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Adaptive Behavior Scales

CHAPTER QUESTIONS

e What is meant by the term adaptive
bebavior?

e What are the typical domains of adap-
tive behavior scales?

e How is adaptive behavior different from
other constructs such as personality or
intelligence?

e What are some of the most popular
adaptive behavior scales?

History oF THE CONSTRUCT

The adaptive behavior construct traces its
roots to early work in mental retardation,
which, in turn, is linked to the roots of
intellectual assessment (Kamphaus, 2001).
Although intelligence tests contributed

mightily to the recognition of the mental
retardation syndrome, Doll (1940) noted
that intelligence measures lacked suffi-
cient breadth for assessing all of the rel-
evant domains of behavior that needed to
be considered in treatment of individuals
with mental retardation.

Doll drew on his experience as a psy-
chologist at the Vineland State Train-
ing School in New Jersey, where he was
charged with the assessment and rehabili-
tation of individuals with mental retarda-
tion. He noted that such individuals not
only lacked intellectual abilities necessary
for academic attainment, but they also
often appeared to lack day-to-day living
skills needed for independent functioning.
In Doll’s terminology, they lacked social
maturity.

In order to intervene and improve
a child’s social maturity, Doll created a
scale to assess specific behaviors that were
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deemed necessary for successful living.
The Vineland Social Maturity Scale (Doll,
1953) was the first of its genre. It included
several sets of items that assessed various
aspects of social maturity including loco-
motion, social skills, and grooming. The
Vineland yielded a score that was roughly
parallel to a composite score offered by
many intelligence tests of the day. His total
score was dubbed a “Social Quotient.” The
Vineland became the premier measure of
adaptive behavior up to the present day,
and Doll’s pioneering work became the
basis for all subsequent measures.

The AAIDD Criteria

The American Association on Intellectual
and Developmental Disabilities (AAIDD),
formerly the AAMR, bases its criteria for an
intellectual disability, or mental retardation,
on deficits in both intellectual function-
ing and adaptive behavior (see Luckasson
et al.,, 2002), similar to previous criteria
(e.g., AAMR, 1992). The current criteria
that indicate that three broad areas of adap-
tive behavior should be assessed list ten
domains of adaptive behavior that should be
assessed for the purposes of mental retarda-
tion diagnosis and intervention planning.
These domains are: conceptual skills (e.g.,
language, reading, writing, money skills),
social skills (e.g., interpersonal, responsibil-
ity, avoiding victimization, obeying rules),
and practical skills (e.g., maintaining a safe
environment, self-care such as dressing, eat-
ing meals, hygiene).

It should be noted that competence in
these areas of function may provide a basis
of intervention for children with other
problems such as autism, ADHD, learning
problems, or anxiety. In fact, the assessment
of adaptive behavior has been referred to as
an essential part of assessments for autism
(Ozonoff, Goodlin-Jones, & Solomon,
2005). Adaptive functioning has also been

described as one factor that can help dif-
ferentiate mental retardation from learn-
ing disabilities, in that the former would be
marked by broad deficits in adaptive func-
tioning, and the latter would be marked by
more specific deficits (Fletcher, Francis,
Morris, & Lyon, 2005). The acquisition
and demonstration of adaptive skills have
also been identified as an important buffer
against the development of psychopathol-
ogy. For example, social competencies may
allow a child to resist being overwhelmed
by negative life stressors (Tanaka & Wester-
man, 1988). In this context, adaptive behav-
ior scales may serve an important function
in the assessment of all children referred for
evaluation, not just those who are suspected
of having an intellectual disability

Defining Adaptive Behavior

Adaptive behavior has been defined as “the
performance of the daily activities that are
required for social and personal sufficiency”
(Sparrow, Cicchetti, & Balla, 2005, p. 6).
Hence, adaptive behavior is the antithesis of
most of the behavioral constructs discussed
in this book in that it deals with behavioral
competencies and their absence as opposed
to assessing behavioral problems.

Most definitions of adaptive bebavior
have some core similarities including the
premise that it is an age-related construct.
Specifically, adaptive behavior increases
with age in the absence of interfering cir-
cumstances, much as academic achieve-
ments accrue over time. Adaptive behaviors
are identified by the standards of others
and the social context in which the child
functions (DeStefano & Thompson, 1990).
Finally, adaptive behavior assessment
focuses on typical behavior as opposed to
ability. This assessment emphasis is also
consistent with the assessment of other
developmental accomplishments such as
academic achievements.
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Relationship to Intelligence

The choice of informant is apparently a
moderator variable affecting the correla-
tion of measures of adaptive behavior and
intelligence (Kamphaus, 2001).

Correlations between intelligence and
adaptive behavior measures are mod-
est, .40 to .60 (DeStefano & Thompson,
1990) indicating some overlap but inde-
pendence. This modest relation, however,
is an oversimplification. The correspon-
dence between the two constructs has
been found to be higher in individuals
with pervasive developmental disorders
who also have deficits in intelligence than
in individuals with pervasive developmen-
tal disorders who do not have intellectual
deficits (Bolte & Poustka, 2002). In both
groups, adaptive behavior across domains
was below average. In addition, moderate
correlations between adaptive behavior
and intelligence have been found for juve-
nile offenders (Hayes, 2005). The infor-
mant and domain of adaptive behavior
assessed also seem to affect the relation.
Specifically, when teachers are used as
informants, the correlation between intel-
ligence and adaptive behavior increases,
and domains that assess communication
and functional academic skills tend to cor-
relate higher with intelligence test results
(Kamphaus, 1987).

Hence, if one sees a stronger relationship
between intelligence and adaptive behavior
as desirable, an emphasis on the assessment
of functional academics rated by teachers
will provide adaptive behavior results of
desired value. If, however, one views the
adaptive behavior construct as separate or
complementary to intelligence assessment,
parent ratings of less academically related
skills (e.g., socialization) should be sought.
In essence, where possible, an evaluator
should seek information from both parents
and teachers in a variety of adaptive behav-
ior domains.

Otherwise, Harrison (1990), who has
made numerous contributions to the adaptive
behavior assessment literature, favors the use
of parents as informants. She observes:

“The third-party method of administration is
particularly appropriate for the assessment of
adaptive behavior. Because adaptive behavior
is generally conceptualized as the daily activi-
ties in which a per-son engages to take care
of himself or herself and get along with other
people, the information sup-plied by a third
party will be more valid than the direct ad-
ministration of tasks. The third-party method
also allows for the assessment of individuals
who cannot participate in the administration of
many tests, such as the severely handicapped
and young children” (pp. 472-473).

The modest to small relation of adaptive
behavior to intelligence is punctuated in a
study by Szatmari et al. (1993). This study
followed 129 children of extremely low
birthweight (501-1,000 g) to the ages of 7
or 8 years and compared their performance
to that of a control group. They found sig-
nificant decrements in intelligence for the
low birthweight group but no significant
deficits for adaptive behavior. Such results
indicate that different mechanisms affect
the development of intelligence and adap-
tive behavior skills.

While the low to moderate relation
between intelligence and adaptive behav-
ior scales is well documented (Kamphaus,
2001), the relation between adaptive behav-
ior and academic achievement is of con-
siderable importance given that academic
achievement is often the criterion vari-
able of interest to child clinicians. di Sibio
(1993) examined the relation of adaptive
behavior to achievement after the variance
attributable to intelligence was removed.

