Annu. Rev. Clin. Psychol. 2007.3:29-51

First published online as a Review in
Advance on October 12, 2006

The Annual Review of Clinical Psychology is
online at http://clinpsy.annualreviews.org

This article’s doi:
10.1146/annurev.clinpsy.3.022806.091419

Copyright © 2007 by Annual Reviews.
All rights reserved

1548-5943/07/0427-0029$20.00

Evidence-Based Assessment

John Hunsley! and Eric J. Mash?

1School of Psychology, University of Ottawa, Ottawa, Ontario, KIN 6N5 Canada;
email: hunch@uottawa.ca

2Department of Psychology, University of Calgary, Calgary, Alberta T2N 1N4
Canada; email: mash@ucalgary.ca

Key Words

psychological assessment, incremental validity, clinical utility

Abstract

Evidence-based assessment (EBA) emphasizes the use of research
and theory to inform the selection of assessment targets, the meth-
ods and measures used in the assessment, and the assessment process
itself. Our review focuses on efforts to develop and promote EBA
within clinical psychology. We begin by highlighting some weak-
nesses in current assessment practices and then present recent ef-
forts to develop EBA guidelines for commonly encountered clinical
conditions. Next, we address the need to attend to several critical
factors in developing such guidelines, including defining psychome-
tric adequacy, ensuring appropriate attention is paid to the influence
of comorbidity and diversity, and disseminating accurate and up-
to-date information on EBAs. Examples are provided of how data
on incremental validity and clinical utility can inform EBA. Given
the central role that assessment should play in evidence-based prac-
tice, there is a pressing need for clinically relevant research that can
inform EBAs.
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INTRODUCTION

Over the past decade, attention to the use of
evidence-based practices in health care ser-
vices has grown dramatically. Developed first
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in medicine (Sackett et al. 1996), a number
of evidence-based initiatives have been un-
dertaken in professional psychology, culmi-
nating with the American Psychological As-
sociation policy statement on evidence-based
practice in psychology (Am. Psychol. Assoc.
Presid. Task Force Evid.-Based Pract. 2006).
Although the importance of assessment has
been alluded to in various practice guidelines
and discussions of evidence-based psycholog-
ical practice, by far the greatest attention has
been on intervention. However, without a
scientifically sound assessment literature, the
prominence accorded evidence-based treat-
ment has been likened to constructing a mag-
nificent house without bothering to build a
solid foundation (Achenbach 2005). In their
recent review of clinical assessment, Wood
et al. (2002) advanced the position that it
is necessary for the field to have assessment
strategies that are clinically relevant, cultur-
ally sensitive, and scientifically sound. With
these factors in mind, the focus of our review
is on recent efforts to develop and promote
evidence-based assessment (EBA) within clin-
ical psychology.

From our perspective, EBA is an approach
to clinical evaluation that uses research and
theory to guide the selection of constructs
to be assessed for a specific assessment pur-
pose, the methods and measures to be used
in the assessment, and the manner in which
the assessment process unfolds. It involves
the recognition that, even with data from
psychometrically strong measures, the assess-
ment process is inherently a decision-making
task in which the clinician must iteratively
formulate and test hypotheses by integrating
data thatare often incomplete or inconsistent.
A truly evidence-based approach to assess-
ment, therefore, would involve an evaluation
of the accuracy and usefulness of this complex
decision-making task in light of potential er-
rors in data synthesis and interpretation, the
costs associated with the assessment process
and, ultimately, the impact the assessment had
on clinical outcomes for the person(s) being
assessed.



In our review of EBA, we begin by briefly
illustrating some current weaknesses and la-
cunae in clinical assessment activities that un-
derscore why a renewed focus on the evidence
base for clinical assessment instruments and
activities is necessary. We then present recent
efforts to operationalize EBA for specific dis-
orders and describe some of the challenges in
developing and disseminating EBA. Finally,
we illustrate how a consideration of incremen-
tal validity and clinical utility can contribute
to EBAs.

EXAMPLES OF CURRENT
PROBLEMS AND LIMITATIONS
IN CLINICAL ASSESSMENT

In this section, we illustrate some of the ways
in which current clinical assessment practices
may be inconsistent with scientific evidence.
Our brief illustrations are not intended as a
general indictment of the value of clinical as-
sessments. Rather, by focusing on some fre-
quently used instruments and common assess-
ment activities, our intent is to emphasize that
clients involved in assessments may not al-
ways be receiving services that are optimally
informed by science. As recipients of psycho-
logical services, these individuals deserve, of
course, nothing less than the best that psy-
chological science has to offer them.

Problems with Some Commonly
Taught and Used Tests

Over the past three decades, numerous sur-
veys have been conducted on the instruments
most commonly used by clinical psycholo-
gists and taughtin graduate training programs
and internships. With some minor exceptions,
the general patterns have remained remark-
ably consistent and the relative rankings of
specific instruments have changed very lit-
tle over time (e.g., Piotrowski 1999). Unfor-
tunately, many of the tools most frequently
taught and used have either limited or mixed
supporting empirical evidence. In the past sev-
eral years, for example, the Rorschach inkblot

test has been the focus of a number of liter-
ature reviews (e.g., Hunsley & Bailey 1999,
2001; Meyer & Archer 2001; Stricker & Gold
1999; Wood et al. 2003). There appears to
be general agreement that the test (#) must
be administered, scored, and interpreted in
a standardized manner, and (b) has appropri-
ate reliability and validity for at least a lim-
ited set of purposes. Beyond this minimal level
of agreement, however, there is no consensus
among advocates and critics on the evidence
regarding the clinical value of the test.

The Rorschach is not the only test for
which clinical use appears to have outstripped
empirical evidence. In this regard, it is il-
luminating to contrast the apparent popu-
larity of the Thematic Apperception Test
(TAT; Murray 1943) and various human figure
drawings tasks, both of which usually appear
among the ten most commonly recommended
and used tests in these surveys, with reviews
of these tests’ scientific adequacy. There is
evidence that some apperceptive measures
can be both reliable and valid (e.g., Spangler
1992): This is not the case with the TAT it-
self. Decades of research have documented
the enormous variability in the manner in
which the test is administered, scored, and in-
terpreted. As a result, Vane’s (1981) conclu-
sion that no cumulative evidence supports the
test’s reliability and validity still holds today
(Rossini & Moretti 1997). In essence, it is a
commonly used test that falls well short of
professional standards for psychological tests.
The same set of problems besets the various
types of projective drawing tests. In a recent
review, Lally (2001) concluded that the most
frequently researched and used approaches
to scoring projective drawings fail to meet
legal standards for a scientifically valid
technique. Scoring systems for projective
drawings emphasizing the frequency of occur-
rence of multiple indicators of psychopathol-
ogy fared somewhat better, with Lally (2001)
suggesting that “[a]lthough their validity is
weak, their conclusions are limited in scope,
and they appear to offer no additional infor-
mation over other psychological tests, it can
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Evidence-based
assessment (EBA):
the use of research
and theory to inform
the selection of
assessment targets,
the methods and
measures to be used,
and the manner in
which the assessment
process unfolds and
is, itself, evaluated

Evidence-based
psychological
practice: the use of
best available
evidence to guide the
provision of
psychological
services, while taking
into account both a
clinician’s expertise
and a client’s context
and values

Assessment
purposes:
psychological
assessment can be
conducted for a
number of purposes
(e.g., diagnosis,
treatment
evaluation), and a
measure’s
psychometric
properties pertaining
to one purpose may
not generalize to
other purposes

Incremental
validity: the extent
to which additional
data contribute to
the prediction of a
variable beyond what
is possible with other
sources of data
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Clinical utility: the
extent to which the
use of assessment
data leads to
demonstrable
improvements in
clinical services and,
accordingly, results
in improvements in
client functioning

TAT: Thematic
Apperception Test

IQ: intelligence
quotient
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at least be argued that they cross the relatively
low hurdle of admissibility” (p. 146).

