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Abstract

This paper examines the selection and use of multiple methods and informants for the assessment 

of disruptive behavior syndromes and attention deficit/hyperactivity disorder (ADHD), providing 

a critical discussion of (a) the bidirectional linkages between theoretical models of childhood 

psychopathology and current assessment techniques; and (b) current knowledge concerning the 

utility of different methods and informants for key clinical goals. There is growing recognition 

that children’s behavior varies meaningfully across situations, and evidence indicates that these 

differences, in combination with informants’ unique perspectives, are at least partly responsible 

for inter-rater discrepancies in reports of symptomatology. Such data suggest that we should 

embrace this contextual variability as clinically meaningful information, moving away from 

models of psychopathology as generalized traits that manifest uniformly across situations and 

settings, and towards theoretical conceptualizations that explicitly incorporate contextual features, 

such as considering clinical syndromes identified by different informants to be discrete 

phenomena. We highlight different approaches to measurement that embrace contextual variability 

in children’s behavior and describe how the use of such tools and techniques may yield significant 

gains clinically (e.g., for treatment planning and monitoring). The continued development of a 

variety of feasible, contextually sensitive methods for assessing children’s behavior will allow us 

to determine further the validity of incorporating contextual features into models of developmental 

psychopathology and nosological frameworks.

I. Introduction

Given there is no biological or behavioral marker that definitively indicates the presence of 

clinically impairing psychological syndromes in children or adolescents (De Los Reyes, 
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2011; Kraemer et al., 2003), the collection of data from multiple sources is, by necessity, the 

gold standard for measuring developmental psychopathology (Hunsley & Mash, 2007). 

Thus, clinicians and researchers are tasked with two key assessment decisions: (1) How, and 

from whom, should information be collected? (2) How should the resulting data be 

integrated? Little consensus exists on how to make these important choices. The Diagnostic 

and Statistical Manual of Mental Disorders-IV-TR (DSM-IV, American Psychiatric 

Association, 2000), for example, provides minimal guidance concerning what information 

should be obtained to guide diagnostic decision-making (Hudziak, Achenbach, Althoff, & 

Pine, 2007).

In this paper, we critically review evidence for the selection and use of multiple methods 

and informants to assess psychopathology in children and adolescents (herein referred to as 

“children”), focusing on the DSM disruptive behavior syndromes (oppositional defiant 

disorder, ODD, and conduct disorder, CD) and attention deficit/ hyperactivity disorder 

(ADHD), because the empirical knowledge base concerning multi-method and multi-

informant measurement is most substantial for these syndromes. Our goal is not to provide a 

comprehensive cataloguing of tools and techniques for assessing these syndromes, as others 

have done this work (e.g., Hunsley & Mash, 2008). Rather, our objective is to examine: (a) 

the bidirectional linkages between conceptual models of childhood psychopathology and 

commonly used assessment techniques; and (b) current knowledge concerning the utility of 

different methods and informants for making diagnoses and planning and monitoring 

progress in treatment across development.

Assessment practices – which include not only the instruments used but techniques for 

quantifying, summarizing, analyzing, and interpreting the resulting information – should 

maximally fit theoretical models of the clinical phenomena under consideration (McFall, 

2005). Psychological syndromes are theoretical models advanced to explain patterns in 

children’s functioning (Kendell & Jablensky, 2003), and these conceptualizations are tested 

by measuring referents, which are the observable phenomena that are the manifestations of 

the underlying construct (McFall & Townsend, 1998). As such, selecting measures and 

analytic approaches stakes a theoretical claim. For example, integrating data across different 

informants’ reports to form one score reflects an implicit conceptualization of the underlying 

syndrome as a unitary construct of interest that generalizes across settings (Gomez, Burns, 

Walsh, & de Moura, 2003). Thus, beyond psychometric considerations, choosing among 

measures is inherently a theory-based process that necessitates thoughtful evaluation of the 

nature of the phenomena under consideration.

For this reason, there must be an ongoing dialogue between assessment and theory, such that 

theoretical and nosological frameworks are continuously refined to accommodate the data 

resulting from developments in assessment techniques. The current psychiatric nosology has 

advanced our understanding of childhood psychopathology in many important ways 

(Angold & Costello, 2009). Its problems, however, have also been documented. Critically, 

the existing diagnostic categories do not provide adequately defined phenotypes for studies 

of genetic contributions to psychiatric symptomatology (e.g., Ginsburg et al., 1996), nor are 

they easily integrated with findings from clinical neuroscience (Insel et al., 2010). The DSM 

taxonomy yields groupings that are merely descriptive, highly heterogeneous, and markedly 
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overlapping. As researchers seek to identify increasingly specific causal mechanisms, it has 

become apparent that alternative approaches to organizing behavioral and emotional 

dysfunction are needed (Sanislow et al., 2010).

One promising possibility is to examine functional characterizations reflecting the different 

circumstances in which children’s symptoms manifest (De Los Reyes, Henry, Tolan, & 

Wakschlag, 2009; Wright & Zakriski, 2001;). Mounting evidence suggests that children’s 

behavior varies reliably and meaningfully across interpersonal situations (Dirks, Treat, & 

Weersing, 2007a; Wright, Zakriski, & Drinkwater, 1999). These behavioral differences, in 

combination with informants’ unique perspectives on children’s behavior, are at least partly 

responsible for the discrepancies that occur when different raters are asked to report on 

children’s behavior and psychological symptoms (De Los Reyes & Kazdin, 2005; Dumenci, 

Achenbach, & Windle, 2011). Variability in assessments of children’s behavior – across 

both specific interpersonal situations and more broadly construed settings (e.g., home, 

school, clinic), and as judged by different individuals – has often been considered something 

to be erased, in order to identify the “true” dispositions underlying actions (see Wright et al., 

2011). We, on the other hand, take the perspective that such differences should be embraced, 

as they will contribute to our understanding of psychopathology. There may be both 

conceptual and practical benefits to revising our theoretical models to incorporate commonly 

observed contextual variations in children’s behavior generally and symptom presentations 

in particular. We suggest that symptoms occurring in different situations or settings, or as 

perceived by different informants, may constitute distinct phenotypes, and that our ability to 

understand those phenotypes holds the promise of advancing the diagnosis and treatment of 

psychopathology.

Advancing understanding of why behavioral variability occurs and what it can reveal about 

the heterogeneity of behavioral disorders in children will help both clinicians and 

researchers to collect the most relevant information and to use those data efficiently. These 

issues of utility, or the extent to which an assessment practice contributes to improved 

clinical decision-making (Hunsley & Mash, 2007), must also inform assessment choices 

(McFall, 2005). During an assessment, each instrument, informant, and data-analytic 

strategy should show evidence of incremental validity, contributing uniquely to the goal(s) 

of the process (Hunsley & Meyer, 2003). The rule of parsimony should prevail unless there 

is empirical evidence that “more is better,” yet too often more intensive practices are 

adopted in the absence of compelling evidence for their added value (Cella, Gershon, Lai, & 

Choi, 2007; Dirks & Boyle, 2010). This is a critical challenge for the field, as incorporating 

more complex procedures without demonstrated utility increases burden on families and 

may exacerbate clinicians’ resistance to the incorporation of standardized measurements into 

clinical practice (Johnston & Murray, 2003).

