses to the SSQ have been found to be negatively related 
[Q level of subjective discomfort, especially among women; they are also 
related to subsequent persistence in a difficult or frustrating task. This test 
provides a relatively efficient method ofdetermining the source and strength 
of supportive family and social relationships . 

Cognitive Functioning 

Cognitive functioning is a multidimensional domain. The aspects of func­
tioning that are most salient for most patients include problem-solving level, 
abstract reasoning abilities, memory, perceptual content and accuracy, and 
perceptual-motor integration. Cognitive functioning (including these sev­
eral subareas) is the domain that is given the greatest attention in the assess­
ment of organic and intellectual impairment. The numerous neuro­
psychological procedures that are used for very specific purposes are not 
reviewed here. Instead, a few instruments that together provide a range of 
information within and across the various subareas of cognitive function­
ing are surveyed. 

General Functioning. The Mini-Mental State Examination (MMSE; Fol­
stein, Folstein, & McHugh, 1975) consists of a briefstandardized interview 
administered by a clinical rater. It has demonstrated good reliability and is 
sensitive [Q different pathologies. In particular, it quite adequately distin­
guishes patients suffering from organic dementia from those with functional 
disturbances. The MMSE taps the subareas of cognitive control, abstract 
reasoning, orientation (time, place, and person), memory, and thought 
processes. It usually serves as a screening device [Q supplement or replace 
more intensive and time-consuming assessment procedures that focus on 
separate aspects of mental state. 

Intellectual Functioning. The Wechsler Adult Intelligence Scale­
Revised (WAIS-R; Wechsler, 1981) is a standardized, individual assessment 
device that yields three global scores (Performance IQ, Verbal IQ, and Full 
Scale IQ) and 11 subscales reflecting more specific aspects of cognitive pro­
cessing . These various aspects of cognitive functioning are most directly rep­
resented by two stable factors, expressing performance in the areas ofVer­
bal Comprehension and Perceptual Organization (Silverstein, 1982). The 
WAIS-R is discussed in detail in Chapter 5. 

The Shipley Institute of Living Scale (Shipley, 1940) is a self-adminis­
tered device comprised of two subscales designed to assess verbal recogni­
tion/ comprehension and abstract reasoning. These scores are combined 
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[Q provide an index of cognitive efficiency and an estimated ful 
that is comparable to that obtained with the longer WAIS-R (Pauls. 
Tih, 1970; Zachary, Crumpton, & Spiegel, 1985). The Shipley It 
Living Scale frequently serves as a screening device when the depth 
edge available from the WAIS-R is not considered necessary to a 
referral question being asked. 

Memory Functions. The Wechsler Memory Scale (WMS; , 
1945, 1987) is a standardized measure of verbal, perceptual, remo 
rote, and logical memory. Visual and auditory stimuli are present 
vide a general estimate of information retrieval and storage. The it 
provides a standard comparison to the levels of functioning that , 
peered on the basis ofgeneral intelligence, and has become a stand; 
for most assessment batteries that evaluate cognitive impairrnen 
&Johnson, 1986). 

Cognitive Process/Content. The famous Rorschach Ink 
(Rorschach, 1921/ 1942) is comprised of 10 standard cards. The 
ministered in two phases-a free association phase and an inquiry 
the first phase, respondents are asked to indicate what the inkbh 
cards appear [Q be. In the second, they describe the character 
qualities of the blots themselves that led them to their respoi 
Rorschach provides an avenue by which to observe a patient's the 
cesses . Unusual cognitive organization and mental content are r­
served in the nature of the patient's response. Recent developme 
standardization ofscoring have led to improved reliability and to a 
ing array of studies on validity (Exner, 1974). The Rorschach is 
at greater length in Chapter 6. 

Perceptual-Motor Functioning. The Bender Visual Motor Gt 
(BVMGT; Bender, 1938) is a brief screening device that was orig 
signed for detecting brain damage. Its use has been extended 
sessrnent of other cognitive and personality functions, howev 
1985; Koppitz, 1975). The BVMGT consists of nine designs pre 
a patient in a constant order, with instructions [Q draw the fig 
best you can." Structural inaccuracies and distortions are scored 
perceptual-motor integrity and problem-solving organization, v 
patterns being used as projective indicators for the presence of 
sonal needs, conflicts, and cognitive integration. To facilitate t 
this instrument in this latter way, variations of the standard ad 
tion procedure have frequently been used (see Groth-Marnat, : 
though these procedures are promising, the greatest streng 
BVMGT continues to be in its assessment of perceptual-motor; 
nizanonal ability. 
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is a multidimensional domain. The aspects of func­
ilient for most patients include problem-solving level, 
ities, memory, perceptual content and accuracy, and 
.gration. Cognitive functioning (including these sev­
main that is given the greatest attention in the assess-

intellectual impairment. The numerous neuro­
res that are used for very specific purposes are not 
, a few instruments that together provide a range of 
I across the various subareas of cognitive function­

1· The Mini-Mental State Examination (MMSE; Fol­
igh, 1975) consists ofa briefstandardized interview 
:al rater. It has demonstrated good reliability and is 
ithologies. In particular, it quite adequately dis tin­
Igfrom organic dementia from those with functional 
~E taps the subareas of cognitive control, abstract 
(time, place, and person), memory, and thought 
ves as a screening device to supplement or replace 
e-consuming assessment procedures that focus on 
ual state. 

ning . The Wechsler Adult Intelligence Scale­
sler, 1981) is a standardized, individual assessment 
~Iobal scores (Performance IQ, Verbal IQ, and Full 
es reflecting more specific aspects of cognitive pro­
peers ofcognitive functioning are most directly rep­
.ctors, expressing performance in the areas of Ver­
I Perceptual Organization (Silverstein, 1982). The 
letail in Chapter 5. 
.e of Living Scale (Shipl ey, 1940) is a self-adminis­
of two subscales designed to assess verbal recogni­
d abstract reasoning. These scores are combined 

to provide an index of cognitive efficiency and an estimated full-scale IQ 
that is comparable to that obtained with the longer WAIS-R(Paulson & Tien­
Tih, 1970; Zachary, Crumpton, & Spiegel, 1985). The Shipley Institute of 
LivingScale frequently serves as a screening device when the depth of know 1­
edge available from the WAIS-R is not considered necessary to answer the 
referral question being asked. 

Memory Functions. The Wechsler Memory Scale (WMS; Wechsler, 
1945, 1987) is a standardized measure of verbal, perceptual, remote, recent, 
rote, and logical memory. Visual and auditory stimuli are presented to pro­
vide a general estimate ofinformation retrieval and storage. The instrument 
provides a standard comparison to the levels of functioning that can be ex­
pected on the basis ofgeneral intelligence, and has become a standard device 
for most assessment batteries that evaluate cognitive impairments (Cattell 
&Johnson, 1986). 

Cognitive Process/Content. The famous Rorschach Inkblot Test 
(Rorschach, 1921/1942) is comprised of 10 standard cards. The test is ad­
ministered in two phases-a free association phase and an inquiry phase. In 
the first phase, respondents are asked to indicate what the inkblots on the 
cards appear to be. In the second, they describe the characteristics and 
qualities of the blots themselves that led them to their responses. The 
Rorschach provides an avenue by which to observe a patient's thought pro­
cesses. Unusual cognitive organization and mental content are readily ob ­
served in the nature of the patient'S response. Recent developments in the 
standardization of scoring have led to improved reliability and to an increas­
ing array of studies on validity (Exner, 1974). The Rorschach is discussed 
at greater length in Chapter 6. 