While intelligence scores were more
highly correlated with achievement, the
measure of adaptive behavior in that study
added 11% of the variance to the prediction
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of achievement beyond that predicted by
intelligence. The results of this study support
the importance of assessing adaptive behav-
ior and intervening in order to enhance a
childs behavioral competencies which, in
turn, provide another approach to enhancing
academic achievement.

Uses of Adaptive Behavior
Scales

Traditionally, adaptive behavior scales
have been considered central to the diag-
nosis of mental retardation (DeStefano
& Thompson, 1990). Although this use
is circumscribed, it is an important one
given the epidemiology of mental retar-
dation and the importance of accurate
diagnosis that includes a comprehen-
sive assessment of adaptive functioning.
It has also been argued that assessment
of adaptive behavior has been included
in order to reduce the number of false
positive diagnoses of mental retardation
occurring based solely on IQ scores (see
Greenspan, 2006).

Perhaps as importantly, as the counter-
point of behavior problem scales, adaptive
behavior scales hold unique potential for
intervention design based on assessment
results. Adaptive behavior scales measure
key skills that contribute to a child’s suc-
cessful functioning in a variety of envi-
ronments. That is, adaptive behavior
scales serve a valuable function for the
clinician in that they pinpoint specific
skills that a child has not acquired, which
then may serve as the focus of treatment
efforts.

Adaptive behavior scales are particularly
useful in educational settings where their
results can be integrated with the objec-
tives of individualized educational plans
(IEPs). For instance, adaptive behavior
scales can be used to identify social skills
and other target behaviors for classroom
intervention planning.

CHARACTERISTICS OF ADAP-
TIVE BEHAVIOR SCALES

Domains Assessed

Adaptive behavior scales are analogous to
measures of behavior problems in that the
domains assessed vary somewhat from test
to test. In Table 14.1 we illustrate the con-
tent for three measures of adaptive behav-
ior. Domains assessing various aspects
of independent functioning/daily living,
social skills, and communication skills are
common to many tests. These domains
are reflective of those in the intellectual
disability criteria described above. The
domains of behavior that are assessed by
a particular test are influenced by its age
range. Children’s tests, for example, may
place less emphasis on occupational skills,
independent living, and interpersonal rela-
tionships than measures that are more
concerned with assessing adult adaptation.
Measures of adult functioning require
domains aimed at assessing occupational
skills, whereas the child’s analog is school
functioning. The domains of an adaptive
behavior scale, thus, become an important
consideration in test selection. A client’s
age, the institution’s treatment program,
and other factors may also influence test
selection.

In a 1993 study, Widaman, Stacy, and
Borthwick-Duffy applied multitrait/multim-
ethod matrix procedures to the identifica-
tion of major domains of adaptive behavior.
The participants for this study were 157
persons with moderate, severe, and pro-
found mental retardation. The authors
found clear evidence for the existence of
four major domains: cognitive competence,
social competence, social maladaptation,
and personal maladaptation. These results
suggest that, when assessing individuals
with mental retardation, measures of at
least these four domains would be desir-
able. Fortunately, the majority of adaptive
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behavior scales measure these domains and,
in many cases, additional areas as well.

Norm vs. Criterion Referencing

Prior to the publicaton of the revised
Vineland in 1984, there were no nationally
normed adaptive behavior scales. Several
scales possessed local or regional norms,
and many were created locally and inter-
preted informally. Unfortunately, many of
these scales were used for making norm-
referenced decisions such as determining
whether or nota child had adaptive behavior
deficits that were significant enough to war-
rant the diagnosis of mental retardation.
Among the adaptive behavior assess-
ment questions most frequently posed by
psychologists are the following:

1. Does the child have adaptive behavior
deficits that are significant enough to
warrant the diagnosis of mental retar-
dation?

2. What are the adaptive behavior deficits
that most influence the child’s adjustment
and therefore, require intervention?

3. Whatare the adaptive behavior strengths
displayed by the child?

Questions 2 and 3 are less likely to
require norm referencing, although
it may still be of some benefit. In
order to answer these questions, the
clinician could make intraindividual com-
parisons and/or gauge deficits on the basis
of how the deficits impair adaptation to
particular environments (e.g., failure to
follow rules in games).

Choice of Informant

The Vineland Social Maturity Scale repre-
sents one of the first scales in psychology
to place a premium on parents as infor-

mants. This approach stood in stark con-
trast to the popularity at the time of using
direct measures of child behavior, such as
intelligence tests.

Modern adaptive behavior scales such
as the Vineland-2 (Sparrow, Cicchetti, &
Balla, 2005) and Scales of Independent
Behavior-Revised (Bruininks, Woodcock,
Weatherman, & Hill, 1996) still empha-
size the use of parents as informants. For
most scales in which parents serve as infor-
mants, maternal reports are used nearly
exclusively for item development, scaling,
and norming. Although fathers are used
less frequently, there are no systematic
data currently available that clarify the dif-
ferences between mothers and fathers as
informants regarding adaptive behavior.

Secondarily, teachers often serve as rat-
ers of adaptive behavior. However, teach-
ers have differentviews of a child’s adaptive
behavior because of the varied demands of
school and home settings. Domains that
are commonly included on parent scales
of adaptive behavior, such as toileting,
bathing, dressing, budgeting, and health
care are impractical for teachers. Like-
wise, parents have difficulty reporting on
functional academics in reading, writing,
calculation, and some vocational skills.
The differing demands of school and
home environments virtually ensure that
a clinician will have an incomplete under-
standing of a child’s adaptive behavior if
either teacher or parent adaptive behavior
ratings are not used.

Other caregivers also serve as important
informants regarding a child’s adaptive
behavior. Caregivers may include psychiat-
ric aides in hospitals, nurses, mental health
assistants, nannies, grandparents, teacher
aides, work supervisors, or others who
have sustained nearly daily contact with a
child or adolescent. These individuals may,
in some circumstances, fulfill parent or
teacher roles and therefore may be compe-
tent primary or secondary informants for
such scales. Even when parents or teachers
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complete an adaptive behavior scale, other
caregiver information may be of value. An
adolescent’s work supervisor is one exam-
ple of an informant who may contribute
unique and important information to the
pool of assessment data gathered on adap-
tive functioning.

Finally, the child as an informant should
not be overlooked. In other words, the
child may be tested directly in order to
assess adaptive behavior, although this is a
less popular option with many clinicians.
Perhaps one reason for its lack of popular-
ity is a dearth of available instruments. The
Children’s Adaptive Behavior Scale (CABS;
Richmond & Kicklighter, 1979) is one of
the few direct measures of adaptive behav-
ior available. The CABS uses an individual
testing format to assess Language Devel-
opment, Independent Functioning, Family
Role Performance, Economic/Vocational
Activity, and Socialization. Obviously,
these domains are common to many types
of adaptive behavior measures.

As is the case with behavior rating scales,
there is often a high level of disagreement
between the informants who give informa-
tion or adaptive behavior scales. Parents
and teachers have been found to generally
agree on overall adaptive behavior esti-
mates (e.g., Harrison & Oakland, 2003).
However, they may disagree considerably
at the scale or domain levels (Shaw, Ham-
mer, & Leland, 1991). Self- and caregiver
reports have been found to sometimes
agree on adaptive behavior ratings but to
disagree considerably on ratings of mal-
adaptive behavior (Voelker et al., 1990).
Factors such as child age and length of
involvement in a treatment program may
also affect agreement between informants
(see Shaw et al., 1991).