Problems in Test Selection
and Inadequate Assessment

The results of clinical assessments can of-
ten have a significant impact on those be-
ing assessed. Nowhere is this more evident
than in evaluations conducted for informing
child custody decisions. As a result, numerous
guidelines have been developed to assist psy-
chologists in conducting sound child custody
evaluations (e.g., Am. Psychol. Assoc. 1994).
It appears, however, that psychologists often
fail to follow these guidelines or to heed the
cautions contained within them. For exam-
ple, a survey of psychologists who conduct
child custody evaluations found that projec-
tive tests were often used to assess child adjust-
ment (Ackerman & Ackerman 1997). As we
described above, apperceptive tests, projec-
tive drawings, and other projectives often do
not possess evidence of their reliability and va-
lidity. Moving beyond self-report information
of assessment practices, Horvath et al. (2002)
conducted content analyses of child custody
evaluation reports included in court records.
They found considerable variability in the ex-
tent to which professional guidelines were fol-
lowed. For example, evaluators often failed to
assess general parenting abilities and the abil-
ity of each parent to meet his/her child’s needs.
The assessment of potential domestic violence
and child abuse was also frequently found to
be neglected by evaluators.

Problems in Test Interpretation

Because of the care taken in developing
norms and establishing reliability and valid-
ity indices, the Wechsler intelligence scales
are typically seen as among the psychome-
trically strongest psychological instruments
available. Interpretation of the scales typi-
cally progresses from a consideration of the
full-scale IQ score, to the verbal and perfor-
mance IQ scores, and then to the factor scores
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(e.g., Groth-Marnat 2003). The availability of
representative norms and supporting validity
studies provide a solid foundation for using
these scores to understand a person’s strengths
and weaknesses in the realm of mental
abilities.

It is also common, however, for authori-
ties to recommend that the next interpretive
step involve consideration of the variability
between and within subtests (e.g., Flanagan
& Kaufman 2004, Kaufman & Lichtenberger
1999). There are, however, a number of prob-
lems with this practice. First, the internal con-
sistency of each subtest is usually much lower
than that associated with the IQ and factor
scores. This low reliability translates into re-
duced precision of measurement, which leads
directly to an increased likelihood of false pos-
itive and false negative conclusions about the
ability measured by the subtest. Second, there
is substantial evidence over several decades
that the information contained in subtest pro-
files adds little to the prediction of either
learning behaviors or academic achievement
once the IQ scores and factor scores are taken
into account (Watkins 2003). An evidence-
based approach to the assessment of intelli-
gence would indicate that nothing is to be
gained, and much is to be potentially lost, by
considering subtest profiles.

Limited Evidence for Treatment
Utility of Commonly Used Tests

In test development and validation, the pri-
mary foci have been determining the reliabil-
ity and validity of an instrument. For example,
Meyer et al. (2001) provided extensive evi-
dence that many psychological tests have sub-
stantial validity when used for clinically rele-
vant purposes. Assessment, however, is more
than the use of one or two tests: It involves the
integration of a host of data sources, includ-
ing tests, interviews, and clinical observations.
Unfortunately, despite the compelling psy-
chometric evidence for the validity of many
psychological tests, almost no research ad-
dresses the accuracy (i.e., validity) or the



usefulness (i.e., utility) of psychological assess-
ments (Hunsley 2002, Smith 2002).

In particular, as numerous authors have
commented over the years (e.g., Hayes et al.
1987), surprisingly little attention has been
paid to the treatment utility of commonly used
psychological instruments and methods. Al-
though diagnosis has some utility in deter-
mining the best treatment options for clients,
there is a paucity of evidence on the de-
gree to which clinical assessment contributes
to beneficial treatment outcomes (Nelson-
Gray 2003). A recent study by Lima et al.
(2005) illustrates the type of utility infor-
mation that can and should be obtained
about assessment tools. These researchers had
clients complete the Minnesota Multipha-
sic Personality Inventory-2 (MMPI-2) prior
to commencing treatment; half the treating
clinicians received feedback on their client’s
MMPI-2 data, half did not. Clients presented
with a range of diagnoses, with the most com-
mon being mood disorders, anxiety disor-
ders, substance-related disorders, adjustment
disorders, eating disorders, and personality
disorders. Between-group comparisons were
conducted on variables related to treatment
outcome. In sum, the researchers found that
providing clinicians with these results as a po-
tential aid in treatment planning had no posi-
tive impact on variables such as improvement
ratings or premature termination rates. These
data provide evidence that utility, even from
an instrument as intensively researched as the
MMPI-2, should not be assumed.

DEFINING EVIDENCE-BASED
ASSESSMENT OF SPECIFIC
DISORDERS/CONDITIONS

In light of the frequent discrepancies between
the research base of an assessment instru-
ment and the extent and manner of its use
in clinical practice, the need for evidence-
based assessment practices is obvious. From
our perspective, three critical aspects should
define EBA (Hunsley & Mash 2005, Mash &
Hunsley 2005). First, research findings and

scientifically viable theories on both psy-
chopathology and normal human develop-
ment should be used to guide the selection
of constructs to be assessed and the assess-
ment process. Second, as much as possible,
psychometrically strong measures should be
used to assess the constructs targeted in the as-
sessment. Specifically, these measures should
have replicated evidence of reliability, valid-
ity, and, ideally, clinical utility. Given the
range of purposes for which assessment in-
struments can be used (e.g., screening, di-
agnosis, treatment monitoring) and the fact
that psychometric evidence is always condi-
tional (based on sample characteristics and
assessment purpose), supporting psychomet-
ric evidence must be available for each pur-
pose for which an instrument or assessment
strategy is used. Psychometrically strong mea-
sures must also possess appropriate norms for
norm-referenced interpretation and/or repli-
cated supporting evidence for the accuracy
(i.e., sensitivity, specificity, predictive power,
etc.) of cut-scores for criterion-referenced in-
terpretation. Third, although at present little
evidence bears on the issue, it is critical that
the entire process of assessment (i.e., selec-
tion, use, and interpretation of an instrument,
and integration of multiple sources of assess-
ment data) be empirically evaluated. In other
words, a critical distinction must be made
between evidence-based assessment methods
and tools, on the one hand, and evidence-
based assessment processes, on the other.

In 2005, special sections in two journals,
Journal of Clinical Child and Adolescent Psychol-
ogy and Psychological Assessment, were devoted
to developing EBA guidelines, based on the
aforementioned principles, for commonly en-
countered clinical conditions. As many au-
thors in these special sections noted, despite
the voluminous literature on psychological
tests relevant to clinical conditions, few con-
certed attempts have been made to draw on
the empirical evidence to develop assessment
guidelines, and even fewer evaluations of the
utility of assessment guidelines. In the follow-
ing sections we summarize key points authors
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Treatment utility:
the extent to which
assessment methods
and measures
contribute to
improvement in the
outcomes of
psychological
treatments
MMPI-2:
Minnesota
Multiphasic
Personality
Inventory-2
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ADHD: attention-
deficit/hyperactivity

disorder
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raised about the evidence-based assessment
of disorders usually first diagnosed in youth,
anxiety disorders, mood disorders, personality
disorders, and couple distress.