Perceptual-Motor Functioning. The Bender Visual Motor Gestalt Test 
(BVMGT; Bender, 1938) is a brief screening device that was originally de­
signed for detecting brain damage. Its use has been extended to the as­
sessment of other cognitive and personality functions , however (Hutt, 
1985 ; Koppitz, 1975). The BVMGT consists of nine designs presented to 
a patient in a constant order, with instructions to draw the figures "the 
best you can." Structural inaccuracies and distortions are scored to assess 
perceptual-motor integrity and problem-solving organization, with some 
patterns being used as projective indicators for the presence of interper­
sonal needs, conflicts, and cognitive integration. To facilitate the use of 
this instrument in this latter way, variations of the standard administra­
tion procedure have frequently been used (see Groth-Marnat, 1990). Al­
though these procedures are promising, the greatest strength of the 
BVMGT continues to be in its assessment of perceptual-motor and orga­
nizational ability. 
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readily applied in a repeated administrations and reliably assesse Emotional Functioning 
sion level (Beutler & Crago, 1983) . Its value lies in the ease with v 

The domain of emotional functioning, as outlined in Chapter 2, includes administered and the ecological or face validity of patient respo 

the assessment of both mood and affect; estimates of the chronicity of cause it is not tied to specific diagnostic criteria, it is not easily us 

dysphoria, when present; evaluation of emotional stability; and a determi­ for establishing a diagnosis or for differentiating between depre 

nation of the level of emotional control that the patient exhibits. The in­ nondepressed individuals. However, it does provide a stable inc 

struments described here and listed in Table 3.1 are designed to allow the depressed mood in clinical, medical, and normal populations. 

assessment of general emotional qualities; symptoms of emotional dysphoria 
and disturbances; and specific aspects of behavior that are related to de­ Anxiety. The State-Trait Anxiety Inventory (STAI; Spielber 

pression, anxiety, and anger. These latter areas of disturbance are the most such, Lushene, Vagg, & Jacobs, 1983) is a 40-item, multiple-chr 

likely ones in which mood and affect will be noted. report inventory. This is a revised version of the original scale by Spi 
Gorsuch, and Lushene (1970). It is a quickly administered method 

General Severity and Pattern. The Symptom Checklist 90-Revised ing anxiety in two domains. "State anxiety" reflects a patient's st 
(SCL-90-R; Derogatis, 1977; Derogatis, Rickels, & Rock, 1976) is a 90-item in specified situations and can often be taken as an index of how 
self-report instrument that yields nine symptom scores and three global sum­ patient is presently coping with current anxiety-evoking environrr 
mary scores. The symptom dimensions include somatization, obsessive­ the other hand, "trait anxiety" reflects stable individual differern 
compulsive behaviors, interpersonal sensitivity, depression, anxiety, hostil­ general propensity to perceive stressful situations as dangerous. C 
ity, phobic anxiety, paranoid ideation, and psychoticism (this last score is to state anxiety, trait anxiety reflects the adequacy with which a I 
usually interpreted as reflecting social alienation in nonpsychotic popula­ likely to cope with distressing events over time.
 
tions) . The summary scores reflect overall subjective distress, symptom
 
specificity or spread, and the intensity of presenting symptoms.
 Anger/Hostility. The Buss-Durkee Hostility Scale (Buss & 

The BriefSymptom Inventory (BSI; Derogatis, 1992) is a brief form of 1957) assesses the degree of interpersonal anger and associated di: 
the SCL-90-R.Like the parent instrument, this 53-item self-report form yields functioning in four areas. The subscale scores indicate level of exp 
nine symptom scores and three global summary scores. These scales are anger, the nature of its expression, and the degree to which a res 
the same as those on the longer version. The brevity of the BSI is especially internalizes or externalizes blame. Of particular importance for p 
useful in situations requiring rapid assessment, and it has been normalized a patient's response to external environments, the test provides an 

on older populations (Hale, Cochran, & Hedgepeth, 1984) . of the degree to which the patient can express anger directly to 0 

The Client Emotional Configuration Scale (Daldrup, Beutler, Engle, persons in the environment.
 
& Greenberg, 1988) assesses the mode of emotional expression exhibited
 
by the client. These expressive modes are bas ed upon theoretical descrip­
 Interpersonal-Intrapersonal Functioning 
tions of boundary disturbances as derived from gestalt therapy litera­

ture , and include retroflection, introjection, confluence, projection, and
 Chapter 2 has outlined some of the dimensions of symptomatic a 
deflection. Ratings are made by an experienced clinician using a Likert personal functioning that have been proposed as being among 

relevant for making treatment decisions (see also Beutler & Clarkiscale. 
Of particular concern to the present discussion are patient confl 

Depression. The Hamilton Rating Scale for Depression (HRSD; coping styles , and potential for resi sting the influence of others. C 
Hamilton, 1967) provides an independent rating of patient dysphoria. The has also noted that interpersonal-intrapersonal functioning inclu 
scale taps such areas as sleep disturbances, libido and sexual functioning trait-like and state-like qualities, which must be taken into accour 
disturbance, diffuse somatic complaints, suicide ideation, guilt, and anergia. assessment. The trait-like aspects are typically described as aspeCi 
The clinical utility and reliability of the HRSD have been well documented, sonality, whereas the state-like aspects often reflect level s of dis I 

and it has been used widely in both research and clinical practice (Endicott, reactivity to stress. Thus, to some degree, these latter concepts ove 

Cohen, Nee , Fleiss, & Sarantakos, 1981). the more general concepts considered in connection with emotio 
The Beck Depression Inventory (BD!; Beck, 1978) is an easily adminis­ tioning. The instruments presented here include both state and t 

tered self-report device for assessing severity of depressive symptoms. It is ponents. 
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ession Inventory (BD!; Beck, 1978) is an easily adminis­
vice for assessing severity of depressive symptoms. It is 

readily applied in a repeated administrations and reliably assesses depres­
sion level (Beutler & Crago, 1983). Its value lies in the ease with which it is 
administered and the ecological or face validity of patient responses. Be­
cause it is not tied to specific diagnostic criteria, it is not easily used either 
for establishing a diagnosis or for differentiating between depressed and 
nondepressed individuals. However, it does provide a stable indicator of 
depressed mood in clinical, medical, and normal populations. 

Anxiety. The State-Trait Anxiety Inventory (STAI; Spielberger, Gor­
such, Lushene, Vagg, &Jacobs, 1983) is a 40-item, multiple-choice, self­
report inventory. This is a revised version of the original scale by Spielberger, 
Gorsu ch, and Lushene (1970). It is a quickly administered method ofassess­
ing anxiety in two domains. "State anxiety" reflects a patient's stress level 
in specified situations and can often be taken as an index of how well the 
patient is presently coping with current anxiety-evoking environments. On 
the other hand, "trait anxiety" reflects stable individual differences and a 
general propensity to perceive stressful situations as dangerous. Compared 
to state anxiety, trait anxiety reflects the adequacy with which a patient is 
likely to cope with distressing events over tim e. 

Anger/Hostility. The Buss-Durkee Hostility Scale (Bu ss & Durkee, 
1957) assesses the degree of interpersonal anger and associated diminished 
functioning in four areas . The subscale scores indicate level of experienced 
anger, the nature of its expression, and the degree to which a respondent 
internalizes or externalizes blame. Of particular importance for predicting 
a patient's response to external environments, the test provides an estimate 
of the degree to which the patient can express anger directly to offending 
persons in the environment. 

Interpersonal-Intrapersonal Functioning 

Chapter 2 has outlined some of the dimensions of symptomatic and inter­
personal functioning that have been proposed as being among the most 
relevant for making treatment decisions (see also Beutler & Clarkin, 1990). 
Of particular concern to the present discussion are patient conflict areas, 
cop ing styles, and potential for resisting the influence of others. Chapter 2 
has also noted that interpersonal-intrapersonal functioning includes both 
trait-like and state-like qualities, which must be taken into account during 
assessment. The trait-lik e aspects are typically described as aspects of per­
sonality, whereas the state-like aspects often reflect levels of distress and 
reactivity to stress. Thus, to some degree, these latter concepts overlap with 
the more general concepts considered in connection with emotional func­
tioning. The instruments presented here include both state and trait com ­
ponents. 
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Coping Style. The Minnesota Multiphasic Personality Inventory-2 
(MMPI-2; Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) is a 
567-item revision of the well-known MMPI (Dahlstrom, Welsh, & Dahlstrom, 
1972). It is an empiric ally derived self-report test on which patients' re­
sponses are compared to those of individuals presenting with defined symp­
toms and disorders. The MMPI-2 is scored on 13 scales, 3 of which are 
designed to assess the validity and convent ionality ofa person's responses, 
and 10 of which reflect vari ous clinical patterns and symptoms. In addition , 
a very large number of special scales and scale combinations have been de­
veloped to apply to specific aspects ofcoping style, symptom manifestation, 
type and severity of conflict, authority relationships, and response disposi­
tions. Although mo st scales of th e MMPI-2 reflect trait-like qualities, some 
are also sensitive to transitory changes and disturbances. 