Administration Format

Adaptive behavior scales are commonly
administered using a checklist or semi-

structured interview technique, except, of
course, in the case of direct assessment of
the child. The checklist format is equiva-
lent to the approach used for parent or
teacher ratings of behavior problems dis-
cussed in previous chapters. The semi-
structured interview method espoused by
Doll (1953) and popularized by Sparrow,
Balla, and Cicchetti (1984) differs substan-
tially from rating scale methods.

The semi-structured interview tech-
nique, however, requires a high level of
clinical skill. The clinician has to make the
interview conversation-like, topical, and
empathic, while at the same time collect-
ing the necessary information to allow for
accurate rating (scoring) of individual items.
In addition, younger children could have
a difficult time articulating their skills in
various adaptive behavior domains. There-
fore, when using self-report procedures for
adaptive behavior, a semi-structured inter-
view format is not recommended. The
rating scale method is more time-efficient
and practical in that the clinician does not
even need to be present for the administra-
tion of the scale.

However, the semi-structured interview
technique has many virtues, including the
following:

+ Allowing the examiner to clarify questions
for the informant by providing examples,
and so forth

e Contributing to the establishment of
rapport between clinician and parent
because of the conversation-like nature
of the interaction

+ Mitigating against response sets such as
fake good or fake bad

¢ Permitting the assessment of adaptive
behavior, despite poor English-language
reading skills

The semi-structured interview technique
can be easily mastered with practice. Some
techniques for mastering the technique
follow.
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1. Begin by asking general questions and
then proceed to the specific informa-
tion needed to score items. If one started
with the Communication domain of the
Vineland-2, for example, a good starting
question for a parent of a toddler might
be something like, “ITell me about some
of the things that Tom is saying these
days.”

2. Ask for examples of day-to-day behav-
ior because adaptive behavior scales are
designed to assess typical behavior rather
than ability (see Sparrow et al., 2005). A
follow-up expressive language question
might be, “ITell me the words that you
can remember Tom saying today.”

3. Become very familiar with the interview
items and scoring criteria for specific
items in order to ensure that adequate
clarification is sought.

4. Conduct the interview topically. For
example, ask all of the items regarding
telephone skills (answering appropri-
ately, states telephone number, uses pay
phone, etc.) before proceeding to the
next topic.

5. Pursue questioning until you have a
clear picture of the child’s day-to-day
behavior. Once you have achieved this
portrait, you can confidently rate the
child’s behavior on individual items.

OmMNIBUS ADAPTIVE BEHAVIOR
ScALES

Vineland Adaptive Behavior
Scales, 2nd edition (The
Vineland-2; Sparrow, Cicchetti,
& Balla, 2005)

The Vineland-2 (Sparrow et al., 2005) is
the latest version of an assessment tool
for adaptive behavior that traces its roots
to the originator of the adaptive behavior

construct, Edgar Doll. Doll created the
first widely used scale of adaptive behavior,
the Vineland Social Maturity Scale. The
Vineland-2 and its predecessor (Sparrow,
Balla, & Cicchetti, 1984) represent a sub-
stantial revision, adaptation, and extension
of Doll’s original scale.

The Vineland-2 consists of a family of
scales each of which possesses character-
istics that make it well-suited for particu-
lar purposes. The Vineland components
include the following: The Teacher Rating
Form assesses adaptive functioning in the
classroom for children ages 3% through 18.
The Survey Interview Form is administered
to parent/caretakers of individual from
birth to age 90 in semi-structured interview
format (an Expanded Interview Form is
also available). New to the Vineland-2 is a
Parent/Caregiver Rating Form that allows
parents to rate adaptive behavior items in a
rating scale format.

The Vineland-2 has many uses in addi-
tion to its popularity as a tool in assess-
ments and diagnoses of mental retardation.
The Vineland-2 provides a rather com-
prehensive assessment of an individual’s
behavioral competencies and can be used
to assess treatment progress, as well as to
determine treatment goals.

Content

Aside from re-standardization, the most
substantial change in the Vineland-2 from
the previous Vineland is in the expansion
of the number of items in each domain
and the inclusion of the Parent/Caretaker
Rating Form (Sparrow et al., 2005). The
Vineland-2 includes the same domains as
its predecessor: Communication, Daily
Living Skills, Socialization, Motor Skills,
and Maladaptive Behavior. The Motor
Skills domain is designed for ages from
birth through 6 years and for older indi-
viduals with motor handicaps. The Mal-
adaptive Behavior domain is essentially a
behavior problems checklist that assesses
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very severe difficulties such as problems in
public, sexual misbehavior, self-injurious
behavior, bedwetting, and truancy. Each of
the domains consists of following content:

Communication
Receptive
Expressive
Written

Daily Living Skills
Personal
Domestic
Community

Socialization
Interpersonal Relationships
Play and Leisure Time
Coping Skills

Motor Skills
Gross
Fine

Maladaptive Behavior
Internalizing
Externalizing

Other (e.g., wets bed)

Administration and Scoring

The Vineland Survey form uses Doll’s well-
known semi-structured interview tech-
nique, a method that is often not followed
loyally by Vineland users. The technique
has many advantages; unfortunately, its dis-
advantages are more salient. Said simply,
mastering the semi-structured interview
technique is not easy.

A central problem with the method is
the necessity of organizing the interview
topically, while the items are placed on
the response form by difficulty order. For
example, several items of the Daily Liv-
ing Skills domain of the Survey Form have
to do with telephone skills — answering,
dialing, and so on. The semi-structured
interview technique involves obtaining
adequate information to score these items,
even though they are scattered throughout
the record form. This central contradic-

tion of simultaneously interviewing topi-
cally as well as having items ordered by
increasing difficulty undoubtedly leads to
routine usage of the Vineland as a rating
scale despite the fact that this is a violation
of standardized procedure. Two aspects
of the Vineland-2 speak to the tendency
for clinicians to have difficulty with the
semi-structured interview approach: (a)
icons are now shown on the record form
such that interviewers can more easily spot
items that go together (e.g., a book icon
signals items that have to do with reading
skills); and (b) the Parent/Caretaker Rat-
ing Form and the Teacher Rating Form
now make it possible for the clinician to
obtain Vineland ratings without the use of
an interview. Nevertheless, given the many
advantages of the semi-structured inter-
view technique cited earlier, it behooves
clinicians to acquire this unique skill.

Vineland interpretation features stan-
dard scores based on a mean of 100 and
standard deviation of 15 for the Adaptive
Behavior Composite and for each of the
Domain scores. A new feature is the use
of “v-scale” scores for subdomains. These
scores have a mean of 15 and standard
deviation of 3.

Norming

The Survey Form norming sample of the
Vineland was collected on the basis of
2001 US Census Bureau statistics (Cur-
rent Population Survey, 2001). The sample
was made up of 3,687 subjects from birth
through 90 years. The sample appears to
be representative of the larger population
in terms of ethnicity, SES, geographic
region, and disability status. Clinical sam-
ples of individuals with ADHD, autism
(both with and without language), hearing
impairment, and “emotional or behavioral
disturbance” were included in the stan-
dardization and subsequent studies (Spar-
row et al., 2005, p. 91).
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Reliability

Reliability analyses indicate good inter-
nal consistency for the Adaptive Behavior
Composite and the domain scores, with
coefficients generally .90 and higher for
the former and .80 and higher for the
latter. Subdomain internal consistency
coefficients likewise tended to be .80 and
higher, with the exception of the Recep-
tive (communication), Personal (daily
living skills), and Play and Leisure time
(socialization) which were somewhat
lower (see Sparrow et al., 2005).

