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Abstract

The Child and Adolescent Symptom Inventory-Progress Monitor—Parent Form (CASI-PM-P) is a 29-item rating
scale designed to evaluate symptom change for commonly referred child and adolescent disorders. Its intended
applications include monitoring longer-term changes in clinical status and assessing intervention responsiveness.
To enhance practicality, there is one version of the CASI-PM-P for all age groups with a common set of norms for
both genders. Scoring procedures allow clinicians to assess whether observed symptom changes exceeded chance
fluctuations. Using a clinical sample of 2,693 children ages 3-17 years, the 29 symptom-related items were identified
that had the best item-to-total minus item correlations on the three age-appropriate scales of the Symptom In-
ventories. [tem-to-total minus item correlations of similar magnitude were also obtained for those items with the
standardization sample. In clinical samples, the CASI-PM-P scores had both high levels of internal consistency and
test-retest reliability and were sensitive to change in a treated sample. Collectively, the findings support the
reliability and validity of the CASI-PM-P as a measure of behavioral change in clinical settings, while continued
reseatch will be necessary to improve clinical utility and provide better documentation of the scale’s strengths and

weaknesses,

Introduction

N THE PAST TWO DECADES, the fields of psychology and

medicine have placed increasing emphasis on the valida-
tion and use of empirically supported treatments and
assessment instruments. A meta-analysis conducted in the
tnid-1980s demonstrated the efficacy of child psychothera-
peutic interventions, with some treatment approaches re-
ceiving more empirical support than others. These studies and
the numerous randomized clinical trials (RCT) conducted
since then have made it clear that treatment can be efficacious,
but that not all interventions are equally effective. Aided by
the Chambless committee’s review of empirically supported
treatments in psychology (Chambless et al. 1996) and the
emphasis on evidence-based practice and continuous quality
improvement in health care (Sackett et al. 2000), there has
been a growing awareness of the importance of monitoring
changes in child behavior during the course of treatment and
longer-term follow up in everyday clinical practice in mental
health centers, outpatient treatment facilities, and private

practice settings. Bickman (2008) argues that mental health
services for children are unlikely to improve without such a
system.

Hoagwood et al. {1996} proposed a comprehensive con-
ceptual model for assessing child mental health outcomes.
This SFCES model proposed that the assessment of outcomes
should occur acress several domains involving symptoms
and diagnoses (Symptoms), child functioning (Functicning),
consumer perspectives {e.g., patient satisfaction; Consumer),
environment {e.g., marital relationships in the child’s home;
Environment), and systems (e.g., change in level or type of
service received; Systems). The assessment of symptom
change is a key element of this comprehensive model. Al-
though symptom change is assessed routinely with evidence-
based measures in RCTs, which comprise much of the child
psychotherapy research literature, they are used much less
commonly to assess symptom change in every-day child
psychotherapy settings.

The recent emphasis on the use of evidence-based inter-
ventons has been accompanied by an increased awareness of
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the discrepancy in expected outcomes for treatments admin-
istered in highly controlled research settings (efficacy) versus
everyday clinical practice {effectiveness; Weisz et al. 1992). In
general, effect sizes are much larger in the former versus the
latter. It is noteworthy that there are very few published re-
ports of psychotherapeutic outcomes in children in standard
clinic settings. For example, Weisz et al. (1992) note only nine
such studies, and our search yields only one additional report
{Weiss et al.1999). Undoubtedly, there are a number of rea-
sons why there are so few outcomes studies in standard
clinical practice, but the lack of availability of a time-efficient
test battery for use in real-world settings is a contributing
factor.

Efficacy-based RCTs are typically conducted in a situation
that is conducive to monitoring outcomes. Parents consent to
treatment and to assessment procedures, thus agreeing to
spend time completing outcome assessment batteries in ad-
vance, and often being compensated for the time it takes to
complete such assessment batteries. It is not surprising that
parents will complete outcomes measures under these cir-
cumstances. Similarly, in adequately funded effectiveness
trials, extensive outcome batteries can also be obtained.

Conditions are quite different in outcome studies that
Weiss (1998) refers to as routine monitoring of mental health
treatments where the goal is “to determine, for a particu-
lar clinic or practice group, the parameters of the treat-
ment’s effectiveness.” Such studies may be done to: (1) assess
“guality of care,” determining if a freatment is meeting a pre-
determined standard; (2) assess “absolute effectiveness,” to
see if treatment is producing change at all; (3} conduct an
“effectiveness comparison,” to examine which of two types of
treatment in a clinic is more effective; (4) perform a “com-
parison to a published standard,” in which the clinic’s
outcomes are compared to those conducted elsewhere and
published previously; (5) conduct a “client subgroup” study
to determine if a treatment is as effective with one group of
patients as another. Such studies are crucial if quality is to
improve at the standard clinic level, but are seldom im-
plemented or published. The burden imposed on patients to
complete complex, time-consuming outcome measures can
pose an additicnal barrier.

There is a plethora of questionnaires designed to assess
behavior problems in children—too many to review here.
They can, however, be divided into two types: broadband and
narrowband instruments, Broadband instruments are de-
signed to measure a number of different diagnostic categories
or types of behavior problems. Two examples of commenly
used broadband instruments are the Child Behavior Checklist
(Achenbach 1991) and Child Symptom Inventory-4 (Gadow
and Sprafkin 2002). The most popular broadband instruments
all have good psychometric properties and have normative
data based on large samples of children. Their major disad-
vantage as measures of treatment outcome is the length of
time they take to complete, often 15-20 minutes. In routine
monitoring of clinical services, these instruments may be
more suitable for assessing treatment outcomes between long
time intervals (e.g., at the beginning and end of treatment).
The time that these measures take to complete, however,
places an undue burden on patients if monitoring is to occur at
more regular intervals, such as at each treatment session or
even monthly. Under those circumstances, a much briefer
measure may be needed.

LAVIGNE ET AL.

Narrowband instruments are designed to assess either a
single diagnostic category or type of behavior problem, or else
a small number of such problems. Examples of such instru-
ments are the Conners’ scale {Conners et al. 1998) and Du Paul
scales (DuPaul et al. 1998} for assessing attention-deficit/
hyperactivity disorder (ADHD), and the Screen for Child
Arxiety Related Emotional Disorders (SCARED) (Birmaher
et al. 1997) for assessing anxiety in children. These instru-
ments can be completed relatively quickly. A major drawback
of such instruments in clinical settings, however, is the in-
ability of any single narrowband instrument to assess co-
morbid conditions, which recent studies show are quite
common in typical clinical settings (Weisz et al. 1997). Mon-
itoring outcomes in patients with co-morbid disorders would
require the use of multiple narrowband measures, thus in-
creasing the time and response burden and making compli-
ance less likely.