The revision ofthe MMPI has updated the language of the original ver­
sion, eliminated questionable items, restandardized the responses based on 
census-based samples, and introduced some new items that may contrib­
ute to the development of promising new scales. The MMPI-2 is discussed 
at length in Chapter 7. 

The Inventory oflnterpersonal Problems (Horowitz, Rosenberg, Baer, 
Ureno, & Villasenor, 1988) uses a self-report format to assess levels of dis­
tress arising from interpersonal relationships. Interpersonal problems are 
organized into the categories that are thought to represent the types of 
complaints patients most often bring to psychotherapy. The scale yields six 
subscales: H. Assertive, H. Sociable, H. Intimate, H. Submissive, T. Respon­
sible, and T . Controlling. These subscales reflect two types of problems: 
those about which a patient indicates that he/she finds it "hard to" do or 
be (prefixes of "H"), and those about which the respondent indicates that 
he/she does or is "too much" (prefixes of "T"). The scale is sensitive to 
changes induced in short-term psychotherapy, and it has been successfully 
applied both to studies of psychodynamic psychotherapy processes (Horo­
witz, 1986) and to predicting the likelihood of negative outcomes in psy­
chotherapy (Mohr et aI., 1991) . 

The Structural Analysis of Social Behavior (Benjamin, 1974) assesses 
a patient's perceptions of interpersonal events along three dimensions: 
(1) focus on selfor other; (2) affiliation (love-hate and friendliness-hostility); 
and (3) interdependence (control-autonomy giving). This instrument is 
based upon a circumplex conceptual system and defines interpersonal ex­
changes among participants as permutations of the three underlying dimen­
sions (e.g., McLemore & Benjamin, 1979). It describes the tendency of the 
patient to respond in kind to the friendly or hostile behaviors ofothers, and 
in a complementary way to behaviors that occur along the control dimension. 

Sexual Disturbance . The Derogatis Sexual Functioning Inventory 
(Derogatis, 1975) is a self-report, multidimensional instrument made up of 
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247 items. It assesses functioning in seven primary, sex-defined 
information, experience, drive, attitudes, affects, gender role defir 
fantasy. In addition, however, it both includes a global rating of : 
isfaction and totally encompasses 53 items from the SCL-90-R.. 
scale allows the screening evaluation of the presence ofgeneral F 
symptoms. This scale can be separately scored to yield the same d 
as the SCL-90-R; hence, individual symptoms as well as global di 
be evaluated. 

The Child Abuse Potential Inventory (Milner, 1980) is con 
10 subscales. The test is in self-report format, and the six clinical 
are derived from 77 items reflecting aspects of self-other relatior 
impulse control. These subscales are designed to evaluate persr 
ity, unhappiness, and general distress. In addition, they tap thre. 
of interpersonal and family unhappiness. The nonclinical scales an 
to evaluate the patient's consistency of response, random respons 
willingness to admit to problems (lie scale) in a manner rerniniso 
used with the MMPI. The inventory has been used both descriptive 
1989) and predictively (Milner & Robertson, 1989), with impressi 

Marital/Family Disturbance. The Dyadic Adjustment Scale 
1976) is the most widely used self-report instrument in the c1 i 
nonclinical research literature for assessing marital satisfaction a 
merit. The instrument is reported to have excellent psychometric I 
both for evaluating the presence of marital disturbance and for 
ing some specific areas of concern, such as sexual, financial, am 
nication difficulties (jacob & Tennenbaum, 1988). 

The Family Environment Scale (Moos & Moos , 1976, 1981 
report measure that is completed by both the subject and a signifi, 
of the subject'S choosing. It is designed to assess 10 domains of 
vironrnent: cohesion , expressiveness, conflict, independence, ad 
orientation, intellectual/cultural orientation, active/recreation, 
tion, moral/religious emphasis, organization, and control. Va 
reliability studies have shown the instrument to be statistically s 
meaningful. 

The Marital Satisfaction Inventory (Snyder, 1979) is a 280 . 
report instrument presented in a true-false format, The content co 
tal relations, with a separate section adapted for use among cot 
children. Eleven areas are covered: conventionalization, globa 
affective communication, problem-solving communication, time 
disagreement about finances, sexual dissatisfaction, role orienta 
ily history of distress, dissatisfaction with children, and conflict c 
bearing. Internal-consistency coefficients and test-retest reliabil 
age about .90, and research has supported the discriminant valic 
scales (Snyder, Wills, & Keiser, 1981). 
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247 items. It assesses functioning in seven primary, sex-defined domains: 
information, experience, drive, attitudes, affects, gender role definition, and 
fantasy. In addition, however, it both includes a global rating of sexual sat­
isfaction and totally encompasses 53 items from the SCL-90-R. This latter 
scale allows the screening evaluation of the presence of general psychiatric 
symptoms. This scale can be separately scored to yield the same dimensions 
as the SCL-90-R; hence, individual symptoms as well as global distress can 
be evaluated. 

The Child Abuse Potential Inventory (Milner, 1980) is comprised of 
10 subscales. The test is in self-report format, and the six clinical subscales 
are derived from 77 items reflecting aspects of self-other relationships and 
impulse control. These subscales are designed to evaluate personal rigid­
ity, unhappiness, and general distress. In addition, they tap three domains 
of interpersonal and family unhappiness. The nonclinical scales are designed 
to evaluate the patient's consistency of response, random response sets, and 
willingness to admit to problems (lie scale) in a manner reminiscent of that 
used with the MMPI. The inventory has been used both descriptively (Milner, 
1989) and predictively (Milner & Robertson, 1989), with impressive results. 

Marital/Family Disturbance. The Dyadic Adjustment Scale (Spanier, 
1976) is the most widely used self-report instrument in the clinical and 
nonclinical research literature for assessing marital satisfaction and adjust­
ment. The instrument is reported to have excellent psychometric properties 
both for evaluating the presence of marital disturbance and for highlight­
ing some specific areas of concern, such as sexual, financial, and commu­
nication difficulties (jacob & Tennenbaum, 1988) . 

The Family Environment Scale (Moos & Moos, 1976, 1981) is a self­
report measure that is completed by both the subject and a significant other 
of the subject's choosing. It is designed to assess 10 domains of family en­
vironment: cohesion, expressiveness, conflict, independence, achievement 
orientation, intellectual/cultural orientation, active/recreational orienta­
tion, moral/religious emphasis, organization, and control. Validity and 
reliability studies have shown the instrument to be statistically sound and 
meaningful. 

The Marital Satisfaction Inventory (Snyder, 1979) is a 280-item self­
report instrument presented in a true-false format. The content covers mari­
tal relations, with a separate section adapted for use among couples with 
children. Eleven areas are covered: conventionalization, global distress, 
affective communication, problem-solving communication, time together, 
disagreement about finances, sexual dissatisfaction, role orientation, fam ­
ily history of distress, dissatisfaction with children, and conflict over child­
bearing. Internal-consistency coefficients and test-retest reliabilities aver­
age about .90, and research has supported the discriminant validity of the 
scales (Snyder. Wills, & Keiser, 1981). 
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Social Adiustment. The Social Adjustment Scale-Self-Report (Weiss­
man & Bothwell, 1976) is comprised of 42 questions relating to everyday 
adjustment and performance. The questions cover such areas as impairment 
and adequacy in social role perfomance at work and home, leisure activi­
ties, relationships with significant others, integrity of the family unit, and 
economic self-support. Available norms allow comparisons to be made both 
to nonpatient and various patient samples. 