Test-retest  reliability (approximately
2-5-week interval) coefficients were
also good, and the parent forms of the
Vineland-2 demonstrated adequate inter-
viewer agreement on the Survey Interview
Form and adequate interrater reliability
across parents on the Parent/Caregiver
Form (Sparrow et al.).

Validity

Many aspects of validity are addressed
by the authors of the Vineland-2 (Spar-
row et al.,, 2005). The content of the
Vineland-2 was designed to be reflec-
tive of AAIDD and DSM-IV-TR criteria
for adaptive functioning, as outlined for
diagnoses of intellectual disabilities or
mental retardation. In addition, the raw
scores increase lawfully from age to age
lending credence to the argument that
the Vineland measures adaptive behav-
ior as a developmental phenomenon.
In other words, with development, an
individual should acquire more adaptive
skills, and this phenomenon is reflected
in the Vineland-2 raw score data.
Differential validity studies described
by the authors note that the Vineland-2
Adaptive Behavior Composite and domain
scores differentiated among individu-
als with mild, moderate, or severe mental
retardation. Similarly, the scores for indi-
viduals with autism who also had verbal

skills were higher than those for individuals
with autism without verbal skills (Sparrow
etal.).

Convergent validity was examined
by the associations between Vineland-2
domains and analogous scales on the
BASC-2. In general, parent reported
Vineland-2 domains were moderately
correlated with similar parent report
BASC-2 scales (e.g., Communication with
Functional Communication). These coef-
ficients were generally higher for individ-
uals ages 1218 than for younger subjects.
Similar results were found for analyses of
the Vineland-2 and the Adaptive Behav-
ior Assessment System-II (ABAS-II; see
below), with moderate correlations found
across age groups for analogous domains
and subdomains.

Strengths and Weaknesses

The Vineland-2 and its predecessors ben-
efit from a long history of successful use
and numerous research investigations. The
Vineland’s noteworthy strengths include
the following:

1. Multiple components that are useful for
a variety of diagnostic and intervention
planning purposes

2. A supportive research base that suggests
that the Vineland-2 possesses expected
correlations with measures of similar
(convergent validity) constructs

3. An exhaustive item pool which allows
for the ready identification of treatment
goals and objectives

4. A large national normative sample and
several local norm samples, which make
it particularly well suited for diagnostic
decision making

5. Modifications of the new version which
eases administration in either semi-
structured interview or rating scale
formats
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Among the Vineland’s weaknesses are the
following:

1. The considerable training that is
required to properly use the semi-struc-
tured interview technique

2. Relatively little research on the
Vineland-2 which is offset to some
extent by research on its predecessors
and its familiarity to many clinicians.

3. More limited research on the classroom
version, particularly regarding its utility
for educational interventions.

In Box 14.1 we provide a case example
illustrating the use of the Vineland-2.

Reason for Referral

Joan, a 12-year-old girl, was referred for
evaluation by her father to determine if
she is receiving the education services that
she needs in school. Joan is a sixth-grade
special education student who is currently
in a fifth-grade inclusion classroom where

Box 14.1

A Case Example Use in the
Vineland-2

Name: Joan

Age: 12 years

Grade: 6

Evaluation Procedures
Differential Abilities Scale (DAS)
Woodcock Johnson Tests of Achieve-
ment, 3rd edition (WJ-III)
Behavior Assessment System for Chil-
dren (BASC-2): Parent Rating Scales
(PRS), Teacher Rating Scales (TRS), and
Self-Report of Personality (SRP)
Vineland Adaptive Behavior Scales, 2nd
edition (Vineland-2): Classroom Rating
Scale, Parent/Caretaker Rating Scale

she reportedly is receiving extra help from
her teacher and an aide throughout the
day. Her reading skills are reportedly well
below what would be expected for her
grade level. According to Joan’s mother,
her school has recommended retaining
Joan in the sixth grade next year, and Joan’s
father would like a second opinion.

Background Information

According to her mother, Joan has lived with
her biological parents and paternal grand-
parents for the last 10 years. Joan’s mother
is a legal secretary, and her father works at
a lumberyard. Joan reportedly has no other
siblings. At birth, Joan weighed 7 Ib, 11 oz
and was described as a healthy baby. Joan’s
development during infancy was reportedly
normal, and she did not have any serious
diseases or other difficulties.

Mrs. Jordan indicated that Joan is
involved with her church youth group and
the local 4H Club. She enjoys caring for
her pets which include a rabbit, goat, and
two dogs. Joan also reportedly enjoys mak-
ing crafts with her grandmother.

Joan’s teacher and aide were inter-
viewed. Both stated that they are impressed
and pleased with Joan’s progress, since
the beginning of the school year. She
was described as a nice kid who works
hard. Reading reportedly continues to be
Joan’s weakest area, and math is a relative
strength. According to her teacher, Joan is
easily frustrated with reading assignments.
She is described as a sight reader. Joan’s
socialization skills in the classroom and
the community have reportedly improved.
Her teachers and mother noted that she
gets along well with her peers and adults in
her environment.

According to her mother, the school
team has recommended placing Joan in
a sixth-grade inclusion class next year in
order to give her another year to develop
before starting middle school. Although
her socialization skills have improved, they
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reportedly believe that she needs the addi-
tional year to mature. Joan’s father reports
that Joan would prefer to go to the middle
school next year with her friends.

Previous Evaluation

Joan was reportedly in a speech program
until third grade for fluency and articula-
tion difficulties. She continues to have
problems with expressive speech, but her
teachers report that this is not a significant
problem. Joan is described as speaking
relatively clearly in class. Joan was recently
prescribed glasses, but reportedly she fails
to wear them in class, and she did not wear
them during this evaluation.

Joan was initially evaluated when she
was in the first grade. From that evaluation,
she was diagnosed as mildly intellectu-
ally delayed and placed in a self-contained
classroom. Joan’s Mental Processing Com-
posite on the Kaufman Assessment Bat-
tery for Children, 2nd edition (KABC-2)
at that time was in the Borderline range
(MPC = 70). She was re-evaluated three
years later, and her Full Scale score on the
Wechsler Intelligence Scale for Children-
Fourth Edition (WISC-IV) was also in the
Borderline range (FSIQ = 74). Her Adap-
tive Behavior Composite on the Vineland
Adaptive Behavior Scale was also in the
Below Average range (ABC = 72).

Behavioral Observations During
Testing

Joan was appropriately dressed and well-
groomed during the evaluation. No audi-
tory or motor abnormalities were noted.
She also did not appear to have any visual
difficulties, but she was not wearing her
prescribed corrective lenses. Rapport was
easily established; however, Joan was not
talkative during the evaluation, and she did
not initiate conversation. At times, she was
difficult to understand because she mum-
bled. However, she willingly answered the

examiner’s questions and smiled frequently.
She appeared to be nervous in the begin-
ning, but she became more relaxed, as sug-
gested by more frequent smiling and relaxed
body posture, as testing progressed. Joan
was cooperative and polite. Although Joan
worked hard during testing, she became
frustrated easily, especially during reading
exercises. When frustrated, Joan tended to
respond more impulsively, shift often in her
seat, rub her face, avoid eye contact, and
adopt a flat affect.