II. Choosing Among Methods in the Assessment of Child Psychopathology

In this section, we review how these considerations of theory and utility do, and should, 

guide clinicians and researchers as they choose among three of the major approaches to 

assessing psychopathology: rating scales, interviews, and observational procedures. These 

three strategies share a key limitation, which is that they only provide access to information 
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that can be reported or seen. There are important processes in the etiology and maintenance 

of ADHD, ODD, and CD that can only be assessed through biological or performance-based 

tasks (e.g., cognitive functioning in ADHD; Pelham, Fabiano, & Massetti, 2005). Although 

such tools have yielded significant insights into these syndromes, their clinical utility has yet 

to be widely established. This situation is likely to change. For example, recent work 

incorporates a performance-based test of interpretation biases into a treatment protocol for 

adolescent mood disorder (Lothmann et al., 2011), and as the Research Domain Criteria 

(RDoC) initiative advances understanding of the underlying etiological mechanisms of 

psychiatric disorder (Insel et al., 2010), performance-based and biological assessment 

approaches will likely become more common. Yet even as the validity of such tasks for 

clinical purposes becomes increasingly established, there will always be need for valid and 

reliable indices of children’s observable functioning. Understanding of the cognitive, 

biological, and social mechanisms contributing to psychopathology is advancing rapidly, but 

the complexity of both the pathways leading to children’s behavioral and emotional 

dysfunction and the resulting phenotypes makes it unlikely that the field will reach a point 

when valid and reliable reports of phenomenology will play no role in diagnosis (Kendler, 

2005). Moreover, they will always be important for treatment planning and monitoring 

(Pelham et al., 2005). Given their current and future importance for the assessment of 

psychopathology, it is essential that we continually evaluate the theoretical underpinnings 

and clinical utility of rating scales, interviews, and observational procedures.

II. a. Underlying Theoretical Models of Rating Scales, Interviews, and Observational 
Procedures

Rating scales and interviews, which can be unstructured, respondent based (i.e., structured) 

or interviewer based (i.e., semi-structured), are the most widely used tools for assessing 

childhood psychopathology (e.g., Hunsley & Mash, 2008). Naturalistic and laboratory 

observational procedures are also used in the assessment of ADHD, ODD, and CD (Frick & 

McMahon, 2008; Pelham et al., 2005), often to corroborate evidence provided by rating 

scales or interviews (McConaughy et al., 2010). Diagnostic observation procedures, 

however, are specifically designed to generate unique information to be incorporated into 

clinical decision-making, by engaging families in standardized laboratory procedures that 

“press” for the range of clinically salient behaviors (Lord et al., 2000).

Although the methodologies differ, rating scales, interviews, and observational procedures, 

as they are typically used, reflect similar underlying theoretical models of child 

psychopathology. Specifically, they emphasize psychopathology as a trait that will 

generalize across situations (see Wright, Zakriski, Hartley, & Parad, 2011). In general, 

rating scales ask informants to make global judgments about the frequency or intensity of 

symptoms (Dirks, Treat, & Weersing, 2007a; McDermott, 1993; Wright et al., 1999). For 

example, the widely used Child Behavior Checklist (CBCL, Achenbach & Rescorla, 2001) 

asks parents to evaluate the extent to which statements such as “argues a lot,” “talks too 

much,” and “threatens people” are true of their child. Such ratings emphasize overall 

frequency or require a global trait judgment without explicit reference to the interpersonal 

circumstances in which symptoms are occurring. Diagnostic interviews also tend not to 

solicit information about context, except in cases where the DSM-IV criteria explicitly 
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reference contextual antecedents. For example, to be diagnosed with ADHD, impairment 

must be present in two settings, and as such, diagnostic interviews often query whether 

symptoms or impairment occur at home, at school, or in other contexts (e.g., the Child and 

Adolescent Psychiatric Assessment, CAPA, Angold & Costello, 2000).

In contrast to interviews and rating scales, observational measures provide a significant 

amount of contextual information, both at the setting and situation level. Observations can 

take place at home, school, or in the clinic, three discrete settings that present different 

demands. Moreover, it is possible to observe the specific interpersonal circumstances that 

precede behaviors. Often, however, this information is disregarded when these procedures 

are used to obtain decontextualized frequency counts of behavior (Wright et al., 2011). In 

addition, behavior may only be assessed in one setting, under the assumption that it will 

generalize to others, which may not be the case (see Gardner, 2000). Thus, as they are 

typically used, observational approaches are consonant with a theoretical model similar to 

that described for rating scales and interviews. Behaviors are the referents of the underlying 

psychopathology, without regard to the interpersonal situations in which they are embedded. 

Situational information is available, but not considered.

II. a. i. The role of interpersonal context in developmental psychopathology—
Increasingly however, there is emphasis on the importance of context for diagnostic 

assessment (Drabick, 2009). The situations in which symptoms are elicited can provide 

important clues concerning the presence and severity of the syndrome. Pervasiveness, the 

extent to which symptoms are displayed across situations, has been identified as a key 

indicator of psychopathology in children (Angold & Costello, 2000), an idea that has been 

incorporated into some measures. For example, the CAPA uses the number of activities in 

which symptoms occur as a marker of intensity (Angold & Costello, 2000). The Adjustment 

Scales for Children and Adolescents (ASCA; McDermott, 1993) operationalizes 

psychopathology as the occurrence of symptoms across discrete situations. Teachers are 

asked to identify how a child responds in a particular interpersonal circumstance (e.g., when 

given correction) from a menu of behaviors (e.g., “takes correction without fuss,” “takes 

correction badly, [such as] sulky muttering, expressions, etc.,”) and the presence of a 

clinically concerning syndrome is determined based on the number of situations in which the 

corresponding behavior occurs. Clinically significant oppositionality, for example, is 

identified when a child is reported to engage in the related behaviors in six or more 

situations (also see Dodge, McClaskey, & Feldman, 1985; DuPaul & Barkley, 1992).

A second way in which situation may modify the clinical significance of a behavior is 

through the principle of developmental expectability (Wakschlag et al., 2010). Some 

behaviors are more likely, or expectable, in particular interpersonal contexts (Cole, Martin, 

& Denis, 2004) and behavior that occurs in an expected situation (e.g. a preschooler 

displaying aggression during a toy dispute) may not be as clinically concerning as behavior 

that occurs in atypical circumstances (e.g., aggression by a preschooler that appears to come 

“out of the blue;” Wakschlag et al., 2010). In this way, the referent of the underlying 

pathology is the behavior tied to its interpersonal and/or broader contextual antecedents 

(e.g., setting). This idea has been incorporated into some measures for some symptom types, 
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with the most common example being the discounting of aggression towards siblings as a 

symptom of ODD or CD.