It is also becoming clear that there are advantages to
monitoring symptom change on a regular basis rather than
after long intervals, which is often the case in pre- and post-
treatment procedures, Studies with children show that both
sudden gains {L.e, large changes between two sessions) and
eatly gains (i.e, large changes early in the treatment process)
occur in child psychotherapy. For example, in one study
conducted in a standard clinical treatment setting (Cromley
and Lavigne 2008), early gains were associated with better
long-term change, and the absence of early gains was asso-
ciated with poor long-term outcome. This pattern of results
suggests that monitoring of treatment progress on a session-
by-session basis, at least early in treatment, could be impor-
tant for deciding when treatment is likely to be effective
and when changes in freatment approach are important. To
conduct such session-by-session monitoring, however, par-
ticularly with patients showing one or more co-morbid con-
ditions, it is necessary to use a brief, broadband measure.

Both clinicians and researchers working with children are
aware that multiple informants can provide important infor-
mation about the child’s behavior, including teachers, par-
ents, and the child himself or herself. Frequently, information
from all sources can be important in monitoring the child’s
behavior. Parent reports are particularly important for several
reasons: (1) children tend to under-report disruptive behavior
symptoms compared to parents; {2) children are more likely to
report internalizing symptoms than parents, but are some-
times guarded or defensive in reporting such symptoms, ne-
cessitating reliance upon parental report; and (3) younger
children have more difficulty reporting symptoms, making
parental report critical with younger children. Because self-
report is not possible or reliable with young children, and
teacher reports may be difficult to obtain on a regular basis in
everyday clinical practice, a parent-completed measure may
be the only instrument that can be used consistently across all
children receiving treatment; and (4) parents are key stake-
holders in the therapeutic process, often deciding whether the
child will continue in therapy, and it is important to know if
they believe that progress is occurring.

There are relatively few brief, broadband measures that
may be suitable for monitoring therapeutic progress in mental
health settings, The Strengths and Difficulties Questionnaire
{Goodman 1997), a 25-item scale designed for use with chil-
drenages 4-16, assesses hyperactivity, conduct, and emotional
symptoms. The questionnaire was designed for behavioral
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screening, and its advantages include emphasis on assessing
strengths as well as problems, extensive psychometric vali-
dation, and assessment of functional impairment. Its limita-
tions are a less than optimal standardization sample (i.e.,
differences between the nonpsychiatric and psychiatric sam-
ple); subscales are not keyed to Disgnostic and Statistical
Muanual of Mental Disorder (DSM) diagnostic categories; and
the scale was not developed for monitoring behavioral
change. A second set of measures is the Chio Scales {Ogles
et al. 2001), which contain 44 items and were designed for
progress monitoring with children ages 5-18 years. The Ohio
Scales were designed specifically for assessing outcomes and
are available in parallel parent, youth, and agency worker
forms. Although individual items are keyed to Diagnostic and
Statistical Manual of Mental Disorders, 4™ edition (DSM-IV)
{American Psychiatric Association 1994), only an overall
- “problem severity” scale can be derived, making it difficult
to monitor children who have problems in a specific area.
The Ohio Scales were shown to detect changes in symptoms
over time, but there are no reports on sensitivity to change
associated with treatment. A third measure, the Youth Out-
come Questionnaire {YOQ) (Dunn et al. 2005), was designed
for parent and adolescent self-report, but the psychometric
analyses were conducted primarily with the latter. The YOQ
is not DSM-IV-referenced and therefore requires the extrap-
olation of obtained scores to improvement in traditionally
defined diagnostic constructs. Finally, the Peabody Treatment
Progress Battery is available, but only for youths ages 11-18
and not for younger children (Bickman 2008). In summary,
there clearly is a need for additional research into parent-
completed instruments to monitor therapeutic progress
across all age groups for clinical settings.

The parent (P’) version of the Child and Adolescent Symp-
tom Inventory-Progress Monitor (CASI-PM-P) was devel-
oped for use with patients referred to child and adolescent
mental health facilities where time and staffing constraints
greatly limit data collection, particularly instruments that
need to be administered repeatedly in the course of clinical
care. As a result, we sought to develop a rating scale that: (1)
was suitable for a broad age range (3-18 years); (2) was rela-
tively brief and easy to complete; (3} was available in a single
form for all ages with a common set of clinical norms for both
genders to facilitate scoring and administration; {4) had nor-
mative data for non-referred youths for comparison purposes;
(5) allowed for monitering specific types of disorders as well
as overall symptom levels; (6) provided an overall assessment
of functioning; and (7) included appropriate procedures to
allow clinicians to assess whether observed changes exceeded
chance fluctuations in symptom reports.

The present report describes the development of the CASI-
PM-P and its reliability, validity, and sensitivity to change
associated with treatment. One common approach to asses-
sing a measure’s sensitivity to change is to determine if it
reflects within-subject variation in patients undergoing an
effective intervention (Vermeersch et al. 2000). This approach,
however, is difficult to implement in real-world clinical set-
tings where, for ethical and practical reasons, withholding
treatment (i.e., comparison condition) is problematic. It is also
not possible to determine a priori whether a measure proven
responsive to therapeutic improvement in a randomized trial
is equally helpful in routine clinical care, which has led re-
searchers to seek alternative comparison groups. For example,
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Veermersch et al. {2004) compared behavioral improvement
resulting from therapy in regular clinic settings with changes
over time in a group of college students not seeking treatment
to demonstrate that their instrument was sensitive to change.
With child patients, Weisz et al. (1987) reported that there
were no differences in demographic characteristics and clini-
cal measures between patients who dropped out of psycho-
therapy and those who completed treatment. These results
agree with other reports (Levitt 1971; McAdoo and Roeske
1973) and suggest that dropouts may be an acceptable, nat-
urally occurring control group for use in outcome research.
Although there may be limitations in using dropouts to assess
overall effectiveness, data from dropouts receiving only a
small “dose” (i.e., number of sessions) of freatment may be
useful in assessing whether an instrument is responsive to
therapeutic change. In the present study, we hypothesized
that children who continued in treatment would show greater
progress than children who left treatment early. Given the
negative findings for outpatient treatment, we did not expect
these changes to be very large, but did expect that the trajec-
tory of change would be greater for those receiving more
sessions,

When assessing therapeutic improvement, it is also im-
portant not to over-interpret small changes in symptom
manifestation that may be due to random fluctuations in
symptoms, reporting error, or unreliability of the measure. In
the present study we computed a reliable change index (RCI)
{Jacobson and Truax 1991; Jacobson et al. 199%) and examined
whether those continuing in treatment were more likely to
achieve a reliable change.

Method
Parlicipants

To generate a comprehensive picture of the psychometric
properties of the CASI-PM-P, it was necessary to analyze data
from several different samples.

ltem selection sample. The clinical sample used to iden-
tify the optimalitems for inclusion in the CASI-PM-P consisted
of 2,693 parents of children referred to a large Midwestern
child psychiatric clinic between 2001 and 2005. The sample
included children ages 3-5 years {(n = 605, 442 boys, 163 gizls),
6-11 years (n= 1537, 1,069 boys, 468 girls), and 12-17 years
(n =551, 312 boys, 239 girls). The clinic serves a diverse cli-
entele, and is approximately 45% self-identified white, non-
Hispanic European American; 23%, African American; and
24%, Hispanic American.