Observations during testing suggest that
Joan’s self-report personality test results
are somewhat suspect. Her limited read-
ing abilities and verbal expression skills, as
well as her impulsivity on tasks requiring
reading limits the potential value of those
findings.

Test Results and Interpretation

Psychoeducational Assessment: Cognitive
functioning was assessed using the DAS.
She obtained a General Conceptual Abil-
ity score on the DAS of 59. There is a 90%
probability that Joan’s DAS General Con-
ceptual Ability score falls between 54 and
64, indicating that her performance meets
or exceeds less than 1% of her peers. Both
her Verbal and Nonverbal scores were also
in the Significantly Below Average range,
but her Spatial score was somewhat higher,
falling in the Significandy Below Average
to Moderately Below Average range. These
results indicate that her intellectual function-
ing is below that of her same-aged peers.
These results are also highly consis-
tent with Joan’s performance on academic
achievement measures. Standard scores on
the Kaufman Tests of Educational Achieve-
ment (KTEA) ranged from 48 (Reading
Comprehension) to 64 (Math Applications),
which correspond to percentile ranks of
less than 1. All of the academic skill areas
assessed were significantly below average.
In general, these results are supported by
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Joan’s prior evaluations, curriculum-based
measures taken at her school, and teacher
reports.

Adaptive Behavior: The Vineland-2 was
completed by Joan’s mother, who indi-
cated that Joan’s overall adaptive behavior
is significantly below average for her age.
Her Socialization and Daily Living Skills
domain scores were in the Below Average
range, suggesting that Joan has some dif-
ficulty communicating her needs and ideas
and caring for herself relative to her same-
aged peers. Her rating for the Communica-
tion Domain, which was well below average,
suggests that Joan has substantial difficulty
expressing her ideas verbally or in written
form and in understanding what she reads
or hears from others. Her teacher’s rat-
ings on the Vineland-2 were higher in each
domain, indicating that her overall adaptive
behavior in the classroom is slightly below
that of her same-aged peers. Joan’s teacher
rated her in the Average range in Daily Liv-
ing Skills and Socialization. Her rating in
the Communication Domain was in the
Below Average range.

The results of the Vineland-2 suggest
that the following behaviors should be
considered as objectives for intervention:

Communication: Reading simple sto-
ries, printing three- and four-word sen-
tences, reading vocabulary of at least ten
words, and writing vocabulary of at least
ten words

Daily Living Skills: Dressing appropri-
ately for the weather, avoiding individuals
with contagious diseases, telling time by
5-min segments, caring for her hair and
fingernails, and using household cleaning
products

Socialization: Controlling anger when
denied own way and attending after school
or evening activities with same age/grade
peers

The results suggest that Joan’s adap-
tive functioning may be better at school
than at home. However, her overall adap-
tive functioning is still below what would

be expected for her age, particularly in the
area of Communication. Her intellectual
functioning and academic achievement are
substantially below what is expected for her
age. The results indicate that Joan meets
criteria for a diagnosis of Mild Mental
Retardation.

Reports by Joan’s mother and teacher
on the BASC-2 of poor functional commu-
nication, poor adaptability to change, and
difficulties with self-care (parent report)
are consistent with their reports of Joan’s
adaptive functioning on the Vineland-2
and with her diagnosis of Mild Mental
Retardation. Joan’s teacher reported on a
moderate level of concerns on the Learn-
ing Problems scale of the TRS, which is
consistent with Joan’s history of academic
difficulties.

(GENERAL RECOMMENDATIONS

1. From the results of the current evalu-
ation, it is apparent that Joan should
receive resource educational services
through her school. Joan should not be
expected to make one year of academic
progress for each year of attendance in
school. Therefore, slow academic attain-
ment by itself may not warrant retention
in grade. Joan’s parents and school offi-
cials should communicate regularly as to
the appropriate placement and accom-
modations for Joan.

2. Joan’s parents are advised to read some
literature on other children function-
ing at Joan’s intellectual level to under-
stand how she learns, what expectations
are reasonable for her, what her needs
are, and how to meet those needs.

3. The focus of academics for Joan should
be to help her develop minimal compe-
tency in independent living skills, includ-
ing vocational skills.

4. Joan should receive vocational counsel-
ing to guide her educational program.
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5. Joan may need to be reevaluated for
the speech program at school given her
continued difficulties with communica-
tion and the difficulty of understand-
ing her at times during the present
evaluation.

6. If a computer is available, Joan could
use software designed to increase her
reading, math, and spelling skills. She
could work on the computer alone or
with a teacher. Computer usage would
increase her independence, give her the
attention that she needs, and provide
individualized instruction.

7. Joan should be allowed as much as pos-
sible to be around her regular classroom
peers (i.e., education in the least restric-
tive environment possible), so that she
can learn socialization, coping, and
behavioral skills by observing and inter-
acting with them.

Scales of Independent Behavior:
Revised (SIB-
R; Bruininks, Woodcock,
Weatherman, & Hill, 1996)

The SIB-R in many ways resembles the
Vineland. It is a broad-based assessment of
adaptive behavior spanning an age range of
infancy through adulthood.

Content

The SIB-R includes 14 subscales that are
subsumed under four clusters (i.e., Motor
Skills, Social Interaction and Communi-
cation Skills, Personal Living Skills, and
Community Living Skills). These clusters
are summarized by a Broad Independence
scale composite score. The clusters and
their subscales are the following:

Motor Skills
Gross Motor
Fine Motor

Social Interaction and Communication
Skills
Social Interaction
Language Comprehension
Language Expression
Personal Living Skills
Eating and Meal Preparation
Toileting
Dressing
Personal Self-Care
Domestic Skills
Community Living Skills
Time and Punctuality
Money and Value
Work Skills

Home/Community Orientation

An Early Development scale is provided
on the SIB-R for assessing the adaptive skills
of infants and young children. This scale
may also be of benefit for the assessment
of significantly impaired individuals with
developmental ages of 8 or lower.

Flexible use of the SIB-R is further
enhanced by the availability of an Indi-
vidual Plan Recommendation form. This
form aids the process of intervention plan-
ning through needs identification and
progress monitoring.

Another valuable feature of the SIB-R
is the provision of a short form that can be
administered in 10-15 min. The short form
consists of items from the longer scale that
give a quick indication of the overall pres-
ence or absence of adaptive behavior defi-
cits. A low score on this scale would trigger
the administration of the complete form or
another adaptive behavior scale.

A Problem Behaviors scaleisalso included.
This scale measures eight areas of problem
behavior:

Hurtful to Self

Hurtful to Others
Destructive to Property
Disruptive Behavior
Unusual or Repetitive Habits
Socially Offensive Behavior
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Withdrawal or Inattentive Behavior;
Uncooperative Behavior

An additional advantage of this scale is
that problem behaviors are not only rated
according to frequency but also by severity.
The severity ratings provide the clinician
with more guidance to follow in a prob-
lem-solving assessment paradigm (Bruin-
inks et al., 1996).