Both pervasiveness and expectability involve considering contextual information at the level 

of the referent. Alternatively, the underlying syndrome could be conceptualized to 

incorporate contextual variability in the manifestation of symptoms (Wright & Zakriski, 

2001). Within groups of children experiencing each of ADHD, ODD, and CD, there is 

variability in the number and types of situations in which they exhibit symptoms (e.g., 

DuPaul & Barkley, 1992; Matthys, Maassen, Cuperus, & van Engeland, 2001). Although 

little work has examined this issue, it is possible that stable patterns of situation-symptom 

contingencies may underlie, or cut across, the existing diagnostic categories. For example, 

Wright and Zakriski (2001) found that within a group of boys exhibiting clinically 

significant conduct problems, two distinct subgroups emerged, differentiated by situational 

variability in aggressive behavior: One group was perceived by teachers to show elevated 

aggression only in response to aversive events with peers, whereas the second was perceived 

to engage in elevated aggression in response to all interpersonal situations. Within this 

theoretical framework, then, not only will symptomatology show variability across 

situations at the level of the child, but there will be stable patterns of situations and 

responses that differentiate groups of children. For example, a child who displays 

oppositionality only with a parent would be considered different from a child who displayed 

such behaviors only with peers. This approach is evident in the distinction in developmental 

psychopathology research between reactive and proactive aggression. These two behaviors 

differ in the eliciting situations: Reactive aggression occurs in the context of perceived 

provocation, frustration, or threat. In contrast, proactive aggression is planned behavior 

intended to help achieve a desired outcome (Crick & Dodge, 1996). These types of 

aggression have been associated with unique developmental pathways (e.g., Brendgen, 

Vitaro, Boivin, Dionne, & Perusse, 2006), suggesting that the incorporation of contextual 

information may contribute to the identification of more precise etiological mechanisms.

To be consistent with a theoretical model incorporating contextual patterning, the referents 

must tie symptoms to context, and this information should be maintained when data is 

aggregated or summarized. Some rating scales and interviews contain contextualized items 

(e.g., “argues when denied own way,” Wright et al., 2011), but when these items are added 

together to form a total score this information is lost. The Behavior-Environment 

Transactional Analysis (BETA; Wright & Zakriski, 2001) is an example of an instrument 

that maintains situational patterning of behavior by asking informants to report how often 

children encounter specific social events and how they respond in these circumstances, and 

then capturing these situation-behavior contingencies in the scoring. For example, children 

receive separate scores for aggressive behavior in response to aversive events occurring with 

adults and aversive events occurring with peers. Similarly, there are a number of inventories 

that assess children’s management of key interpersonal situations, such as responding to 

conflict with a friend (Rose & Asher, 1999), and peer provocation (Dirks, Treat, & 

Weersing, 2007b). To date, such measures have not been widely integrated into clinical 

research or practice. The data they yield, however, could prove valuable for these purposes 

by providing detailed information about the specific circumstances under which behavioral 

dysfunction is occurring.
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II. b. Issues of Utility in the Use of Rating Scales, Interviews, and Observational 
Procedures

Ultimately, bringing our measurement approaches in line with data concerning the 

situational specificity of youth symptomatology should pay dividends for clinical decision-

making. When evaluating the utility of an assessment practice, it is important to consider 

who is being assessed and why, as different methods will be more or less informative 

depending upon developmental stage (Silverman & Ollendick, 2005), and will be better 

suited to some purposes than others (Angold & Costello, 2009). We next consider the utility 

of rating scales, interviews, and observations for different clinical tasks, highlighting 

circumstances under which the incorporation of contextual information may be particularly 

useful.

II. b. i. Diagnostic decision-making—Many clinicians rely on unstructured interviews 

for diagnostic purposes (Jensen-Doss & Hawley, 2010). A recent meta-analysis indicates 

that case classifications based on these evaluations show limited agreement with those 

yielded by standardized interviews (Rettew, Lynch, Achenbach, Dumenci, & Ianova, 2009), 

a difference that may be partly due to the demands of clinical practice. Jensen and Weisz 

(2002) compared clinician-generated diagnoses to those obtained through a structured 

interview and found that the latter were more likely to result in no diagnosis, which may 

reflect the reality that clinicians have to assign a diagnosis to have services authorized. On 

average, standardized interviews also generated more diagnoses for a given child, a 

discrepancy that may relate to time limitations that understandably force clinicians to focus 

on the primary concern. Although these differences make sense given the constraints of 

clinical practice, there is evidence that structured interviews are more comprehensive and 

reliable than unstructured interviews (see Garb, 2007, for review). Only a few studies have 

examined whether greater structure affords increased validity (Garb, 2007); available 

evidence, however, suggests that standardized interviews yield more valid classifications 

than unstructured interviews (see Jensen-Doss & Hawley, 2010, for review). This difference 

may be due, in part, to the minimization of biases affecting the unstructured collection of 

diagnostic information, (e.g., selectively obtaining information that confirms initial 

impressions; Garb, 2007), and other influences on clinicians’ judgment (e.g., therapeutic 

orientation, Pottick et al., 2007). Such data clearly indicate the benefits of incorporating 

standardized assessments into clinical practice.

A primary reason that clinicians are reluctant to use standardized tools is that they view 

them as impractical (Jensen-Doss & Hawley, 2010). In this regard, interviews are 

considerably more onerous than rating scales as they are lengthier, and, in the case of semi-

structured interviews, must be administered by a trained individual. It is critical, then, that 

the scientific benefits of interviews, compared to rating scales, compensate for this 

additional burden. The relative utility of interviews will vary as a function of the purpose of 

the assessment. For example, for researchers wishing to quantify symptomatology, available 

evidence suggests that briefer rating scales perform as well as respondent-based interviews 

in community samples (Dirks & Boyle, 2010). Similarly, their equivalence has been 

demonstrated when diagnoses are being made to estimate prevalence rates in the general 

population (e.g., Boyle et al., 1997). Under these conditions, as long as false positives and 
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false negatives are roughly balanced, inferences will not be affected (Costello, Egger, & 

Angold, 2005).

In the clinic, however, diagnoses are tied to treatment, making accurate identification of 

cases critical. A number of studies have demonstrated that rating scales perform as well as 

structured interviews for diagnosing ADHD (see Johnston & Mah, 2008; Pelham et al., 

2005), However, further work is needed to assess the generalizability of these findings, 

particularly among samples of youth seeking clinical services. There appears to be less work 

comparing interview- and rating scale-based diagnoses of ODD and CD, but two 

investigations have suggested that rating scales perform comparably to structured 

(Edelbrock & Costello, 1988) and semi-structured interviews (Grayson & Carlson, 1991).

This research provides preliminary evidence for the possibility that ADHD, ODD, and CD 

could be accurately diagnosed with briefer assessments. Further support for the potential of 

using shorter measures comes from data indicating that, although the DSM-IV weights all 

symptoms of these syndromes equally, some symptoms are more predictive of a diagnosis 

than others (e.g., Frick et al., 1994; Gelhorn et al., 2009; Power et al., 2001). Such findings 

suggest the possibility of paring down assessment items. Building on this idea, psychometric 

advances, particularly item-response theory (IRT), have facilitated the development of 

computerized adaptive testing (CAT), an individualized approach to measurement that 

greatly reduces the number of questions needed to assess accurately the construct of interest 

(Cella et al., 2007). Applications of CAT to the assessment of psychopathology have begun 

recently (Reise & Waller, 2009) and wider use of this technique will contribute to the 

development of more efficient assessment batteries. This dissemination will also advance 

basic knowledge of developmental psychopathology, as this approach could provide 

information about which symptoms, as rated by which informants, are most predictive of 

clinically significant syndromes.