Test-retest samples.  After the measure was developed, a
small sample of 24 families whose child was beginning a di-
agnostic evaluation were recruited from the same clinic, gave
consent, and completed a CASI-PM-P at the time of the initial
evaluation and again 1-2 weeks later,

Subsequently, test-retest reliability was reexamined in a
second clinical sample of 178 children ages 3-17 who were
routinely completing CASI-PM-Ps at clinic visits. This sam-
ple completed the Long Form of the Symptom Inventory
{Gadow and Sprafkin 1997b; Gadow and Sprafkin 1998;
Gadow and Sprafkin 2000) at the initial evaluation and the
CASI-PM-P at a subsequent clinic visit over a 1- to 33-week
petiod.
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Behavior change sample. Sensitivity to change was as-
segsed in a sample of 138 children and adolescents {(3-18
years). One of their caregivers, usually the mother, completed
the CASI-PM-F at consecutive clinic visits. Treatment was
provided by 21 clinicians, of whom 62% (n=13) were staff
and 38% (n = 8) were trainees, Clinical care was provided by
doctoral level psychologists (52%, n=11), trainees in clinical
psychology (33% n=7), and other staff (15%, n=3).

The type of treatment provided is best described as
“treatment as usual” (TAU) (Garland et al. 2006; Kolko 2006).
Therapists chose the type of treatment provided, which in-
cluded interventions from one or more of the following ori-
entations: supportive, family, psychodynamic, behavioral,
and cognitive behavioral. Some therapists followed manuals
derived from empirically supported treatment protocols
whereas others did not. Most therapists described themselves
as eclectic or integrative. When considered appropriate,
treatment also involved medication.

Standardization samples. The standardization samples
for the long form of the Symptom Inventories measures from
which the CASI-PM-P were derived were also used in psy-
chometric analysis. These included the standardization sam-
ples for the Early Childhood Inventory-4 (ECI4) (boys
n=268, gitls n=251) (Gadow and Sprafkin 1997b), Child
Symptom Inventory4 (CSI-4) (boys n=272, girls n=279)
{Gadow and Sprafkin 2002), and the Adolescent Symptom
Inventory-4 (ASI-4) (boys n = 2389, girls n =390) {(Gadow and
Sprafkin 1998). These samples are described in considerable
detail in prior publications (Gadow and Sprafkin 2006).

Measures

Symptom Inventory Long Form. The Symptom Inven-
tories are DSM-IV-referenced, broadband instruments for
assessing child and adolescent emotional and behavioral
problems. The Long Form of these measures refers to three
age-appropriate rating scales: the ECI-4 (Gadow and Sprafkin
1997b; Gadow and Sprafkin 2000} for 3-5 year olds in pre-
school programs, the CSI4 (Gadow and Sprafkin 1934;
Gadow and Sprafkin 2002) for 5-12 year olds in elementary
school, and the ASI-4 (Gadow and Sprafkin 1997a; Gadow
and Sprafkin 1998) for 12-18 year olds in middle or secondary
schools. In the present study, items from the following
symptom categories (scales) were used: attention-deficit/
hyperactivity disorder, including the inattention type
(ADHD-]), the hyperactive/impulsive type (ADHD-H), and
the combined type (ADHD-C); oppositional defiant disorder
(ODD); conduct disorder (CD); generalized anxiety disorder
(GAD); separation anxiety disorder (SAD); social phobia; and
major depressive episode (MDE).

The validity of the parent and teacher versions of the
Symptom Inventories has been examined in scores of studies
and includes comparisons with dimensional rating scales,
laboratory measures, chart diagnoses, and structured psy-
chiatric interviews; comparisons between symptomatic and
asymptomatic samples and between samples with specific
behavicral syndromes; and response to behavioral and
pharmacological interventions {Gadow and Sprafkin 19%4;
Gadow and Sprafkin 2002; Gadow and Sprafkin 2006). In
comparison to chart diagnoses (Gadow and Sprafkin 19%4;
Gadow and Sprafkin 2002) and structured psychiatric inter-
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views (Grayson and Carlson 1991; Spratkin et al. 2002), sen-
sitivity and specificity of parent screening cutoff scores
generally range from 0.70 to 0.90 for ADHD, ODD, and CD,
which, according to criteria outlined by Cicchetti et al. (1995),
is fair to excellent. The specificity of parent GAD and MDE
screening cutoff scores is good to excellent, but sensitivity is
low (0.56). The sensitivity of symptom severity cutoff scores,
however, is fair to excellent for all five disorders, In devel-
oping the CASI-PM-P, jtems were selected from the Long
Form of the Symptom Inventories that correlated highly with
the individual symptom scales, and that constituted scales
with good internal consistency and test-retest reliability.

Statistical analyses

Pearson correlations were conducted to examine item-to-
total minus item correlations, and correlations between scales.
To examine sensitivity to change, we compared changes for
an early dropout versus continued treatment group, while
entering the pretreatment total CASI-PM-P score as a co-
variate to contro! for initial severity. Inclusion of the dropout
group was necessary to control for the effects of regression to
the mean. By entering the pretreatment CASI-PM-P score as a
covariate, statistically significant group differences that
emerged would indicate that sensitivity to change on the
CASI-PM-P scores was not restricted to the highest scores.

To aid in the interpretation of change, the use of a reliable
change index (RCI} can be useful {Jacobson et al. 199%;
Jacobson and Truax 1991) and was computed for each scale
and summary score. The procedure described by Jacobson
and Truax (1991) was used, in which the pretreatment scale
score (i1} is subtracted from the score on the measure obtained
during or after treatment (x2) and then divided by the stan-
dard error of difference (Sqi) for that particular scale. When
the RCT is less than —1.96, posttest scores reflect a change that
exceeds a level that might be expected based upon the reli-
ability of the measure.

Results
ftem selection

Item-to-total minus item correlations in a clinic sample.
The items common to all three age-designated Long Forms
formed the item pool for these analyses. In selecting items for
the CASI-PM-P, we sought to identify the items that showed
the strongest correlations with the Long Form of the Symptom
Inventory. The initial analysis correlated each item with the
corresponding symptom scale score minus the score for that
item. This was done for each of the three different age groups
for the Long Form of each of the three Symptom Inventories.
Items with the best item-to-total minus item correlations
across the three age groups were then chosen for inclusion in
the CASI-PM-P. Table 1 shows the results of this analysis for
the 29 symptom-related items included in the CASI-PM-P.