The Michigan Alcoholism Screening Test (Selzer, 1971) is a brief screen­
ing procedure for the detection of excessive alcohol consumption. It is fre­
quently used for the classification of drinking patterns, as well as for deter­
mining the clinical significance of changes in alcohol consumption. It is 
frequently used in clinical practice for obtaining an indication of drinking 
severity based upon patient self-report. 

Diagnosis 

Determination of a patient'S diagnosis is one of the primary reasons for 
referral. Although the instruments described up to this point variously assess 
symptom severity and patterns of interpersonal behaviors, they do not assess 
diagnostic syndromes. "Syndromes" are clusters of symptoms and signs that 
are consensually believed to represent distinctive and frequently occurring 
patterns. Because diagnoses are criteria-based patterns of related symptoms, 
they can efficiently be determined only with instruments whose structure 
parallels the current edition of the DSM or ICD. 

The unstructured clinical interview is the most frequently used diag­
nostic device, but has not been found historically to be particularly reliable 
for this purpose (see Chapter 4). There are instruments that are better suited 
and more efficient for establishing a diagnosis, however; a few of these are 
reviewed here. 

The Structured Clinical Interview for DSM-II1-R (SCIO; Spitzer, Will­
iams, & Gibbon, 1986) has modules for assessing both Axis I and Axis II 
disorders. The interview format is determined strictly by the DSM-II1-R 
criteria (American Psychiatric Association, 1987), and the authors report 
acceptable reliability scores. Raters are trained on criteria-based videotape 
samples to ensure comparability. 

The Structured Interview for DSM-IlI Personality (SlOP; Pfohl, Stangl, 
& Zimmerman, 1983) is a semistructured, independently rated interview 
assessing the criteria for personality disorders as described in DSM-III. Its 
format and structure parallel those of the SCID, and its validity is assessed 
against the criteria of DSM Axis II disorders. 

The Anxiety Disorders Interview Schedule (ADIS; DiNardo, O'Brien, 
Barlow, Waddell, & Blanchard, 1983) is an interview-based assessment of 
the anxiety symptoms presented in DSM-II!. It yields a diagnosis of both 
type of anxiety disorder and severity; it is thus useful for responding to 
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diagnostic questions as well as descriptive ones, and is closely linked I 
implementation of treatment strategies for specific symptoms as weI 

The Millon Clinical Multiaxial Inventory-II (MCMI-II; Millon, : 
is a revision of the original 175-item MCMI-I (Millon, 1983). It is a r 
dimensional self-report instrument that yields scales designed to reflec 
dromes that parallel DSM-IlI-R diagnostic criteria. Three basic cluste 
scores are obtained-one reflecting patterns that define basic persoi 
styles corresponding with eight of the Axis II disorders, one that ass 
more severe personality patterns corresponding with Schizo typal, Bo 
line, and Paranoid Personality Disorders; and one that assesses pattern 
responding with more circumscribed or transient clinical syndromes. 
last cluster includes the spectrum of anxiety syndromes, somatoforn 
order, hypomanic disorders, substance abuse disorders, severe depres 
and psychotic thinking processes. The MCMI has frequently been prot 
as a shorter alternative to the MMPI (Gynther & Gynther, 1983), bu 
rent research suggests that the two instruments differ, particularly 0 

dimension of diagnostic specificity (McCann, 1991) . Chapter 8 of thi 
ume discusses the development and use of the MCMI (including that ( 
latest version, the MCMI-IlI) in greater detail. 

Prognosis and Risk 

Most, if not all, of the instruments discussed in the preceding paragI 
have been used to assess prognosis and to explore ways of matching I 
ments to patient needs. Combinations ofscales from the MMPI, for exar 
have been found to predict differential responses to insight- and symp 
focused treatments and to directive and nondirective treatments (Be 
et al., 1990; Beutler & Mitchell, 1981); the ADIS has been used to d 
mine the probable value ofcognitive and exposure therapies (Barlow, 1 
and the SCL-90-R is a frequently used measure of clinical effective 
(Beutler & Crago, 1983). This section, however, describes several in 
rnents whose purpose is specifically to assess risk and prognosis in sele 
areas of functioning. 

Suicide Potential . The Scale of Suicide Ideation (Beck, Koval 
Weissman, 1979) is an interview-based instrument that is administers 
a trained clinician. It is designed to quantify clinical indicators of su 
potential. It focuses on the intensity of current conscious suicidal inte 
tapping the presence ofself-destructive thoughts and wishes, suicidal tlu 
overt suicidal plans, and depressive cognitions. It employs a flexible fo 
in order to allow the clinician to elicit as much information as possit 
each area, in order to accurately determine the presence of suicidal b. 
iors and to estimate the probability of future suicidal acts . 

The Beck Hopelessness Scale (BHS; Beck, Weissman, Lester, & Tre 
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diagnostic questions as well as descriptive ones, and is closely linked to the 
implementation of treatment strategies for specific symptoms as well. 

The Millon Clinical Multiaxial Inventory-II (MCMI-II ; Millon, 1987) 
is a revision of the original 175-item MCMI-I (Millon, 1983). It is a multi­
dimensional self-report instrument that yields scales designed to reflect syn­
dromes that parallel DSM-III-R diagnostic criteria. Three basic clusters of 
scores are obtained-one reflecting patterns that define basic personality 
styles corresponding with eight of the Axis II disorders, one that assesses 
more severe personality patterns corresponding with Schizotypal, Border­
line , and Paranoid Personality Disorders; and one that assesses patterns cor­
responding with more circumscribed or transient clinical syndromes. This 
last cluster includes the spectrum of anxiety syndromes, somatoform dis­
order, hypomanic disorders, substance abuse disorders, severe depression, 
and psychotic thinking processes. The MCMI has frequently been proposed 
as a shorter alternative to the MMPI (Gynther & Gynther, 1983), but cur­
rent research suggests that the two instruments differ, particularly on the 
dimension of diagnostic specificity (McCann, 1991). Chapter 8 of this vol­
ume discusses the development and use of the MCMI (including that of the 
latest version, the MCMI-III) in greater detail. 

Prognosis and Risk 

Most, if not all, of the instruments discussed in the preceding paragraphs 
have been used to assess prognosis and to explore ways of matching treat­
merits to patient needs. Combinations of scales from the MMPI , for example, 
have been found to predict differential responses to insight- and symptom­
focused treatments and to directive and nondirective treatments (Beutler 
et aI. , 1990; Beutler & Mitchell, 1981); the ADIS has been used to deter­
mine the probable value of cognitive and exposure therapies (Barlow, 1985); 
and the SCL-90-R is a frequently used measure of clinical effectiveness 
(Beutler & Crago, 1983). This section, however, describes several instru­
ments whose purpose is specifically to assess risk and prognosis in selective 
areas of functioning. 

Suicide Potential. The Scale of Suicide Ideation (Beck, Kovacs, & 
Weissman, 1979) is an interview-based instrument that is administered by 
a trained clinician. It is designed to quantify clinical indicators of suicide 
potential. It focuses on the intensity of current conscious suicidal intent by 
tapping the presence of self-destructive thoughts and wishes, suicidal threats, 
overt suicidal plans, and depressive cognitions. It employs a flexible format 
in order to allow the clinician to elicit as much information as possible in 
each area, in order to accurately determine the presence of su icidal behav­
iors a nd to estimate the probability of future suicidal acts. 

The Beck Hopelessness Scale (BHS; Beck, Weissman, Lester, & Trexler, 



L. E. Beutler 80 

1974 ) is a 20·item, self-report, true-false questionnaire that assesses the 
aspect of clinical depression that most closely relates to suicidal behavior. 
A patient's sense of futility and hopelessness has been found to be more 
predictive than depressed mood of risk for suicidality. Accordingly, the BHS 
has good internal consistency and concurrent validity, and is sensitive to 
relatively small changes in depression and suicidal thoughts over tim e. 