Although there is evidence suggesting that briefer assessments may yield comparable 

classification, it is also important to consider other types of information essential for 

diagnostic decisions, as well as whether a trained interviewer may be necessary to gather 

these data. For example, an interviewer may be able to obtain more precise estimates of the 

onset and duration of symptoms, which may prove important given evidence for the 

different trajectories associated with early- versus late-onset CD (Frick & McMahon, 2008). 

Empirical tests of the incremental validity of interviews should consider all of the 

information being gathered, to pinpoint more precisely the conditions under which 

interviews yield significant added value.

This work must also consider developmental level, as it is likely that the need for more 

intensive assessments, such as interviews or diagnostic observation, will vary across 

childhood. During some developmental periods, it may be difficult for someone without 

specialized training to determine whether a behavior is clinically concerning. For example, 

aggression and oppositionality commonly occur in preschoolers. Thus the presence of these 

behaviors per se may not be clinically informative as it is in older children, making reliance 

on reports of behavioral frequency inadequate during this developmental period (Wakschlag, 

Tolan, & Leventhal, 2010). To address the challenges associated with disentangling 
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clinically significant disruptive behavior from normative misbehavior at this age, Wakschlag 

et al. (2008a, b) developed the Disruptive Behavior Diagnostic Observation System (DB-

DOS). This standardized diagnostic observation moves beyond simple behavioral counts by 

using ordinal ratings to code clinical concern. These judgments are based on the quality of 

behavior, its age appropriateness, and, importantly, the context in which it is occurring. For 

example, saying “no” in response to a request to clean up is developmentally expectable, but 

a “reflexive” no across a range of circumstances is not and is thus coded as clinically 

concerning (Wakschlag et al., 2007). Early evidence from the DB-DOS suggests that 

examining the expectability and pervasiveness of preschoolers’ disruptive behavior may 

have incremental clinical utility, suggesting the potential value of systematically 

incorporating contextual information for accurate identification of clinical syndromes 

(Wakschlag et al, 2008a).

II. b. ii. Treatment planning and monitoring—Incorporation of contextual features 

could also be helpful for planning or monitoring progress in treatment. To date, little 

research has examined treatment utility, the extent to which an assessment contributes to 

beneficial intervention outcomes (Mash & Hunsley, 2005). Some studies, however, have 

shown that functional-analytic assessments, which focus on understanding the conditioning 

of symptom expression, are associated with greater improvement in treatment (Haynes, 

Liesen, & Blaine, 1997), suggesting the possible utility of incorporating situation-level 

variability into measures and maintaining it in scoring algorithms. Similarly, assessing 

change in overall rates of behavior may obscure important differences in children’s behavior 

in specific social situations. Wright et al. (2011) found that over the course of a therapeutic 

summer-camp program, children’s average level of prosocial behavior increased and mean 

aggression decreased. Closer inspection revealed, however, that children’s aggressive 

behavior actually increased significantly in response to provocation by a peer, and prosocial 

behavior in this situation decreased. These findings suggest that although there are a number 

of rating scales sensitive to change in treatment for ADHD, ODD, and CD (Frick & 

McMahon, 2008; Johnston & Mah, 2008), such global assessments may provide an 

incomplete accounting of behavioral change. Children’s behavior may improve in some 

situations, but worsen or show no change in others.

Although much more research is needed to determine the generalizability of these findings, 

particularly within the context of widely implemented interventions for childhood disorders, 

preliminary evidence points to the value of situation-specific measurement in the context of 

intervention planning and delivery. Observational methods would seem ideally suited to this 

task, and work is ongoing to increase the feasibility of these approaches for clinical use 

(Pelham et al., 2005; Wakschlag et al., 2008b). It is also possible to translate the knowledge 

gained from more intensive methodologies into briefer instruments. The nuanced 

information about situation-behavior patterning gleaned from qualitative interviewing or 

observational paradigms can provide the foundation for the construction of contextually and 

developmentally sensitive rating scales (e.g., Dirks, Treat, & Weersing, 2011; Wright & 

Zakriski, 2001). For example, Wakschlag, Briggs-Gowan and colleagues have “translated” 

constructs about behavioral qualities salient to identification of disruptive behavior at 

preschool age from direct observation during the DB-DOS to a paper and pencil measure. 

Dirks et al. Page 9

J Child Psychol Psychiatry. Author manuscript; available in PMC 2016 January 20.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



This Multidimensional Assessment of Preschool Disruptive Behavior queries multiple facets 

and contexts of behavior in order to distinguish normative from clinically concerning 

occurrence (Wakschlag et al., 2011). In general, such measures maintain valuable contextual 

information, but may be more broadly useful given how much easier they are to administer.

The use of contextualized measures of psychopathology holds considerable promise for 

clinical practice, and we advocate here for research that examines empirically the clinical 

utility of such assessments. To begin, incorporating existing situation-based inventories of 

children’s behavior (e.g., Dirks et al., 2007b; Rose & Asher, 1999) into intervention studies 

will provide preliminary evidence concerning whether the inclusion of contextual 

information provides a more nuanced view of behavior change. Next, a more systematic 

approach could be taken to assess the treatment utility of these measures. In general, 

randomized studies of measurement approaches have been rare; however, such 

investigations would provide significant information about the relative utility of different 

assessment strategies. For example, using this approach to assess the incremental validity of 

systematically tiered levels of methods would provide an empirical knowledge base for 

decision-making about inclusion of various levels of measurement. Although this type of 

work would be labor intensive, such efforts would be justified by the strength of the 

resulting inferences and implications for treatment, and the proposed studies offer a 

promising opportunity for researchers and clinicians to collaborate in ways that would 

enhance assessment, theory, and intervention.

III. Use of Multiple Informants in the Assessment of Developmental 

Psychopathology

As the field works to develop rating scales and interviews that focus explicitly on the 

contextual patterning of children’s behavior, clinicians and researchers who use these 

methods will continue to face a second choice point: Who should complete them? It is 

generally recommended that data be collected from more than one informant (Hunsley & 

Mash, 2007) and typical raters include the children themselves, their parents, and their 

teachers. It has been widely documented that the agreement between any two of these 

individuals will be low to moderate (Achenbach, McConaughy, & Howell, 1987; De Los 

Reyes & Kazdin, 2005). To make sound choices about which informants to ask, and 

ultimately, to make sense of the resulting data, it is essential to understand why these 

discrepancies arise.

III. a. Reasons for Informant Discrepancies

Historically, random error, which can result from a number of different factors (e.g., 

differing interpretations of the anchors on a rating scale), has been viewed as the principal 

reason informants diverge (De Los Reyes, 2011). Several lines of evidence, however, 

suggest that this is not the case. First, different informants provide reports of children’s 

behavioral problems that are reliable and valid (De Los Reyes, 2011). Second, reports by 

different raters often share unique associations with a number of indices of youth 

functioning, both concurrently and longitudinally (see Burt, McCue, Krueger, & Iacono, 

2005; Collishaw, Goodman, Ford, Rabe-Hesketh, & Pickles, 2009) and some research 
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suggests that the variance unique to informants may share stronger associations with 

criterion variables than the variance shared between them (Dirks, Boyle, & Georgiades, 

2011; but see Van Dulmen & Egeland, 2011). Third, discrepancies between informants are 

stable over time (e.g., De Los Reyes, Alfano, & Biedel, 2010) and show high levels of 

internal consistency (De Los Reyes et al., 2011a).

