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ABSTRACT

A MEASURE OF FUNCTIONAL IMPAIRMENT IN CHILDREN AND

ADOLESCENTS AND ITS RELATION TO SYMPTOMATOLOGY AND

DIAGNOSIS

By

Jennifer S. Paul

The purpose of this study was to validate the Functional Impairment Scale for

Children and Adolescents (FISCA; Frank & Paul, 1995) by establishing its concurrent,

discriminant, and predictive validity. As such, the study also assessed the degree of

overlap between functional impairment, as measured by parent report on the FISCA,

and patient symptomatology and diagnoses. The total sample consisted of a) 400

children and adolescents inpatients (ages 6-17) and /or their parents in two Midwestern

psychiatric hospitals as well as b) 100 parents of patients from two outpatient clinics

associated with each of the hospitals. Correlations between the FISCA and other

measures of functional impairment and between the FISCA and parent and child reports

of children’s symptomatology supported the concurrent validity of the FISCA. FISCA

scores were able to discriminate between outpatients and inpatients; between patients

with no, low and high comorbidity; and in most cases, between patients with and

without particular diagnoses. The predictive validity of the FISCA was supported by

its ability to predict length of stay. Overall, the study showed that the FISCA is a

valid measure of functional impairment and can be a useful addition to traditional

assessment protocols that focus only on symptoms and diagnoses in assessing

psychological difficulties in children and adolescents.
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INTRODUCTION

The purpose of this study was to validate the Functional Impairment Scale for

Children and Adolescents (FISCA; Frank & Paul, 1995) by establishing its concurrent,

discriminant, and predictive validity. As such, the study assessed the degree of overlap

between functional impairment, as measured by parent report on the FISCA, and

patient symptomatology and diagnoses. The FISCA assesses children’s and

adolescents' functional impairment across a variety of areas and contexts. A major

interest of this study was to demonstrate that measures of functional impairment are

related but not identieal to measures of symptomatology and diagnosis. As such, I

hoped to Show that measures of functional impairment in children and adolescent are an

important if not essential addition to traditional assessment protocols that focus on

symptoms and diagnostic eategories in assessing psychopathology in children and

adolescents.

Child and adolescent inpatient treatment has undergone a profound

transformation in the past two decades. Twenty years ago, most inpatient facilities for

children and adolescents relied on long-term treatment (Nurcombe, 1989). Treatment

focused on a detailed exploration of the patient's psychic conflicts and their origin, and

an assessment of ego defenses and ego strengths. However, two major factors are

making this model of treatment increasingly “out of date”.
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First, changes in the economy have led to increased costs of inpatient eare and a

greater reliance on third-party payers, with accompanying demands for briefer effective

treatments, shorter stays and reduction in costs. Second, the incidence of reported

eases of children and adolescents with severe psychopathology has increased

dramatically in the last two decades. Currently, more than twice as many children and

adolescamarebeingueatedmmsidenflalcmtemaswmpamdmalmMMOdecades

ago (Taube and Barret, 1985). As a result of both of these factors, inpatient facilities

have found themselves with increasingly limited resources to care for increasingly

larger numbers of children. Consequently, the criteria for inpatient admission has

become more stringent and the length of stay of patients has decreased.

These changes have necessitated significant changes in both treatment goals and

in the nature and time frame of treatment procedures for children, adolescents and their

families. Whereas traditional, psychoanalytically-oriented, long-term treatment focused

on a total reconstruction of the personality (Nurcombe, 1989), the major goal in most

facilities today is to get the patient out of the hospital. Long-term treatment required

an assessment of such things as prior history, intrapsychic processes (defenses, ego-

strength, etc.) and perceptual styles, whereas short-term treatment requires an

assessment of clear and specific problems that make it impossible for the patient to

function in a non-restrictive environment.

Brief inpatient treatment should create the changes necessary for the child to

leave the hospital and continue treatment in a less restrictive and less expensive

environment. According to Nurcombe (1989), the central aim of treatment is

stabilization of those problems that are preventing the patient from being treated safely
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outside of the hospital. Assessment conducted at admission to the hospital should be

brief and focused on identifying the pivotal problems. Assessment needs to look at

which symptoms, signs, impairment, behaviors, emotions, dispositions, or dysfunctions

in the current biopsychosocial pattern must change if the patient is to be treated at a less

restrictive level of care (Nurcombe, 1989). An obvious goal of assessment is to

identify a patient's current functional difficulties so that the targets of brief

hospitalization can be determined and addressed. When these problems have stabilized

and it is safe for the patient to be treated in a less expensive and intrusive setting, the

child is discharged from the hospital.

To accomplish these kinds of assessment goals, a standardized, well-developed

tool for measuring children's and adolescents' functional impairment in a variety of

areas is needed. Several measures of functional impairment in children and adolescents

have been developed; however these measures have several flaws. In the remainder of

this chapter, I critieally review the literature on existing tools for measuring children's

functional impairment and discuss the development of an instrument that is intended to

address a number of flaws found in current measures of children's functioning.

LEW

In the past decade, there has been a burgeoning interest in studying children and

adolescents' functional impairment. In DSM-IV, an entire axis, axis V, is designated

to rate functional impairment, and research has indicated that the diagnostic variable

most strongly associated with hospitalization is failure in adaptive functioning

(Mezzich, Evanczik, Mathias, & Coffman, 1984). The importance of assessing

impairment is also supported by research indicating that presence of criteria for making
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a diagnosis does not necessarily imply need for treatment (Bird et al., 1990).

Researchers have also found that impairment criteria are sensitive predictors of

treatment outcome in clinieal trials (Gordon, Plutcky, Gordon, & Guerrra, 1988).

A level of functioning scale, when used properly, can provide a systematic ,

reliable, and efficient form of reference for formulating and communicating how the

client is adapting to his or her environment, and what level of care they need. A level

of functioning seale is seen as a complement to, rather than a substitute for, a

diagnostic system or symptom scale. While diagnostic systems and symptom seales are

useful in identifying the nature of a client's disorder and indieative of distress

(symptoms), a level of functioning seale can be useful in describing the client's ability

to function at one point in time and over time (Newman, 1983). It ean be used to

ikmify to what extent the person has difficulty functioning in his or her environment at

any given point in time and what level of treatment is necessary so that the person can

firnctionatasatisfactorylevelinthefuture. Inadditionitcanbeusedtoassess

changes in patient functioning over time.

I l E 5 . . . l . l' . l l

The importance of the distinction between a patient's impairment in functioning and

his or her symptoms or diagnosis has a long history (Weissman et al., 1983). In both

theory and current assessment practices, level of functioning seales, diagnosis, and

level of symptomatology are all distinct entities, although there is some degree of

overlap among the three.

Level of symptomatology typically is assessed using problem or symptom

checklists (6.3., Achenbach & Edelbrock, 1983, Quay, 1977) that allow for
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comprehensive ratings of problematic and behaviors as well as unpleasant subjective

experiences. Although no research has been conducted on the overlap of level of

symptonutology and functional impairment, it makes same to hypothesize that there

should be some relation between the two. A relation is expected because functional

impairment assesses disruption in a child’s ability to function as a result of disruptive

and symptomatic behavior. For example, depressive symptoms, such as difficulty with

concentration, psychomotor retardation, and anhedonia could affect an adolescent‘s or

child's intellectual achievement, resulting in poor functioning in school. The causality

of the relationship between functional impairment and symptoms may go in either

direction or in both directions. For instance, severe impairment ean result from high

levels of symptomatology, but high levels of symptomatology do not necessarily imply

severe impairment. A particular patient may have many symptoms, but these

symptoms may not interfere with the patient's ability to function in his or her

environment. Conversely, impairment in functioning could, but need not necessarily,

lead to symptoms. For instance, school failure could (but need not) lead to or predict

depression or antisocial behavior.

There is also a certain degree of overlap between symptom groups and

diagnosis. The overlap is evident in the criteria used for making a diagnosis.

Diagnosis of a disorder is based on several specific criteria that must be met. Typically

the criteria include a specified number of symptoms from a larger list, duration

requirements for the symptoms, and various exclusion criteria that state that the

symptoms are not due to some other condition. In some instances, certain symptom

groups are the only or the major defining features of the diagnosis, so that a great deal
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of overlap between symptomatology and diagnoses is to be expected. For instance,

certain symptom groups or behavior clusters associated with delinquency might relate

strongly to DSM-IV diagnosis of conduct disorder. There may also be a correlation

between symptom groups and diagnoses, even when the symptom seale contains only

one or two items required for the diagnosis and also contains nonrelated items. For

instance, thereshouldbeamoderatetohigh correlation betweenadiagnosisof

depression and somatic symptoms, which include not only items such as "overtired' (an

item used as a defining criteria for a diagnosis of depression), but also items not used in

defining affective disorders, such as nausea, pains and headaches. Researchers have

reported substantial overlap between empirically derived symptom syndromes and

DSM-III diagnosis (Edelbrock and Costello, 1988; Weinstein, Noam, Grimes, Stone,

& Schwab—Stone, 1990). These studies found a significant overlap when the symptoms

scales were part of the criteria for diagnosis and also when the symptom groups

contained only one or two items that were part of the criteria for diagnosis but

contained nonrclated items as well. Not too surprisingly, the overlap was greatest

when the symptom groups were part of the criteria for diagnosis.

There should also be an overlap between diagnoses and measures of level of

impairment, although far less work has been done in this area. Prior to DSM-IV this

overlap might have been more minimal because in order to receive a diagnosis the

child or adolescent did not have to be functionally impaired. In fact, many children

who met diagnostic criteria, according to DSM-III-R, were not impaired in their ability

to function in their environment (Bird et al., 1990). Currently, in order to receive

many of the DSM-IV diagnoses the child or adolescent must also be impaired. For
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instance, in order to receive a diagnosis of depression the symptoms must cause

clinically signifieant distress or impairment in social, occupational or other important

areas of functioning. Impairment, like symptomatology, now is embedded in the

criteria for diagnosis; therefore it makes sense that impairment will overlap with

diagnosis much as symptomatology does. However, there are no studies assessing the

extenttowhichthisistrue. Inthisstudy, Iwillassesstherelationshipbetwoenanew

measure of functional impairment and level of symptomatology and diagnosis.

W

GlobalMeasuresnflmpairment. An important hypothesis in this work is that

the new instrument to be presented here improves in a number of ways on earlier tools

used to measure functional impairment in children and adolescents. One advantage is

that the FISCA does not depend on clinieal judgments based on ambiguous data

sources.

The first measure of functional impairment in children and adolescents was the

Global Assessment Scale for Children. The GAS-Children rates functioning on a scale

of l to 100. A descriptive paragraph explains the criteria for each 10-point range. For

example, a score from 1—10 is given if the patient ”needs constant supervision (24-hr

care) due to severely destructive behavior or gross impairment in reality testing,

communication, cognition, affect, object relations, or personal hygiene” (Rotham,

1976). Inter-rater reliabilities were .56 for inpatients and .84 for outpatients

(Sorenson, 1982). However, the primary rater provided the secondary rater with

information about the patient, which could have inflated these reliability coefficients.

As would be expected, the mean score for inpatients was higher for outpatients



(51.8) than for inpatients (32.5). However, Sorenson et a1. (1982) looked at how

differentratersratedthestandardvignettesgivenintrainingoftheGASandfound that

inpatient raters rated the standard vignettes as more impaired than the outpatient raters

did. This bias easily could have led inpatient subjects to be rated as more impaired. A

structured, objective scoring system would of course eliminate this bias.

The validity of the GASC has not been supported in the literature. Sorenson,

Hargreaves, & Friedlander (1982), reported nonsignificant correlations between the

GASC and the total problem score of the Conners Parent Questionnaire (Conners,

1989) and with total raw score of the Achenbach Child Behavior Checklist (Achenbach

& Edelbrock, 1987); and Keraus (1981) found generally insignificant correlations

between the GASC and summary scores on the Behavior Problems Checklist (Quay,

1977). Interpretation of these studies is somewhat problematic since symptoms and

impairment are not equivalent; however a certain degree of overlap ought to be evident

between the two. No other validity studies have been published. A review of recent

studies assessing children's impairment, suggest that the GASC is no longer being

used. The most widely used measure of functional impairment in children and

adolescents is the Children's Global Assessment Scale (Shaffer, Gould, Brasic,

Ambrosini, Fisher, Bird, & Aluwahlia, 1983). It is a measure of global impairment in

children's functioning during a specified time period. It is based on the Global

Assessment Scale, (Endicott, Spitzer, Fleiss, & Cohen, 1976), a measure of overall

functional impairment for adults. The Children's Global Assessment Seale (CGAS) is

designed to reflect the lowest level of functioning for a child or adolescent during a

specified time period. Its values range from 1, representing the most functionally
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impaired child, to 100, representing the highest functioning child. Scores above 70

indicate normal functioning. The scale contains behaviorally oriented descriptors at

each anchor point that depict behaviors and life situations applieable to children 4

through 16 years of age. Studies of the psychometric properties of the CGAS have

used case histories (Shaffer et al., 1983; Steihausen, 1987), video tapes (Bird, Canino,

Rubic-Stipee, & Ribera, 1987), in-person interviews (Apter, Orvashel, Laseg, Moses,

& Tyano, 1989), and ratings by clinical staff who were directly involved in the clinical

care of the patients studied. The intraclass correlation coefficient of different raters in

the different studies was high, ranging from .72 to .93. Bird et al., reported

satisfactory test-retest stability (.85) over a 19 day interval. The CGAS was also found

to discriminate between outpatients (65.4, SD =14.8) and inpatients (46.0, SD =19)

(Shaffer et al., 1983). This difference was significant at the .001 level. The

concurrent validity of the CGAS was studied in relation to measures of symptom

distress and child competence. The correlation between the CGAS and the Conners

Abbreviated Seale, which measures symptom distress, was -.25 (p > .05, df= 17) in an

outpatient sample (Shaffer et al., 1983). This correlation suggests that the Conners

index and the CGAS tap somewhat overlapping but different domains of assessment.