Alcohol Abuse Potential. The Alcohol Use Inventory (Horn, Wanberg, 
& Foster, 1974 ; Wanberg, Horn, & Foster, 1977) was developed to provide 
an assessment of the nature and range of alcohol-related problems. The 147 
items of the instrument are grouped into 22 scales and organized around a 
three-factor structure: styles of alcohol use, symptoms and consequences 
of alcohol use , and perceived benefits of drinking. It appears to yield quite 
reliable and consensually valid responses (Wanberg et al. , 1977; Wanberg 
& Horn, 1983). 

Schizophrenia Prognosis. The Camberwell Family Interview (Brown 
& Rutter, 1966) is a semistructured interview designed for administration 
to a significant family member ofa patient with schizophrenia. It yields in­
formation about "expressed emotion," based upon ratings ofcriticality, hos­
tility, and overinvolvement, This interview requires extensive training and 
experience for reliable adminstration, but does appear to be a significant 
predictor of prognosis. For example, not only does the level of expressed 
emotion predict rehospitalization, but treatments that modify patterns of 
expressed emotion are successful in reducing rehospitalization rates. 

Comment 

It should be reiterateed that the list and descriptions of psychological tests 
provided in the foregoing pages and in Table 3.1 are far from complete; the 
most notable omissions are instruments specifically assessing neuropsycho­
logical functions. Nonetheless, the clinician who is armed with an understand­
ing of these tests will be able to address most of the questions that form the 
basis for referral. With this in mind, let us now tum to a consideration of the 
other major issue to be addressed in this chapter-seeking a balance between 
qualitative and qu antitative assessment and interpretative methods. 

Qualitative versus Quantitative Assessment 

Dissatisfaction with Quantitative Methods 

In Chapter 1, the descriptions of measurement procedures have ernpha­
sized the role of normative comparisons, reliability estimates, and validity 
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demonstrations. All of these properties of measurement involve nun 
and numerical concepts. Sensitivity and specificity are expressed as per 
ages; validity and reliability are expressed as correlations between num 
norms reflect means and standard deviations of numbers . Within this ( 
titative perspective, important information about the va lue of diff 
measures is obtained when observations can be transformed into num 
compared through numerical manipulations, and then tr anslated ba 
descriptive language. 

Preferences for quantitative measurement and methodologies 
characterized the fields of psychology and measurement theory for Sf 

decades, especially in academic circles. This preference for numbers-a 
are explicit in meaning, replicable, and comparable from person to per 
may account for the rise and success of "empirical" tests like the MMP 
MCMI, as well as for the relative demise of "rational" tests like the Rorsr 
and TAT in academic circles. 

"Empirical" tests are those based upon the demonstration thz 
scores (numbers) are different among patients with different, known 
acteristics (i.e ., normative and criteria-group comparisons). These er 
cal demonstrations are at the very foundation of quantitative assess] 
and, of necessity, rel y on the demonstration ofgroup differences in nu 
cal scores. However, some professionals in the field have become d 
sioned with quantitative methods and have criticized academic psych 
and measurement theorists for the failure to attend to individual idi 
crasies. These individuals attach far less importance to subgroup nor 
the basis for assessing the value of clinical methods. They maintain thai 
paring a given individual to a standard based upon small criteria grou 
a means of determining the meaning of that individual's behavior, obs 
clinically relevant uniqueness. They favor, instead, an "ipsative" descri 
of the person, in which each individual serves as his/her own reference 
for describing relative strengths and weaknesses . 

The latter approach has been particularly favored by clinician: 
surprisingly, practitioners who work daily with people are often les 
suaded by demonstrations that an individual's test scores are either • 
ent from or similar to those of various reference groups than are aca. 
psychologists, who are more familiar and comfortable with numerics 
cepts. Hence, although academic psychologists frequently criticize ant 
eschew tests like the Rorschach, clinicians continue to use such tes 
basis for developing clinical impressions. Many clinicians hold the 
that in comparison to empirically derived tests , "rationally" constructe 
interpreted ones capture more of the complexity of human behavior 
like the Rorschach and projective figure drawings, for example, derive 
theoretical concepts rather than empirical demonstrations, and their 
pretation involves a process of synthisizing abstract concepts fron 
numerical productions. These procedures purport to offer a meth 
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ter 1, the descriptions of measurement procedures have ernpha­
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demonstrations. All of these properties of measurement involve numbers 
and numerical concepts. Sensitivity and specificity are expressed as percent­
ages; validity and reliability are expressed as correlations between numbers; 
norms reflect means and standard deviations of numbers. Within this quan­
titative perspective, important information about the value of different 
measures is obtained when observations can be transformed into numbers, 
compared through numerical manipulations, and then translated back to 
descriptive language. 

Preferences for quantitative measurement and methodologies have 
characterized the fields of psychology and measurement theory for several 
decades, especially in academic circles. This preference for numbers-which 
are explicit in meaning, replicable, and comparable from person to person­
may account for the rise and success of "empirical" tests like the MMPI and 
MCMI, as well as for the relative demise of"rational" tests like the Rorschach 
and TAT in academic circles. 

"Empirical" tests are those based upon the demonstration that the 
scores (numbers) are different among patients with different, known char­
acteristics (i.e., normative and criteria-group comparisons). These empiri­
cal demonstrations are at the very foundation of quantitative assessment, 
and, of necessity, rely on the demonstration ofgroup differences in numeri­
cal scores. However, some professionals in the field have become disillu­
sioned with quantitative methods and have criticized academic psychology 
and measurement theorists for the failure to attend to individual idiosyn­
crasies. These individuals attach far less importance to subgroup norms as 
the basis for assessing the value of clinical methods. They maintain that com­
paring a given individual to a standard based upon small criteria groups, as 
a means of determining the meaning of that individual's behavior, obscures 
clinically relevant uniqueness. They favor, instead, an "ipsative" description 
ofthe person, in which each individual serves as his/her own reference point 
for describing relative strengths and weaknesses. 

The latter approach has been particularly favored by clinicians. Not 
surprisingly, practitioners who work daily with people are often less per­
suaded by demonstrations that an individual's test scores are either differ­
ent from or similar to those ofvarious reference groups than are academic 
psychologists, who are more familiar and comfortable with numerical con­
cepts. Hence, although academic psychologists frequently criticize and even 
eschew tests like the Rorschach, clinicians continue to use such tests as a 
basis for developing clinical impressions. Many clinicians hold the belief 
that in comparison to empirically derived tests, "rationally" constructed and 
interpreted ones capture more of the complexity of human behavior. Tests 
like the Rorschach and projective figure drawings, for example, derive from 
theoretical concepts rather than empirical demonstrations, and their inter­
pretation involves a process of synthisizing abstract concepts from non­
numerical productions. These procedures purport to offer a method for 
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ture the essence of this narrative response? Advocates of the methodsconceptualizing and assessing the complexity of intrapsychic needs and 
"narrative assessment" and "hermeneutics" represent increasingly perslconflicts. 
sive forces within contemporary measurement theory. These qualitati 
methods, attending as they do to the wholistic structure and content 
natural language, have a particular affinity for clinicians for whom quanEfforts to Bridge the Gap 
tative methods do not appear to be adaptable to describing the compie: 
ties and color of individual differences.Exner's (1974) and others' translations of Rorschach narratives into num­