III. a. i. Reason 1: Informants’ unique perspectives—Given such findings, it is 

likely that systematic differences between raters are playing a bigger role in informant 

disagreement. Some of these are sources of error: Factors that cause raters to consistently 

report particular symptoms unconfirmed by other sources. A significant amount of work has 

focused on detailing such biases (see De Los Reyes & Kazdin, 2005), including contrast 

effects, such that the behavior of one sibling influences perceptions of the other (Simonoff et 

al., 1998); and halo effects, in which estimates of a given behavioral problem (e.g., ADHD), 

are inflated in the presence of other symptom types (e.g., ODD; Abikoff, Courtney, Pelham, 

& Koplewicz, 1993).

Some of the differences between informants’ perceptions, however, likely reflect variability 

in the meaning or interpretation of a particular behavior or symptom across contexts (Dirks, 

Treat, & Weersing, 2010; De Los Reyes et al., 2009). Research has shown that thresholds 

for the acceptability of children’s behavior vary as a function of cultural factors (see Weisz, 

Chaiyasit, Weiss, Eastman, & Jackson, 1997), and at a more micro level, these thresholds 

likely also vary across settings. In school, for instance, teachers must handle the demands of 

managing a classroom, and under these circumstances, behaviors that are often considered 

assertive, such as questioning rules and perceived unfair treatment (Gresham & Elliott, 

2008), may be construed as oppositional. As such, informant discrepancies may be 

capturing, in part, differences in the types of behaviors that are problematic in a given 

context from the perspective of a particular informant (Dumenci et al., 2011). When 

considered within this framework, variability in informants’ ratings is not a problem, but an 

opportunity to learn about children’s adaptation in various settings. Disentangling the extent 

to which informant discrepancies reflect factors resulting from rater characteristics and 

genuine differences in the meaning of a behavior across settings will be an important focus 

for future research.

III. a. ii. Reason 2: Situation specificity of children’s behavior—In addition to 

informant characteristics and perspective, researchers have hypothesized that the marked 

situation specificity of children’s behavior is a key contributor to inter-rater discrepancies 

(Achenbach et al., 1987; De Los Reyes & Kazdin, 2005). Previously, support for this 

supposition has been limited to the indirect evidence that there is greater agreement between 

informants in the same setting (e.g., peers and teachers) than informants in different settings 

(e.g., parent and teacher; Achenbach et al., 1987). Two recent studies, however, provide 

more direct corroboration. De Los Reyes et al. (2009) used the DB-DOS to examine the 

associations between preschoolers’ disruptive behavior observed in two interpersonal 

contexts – interacting with an examiner and interacting with a parent – and different 

informant ratings. Results indicated that observed disruptive behavior with the parent was 

associated with parent, but not teacher, ratings of disruptive behavior, whereas observed 
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disruptive behavior with the examiner was associated with teacher, but not parent, ratings of 

disruptive behavior, a pattern that indicates that contextual variability in children’s behavior 

is “real,” and not merely an artifact of rater characteristics. In a second study, Hartley, 

Zakriski, and Wright (2011) found that greater similarity in the types of interpersonal events 

children experience at home and school predicted increased agreement between parent and 

teacher reports of their aggressive behavior, suggesting that some of the discrepancy 

between parent and teacher reports might be attributable to differences in the social 

situations children encounter in each context. Greater situational similarity likely leads to 

increased consistency of behavior across contexts, which then contributes to greater 

convergence between informants. In both of these studies, then, variability in children’s 

behavior across interpersonal contexts, defined by both interaction partner and interaction 

type, contributes substantially to inter-rater agreement.

III. b. Theoretical Implications of Informant Discrepancies

Such evidence that the differences between informants reflect meaningful variation is 

inconsistent with the historical emphasis in developmental psychopathology on the 

agreement between raters (see Hartley et al., 2011). This expectation of convergence is 

consistent with a theoretical model of psychopathology as a trait that generalizes across 

contexts (see Rowe & Kandel, 1997): a given syndrome should manifest in the same way 

across settings and situations, and be perceived in the same way by raters. Within this 

conceptual framework, each informant is thought to provide an alternate sample of the 

indicators of the underlying construct. As noted by McFall and Townsend (1998) “if the 

construct is a good one, these different sampling methods should yield convergent evidence” 

(p. 317). If measurement of the referents is adequate, and if the referents reflect the same 

underlying construct, informants’ ratings should converge.

The presence of significant discrepancies between raters, then, signals one of two issues. 

Given the characteristics and perspective unique to each informant, inter-rater discrepancies 

may reflect differences in understanding of the referents. There may be variability between 

parents and teachers, for example, in their judgments of the nature and severity of behaviors 

that would warrant ratings of “often forgetful,” “often leaves seat,” and “easily distracted.” 

In this case, it may be possible to reduce inter-rater discrepancies by providing tighter 

specification of symptoms. If, however, differences in ratings are at least partly driven by 

informants’ access to different behavioral samples, as well as differences in the meaning of a 

behavior in a given context, then the issue may lie with the overarching theoretical 

construction. Rather than reflecting a unitary syndrome, it may be that reports by different 

informants are representative of different underlying constructs; for instance, teacher-

reported ODD may be a different construct than parent-reported ODD (see Drabick, Gadow, 

& Loney, 2007; Drabick, Bubier, Chen, Price, & Lanza, 2011), a conceptualization that 

maps on to findings, reviewed earlier, that there may be functional differences between 

children in the manifestation of psychopathology (e.g., Wright & Zakriski, 2001). For 

example, children who have behavioral difficulties only in interactions with peers may be 

identified by teachers, but not parents (De Los Reyes et al., 2009).
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III. b. i. Implications of theoretical models of informant discrepancies for data 
aggregation strategies—Clarifying the underlying theoretical model of informant 

discrepancies is critical because it informs the selection of strategies used to combine multi-

informant data. Many of the strategies used to aggregate data are inconsistent with the 

burgeoning evidence that source-specific variability is meaningful. The “or” rule counts a 

symptom (or diagnosis) as present if it is endorsed by any informant, making no distinction 

between children for whom there is agreement about symptoms or classification and those 

for whom there is disagreement (Dirks et al., 2011a). Adding symptoms identified by 

different informants together also does not distinguish between raters; a child who had two 

symptoms reported by a parent and six by a teacher would be treated the same as one who 

had eight symptoms reported by a parent and none by a teacher (Holmbeck, Li, Schurmanm, 

Friedman, & Coakley, 2002). Alternatively, the “and” rule emphasizes convergence of 

information; symptoms (or diagnoses) “count” only when informants agree. Similarly, latent 

constructs that combine data provided by multiple raters reflect the variance shared between 

informants, with unique information relegated to the error terms (Holmbeck et al., 2002), 

although it is possible, with careful selection of informants, to model inter-rater 

discrepancies meaningfully (Kraemer et al., 2003).