Overall, items showed moderate (0.5-0.6) to good (0.7 and
above) item-to-total minus item correlations across 25 of the
29 items. Three items had moderate to high item-to-total
minus item correlations among older children and adoles-
cents but were lower for preschoolers (“is irritable most of the
day,” “shows little interest in jor enjoyment of | pleasurable
activities,” “has low energy level or is tired for no apparent
reason”). All of these items are associated with MDE, which
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Tapre 1. [TEM-TO-ToTAL MINUS ITEM CORRELATIONS
IN A CLINICAL SAMPLE {~=2693)

Item® ECI4 CSl4 ASI4
1. Fails to give attention to details 064 072 076
2. Difficulty paying attention 076 074 082
3. Difficulty following instructions NA 080 084
4. Difficulty organizing tasks 072 074 078
5. Difficulty remaining seated 077 078 076
6. Difficulty doing things quietly 075 075 o1
7. Is "on the go" 74 075 072
8. Difficulty awaiting turn 069 075 072
9. Defies what you tell themtodo 072 076 0.75

10. Angry and resentful 078 079 078

11. Takes anger out on others 078 078 078

12, Deliberately annoys others 0.76 074 072

13. Argues with adults 074 075 077

14. Bullies, threatens, or intimidates 0.76 0.71 (.64

15. Starts physical fights 075 065 062

16. Destroys others’ property 069 062 063

17. Acts restless or edgy NA 070 066

18. Irritable 047 065 061

19. Tense or unable to relax NA 070 067

20. Difficulty controlling worries NA 060 0.60

21. Worries parents will be hurt 068 066 0.68

22, Worries disaster will separate 056 066 0.66

parents

23. Upset when separated from 063 059 071

parents

24. Excessively shy 084 062 067

25. Cries, freezes, or withdraws 084 050 NA

from interacting

26. Depressed for most of day 070 071 076

27. Little interest in pleasurable 038 061 0.70

activities

28. Low energy level 043 053 065

*Truncated version of item.

All correlations p < .0001.

Abbreviations: ECI4, Early Childhood Inventory-4; CSIH4, Child-
hood Symptom Inventory-4; ASI4, Adolescent Symptom Inventory-
4; NA, not applicable.

occurs at low rates in that age group. One item (“when put in
an uncomfortable social situation, child cries, freezes, or
withdraws from interacting”) is more common for the pre-
school-age group and shows a high item-to-total minus item
correlation for that age group, but was lower in school-age
children for whom such extreme responses are less likely to
oceur in situations arousing social anxiety.

Item-to-total minus item correlations in the standardization
sample. After ascertaining which items seemed acceptable
in the clinic sample based on their item-to-total correlations,
item-to-total correlations were then calculated for the CASI-
PM-P items in the standardization sample for the Long Form,
with similar results (Table 2).

Final CASI-PM-P scale description

The CASI-PM-P scale that emerged after these analyses
contains 29 items from the Long Form: ADHD-I (Ttems 1-4),
ADHD-H (Items 5-8), ODD (Items 9-13), CD (Items 14-16),
GAD (ltems 17-20), SAD (Items 21-23), social phobia (5F)
(ltems 24-25), and MDE (Items 18, 26-28). One additional
item (Item 29) assesses functional impairment.
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A summary score is provided for ADHD-C, and there are
two additional CASI-PM-P summary scores that are not in-
cluded in the Long Form: Total Scale score (sum of items
1-29), and a Total Anxiety Scale score (sum of items 17-25).

Consistent with the Long Form, each item on the CASI-PM-
P is scored as occurring never (0}, sometimes (1), often (2), or
very often (3). Because the CASI-PM-P is intended for asses-
sing behavioral change, the parent is asked to rate the child’s
behavior since the last treatment visit.

Scoring is accomplished by summing the appropriate
scores for the items of each individual or summary scale. As
with the Long Form, related items are presented sequentially
to facilitate visual inspection and scoring. Prior research
suggests there is little difference in the psychometric proper-
ties whether items are grouped according to diagnostic con-
struct or randomly inter-mixed (Sprafkin and Gadow 2007).

Correlations between scales

Intercorrelations between CASI-PM-P subscales show a
predictable pattern, with moderate to high correlations be-
tween externalizing scales, including the ADHD scales, ODD,
and CD (Table 3). Among the internalizing scales, the corre-
lation between MDE and GAD scales were moderate to high,
whereas SAD and social phobia correlated at low levels with
other scales.

Reliabifity

Internal consistency. Internal consistency was calculated
for the entire clinical sample and was high for each scale for all
ages (Table 4). Internal consistency was high for school-age
children on all scales, but only moderate for the two-item
social phobia scale. Internal consistency was high for adoles-
cents for each subscale, but could not be calculated for social
phobia because only one item concerning social phobia in that
age group was included on the CASI-PM-P. For preschoolers,
internal consistency was high for ADHD, CD, 5AD, ODD,
and the summary scores for total problems and anxiety. It was
moderate in this age group for social phobia, MDE, and low
for GAD.

Test-retest reliability. Because the CASI-PM-P is de-
signed primarily to assess behavior change, it was particularly
important to determine its short-term stability in a clinical
sample. For that reason, the stability coefficient for the CASI-
PM-T was assessed in a clinical sample of children undergo-
ing an evaluation or just beginning to receive care. The 1- to
2-week stability (M =10.33 days, standard deviation {SD]=
5.68 days) in a subsample (n =24) of clinic-referred children
was high for all scales (Table 5).

The CASI-PM-P was then administered to 178 children at
the time of their initial evaluation and then again at a subse-
quent clinic visit 1-33 weeks (M =28.7 days, SD =34.7 days)
later (Table 6). In this larger sample over a longer time period,
test-retest reliability was high (>>0.7) for ADHD, ODD, and
CD scores, and moderate (0.5 to 0.6} for GAD, SAD, MDE,
social phobia, and Total Anxiety scores.

Functional impairment

We hypothesized that the functional impairment item
would be related to the severity of symptoms of each scale,
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TaBLE 2. ITEM-TO-TOTAL Minus ITEM CORRELATIONS IN THE STANDARDIZATION SAMPLE
Itend® ECl4 CSI-4 ASI-4
1. Fails to give attention to details 0.59 0.66 0.66
2. Difficulty paying attention 0.63 0.74 0.75
3. Difficulty following instructions 0.69 0.79 0.76
4. Difficulty organizing tasks 0.68 0.74 0.73
5. Difficulty remaining seated 0.68 0.72 0.65
6. Difficulty doing things quietly 0.63 0.69 0.67
7. 1s “on the go” 0.67 0.66 0.56
8. Difficulty awaiting turn 0.64 (.68 0.60
9. Defies what you tell them to do 0.67 0.74 0.72
10. Angry and resentful 0.72 0.74 0.72
11. Takes anger out on others 0.65 0.70 0.62
12, Deliberately annoys others 0.70 0.68 0.64
13. Argues with adults 0.65 0.69 0.67
14. Bullies, threatens, or intimidates 0.66 0.58 0.50
15, Starts physical fights 0.58 0.64 0.54
16. Destroys other’s property 0.57 0.72 0.34
17. Acts restless or edgy NA 0.70 0.69
18. Irritable 0.22 0.62 0.57
19. Tense or unable to relax NA 0.64 0.65
20. Controlling worries NA 0.60 0.55
21. Worries parents will be hurt 0.65 0.70 0.60
22. Worries disaster will separate parents 0.50 0.61 0.57
23. Upset when separated from parents 0.56 0.59 043
24, Excessively shy 0.21 0.36 0.64
25. Cries, freezes, or withdraws from interacting 0.22 .35 0.64
26. Depressed for most of the day 0.42/0.36 0.55/0.49 0.67/0.60
27. Little interest in pleasurable activities 0.36 0.45 0.65
28. Low energy level 0.41/0.33 0.41/042 0.58/0.60
29. How often do above interfere with school NA NA NA

work or social activities?