My col1eagues and I believe that qualitative methods do offer an adi bers represent efforts to bridge the gap between the empirical and rational 
viewpoints by reconstructing qualitative narratives into a numerical scor­ tional perspective in the measurement of human experience. However, \ 

also believe that quantitative and qualitative methods are not inherentlying system to which quantitative methods can be empirically applied. As 
opposition to each other; in fact , they are potentially synergistic (i.e ., th these efforts demonstrate, nothing in narrative productions inherently pre­
can complement and add to each other). Qualitative methods of interpicludes clinicians from describing individuals by the use of quantitative 
tation emphasize idiographic (i.e., idiosyncratic) patterns, whereas quanscores; respondents can easily be described by reference to deviations from 
tative methods are distinguished by their nomothetic (i .e., normative) ba:group mean values. Yet the emergence of non-numerical methods in con­
of deriving meanings from patient productions. The former methods retemporary psychological research belies the assertion that quantitative
 

measurement procedures are wel1 adapted to the verbal narrations and
 on an ipsative comparison, in which various qualities of the patient hii 
self/herself serve as a standard of relative comparison; the latter metho ­artistic productions widely used by clinicians. The complex and multidimen­
emphasize a normative or group comparison, in which the patient is COlsional relationships described in clinical formulations of personality func­
pared to an outside norm reflective of others' responses. Narrative descri tioning are difficult to distil1 into numbers. Even if procedures such as those 
tions can enliven and deepen an understanding of test scores, while te developed by Exner are used, and numbers that capture some degree of
 

the complexity represented in these clinical formulations (e.g., ratios of
 scores can be used both to ensure the objectivity of narratives and allow 
normative interpretation.Rorschach determinants) can be constructed, many clinicians are concerned
 

that these numbers fail to preserve the character of the phenomena being
 
observed. They ask such questions as these: Do ratios and combinations of
 
numbers adequately capture the essence of love? Do they adequately dis­
 Cautions about Qualitative Interpretations 
tinguish among different kinds of nonobservable experiences (love, anger, 

At their current level of development. qualitative interpretations of telust, etc.)? Do numbers adequately allow us to compare the amount that people 
materials are subject to several sources of error. The interpretations m: love their wives or husbands with the amount that they love their mothers?
 

Can numbers capture the variations in love-driven behaviors that occur when
 not be accurate; they may not be replicable or constant; they may refle 
a rater's mood or diet rather than actual characteristics of the patient; ara child's life is threatened or when a spouse or lover is unfaithful?
 

It is equally hard to place other concepts-for instance, "conflicts,"
 they may have no heuristic value for predicting and planning treatmer 

"ego," "anger," and "impulse"-wit!"J.in a numerical framework. These con­ Thus, even qualitative interpretive methods must come to grips with 

cepts often emerge in narrative form in the rational1y derived clinical meth­ sues of reliability and validity, In order to be useful , non-numerical co 

ods. These narratives are thought to represent the interplay of numerous cepts (such as those complex verbal ones that characterize narrative d 

complex forces and to allow a unique picture of individual, rather than scriptions) must be capable of reliable classification, and each catego 

group, behavior to emerge. Consider, for example, a patient's narrative must be distinguishable from others. That is, a clinician must be able 
assert that a conflict with a mother is manifestly different from a confliresponse to a Rorschach card (card VIII): 
with a wife; that two ego states are different; that aggressive impulses a 
different from sexual ones; or that two dynamic intrapsychic patterns diffThis is the face ofa rooster. He has been killed. Oops! He's wearing sun­


glasses and has an extra eye on LOp of his comb. His insides are rotting,
 from each other.
 

and here is where his spine is breaking through the skin and poking out.
 Fundamentally, qualitative interpretations encounter the same pro 
lems of measurement as traditional quantitative methods, because they mu 

Does a score that identifies the location of the percept, the use of form, be assured of at least construct validity (Hogan & Nicholson, 1988), if n 

and the content-"rooster," "sunglasses," and "anatomy"-adequately cap- of sensitivity, specificity, and reliability. Measurement, at least at the non 
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rre that identifies the location of the percept, the use of form, 
Intent-"rooster," "sunglasses," and "anatomy"-adequately cap­

ture the essence of this narrative response? Advocates of the methods of 
"narrative assessment" and "hermeneutics" represent increasingly persua­
sive forces within contemporary measurement theory. These qualitative 
methods, attending as they do to the wholistic structure and content of 
natural language, have a particular affinity for clinicians for whom quanti­
tative methods do not appear to be adaptable to describing the complexi­
ties and color of individual differences. 

My colleagues and I believe that qualitative methods do offer an addi­
tional perspective in the measurement of human experience. However, we 
also believe that quantitative and qualitative methods are not inherently in 
opposition to each other; in fact , they are potentially synergistic (i.e. , they 
can complement and add to each other). Qualitative methods of interpre­
tation emphasize idiographic (i.e., idiosyncratic) patterns, whereas quanti­
tative methods are distinguished by their nomothetic (i.e., normative) basis 
ofderiving meanings from patient productions. The former methods rely 
on an ipsative comparison, in which various qualities of the patient him­
self/herself serve as a standard of relative comparison; the latter methods 
emphasize a normative or group comparison, in which the patient is com­
pared to an outside norm reflective of others' responses. Narrative descrip­
tions can enliven and deepen an understanding of test scores, while test 
scores can be used both to ensure the objectivity of narratives and allow a 
normative interpretation. 

Cautions about Qualitative Interpretations 

At their current level of development, qualitative interpretations of test 
materials are subject to several sources of error. The interpretations may 
not be accurate; they may not be replicable or constant; they may reflect 
a rater's mood or diet rather than actual characteristics of the patient; and 
they may have no heuristic value for predicting and planning treatment. 
Thus, even qualitative interpretive methods must come to grips with is­
sues of reliability and validity, In order to be useful, non-numerical con­
cepts (such as those complex verbal ones that characterize narrative de­
scriptions) must be capable of reliable classification, and each category 
must be distinguishable from others. That is, a clinician must be able to 
assert that a conflict with a mother is manifestly different from a conflict 
with a wife; that two ego states are different; that aggressive impulses are 
different from sexual ones; or that two dynamic intrapsychic patterns differ 
from each other. 

Fundamentally, qualitative interpretations encounter the same prob­
lems of measurement as traditional quantitative methods, because they must 
be assured of at least construct validity (Hogan & Nicholson, 1988), if not 
of sensitivity, specificity, and reliability. Measurement, at least at the norni­
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nal level, is needed in order to establish the value of these procedures. 
Nominal measurement allows narratives to be subject to assessments of 
interrater reliability, and thereby helps to assure that the qualities observed 
are not simply a reflection of irrelevant qualities of the clinical interpreter. 

The "5crud Test" as an Example 

Let us further consider the interrelationships of normative and ipsative 
interpretation by reflecting on some of the examples used to illustrate the 
concepts of response variability, reliability, and validity in previous chap­
ters. Contrast, for example, the limited response variabilities to both the 
"President's Test" and the "Chalk Test" (see Chapter 1) with what would 
happen if we asked students to draw a "scrud,' a meaningless term in the 
English language (see Chapter 2).1 In the first two tests, some consistency 
is expected among the responses of different people; in the "Scrud Test," 
no two individuals' responses will be the same, because everyone will have 
his/her own idea of a "scrud." Since the test environment that we have 
constructed with our instructions is held constant-it is the same for every­
one-we must assume that the variability among responses reveals some­
thing unique about each of the respondents. Thus, each response is a unique 
production that should provide us with an avenue into the idiosyncratic 
nature of each individual's internal experience. 

But what does each unique response mean? Here is where the test's 
"normative value" is necessary for an accurate interpretation. We must keep 
in mind that all responses are unique, but that they also have qualities simi­
lar to those of others' responses. Hence, we can begin our analysis by first 
looking at ways in which the responses of different people are similar. This 
wiII allow us to define what constitutes a "usual" response to the instruc­
tions. If we know what constitute the usual and the unusual aspects of an 
individual's response to the test environment we have created, we can be­
gin to assess what qualities of people are associated with making these vari­
ous responses. Our "normative" reasoning follows the logic that normatively 
unusual responses, which are nonetheless similar to one another, may in­
dicate that the people who produced them are also similar to one another 
in some ways. 

This point can can be illustrated by reference to Figure 3.1. This fig­
ure presents four drawings made by a college student who was asked to draw, 
in a randomized order, the following things: (1) two lines that love each 
other, (2) two lines that hate each other, (3) a happy line, and (4) an angry 

'In spite of some obvious similarities, the "Scrud Test" described here and the 
"Blivet Test" described by Mclvor (1979) as a parody on projective methods were inde­
pendently developed. 
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FIGURE3.1. Emotional qualities of lines. 

line . Most of us can probably classify which lines are which at a rate 
accuracy that exceeds chance (chance = 25%). We can do this because me 
people respond in a similar way. The two entwined and curving lines repJ 
sent "loving lines "; the two angulated and heavy lines represent "hatel 
lines"; the soft, curved line is a "happy line"; and the jagged, heavy line 
an "angry line." When we know these expected responses, we can den 
mine whether a particular person's responses are unusual. 