Disorders Usually First Diagnosed
in Youth

Pelham et al. (2005) addressed the assess-
ment of attention-deficit/hyperactivity disor-
der (ADHD). Based on their literature review,
they contended that data obtained from symp-
tom rating scales, completed by both parent
and teacher, provide the best information for
diagnostic purposes. Despite the widespread
use of structured and semistructured inter-
views, the evidence indicates that they have no
incremental validity or utility once data from
brief symptom rating scales are considered.
Moreover, the authors argued that the diag-
nostic assessment itself has little treatment
utility, especially as the correlation between
ADHD symptoms and functional impairment
is modest. Accordingly, they suggested that a
full assessment of impairments and adaptive
skills should be the priority once diagnosis is
established. This would involve assessment of
(@) functioning in specific domains known to
be affected by the disorder (peer relationships,
family environment, and school performance)
and (b) specific target behaviors that will be di-
rectly addressed in any planned treatment.
Drawing on extensive psychopathology re-
search on externalizing behaviors such as op-
positional behavior, aggression, physical de-
structiveness, and stealing, McMahon & Frick
(2005) recommended that the evidence-based
assessment of conduct problems focus on (z)
the types and severity of the conduct problems
and () the resulting impairment experienced
by the youth. Clinicians should also obtain in-
formation on the age of onset of severe con-
duct problems. Compared with an onset after
the age of 10 years, onset before the age of 10
is associated with more extreme problems and
a greater likelihood of subsequent antisocial
and criminal acts. The influence of temper-
ament and social environment may also dif-
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fer in child- versus adolescent-onset conduct
problems. Many other conditions may co-
occur, especially ADHD, depression, and anx-
iety disorders. Screening for these conditions,
therefore, typically is warranted. A range of
behavior rating scales, semistructured inter-
views, and observational systems are available
to obtain data on primary and associated fea-
tures of youth presenting with conduct prob-
lems and, as with most youth disorders, ob-
taining information from multiple informants
is critical. However, as McMahon & Frick
(2005) indicated, many of these of measures
are designed for diagnostic and case conceptu-
alization purposes—few have been examined
for their suitability in tracking treatment ef-
fects or treatment outcome.

Based on recent assessment practice pa-
rameters and consensus panel guidelines,
Ozonoff et al. (2005) outlined a core bat-
tery for assessing autism spectrum disorders.
The battery consisted of a number of op-
tions for assessing key aspects of the disorders,
including diagnostic status, intelligence, lan-
guage skills, and adaptive behavior. As with
the assessment of many disorders, some ex-
cellent measurement tools developed in re-
search settings have yet to find their way into
clinical practice. Moreover, the authors noted
that there has been little attempt to conduct
research that directly compares different in-
struments that assess the same domain, thus
leaving clinicians with little guidance about
which instrument to use. Ozonoff et al. (2005)
also made suggestions for the best evidence-
based options for assessing additional domains
commonly addressed in autism spectrum
disorders evaluations, including attention, ex-
ecutive functions, academic functioning, psy-
chiatric comorbidities, environmental con-
text (i.e., school, family, and community), and
response to treatment. Importantly, though,
they noted that there was no empirical ev-
idence on whether assessing these domains
adds meaningfully to the information avail-
able from the recommended core battery.

In their analysis of the learning disabil-
ities assessment literature, Fletcher et al.



(2005) emphasized thatapproaches to classify-
ing learning disabilities and the measurement
of learning disabilities are inseparably con-
nected. Accordingly, rather than focus on spe-
cific measures used in learning disability eval-
uations, these authors highlighted the need
to evaluate the psychometric evidence for dif-
ferent models of classification/measurement.
Four models were reviewed, including mod-
els that emphasized (#) low achievement, (/)
discrepancies between aptitude and achieve-
ment, (¢) intraindividual differences in cog-
nitive functioning, and () responsiveness to
intervention. On the basis of the scientific
literature, Fletcher and colleagues concluded
that (#) the low-achievement model suffers
from problems with measurement error and,
thus, reliability, (b) the discrepancy model has
been shown in recent meta-analyses to have
very limited validity, (¢) the intraindividual-
differences model also suffers from signifi-
cant validity problems, and (d) the response-
to-intervention model has demonstrated both
substantial reliability and validity in iden-
tifying academic underachievers, but is in-
sufficient for identifying learning disabili-
ties. As a result, they recommended that
a hybrid model, combining features of the
low-achievement and response-to-treatment
models, be used to guide the assessment of
learning disabilities. Regardless of the ulti-
mate validity and utility of this hybrid model,
Fletcher and colleagues’ analysis is extremely
valuable for underscoring the need to consider
and directly evaluate the manner in which dif-
fering assumptions about a disorder may in-
fluence measurement.

Anxiety Disorders

"Two articles in the special sections dealt with
a broad range of anxiety disorders. Silverman
& Ollendick (2005) reviewed the literature on
the assessment of anxiety and anxiety disorder
inyouth, and Antony & Rowa (2005) reviewed
the comparable literature in adults. Both re-
views noted that, regardless of age, the high
rates of comorbidity among anxiety disorders

pose a significant challenge for clinicians at-
tempting to achieve an accurate and complete
assessment. Additionally, because substantial
evidence suggests that individuals diagnosed
with an anxiety disorder and another psychi-
atric disorder (such as ADHD or a mood dis-
order) are more severely impaired than are
individuals presenting with either disorder on
its own, assessing for the possible presence of
another disorder must be a key aspect of any
anxiety disorder evaluation.

Silverman & Ollendick (2005) provided
an extensive review of instruments available
for youth anxiety disorders, including numer-
ous diagnostic interviews, self-report symp-
tom scales, informant symptom-rating scales
(including parent, teacher, and clinician), and
observational tasks. Although psychometri-
cally sound instruments are available, many
obstacles face clinicians wishing to conduct
an evidence-based assessment. For example,
the authors reported that efforts to accurately
screen for the presence of an anxiety disor-
der may be hampered by the fact that scales
designed to measure similar constructs have
substantially different sensitivity and speci-
ficity properties. Another obstacle noted by
the authors is that all of the measures used to
quantify symptoms and anxious behaviors rely
on an arbitrary metric (cf. Blanton & Jaccard
2006, Kazdin 2006). As a result, we simply do
not know how well scores on these measures
map on to actual disturbances and functional
impairments. A final example stems from the
ubiquitous research finding that youth and
their parents are highly discordant in their re-
ports of anxiety symptoms. In light of such
data, it is commonly recommended that both
youth and parent reports be obtained, but,
as Silverman & Ollendick (2005) cautioned,
care must be exercised to ensure that neither
is treated as a gold standard when diagnosing
an anxiety disorder.

Antony & Rowa (2005) emphasized the
importance of assessing key dimensions that
cut across anxiety disorders in their review of
the adult anxiety disorder literature. Based on
diagnostic criteria, anxiety disorders research,
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Comorbidity: the
co-occurrence of
multiple disorders or
clinically significant
patterns of
dysfunction
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and expert consensus statements, they recom-
mended that evidence-based assessment for
anxiety disorders should target anxiety cues
and triggers, avoidance behaviors, compul-
sions and overprotective behaviors, physical
symptoms and responses, comorbidity, skills
deficits, functional impairment, social envi-
ronment factors, associated health issues, and
disorder development and treatment history.
To illustrate how these dimensions could be
assessed, the authors presented an assessment
protocol to be used for assessing treatment
outcome in the case of panic disorder with
agoraphobia. The literature on the assess-
ment of anxiety problems in adults has an
abundance of psychometrically strong inter-
views and self-report measures, and numerous
studies have supported the value of obtain-
ing self-monitoring data and using behavioral
tests to provide observable evidence of anx-
iety and avoidance. Nevertheless, Antony &
Rowa (2005) cautioned that, even for well-
established measures, little validity data ex-
ist beyond evidence of how well one measure
correlates with another. Echoing the theme
raised by Silverman & Ollendick (2005), they
emphasized that little is currently known
about how well an instrument correlates with
responses in anxiety-provoking situations.