“Truncated version of item.
All correlations p < .0001.

Abbreviations: ECI-4, Early Childhood Inventory-4; CSI4, Childhood Symptom Inventory-4; ASI-4, Adolescent Symptom Inventory-4; NA,

not applicable.

with children described as having symptoms that never in-
terfered with their functioning having the lowest, or least
severe symptoms, and those with problems that interfered
“very often” with their functioning having the highest sever-
ity scores. Analyses of variance showed this to be true for each
scale {p < 0.001) except SAD, F(3, 137)=0.193, p=09

Validity

Correlations with the Long Form. The findings of nu-
merous studies show that the Long Form of the Symptom
Inventories is useful in screening children for a variety of
DSM-1V disorders {Gadow and Sprafkin 1997a; Gadow and

TaBLE 3. CASI-PM-P SCALE INTERCORRELATIONS

ADHD-I ADHD-H ADHD-C ODD CD GAD SAD SP  Anmx MDD Dysth  Dep Tolal
ADHD-I
ADHD-H 0.54
ADHD-C 0.86 0.89
OoDD 0.38 0.53 0.52
CD 0.31 0.50 0.47 0.69
GAD 0.25 0.19 0.25 042 028
SAD 0.08 0.15 0.13 020 015 028
5P 0.1z 0.08 0.11 011 007 022 029
Anx 0.23 0.21 0.25 038 026 081 071 059
MDD 0.25 0.12 0.20 041 029 068 026 033 064
Total 0.65 0.69 0.76 081 067 065 041 035 070 063

Note: All correlations significant at the 0.01 level, n = 2693.

CASI-PM-P, Child and Adolescent Symptom Inventory-Progress Monitor-Parent Form; ADHD-1, Attention-deficit/hyperactivity
disorder-inattentive type; ADHD-H, ADHD-hyperactive/impulsive type; ADHD-C, ADHD—ombined type; ODD, oppositional Defiant
disorder; CD, conduct disorder; GAD, generalized anxiety disorder; SAD, separation anxiety disorder; SP, social phobia; Anx, total anxiety
(combining arudety scales); MDD, major depressive disorder; Dysth, dysthymia; Dep, depression.
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TABLE 4. INTERNAL CONSISTENCY {ALPHA) FOR EaCH AGE
Grour FOR THE CASI-PM-P
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TaBLE 6. TEST-RETEST RELIABILITY
FOR A SAMPLE OF CHILDREN IN TREATMENT
WITH A MEAN OF 27.6 DAYS BETWEERN

Symptom category All ages ECI csI ASI ADMINISTRATIONS OF THE CASI-PM-P (N=178)
ADHD-I 0.87 0.85 0.87 090  Symptom category r
ADHD-H 0.88 0.86 0.87 0.85
oD 0.90 0.89 0.90 089 Total 0.83
Ch 0.82 0.86 0.81 077 ADHD-I 0.73
GAD 0.83 0.44 0.84 081 ADHD-H 0.86
SAD 0.79 0.78 0.80 081 ADHD-C 0.83
Social phobia 0.62 0.66 0.58 —2 0ODD 0.72
MDD 0.76 0.67 0.76 081 CD 0.72
Total 092 0.90 0.92 091 GAD 0.62
ADHD-C 0.89 0.89 0.89 0.89 SAD 0.54
Anxiety 0.80 0.74 0.80 078 MDD 0.68
Social phobia 0.66
Note: All correlations significant at the 0.01 level. Anxiety 0.68

*Can’t compute, only one item.

CASI-PM-P, Child and Adolescent Symptom Inventory-Progress
Monitor-Parent Form; ECI, Early Childhood Inventory; CSI, Child
Symptom Inventory; ASI,Adolescent Symptom Inventory; ADHD-],
Attention-deficit/hyperactivity disorder-inattentive type; ADHD-H,
ADHD-hyperactive/impulsive type; ADHD-C, ADHD-combined
type; ODD, oppositional defiant disorder; CD, conduct disorder;
GAD, generalized anxiety disorder; SAD, separation anxiety disor-
der; Anxiety, Total anxiety {combining anxiety scales); MDD, major
depressive disorder.

Sprafkin 2000; Gadow and Sprafkin 2002). In establishing the
validity of the CASI-PM-F, it was therefore important to
demonstrate that the CASEPM-P correlated with the Long
Form. Our analyses indicate that the CASI-PM-P correlates
very highly with the Long Form (Table 7). The correlation for
GAD was somewhat lower than for other scales because the
internal consistency of GAD was lower for that age group (see
Table 4).

Concurrent validity

Smith et al. {2000} note that one cannot assume that the
validity of the longer or complete version of a rating scale
applies to a shorter version. Ideally, assessments of the va-

TABLE 5. TEST-RETEST RELIABILITY (R)
AFTER 1 MonTH {v=24)

Symptom Category r

Total 0.92
ADHD-1 0.70
ADHD-H 0.90
ADHD-C 0.84
OoDD 0.71
CD 0.74
GAD 0.71
SAD 0.98
MDD 0.83
Social phobia 0.84
Anxiety 0.94

Note: All correlations significant at the (.01 level.

ADHDH, Attention-deficit/hyperactivity disorder-inattentive type;
ADHD-H, ADHD-hyperactive/impulsive type; ADHD-C, ADHD-
combined type; ODD, oppositional defiant disorder; CD, conduct
disorder; GAD, generalized arvdety disorder; SAD, separation anx-
iety disorder; Anxiety, total anxiety (combining anxiety scales); MDD,
major depressive disorder.

Note: All correlations significant at the 0.01 level.