To extrapolate this example to our "Scrud Test," if we observe that the 
are striking similarities among all of those who draw "scruds," we may j 

-fer that "scrudness" is a frequently occurring quality among people. LH 
wise, we may inspect the internal consistency of the "scrud" by assessii 
the similarities of different aspects of the same drawing. For example, , 
may measure the degree to which each quadrant of a respondent's "scru 
is composed of the same types of "loving," "hateful," "happy," or "angr 
lines. Furthermore, we may infer qualities of the person by cornparinp 
given drawing to some standard of "usual" shape, pencil pressure, and or! 
nization. We may even augment our drawing task by giving the person ; 
equivalent form of the test. We may ask him/her, for example, to draw 
"brump." If the person's "brump" is "scrud"-like, we can conclude that bo 
drawings reflect the same qualities of the person. If a similar figure is pi 
duced at a much later time, when the same person is asked to draw 
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at the people who produced them are also similar to one another 
ways. 
point can can be illustrated by reference to Figure 3.I. This fig­
nts four drawings made by a college student who was asked to draw, 
tomized order, the following things: (1) two lines that love each 
) two lines that hate each other, (3) a happy line , and (4) an angry 

lit e of some obvious similarities. the "Scru d Test" described here and the 
t" described by Mclvor (1979) as a parody on proj ective methods were inde­
develop ed . 

~
 

'),\
\N\
FIGURE 3.1. Emotional qualiti es of lines. 

line. Most of us can probably classify which lines are which at a rate of 
accuracy that exceeds chance (chance = 25%). We can do this because most 
people respond in a similar way.The two entwined and curving lines repre­
sent "loving line s"; the two angulated and heavy lines represent "hateful 
lines"; the soft, curved line is a "happy line"; and thejagged, heavy line is 
an "angry line." When we know these expected responses, we can deter­
mine whether a particular person's responses are unusual. 

To extrapolate this example to our "Scrud Test," if we observe that there 
are striking similarities among all of those who draw "scruds," we may in­
fer that "scrudness" is a frequently occurring quality among people. Like­
wise, we may inspect the internal consistency of the "scrud" by assessing 
the similarities of different aspects of the same drawing. For example, we 
may measure the degree to which each quadrant ofa respondent's "scrud" 
is composed of the same types of "loving," "hateful," "happy," or "angry" 
lines. Furthermore, we may infer qualities of the person by comparing a 
given drawing to some standard of "usual" shape, pencil pressure, and orga­
nization. We may even augment our drawing task by giving the person an 
equivalent form of the test. We may ask him/her, for example, to draw a 
"brump." If the person's "brump" is "scru d"-like, we can conclude that both 
drawings reflect the same qualities of the person. If a similar figure is pro­
duced at a much later time, when the same person is asked to draw a 
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"brump," we may conclude that "scrudness" is a stable quality that does not 
erode with time. All of these conclusions require a normative basis of com­
parison. 

Alternatively, using a rational approach to interpreting a person's 
artistic productions, we can apply the normative qualities of line drawing 
in order to look a t the idiosyncra tic or unique aspects of the person. For 
example, armed with a theoretical formulation that people "project" their 
unwanted inner feelings onto unstructured environments, we may be jus­
tified in inferring that if the person has a propensity for drawing a "scrud" 
whose lines resemble "angry" ones, he/she may be angry, or that if the 
person has a predilection for drawing lines that resemble "loving" ones, 
he/she may be affiliative and caring. Thus, we may look at the structure 
of a given person's "scrud" and conclude that the uniqueness of this per­
son is captured in (1) intolerance for ambiguity-the person has a need 
to impose order on his/her environment (the "scrud" is an object with a 
defined form, rather than an abstract figure) , (2) a tendency to avoid self­
exposure (the "scru d" is a smaller figure than usual), and (3 ) hidden anger 
and resentment (the "scrud" is drawn with heavy lines and has many sharp 
corners). 

However, caution is necessary. Although it may be justified on theo­
retical grounds to infer that because a person's "scrud" and "brurnp" are 
composed entirely of soft, curved lines, he/she has the characteristics of 
being happy and loving, we can only do so if we have demonstrated the 
validity of these conclusions on some conceptual basis. A quantitative stan­
dard would argue that such an interpretation is warranted only if those who 
draw such lines exhibit behaviors or score on other tests that are known to 

indicate these other qualities. This is "construct validity." The logic of such 
an approach is that if a person makes drawings like those of loving and 
contented people, he/she is probably also loving and contented; however, 
this quantitative approach requires a reduction of drawings to a compari­
son of numbers. Because, as duly noted above, number reduction is not 
always in keeping with the effort to retain the richness of global produc­
tions, contemporary qualitative measurement emphasizes other criteria of 
"validity." These criteria are used both in selecting procedures that rely on 
qualitative interpretation and in the actual use of interpretive analytic pro­
cedures. 

Criteria for the Use of Qualitative Methods 

The following is a tentative list of evaluative criteria for judging the validity 
of procedures that are reliant on the analysis of narrative productions. This 
list represents an adaptation of guidelines provided to the review board 
members of theJournal ofConsulting and Clinical Psychology, in order to assist 
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them in evaluating the adequacy of qualitative research.? In the curre: 
context, these guidelines are considered to be useful when a clinician eith: 
selects instruments that are based on qualitative methods or undertakes I 

depart from or supplement a quantitative interpretation of patient produ 
tions. 

1. Method appropriateness. A preliminary test of the usefulness ar 
appropriateness of selecting qualitative assessment procedures is based ( 
an initial determination that more economical procedures are either u 
available or inappropriate to the referral question. This concern with tI 
appropriateness of the method accepts the proposition that quantitati ­
methods are more clearly developed than qualitative ones and should I 
given preference whenever possible. The use of qualitative analysis mu 
be clearly more appropriate than quantitative analytic methods to the su 
ject matter, questions, and goals of the referral question. Moreover, whe 

used, qualitative methods should be supplemented by quantitative on 
whenever possible. 

2. Openn ess. Qualitative analyses of test productions should clear 
be framed within an explicit statement of the theoretical orientation th 
underlies it. Where appropriate, the internal processes and relevant rea 
tions of those who interpret the data should be made explicit. 

3. Theoretical sensitivity. Accepted theory, rather than personal ada 
tations, should be used to inform and guide the selection and interpret 
tion of qualitative methods. This requires that a clinician be well inforrne 
as to current theoretical developments and protect, as much as possibl 
the interpretation from his/her idiosyncratic adaptations of theory. 

4. Bracketing ofexpectations . Ifa clinician's interpretations of test pr 
ductions depart from consensual theoretical formulations, this should I 
stated explicitly, in order to make the referring professional aware of tl 
potential influence of the clinician 's implicit expectations or biases . Whe 
possible, the clinican should make use of checks against possible bias (Co! 
having another clinician review his/her analysis). 

5. Responsibility. In order to allow others to judge their conclusior 
clinicians who select and interpret qualitative assessment procedures shou 
clearly describe the nature of the procedures used and the conditions u 
der which they are administered, as well as any efforts to achi eve a conse 
sual interpretation. 

6. Saturation/generalizabilits , Where interpretations are intended 

~ese criteria do not represent my own original ide as. They are adapted frr 
the suggestions of Roben Elliot, who produced them upon th e recommendation 
Fred rick Newman, an asso ciate editor of the joum al. They also refle ct the input ofJud 
Green, who served as a reviewer of th e gu idelines before the y were submit ted to t 
review board. I thank Drs . Elliot , Newman, and Green for their contributions; at ( 
same time, I would like to acknowledge that these latter authors are not responsil 
for my own interpretation of their work . 
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them in evaluating the adequacy of qualitative research.i In the current 
context, these guidelines are considered to be useful when a clinician either 
selects instruments that are based on qualitative methods or undertakes to 
depart from or supplement a quantitative interpretation of patient produc­
tions. 