Mood Disorders

Three articles in the special sections dealt
with mood disorders. Klein et al. (2005) ad-
dressed the assessment of depression in youth,
Joiner et al. (2005) dealt with the assess-
ment of depression in adults, and Youngstrom
et al. (2005) discussed initial steps toward an
evidence-based assessment of pediatric bipo-
lar disorder. With respect to the assessment
of depression, both sets of authors recom-
mended that the best assessment practice
would be to use a validated semistructured in-
terview to address diagnostic criteria, comor-
bidity, disorder course, family history, and so-
cial environment. Additionally, these authors
stressed the critical need to include a sensitive
and thorough assessment of suicidal ideation
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and the potential for suicidal behavior in all
depression-related assessments.

Klein etal. (2005) reported that psychome-
trically strong semistructured interviews are
available for the assessment of depression in
youth. The need for input from multiple in-
formants is especially important, as younger
children may not be able to comment accu-
rately on the time scale associated with de-
pressive experiences or on the occurrence and
duration of previous episodes. As with anxi-
ety disorders, there is consistent evidence re-
garding the limited agreement between youth
and parent reports of depression, although re-
cent evidence shows that youth, parent, and
teacher reports can all contribute uniquely to
the prediction of subsequent outcomes. On
the other hand, Klein and colleagues (2005)
cautioned that depressed parents have been
found to have a lower threshold, relative to
nondepressed parents, in identifying depres-
sion in their children. Ratings scales, for both
parents and youth, were described as espe-
cially valuable for the assessment purposes of
screening, treatment monitoring, and treat-
ment evaluation. Unfortunately, most such
rating scales have rather poor discriminant va-
lidity, especially with respect to anxiety disor-
ders. The authors also indicated that, because
so little research exists on the assessment of
depression in preschool-age children, it is not
possible to make strong recommendations for
clinicians conducting such assessments.

Based on extensive research, Joiner et al.
(2005) concluded that depression can be reli-
ably and validly assessed, although they cau-
tioned that attention must be paid to the dif-
ferential diagnosis of subtypes of depression,
such as melancholic-endogenous depression,
atypical depression, and seasonal affective dis-
order. The authors noted that there is no
strong evidence of gender or ethnicity biases
in depression assessment instruments and,
although there is some concern about in-
flated scores on self-report measures among
older adults (primarily due to items deal-
ing with somatic and vegetative symptoms),
good measures are available for use with older



adults. Psychometrically strong measures ex-
ist for both screening and treatment moni-
toring purposes; for this latter purpose, some
research has indicated that clinician ratings
are more sensitive to treatment changes than
are client ratings. Nevertheless, Joiner and
colleagues emphasized that the methods and
measures currently available to assess depres-
sion have yet to demonstrate their value in the
design or delivery of intervention services to
depressed adults.

Because of the relative recency of the re-
search literature on bipolar disorder in youth
and the ongoing debate about the validity
of the diagnosis in children and adolescents,
Youngstrom etal. (2005) focused on providing
guidance on how evidence-based assessment
might develop for this disorder. The paucity
of psychometrically adequate interviews and
self-report instruments led the authors to ad-
dress foundational elements that should be in-
cluded in an assessment. For example, they
stressed the need to carefully consider family
history: Although an average odds ratio of 5
has been found for the risk of the disorder in
a child if a parent has the disorder, approxi-
mately 95% of youth with a parent who has
bipolar disorder will not, themselves, meet di-
agnostic criteria. They also emphasized the
importance of attending to symptoms that
are relatively specific to the disorder (e.g., el-
evated mood, grandiosity, pressured speech,
racing thoughts, and hypersexuality) and to
evidence of patterns such as mood cycling and
distinct spontaneous changes in mood states.
Because of the likely lack of insight or aware-
ness in youth of possible manic symptoms,
collateral information from teachers and par-
ents has been shown to be particularly valu-
able in predicting diagnostic status. Finally,
due to the need to identify patterns of mood
shifts and concerns about the validity of ret-
rospective recall, Youngstrom and colleagues
(2005) strongly recommended that an assess-
ment for possible bipolar disorder should oc-
cur over an extended period, thus allowing the
clinician an opportunity to obtain data from
repeated evaluations.

Personality Disorders

In their review of the literature on the as-
sessment of personality disorders, Widiger &
Samuel (2005) described several scientifically
sound options for both semistructured inter-
views and self-report measures, although they
did note that not all instruments have nor-
mative data available. To maximize accuracy
and minimize the burden on the clinician,
they recommended a strategy whereby a pos-
itive response on a self-report instrument is
followed up with a semistructured interview.
Concerns about limited self-awareness and in-
accuracies in self-perception among individ-
uals being assessed for a personality disor-
der raise the issue of relying on self-report,
whether on rating scales or interviews. More-
over, given the potential for both gender and
ethnicity biases to occur in these instruments,
clinicians must be alert to the possibility of di-
agnostic misclassification. As with youth dis-
orders, the use of collateral data is strongly
encouraged, especially as research has indi-
cated that both client and informant provide
data that contribute uniquely to a diagnos-
tic assessment. Widiger & Samuel (2005) also
underscored the need for the development of
measures to track treatment-related changes
in maladaptive personality functioning.

Couple Distress

Snyder et al. (2005) presented a conceptual
framework for assessing couple functioning
that addresses both individual and dyadic
characteristics. Drawing on extensive stud-
ies of intimate relationships, they highlighted
the need to assess relationship behaviors
(e.g., communication, handling conflict), rela-
tionship cognitions (e.g., relationship-related
standards, expectations, and attributions), re-
lationship affect (e.g., rates, duration, and
reciprocity of both negative and positive af-
fect), and individual distress. Much valuable
information on these domains can be ob-
tained from psychometrically sound rating
scales; however, the authors concluded that
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most self-report measures have not under-
gone sufficient psychometric analysis to war-
rant their clinical use. Moreover, the au-
thors noted that very little progress had been
made in developing interview protocols that
demonstrate basic levels of reliability and
validity. They also stressed the unique con-
tribution afforded by the use of analog be-
havior observation in assessing broad classes
of behavior such as communication, power,
problem solving, and support/intimacy. Thus,
rather than recommending a specific set of
measures to be used in assessing couples,
Snyder and colleagues (2005) suggested
that their behavior/cognition/affect/distress
framework be used to guide the selection of
constructs and measures as the assessment
process progressed from identifying broad re-
lationship concerns to specifying elements of
these concerns that are functionally linked to
the problems in couple functioning.

CHALLENGES IN DEVELOPING
AND DISSEMINATING
EVIDENCE-BASED ASSESSMENT

Based on the foregoing analysis of EBA for
commonly encountered clinical conditions,
many scientific and logistic challenges must be
addressed. In this section, we focus on some
of the more pressing issues stemming from
efforts to develop a truly evidence-based ap-
proach to assessment in clinical psychology.
‘We begin with the basic question of what con-
stitutes “good enough” psychometric criteria,
then move on to examine issues such as co-
morbidity, attention to diversity parameters,
and the promotion of EBA in clinical practice.
Additional potential challenges in EBA, such
as the use of multiple measures and multiple
informants and the integration of assessment
data, are discussed below in a section on in-
cremental validity.