CASI-PM-P, Child and Adolescent Symptom Inventory-Progress
Monitor-Parent Form ADHD-I: Attention-deficit/hyperactivity dis-
order-inattentive type; ADHD-H, ADHD-hyperactive/impulsive
type; ADHD-C, ADHD-combined type; ODD: oppositional defiant
disorder; CD, conduct disorder; GAD, generalized anxiety disorder;
SAD, separation anxiety disorder; Anxiety, total anxiety (combining
anxiety scales); MDD, major depressive disorder.

lidity of a shorter form will be conducted in independent
samples, but these data are not currently available for the
CASI-PM-P. Nevertheless, an estimate can be made of the
criterion validity of the shorter form, using the equation,
#{sc) = r(fc)x r(ss) /r(ff). In this equation, r{fc) is the correlation
between the short and long form, r{ss) is the reliability of the
short form, r(ff) is the reliability of the long form, and #(sc) is
the estimated correlation between the short form and the
criterion. The concurrent validity of the C5I-4 Long Form with
the Child Behavior Checklist (CBCL} (Achenbach 1991) has
been reported previously (Sprafkin et al. 2002) for boys ages

TABLE 7. CORRELATION (R) OF THE CASI-PM-P
wrTH THE LONG FORM oF THE (CSI]

Symptom category ECI CSsI ASI
ADHD-I 0.95 095 0.96
ADHD-H 0.95 0.9 0.95
ADHD-C 0.97 .97 0.97
oDD 0.98 0.98 0.98
CD 0.92 091 0.87
GAD 0.65 0.93 0.93
SAD 0.88 0.88 091
Social phobia 0.86 0.95 0.87
MDD 0.91 0.94 0.96
Dysthymia 0.92 0.96 0.96
Depression 0.94 0.96 0.57
Anxiety 0.84 0.94 0.94

Note: All correlations significant at the 0.01 level.

CASI-PM-F, Child and Adolescent Symptom Inventory-Progress
Monitor-Parent Form; ECI, Early Childhood Inventory; CSI, Child
Symptom Inventory; ASI, Adolescent Symptom Inventory; ADHD-1,
Attention-deficit/hyperactivity disorder-inattentive type; ADHD-H,
ADHD-hyperactive/impulsive type; ADHD-C, ADHD-combined
type; ODD, oppositional defiant disorder; CD, conduct disorder;
GAD, generalized anxiety disorder; SAD, separation anxiety disor-
der; Arvdety, total anxiety {combining anxiety scales); MDD, major
depressive disorder.
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6-11. The CBCL is a widely used, factor analytically derived,
behavior checklist, but the 1991 version of the CBCI, was not,
however, keyed to DSM-IV. As such, only moderate correla-
tions between either Long Form of the CSI and the CASI-FM-
P with the CBCL would be expected. As Table 8 indicates, the
concurrent validity of the CASI-PM-P scales with corre-
sponding CBCL factor scores was moderate to high, ranging
from 0.50 to 0.92. Further research will be needed to determine
if item coverage for each scale is sufficient.

Responsiveness to change

We hypothesized that children who continued in treatment
would show greater progress than children who left treatment
early. To test this hypothesis, we compared changes for an
early dropout group that completed no more than two treat-
ment sessions versus a “continued treatment” group that
continued in treatment. The mean number of CASI-PM-Ps
completed by the participants in the two group was 4.4
(SD =3.2; range, 2-17) For the early dropout group, a change
score was calculated by subtracting the pretreatment CASI-
PM-P from the CASI-PM-P completed at the second treatment
session, the time at which the youth had completed only one
visit. For the group continuing in treatment, the change score
was calculated by subtracting the pretreatment CASI-PM-P
from the CASI-PM-P completed at the youth's last visit during
the study period. At that time, the youth and family had
completed between 2 and 17 CASI-PM-Ps at clinic visits. The
dropout (M=24.58, SD=121) and continued treatment
groups (M =27.72, SD = 14.53) did not differ on initial base-
line scores for overall problem, $(135) — 1.30, p=0.194.

Consistent with the hypothesis, those continuing in treat-
ment showed greater improvement than did the early drop-
outs (M change for dropouts —2.35, SD=8.13, n=52; M
change for those continuing for 5 or more sessions —7.83,
SD=:12.38, n=85), F(1, 134)=6.37, p=0.013. Total initial
severity also predicted improvement, F(1, 134)=62.36,
p=0.000. To achieve a reliable change, a 12-point improve-
ment in Total score was needed. A reliable change was sig-
nificantly more likely for those continuing in treatment
(32.9%, n=28) than dropping out {7.7%, n=4) (X*=1149,
df=1, p=0.001). Overall, the pattern of scores is consistent
with the Total score for the CASI-PM-F being sensitive to
therapeutic improvement. .

LAVIGNE ET AL.

Calculating sensifivity to change for each subscale of the
CASI-PM-P is more difficult with a sample of this size. Most
children will not show elevated scores on a particular scale
(e.g., SAD), creating a “floor effect” that makes observing
change difficult. Examining changes on a subscale can best be
done with children exhibiting a particular disorder. In the
present sample, the sample size for the combined group of
children with ADHD (combining children with clinician-
assigned diagnoses of ADHD-1, ADHD-H, ADHD-C, and
ADHD-not otherwise specificed [NOS]} was large enough to
examine changes on the ADHD-C scale. There were no dif-
ferences pretreatment between the dropouts (M=11.77,
SD=5.34) and those continuing in treatment (M=14.22,
SD=6.19) on the ADHD-C scale, {47)=-1.46, p=0.15.
There was a greater improvement on the ADHD-C scale for
those continuing in treatment (M change for drepouts=
—2.14, SD =3.36, n=22; M change for those continuing for
five or more sessions= —5.18, SD =5.30, n=27), F(1, 48)=
414, p=0.048. Initial problem severity also predicted im-
provement, F(1, 48)=13.20, p = 0.001. Unlike reliable change
based on the Total score, however, the difference between
dropouts (13.6%, 3/22} and those continuing in treatment
(37.0%, 10/27) for achieving a reliable change only ap-
proached significance (X°=3.41, df=1, p=0.065). For all
other diagnostic groups the sample sizes for specific disorders
or even groups of disorders (e.g., combining all types of
anxiety or depression) were too small for adequate power
(e.g., there were less than 10 dropouts for each disorder or
groups of disorders, and less than 11 “continuers” for each
disorder).

Discussion

The results of the present study indicate that the CASI-PM-
P shows good internal consistency and test-retest reliability
overall and for each of its subscales in both a clinic-referred
and a nonreferred, community-based sample. Support for its
validity comes from high correlations with the age-designated
Long Forms of the measure, estimates of its concurrent va-
lidity with the CBCL, and indications of its sensitivity to
change for the overall scale (Total score) and for ADHD-C
subscale score.

Smith et al. (2000) described several methodological con-
cerns that they refer to as “sins of short-form development.”