The CGAS was also studied in relation to the total CBCL score (Achenbach and

Edlebrock, 1981), but findings on the relationship between these two measures have

been inconsistent across studies. A highly structured study using psychiatrists and

psychologists ratings of randomly sampled children in a Puerto Rican community,

found a Pearson correlation between the CGAS score and the total behavior problem

score on the CBCL of -.65 (Bird et al., 1990). However, when data were collected as
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part of a clinical assessment, using psychiatrist ratings and milieu staff ratings in an

inpatient hospital, the investigators found a nonsignificant correlation of .-05 for the

attending psychiatrist's ratings on the CGAS and total CBCL score, and -.11 for milieu

staff ratings on the CGAS and total CBCL score (Green, Shirk, Hanze, & Wanstrath,

1994). The differences between these two studies indicate that clinical judgement in a

controlled research setting and in a clinieal setting may lead to different results.

Findings on the relationship between the CGAS and the Social Competence

scale of the CBCL are also inconsistent. Bird et a1. (1987) found a significant

correlation (.58), whereas Apter et a1. (1989), Vandvik (1990), and Green et al. (1994)

found nonsignificant correlations.

Green et al., (1994) found that the CGAS correlated significantly with a number

of indicators of individual functioning. The CGAS correlated with Activity

Competence (.26); Full Seale IQ (.43); and Social Relatedness (.33 for psychiatrist

ratings, and .39 for milieu staff ratings). In addition, Vandvik (1990) reported a

significant correlation between the CGAS (r=-.80, p < .010) and the total score from

a structured diagnostic interview, the Child Assessment Schedule (Hodges, Kline,

Stern, Cytryn, & McKnew, 1982).

While the CGAS appears to have satisfactory reliability, the concurrent validity

of the measure varies across studies. Also, the CGAS has been tested only with

professionals. One major problem of this instrument is that it would be difficult to

implement in a variety of settings because the ability of para-professionals, who often

are responsible for intake prowdures, to use the scale accurately has not been shown

andtherearenotraining manuals.
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The Health and Sickness Rating Scale for Children (HSRS-C; Liebowitz,

Rembar, Kornberg, Frankel, & Kruger, 1988) is another impairment measure used to

assess children’s psychiatric disorder. It was modeled after the Health-sickness Rating

Scale for adults (HSRS; Luborsky, 1962). It was designed for use with children 6 to

11 years old. The scale ranges from O to 100. The anchored scale points range from

9, a point of extreme disturbance, to 94 which indicates superior adaptive,

interpersonal, and academic functioning. The endpoints of 0 and 100 are reserved for

theoretical extremes of disturbance and adaptation. Criteria are spelled out for each

anchor point. Liebowitz et a1. (1988) examined the interrater reliability of clinician's

individual ratings and reported a intraclass correlation coefficient of .73. Liebowitz et

al. (1988) also studied the validity of this measure. Discriminant validity was assessed

by comparing HSRS-C scores for inpatients and outpatients. The mean rating HSRS-C

rating for the outpatients was 59.1 and 38.8 for the inpatients. Concurrent validity was

assessed with the Child Behavior Checklist (Achenbach and Edelbrock, 1983) and the

Child Assessment Schedule (CAS) (Hodges et al., 1982). Negative correlations of -

0.71 and -0.75 with the total CBCL behavior problem score and the externalizing scale,

respectively, were reported. Only a modest correlation of 0.47 was found with the

internalizing scale, possibly indicating that internalizing patients are less likely to be

functioning poorly than externalizing patients. A significant negative correlation of -

0.48 was found with the CAS.

Although Liebowitz et a1. (1988) reported that the HSRS-C has good reliability

and validity, there were several flaws in this study. The study was conducted using

trained clinicians as raters and the authors assume that only highly trained clinicians
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will use this seale. Therefore, the ability of less trained clinicians or paraprofessionals

toreliablyusethismeasurehasnotbcenstudied. Inaddition, thecaseswereratcd

from written protocols of actual case histories or comprehensive reports, which may

havecontainedcuesabouttlnelevelofcarethepatientswerereceiving.

A fourth measure of functional impairment is the Global Level of Functioning

Selle (GLOF; Hodges, Bickrnan, & Kurtz, 1991), a modified version of the Child

Global Assessment Scale (Bird et al., 1987). The GLOF is used to generate an overall

severity of impairment scores, ranging from 0 to 100. The GLOF has a comprehensive

training package which includes detailed scoring instructions and examples. Raters are

instructed to consider the child's functioning in four major areas: home/family, school,

peer/social relationships, and community. Hodges et al. (1991), looked at the

reliability of 13 raters who were not trained in working clirnically with children; in a

second study she assessed the reliability of ratings from 20 first year graduate students

in clinical psychology was assessed. In both studies, the raters scored twenty vignettes

which consisted of a brief description of the family constellation and currernt

circumstances and a summary of the child's responses on the CAS (Hodges, 1989).

They reported interclass correlations for two studies, .79 and .81 respectively. There

have been no studies of the validity of this measure.

All of the scales discussed so far require clinical judgement. Bird, Shaffer,

Fisher, Gould, Staghezza, & Hoven (1993) saw the need for a measure of functional

impairment that did not require clinical judgement, and hence, developed the

Columbia Impairment Scale. A respondent (e.g. , parent or caregiver) is asked 13

questions used to assess four areas of functioning: interpersonal relations, broad
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psychopathological domains, functioning at work or school, and use of leisure time.

Each question is rated by the respondent on a five point continuum of 04; 0, no

problem; 1-3 some problem; and 4, a very big problem. Factor analysis and the

assessment of the internal consistency of this scale using a pilot sample, led Bird et al.

(1993) to conclude that the scale assesses a single factor. Although the authors wanted

toassessfunctionalimpairmentinseveralareas, itappearsthatthisisameasureof

global functioning.

ThereiscurrentlyonlyonestudyontheCISanditusespilotdatafroma

community sample (Bird et al., 1993). Bird et al. (1993) had both parents and children

answer the questions. The psychometric properties of the parent instrument appear to

be better than those of the child and adolescent instrument. Bird et al. (1993) report

good test-retest reliability for parent-report (Cronbach's alpha=0.89) and significantly

lower reliability for child-report (Cronbach's alpha= .63). They also report that the

Columbia Impairment Scale correlates significantly with a therapist's ratings, r=-0.56.

(The negative correlations relate to the fact that the two scales are scored in opposite

directions). The CIS also correlates with other indicators of psychological dysfunction.

Grades in school correlated with parent C18 (.45) and with child C18 (.30). The parent

CIS correlated with whether the child had been expelled from school (.32) but the

findings were insignificant for child C18 (0.08). Child's adaptive competence

correlated with parent C18 (-0.71) and with child C18 (-0.37). The authors did not

analyze the child and adolescent respondents separately and therefore the impact of age

on CIS reports provided by children is not known.

The Columbia Impairment Scale does not require clinical judgement, which
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allows it to be more easily used by a wide array of individuals; however because the

scale does not provide the respondent with clear behavioral or symptomatic criteria it is

relatively susceptible to the subjective judgment of the respondent. This could be

problematic in the assessment of a clinical sample because some studies have concluded

that maternal perceptions of child adjustment and functioning are related to maternal

psychopathology, marital discord, expectations for child behavior, self-esteem,

stressors and social support (Ferguson & Horwood, 1987; Forehand, Lautenschlager,

Gaust, & Graziano, 1986; Mash & Johnston, 1983; Moretti, Fine, Halye & Marriage,

1985). The more open-ended a scale, and the less defined the criteria for making

ratings, the more likely that these confounds will occur.

Axis V in DSM-IV is a fifth measure of impairment (American Psychiatric

Association, 1993). This axis uses the Global Assessment of Functioning (GAF) Scale

to rate both children and adult's overall functioning. It is to be rated with respect only

to psychological, social, and occupational functioning. The GAF is rated on a scale

from 1, indicating the lowest level of functioning to 100, indicating the highest level of

functioning. Each ten point interval has a symptomatically oriented description. The

GAF was derived from the GAS and the CGAS. There are no published reliability or

validity data for this measure. It is supposed to be rated by a clinician. This could

lead to difficulties with the reliability of the rating, since it is difficult for most

clinicians to avoid confounding diagnostic speculations with assessments of a patient's

functioning.

Axis V was first included in DSM-III (APA, 1980). This was a seven point

scale, in which a clinician was asked to rate the client's highest level of adaptive
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functioning during the past year. Rey, Plapp, Stewart, Richards, Bashir (1987), found

that reliability for Axis V in DSM-III (1980) was similar for younger (.63) and older

boys (.56), but reliability for younger girls (0.36) was lower than for older girls

(0.51). A validity study by Rey, Stewart, Plapp, Bashir, & Richards (1988) found

that, for adolescents, Axis V correlated more highly with premorbid functioning (0.76)

than with present social competence (-O.46).

All of the measures discussed thus far are global measures of

impairment. Global measures give a description of the child's overall level Of

functioning, but do not discretely measure the child's functioning in a variety of areas.

Multidimensional measures have been developed to provide more elaborate

information on children's functioning.

The Childrern's Impairment Scale, (Sorenson, 1982) is one such measure. It

consists of global ratings in four areas: Developmental Status (overall maturity of a

child's physical, emotional, and intellectual capabilities), School Adjustment (child's

academic performance and behavior at school), Interpersonal Relations (child's ability

to relate to others), and Current Living Environment (the ability of the living

environment to meet the child's needs), with no overall rating of function. Each of

these subscales is scored by assigning a number from one to five, where level five

represents severe impairment and level one represents no impairment. A descriptive

paragraph explains each level of each scale. The inter-rater reliability for the

Developmental Status was .69 for outpatients and .40 for inpatients; .69 for outpatient

school adjustment, .38 for inpatient school adjustment; .69 for outpatients interpersonal
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relations, .22 for inpatient interpersonal relations ; .81 for outpatient living

environment and .39 for inpatient living environment (Sorenson, 1982). All of the

scales had higher reliability coefficients for outpatients than for inpatients. This may

reflect the greater range of impairment among outpatiernts compared to inpatients, or

it may reflect a true superiority in this scale's performance in outpatient settings. All

of the scales except for the Developmental Status scale were able to discriminate

between inpatients and outpatients. However, different therapists rated inpatients than

those who rated outpatients. Similar to the GAS, Sorenson et al. (1982) found that

inpatient raters rated the training vignettes as more impaired than outpatient raters. The

different areas of impairment were modestly intercorrelated in adolescents, but among

young children, the correlations among the subscales were high, ranging from .60 to

.80. The Children’s Impairment Scale was not studied in relation to other measures of

child psychopatlnology, so the concurrent validity of this measure has not been

established.

The Progress Evaluation Scales for Children (ages 6 to 12), arnd the Progress

Evaluation Scale for Adolescents (ages 13 to 17) (Ihilevich & Gleser, 1982) are also

multidimensional measures of functional impairment. The PES rates functioning in a

variety of domains including: 1)Family interaction (dependence—independence-

interdependence in one's relationship with other family members); 2) occupation

(ability to function in school, job, or homemaking role); 3) getting along with others

(socialization); 4) feelings and mood (the level of affective modulation); 5) use of free

time (ability to participate in and create resources for play and enjoyment); 6) problems

(tine coping capacity the person can bring to bear on his or her daily problems); and 7)
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attitude toward self (self-esteem). Each scale consists of five levels rated from 1 to 5,

from the most pathological to the healthiest levels of functioning observed in the

community. The scales can be completed by parents, therapists, and the child or

adolescent. A study using therapists as informants found that the scales were able to

differentiate between outpatiernts and patients in partial hospitalization, with children in

partial howitaliaation scoring lower (i.e., more impaired) on all of the PES scales.

The adolescent self-report version of the PBS was compared to the self-report

Adolescent Life Assessment Checklist (ALAC; Gleser et al., 1977), that measures

affective distress, unproductivity, sociopathy, peer alienation, somatic complaints, and

tolerance of intimacy. All but the last scale of the ALAC, are keyed so that a higher

score indicates more pathology. Resulting correlations indicated a high degree of

concurrent validity between the two instruments. Family Interaction correlated .26

with Tolerance of Intimacy. Poor Occupation (school adjustment) related significantly

with Unproductivity (-0.24), Sociopathy (-0.28), Per Alienation (-0.32), and Somatic

Complaints (-0.51). Difficulty in Getting Along with Others was associated with

Sociopathy (-0.20), Peer Alienation (—0.26), and poor Tolerance of Intimacy (0.19).

Poor Use for Free Time was also associated with Peer Alienation (-0.31) and poor

Tolerance of Intimacy (0.30). Both Feelings and Mood and Problems correlated

significantly with five of the six scales.

Although, the PBS is noteworthy in its attention to a wide variety of functional

areas, it has a number of drawbacks. There is an unduly large inter-rater variance on

some scales. The estimated variance due to average differences between ratings of

therapists on any one person ranged from .18 to .52 in the outpatient sample and .18 to
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.50 for the day hospital. In addition, inter-rater reliability was only assessed on a very

small sample of children (N=14). Ihilevich and Gleser (1982) hypothesized that the

source of the difficulty lay in the fact that children's behavior is often difficult to

interpret and parental reports are frequently inconsistent. To improve the quality of the

data, they suggested that clinician ratings of children on the PES should be made after

two or three intake sessions, instead of the previously used one hour diagnostic

interview. While this would help establish rapport and allow the therapists a greater

period of time in which to judge the child, in an inpatient setting, it is too lengthy and

laber intensive. It does not briefly assess the pivotal problem, so that a treatment plan

can be implemented immediately upon admission to the facility. Another problem with

the PBS, is that it is not sufficiently behaviorally anchored and items do not have

objective referents and hence are vulnerable to subjective interpretations.

In the adult literature, alternative measures have been developed that attempt to

identify impairment in multiple areas. One such measure is the North Carolina

Functional Assessment Scale (NCFAS; North Carolina Department of Human

Resources, 1989). Hodges (1991) used the NCFAS as a model to develop the Child

and Adolescent Functional Assessment Scale (CAFAS), a multidimensional measure of

functional impairment in children. In developing the CAFAS, extensive modifications

were made to the NCFAS so that it would be more applicable for children and

adolescents. The CAFAS is a scoring grid and not a questionnaire. Hodges consulted

with 40 psychologists and psychiatrists regarding the face validity of the measure.