1. Method appropriateness. A preliminary test of the usefulness and 
appropriateness ofselecting qualitative assessment procedures is based on 
an initial determination that more economical procedures are either un­
available or inappropriate to the referral question. This concern with the 
appropriateness of the method accepts the proposition that quantitative 
methods are more clearly developed than qualitative ones and should be 
given preference whenever possible. The use of qualitative analysis must 
be clearly more appropriate than quantitative analytic methods to the sub­
ject matter, questions, and goals of the referral question. Moreover, when 
used, qualitative methods should be supplemented by quantitative ones 
whenever possible. 

2. Openness. Qualitative analyses of test productions should clearly 
be framed within an explicit statement of the theoretical orientation that 
underlies it. Where appropriate, the internal processes and relevant reac­
tions of those who interpret the data should be made explicit. 

3. Theoretical sensitivity. Accepted theory, rather than personal adap­
tations, should be used to inform and guide the selection and interpreta­
tion of qualitative methods. This requires that a clinician be well informed 
as to current theoretical developments and protect, as much as possible , 
the interpretation from his/her idiosyncratic adaptations of theory. 

4. Bracketing ofexpectations. If a clinician's interpretations of test pro­
ductions depart from consensual theoretical formulations, this should be 
stated explicitly, in order to make the referring professional aware of the 
potential influence of the clinician's implicit expectations or biases. Where 
possible, the clinican should make use of checks against possible bias (e .g ., 
having another clinician review his/her analysis). 

5. Responsibility . In order to allow others to judge their conclusions, 
clinicians who select and interpret qualitative assessment procedures should 
clearly describe the nature of the procedures used and the conditions un­
der which they are administered, as well as any efforts to achieve a consen­
sual interpretation. 

6. Saturation/generalizability, Where interpretations are intended to 

2These criteria do not represent my own original ideas. They are adapted from 
the suggestions of Roben Elliot, who produced them upon the recommendation of 
Fredrick Newman, an associate editor of the journal. They also reflect the input ofJudith 
Green, who served as a reviewer of the guidelines before they were submitted to the 
review board. I thank Drs. Elliot, Newman, and Green for their contributions; at the 
same time, I would like to acknowledge that these latter authors are not responsible 
for my own interpretation of their work. 
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indicate the presence of trait-like qualities, clinicians should make efforts 
to ensure that they have sampled an appropriate number and range of situ­
ations and methods to provide a thorough description of the phenomenon 
they have targeted. Where interpretations are meant to suggest the pres­
ence of situational responses, on the other hand, clinicians should ensure 
that these criteria samples of behavior have been studied thoroughly and 
comprehensively. Clinicians should be aware ofthe nature and limitations 
of their behavior samples. 

7. Verificationmethods. The strongest test ofthe validity of qualitative 
procedures is the assurance that the interpretive categories, descriptions, 
themes, and interpretations are cross-validated. The most systematic meth­
ods for verification include the following: 

a. External verification. The categories and themes that are extracted 
from the presentations are demonstrably related to some other variables 
(e.g., outcome). 

b. Testimonial/informant validity. The interpretations are consistent 
with the reports of informants. 

c. Analytic "auditing"procedures. Multiple qualitative analyses are under­
taken . This may include either using an outside "auditor," or adding a same­
analyst "verification step" for checking the interpretations for discrepancies. 

d. Triangulation. Evidence of agreement is checked among multiple 
and varied perspectives, in order to identify the common or fundamental 
processes that underlie these different perspectives. 

8. Grounding. The clinician who reports qualitative data does well to 
provide some examples of responses in the resulting report to illustrate the 
interpretations. The clinician should also take care to avoid departing sub­
stantially from the data in making the accompanying interpretations. 

9. Coherence. The categories and constructs that arise in the interpre­
tation of qualitative productions should be checked for how well they fit 
together to form a coherent story, narrative, "map," or framework for the 
phenomena or domain. 

10. Believability/helpfulness to readers. When described in the report to 

the referring professional, the interpretations must be integrated with other 
data and presented in a believable narrative that enables the referrer or other 
readers to understand the patient's experience and presentation more ex­
plicitly and more fully than they would without this report. 

11. Intelligibility. The resulting written report should be presented in 
a clear, accessible fashion, free of unnecessary jargon. 

Conclusions 

This chapter has addressed two dimensions on which the clinician must seek 
balance in the selection of psychological assessment methods. The first of 
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these is the balance between the advantages of using an all-purpose co 
battery and those of using procedures that vary from individual to individu: 
depending upon the nature of the referral question presented. I have argUl 
in favor of a combination of standard instruments, which allow the ace 
rnulation both ofclinician familiarity and of setting-specific normative dar 
and individualized instruments, which are selected because they have tl 
power to extract information that is relevant to the referral questions b 
ing asked. 

This recommendation is based upon my colleagues' and my observ 
tions that different procedures are more or less effective for deriving vali 
information, depending upon the domain of experience and functionir 
being targeted for assessment. Hence, the use of specialized instrurnen 
makes sense, and I have discussed a number of instruments in terms of th 
areas of their special strengths. However, all instruments contain inform: 
tion concerning a common core of functional abilities, and most questior 
asked of clinicians can be answered by addressing a relatively small nun 
ber of functional domains to which patients may be exposed in everyday exp, 
rience, Thus, applying a small number of well-established core instrument: 
which tap the most common domains of functioning in a reliable and vali 
way, may allow the clinician to develop a high level of skill and to acquire 
setting-specific internal norm with which to refine the interpretation c 
findings. 

The second type of balancing required is that between the use of qual 
tative and quantitative data collection methods. As I have noted, reducin, 
observations to numbers for quantitative analysis may fail to capture sorn . 
subtle and representative patterns that exist in complex behaviors-pattern 
that may be maximally helpful in responding to referral questions abou 
cognitive processing and personality. Accordingly, qualitative methods an 
recommended if quantitative ones are either unavailable or inappropriau 
to the question(s) raised. However, interpretations and life-changing deci 
sions based upon qualitative methods must be protected against c1iniciar 
bias. Thus, cross-validation with quantitative methods, reliance on theory 
consistent interpretations, explicit descriptions of how procedures are used 
and the establishment of consensual checks are often necessary to enhanr, 
and ensure the validity of these procedures. Ultimately, a combination 01 

procedures may serve to be most useful in responding to the needs of mOSI 
referring professionals. 
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information, depending upon the domain of experience and functioning 
being targeted for assessment. Hence, the use of specialized instruments 
makes sense, and I have discussed a number of instruments in terms ofthe 
areas of their special strengths. However, all instruments contain informa­
tion concerning a common core of functional abilities, and most questions 
asked of clinicians can be answered by addressing a relatively small num­
ber of functional domains to which patients may be exposed in everyday expe­
rience. Thus, applying a small number of well-established core instruments, 
which tap the most common domains of functioning in a reliable and valid 
way, may allow the clinician to develop a high level of skill and to acquire a 
setting-specific internal norm with which to refine the interpretation of 
findings . 

The second type of balancing required is that between the use of quali ­
tative and quantitative data collection methods. As I have noted, reducing 
observations to numbers for quantitative analysis may fail to capture some 
subtle and representative patterns that exist in complex behaviors-patterns 
that may be maximally helpful in responding to referral questions about 
cognitive processing and personality. Accordingly, qualitative methods are 
recommended if quantitative ones are either unavailable or inappropriate 
to the question(s) raised. However, interpretations and life-changing deci ­
sions based upon qualitative methods must be protected against clinician 
bias. Thus, cross-validation with quantitative methods, reliance on theory­
consistent interpretations, explicit descriptions of how procedures are used, 
and the establishment of consensual checks are often necessary to enhance 
and ensure the validity of these procedures. Ultimately, a combination of 
procedures may serve to be most useful in responding to the needs of most 
referring professionals. 
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