TaBLE 8. CoNCURRENT VALIDITY wiTH THE CBCL

CSI scale CBCL scale Full-criterion  Full reliability ~ Short reliability  Short-criterion  Difference
ADHD-I Attention problems 0.63 0.75 0.70 0.59 0.04
ADHD-H Attention problems 0.49 0.84 0.90 0.53 —0.04
ADHD-C Attention problems 0.65 0.79 0.84 0.69 -0.04
oD Externalizing problems 0.81 0.80 0.71 0.72 0.09
CD Externalizing problems 0.57 046 0.74 0.92 -0.35
GAD Anxious/depressed 0.62 0.67 0.71 0.66 —~0.04
SAD Anxious/depressed 0.48 0.74 0.98 0.63 -0.15
MDD Anxious/depressed 0.66 0.71 0.83 0.77 -0.11
Social phobia ~ Withdrawn 0.52 0.87 0.84 0.50 0.02

Note: All correlations significant at the 0.01 level.

CBCL, Child Behavior Checklist; CSI, Child Symptom Inventory; ADHD-I, Attention-deficit/hyperactivity disorder-Inattentive type;
ADHD-H, ADHD-hyperactive/impulsive type; ADHD-C, ADHD-combined type; ODD, oppositional defiant disorder; CD, conduct
disorder; GAD, generalized anxiety disorder; SAD, separation arvdety disorder; MDD, major depressive disorder.
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Their survey suggests shorter versions of established mea-
sures rarely avoid all limitations, but assessing which sins are
committed and which are avoided provides a useful frame-
work for assessing a measure’s strengths and limitations.
Each of these methodological concerns and the way they were
addressed in developing the CASI-PM-P are reviewed, below.

General sin 1: Assuming that the evidence for the reliability and
validity of the original measure (Long Form) also applies to the
shorter or abridged form. The development of the CASI-PM-P
avoided this problem by reexamining the reliability, validity
and sensitivity to change specifically for the short form.

General sin 2: Assuming the abbreviated measure requires less
support for validity than the long form does because it is shorter,
We have not assumed that the validity of the Long Forms of
the Symptom Inventories applies to the CASI-PM-P. Because
the clinical uses of the two forms differ, their respective types
of validation studies also differ. The Long Forms of the
Symptom Inventories were intended to be used in assessing
whether problem behaviors were present for use in screening
and diagnosis, whereas the CASI-PM-P was developed to
assess sensitivity to behavioral change. The initial validation
of the CASI-PM-P was based on assessing its correlation with
the Long Forms, concurrent validity with another measure,
and sensitivity to change. Although obtained findings were
favorable, it is clear that further validity studies will be nee-
ded in both clinical settings and randomized trials to firmly
establish its sensitivity to treatment effects.

Specific sin 1: Developing a short form of a measure from a longer
meastre that itself lacks sufficient validation. This problem was
avoided because the Long Forms of the Symptom Inventories
have undergone extensive validation.

Specific sin 2: Failing to show that the short form preserves the
content coverage of each factor in the measure. By design, the
CASI-PM-P does not have the breadth of the Long Forms. In
shortening the Long Form, items from the most common
types of disorders in referred children were retained, whereas
items related to less common disorders were eliminated. This
seems reasonable because the purpose of the Long and Short
Forms is different. The CASI-PM-P was not intended to re-
place the Long Forms for use in diagnostic evaluations and
was developed to help moniter therapeutic progress.

Breadth of coverage of some aspects of the most common
disorders, however, may have been reduced. For example,
Smith et al. (2000} noted that a popular approach to develop
briefer versions of measures is to select items with the highest
item-to-total correlations with each factor, and this is the ap-
proach taken in developing the CASI-PM-P. This procedure
has the advantage of preserving high internal reliability, but
does so at the cost of decreasing the breadth of the items
selected. When breadth of coverage may have been reduced,
Smith etal. (2000) suggest an examination of the content of the
scales.

The DSM-IV includes nine criteria of ADHD-I type, of
which four are measured directly on the CASI-PM-P. These
include items assessing the child’s ability to pay attention and
to organize and complete tasks. Not included are items per-
taining to losing things, distractibility, task avoidance, and
forgetfulness. There is clear overlap between the omitted and
the retained items that appears to allow for reasonable content
coverage for the Short Form (e.g., children who lose things or
are forgetful are likely to appear disorganized; those who
avoid tasks will have difficulty completing them; children
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who are distractible will appear to be inattentive). For the nine
hyperactive-impulsive DSM-IV criteria, four are directly
measured on the CASI-PM-P and others not included are
closely related to those that are (e.g., children who “run about
or climb excessively” are likely to be seen as “on the go).”
“Fidgety” children who remain seated, or children whose
hyperactivity and impulsivity is evidenced verbally (talks
excessively, blurts out answers to questions), however, may
not be detected as well with the CASI-PM-P.

Coverage of the CASI-PM-P for CD is less complete than for
other disorders. Problems with aggression directed toward
others or property are likely to be detected, but serious rule
violations (running away, curfew violations) and theft may
not be because these iterns are not included on the CASI-PM-
P. In settings where CD is a major clinical concern, the CASI-
PM-P may be more useful for assessing co-morbid symptoms.

The DSM-1V includes eight criteria for ODD, of which five
are included in the CASI-PM-P. Items not included are closely
related to those that are (.g., loses temper, easily annoyed) are
omitted, but are likely to be detected by items inquiring
whether the child is often angry or often argumentative.
Children who blame others for mistakes, however, may be
missed on the CASI-PM-P if they show few other ODD-
related symptoms.

For GAD, DSM-IV notes seven specific symptoms, of which
four are assessed directly in the CASI-PM-P and a fifth, con-
centration problems, is likely to be detected by ADHD-I items.
Not assessed in the CASI-PM-F are two items pertaining to
sleep-related difficulties (problems with sleeping, easily fa-
tigued). For SAD, DSM-IV notes eight symptoms, of which
only three are included on the CASI-PM-P. These two items
are core symptoms (worries about harm to parents or parents
not “coming back” to them; worries that they will be sepa-
rated from the parent; upset when separation is anticipated),
and it is likely that a child with SAD will exhibit one or more
of these core symptoms. Other symptoms that may accom-
pany those worries (e.g., nightmares, physical symptoms,
avoiding school), however, are not assessed directly on the
CASI-PM-P. For depression, core features of depressed mood,
anhedonia, and fatigue are assessed, but not problems of
weight loss or insomnia. Recurrent thoughts of death occur so
infrequently in younger children that this item was eliminated
in the item-to-total correlation analyses. When suicide is of
concern, it is clearly an area that requires careful consideration
in the clinical interview. Social phobia items appear to capture
the core symptoms of the disorder in DSM-TV.

Specific sin 3: Failing to show that the short form measures each
scale reliably. As Tables 4 and 5 indicate, both internal con-
sistency and test-retest reliability were high for the CASI-
PM-P.

Specific sin 4: Failing to show that the short form has adequate
overlapping variance with the long form. Smith et al. (2000) note
that it is important to demonstrate adequate overlapping
variance between short and long forms. As indicated from the
correlations reported in Table 7, the amount of variance in the
long form accounted for by the short form is quite good, with
7% values ranging from a low of 42.2% (ECI GAD scale) to 96%
{ASI QDD scale).