These consultants were able to provide a wide array of perspectives including, child

psychopathology, normal development, and the special needs of Hispanic and African-
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American children. However, the CAFAS is not based on any particular theory or

model of psychopathology and ratings are not intended to reflect the etiology/causes or

the dynamics underlying the youth's problems or dysfunctions. Instead the CAFAS

mostly measures the degree of impairment in a youth's or the child's current

functioning regardless of history, causes, or prognosis of a mental health disorder.

The CAFAS yields a total score as well as scores for subscales, consisting of

Role Performance (in home/work, school, and the community), Thinking, Behavior

Toward Others, Moods/Emotions, Self-Harm and Substance Use. For each subscale, a

rater determines the most severe level of dysfunction within a specified period of time

(usually 3 months). Four different levels of impairment can be assigned. These four

levels are: 0 for Average (minimal or no impairment); 10 or Mild (significant problems

and distress); 20 for Moderate (persistent disruption or incapacitation); and 30 for

Severe (severe disruption or incapacitation). For each level, on every scale there are

items with specifying criteria for that level. To score each subscale, the rater reviews

the items in the Severe category first. If any item describes the child's functioning, the

rater assigns a score of Severe or 30 to that subscale. Ifnone ofthe Severe items

describe the child, the rater precedes to the Moderate category, and progresses in this

manner until an item that describes the child's functioning is located. The rater uses

information obtained from a semi-structured interview with the child's parent to decide

on the child's level of impairment. Raters can use additional information from the

Child Assessment Schedule (CAS; Hodges, Cools, & McKnew, 1989) and information

from case records to rate the level of impairment.

The CAFAS scale originally was used as a guide for rating functional
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impairment on the bases of information obtained from the Child Assessment Schedule,

a structured diagnostic interview (Hodges et al., 1989). Two studies assessing

interrater—reliability used a brief description of the family constellation and current

circumstances, and a summary of both mother and child responses on a structured

diagnostic interview (i.e., Child assessment schedule; Hodges et al., 1989) to obtain

CAFAS scores. The first study used 13 raters, six of these raters had college degrees

orless, sixhadmastersdegrees, andonehadadoctoraldegree. Thesecond studyused

20 raters who were enrolled at Masters program in a Clinical Psychology. Raters for

both studies were trained with a manual. Raters for the second study were also given

supplemental guidelines for scoring the CAFAS. The raters rated each subscale and

added each level of impairment to obtain a total score. The results for the total

CAFAS score (Study 1: r=.82; Study 2: r=.81) and for Role Performance (Study 1:

r=.74; Study 2: r=.74) and Behavior Towards Others/Self ( Study 1: r=.77; Study 2:

r= .78) were satisfactory in both studies. The results for the Moods/Emotions subscale

were unsatisfactory in the first study (r= .44), but were slightly better in the second

study (r= .69). The results for the Thinking subscale were somewhat unsatisfactory in

the first study (r=.64) and very unsatisfactory in the second study (r=.3l). The

Substance Use subscale was assessed in the second study only (r=.86). Pearson r

correlations calculated between the GLOF and the CAFAS total score were significant

(r=-.84 for Study 1 and -.83 for Study 2). The negative correlations were expected

because high impairment is noted by a low score on the GLOF and a high score on the

CAFAS.

The CAFAS Scale uses clearer and more objective referents than its



21

predecessors. However, while the CAFAS measures a multidimensional level of

functional impairment, it still uses raters judgements to obtain scores, and these

judgements are still subject to personal biases (as noted by difficulties obtaining

adequate reliability on several scales). A new semi-structured interview designed to

accompany the CAFAS scale, allows the rater to probe for more information.

Reliability of this instrument is currently being assessed (Hodges, personal

communication). However, the extent to which each individual rater probes for

information could affect the score that the youth is given. No data on this hypothesis is

available, but it is a potential flaw in this instrument.

Frank & Paul (1995) recently developed an alternative method of assessing

functional impairment that in large part was based on the CAFAS but relied solely on

parent report rather than clinicians judgements based on interviews with patients. This

method uses an objective questionnaire to assess how impaired a child is in the same 8

areas measured by the CAFAS scale. These areas are School, Home,

Community/Legal, Thinking, Being with Others, Moods and Emotions, Self-Harm,

and Alcohol and Drug Use. For each area of the FISCA scale, there is a corresponding

section in the FISCA questionnaire. The purpose of this study is to examine the

psychometric properties of this questionnaire, known as the Functional Impairment

Scale for Children and Adolescents (FISCA; Frank & Paul, 1995).

Briefly, the development of the scale entailed taking each scale on the CAFAS

(e.g., school) and combining similar criteria (e.g., grade average is lower than 'C" and

failing at least half of academic courses). The authors also deleted criteria that used

prior history or mental illness to rate the child as more impaired (e.g., criteria that
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rated the child as more impaired if they had received an attentional disorder diagnosis).

Criteria on the CAFAS that were overly detailed or redundant were simplified (e.g. ,

behavior causes removal from regular school (or impending threat of removal) due to

potential harm to others related to aggressive behavior or threat of aggressive behavior”

is now "behavior is so out of control that the child is practically unmanageable in the

classroom"). Criteria on the CAFAS scale that were ambiguous were clarified. For

example, “not in schoOl because of impairment” was stated as "not in school because of

school refusal or school phobia”.

For each of the FISCA criteria Frank and Paul asked an objective question to

see if the child met the criteria. For example, for criteria 04 (chronic skipping or

truancy resulted in punitive actions or poor academic performance) parents were asked

how many times their child had skipped school and if at all, whether skipping resulted

in lost course credit, poor grades, complaints from school officials or suspension.

 

The remainder of this chapter discusses issues inherent in assessing the

psychometric properties of the Functional Impairment Scale for Children and

Adolescents (FISCA). The FISCA and widely used measures of symptom distress such

as the Child Behavior Checklist (CBCL; Achenbach & Edelbroch, 1983) and the Youth

Self-Report (YSR; Achenbach & Edelbroch, 1987) measure different dimensions of

child and adolescent psychopathology. These measures in certain respects are

structurally similar. The FISCA measures specific areas of impairment as well as a

total level of impairment; the CBCL and YSR measure groups of symptoms or
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syndromes and a total level of symptomatology.

The CBCL and YSR measure eight ”core syndromes“ or symptom groups.

These core syndromes are labeled Withdrawn, Somatic Complaints,

Anxious/Depressed, Social Problems, Thought Problems, Attention Problems,

Delinquent Behavior, and Aggressive Behavior. In addition, the narrow-band

Withdrawn, Somatic Complaints, and Anxious/Depressed scales together make up an

Internalizing factor and the narrow-band Delinquent Behavior and Aggressive Behavior

scales together constitute an Externalizing factor. Most (118 of the 120) individual

items are combined to make a total problem score.

The CBCL syndromes were common to nearly all age and sex groups and to

both the parent report on the CBCL and child report on the YSR (Achenbach, 1991). In

addition to these scales, the CBCL and YSR include scales to measure social

competence. The CBCL measures social competence in three areas: activities, social

andschool. Thesethreeareascanalsobecombinedtoformatotalcompetence score.

The YSR only measures social competence in activities and social settings.

A certain degree of overlap is expected between the FISCA and measures of

symptomatology such as the YSR and the CBCL because the FISCA includes some

symptoms/behaviors as part of the criteria for measuring impairment. Areas of the

FISCA that are in large part defined by the presence of symptoms (e.g., Thinking)

should overlap quite a bit with scales on the CBCL and YSR that measure that

symptom group (i.e. , Thought Problems). However, while a reasonable degree of

overlap (i.e., a significant correlation) is expected, a certain degree of independence

(i.e., correlation should not be more than .70) between the FISCA and the CBCL and
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YSR is also anticipated. Other measures of Functional Impairment have correlated

with symptom checklists from .26 to .75. Similar results are expected with the FISCA

and measures of symptomatology. Symptom checklists require only that the patient

have certain symptoms; while in order to be rated as impaired (in Thinking as well in

other symptom areas such as Moods and Emotions) by the FISCA, the patient must not

only have the presence of symptoms but the presence of these symptoms must also be

linked to impaired functioning.

The structure of the FISCA also is similar in some important ways to DSM-IV.

Scoring of impairment is based on both symptoms and evidence of functional

impairment in the various areas measured by the FISCA. This structure is similar to

the DSM-IV in that groups of DSM—IV diagnoses are indicated by a combination of

symptoms and functional impairment. Considering these similarities, a significant

degree of overlap between the FISCA scores and diagnosis is to be expected as well.

However, there are also differences between diagnostic categories and what is

measured by the FISCA as a result of difference in emphasis. The FISCA includes

symptoms, yet the main focus is on levels of functional impairment in specific areas; in

contrast, the main focus of diagnoses are particular clusters of symptoms not areas of

impairment. A child who is rated as impaired in only one area in the FISCA could

receive several diagnoses. For instance, a child who meets criteria on the FISCA for

severe impairment in school could meet criteria for several diagnoses that are often

associated with and in part identified with school impairment, including, depression,

mania, conduct disorder, and attention deficit disorder. The diagnosis would depend

on what other symptoms accompanied the school impairment. Because of these
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differences, a certain degree of independence between the FISCA and diagnoses should

be expected as well.

Informantlssusa

When studying the overlap between functional impairment and symptoms or

diagnoses, it is very important to consider from whom the information is being

obtained. The question of which informant provides the mom valid information as to

childhood behavior disorders, has been heavily researched. Consistently low

correlations between children, parents, teachers, peers, and mental health professionals

have been reported (Achenbach, McConaugh, 8s Howell, 1987; Verhulst & Van der

Ende, 1991; Kolko & Kazdin, 1993). These discrepancies have been found with

symptom scales (Moretti, Fine, Haley, & Marriage, 1985; Achenbach, McConaugh, &

Howell, 1987; Verhulst & Van der Ende, 1992; Kolko & Kazdin, 1993) and with

diagnostic interviews (Edelbrock, Costello, Dulcan, Conover, & Kalas, 1986; Hodges,

Gordon, & Lennon, 1990). These differences in reporting may be because one or the

other informant is a poor reporter or it may be that different informants contribute

different, but in each case, valid information. Parents seem more capable of reporting

behavioral manifestations of emotions, such as overt expressions of depressed affect or

aggressive behavior, but have more difficulty reporting on their children's internal

feelings. Hence higher parent-child agreement has been reported for externalizing than

internalizing symptoms (Edelbrock, Costello, Dulcan, Conover, & Kalas, 1986).

Several studies have indicated that children are better informants regarding their

subjective, internal symptoms, while adults are more likely to over report behavioral

problems (Angold et al., 1987; Ivens & Rehms, 1988; and Jensen et al., 1989).
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While parents appear less sensitive to internalizing symptoms in their children,

their reports are highly specific (i.e., when they do identify depression, they are

usually correct) (Angold et al., 1987). In addition, the differences in parent and child

reponofdepressimdonotmeanmatchfldmnamnecessafilybeuermportemofmeir

depression. While research has shown that children are able to report their emotions

accmately and consistently (Reynolds & Graves, 1989), this does not mean parents’

report of child's depression is not important. Parent and child report of depression

have been shown to relate to different problems (Kazdin, 1990). For instance, child

self-report measures of depression correlate with suicidal attempt and ideation,

hopelessness, low self-esteem, negative attributional style, and child—rearing practices

of the parent such as abuse (Haley, Fine, Mage, Moretti, & Freeman, 1985; Kazdin,

French, Unis, Esveldt—Dawson, & Sherick, 1983; J. Kazdin, Moser, Colbus, & Bell,

1985; and Sacco & Graves, 1984). Parental report of their children's depression

correlates with diminished social interaction patterns on the part of the child and overt

signs of expressive affect (Kazdin, 1985). Thus, it seems that both child and parent

reports are valid measures of childhood depression. Overall, the research on child-

parent differences indicates that regardless of what measure is used there will be a

discrepancy between the child's or adolescent's self-report and parent's reports.

PsychomtrieeyahrationnflheEISCA

This study attempts to provide some initial evidence of the FISCA's validity

using parent and child report data that primarily but not exclusively were collected in

an inpatient setting. This study focused on two types of validity including: construct

yalidity, which assesses the extent to which a test measures a psychological construct or
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trait, and criterinnzrelatedxalidity, which measures the extent to which an instrument

measures or predicts some behavior as checked against an independent criterion

(Sattler, 1988).

Criterion-validity consists of three subtypes of validity: l)concurrent validity,

defined by the strength of the relationship between the instrument and an alternative

measure of a similar construct obtained at approximately the same time; 2) discriminant

validity, assessed by the ability of the instrument to distinguish between theoretically

predicted groups; and 3) predictive validity, measured by the ability of the measure to

predict scores on another measure taken at a later point in time (Cronbach & Meehl,

1967). Since the FISCA will be used as an assessment tool, it is important to assess if

it is measuring what it is supposed to measure and the appropriateness with which

inferences can be made on the basis of the FISCA scores; i.e. the construct validity.

Because all three types of criterion-related validity can be used to demonstrate construct

validity ( Spitzer, Endicott,& Robbins, 1975), this study assesses the criterion-related

validity of the FISCA.

ConcurrenLYalidity: The FISCA was examined in relation to measures of

symptom distress to establish its concurrent validity. In order to assess the degree of

overlap between functional impairment and symptoms, the total FISCA score was

examined in relation to the total score on the Child Behavior Checklist (CBCL) and on

the Youth Self-Report (YSR). The FISCA total score was hypothesized to correlate

significantly with the CBCL and the YSR and with youth report of drug and alcohol

use on a substance abuse questionnaire. . The literature indicates that child-parent

report discrepancies may result in slightly lower correlations between the FISCA
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(parent-report) and the YSR (child-report) than between the FISCA and the CBCL

(parent-report). Each individual FISCA scale was hypothesized to correlate

significantly with measures of symptomatology that assess conceptually similar problem

areas. While, the FISCA and symptomatology measures were hypothesized to be

significantly related, correlations are expected to be moderate at best (i.e., around .35

to .40), since the FISCA and the symptomatology measures are not expected to be

identical.