Administration and Scoring

The SIB-R is administered via structured
interview or checklist in approximately
45-60 min. The questions are merely posed
to a parent, teacher, or other caregiver as
they are written. Respondents are given
four response options for each item:

1. Never or rarely, even if asked

2. Does, but not well, or about 1/4 of the
time; may need to be asked

3. Does fairly well, or about 3/4 of the
time; may need to be asked

4. Does very well, or always or almost
always; without being asked

The items are worded as precise behavioral
objectives that require little comprehen-
sion on the part of the informant.

The SIB-R offers a large and use-
ful variety of derived scores including
standard scores, percentile ranks, and
age equivalents. The more novel scores
include training implication ranges, a rel-
ative mastery index, and a support score,
although more traditional scores of dif-
ferent adaptive behavior domains are also
available.

Norming
A sample of 2,182 subjects was used for
norming the SIB-R (Bruininks etal., 1996).

The age range of the sample extended from
infancy through adulthood.

Reliability

Split-half coefficients for the clusters are
reported in the test manual to be in the
.80s to low .90s (Bruininks et al., 1996).
The Broad Independence scale reliability
estimates were commonly in the mid to
high .90s. Test-retest reliabilities for the
clusters and the Broad Independence scale
were similarly high.

Validity

DeStefano and Thompson (1990) lauded
the original SIB for its evidence of con-
tent validity by the observation: “The SIB
shows good content validity, in that its
structure and content cover a broad range
of skills and traits included in current mod-
els of adaptive and maladaptive behavior”
(p. 461).

Roberts et al. (1993) conducted a cor-
relational study of the previous SIB and
Vineland Survey Form that demonstrates
considerable criterion related validity for
both instruments. This study involved 128
4-year olds to 7-year olds with develop-
mental disabilities. Both tests were found
to produce one large factor. Similarly,
McGrew, Bruininks, and Thurlow (1992)
found the SIB to correlate significantly with
community adjustment for 239 adults with
mild to severe levels of mental retardation.
While the SIB-R is not as well-researched
as its predecessor or the Vineland, the few
studies available show good evidence of
criterion-related validity.

Interpretation

As with the other adaptive behavior scales
reviewed in this chapter, we recommend
interpretation of the SIB-R firstat the com-
posite level and then at the cluster level.
In most cases, the composite will give an
accurate overall picture of the individual’s
adaptive functioning. However, there may
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be relative strengths or weaknesses across
clusters (and perhaps on specific items/
skills) that would inform intervention in
a meaningful way. It is good practice for
clinicians to consider what specific sets of
skills led to particular strengths or weak-
nesses in areas of adaptive functioning
to illustrate the skills that the client has
acquired or struggled to acquire.

Strengths and Weaknesses

The SIB-R possesses many admirable
traits that make it a very practical tool. Its
strengths include the following:

1. Flexibility of administration with the
availability of both short and long forms

2. An objective item-scoring scheme that
eases scoring

3. Its link to other Woodcock-Johnson

tests, which foster transfer of training to
the SIB-R.

4. Broad item coverage (i.e., content validity)

The weaknesses of the SIB-R include
the following:

1. Relatively complex scoring algorithms
(which are eased considerably by the
use of its accompanying Compuscore
software program)

2. A lack of factor-analytic and criterion-
related validity studies conducted by
those other than the test developers

Adaptive Behavior Assessment
System, 2nd edition (ABAS-II;
Harrison & Qakland, 2003)

The ABAS-II, a newer adaptive behav-
ior scale, is organized in a manner that is
closely related to DSM and AAIDD cri-
teria. It is a comprehensive system that is
designed to assess individuals from 5 to 89
years of age (Harrison & Oakland).

Content

"The ABAS assesses ten constructs including:

Communication

Community Use

Functional Academics

Home/School Living (denoted as
“Home” on the Parent Form and
“School” on the Teacher Form)

Health and Safety

Leisure

Self-Care

Self-Direction
Social Work (only completed if the indi-
vidual has a full or part-time job)

The ABAS-IT includes various forms that
assess the ten skill areas. Specifically the
ABAS-II consists of a parent and a teacher/
daycare provider form for ages 0-5, separate
parent and teacher forms for ages 5-21, and
an adult form, completed by a caregiver, for
ages 16 through 89 years.

Administration and Scoring

The ABAS-II is a rating scale that appears
to be straightforward to use. According to
the manual (Harrison & Oakland, 2003),
an informant can rate the child in 15-20
min. Items are organized by skill area in
order of difficulty, which probably reduces
administration time. The work area is
skipped for most children, for example,
and many skills listed are so far beyond the
competencies of most children that they
can quickly be answered with zero.

"The item response scale is 0 = is not able;
1 = never when needed; 2 = sometimes when
needed; 3 = always or “almost always” when
needed; and a last category is “check if you
guessed.” This latter category may help
examiners determine the amount of confi-
dence to place in a rater’s responses.

Item scores merely need to be summed
to produce raw scores by skill area. The raw
scores are then transferred to the back of
the record form to conduct table conver-
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sions to standard scores for each scale (M =
10, SD = 3) and a “General Adaptive Com-
posite” (M =100, SD = 15). Percentile ranks
and confidence intervals are also offered.

Norming

The ABAS was normed on a total sample
of 7,370 individuals with demographic sam-
pling based on 1999 US Census estimates.
General national norms are offered as well
as numerous validity studies of individu-
als with disabilities. Stratification variables
for the sample included geographic region,
parental educational attainment, sex, and
race/ethnicity. The norming sample may
have included a slight under-representation
of children with disabilities (see Richardson
& Burns, 2005).

Reliability
Reliability of the ABAS-II was evaluated

via internal consistency, test-retest, and
inter-rater reliability. Reliability coeffi-
cients were generally quite high with the
internal consistency coefficients for the
General Adaptive Composite and the skill
areas being all around .90 and the inter-
rater reliability coefficients were generally
in the .80s. In addition, cross-informant
coefficients across forms and skill areas
were good (i.e., approximately .70; Harri-
son & Oakland, 2003).

Validity
The ABAS-II has been described as hav-

ing good content validity on the basis of
its theoretical foundation in diagnostic
criteria for mental retardation (Richard-
son & Burns, 2005). Confirmatory factor
analyses support the factor structure of the
ABAS-II, and the manual presents good
evidence of both convergent and divergent
validity (Harrision and Oakland, 2003).
In addition, the differential validity of the
ABAS-II was demonstrated for children

in a variety of diagnostic categories com-
pared to matched controls. Richardson and
Burns (2005) suggest that more research is
needed concerning the applicability of var-
ious items of the ABAS-II cross-culturally.
The same could be said for other measures
of adaptive functioning.

Interpretation

ABAS-II interpretive guidelines are offered
in the manual along with a few case stud-
ies. The interpretive suggestions are basic,
clear, and sensible. We again recommend a
top-down approach to interpretation (i.e.,
composite to items) with skill examples
being provided to illustrate the client’s
relative strengths and weaknesses. In addi-
tion, corroborating evidence is needed on
adaptive functioning such that clinicians do
not hastily use a profile of scores to make a
diagnostic decision (Harrison & Oakland,
2003).