Specific sin 5: Failing to show empirically that the short form
reproduces the factor structure of a multifactorial instrument, and
Specific Sin 6: Failing to show that the short form preserves the
content domains represented by the subfactors if the short form
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omits subfactors and preserves the overall factor. These two
methodological problems are concerned with the factor
structure of the short form and how it compares to that of the
long form. This includes failing to show that the short form
reproduces the factor structure of a multifactorial instrument,
and that, when the factor structure is hierarchical, the short
form retains both the broadband and narrowband factors.
This problem exists when the original, long form exhibits a
particular factor structure and the factor structure of the brief
form is not assessed to determine if it is comparable. This
problem may be particularly important in developing short
forms of personality measures. It is less important for the
development of the CASI-PM-P, however, because the DSM-
IV itself was not empirically derived using factor-analytic
procedures, and the Long Forms of the Symptom Inventories
are keyed to the DSM-IV. As a result, replicating the factor
structure of the CSI is not particularly relevant. More impor-
tant than the factor structure of the CASI-PM-P and how it
compares to that of the Long Forms are the correlations be-
tween the Long Forms and the CASI-FM-P, which were ex-
amined in the present study.

Specific sin 7: Failing fo show that each factor in the short form
has wvalidity on an independent sample. Following procedures
suggested by Smith et al. (2000), the concurrent validity of the
CASI-PM-P was assessed, but further validity assessments
should be conducted in independent samples if suitable in-
struments for comparison can be identified.

Specific sin 8: Failure to show that classification rates remain
high with the short form. The intended purpose of the CASI-PM-
P is for monitoring therapeutic progress. If it were to be used
for screening or classification purposes, further research
would be needed to show that it was equivalent to the Long
Forms of the Symptom Inventories.

Specific sin 9: Failing to show the short form offers meaningful
time savings. The CASI-PM-P requires approximately 5 min-
utes to complete, considerably less than the time needed to
complete the Long Forms of the Symptom Inventories. Smith
et al. (2002) indicate the loss of validity in using the short form
can be calculated by comparing the validity coefficient of the
long form and a criterion measure with that of the short form
and that criterion measure. As Table 8 indicates, there are
small losses in validity for social phobia (2%), ADHD-I (4%),
ODD (9%), and no loss for other scales.

Other issues

An outcome instrument must, of course, be responsive to
changes that occur during treatment (Vermeersch et al. 2000),
and there are many different strategies for determining if an
instrument is sensitive to treatment effects. One approachis to
show that the instrument’s change scores are correlated with
behavioral improvement as measured with a more well-
established instrument. Unfortunately, lacking a comparable
broadband measure for monitoring overall change in children
with multiple disorders, this approach was not feasible for
assessing the CASI-PM-P at this time. However, a second,
more common strategy is to demonstrate that the measure
reflects within-subject change among individuals undergoing
an effective intervention (Vermeersch et al. 2000), particularly
when the effective treatment can be compared to a control
condition. Although this can be done when the measure is
being used in a RCT and a control group is compared to an
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active treatment, it is more difficult to do when the instrument
is to be used in regular clinic settings and, for ethical and
practical reasons, withhelding treatment is problematic. As
noted earlier, this situation has led researchers to seek alter-
native comparison groups. Following the suggestion of Weisz
et al. {1987) and others, we examined differences in respon-
siveness to treatment of children whose families left treatment
early versus those who continued in treatinent. There may be
limitations in using dropouts to assess overall effectiveness of
a treatment, but with dropouts receiving only a small “dose”
(i.e., number of sessions) of treatment and those remaining in
treatment receiving a larger “dose,” differences in respon-
siveness seemed useful in determining whether a new mea-
sure could detect change. As expected, the present study
showed that those continuing in treatment showed greater
changes on the CASI-PM-P than did early treatment termi-
nators for the Total score and ADHD-Combined. In addition,
as hypothesized, those continuing in treatment were more
likely to exhibit a clinically significant change on the total
score of the CASI-PM-P.

Limitations

Presently, the psychometric properties of the measure ap-
pear to be sound and comparable to, or better, than that of
other broadband, brief measures for assessing treatment
outcome. Nonetheless, establishing the psychometric prop-
erties of a behavior rating scale is a long and tedious process,
and no single study can fully address all the questions that
need to be resolved. Therefore, the present study is best con-
sidered to be an initial effort and much additional work re-
mains to be done. For example, although responsiveness to
change of the Total scale score and the ADHD-C scale for
children with ADHD was demonstrated, sample sizes were
not sufficient to assess the responsiveness to change of each of
the subscales of the CASI-PM-P. Further confirmation of their
responsiveness to change is needed. In addition, independent
assessment of the functional impairment scale by comparison
with other scales completed by parents, teachers, or both,
would be useful. Moreover, the present study examined be-
havioral change in one clinic setting. Although the children
who were evaluated and treated were administered a variety
of different interventions from multiple therapists, how rep-
resentative our findings are can only be determined after
additional studies with different therapies, locales, and ther-
apists are conducted. Also, poor agreement between different
types of raters of child behavior problems (e.g., parents,
teachers, clinicians) is well known (Achenbach et al. 1987),
and additional research will be needed to develop measures
suitable for use by such raters and to study cross-informant
agreement between them. The problems of aggregating data
from multiple sources are complex, so careful consideration
will be needed to determine when data from multiple sources
should be considered independently or aggregated {Holm-
beck et al. 2002).

Future directions

In summary, the CASI-PM-P is a brief, broadband scale for
monitoring change in the most salient symptoms of the more
common childhood psychiatric disorders and assessing re-
sponse to intervention in youths referred for mental health
evaluations. At present, there is great interest in documenting
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therapeutic progress in real-world clinical settings with reli-
able and valid assessment instruments. This, plus the in-
creasing need for accountability in a financially stressed
health-care system and growing awareness of high levels of
co-morbidity that seemingly dictate the necessity for leng-
thy testing batteries, the development of a brief, parent-
completed rating scale such as the CASI-PM-P seems timely.
It is easy to score and requires only a few minutes for parents
to complete, and a single-form for all age groups makes re-
peated administration easier to accomplish in busy clinic
settings. The CASI-PM-P demonstrates good internal consis-
tency, short-term test—retest reliability, and sensitivity to be-
havioral change during follow-up clinical care.

Although these preliminary findings for psychometric
characteristics are encouraging, much additional research
needs to be done. Of particular interest is its performance in
clinical trials (both efficacy and effectiveness studies) and
suitability for monitoring symptom change for a variety of
different disorders. Unfortunately, these are not easily achi-
eved objectives, owing in part to the extraordinary expense in
conducting controlled trials and a general reluctance to add
secondary measures to an assessment battery (i.e., concerns
about response burden). Nevertheless, efforts are currently
underway to examine these questions.
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