In particular (1) the Moods and Emotions scale on the FISCA should relate to

the Withdrawn, Somatic Complaints, and Anxious/Depressed narrow—band scales; and

to the broad-band Internalizing Scale on both the CBCL and the YSR; (2) the Being

with Others scale should relate to the Delinquent Behavior, Aggressive Behavior,

Social Problems, and Extemalizing scales on the CBCL and the YSR; (3) the Thinking

scale of the FISCA should be related to the Thought Problems scale on the CBCL and

YSR; (4) the Alcohol and Drug Use scale of the FISCA should correlate with the

Adolescent Alcohol Involvement Scale (Mayer & Filstead, 1979) and the Michigan

Drug Use Questionnaire (Zucker, Noll, & Fitzgerald, unpublished instrument); (5) the

School scale of the FISCA should correlate with the Attention Problems, Aggressive

Behavior, and Delinquent Behavior narrow-band scales, as well as the Extemalizing

scales on the YSR and the CBC; and (6) the Home scale and the Community/Legal

scale of the FISCA should correlate with the Aggressive Behavior, Delinquent

Behavior, and the Exan scale of the CBCL and the YSR.

To assess concurrent validity of the FISCA, the total FISCA score was

examined in relation to two other measures of functional impairment: the Columbia
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Impairment Scale (CIS; Bird et al., 1993) and the Children's Global Assessment Scale

(CGAS; Shaffer et al., 1983) . The total FISCA score was hypothesized to be related

toboththeCIS scoreandtheCGAS.

Ih'scfiminantyalidity:1hesecondtypeofvafiditydratwasevaluatedis

discriminant validity. A comparison of ratings of impairment for inpatients and

outpatients has been consistently used to provide information pertaining to the

development of impairment measures (Shaffer et al., 1982; Bird, 1993; Sorenson et al.,

1982; Hodges et al., 1990). To evaluate the discriminant validity of the FISCA, mean

scores for inpatients and outpatients will be compared. It was hypothesized that

inpatients will have higher levels of impairment than outpatients.

Psychiatric diagnoses generated from the Schedule for Affective Disorders and

Schizophrenia for School-Age Children (K-SADS; Puig-Antich & Ryan, 1986), will

also be used to test the discriminating power of the FISCA. Each of the individual

FISCA scales were examined in relation to the scale’s ability to discriminate between

diagnostic groups that are conceptually similar to the FISCA scale in question.

The Thinking Scale was hypothesized to discriminate between DSM-IV

diagnoses classified as psychotic or non-psychotic and the substance-use scale is

hypothesized to discriminate between patients who are diagnosed with Substance-Abuse

Disorders and those that are not diagnosed with Substance-Abuse Disorders. In

addition, the Moods and Emotions Scale was hypothesized to discriminate between

those patients diagnosed with internalizing disorders (i.e. , Major Depression and

Anxiety Disorders) and those who are not diagnosed with internalizing disorders. The

Role performance scales (School, Home and Community) and Being With Others scale
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waehypodtesizedmdiscfimmatebetweenflrosechfldrarandadolescenmwhoare

diagnosed with externalizing disorders (i.e., conduct disorder, positional defiant

disorder, intermittent explodve disorder) and those who are not.

The FISCA also should be able to discriminate between patients with no

comorbidity, low comorbidity, and high comorbidity. Patients with greater

comorbidity should have a higher level of functional impairment.

Bredictixejlalidity: The last type of validity evaluated in this study is

predictive validity, using length of stay (LOS) as the criterion variable. Although LOS

is correlated with variables independent of the child's psychopathology, such as

insurance coverage (Patrick et al. , 1993) and age (Browning, 1986), it nevertheless has

been shown to be highly correlated with initial level of impairment as well (Gordon,

Jardiolin, & Gordon, 1985; Gordon, Vijay, Sloate, Burket, & Gordon, 1985). It is

hypothesized that a child who is more impaired should recover more slowly and thus

higher impairment in functioning will show a positive relationship with LOS.



HYPOTHESES

To summarize, a new multidimensional measure of child and adolescent

functional impairment, the Functional Impairment Scale for Children and Adolescents,

hasbeenpresented. Thepurposeofthis study wastoassessthedegreeofoverlap

between functional impairment as measured by the FISCA and patient symptomatology

and diagnosis and, as such, to evaluate the psychometric properties of this measure by

establishing concurrent, discriminant, and predictive validity. Hypotheses were as

follows:

1. The FISCA scales will demonstrate adequate concurrent validity in that:

Al. The Total FISCA score and each FISCA scale will correlate

significantly with two other global measures of functional impairment,

the Children's Global Assessment Scale (Shaffer et al., 1983) and the

Columbia Impairment Scale (Bird et al. , 1993).

B1. The total FISCA score will correlate moderately and significantly with a

total problem score on the Youth Self Report and Child Behavior

Checklist.

B2. Each of the individual FISCA scales will correlate significantly with

measures of symptomatology, especially those assessing conceptually

similar problem areas. The literature indicates that somewhat lower

31
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correlations are expected between the FISCA scales and corresponding

child—report measures of symptoms than with corresponding parent-

report measures of symptoms because of parent-child reporting

discrepancies.

2. The FISCA scales will demonstrate adequate discriminant validity as

operationalized by the following hypotheses:

A. The FISCA will be able to discriminate between outpatient and inpatients

in that the mean FISCA score for inpatients will be significantly higher

than the mean score for outpatients.

The FISCA will be able to discriminate between patients with no

comorbidity, low comorbidity, and high comorbidity. Patients meeting

criteria for a greater number of diagnoses will have higher functional

impairment scores than those meeting criteria for fewer diagnoses.

Each of the individual FISCA scales will be examined in relation to their

ability to discriminate between diagnostic groups. The most

conceptually similar FISCA scale was hypothesized to be the best

discriminator of a particular diagnostic group.

3. The FISCA scales will demonstrate adequate predictive validity in that:

A. The FISCA will be significantly and positively related to differences in

patient’s length of stay (LOS).



METHOD

SAMELE

The participants included both children and adolescents and their parents in an

inpatient setting and parents of children and adolescent outpatients. Five subsamples

were used to test various hypotheses. Sample I was used to test the relationship

between the FISCA and two other measures of functional impairment (the CIS and the

CGAS), and between the FISCA and diagnoses. Sample 11 was used to test the

relationship between the FISCA and parent report of symptomatology. Sample III was

used to test the relationship between the FISCA and the Youth Self Report (Achenbach,

1991b). Sample IV was used to test the relationship between the FISCA and adolescent

report of their alcohol and drug use. Sample V was used to test the ability of the

FISCA to discriminate between inpatients and outpatients.

Inpatients

Participants in the inpatient sample were 400 children and adolescents, ages 6 to

17, and their parents. The study consisted mainly of mothers, because mothers were

more likely to accompany their child to the hospital and to complete the measures. The

patients were consecutive admissions to two private Midwestem psychiatric hospitals,

one in Nebraska, and one in Michigan. Demographic information on the subsamples is

listed in Table 1. More than half of the total sample are Caucasian (53 %), however

33
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this is not surprising because patients in both hospitals came primarily from rural areas

with largely Caucasian populations.

The Nebraska facility has a child and an adolescent unit and the Michigan

facilityhasthreeunits: onethattreatschildrenthatareunder ll yearsofageand

severely developmentally delayed older children; one that treats adolescents with more

”internalizing” problems; and one that treats adolescents with more ”externalizing"

problems. The ratio of males to females was expected to be approximately equal for

adolescents, but it was expected that for younger children, there would be substantially

more boys than girls. Children and adolescents hospitalized during the study period

who do not have a current FISCA were excluded. The diagnostic interview, parent and

self-report of symptoms data were collected from the Michigan facility. These data

were unavailable for the Nebraska facility. Analyses that utilize adolescent self-report

data will be subject to the following inclusion criteria: 1) the child must be at least 11

years old; 2)must have an IQ of 70 or greater or have no record of being

developmentally delayed; and 3) have no evidence of thought disorder or organicity.

GIMP-018

Participants will be 100 parents of children and adolescents, ages 6 to 17, who

are receiving outpatient services in one of two private Midwestern psychological

clinics. When subjects first started receiving services at the outpatient clinic they were

asked to participate in the study. Both clinics also treat patients who were recently

discharged from the hospital. These patients were excluded from the study.

Demographic information on this sample is listed in Table 1. Outpatients who initially
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came to the hospital requesting inpatient care and were referred to the outpatient

clinics were excluded.

 

&_Baul,_1995). The FISCA is a parent-completed questionnaire assessing functional

impairment in children ages 6 to 18 (See Appendix A). The FISCA measures a child

or adolescent's impairment in eight different areas: School, Home, Community,

Thinking, Being With Others, Moods & Emotions, Self-Harm and Alcohol and Drug

Use. Development of the FISCA is based in large part on criteria for level of

impairment identified by the Child and Adolescent Functional Assessment Scale

(Hodges, 1990). The FISCA is a questionnaire that can be filled out by a wide variety

of informants including parents in order to provide information needed to assess the

presence of impairment criteria like those defined by the CAFAS. The FISCA uses a

multiple choice format with specific responses. These responses are keyed to a

particular criteria so that scoring is automatic. This is in sharp contrast to scoring of

previous measures, including scoring of the interview accompanying the CAFAS,

which mostly require clinical judgement.

For each area of impairment the CAFAS scale had criteria for mild, moderate

and severe levels of impairment. The FISCA also has criteria for mild, moderate and

severe levels impairment in each area of impairment (See Appendix A). The

development of the FISCA criteria entailed reorganizing, modifying and in some cases

deleting CAFAS criteria, as well as adding a few new criteria. Frank & Paul (1995)
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deleted CAFAS criteria that used prior history or mental illness to rate the child as

more impaired. The authors also modified criteria that were overly detailed, redundant

or ambiguous and added relevant criteria dealing with eating problems. The revised

criteria were organized to create the FISCA scale (See Appendix A). For each criteria,

the authors developed objective questions to assess whether the child would meet each

of the various criteria. For instance, for the criteria ”set fires with malicious intent”

theparentisaskediftheirchildsetfiresonpurposetodestroypropertyorhurtpeople.

These questions were combined to create the FISCA questionnaire. The FISCA is

scored using a scoring key that matches items or combinations of items to relevant

criteria.

W.The

CGAS is a measure of severity of functional impairment which was adapted from the

Global Assessment Scale developed for adults by Endicot et al., (1976). The measure

has a range of 1 through 100 and provides anchor point descriptions of behavioral and

emotional functioning for each decile. Scores above 70 indicate functioning in the

normal range. It was designed for use with children 4 through 16 years of age. The

scale was designed to be scored by a trained clinical interviewer. Bird et al. (1987)

reported satisfactory test-retest stability over a 19 day period (.85). The CGAS was

found to discriminate between outpatients (65.4) and inpatients (46.0) (Shaffer et al. ,

1983). The correlation between the CGAS and the Conners Abbreviated Scale was

-.25 (p > .05, df=17) in an outpatient sample (Shaffer et al., 1983). Green et al.

(1994) found that the CGAS correlated with Activity Competence (.26), Full Scale IQ

(.43), Social Relatedness (.33 for psychiatrist ratings, and .39 for milieu staff ratings).
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The CGAS has also been found to correlate (r=-.80, p < .01) with the total score from

a structured diagnostic interview, the Child Assessment Schedule (Hodges, Kline,

Stern, Cytryn, & McKnew, 1982).

 

C18 is a 13-item scale that can be administered by a lay interviewer to provide a global

measure of impairment. The scale was developed to tap four major areas of

functioning; interpersonal relations (e.g., How much of a problem do you think he/she

has with getting along with other kids his or her age?) certain broad areas of

psychopathology (How much of a problem do you think he/she has with her behavior at

home?); functioning at school or work (How much of a problem do you think he/she

has with his/her schoolwork?) and use of leisure time (How much of a problem do you

think she has getting involved in activities like sports or hobbies?). Factor analyses

reveal that the scale is measuring one dimension. As a result, this study will use only

the total score. Parents use a Likert scale ranging from 0, ”no problem", to 4, ”a very

big problem” to respond to each item; the total score can range from a minimum of 0

to a maximum of 52. Bird et al. (1993) report good test-retest reliability for parent-

report (Chronbach's alpha=0.89). The parent CIS correlates significantly with a

therapist's rating (r=-0.56), with grades in school (.45).

MmurescfSyptomarology

WTheCBCL

is a well-known, standardized measure of parent perceptions of behavior problems of

children ages 4 to 18. It contains 118 specific behavior problem items and 20 social

competence items. Parents are asked to rate behaviors that have occurred during the
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last six months using a 3-point scale of 0 (not true), 1 (somewhat true), or 2 (often

true). The checklist comprises 8 factor-based I'narrow-band" syndromes and two

global ”broad-band” syndromes, which were developed using second-order factor

analysis of the narrow-band syndromes. The narrow-band syndromes are labeled

Withdrawn, Somatic Complaints, Anxious/Depressed, Social Problems, Thought

Problems, Attention Problems, Delinquent Behavior, and Aggressive Behavior. The

broad-band syndromes are labeled Internalizing, which includes the narrow-band

Withdrawn, Somatic Complaints, and Anxious/Depressed scales, and Externalizing,

which includes the Delinquent Behavior and Aggressive Behavior syndromes. In

addition, all the items (but two) can be added to compute a total behavior problem

score.

Social competence items require the parent to list the sports, hobbies, activities,

clubs and jobs that the child is involved in and to rate their skill in each compared to

other kids their child's age. In addition, the parent reports on how many friends the

child has, how much time they spend with friends, the child's ability to get along with

others, and his or her academic achievement. The social competence items form three

scales, Activities, Social, and School. The scores from each of these three scales can

be summed into a Total Competence score.