Defining Psychometric Adequacy

In their presentation on the assessment of de-
pression in youth, Klein and colleagues (2005)
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queried what constitutes an acceptable level of
reliability or validity in an instrument. After
many decades of research on test construc-
tion and evaluation, it would be tempting to
assume that the criteria for what constitutes
“good enough” evidence to support the clini-
cal use of an instrument have been clearly es-
tablished: Nothing could be further from the
case. The Standards for Educational and Psy-
chological Testing (Am. Educ. Res. Assoc., Am.
Psychol. Assoc., Natl. Counc. Meas. Educ.
1999) set out generic standards to be followed
in developing and using tests, and these stan-
dards are well accepted by psychologists. In
essence, for an instrument to be psychometri-
cally sound, it must be standardized, have rele-
vant norms, and have appropriate levels of re-
liability and validity (cf. Hunsley et al. 2003).
The difficulty comes in defining what stan-
dards should be met when considering these
characteristics.

As we and many others have stressed in our
work on psychological assessment, psychome-
tric characteristics are not properties of an in-
strument per se, but rather are properties of
an instrument when used for a specific pur-
pose with a specific sample. For this reason,
many assessment scholars and psychometri-
cians are understandably reluctant to provide
precise standards for the psychometric prop-
erties thatan instrument or strategy must have
in order to be used for assessment purposes
(e.g., Streiner & Norman 2003). On the other
hand, both researchers and clinicians are con-
stantly faced with the decision of whether an
instrument is good enough for the assessment
task at hand.

Some attempts have been made over the
past two decades to delineate criteria for mea-
sure selection and use. Robinson, Shaver &
Wrightsman (1991) developed evaluative cri-
teria for the adequacy of attitude and per-
sonality measures, covering the domains of
theoretical development, item development,
norms, interitem correlations, internal con-
sistency, test-retest reliability, factor analytic
results, known groups validity, convergent
validity, discriminant validity, and freedom



from response sets. Robinson and colleagues
(1991) also used specific criteria for many of
these domains. For example, a coefficient «
of 0.80 was deemed exemplary, as was the
availability of three or more studies show-
ing the instrument had results that were in-
dependent of response biases. More recently,
efforts have been made to establish general
psychometric criteria for determining dis-
ability in speech-language disorders (Agency
Healthc. Res. Qual. 2002) and reliability cri-
teria for a multinational measure of psychi-
atric services (Schene et al. 2000). Taking a
different approach, expert panel ratings were
used by the Measurement and Treatment Re-
search to Improve Cognition in Schizophre-
nia Group to develop a consensus battery of
cognitive tests to be used in clinical trials in
schizophrenia (MATRICS 2006). Rather than
specify precise psychometric criteria, panelists
were asked to rate, on a nine-point scale,
each proposed test’s characteristics, includ-
ing test-retest reliability, utility as a repeated
measure, relation to functional outcome,
responsiveness to treatment change, and
practicality/tolerability.

In a recent effort to promote the develop-
ment of EBA in clinical assessment, we devel-
oped a rating system for instruments that was
intended to embody a “good enough” princi-
ple across psychometric categories with clear
clinical relevance (Hunsley & Mash 2006).
We focused on nine categories: norms, in-
ternal consistency, interrater reliability, test-
retest reliability, content validity, construct
validity, validity generalization, sensitivity to
treatment change, and clinical utility. Each
of these categories is applied in relation to
a specific assessment purpose (e.g., case con-
ceptualization) in the context of a specific
disorder or clinical condition (e.g., eating dis-
orders, self-injurious behavior, and relation-
ship conflict). For each category, a rating of
acceptable, good, excellent, or not applicable
is possible. The precise nature of what con-
stitutes acceptable, good, and excellent var-
ied, of course, from category to category. In
general, though, a rating of acceptable indi-

cated that the instrument meets a minimal
level of scientific rigor, good indicated that
the instrument would generally be seen as pos-
sessing solid scientific support, and excellent
indicated there was extensive, high-quality
supporting evidence. When considering the
clinical use of a measure, it would be desirable
to use only those measures that would meet, at
aminimum, our criteria for good. However, as
measure development is an ongoing process,
we felt it was important to provide the option
of the acceptable rating in order to fairly eval-
uate (2) relatively newly developed measures
and (b) measures for which comparable levels
of research evidence are not available across
all psychometric categories in our rating
system.

To illustrate this rating system, we focus on
the internal consistency category. Although
a number of indices of internal consistency
are available, ot is the most widely used index
(Streiner 2003). Therefore, even though con-
cerns have been raised about the potential for
undercorrection of measurement error with
thisindex (Schmidtetal. 2003), we established
criteria for « in our system. Across all three
possible ratings in the system, we encouraged
attention to the preponderance of research re-
sults. Such an approach allows a balance to
be maintained between (#) the importance of
having replicated results and (/) the recogni-
tion that variability in samples and sampling
strategies will yield a range of reliability val-
ues for any measure. Ideally, meta-analytic in-
dices of effect size could be used to provide
precise estimates from the research literature.
Recommendations for what constitutes good
internal consistency vary from author to au-
thor, but most authorities seem to view 0.70
as the minimum acceptable value (cf. Charter
2003). Accordingly, our rating of adequate is
appropriate when the preponderance of evi-
dence indicated values of 0.70-0.79. For a rat-
ing of good, we required that the preponder-
ance of evidence indicated values of 0.80-0.89.
Finally, because of cogent arguments that an
o value of at least 0.90 is highly desirable
in clinical assessment contexts (Nunnally &
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Bernstein 1994), we required that the prepon-
derance of evidence indicated values >0.90 for
an instrument to be rated as having excellent
internal consistency. That being said, it is also
possible for o to be too (artificially) high, as
a value close to unity typically indicates sub-
stantial redundancy among items.

Addressing Comorbidity

As stressed by all contributors to the special
sections on EBA described above, the need
to assess accurately comorbid conditions is
a constant clinical reality. Simply put, peo-
ple seen in clinical settings, across the age
span, frequently meet diagnostic criteria for
more than one disorder or have symptoms
from multiple disorders even if they occur ata
subclinical level (Kazdin 2005). Indeed, recent
nationally representative data on comorbidity
in adults indicated that 45% of those meet-
ing criteria for an anxiety, mood, impulse con-
trol, or substance disorder also met criteria for
one or two additional diagnoses (Kessler et al.
2005). At present, it is not possible to disen-
tangle the various factors that may account
for this state of affairs. True heterogeneity
among the patterns of presenting symptoms,
poor content validity within some symptom
measures, limitations inherent in current di-
agnostic categories, and the use of mixed-
age samples to estimate lifetime prevalence
of comorbidity, singly or together, can con-
tribute to the high observed rates of comor-
bidity (Achenbach 2005, Kraemer et al. 2006).