Treating raters as equivalent, or discarding the differences between them as error, will result 

in the loss of valuable information about children’s current impairment and ultimate 

prognosis, leading a number of authors to suggest that information provided by raters should 

be maintained separately (e.g., Offord et al., 1996; Drabick et al., 2007). This source-

specific approach is consistent with a theoretical model that indicates that variability across 

informants’ ratings is consequential. It also assumes, however, that the agreement between 

raters is not informative (Baillargeon, Boulerice, & Tremblay, 2001), a problematic premise 

for at least two reasons. First, the variability shared among informants is consistently 

associated with outcomes of interest (e.g., Cole, Martin, Powers, & Truglio, 1996; Perren, 

Von Wyl, Stadelmann, Burgin, & Von Klitzing, 2006) suggesting that it is not occurring 

purely by chance. Second, there may be differences between children identified as 

exhibiting a clinical syndrome by multiple informants compared to one informant, 

variability that will not be apparent if ratings are kept separate (e.g., Ho et al., 1996).

What is needed, then, are strategies that capture both the convergence and divergence among 

raters. One approach is to differentiate between children identified as having a clinically 

impairing syndrome by one or multiple informants. The ADHD and Disruptive Behaviors 

Workgroup has suggested this approach for DSM-5, recommending the use of a severity 

index of ODD based on the pervasiveness of symptoms across contexts (Drabick, 2011). 

Because informant typically serves as a proxy for setting (Drabick, 2011), in practice, this 

approach, which is similar to the DSM-IV specification that impairment must be present in 

two settings for a child to be diagnosed with ADHD, would often mean children identified 

by only their parent (or a teacher) would be seen as having a less severe presentation than 

those identified by both.

Research, however, does not unequivocally support this framework for either ODD or 

ADHD. For example, Drabick et al. (2007) compared boys in three groups: those who met 

criteria for ODD based on maternal report only, teacher report only, or report by both 
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informants (combined). To provide support for the hypothesis that the combined group was 

the most severely impaired, their functioning would have to be significantly poorer than 

both of the single-informant groups. This pattern emerged for two variables out of eighteen. 

In a second study, Munkvold, Lundervold, Lie, and Manger (2009) found that a combined 

group was significantly more impaired, as rated by both parents and teachers, than parent- 

and teacher-only groups, and had more CD symptoms, as rated by teachers. The combined 

group was not the most severe on seven other variables, however, and was identified using 

the “and” rule for symptoms, which resulted in the identification of a relatively small (.2% 

of 7007 children), and thus possibly unrepresentative, group.

Evidence for the hypothesis that “pervasive” ADHD identified by both parents and teachers 

represents a more severe presentation than “situational” ADHD identified by only one of 

these informants is also not clear cut (see Costello, Loeber, & Stouthamer-Loeber, 1991; Ho 

et al., 1996). Some work has shown that pervasive ADHD is associated with poorer 

functioning than situational ADHD on a number of objectively measured indices, including 

inhibitory control and response reengagement (Schachar, Tannock, & Logan, 1993), IQ 

(Schachar, Rutter, & Smith, 1981), and objectively measured levels of hyperactivity (Tripp 

& Luk, 1997). Other investigations, however, are not consistent with this pattern, finding no 

significant difference across groups on the latter two variables (e.g., Costello et al., 1991; 

Rettew et al., 2011; Rapoport, Donnelly, Zametkin, & Carrougher, 1986).

Two recent investigations have relevance for the applicability of this conceptualization to 

CD, comparing children identified as having clinically concerning conduct problems by 

parents only, teachers only, or both parents and teachers (combined). The first found that the 

combined group had significantly lower IQ scores and significantly greater parent-rated 

impairment than the other two groups (Rettew et al., 2011). The magnitude of the difference 

between the combined and parent-only groups on the impairment rating was small, however, 

and teacher-ratings of impairment did not differ between the combined and teacher-only 

groups. The second found no difference between the groups on a number of longitudinal 

outcomes, including criminality, substance use, anxiety, and depression, although the small 

number of children per group may have limited analytic power (Fergusson, Boden, & 

Horwood, 2009).

Taken together, available data are not clearly consonant with a model positing cross-setting 

pervasiveness as a marker of syndrome severity. There are not enough studies assessing the 

patterning of correlates and outcomes across syndromes identified by different informants to 

draw firm conclusions about ODD and CD, and although more data are available concerning 

ADHD, interpretations are complicated by small sample sizes, under-representation of girls, 

and differences across studies in the definition of situational hyperactivity (i.e., are children 

identified by parents only or teachers only considered separately or collapsed into one 

group). As we await further research to elucidate this issue, two themes emerge from the 

extant literature. First, clinically significant syndromes identified by only one of parents or 

teachers are associated with substantial impairment and should not be discounted (see 

Drabick, 2011; Fergusson et al., 2009). Clinicians may wish to investigate carefully whether 

ADHD reported by parent only would be better characterized as a disruptive behavior 

problem, given data suggesting that these children (a) are not distinguishable from children 
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with antisocial behavior problems on a number of indices, including family relationships and 

IQ (Ho et al., 1996), (b) do not demonstrate the same deficits in executive control exhibited 

by children with ADHD identified by a teacher (Schachar et al., 1993), and (c) may have 

better long-term prognoses (Manuzza, Klein, & Moulton, 2002). Second, the assumption 

made by a cross-setting severity index is that what matters is the number of settings in which 

children are impaired, but previous work suggests that which settings is also critical 

information, as children with clinically significant syndromes identified by parents appear 

different from those identified by teachers as well as from those identified by both.

III. c. Utility and the Use of Multi-Informant Data: Choosing Among Aggregation Strategies 
and Informants

III. c. i. Aggregation strategies—If there are important differences among groups of 

children identified via different combinations of informants, then there should be utility in 

maintaining this patterning during clinical decision-making. Researchers have adopted a 

number of different approaches to capture this information analytically. Laird and Weems 

(2011) suggested constructing regression models that assess whether the interaction between 

informants explains additional variance, after accounting for the prediction afforded by the 

separate ratings. Kraemer et al. (2003) advocated using a principal components analysis to 

parse explicitly the variance between informants into three meaningful components: trait, 

the characteristic of interest; context, “factors related to place and circumstance that 

influence the subject’s expression of [the trait] (p. 1569);” and perspective, which is 

characteristics of informants that impact their judgments. Similarly, other investigators have 

used factor-analytic strategies to derive latent variables capturing different aspects of 

informants’ ratings. For example, Dumenci et al. (2011) created factors reflecting a higher-

order externalizing trait generalized across raters, and lower-order traits reflecting source-

specific variability. Finally, a number of research teams have used latent class analysis to 

identify groups of children differentiated by their behavior in specific contexts (e.g., 

behavior is displayed when interacting with a parent, with a stranger, or both; De Los Reyes 

et al., 2009) or as perceived by different informants (e.g., high ratings of problematic 

behavior given by mother only, teacher only, or both; Fergusson et al., 2009).