The CBCL manual provides evidence for the reliability of the CBCL. The

reliability data was analyzed separately for children aged 4 to 11 and 12 to 18, and for

boys and girls. The internal reliability of the narrow-band scales was assessed using

Cronbach's alpha and ranges from .62 (Thought Problems, for boys, ages 4-11), to .92

(Aggressive Behavior for all groups). Cronbach' s alphas are at least .89 for the
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Internalizing Scale and at least .93 for the Extemalizing scale for the total sample.

Alphas for the Social Competence scales were lower than for the other scales, ranging

from .42 (Activities for boys ages 4-11) to .64 (Total Competence for boys 12-18).

Test-retest reliability over a one week period was .89 for the Behavior Problems scales

and .87 for the Social Competence scales.

The CBCL manual also provides evidence for the validity of the CBCL. The

CBCL scales have shown modaate to high correlations with similar scales generated

from the Conners Parent Questionnaire (Conners, 1973), the Revised Behavior

Checklist (Quay & Peterson, 1983) and the Werry-Weiss-Peters Activity Scale (Mash

& Johnston, 1983). The CBCL has been shown to discriminate between referred and

nonreferred children (Achenbach, 1991b).

WW).The YSR is a widely used self-

report measure designed for 11 to 18 year olds. The YSR contains 103 specific

behavior problem items and 17 social competence items. The YSR was developed to

obtain adolescents' views of their own behavior problems in a manner that would

facilitate comparison with parental report on the CBCL. The YSR and the CBCL have

89 items in common. The YSR is scored the same way as the CBCL and contains the

same narrow-band and broad-band syndromes. However, the Social Competence items

only form two scales, Activities and Social.

The YSR manual provides evidence of the reliability of the YSR. The internal

reliability of the narrow-band scales was assessed using Cronbach's alpha and ranges

from .59 (Withdrawn for both sexes) to .90 (Anxious/Depressed for girls). Cronbach's

alphas for the Internalizing Scale are .89 or greater and for the Extemalizing scale are
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.89 for both sexes. Alphas for the Social Competence scales were lower than for the

other scales, ranging from .32 (Activities for girls) to .60 (Social for girls). Test-retest

reliability over a one week period was .72 for the Behavior Problems scales and .76 for

the Social Competence scales.

The YSR scales have shown moderate correlations with similar constructs

derived from the CBCL parent and teacher forms (Stranger & Lewis, 1993). In

addition, the YSR discriminates between children referred for mental health services

and nonreferred children (Achenbach, 1991b).

 

AAIS is a 13 item self-report measure of the adolescent's alcohol use and involvement.

The items assess the quantity and frequency of alcohol use, negative consequences

resulting from excessive drinking (e.g. , hangover, drunken driving), and contextual

factors indicative of the amount of alcohol involvement (e.g. , time of drinking, reasons

for drinking, age of first drink, etc.). The items are totaled, with a higher score

indicating more serious alcohol involvement. Mayer and Filstead (1979) reported two

week test-retest reliability at .89 for controls and .91 for patients at an alcohol

rehabilitation center and patients at an inpatient psychiatric hospital who misuse

alcohol. They found no significant difference between boys’ and girls’ scores on the

measure. They did find that in both groups the mean score at each year of age (13-18)

was significantly different (p < .01) except between the ages of 13 and 14. The mean

total score for the control group was 19 and the mean total score for the experimental

group was 58.



 

unprrblishedjnsmrment). This is a 41 item self-report measure of adolescent drug use

and involvement. It uses a 9-point Likert scale to assess how often the respondent had

used marijuana, hash and 10 "hard” drugs (LSD, psychedelics, cocaine,

amphetamines, quaaludes, barbiturates, tranquilizers, heroin, and other narcotics). The

adolescents also report on negative consequences associated with drug use (e.g., “lost

friends“; ”been fired"; ”had to go to hospital“). The responses were used to compute a

total drug use and total drug consequences. Reliability and validity of this scale are

currently being studied (Fitzgerald, personal communication). This measure has been

used successfully in studies of adolescent inpatients (Frank & Burke, 1992; Frank &

Poorman, 1993).

 

diagnostic interview, the K-SADS-P, will be used to assign diagnoses to a subsample of

75 patients (25 from each of 3 units: a unit that treats children under age 11 and

severely developmentally delayed older children; one that treats adolescents with more

"internalizing” problems; and one that treats adolescents with more ”externalizing”

problems).

The K-SADS-P assesses the patient's functioning and symptoms for a variety of

psychiatric disorders, including depressive disorders, mania, psychosis, anxiety

disorders, attentional disorders, conduct disorders and substance abuse disorders.

Test-retest reliability coefficients for the K-SADS are generally moderate to



4 3

high, with anxiety disorders showing the poorest reliability (Chambers et al., 1985).

The K—SADS is designed for use with children ages 6-18. While the validity of

the K-SADS at different ages has not been evaluated empirically, evidence has

suggested that stability of child self report information increases with age (Edelbrock,

Costello, Kalas, Dulcan, & Conover, 1985).

Hodges, McKnew, Burbach & Roebuck (1987), reported that there was good

concordance (ranging form .59 to .65) between the CAS (Hodges, 1982) and the K-

SADS (Puig-Antich & Chambers, 1978), although low concordance was found for

anxiety disorders. This study and other findings in the literature suggest that the poor

concordance for anxiety disorder may reflect broader disagreement as to the criteria

used to diagnose anxiety disorders (Hodges, 1987; Chambers et al., 1985; Costello et

al. , 1984).

Green et al. (1987) examined the K-SADS in relation to the Diagnostic

Interview Schedule for Children (DISC; Costello, 1984). Agreement on diagnom

based on the K—SADS and the DISC were moderate and significant, with the exception

of overanxious disorder which yielded nonsignificant agreement.

ImgthnfStay

length of stay will be obtained from howital discharge records that list the

patient's admission date and discharge date.

Demographiclnformafion

Demographic information (i.e. , age, sex, mother education and occupation,

father education and occupation, income and ethnicity) were obtained from a short

demographic questionnaire. This questionnaire was developed by Frank (1995) to
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assess basic demographic information for all patients seen at both the inpatient and

outpatient facilities. Patients are asked to state how old their child is, and to report

what their child's gender and ethnicity and the family income is. Income is rated on a

scalefrom0(lessthan8,000)to6(morethan 100,000). Parentsareaskedtoindicate

the highest educational degree they have received. This is rated on a scale from 0

(some high school) to 7 (graduate or professional degree). The occupation scores were

rated using the Duncan coding system (Mueller & Parcel, 1981). Higher numbers

indicate jobs associated with a higher socio-economic status.

Procedures

This study involves two separate procedures; one for an inpatient group, and

one for an outpatient group.

Inpatients

Parents of inpatients in the Nebraska facility also only completed the FISCA

and Demographic Questionnaires. Michigan participants completed the FISCA and

demographic questionnaire. In addition, subsamples of the Michigan group completed

other measures. One subsample of Michigan parents also completed the CBCL

(Achenbach, 1991a). Another subsample of Michigan parents also completed the

diagnostic and impairment measures. A third sample of Michigan patients completed

the Youth Self Report (Achenbach, 1991b). A fourth subsample of Michigan patients

completed the Drug and Alcohol Questionnaires.

Mamrmfiompletedatlntake

Dmmgmpthmfionnaimflanij). This measure was administered to

the parents when they first brought their child to the hospital. This was administered in
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&_Paul,_1995). Thefirstmeasurethatparticipantswereaskedtocompleteisthe

FISCA. Both the Nebraska and Michigan participants completed the FISCA. The

FISCA is used as a part of the intake procedure. As with the outpatient sample, the

FISCA is first introduced with a time-line. The FISCA was designed to help staff

decide on the appropriateness of a hospital admission, however the FISCA was

introducedduringthestudyperiodandasaresultitwasoftennotscoredoreven

consulted until after admission. In addition, during the study period, staff often scored

the FISCA incorrectly. As a result, the author used a computer program to rescore all

FISCA’s used in this study.

WWWOnce a

decision to admit had been made, staff provided parents with a parent assessment

packettofilloutinthewaiting roomorathome. TheCBCLwasapartofthis

assessment packet. Parents returned the packet either at admission or upon their next

visit to the hospital.

 

being conducted as a part of this study, as well as, another study at the Michigan

facility. At admission, the purpose of the study was explained to the parents. If the

parents agreed to participate, they were asked to sign an informed consent (see

Appendix C) and the child was asked to sign an informed assent (see Appendix D).
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Participating parents received a $10 gift of appreciation after completing the interview.

Since parents complete a lengthy protocol at admission and scheduling timely post-

admission contact was difficult, the K-SADS-P interviews were conducted over the

telephone within 48 hours of admission. Although no studies have assessed the

reliability of this procedure, Hammen (1988) conducted telephone interviews for

follow-up diagnoses, and found that subjects responded in a very similar manner over

the phone as they did in face-to-face interviews. Within 48 hours after completing the

interview with the parent, the interview with the child and adolescent was conducted in

person. Interviews were conducted by the author and one other graduate student in

clinical psychology who underwent rigorous training in the interviewing and scoring

procedure by an experienced interviewer. To determine summary diagnoses based on

both parent and child report, the two interviewers independently reviewed the scoring

protocol and arrived at the final diagnoses. When there were differences they reviewed

the diagnosis together and arrived at a consensus. Twenty parent and twenty child

interviews were audiotaped and scored independently by both interviewers to provide a

coefficient of interrater reliability.

IheColnmhialmpainnenLScale:BarentEnnn.(CIS;.Bird.etaL,_1993). The

CIS was administered over the phone to the parent at the end of the K-SADS interview.

The parent was asked each question and presented with the five possible options. The

interview was done within 48 hours of the child's admission.

Ihe_Chfldrenls_Global_AssessmenLScale(CfiAS;_Shaffer_eLaL,_1983). In this

study, the CGAS was completed by the author and one other graduate student in

clinical psychology who underwent training in the rating procedure. The students read
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vignettes and rated the CGAS scores. When the raters disagreed, they reviewed the

vignette together and arrived at a CGAS score. The CGAS was completed using

information obtained during the K-SADS interview with both the parent and the child.

Twenty parent and twenty child interviews were audiotaped and CGAS scores were

independenflyratedbybothratersonacommonsetofprotocolstoprovidea

coefficient of interrater reliability.

W

The Youth Self Report (YSR; Achenbach, 1991b), Adolescent Alcohol

Involvement Scale (AAIS; Mayer & Filstead, 1979) and the Michigan Drug Use

Questionnaire (Zucker, Noll, & Fitzgerald, unpublished instrument) were completed by

patients who are 11 to 17 years old. The patients had an IQ of 70 or greater or had no

record of being developmentally delayed and they had no evidence of thought disorder

or organicity. These measures were administered within 5 days of the child or

adolescent's admittance to the hospital. Children who stayed less than five days may

not have been able to complete these measures. These measures were given as part of a

group testing situation in which trained undergraduate psychology students were

available to assist in reading and to answer questions.

(Inpatients

All outpatients in this sample came to the clinic to receive outpatient care and

none requested inpatient care. Outpatients who initially came to the hospital requesting

inpatient care and were referred to the outpatient clinics were excluded, so that the

ability of the FISCA to discriminate between outpatients and inpatients could be more

clearly examined. Parents of children in the outpatient sample only completed the
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FISCA and the demographic information sheet. The other data was not available for

this sample. The FISCA was used as part of the initial assessment. The FISCA was

first introduced with a time line. The goal was to allow the parent to clearly orient him

or herself in time so that the child's functioning can be accurately recorded or described

for a specified time period. In particular, parents were asked to concentrate on specific

deficits in functioning during the past three months (See Appendix B). Parents were

asked to complete the FISCA in the waiting room before their first appointment.



RESULTS

mummamm

Before testing each of the hypotheses, I ran preliminary analyses to examine

whether any of the demographic variables could confound the results. These analyses

were run for each of the 5 samples used to test the various hypotheses. For the most

part, the demographic variables assessed in this study (i.e. , father occupation, father

education, mother occupation, mother education, income, age, gender and ethnicity)

were related to both the independent and dependent variables assessed for any given

hypotheses. The one exception was in Sample V (the Inpatient-Outpatient sample). In

this sample age was related to total FISCA score as well as inpatient vs. outpatient

status (i.e., level of care). As a result, age was controlled for in all analyses using the

inpatient-outpatient sample (i.e. , tests of Hypothesis 2A).

W

Hypothesis 1A states that the concurrent validity of the FISCA can be

demonstrated by its significant relationship with two other measures of functional

impairment: the Columbia Impairment Scale (CIS, Bird et al. , 1993) and the Children’s

Global Assessment Scale (CGAS, Bird et al. , 1987). Sample I (the diagnostic sample),

consisting of data from 75 Michigan inpatients was used to test this hypothesis. This

sample consisted of 53 mothers, 4 step-mothers, and 10 “others” (i.e., aunt,

49
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grandmother and foster mother). Interrater reliability for the CGAS, established by 2

independent raters on 22 protocols, was very satisfactory (r=.85, p< .001).

Correlations between the FISCA and the CIS, and between the FISCA and the

CGAS, supported the hypotheses (Sm Table 2). Higher scores indicative of greater

impairment on the CIS correlated with higher scores (i.e., more impairment) on the

FISCA. The FISCA and the CGAS also correlated significantly, with lower CGAS

scores (indicative of more impairment) associated with higher FISCA scores. Among

the FISCA subscales, School, Self-Harm, and Alcohol and Drug Use correlated

significantly with the total CIS score, whereas, the School, Thinking, Mood, and

Self-Harm FISCA subscales correlated significantly with the CGAS. In short, the

FISCA , as expected, was related to two other measures of functional impairment, the

CIS and the CGAS. These finding support the concurrent validity of the FISCA.