However, evidence is emerging that ob-
served comorbidity is at least partially due to
the presence of core pathological processes
that underlie the overt expression of a seem-
ingly diverse range of symptoms (Krueger &
Markon 2006, Widiger & Clark 2000). In par-
ticular, the internalizing and externalizing di-
mensions first identified as relevant to child-
hood disorders appear to have considerable
applicability to adult disorders. In a cross-
cultural study examining the structure of psy-
chiatric comorbidity in 14 countries, Krueger
et al. (2003) found that a two-factor (inter-
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nalizing and externalizing) model accurately
represented the range of commonly reported
symptoms. Moreover, there is evidence that
individuals diagnosed with comorbid condi-
tions are more severely impaired in daily life
functioning, are more likely to have a chronic
history of mental health problems, have more
physical health problems, and use more health
care services than do those with a single di-
agnosable condition (Newman et al. 1998).
Hence, for numerous reasons, the evidence-
based assessment of any specific disorder re-
quires that the presence of commonly encoun-
tered comorbid conditions, as defined by the
results of extant psychopathology research, be
evaluated.

Fortunately, viable options exist for con-
ducting such an evaluation. Conceptualizing
the assessment process as having multiple, in-
terdependent stages, it is relatively straight-
forward to have the initial stage address more
general considerations such as a preliminary
broadband evaluation of symptoms and life
context. As indicated by many contributors to
the special sections, some semistructured in-
terviews provide such information, for both
youth and adults. However, time constraints
and a lack of formal training, among other
considerations, may leave may clinicians dis-
inclined to use these instruments. Good alter-
natives do exist, including multidimensional
screening tools and brief symptom checklists
for disorders most frequently comorbid with
the target disorder (Achenbach 2005, Mash &
Hunsley 2005). Additionally, it may be worth-
while to ensure that the assessment includes
an evaluation of common parameters or do-
mains that cut across the comorbid condi-
tions. For example, regardless of the specific
diagnoses being evaluated, situational triggers
and avoidance behaviors are particularly im-
portant in the EBA of anxiety disorders in
adults (Antony & Rowa 2005).

Addressing Diversity
When considering the applicability and po-

tential utility of assessment instruments for a



particular clinical purpose with a specific in-
dividual, clinicians must attend to diversity
parameters such as age, gender, and ethnic-
ity. Dealing with developmental differences,
throughout the life span, requires measures
that are sensitive to developmental factors and
age-relevant norms. Unfortunately, it is often
the case that measures for children and ado-
lescents are little more than downward exten-
sions of those developed for use with adults
(Silverman & Ollendick 2005). On the other
hand, relevant research often is available to
guide the clinician’s choice of variables to as-
sess. For example, research indicating that
girls are more likely to use indirect and rela-
tional forms of aggression than they are phys-
ical aggression may point to different assess-
ment targets for girls and boys when assessing
youth suspected of having a conduct disorder
(Crick & Nelson 2002). Likewise, the litera-
ture is rapidly expanding on ethnic and cul-
tural variability in symptom expression and
the psychometric adequacy of commonly used
self-report measures in light of this variabil-
ity (e.g., Achenbach et al. 2005, Joneis et al.
2000).

Presentations of the conceptual and
methodological requirements and challenges
involved in translating a measure into a differ-
ent language and determining the appropri-
ateness of a measure and its norms to a specific
cultural group are also widely available (e.g.,
Geisinger 1994, van Widenfelt etal. 2005). As
described succinctly by Snyder et al. (2005),
four main areas need to be empirically evalu-
ated in using or adapting instruments cross-
culturally. These are (#) linguistic equivalence
of the measure, (b) psychological equivalence
of items, (¢) functional equivalence of the mea-
sure, including predictive and criterion valid-
ity, and (d) scalar equivalence, including re-
gression line slope and comparable metrics.
Addressing these areas provides some assur-
ance that cultural biases have been minimized
or eliminated from a measure. However, many
subtle influences may impede efforts to de-
velop culturally appropriate measures. For ex-
ample, investigations into the associations be-

tween ethnicity/culture and scores on a mea-
sure must be sensitive to factors such as sub-
group differences in cultural expression and
identity, socioeconomic status, immigration
and refugee experiences, and acculturation
(Alvidrez et al. 1996).

Notwithstanding the progress made in de-
veloping assessment methods and measures
that are sensitive to diversity considerations,
a very considerable challenge remains in de-
veloping EBAs that are sensitive to aspects
of diversity. As cogently argued by Kazdin
(2005), the number of potential moderating
variables is so large that it is simply not re-
alistic to expect that we will be able to de-
velop an assessment evidence base that fully
encompasses the direct and interactional in-
fluences these variables have on psychologi-
cal functioning. Therefore, in addition to at-
tending to diversity parameters in designing,
conducting, and interpreting assessment re-
search, psychologists need to be able to bal-
ance knowledge of instrument norms with
an awareness of an individual’s characteristics
and circumstances. The availability, for com-
monly used standardized instruments, of na-
tionally representative norms thatare keyed to
gender and age has great potential for aiding
clinicians in understanding client functioning
(Achenbach 2005). Such data must, however,
be augmented with empirically derived prin-
ciples that can serve as a guide in determining
which elements of diversity are likely to be of
particular importance for a given clinical case
or situation.

Dissemination

For those interested in advancing the use of
EBAs, the situation is definitely one in which
the “glass” can either be seen as “half full”
or as “half empty.” Recent surveys of clini-
cal psychologists indicate that a relatively lim-
ited amount of professional time is devoted to
psychological assessment activities (Camara
et al. 2000) and that relatively few clini-
cal psychologists routinely formally evaluate
treatment outcome (Cashel 2002, Hatfield &
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Ogles 2004). Despite mounting pressure for
the use of outcome assessment data in devel-
oping performance indicators and improving
service delivery (e.g., Heinemann 2005), one
recent survey found that, even when outcome
assessments were mandatory in a clinical set-
ting, most clinicians eschewed the available
data and based their practices on an intu-
itive sense of what they felt clients needed
(Garland etal. 2003). Furthermore, the assess-
ment methods and measures typically taught
in graduate training programs and those most
frequently used by clinical psychologists bear
little resemblance to the methods and mea-
sures involved in EBAs (Hunsley et al. 2004).
On the other hand, an increasing number of
assessment volumes wholeheartedly embrace
an evidence-based approach (e.g., Antony &
Barlow 2002, Hunsley & Mash 2006, Mash &
Barkley 2006, Nezu et al. 2000).

In 2000, the American Psychiatric Asso-
ciation published the Handbook of Psychiatric
Measures, a resource designed to offer infor-
mation to mental health professionals on the
availability of self-report measures, clinician
checklists, and structured interviews that may
be of value in the provision of clinical services.
This compendium includes reviews of both
general (e.g., health status, quality of life, fam-
ily functioning) and diagnosis-specific assess-
ment instruments. For each measure, there
is a brief summary of its intended purpose,
psychometric properties, likely clinical utility,
and the practical issues encountered in using
the measure. Relatedly, in their continuing ef-
forts to improve the quality of mental health
assessments, the American Psychiatric Asso-
ciation just released the second edition of its
Practice Guideline for the Psychiatric Evaluation
of Adults (2006). Drawing from both current
scientific knowledge and the realities of clini-
cal practice, this guideline addresses both the
content and process of an evaluation. Despite
the longstanding connection between psycho-
logical measurement and the profession of
clinical psychology, no comparable concerted
effort has been made to develop assessment
guidelines in professional psychology. From a
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purely professional perspective, this absence
of leadership in the assessment field seems un-
wise, but only time will tell whether the lack of
involvement of organized psychology proves
detrimental to the practice of psychological
assessment.