Strengths and Weaknesses

The ABAS-II is a viable alternative to the
Vineland and SIB-R given its ease of use
and linkage to the AAIDD and DSM-IV
criteria. Noteworthy strengths include the
following:

1. A close link to diagnostic criteria
2. Ease of administration and hand scoring

3. Inclusion of numerous validity studies
in the manual

Some potential weaknesses of the ABAS-II
may include the following:

1. Inability to gather unsolicited clinical
information as it is often available in a
semi-structured interview

2. Lack of validation research by others
than the test developers

3. Slight underrepresentation of children
with disabilities in the norming sample.
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MEASURING SOCIAL SKILLS

A universally accepted definition of adap-
tive behavior remains elusive resulting in
scales that may have a variety of domains
(Merrell & Popinga, 1994). The develop-
ment and revision of adaptive behavior
instruments of late have resulted in mea-
sures that reflect AAIDD criteria for men-
tal retardation. However, any one of those
domains (e.g., daily living skills, social
skills) can be assessed in a more detailed
fashion than is typically the case with adap-
tive behavior scales. One aspect of adap-
tive behavior, social competence, or social
skills is of such importance for a variety of
child outcomes that scales which measure
this construct exclusively are available.

Social Skills Rating System

The SSRS (Gresham & Elliott, 1990) is a
comprehensive measure of social skills that
incorporates multiple domains and raters.
‘Teacher, parent, and student forms are
provided for measuring a variety of social
skills across settings. Although the SSRS
also measures externalizing, internaliz-
ing, and hyperactivity problem behaviors,
social skills are the focus of the system. The

‘TasLe 14.2 Domains Assessed by SSRS Forms

teacher form of the SSRS also includes a
rating of academic competence.

Content

The SSRS differs from other crude assess-
ments of social skills or omnibus rating scales
(e.g., BASC-2) by assessing multiple domains
of social skills. The domains corresponding
to each form are shown in Table 14.2. A total
score is also available for each form.

Administration and Scoring

Each of the SSRS forms is straightforward
to use. The parent and teacher forms are
somewhat unique rating scales in compari-
son to many of the measures reviewed thus
far. In addition to requiring the rater to
assess the frequency of a behavior, the rater
is also asked to indicate the importance of
the behavior for a child’s development.
The availability of these importance rat-
ings allows the clinician to better prioritize
behaviors for intervention.

A full range of scores are offered by the
SSRS, including standard scores, percentile
ranks, and a behavior level. Behavior levels
are somewhatlike staninesin that they divide
up portions of the distribution of scores into
three levels where > + 1 sd = more, <-1 sd =
fewer, and the middle of the distribution =

Cooperation  Assertion

Responsibility ~ Empathy

Self-Control

Teacher Form

Preschool

Elementary

Secondary X X
Parent Form

Preschool

Elementary

Secondary

Student Form

Elementary X X
Secondary
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average. Such indices are available for each
domain and the total score.

Norming

The SSRS norming samples consisted of
4,170 children, 1,027 parents, and 259 teach-
ers who completed forms in 1988 (Gresham
& Elliott, 1990). The sample used for the
Student Form is well-described in the
manual. On the other hand, the Parent and
"Teacher Form samples are described in only
a few paragraphs. The characteristics of the
children rated on the Teacher Form, such as
their SES and ethnicity, are not given. The
SES of the parent sample is heavily skewed
toward high levels of SES. The lack of
detailed information given for norming of
the Teacher and Parent Forms makes it dif-
ficult to evaluate the quality of the norms and
to make recommendations for their use.

Reliability

The reliability estimates for the Teacher
and Parent forms reported in the SSRS
manual are generally adequate. Mean coef-
ficient alpha reliability estimates for the
Teacher Form subscales were in the high
.80s and .90s. Parent Form coefficients are
slightly lower with more coefficients in the
.70s. Student Form reliabilities were gener-
ally low. Coefticients for the Cooperation,
Assertion, and Self-Control scales did not
exceed .70. The test-retest coefficients for
the Student Form were even more disap-
pointing, with none of the values exceed-
ing .70, including the Total Scale value,
which was only .68 (Gresham & Elliott,
1990). Moderate correlations between par-
ent and teacher ratings on the SSRS have
been found (Ruffalo & Elliott, 1997).

Validity
Conducting criterion-related validity stud-
ies with the SSRS may be difficult because

of debate about the appropriate crite-
rion. There is not a clear criterion in the

assessment of social skills. Some sense of
criterion-related validity may be gained
from the studies reported in the manual
(Gresham & Elliott, 1990).

A study of the SSRS Teacher Form corre-
lations with the Social Behavior Assessment
(SBA) lends some criterion-related valida-
tion to the Teacher Form. The majority of
correlations were significant for a sample of
79 cases, suggesting that the two measures
share considerable overlap. The Coopera-
tion subscale of the Teacher Form was most
highly correlated with scores from the SBA.
"This scale correlated -.70 with the Interper-
sonal domain of the SBA and -.73 with the
"Task-Related domain of the SBA.

A study of the relation of the Teacher
Form to the Achenbach Child Behavior
Checklist-Teacher Report Form (CBCL-
TRF) provided mixed support for the
Problem Behavior scales. The Externaliz-
ing Scale correlated .69 with its counter-
part on the CBCL, but the Teacher Form
correlated only .33 with its CBCL coun-
terpart (Gresham & Elliott, 1990).

Similar results were obtained for the
SSRS Parent Form. In a study of 45 parent
ratings of children, the Externalizing Scale
correlated .70 with the Externalizing score
of the CBCL-PRFE. Again, however, the
Internalizing Scale correlated only .50 with
the Internalizing Scale of the CBCL-PRF
(Gresham & Elliott, 1990). These studies of
the Problem Behaviors scales of the SSRS
suggest that the Internalizing Scale measures
something different from the corresponding
scale of the widely used Achenbach.

The factor analyses provided in the
SSRS manual provide limited insights into
the underlying traits assessed by the SSRS
primarily because of the methods used.
Principal components were extracted, but
factor analysis was not conducted. Fur-
thermore, the components were apparently
derived solely on the basis of empirical
methods. Subsequent research has found
a poor fit of the factor structure described
in the manual for parent ratings of elemen-
tary school-aged children (Van Horn et al.,
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2007). In particular, Van Horn et al. (2007)
found better support for a shorter version
of the SSRS with the same domains as tra-
ditionally used in the SSRS (Gresham &
Elliott, 1990). Importantly, that longitudi-
nal study also suggested that the structure
of the SSRS may vary across ethnic groups
and that the SSRS may evaluate a somewhat
different construct for 3rd grade children
than for children in kindergarten. In other
words, SSRS scores may not be a good way
to track changes in social skills over time
because the scores may change in meaning
over time (Van Horn et al., 2007). Similarly,
Whiteside, McCarthy, and Miller (2007)
found a lack of support for the proposed
factor structure of the SSRS for elementary
school-aged children. However, in support
of the SSRS’s overall construct validity, they
found that scores on the SSRS were signifi-
cantly related to a history of peer problems.

Strengths and Weaknesses

The SSRS provides a unique assessment tool
for child clinicians in that it is a thorough
method for assessing behaviors that are often
labeled as social skills. Furthermore, although
the norming of the SSRS is not ideal, it is far
superior to other measures that do not pos-
sess adequate norms and yet are used to make
norm-referenced decisions. Other strengths of
the SSRS include the following:

1. An attempt at a multi-domain assess-
ment of social skills

2. The use of multiple informants

3. An integrated method of interpretation
and intervention planning

Some of the weaknesses of the SSRS
include the following:

1. Inadequately described norm samples
for the Teacher and Parent Forms

2. Poor reliabilities for some of the subscales,
especially those on the Student Form

3. Potential differences in meanings of
scores across ethnic groups and devel-
opmental stages (Van Horn et al., 2007)

4. Emerging research that does not support
the SSRS factor structure described in
the manual

5. Less than adequate criterion-related
validity for the Internalizing scale of the
Problem Behaviors domain

CONCLUSIONS

Adaptive functioning is increasingly being
recognized as an important, if not essential,
aspect of child assessments. Although Doll
introduced this intuitive concept in the
1930s, adaptive behavior was not formally
included as central to the mental retarda-
tion diagnostic process until the 1950s.