HypotheseLlBandJC

CBCLSample

The total FISCA score was also expected to correlate in meaningful ways with

scores on the Child Behavior Checklist (Hypothesis 1B). Sample 11, used to test this

hypothesis, consisted of 150 mothers, 21 fathers, 4 step-mothers, and 20 “others” (i.e.,

grandmother, aunt, foster-mother and legal guardian) of 195 children and adolescents at

the Michigan inpatient facility. The FISCA was hypothesized to correlate with the total

CBCL score and the internalizing and externalizing CBCL scales. Correlational

analysis supported this hypothesis. The analyses indicated that the total FISCA score

correlated significantly with both the CBCL internalizing (r=.25, p< .000) and CBCL
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Table 2

C18 CGAS

SCHOOL .40" -.24‘

HOME -. 10 .15

COMMUNITY .17 -. 16

THINKING .03 -.34"

BEING WITH OTHERS . 18 -. 10

MOOD .15 -.24‘

SELF-HARM .29‘ -.34‘

ALCOHOL & DRUG .23‘ -.04

TOTAL FISCA .41" -.41"

' ps .05

" pg .001
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externalizing (r=.51, p< .000) scores as well as, with the total CBCL score (r=.21,

p< .000); notably the relationship between the total FISCA score and the externalizing

scale was somewhat stronger than the relationships between the total FISCA score and

either the CBCL internalizing scale or the total CBCL problem score.

A third hypothesis (1C) was that each of the individual FISCA scales would

correlate with CBCL narrow-band scales measuring conceptually similar problem areas.

Overall, most of the expected correlations between the CBCL and the FISCA were

significant. These findings support the concurrent validity of the FISCA.

A total of 19 correlations were expected to be significant (these associations are

shown in bold numbers in Table 3). 18 of the predicted relationships were significant

at p< .05. By chance alone only one of 19 correlations should be significant at the

.05 level; however, as many as 16 of the predicted relationships were still significant

using a more conservative alpha of .003 established according to the Bonferonni

correction procedure (Dunn, 1961). The one exception was failure to find a significant

relationship between the FISCA school scale and the CBCL aggression scale. The

additional exceptions were the relationships between the FISCA mood scale and the

CBCL somatization scale and between the FISCA school scale and the CBCL

externalizing scale.

Several unpredicted relationships between the FISCA subscales and the CBCL

scales also were statistically significant (See Table 3). These correlations typically

made theoretical sense but were somewhat lower than those predicted on an a priori

basis.
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CICLTotel

'ps .05

‘ps .001

School

.13

.14

.19'

.ll

.18‘

.01

i,

‘Hypodsesizedconeletionsareinbold

MALES

C 'I W

-.10 .15

-.06 .07

-.01 .21‘

.02 .31'

.11 .39’

.12 .30‘

.35‘ .16‘

14' .35‘

-.05 .19'

31‘ .32‘

.11 .ll

.23‘

.28"

.18

.30’

.31“

.53.

.15

.51“

.19'

.13

.17‘

.12

.21'

.21"

.13

.11

.26"

.19‘

.30‘

.30‘

.47‘

.42‘

.51‘

.28‘
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XSILSample

The FISCA was also expected to correlate in meaningful ways with scores on

the Youth Self Report. These findings partially support the concurrent validity of the

FISCA. Sample 111, consisting of 192 children from the Michigan inpatient facility,

was used to assess the relationship between adolescent patient’s reports of symptom

behaviors and the FISCA. Only the relationship between the FISCA total score and the

YSR externalizing scale was significant (r=.21, p< .01).

The total FISCA did not correlate significantly with either the total Youth Self

Report (YSR) score (r=.06) or the YSR internalizing scale (r=-.05). These findings

indicates that the FISCA is more related to child report of externalizing problems than

to internalizing problems.

Each of the FISCA subscales were hypothesized to relate to conceptually similar

problem areas on the YSR. Overall, child reports on the YSR scales were less likely

to be associated with the FISCA scales than parent reports of child problems on the

CBCL, even though the number of significant FISCA-YSR correlations were greater

than what would be expected by chance. A total of 19 correlations were expected to be

significant (these associations are shown in bold numbers in Table 4). By chance only

one would be expected to be significant. In fact, 6 of the 19 predicted correlations

were significant. Five of the six significant relationships (p < .05) are with the School,

Home and Community scales. A few meaningful non-hypothesized relationships also

were significant. Overall, these findings provided only weak support for the

concurrent validity of the FISCA.
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Table 4

(zomIan'ms mam EIS‘ : A smlm and XSB smlest

WALES

m School Home Commnity Thinking Being will Moods & Total FISCA

m odsers Emotions

Withdrawn -.04 -.l4‘ -.24‘ -.06 -.07 .03 -.09

M .01 -.09 -.l9' .04 .04 «N -.03

Coqlahls

Anxious] -.ll -.21 -.25" .05 -.03 .N -.05

Depressed

Social 02 - 04 -.06 09 .05 - 05 - 01

Problem

Thought - 06 -.05 - 04 15' - 05 06 09

Problems

Atterlioe .01 -.04 -.09 .13 .08 .05 .12

Problem ‘

Dem .19‘ .15' .19' .03 .03 -.02 .25

Behavior

Auras-vs .16' .U .02 12 .12 01 16

Behavior

W -.07 -.18 -.26 .03 .03 .05 -.05

Extemalizing .19' .11 .09 .09 .09 -.(X) .21‘

YSR Total .03 -.08 -. l4 .08 .08 .05 .06

" ps .05

'ps .MI

I'Hypotheeizerlcorrelationsarisinbold
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.SubstamAhuseSample

The FISCA was also hypothesized to correlate with adolescent patients’ reports

of their own drug and alcohol use. Sample IV, consisting of 200 adolescents from

Michigan was used to test the hypothesis that the Alcohol and Drug use FISCA

subscale in particular would be related to youth self-report of alcohol and drug use.

Results substantial this hypothesis; and as such strongly supported the FISCA’s

concurrent validity. The Alcohol and Drug use FISCA subscale did correlate

significantly with all 5 alcohol and drug use variables from the youth self report

measures of substance use (see Table 5). The total FISCA score also correlated with

youth self-report of substance use. Notably, of 35 possible correlations between the

other FISCA subscales and the adolescents scores for the alcohol and drug variables,

only 5 were significant at p< .05 (2 would be expected by chance).

HypothesisZA

The FISCA was expected to discriminate between inpatients and outpatients.

Sample V, consisting of 50 outpatients and 50 inpatients for the Michigan facility and

50 outpatients and 50 inpatients for the Nebraska facility were used to test whether this

prediction (Hypotheses 2A). Reporters in this sample consisted of 148 mothers, 25

fathers, 3 step-fathers and 24 ”others" (e.g. , grandmother, foster mother, foster father

and legal guardian). Because age was associated with both level of care ( M for

outpatients'was 12.05, M for inpatients was 13.52, t(196)= 3.39, p< .05) and the total

FISCA score (older patients were more impaired, r=.25, p< .01) analyses testing this

hypothesis included age as a covariate. As expected inpatients scored significantly

higher on the FISCA (M= 138) than outpatients (M= 103.2) even after controlling for
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age (E(l,195)=33.7, p< .01). Additional analyses indicated that differences in the

FISCA score associated with level of care did not differ as a function of facility

location (Michigan vs. Nebraska) (E (1,194)=.15, p=n.s.).

Two discriminant analyses examined which FISCA scale or combination of

FISCA scales would best discriminate between outpatient and inpatients. Results from

both analyses supported the research prediction. Findings for the first analysis which

first controlled for age and then tested all of the FISCA scales in a stepwise fashion are

shown in Table 6. After entering age, the Home, Self-Harm, and Alcohol and Drug

subscales met criteria for entry into the analysis and correlated most highly with the

discriminant function. This function had a canonical correlation of .59 (p< .001) and

correctly classified 70.2% of the participants into their actual level of care.

In a second analysis only age and the total FISCA score were entered into the

discriminant analysis, resulting in a discriminant function with a canonical correlation

of .44 (p< .001). As can be seen in Table 7, classification results for the FISCA

subscales were very similar to results for total FISCA score. Both functions were able

to successfully categorize between 66 and 69% of the sample into the appropriate level

of care; however the total score was able to predict inpatient status somewhat better

than the subscales whereas the subscales were somewhat better at predicting outpatient

status than the total score.

Hmhesiflfi

Hypothesis 2B, arguing that the total FISCA score would be able to discriminate

tested with Sample I consisting of 75 parents and their children from the Michigan
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neat and step Function Hm

Coefliciem

AGE 36 54

SCHOOL a 16

HOME 53 so

COMMUNITY ' .39

worms a .14

name WITH # .24

OTHERS

moons a =- .24

BMOTIONS

SELF-HARM .48 .50

ALCOHOL a DRUG .39 .56

’ScaledidnotmeetF-vahsecrkerieforamryimotheamlyses.

 

Age, Home, Sherm & Alcdrug Age, Total FISCA

D' . . F . D' . . F ion

I of Cases Predicted Predicted I of Cases Predicted Predicted

Otnpatiesls 98 58 40 98 67 31

59.2% 40.8% 68.4% 31.6%

W 1“) 27 73 100 30 70

27.0% 73.0% 30% 70%
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facility. To test this hypothesis, patients were divided into several (overlapping)

diagnostic groups based on results from the diagnostic interview (K-SADS; Puig—

Antich, 1995). The Internalizing group consisted of individuals who had a diagnosis of

Panic disorder, Major Depressive Disorder, Depressive Disorder Not otherwise specified,

Separation Anxiety Disorder, Dysthymia, Generalized Anxiety Disorder or Phobic

Disorder (N=56). The Extemalizing group consisted of individuals with diagnoses of

Oppositional Defiant Disorder, Attention-Deficit Hyperactivity Disorder, Intermittent

Explosive Disorder, or Conduct Disorder (N=66). The SuhstanceAbnse group

consisted only of individuals with a Substance Abuse diagnoses (N= 17). The Thought

Disordsa group consisted of individuals who had a diagnoses of Schizophreniform or

Schizoaffective Disorder (N=3). Individuals could be in more than one diagnostic

group. Interrater reliability for the diagnostic interview established for 22 protocols

was satisfactory. Two raters had perfect agreement as to the presence or absence of

Internalizing and Extemalizing diagnostic categories (kappa=1). The raters were also

able to reliably diagnose substance disorders (kappa=.90). Reliability for thought

disorders was not possible to examine since none of the 22 patients in the reliability

sample had a diagnoses of thought disorder.

Hypothesis 2B stated that patients with greater degrees of comorbidity would

have higher FISCA scores. The data supported this prediction. Preliminary analyses

indicated that mean FISCA total scores for individuals with 3,4, or 5 diagnoses were

very similar; hence these individuals could be conceptualized as a single ”High

comorbidity“ group. In this sample, 5 patients had no comorbidity, 18 had low

comorbidity (2 diagnoses) and 52 had high comorbidity (3 or more diagnoses).
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A Sex x Comorbidity Group ANOVA of the total FISCA score resulted in a

non-significant F for the two—way interaction between sex and comorbidity. Hence the

final test of Hypothesis 2B used a 1-way analysis of variance.

Results of this analysis indicated that the total FISCA scores could in fact

discriminate between patients with different levels of comorbidity (E(1,72)= 8.2,

p< .05). Mean total FISCA scores for each comorbidity group were 110.0

(SD=33.91) for the single diagnoses group, 132.78 (SD=34.09) for the low

comorbidity group and 156.2 (SD=28.06) for the high comorbidity. The linear trend

analysis also resulted in a highly significant E(l,72)= 10.8, p< .002. A post-hoc

comparison test using Newman Keul's test indicated that the single diagnostic group

differed significantly from high comorbidity sample (p< .05).

Hypothmislc

Each of the individual FISCA scales were hypothesized to be able to

discriminate between diagnostic groups. Specifically the most conceptually similar

FISCA scale was hypothesized to be the best discriminator of a particular diagnostic

group. Sample I was used to test Hypothesis 2C. In general, the FISCA scales were

relatively successful at classifying cases into diagnostic groups. With the exception of

the Moods and Emotions scale and internalizing diagnoses, these findings support the

discriminant validity of the FISCA.

The hypothesis that the Moods and Emotions scale would be able to

discriminate between patients with and without an internalizing diagnoses was not

supported. A discriminant analysis using only the Moods and Emotions subscale failed
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to discriminate between these patients. A stepwise discriminant analyses indicated that

the School subscale for the FISCA alone among the various subscales was able to best

discriminate between these groups; however the Moods and Emotions scale correlated

.37 with this function (See Table 8). The School scale resulted in more true positive

classifications than true negative classifications (See Table 9).

Since the Mood Scale alone was unable to discriminate between individuals with

and without an internalizing diagnoses, additional analyses of the scale’s ability to

discriminate between specific internalizing diagnoses was conducted. The mood scale

was not able to discriminate between individuals with and without a diagnoses of

Depression or those individuals with and without an Anxiety Disorder. However only

7 of the 58 individuals diagnosed with Intemalizing disorder did not also have an

externalizing diagnosis.

The hypothesis that the Being With Others, School, Home and Community

subscales would be able to discriminate between patients with and without an

externalizing diagnoses was partially supported by the data. A discriminant analysis, in

which the School, Home, Community and Being with Others subscales were entered

simultaneously into the analyses, resulted in a function with a canonical correlation

coefficient of .39, p< .05. School (canonical function coefficient= .63, correlation

with function = .73) and Being with Others subscales (canonical function= .63,

correlation with function= .76) were better discriminators than either the Home

subscale (canonical function= .24, correlation with function= .23) or Community

subscale (canonical function= .06, correlation with function= .24). The School, Home,

Community and Being with Others function accurately predicted group membership for
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79.45% of Sample I.

In a second stepwise discriminant analyses using all of the FISCA scales, only

the Being with Others and the School subscales for the FISCA were able to

discriminate between individuals with and without externalizing diagnoses (See Table

8). Both Community and Home had very low correlations with this function, but

interestingly, the correlation between the FISCA Moods subscale and this function was

relatively substantial (.37) (See Table 8). The discriminant function for this analysis

successfully predicted 78.1% of group membership.

The hypothesis that the Alcohol and Drug scale would be able to discriminate

between those individuals with and without Substance Abuse diagnosis was supported.