Indications are growing that, across pro-
fessions, clinicians are seeking assessment
tools they can use to determine a client’s level
of pretreatment functioning and to develop,
monitor, and evaluate the services received by
the client (Barkham et al. 2001, Bickman et al.
2000, Hatfield & Ogles 2004); in other words,
exactly the type of data encompassed by EBAs.
Assuming, therefore, that at least a sizeable
number of clinical psychologists might be
interested in adopting EBA practices, what
might be some of the issues that must be con-
fronted if widespread dissemination is to oc-
cur? There must be some consensus on the
psychometric qualities necessary for an in-
strument to merit its use in clinical services
and, ideally, there should be consensus among
experts about instruments that possess those
qualities when used for a specific assessment
purpose (Antony & Rowa 2005). Although
some clinicians may simply be unwilling to
adopt new assessment practices, it is impera-
tive that the response cost for those willing to
learn and use EBAs be relatively minimal. It
would be ideal if most measures used in EBAs
were brief, inexpensive to use, had robust reli-
ability and validity characteristics across client
groups, and were straightforward to adminis-
ter, score, and interpret. To enhance the value
of any guideline developed for EBAs, guide-
lines would need to be succinct, employ pre-
sentational strategies to depict complex psy-
chometric data in a straightforward manner,
be easily accessible (e.g., downloadable docu-
ments ona Web site), and be regularly updated
as warranted by advances in research (Mash
& Hunsley 2005). The strategies, methods,
and technologies needed to develop and main-
tain such guidelines are all readily available.
For example, meta-analytic summaries using
data across studies can provide accurate esti-
mates of the psychometric characteristics of



a measure. The challenge is to pull together
all the requisite components in a scientifically
rigorous and sustainable fashion.

One final point is also clear: Simply doing
more of the same in terms of the kind of assess-
ment research typically conducted will not ad-
vance the use of EBAs. At present, there con-
tinues to be a proliferation of measures, the
usual study focuses on a measure’s concurrent
validity with respect to other similar measures,
and relatively little attention is paid to the pre-
diction of clients’ real-world functioning or to
the clinical usefulness of the measure (Antony
& Rowa 2005, Kazdin 2005, McGrath 2001).
All of these mitigate against the likelihood of
clinicians having access to scientifically solid
assessment tools that are both clinically feasi-
ble and useful. In the sections below, we turn
to the clinical features necessary to the up-
take of EBAs—namely, incremental validity
and utility.

INCREMENTAL VALIDITY AND
EVIDENCE-BASED ASSESSMENT

Incremental validity is essentially a straight-
forward concept that addresses the question
of whether data from an assessment tool add
to the prediction of a criterion beyond what
can be accomplished with other sources of
data (Hunsley & Meyer 2003, Sechrest 1963).
Nested within this concept, however, are a
number of interrelated clinical questions that
are crucial to the development and dissemi-
nation of EBA. These include questions such
as whether it is worthwhile, in terms of both
time and money, to (#) use a given instru-
ment, (b)) obtain data on the same variable
using multiple methods, (¢) collect parallel
information from multiple informants, and
(d) even bother collecting assessment data
beyond information on diagnostic status, as
most evidence-based treatments are keyed to
diagnosis.

Ideally, incremental validity research
should be able to provide guidance to clini-
cians on what could constitute the necessary
scope for a given assessment purpose. Such

guidance is especially important in the realm
of clinical services to children and adoles-
cents, as the norm for many years has been to
collect data on multiple measures from mul-
tiple informants. In reality, however, there
is little replicated evidence in the clinical
literature on which to base such guidance
(cf. Garb 2003, Johnston & Murray 2003).
"This is primarily due to the extremely limited
use of research designs and analyses relevant
to the question of incremental validity of
instruments or data sources. Haynes & Lench
(2003) reported, for example, that over a
five-year period, only 10% of manuscripts
submitted for possible publication in the
journal Psychological Assessment considered a
measure’s incremental validity.

Nevertheless, in the literature some im-
portant incremental validity data are available
that have direct relevance to the practice of
clinical assessment. Moreover, a renewed fo-
cus on the topic (e.g., Haynes & Lench 2003,
McFall 2005) and the availability of guide-
lines for interpreting what constitutes clini-
cally meaningful validity increments (Hunsley
& Meyer 2003) may lead to greater atten-
tion to conducting incremental validity anal-
yses. In the following sections, we provide
some examples of the ways in which incre-
mental validity research has begun to ad-
dress commonly encountered challenges in
clinical assessment. We begin with research
on using data from multiple informants and
then turn to the use of data from multiple
instruments.

Data from Multiple Informants

As we indicated, in assessing youth, it has
been a longstanding practice for clinicians
to obtain assessment data from multiple in-
formants such as parents, teachers, and the
youths themselves. It is now commonly ac-
cepted that, because of differing perspectives,
these informant ratings will not be inter-
changeable but can each provide potentially
valuable assessment data (e.g., De Los Reyes
& Kazdin 2005). Of course, in usual clinical
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services, only a very limited amount of time
is available to obtain initial assessment data.
The obvious issue, therefore, is determin-
ing which informants are optimally placed
to provide data most relevant to the assess-
ment question at hand. Several distinct ap-
proaches to integrating data from multiple
sources can be found in the literature. As sum-
marized by Klein et al. (2005), these include
the “or” rule (assuming that the feature tar-
geted in the assessment is present if any in-
formant reports it), the “and” rule (requiring
two or more informants to confirm the pres-
ence of the feature), and the use of statisti-
cal regression models to integrate data from
the multiple sources. In the following exam-
ples, we focus on the issue of obtaining multi-
ple informant data for the purposes of clinical
diagnosis.

Several research groups have been at-
tempting to determine what could consti-
tute a minimal set of assessment activities re-
quired for the assessment of ADHD in youth
(e.g., Power etal. 1998, Wolraich et al. 2003).
Focusing on instruments that are both empir-
ically supported and clinically relevant, Pel-
ham and colleagues (2005) recently synthe-
sized the results of this line of research and
drew several conclusions of direct clinical
value. First, they concluded that diagnosing
ADHD is most efficiently accomplished by re-
lying on data from parent and teacher ADHD
rating scales. Structured diagnostic interviews
do not possess incremental validity over rat-
ing scales and, therefore, are likely to have
little value in clinical settings. Second, clin-
ical interviews and/or other rating scales are
important for gaining information about the
onset of the disorder and ruling out other con-
ditions. Such information can be invaluable
in designing intervention services and, con-
sistent with diagnostic criteria, confirmatory
data from both teachers and parents are nec-
essary for the diagnosis of ADHD. However,
in ruling out an ADHD diagnosis, it is not
necessary to use both parent and teacher data:
If either informant does not endorse rating
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items that possess strong negative predictive
power, the youth is unlikely to have a diagno-
sis of ADHD.

Youngstrom et al. (2004) compared the
diagnostic accuracy of six different instru-
ments designed to screen for youth bipo-
lar disorder. Three of these instruments in-
volved parent reports, two involved youth
self-reports, and one relied on teacher reports.
Parent-based measures consistently outper-
formed measures based on youth self-report
and teacher report in identifying bipolar dis-
order among youth (as determined by a struc-
tured diagnostic interview of the youth and
parent). Additionally, the researchers found
that no meaningful increment in predic-
tion occurred when data from all measures
were combined. Although none of the mea-
sures studied was designed to be a diagnos-
tic instrument, and none was sufficient on
its own for diagnosing the condition, the
clinical implications from these findings are
self-evident.

Data from Multiple Instruments

Within the constraints of typical clinical prac-
tice, there are perennial concerns regarding
which instruments are critical for a given
purpose and whether including multiple in-
struments will improve the accuracy of the
assessment. In the research on the clinical as-
sessment of adults, a growing number of stud-
ies address these concerns. We have chosen to
illustrate what can be learned from this liter-
ature by focusing on two high-stakes assess-
ment issues: detecting malingering and pre-
dicting recidivism.