As a beginning step, the last approach may hold the most promise for case 

conceptualization. This strategy could be adapted for clinical use by identifying meaningful 

cut points on dimensions of interest as rated by a particular informant and using those to 

classify children. For example, children would be grouped as manifesting clinically 

significant ODD as identified by parent only, teacher only, or both (e.g., Drabick et al., 

2007). Clinicians, fundamentally, have to make a dichotomous decision – treat or not – and 

given the evidence reviewed previously, children in all three groups would warrant 

intervention. However, what type of intervention, and how children could respond, might 

vary meaningfully and in unexpected ways if the differences between these groups are not 

limited to phenomenology. There is some evidence, for instance, that children with 

pervasive hyperactivity benefit more from treatment with stimulants than children with 

situational hyperactivity (Schachar & Tannock, 1993).
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Clinicians are sensitive to the context in which symptoms occur (Pottick et al., 2007), and 

many will be incorporating this type of information into their conceptualizations already. 

Systematizing this process provides an opportunity to examine critically the potential 

clinical utility of such distinctions, allowing for further refinements. For example, it would 

be important to establish that there is predictive power with regard to treatment outcome 

associated with establishing these groupings. Preliminary evidence could be obtained by 

reanalyzing existing data to ascertain (a) whether it is possible to obtain consistently 

meaningful classifications of children into these groupings, and (b) their associations with 

correlates and outcomes, both normatively and in response to intervention. The existing 

diagnostic categories likely provide a useful starting point. Given the movement within the 

field to identifying core, underlying mechanisms of psychopathology (Insel et al., 2010), it 

may eventually be fruitful to examine inter-informant variability in more specific behavioral 

and emotional processes.

Although there is anticipated benefit to maintaining cross-informant patterning at the onset 

of treatment, considering each rater separately may be the most useful strategy for 

monitoring progress. Research suggests that raters’ ability to report on behavior outside of 

their own setting is limited. For example, parental report on behavior at school shows 

markedly higher correlations with their ratings of behavior at home than with teacher report 

of behavior at school, and the converse is also true (de Nijs et al., 2004; Mitsis, McKay, 

Schulz, Newcorn, & Halperin, 2000). As such, report from an informant in one setting may 

not capture adequately functioning in a different context. Given the situation specificity of 

children’s behavior, more generalized response to intervention may not always occur, 

making it important to collect data from an informant with first-hand knowledge of the 

setting of interest (De Los Reyes & Kazdin, 2009). One concern about using a source-

specific approach is that it may yield lower quality measurement than strategies that 

combine information. There is some evidence to suggest, however, that reliability of source-

specific ratings is comparable to a number of other data aggregation approaches, including 

both the “and” and the “or” rule for symptoms (Drabick et al., 2007; Jensen et al.,1995; 

Kraemer et al., 2003; Munkvold et al., 2009; Offord et al.,1996).

III. c. ii. Informants—As the preceding review has made clear, there is substantial clinical 

utility associated with collecting information from both parents and teachers when making 

diagnostic decisions concerning ODD, CD, and ADHD (for additional evidence, see Owens 

& Hoza, 2003; Pelham et al., 2005; Loeber, Green, Lahey, & Stouthamer-Loeber; 1989). 

Most of this work has been conducted with school-aged children but there is evidence that 

teacher reports will also be useful for those who attend preschool (e.g., Murray et al., 2007). 

Obtaining self-report from children is also informative under some circumstances. 

Depending on the instrument used, young children may not be able to provide a reliable 

report (Frick & McMahon, 2008). For older children, however, self-report is a critical piece 

of the puzzle in the assessment of CD, likely due to the fact that many of the behaviors occur 

in settings to which adults are not privy (Cantwell, Lewinsohn, Rohde, & Seeley, 1997; 

Jensen et al., 1999; Loeber et al., 1989), In contrast, children’s self-report of ADHD 

symptoms is of limited value (Pelham et al., 2005), and there is debate concerning how 
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much children’s self-report of ODD symptoms contributes beyond parental report (Angold 

& Costello, 1996; Loeber et al., 1989; Jensen et al., 1999).

Thus far, the research reviewed provides information about a given class of informants, on 

average. One question with which clinicians must wrestle is whether there are conditions 

under which reports provided by a particular rater may not be credible (Youngstrom et al., 

2011; De Los Reyes et al. 2011b). Given the reliance of clinicians and researchers on 

maternal report, there has been substantial interest in factors that may impact mothers’ 

judgments, with much work focusing on whether maternal depression is associated with a 

tendency to over endorse disruptive behavior problems. This phenomenon has been 

demonstrated (e.g., Boyle & Pickles, 1997; Briggs-Gowan, Carter, & Schwab-Stone, 1996; 

but see Conrad & Hammen, 1989), but the magnitude of the bias may actually be quite 

small, indicating that there is still value in these reports (Youngstrom et al., 1999). When 

considering teacher ratings, concern has been raised that there may be a systematic over-

reporting of externalizing problems for minority children (e.g. Epstein et al., 2005); 

however, empirical support for this position is equivocal. Some studies are consistent with 

this hypothesis, (e.g., Sonuga-Barke et al., 1993; see Lau et al., 2004, for review), but others 

are not (e.g., Chang & Sue, 2003; Epstein et al., 2005; Hosterman et al., 2008), with 

evidence appearing stronger for disruptive behaviors than for ADHD. Some researchers 

have suggested that such biases may be due to a cultural mismatch between teachers, who, at 

least in the United States, are predominantly non-Hispanic white (Hosterman et al., 2008), 

and their students (Puig et al., 1999); however, data addressing this issue appear sparse and 

do not clearly indicate that congruence between teacher and student ethnicity will yield a 

more accurate accounting (see Pigott & Cowen, 2000; Dominguez de Ramirez & Shapiro, 

2005).

Even if reports by parents and teachers, on average, do not show evidence of substantial 

bias, clinicians will always confront individual cases in which they are concerned about the 

veracity of a report (e.g., the informant uses substances; Youngstrom et al., 2011). In recent 

research, Youngstrom et al. (2011) examined clinicians’ perceptions of informants’ 

credibility. Results indicated that informants seen as less credible did provide less valid 

information, but the authors concluded that these differences were not great enough to 

justify discarding the data. Although further work on this issue is needed, these findings 

suggest that it is rare that an informant’s report is of no value, and that one fruitful direction 

for research would be the development of techniques to correct for systematic error in 

informants’ reports, both at the individual and aggregate levels.

IV. “Coming Around Again”: Application of Advances in Assessment to the 

Refinement of Conceptualizations of Child Psychopathology for DSM-5

Advancing understanding of how to obtain maximum benefit from informants’ reports will 

increase the clinical utility of these instruments, but ultimately what is needed is greater 

understanding of the meaning of informant disagreement for conceptualizations of clinical 

phenomenology. Although inter-rater discrepancies in judgments of children’s 

psychopathology have been viewed as a problem, these differences reflect meaningful 

variability in children’s behavior and informants’ perspectives across contexts, and as such, 
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the presence of informant disagreement provides an opportunity to advance theory and 

nosology in childhood psychopathology, which, in turn, should contribute to an increased 

understanding of developmental mechanisms. For example, there is growing evidence that 

genetic contributions to childhood psychopathology vary as a function of informant (e.g., 

Burt, 2009; Gizer et al., 2008). Such work suggests further unpacking informant 

discrepancies will advance clinical practice not only by enabling the development of more 

valid and efficient assessment techniques, but also by contributing to fundamental 

understanding of the etiology and maintenance of psychiatric disorders in childhood.