A discriminant analysis in which only the Alcohol and Drug subscale was entered in the

analysis was able to significantly discriminate between those patients with and without a

Substance Abuse diagnosis. A stepwise discriminant analysis, simultaneously entering

all FISCA scales still showed that only the Alcohol and Drug FISCA scale was able to

discriminate between the groups (See Table 8). This scale was able to accurately

classify 84.9% of the Diagnostic sample as in or out of the Substance Abuse diagnostic

group (See Table 9).

Finally, the hypothesis that the Thinking scale on the FISCA would be able to

discriminate between patients with and without Thought Disorder Diagnoses was

supported. A discriminant analysis using only the thinking scale indicated that the

drinking scale alone was able to correctly classify 64.4% of this sample. The Moods

and Emotions function had a canonical correlation of .24 with this function. A

stepwise discriminant analyses showed that the Thinking subscale and also the Being
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with Others subscale together discriminated between the groups (See Table 8). The

discriminant function correctly predicted group membership for 84.9% of the sample.

The correlation with the total function was somewhat higher for the Being with Others

scale than the Thinking scale.

Hypothesis}

Hypothesis 3 stated that scores on the FISCA would predict length of stay for

inpatients. Sample VI consisting of 396 patients, 346 from the Michigan facility and

50 from the Nebraska facility was used to test this hypothesis. This sample consisted of

285 mothers, 7 step-mothers, 53 fathers, 7 step-fathers, and 44 “others” (e.g., aunt,

grandmother, and legal guardian). Notably, the location of the facility was related to

both length of stay (I =-2.23, p< .05) and total FISCA score (t=-2.6, p< .01). In

addition, regressing LOS on the FISCA X location interaction variable (after

controlling for the two main effects) resulted in a significant interaction (R2= .05,

p< .05). Length of stay was more strongly related to the total FISCA score for the

Nebraska facility (r=.47, p < .01) than for the Michigan facility (r=.13; p< .05).



DISCUSSION

The aim of this study was to validate the Functional Impairment Scale for

Children and Adolescents (FISCA) by establishing its concurrent, discriminant, and

predictive validity. As such, the study assessed the degree of overlap between

functional impairment as measured by the FISCA, and patient symptomatology and

diagnoses. This discussion will summarize and comment on the validity findings and

then discuss what the data suggests as to relation between functional impairment and

symptomatology, as well as functional impairment and diagnoses.

Concurrmulalidity_nf_EISCA

Relation_to_other_measures_o£fimctional_irnpairment. One way of examining

the FISCA’s construct validity was by assessing its association with two other measures

of functional impairment: the Columbia Impairment Scale (CIS) and the Children's

Global Assessment Scale (CGAS). As expected, the FISCA total score was correlated

significantly with both the CIS and CGAS. Patients showing more impairment on the

FISCA showed more impairment on the CIS and CGAS. Correlations between the

FISCA score on the one hand and scores on the CIS and CGAS on the other hand,

were higher for the FISCA total score than for any of the FISCA subscale scores.

Close examination of correlations with the two global measures of functional

impairment indicate that each of these measures was linked to somewhat different

67
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aspects of the FISCA, with correlations between the CGAS and FISCA subscales more

often significant than correlations between the CIS and the FISCA subscales. One way

of explaining this pattern is that the CIS uses very global and ambiguously anchored

questions about functioning (e.g. , How much trouble does the child have getting along

with his/her mother?), w hereas the FISCA and the CGAS rely more on descriptions of

specific behaviors (e.g., skips school, hit someone, tried to hurt self, etc.).

More generally, correlations with the CIS and CGAS generally support the

validity of the FISCA (especially total FISCA score) as a measure of functional

impairment. Notably the FISCA’s advantage over both of the other global impairment

measures is that it allows the clinician and researcher not only to measure overall

impairment, but also to pinpoint specifically where the child's impairment lies.

 

WThe FISCA was also hypothesized to be related to parent’s reports of

child symptoms. First, the total FISCA score was hypothesized to correlate with the

total Child Behavior Checklist Score (CBCL). Secondly, each of the FISCA subscales

were hypothesized to correlate with specific CBCL scales measuring similar or closely

related constructs.

As expected, the total FISCA score correlated significantly and positively with

the total CBCL score. The total FISCA scores also correlated with scores for the

CBCL internalizing scale and the CBCL externalizing scale. However, the total FISCA

score was more correlated with the externalizing scale than with the internalizing scale.

The FISCA subscales also were examined in relation to the narrow-band CBCL

scales. These data supported the FISCA’s concurrent validity. Eighteen of 19 a priori
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predictors were substantiated, i.e., the FISCA subscales and the CBCL scales

measuring conceptually similar problem areas, did in fact appear to assess similar and

related phenomena.

The individual FISCA subscales were also correlated with the CBCL broad-

band scores. In short, the FISCA appears to assess impairments in functioning in

relation to externalizing behaviors more strongly than it does with functioning in

relation to internalizing behaviors. Most of the FISCA individual scores were more

highly correlated with the CBCL externalizing scale than the CBCL internalizing scale.

As would be expected, the only scale that was more correlated with the internalizing

CBCL score was the Moods and Emotions scale.

This may be due in part to construction of the FISCA, in that the only scale that

focuses exclusively on functional impairment as evidenced by internalizing behaviors is

the Moods and Emotions Scale. The Home, Community, Being with Others and

Alcohol and Drug FISCA scales mainly assess impairment in functioning in relation to

externalizing difficulties. In addition, the School and Thinking scales also tend to

emphasize externalizing problems; although internalizing problems’ contributions to

impairment in these areas are tapped as well. On a more theoretical plane, there is a

plethora of evidence in the research literature that externalizing problems have a more

chronic and pathonomic influence on functioning than internalizing problems (See

Kazdin, 1985).

Nine correlations between the FISCA subscales and the CBCL subscales that

had not been hypothesized were also statistically significant. Although these

association (e.g., between home and attention problems and thinking and social
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problems) made theoretical sense, predicted relationships between the FISCA subscales

and corresponding CBCL scales generally were stronger than significant but not

predicted relationships. Notably, 4 of the 9 non-hypothesized correlations were

between various FISCA subscales (e.g., Thinking, Home, Being with Others, and

Mood) and the Attentional Problems scale of the CBCL. Attentional problems

undoubtedly disrupt functioning in many areas of children's lives. In fact the attention

problems scale on the CBCL correlated significantly with almost all of the FISCA

subscales with the one exception of the Community subscale. The Attention Problem

Scale correlated most strongly with the Being with Others FISCA subscale and the

Thinking FISCA subscale. This finding is consistent with the literature that shows that

children with ADI-ID are impulsive, inattentive (which the Thinking scale taps with

items such as, “find it difficult to remember things") and often engage in antisocial

behavior (e.g., Hechtrnan & Weiss, 1983; Ross & Ross, 1982).

 

dim The FISCA was hypothesized to be correlated with child report of behavior

problems and symptomatology. However, lower correlations were expected between

the FISCA and child report of symptoms than with the FISCA and parent report of

symptoms. The importance of informant differences has been discussed elsewhere

(Achenbach et a1. , 1987). Generally, the literature indicates that parents seem more

capable of reporting on behavioral manifestations of emotional difficulties in their

children but have more difficulty identifying the nature and intensity of their child’s

internal feelings (Edlebrock et al., 1986). A similar finding was reported here. The

School, Home, Community subscales of the FISCA assess overt behavioral difficulties
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(as observed by the parent), and it was these scales that correlated most strongly and

consistently with youth report of problem behaviors. However, findings for the Being

with Others subscale were inconsistent. This scale highly correlated with parent report

of child aggression and child externalizing behavior but was unrelated to youth report

of aggression and externalizing behavior. This may have to do with differences in child

and parent report of aggression across different settings. The CBCL does not specify

which context the aggression is occurring in, whereas even more importantly, parents

are probably less aware of their children’s aggressive behavior with peers, than their

behaviors at home; this can help to explain why the Being with Others FISCA subscale

and youth report Of aggression do not correlate. Overall, the correlations between the

FISCA and the YSR were low and provided relatively weak support for the concurrent

validity of the FISCA. This may be a result of parent-child informant differences. In

addition, it may be that parent report of functional impairment does not relate to child

report of symptoms and instead relates to other factors (such as family relations or

number of hospilizations).

The FISCA also was expected to correlate with adolescents’ report of their own

alcohol and drug use. Youth reports of alcohol and drug use consistently and positively

correlated with parent report Of child substance use on the FISCA (r’s ranged from . 18

to .53). Relationships between the FISCA and the alcohol and drug measures generally

were stronger and more consistent then relationships between the FISCA and the YSR.

These results suggest that the relative influence of informant differences may depend on

what is being reported. The FISCA alcohol and drug scale asks about not only how

much children drink, but also about whether children are drinking or doing drugs to



72

such an extent that they are having legal problems, are injuring themselves, or are

addicted. It looks at impairment in functioning due to alcohol or drug use rather than

at underlying motivations or emotional difficulties that could result in alcohol or drug

use. The youth self-report alcohol and drug measures also asses not just quantity but

also consequences of using alcohol and drugs. Parents may be more aware of child

behavior when it results in social disruption, so while they may not precisely know

what or how much alcohol or drugs their child is using, they will know when it is

disrupting the child’s functioning.

InpatierrtxersusflutpatienLFISCAmm. The FISCA’s discriminant validity

was demonstrated by the ability of the total FISCA score to discriminate between

inpatients and outpatients. That the FISCA Home, Self-Harm, and Alcohol and Drug

subscales in particular, discriminated best between patients and outpatients makes a

good deal of theoretical sense; suicidality is a major criteria for admission, also parents

of those who are severely impaired in the home are more likely to seek an out of home

placement. Similarly, if a child is addicted to alcohol or drugs or is in legal trouble

because of drug or alcohol use, parents are more likely to feel their child needs to be

hospitalized. Inpatient facilities typically use these problems in their admission criteria,

especially when outpatient treatment has failed. An Obvious caution in interpreting

these results is that the FISCA to some extent was used by the participating facilities to

make level of care decisions. However, the FISCA was one among a number of

factors used to make this decision. Other factors, such as available insurance, whether

or not the parent was asking for inpatient care, and history of failure of outpatient
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efforts played a large role as well. Moreover, the FISCA has only rwently been

introduced to the facilities and during the study period was frequently not scored or

even consulted until after admission. In addition, care was taken to exclude patients

from the study who had been assessed for inpatient care but referred to the outpatient

clinics.

Diagnoses. The FISCA was hypothesized to be able to discriminate between

patients with no, low, and high comorbidity, as well as between patients with and

without a particular diagnoses. This study showed that the FISCA could in fact

discriminate between patients with different levels of comorbidity. As expected,

individuals with more diagnoses presented as more impaired on the FISCA.

Shaffer et al. (1989) hypothesizes that comorbidity is the rule rather than the

exception in childhood disorders. This study supports his theory. In this study, only 5

out of 75 (6.7%) children had no comorbidity. Most importantly, number of diagnoses

(one, two, more than two) related in a linear fashion to impairment scores on the

FISCA, so that while comorbidity may be the rule, extent of comorbidity may also be

important.

In general, the FISCA also was able to discriminate between children with or

without specific diagnoses. Many of the findings were as predicted; i.e., the School,

Home, Community and Being With Others scales discriminated between patients with

and without an externalizing diagnoses; the Alcohol and Drug scale discriminated

between patients with and without a Substance Abuse diagnoses; and also the Thinking

scale discriminated between patients with and without a Thought Disorder diagnosis.

Because there were only three individuals with a diagnoses of a thought disorder this
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last result is not very definitive.

The mood scale was the one subscale that did not discriminate as predicted, i.e. ,

between the presence and absence of an internalizing diagnosis. However only 7 of the

58 children receiving an internalizing diagnoses did not also have an externalizing

diagnoses. Some theorists argue that the negative social consequences of aggression

cause depression (Patterson & Stoolnriller, 1991). For example, there is evidence

(Pope, Bierman, & Mumma, 1991) suggesting that one consequence of hyperactivity

may be per rejection, which in turn may lead to internalizing problems (Hymel,

Rubin, Rowden, & LeMare, 1990). Therefore, one reason the Mood and Emotions

Scale may not have been able to discriminate between patients with internalizing

disorders and patients without internalizing disorders is that the internalizing diagnoses

group in this study was not accurately assessing ”pure” intemalizers. Many children

with internalizing diagnoses may have been experiencing the secondary effects of

externalizing problems and even those qualifying only for an externalizing diagnosis

may have suffered from depressed or anxious mood.

The inability of the Moods and Emotions scale to discriminate between the

internalizing (and not-intemalizing) groups also may be related to informant issues.

The FISCA is completed by the parent only, whereas the diagnosis is given based on

interviews with both parent and child. If a child denies being depressed across the

board, the child would not receive a diagnosis of depression (even if the parent reports

depression). Therefore, there may be children whose parent report would lead to a

diagnosis of depression (and would show mood problems on the FISCA), however the

child would not have received a diagnoses of depression because the child denied being
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depressed.

In general, the FISCA scales were relatively successful at classifying cases into

diagnostic groups. However, the results also support the hypothesis that functional

impairment and diagnoses are not identical. Often, it was not a particular scale, but

rather a combination of scales that was able to discriminate so that multiple

impairments were likely to be related to diagnostic groups.

Iength.nf_Stay. As expected, the FISCA score at the initial assessment was

able to predict length of stay, substantiating the predictive validity of the FISCA.

However, this relationship was stronger for the Nebraska facility than it was for the

Michigan facility. This may be due to the fact that the Michigan health care market is

almost twice as penetrated by managed care organizations than the health care market

in Nebraska (19% versus 9.9%; HMO-PPO Digest, 1995). The way in which

managed health care views psychological treatment has begun to affect the ways in

which hospitals work with their patients. Managed care has put less emphasis on initial

level or changes in functioning, but instead has examined the patients on social support

and sought to decrease acuity ofthe problems so that the child can be moved the child

to a lower level of care. More recently, the aim of inpatient treatment has changed

from "a total reconstruction of the personality", to stabilizing the patient so that they

can receive less restrictive and less expensive treatment (Nurcombe, 1988). These sorts

of changes in health care policy are likely to weaken the relationship between

functional impairment and length of stay. The fact that external factors such as

insurance company policies affect length of treatment has important implications for
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both research and clinical work. Researchers must be aware of this confounding factor

and clinicians must assess the effects that external demands (such as managed care) are

having on the treatment goals as well as on the quality Ofcare their patients receive.