The detection of malingering has become
an important task in many clinical and foren-
sic settings. Researchers have examined the
ability of both specially developed malinger-
ing measures and the validity scales included
in broadband assessment measures to identify
accurately individuals who appear to be feign-
ing clinically significant distress. In this con-
text, Bagby etal. (2005) recently evaluated the



incremental validity of several MMPI-2 va-
lidity scales to detect those faking depressive
symptoms. Data from the Malingering De-
pression scale were compared to the F scalesin
a sample of MMPI-2 protocols that included
depressed patients and mental health pro-
fessionals instructed to feign depression. All
validity scales had comparable results in de-
tecting feigned depression, with no one scale
being substantially better than any other scale.
The Malingering Depression scale was found
to have slight, but statistically significant, in-
cremental validity over the other scales. How-
ever, the researchers reported that this sta-
tistical advantage did not translate into a
meaningful clinical advantage: Very few ad-
ditional “malingering” protocols were accu-
rately identified by the scale beyond what was
achieved with the generic validity scales.

The development of actuarial risk scales
has been responsible for significant advances
in the accurate prediction of criminal recidi-
vism. Seto (2005) examined the incremental
validity of four well-established actuarial risk
scales, all with substantial empirical support,
in predicting the occurrence among adult sex
offenders of both serious violent offenses and
sexual offense involving physical contact with
the victims.

As some variability existed among the
scales in terms of their ability to predict
accurately both types of criminal offenses,
Seto (2005) examined the predictive value
of numerous strategies for combining data
from multiple scales. These included both
the “or” and “and” rules described above,
along with strategies that used the average
results across scales and statistical optimiza-
tion methods derived via logistic regression
and principal component analysis. Overall,
Seto found that no combination of scales im-
proved upon the predictive accuracy of the
single best actuarial scale for the two types of
criminal offenses. Accordingly, he suggested
that evaluators should simply select the sin-
gle best scale for the assessment purpose,
rather than obtaining the information nec-

essary for scoring and interpreting multiple
scales.

CLINICAL UTILITY AND
EVIDENCE-BASED ASSESSMENT

The concept of clinical utility has received
a great deal of attention in recent years. Al-
though definitions vary, an emphasis on gar-
nering evidence regarding actual improve-
mentsin both decisions made by clinicians and
service outcomes experienced by patients and
clientsis at the heart of clinical utility, whether
the focus is on diagnostic systems (First et al.
2004, Kendell & Jablensky 2003), assessment
tools (Hunsley & Bailey 1999, McFall 2005),
or intervention strategies (Am. Psychol.
Assoc. Presid. Task Force Evid.-Based Pract.
2006).

Without a doubt, recent decades have wit-
nessed considerable advances in the quality
and quantity of assessment tools available for
studying both normal and abnormal human
functioning. On the other hand, despite thou-
sands of studies on the reliability and valid-
ity of psychological instruments, very little
evidence exists that psychological assessment
data have any functional relation to the en-
hanced provision and outcome of clinical ser-
vices. Indeed, the Lima et al. (2005) study
described above is one of the few examples
in which an assessment tool has been exam-
ined for evidence of utility. However, a truly
evidence-based approach to clinical assess-
mentrequires notonly psychometric evidence
of the soundness of instruments and strate-
gies, but also data on the fundamental ques-
tion of whether or not the assessment enter-
prise itself makes a difference with respect to
the accuracy, outcome, or efficiency of clinical
activities.

One exception to this general state of af-
fairs can be found in the literature on the
Outcome Questionnaire-45 (OQ-45). The
0Q-45 measures symptoms of distress, in-
terpersonal relations, and social function-
ing, and has been shown repeatedly to have
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good psychometric characteristics, includ-
ing sensitivity to treatment-related change
(Vermeersch et al. 2000, 2004). Lambert et al.
(2003) conducted a meta-analysis of three
large-scale studies (totaling more than 2500
adult clients) in which feedback on session-
by-session OQ-45 data from clients receiv-
ing treatment was obtained and then, de-
pending on the experimental condition, was
either provided or not provided to the treat-
ing clinicians. In the clinician feedback con-
dition, the extent of the feedback was very
limited, involving simply an indication of
whether clients, based on normative data,
were making adequate treatment gains, mak-
ing less-than-adequate treatment gains, or ex-
periencing so few benefits from treatment that
they were at risk for negative treatment out-
comes. By the end of treatment, in the no-
feedback/treatment-as-usual condition, based
on OQ-45 data, 21% of clients had experi-
enced a deterioration of functioning and 21%
had improved in their functioning. In con-
trast, in the feedback condition, 13% had de-
teriorated and 35% had improved. In other
words, compared with usual treatment, sim-
ply receiving general feedback on client func-
tioning each session resulted in 38% fewer
clients deteriorating in treatment and 67%
more clients improving in treatment. Such
data provide promising evidence of the clin-
ical utility of the OQ-45 for treatment mon-
itoring purposes and, more broadly, of the
value of conducting utility-relevant research.

SUMMARY POINTS

CONCLUSIONS

In this era of evidence-based practice, there
is a need to re-emphasize the vital impor-
tance of using science to guide the selec-
tion and use of assessment methods and in-
struments. Assessment is often viewed as a
clinical activity and service in its own right,
but it is important not to overlook the inter-
play between assessmentand intervention that
is at the heart of providing evidence-based
psychological treatments. This assessment-
intervention dialectic, involving the use of as-
sessment data both to plan treatment and to
modify the treatment in response to changes
in a client’s functioning and goals (Weisz
et al. 2004), means that EBA has relevance
for a broad range of clinical services. Re-
gardless of the purpose of the assessment,
the central focus within EBA on the clini-
cal application of assessment strategies makes
the need for research on incremental valid-
ity and clinical utility abundantly clear. More-
over, although it is fraught with potential
problems, the process of establishing crite-
ria and standards for EBA has many bene-
fits, including providing (#) useful informa-
tion to clinicians on assessment options, (/)
indications of where gaps in supporting sci-
entific evidence may exist for currently avail-
able instruments, and (¢) concrete guidance
on essential psychometric criteria for the
development and clinical use of assessment
instruments.

1. Evidence-based assessment (EBA) is a critical, but underappreciated, component of

evidence-based practice in psychology.

2. Based on existing research, initial guidelines for EBAs have been delineated for many

commonly encountered clinical conditions.

3. Researchers and clinicians are frequently faced with the decision of whether an in-

strument is good enough for the assessment task at hand. Thus, despite the challenges

involved, steps must be taken to determine the psychometric properties that make a

measure “good enough” for clinical use.
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4. More research is needed on the influence of diversity parameters, such as age, gender,
and ethnicity, on assessment methods and measures. Additionally, empirically derived
principles that can serve as a guide in determining which elements of diversity are
likely to be of particular importance for a given clinical case or situation.

5. A growing body of research addresses the optimal manner for combining data from
multiple instruments and from multiple sources. Such research can inform the optimal
use of assessment data for various clinical purposes.

6. Clinical utility is emerging as a key consideration in the development of diagnostic
systems, assessment, and intervention. The utility of psychological assessment, and of
EBA itself, requires much greater empirical attention than has been the case to date.

7. Although a challenging enterprise due to the scope of the assessment literature, the
strategies, methods, and technologies needed to develop and maintain EBA guidelines
are available and can be used to advance the evidence-based practice of psychology.
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