The critical next step for this line of research is to disentangle the relative contribution of (a) 

situational variability in behavior, and (b) rater-specific variables. To date, work on the 

situation specificity of children’s behavior has been conducted along disparate lines from 

investigation of inter-rater discrepancies in evaluations of children’s psychological 

symptomatology. The merging of these two traditions (e.g., De Los Reyes et al., 2009; 

Hartley et al., 2011) will be essential as researchers work to delineate the extent to which 

variability in informants’ evaluations are driven by differences in the behavior of the child 

across contexts versus factors related to the informant, including both bias and varying 

perspectives resulting from the demands of a particular setting. Such work is already 

underway. For example, a recent investigation by Gomez (2007) used IRT to demonstrate 

that ADHD symptoms were perceived in a similar way by parents and teachers, suggesting 

that the low agreement between informants was resulting from cross-setting differences in 

children’s behavior. More research of this type is needed to examine the generalizability of 

these findings to other symptom types, as well as to clinical samples.

It is also imperative that research move beyond the common practice of confounding 

informant and setting (i.e., using parent report to assess behavior at home and teacher report 

to assess behavior at school; Drabick, 2011), which often complicates interpretation of data 

due to the issue of shared method variance (see Costello et al., 1991) and provides only a 

crude measure of children’s behavior across settings and situations. This decoupling can be 

achieved by systematically assessing differences in specific behaviors across situations 

directly, resulting in a clearer mapping of the roles of situational and informant factors in 

inter-rater discrepancies (De Los Reyes et al., 2009). This work will contribute to the 

continued development of theoretical models of developmental psychopathology. In this 

paper, we have suggested two possible ways to parse children’s symptomatology: functional 

groupings, based on the situations in which symptoms occur, and source-specific categories, 

defined by the combinations of informants who have identified clinically significant 

syndromes or behaviors. Although related, these conceptualizations are not the same, and in 

order to determine which approach is more valid, it is necessary to separate children’s 

behavior from the informant, so that the contributions of each may be analyzed.

Advances in contextualized measurement make it possible to answer these questions. Much 

work in this area has relied on intensive, naturalistic observations (e.g., Wright et al., 2011), 

which provide a rich behavioral sample, but are impractical, particularly in clinical settings. 

It is now clear that it is possible to capture reliable, clinically meaningful, contextual 

variability in behavior using interviews and rating scales (e.g., Dirks et al., 2007b; Wright & 

Zakriski, 2001), as well as brief, structured observational tasks (Wakschlag et al., 2008a). 
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The increased feasibility of these approaches will allow researchers to conduct studies 

explicitly examining the associations between situational factors and symptomatology with a 

variety of samples and in an increased range of settings, providing significant opportunity to 

advance understanding of the role of situation- and setting-level factors in externalizing 

behavior problems. For example, Gray et al. (2011) utilized the contextualized measurement 

afforded by the DB-DOS to demonstrate that the pervasiveness of disruptive behavior may 

be less clinically informative for girls. Specifically, they showed that disruptive boys were 

disruptive during interactions with both parent and examiner, whereas disruptive girls 

showed high levels of disruptive behavior only when interacting with their parents. These 

findings suggest that a cross-contextual pervasiveness requirement may under identify 

clinically significant disruptive behavior in girls, information that could only be obtained 

through the use of standardized, contextually sensitive measures.

V. Conclusions

The role of context in the development and maintenance of children’s behavior problems has 

long been recognized by clinicians in their day-to-day work with individual children and 

their families. This knowledge, however, has not been widely integrated into measurement 

tools, nor into conceptualizations of psychopathology. Yet, there is increasing evidence that 

behavioral differences across settings and situations are reliable and meaningful, data that 

suggest that developing a more fine-grained understanding of the contextualized patterns of 

children’s symptomatology will advance our knowledge of developmental psychopathology. 

As the field pushes towards DSM-5 there is an opportunity to consider how to strengthen the 

existing nosological framework. Considering the specific conditions under which 

symptomatology manifests, and measuring these contingencies systematically, may aid in 

the refinement of psychiatric phenotypes, work that may be necessary to push the 

boundaries of our knowledge of the etiology and maintenance of childhood psychiatric 

disorder.

Increased attention to the role of context in the expression of psychological symptoms 

should also translate into more precise assessment of clinical phenomena, ultimately 

bolstering the utility of our assessment approaches. For example, advances in contextualized 

measurement have helped, in part, to address the absence of developmental considerations 

that has characterized the disruptive syndromes (Wakschlag et al., 2010) by providing a 

more detailed framework by which to evaluate whether behaviors are clinically concerning 

or within normative bounds. Incorporation of contextual features could pay dividends for the 

creation of developmentally sensitive measures at other stages of childhood and 

adolescence, an issue that has received little attention (Carter et al, in press).

Such focus on the utility of measurement approaches remains critically important. Given the 

enormous and growing strain on the mental health system, it is essential that assessment 

procedures be as streamlined as possible, with each approach and informant contributing 

substantially to diagnosis and treatment. The incremental validity of different techniques has 

received insufficient attention from researchers and we recommend that the bar be raised in 

regard to standards of evidence for inclusion of multiple methods and informants for 

treatment and prediction (see Hunsley & Meyer, 2003). There are data suggesting that 
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briefer rating scales perform as well as lengthier interviews for some purposes, as well as 

substantial evidence indicating that acquiring information from children’s teachers about 

disruptive behavior syndromes and ADHD is worth the extra effort. Much work remains, 

however. Utility will be heavily influenced by developmental concerns, but little work has 

evaluated whether different methods are more informative during particular periods of 

childhood. Establishing treatment utility by determining the extent to which assessments 

contribute to outcomes in intervention will provide a strong case for their inclusion and will 

help to trim unnecessary procedures from assessment batteries. As the field advances and we 

continue to deepen our understanding of which assessment practices are most efficient, for 

whom, and when, the goal should not be the eradication of differences across informants and 

methods. Rather, these differences should be embraced, as they reflect meaningful 

information that could play an important role in clinical decision-making. Ultimately, further 

elucidation of their causes will yield significant theoretical dividends, enhancing both our 

measurement, and eventually, our intervention practices.
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Key Points

• The tools and techniques used to assess developmental psychopathology must 

be consistent with theoretical models of the phenomena, and data yielded by 

advances in measurement should contribute to refinement of these 

conceptualizations

• Children’s behavior varies meaningfully across contexts, differences that, in 

combination with informants’ perspectives, contribute to inter-rater 

discrepancies in symptom reports

• Incorporating contextual features into measurement approaches (e.g., 

maintaining patterns of ratings across informants rather than collapsing them 

together) will contribute to conceptual understanding of psychopathology and 

enhance the clinical utility of assessment instruments

• Clinical utility of methods and informants must be considered carefully, relative 

to the goal of the assessment, and the “value added” of more intensive methods 

and additional informants must be demonstrated
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