EntureDirections

In sum, this study supports the validity of the FISCA as a measure of functional

impairment. Three main theoretical questions need further exploration. The first

question is how much parents and children agree on functional impairment. Studies are

needed to unravel the importance of differences in child and parent report of the child’s

functional impairment. It has been shown that both children’s and parents’ reports of

child behavior are valid, but that they relate to different things (Kazdin, 1985). Future

studies need to focus on ways in which this is true, for example how child and parent

report of child functioning relate to number of hospitalizations, number of criminal

offenses, etc.

Consistent with previous research, this study shows that parents and children

agree more on externalizing difficulties than internalizing difficulties (i.e. , child report

on externalizing problems correlated with the FISCA subscales, whereas child report of

internalizing problems did not correlate with FISCA subscales). This study was not

able to directly assess if parents and children agree on functional impairment, since

children did not complete a functional impairment measure. In addition, because the

data came mostly from mothers, this study could not assess whether or not the

relationship of the person who reported (i.e., mother, father, etc.) affected the

relationship between parent-child agreement. Future studies assessing the relationship

between child report on the FISCA (a youth form was recently developed) and parent
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reportonaFISCAwithalargesampleofbothmothersandfathersareneededto

address this issue.

A second theoretical question has to do with the interrelationships between

functional impairment and symptomatology and functional impairment and diagnoses.

It is important in light of the original assumptions with which this study began, to

realize that, while the FISCA does indeed relate to measures of parent

symptomatology, none of the correlations between the FISCA scales and the CBCL

were greater than .52. Hence, it would appear that the FISCA is indeed measuring

something overlapping with but also conceptually distinct from symptomatology. The

relationship between diagnoses and functional impairment is less clear because of the

smaller sample size used to assess these associations. For instance, only three

individuals had a thought disorder which made it impossible to reliably assess the

relationship between the FISCA thinking scale and diagnoses. Membership in the

externalizing, internalizing and substance abuse categories were larger, making those

results more reliable.

A second difficultly in drawing conclusions from the results for the diagnostic

sample is that approximately half of the patients had both internalizing and

externalizing diagnoses (and most intemalizers were also externalizers). This made it

impoka to assess the distinctions between 'pure' internalizes verses ”pure”

externalizes in functional impairment. Future studies using a larger sample are needed

to examine these questions. It is also important to note that the relationships between

the FISCA and symptomatology, and the FISCA and diagnoses were only tested and

supported in the inpatient sample. Symptom data and diagnoses for the outpatient



7 8

sample was not available. In addition, relationships between diagnoses and symptoms

couldnotbe assessedintlrisstudybecauselesstlranhalfofthepatientsintlre

diagnostic sample also had parent or child symptom report data.

The final question is how the FISCA can be used by clinicians. The FISCA’s

ability to discriminate between inpatients and outpatients suggests that the FISCA could

be very useful to hospital admission and intake staff. The FISCA could be used to

effectively and quickly decide the appropriate level of care for patients. Studies are

needed to assess what score on the FISCA indicates a need for inpatient treatment.

Future studies could assess wether or not the FISCA is more useful than diagnoses or

symptom measures in making level of care decisions.

In addition, this study suggests that the FISCA could be used to make effective

treatment plans. Currently, the emphasis in inpatient treatment is on problem focused

treatments. The FISCA could be used by therapists to quickly identify the problem

area. This information could be used at face value and the therapist could design a

treatment plan to lower the child’s impairment level. In addition, it might be useful for

therapist to look at contrasts in child’s functioning. For instance, if a child is impaired

at home and not school, this would indicate that there is something about the home

setting and/or the family that is contributing to the child’s difficulties. As a result, it

would be important to include changing maladaptive family patterns into the treatment

plan, if long-term change is desired. However, if the child was impaired in school and

not home, goals of how to improve child’s functioning at school would be included in

the treatment and therapists would want to consult with the child’s teachers. The

FISCA does look at the context of the problems (e.g., home, school, community),
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whereas diagnoses and symptom checklists do not. This suggests that the FISCA might

be more useful in treatment planning than symptom checklists or diagnoses, in that the

FISCA allows the clinician to learn not only about the child but also about the child’s

environment.

Methodologicallmblems

Several other methological problems need to be addressed. The sample

consisted mainly of Caucasian children. This limits the generalizability of the findings.

A study using a more racially diverse sample is needed to assess if the FISCA is a valid

instrument of functional impairment in different ethnic groups. The study also lacked a

control group of ”normal“ children in the community. This study was not able to show

that the FISCA can discriminate between "normal" children (non-clinical sarnples) and

those receiving outpatient services. An analysis of these differences would be

confounded by the fact that not all children who need psychological services actually

receive them. Nevertheless, one would expect less impairment in a normal (i.e., non-

clinical) group-

Conclusions

While this study did have several flaws, it is an important first step in validating

the Functional Impairment Scale for Children and Adolescents (FISCA). This study

shows that the FISCA scales are related to both symptoms and diagnoses, but are not

merely measuring the same construct. This study helps clarify the differences between

functional impairment on the one hand and symptomatology and diagnoses on the other

hand. Functional impairment, as measured by the FISCA, focuses not on symptoms per

se, but rather on what areas of the child's life are disrupted by symptoms. These data _
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show that a child with a particular diagnosis may be impaired in several different areas

offunctiorring sothatthereisnotonedirectlinkbetweenanareaofimpairmentanda

particular diagnosis. For instance, a child with an externalizing diagnoses is likely to

be impaired in school as well as his or her relation to peers and also may (or may not)

have impairment in thinking associated with ADI-ID.

This study is unique in that it looked at a multi-dimensional measure of

functional impairment. Most existing measures of functional impairment assess global

impairment rather than specific areas of impairment. Global impairment does not

allow the clinician or the researcher to focus on the precise areas in which the child's

difficulties lie. This study showed that the FISCA is able to accurately assess

impairment in functioning in a variety of areas. Its advantage over more global

measures make the FISCA a better instrument for treatment planning and level of care

decisions, as well as for evaluating specific treatment outcomes. In conclusion, this

study shows not only that the FISCA has concurrent, discriminant, and predictive

validity but also that measures of global impairment, such as the FISCA, are an

important and needed addition to traditional assessment protocols that focus only on

symptoms and diagnoses in assessing psychological difficulties in children and

adolescents.
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Instructions: Duringthisassessmerrtwearegoingtoaskyouanumberofquestionsaboutthingsthetmayhave

happenedduringthcpastthreemonths. Thetimelinewillhelpyoulocatethepastthreemonthsinyourmindby

helpingyoutorememberimportantdringsthuheppenedduringflrattime. Usethefollowingstepstofillinthetime

line.

1. Writeintoday'sdateonthelinethatsays Today.

2. Wrieinthedatesforeachofthepastthreemonthsonthelinesbelowthe

3. Have any major holidays occurred in thepasttlrreemonths? Write the

holidaysonthe

4. Has your family had any birthdays intlrepasttlrree months? Writein any

birthdaysonthetirneline.

5. Have any important things hepperred in your lifeinthepastthreemonths?

Writeanyimportantthingsduthappenedinyourlifeonthetimeline.

  

3morlhsago 2moslhsago lrnorlhago Todeyis:
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WeanukingywbparficiptemasuxlytowahuemmsmeuinunmeucdkdtheChild

BehvioeringFormmBRBthatweareusingatRivmllofMichiganHospital.Weareusingthis

imtrurmu each day to miter the negative and positive behaviors of child and adolescent patients admitted

toourfacil'ty.Thepresedstudylooksatthewaysthatbehaviorsexhibitedbychildrenandpatierlschring

Mrbspidmymluewdhmudxdmduthethmtheymdmiuedmthebsphd.hformuimm

ywprwidechuingafiMreddiagmsdciflerviewwiflbeusedfmthissuxly,andwillalsobegiventothe

meddheakhbambusiumdaqmimngthemuappmpfiueuumapprowhforymchifl.

Pleasecarefully reviewtheinformuionbelow.Ifywhaveanytpestionsatall,besuretoaskthe

pamwhoisreqwsdngymrpaflicipflionwdflywfiflyundashnddnpmcednumvohed.Ifyoudo

agreetoparticipate,uatokenofmuappreciation,ywudflreceiveagifiof310afierdsetelqinne

irierviewiscompletedmvenifywrchikldeclinestoparticipate.

I, ,paredand/orlegalguardianof ,aminor

child whois curremly received psychiatric services at Riverxlell of Michigan Hospial, have been fully

mammmmdummmwchlmmwmw. I

havebeen informed of andunderstandeachof the followingpoirns(anyreferencesbelowto'my child“ refer

totheabovenamedchild):

1. BysignmgthisagreemuJamgivingpermissionfmauaflmenbafiomRivendeflm

telqhmemewithinthenextflhcurswiththeirlerlofirlerviewingmeaboutmychikl'semotionaland

behavioral flmctioningpriortoemeringtreatmematkivendell of Michigan Hospital.Iamalsogiving

permissionforastafi'menlaerfromkivendelltointerviewmychiklwithin48hoursofcompletingthe

hierviewwithme. MinerviewswifluchukeappmximnelylhmrwcompldeJundentamlthuthe

procustoubctparalsmbecdledismndom,andthulmaynotneceswflybecafled.

2.1Mflrweivea5mgiflnfiqmchtkmfmpardcipafingmthesudymmewkphom

hierviewiscompleted.Iwillreceivethisgifievenifmychilddeclinestoparticipateintheiflerviewor

doesnrlconpletetheiflerviewwhenapproachedbytheirlerviewer.

3. Ihavetherigllwhencalledtodecidenottoparticipateinthestuly,ortodeclinetomswerany

specific cpsstion(s) that I am asked, or to discomime my participation at any pain inthe interview. Ihave

therigll,regardlessofwhetherornotldecidetoparticipate,todeclinetopermitmyehildtoparticipate

shouldheorshebeaskedtodoso.Mychildalsohastherightodecidenottoparticipateintheshndyfio

declinetonswer specific qrestims, ortodiscominueparticipationatany poim.

4. 'l'heimerviewwithmyselfand/ormychildmaybeaudiotapedinordertoestablishimerrater

reliabil'tymdeterminingmychikl'sdiagnosis.Nooneotherthanmembersoftheresearchteamwillhave

accesstothesetapes.ThetapeswiflbedestmyednohterthanSmorlhsafiertheiflerviewshavebeen

completed.Intheimerim,thetapeswillbekeptinalockedfilecabinetinthehospital'sresearchoflice.

5. Anyinformationlormychildprovideintheimerviewswillbetransformedimonimbersand

elleredirmacomputerdatafile.'I'hewrittenrecordofthediagnosticirlerviewwillthenbedestroyedJ

mwmmmmnwummmmmwmmmymmmulm

mychildmigllpmvklethumggeststhumychildmanothermmorisbeingmbjeaedtoorlnsbeen

subjectedtophysical or sexual abuse.

6. IunderflandMifmychiflparficipabshthemfly,mpraeahkmhacmflhfidky,lwifl

mbemformedofanyinformationthatheorsheprovides,includinginformationabotaanytransgressions

orillegalbelnviorsthatmigllbeunknowntomeunless,inthejudgmentofhospitalstafl'designatedto

review this information, my child clearly and with minimal doubt is in imminent and serious danger of

harminghim/herselforothen. Ifthissimationshaiklocwr,dsenahospitalstafimemberwiflinformmy

M'sdmapifloffiesecommafifieflnrapiflfiflmdwfihmandmychiflmdimsdnm

fortheseconcerns.

7.IfIdecidenottoparticipateordeclinetopermitmychildtoparticipate,ormychilddeclinesto
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particigue,hmymaflaspecuofthhsmdy,mydechionwiflmmmyafleathepossifliymmdityof

caredRiveulellHospial.

8.IfIhavemqusfiomacomudenMyorstfllikemreceivemypubflcafiom

thatdghfollowfmmtln’sdudchanccflactlmrieVanEgerenorDr.SmanFrarkatRivendellHospital

bycallilg517-224-ll770rbywr'aingto 101W. Towmend Road, St. Joins, 34148879.

 
 

ParedorLegalGuardian Date
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(To be reviewed with minor patients who are at least 8 years of age and are deemed

competent of voluntary consent.)

1, ,have been told all about the study

andIunderstandwhathillbeaskedtodo. [understand thatthepurposeofthe study

is to see how well the hospitalis doingin helping children and families. I also

understand that:

1. By signing this agreement, I am giving permission for someone from Rivendell to

talktomeadayortwoaftertalkingtomyparentsorguardian on thephoneaboutmy

feelings and behavior before coming to the hospital.

2. I have the right to decide not to talk to the interviewer, or not to answer a question

that I am asked, or to stop answering questions at any time during the interview. I

know the interview will take approximately 1 hour to complete.

3. I also understand that the interviewer will not talk to anyone outside the hospital

about what I say during the interview unless staff at the hospital are quite certain that I

am in danger of seriously hurting myself or others, or I or others with whom I am

connected are in danger of serious harm by others. If this happens, then the hospital

staff will inform my therapist, parent or guardian, or other appropriate authorities that

they are worried about me. My therapist will then meet with me and my parents to

explain why the hospital is concerned and will try to help me and my family get some

help.

4. HI decide not to speak to the interviewer, my family and I can still get help from

Rivendell Hospital and no one will hold it against us.

5. If I have any questions or concerns about the study or I would like to receive

information about the findings from this study, I can contact Laurie Van Egeren or Dr.

Susan Frank at Rivendell Hospital by calling 517-224-1177 or by writing to 101 W.

Townsend Road, St. Johns, MI 48879.

  

Child/Adolescent signature Date
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