In addition to its inclusion in diagnos-
tic criteria, adaptive functioning also has
an important role in intervention plan-
ning. To this end, components of adap-
tive behavior scales are now included on
many behavior rating scales, such as the
Achenbach and BASC-2, and these compo-
nents are summarized in Box 14.2.Another
interesting trend is for adaptive behavior
scales to be single-domain measures. The
SSRS is an excellent example of the trend
toward developing assessment measures of
what may be called sub-constructs of adaptive
behavior.

This chapter highlighted several of the
most popular adaptive behavior scales, but
the reader should be aware that there are a
substantial number of such scales available.

CHAPTER SUMMARY

1. Edgar Doll first discussed the con-
struct of adaptive behavior by drawing
on his experience as a psychologist at
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Box 14.2

Adaptive Behavior as a Component of Omnibus Rating Scales

With recent research and development in
the assessment of adaptive behavior, it is suf-
ficient to say that this construct is no lon-
ger considered a mere afterthought in child
assessment or as a secondary component of
evaluations for mental retardation. Instead,
adaptive behavior is viewed as an impor-
tant target of assessment for describing an
individual’s strengths and weaknesses and
for designed skill-based interventions. This
increased recognition of adaptive behavior as
a central aspect of child assessments is evident
in recent changes to omnibus rating scales.
For example, although the original BASC
(Reynolds & Kamphaus, 1992) was unique
at the time in its multi-domain assessment
of adaptive behavior, the BASC-2 (Reynolds
& Kamphaus, 2004) has an expanded set of
adaptive behavior domains. The BASC-2 saw
the addition of a Functional Communication
(parent and teacher) and Activities of Daily
Living (parent) scale. The reader will note
that these scales in particular seem consistent
with adaptive behavior domains included in
the measures reviewed in this chapter. The
other adaptive scales (i.e., Adaptability — par-
ent and teacher; Study Skills — teacher; Social
Skills — parent and teacher; Leadership — par-
ent and teacher; Self-reliance — self; Self-
esteem — self; Relations with Parents — self;
Interpersonal Relations — self) may overlap to
some extent with Socialization, but they may
also provide some unique information (e.g.,
one’s ability to adjust to change in the case of
the Adaptability scale). Research is quite scant
on these scales to date. Initial validation of the
BASC-2 found that the adaptive scales were
generally negatively correlated with clinical
scales of the BASC-2, as well as other measures

(Reynolds & Kamphaus, 2004). Such results
do not provide information as to the potential
clinical utility of each individual scale. That
is, although the psychometric properties of
these scales are adequate, interpretation and
clinical use might be best at the item level
in terms of pinpointing specific behavioral
concerns in the areas of adaptability, com-
munication, self-care, and social skills. On
the basis of state of the relevant research, a
clinician cannot say with much confidence,
for example, what a low (or high) score on
the Leadership scale of the BASC-2-PRS
really means. However, some items (e.g., “Is
creative;” “Is good at getting people to work
together.”) may highlight specific strengths
of the child or areas that may need some
improvement.

The BASC-2 is not the only omnibus scale
that directly assesses adaptive behavior. The
Achenbach and PIC/SBS/PIY (see Chaps. 6
and 7) systems also have strategies for assess-
ing strengths and socialization. In the case of
the former, these are limited to a few screener-
type items regarding overall competencies. In
the case of the latter, these are framed in terms
of social problems, the absence of which would
imply adaptive social functioning. Therefore,
the assessment of adaptive behavior offered on
scales such as the BASC-2 or Achenbach can-
not be considered substitutes for more detailed
evaluations such as through the Vineland-2
or ABAS-IL. If clinicians are routinely using
omnibus rating scales as part of comprehen-
sive assessments, then at the very least they
will now have the ability to efficiently screen
for deficits in adaptive functioning that can
be more thoroughly evaluated through means
such as those described in this chapter.

the Vineland State Training School,
where he was charged with the assess-
ment and rehabilitation of individu-
als with mental retardation. He noted
that such individuals not only lacked

intellectual abilities that were neces-
sary for academic attainment, but they
also often appeared to lack day-to-day
living skills needed for independent
functioning.
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. The American Association on Intel-
lectual and Developmental Disabilities
(AAIDD), formerly the AAMR, lists
three broad domains (i.e., conceptual
skills, social skills, and practical skills) of
adaptive behavior that should be evalu-
ated in assessments of mental retardation
(see Luckasson et al., 2002). In addition,
adaptive functioning is an important
construct for case conceptualization
and treatment planning for a number of
problems (e.g., autism, ADHD).

. Adaptive behavior has been defined as
the performance of the daily activities
that are required for social and personal
sufficiency.

. Adaptive behavior scales serve a valuable
function for child clinicians in that they
pin-point specific deficits that a child has
not acquired, which in turn may serve as
the focus of treatment efforts.

. Widaman, Stacy, and Borthwick-Duffy
(1993) found clear evidence for the exis-
tence of four major adaptive behavior
domains: cognitive competence, social
competence, social maladaptation, and
personal maladaptation. Most present day
measures of adaptive behavior include
domains consistent with these findings.

. Parents, teachers, and other caregivers
are most often used as informants for
adaptive behavior scales. Children may
also be used as self-informants for some
adaptive behavior scales, although such
a strategy has some obvious limitations.

7. Correlations between intelligence and
adaptive behavior measures are modest
(i-e., .40 to .60), indicating some over-
lap but also substantial independence.

8. Adaptive behavior scales are commonly
administered using a checklist or semi-
structured interview technique.

9. The semi-structured interview tech-
nique requires a high level of clinical

10.

11.

12.

13.

14.

15.
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skill. The clinician has to make the
interview conversation-like, topical,
and empathic, while at the same time
collecting the necessary information
to allow for accurate rating (scoring)
of individual items.

The Vineland-2 is probably the most
well-known and widely used tool for
assessing adaptive behavior for indi-
viduals from birth through adulthood.
There is an extensive body of research
on its predecessor, and a number of
changes were made to the present ver-
sion to facilitate administration, scor-
ing, and interpretation.

The Scale of Independent Behavior
(SIB-R) in many ways resembles the
Vineland. It is a broad-based assess-
ment of adaptive behavior spanning
an age range of infancy through

adulthood.

The ABAS-II is closely aligned with
DSM and AAIDD criteria. So far, it
has demonstrated good reliability and
validity.

One aspect of adaptive behavior,
social competence or social skills, is
of such importance that scales that
measure this construct exclusively are
available.

The Social Skills Rating System
(SSRS) is a comprehensive measure of
social skills which incorporates mul-
tiple domains and raters. Teacher, par-
ent, and student forms are provided
for measuring a variety of social skills
across settings.

The assessment of adaptive behavior
is increasingly being viewed as a cen-
tral component of child assessment.
Expanded components of adaptive
behavior scales are now being included
on omnibus rating scales such as the

Achenbach and BASC-2.
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