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CHAPTER 1
Introduction

A 2008 survey of youth ages 12 to 17 done by the Substance Abuse and Mental
Health Services Administration found that 12.7% of youth (3.1 milli@yeived
treatment for behavior or emotional problems in an inpatient or cenpaetting. A
similar percentage of youths (11.8%) received mental health eerincan education
setting (U.S. Substance Abuse and Mental Health AdministrationceOffi Applied
Statistics, 2009). For many of these children they struggla with behavior and
academic problems (Stagman & Cooper, 2010). For many childrenswtificant
behavioral or academic problems, the first course of actioro ipatticipate in a
psychological evaluation. Upon completion of the evaluation parentsveeam
integrative report that typically includes any applicablentale health diagnoses and
recommendations for how to improve the child’s well-being (MacReug& Rodrigue,
2001). A meta-analysis done by Meyer et al. (2001) argues thahgbsgcal
assessments are a valuable part of psychologists’ jobs, antishiie integrative nature
of these assessments that is especially useful for clients.

However, relatively few studies have been conducted examining they wtil
psychological assessments and the resulting report, or about paéh&xence to
psychologists’ recommendations. This dissertation sought to exa@uiest adherence to
written recommendations and its relation to children’'s adjustnfetibwing a
psychological assessment. It also examined the role of gaxpréssed Emotion toward

the child and reaction to diagnosis in the process of adherence and child adjustment.
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Mash and Wolfe (2005) have found that clinical assessments of chilaneonly be
effective and useful if they result in practical interventiondéaefit the child. Others
have demonstrated that early psychological intervention is important foreNengion of
later psychopathology (Carter, Briggs-Gowan, & Davis, 2004). Sircbntiited research
(Carter et al., 2004; Mash & Wolfe 2005, Meyer et al, 2001) conductefbinad that in
general, children and adults benefit from psychological assessmiénbecomes
important to quantify the degree to which assessments are heldftd aesearch factors
that may increase the benefits of these assessments. Quoie elgoected to have an
impact on children’s adjustment following a psychological assessmawntbe parental
adherence to psychologists’ recommendations. In the author’s cliaiqarience,
clinicians present these recommendations to parents, however, onlysahalsei follow-
up to check or encourage parental adherence to their recommendatiommiblibleed
studies (i.e., Bennett, Power, Rostain & Carr, 1996; Dryer, OhlaygMoore & Milam,
2010; Gefftken, Keeley, Kellison, Storch, & Rodrigue 2006; King, Hoveynhdr&Vilson
& Ghaziuddin, 1997; MacNaughton & Rodrigue, 2001) that have assesseadapare
adherence to psychological recommendations examine adherence broken up by
recommendation type; such as medication consultation, psychologigadesernon-
psychological professional services or school based interventions, @sedpo overall
adherence. These studies also focused on children with only one diatypesigor
example adherence among parents of children with ADHD (Benredtt 4996, Dryer et
al., 2010). The current study focuses on overall adherence and exanteesnce for a
broader population that includes children referred for academic andhavibel

problems.
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Recommendation Adherence

Research (Bennett et al., 1996; Geffken et al., 2006; King et al., ¥B&RNaughton
& Rodrigue, 2001) has shown that adherence may vary in part based type¢hef
recommendations given to parents. For example, a study conductedavénts of
children diagnosed with ADHD found that 72% of parents were compliatit wi
recommendations for medication, whereas only 54% complied with recosatens for
psychotherapy (Bennett et al., 1996). Similarly, 67% of parerdsioidal adolescents in
an inpatient setting complied with medication recommendations, 51%adberent to
recommendations for individual psychotherapy and only 33% were adherent to
recommendations for parent guidance and family therapy (Kingl.etl997). These
adherence rates are similar to those found with parents oferhidth educational and
behavior problems (Joost, Chessare, Schacufele, Link, & Weaver, 1989).ed@ds
(1989), found that only 53% of these parents were adherent to recommendations
psychotherapy services. Another study that looked at adherence toroname
recommendation categories (MacNaughton & Rodrigue, 2001) found thabfBi&tents
were adherent to recommendations for non-psychological professioaahdre (i.e.,
referrals to pediatricians). School-based recommendations wereexhenost followed
type, with adherence rates of 69%. This type of recommendation incatiéies such
as tutoring, teacher consultation and classroom behavioral plans. Belf-he
recommendations, such as seeking out support groups, or home-based behawm®ral pla
were adhered to 59% of the time. Finally, the lowest adherete® (¢v%) were found
for recommendations to psychological services, such as individuaip gor family

therapy, or further assessment. A 2010 study by Dryer et al. done with childyansdid
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with ADHD and using a likert scale for adherence found the highest of adherence

for self-help recommendations (79%) followed by professional non-pghal,
recommendations (78%), school based recommendations (61%) and lastly
recommendations for psychological services (58%). Overall, wsdas found that
adherence to psychologists’ recommendations is around 50%, and thus aragzarf
parental adherence to further our understanding of these lowwiditéspefully lead to

ways of improving adherence.

Another body of research that does not directly assess pardht&aknce to report
recommendations is nonetheless relevant (Kazdin, Holland, & Cro®®8y,; Luk et al,
2001). In two studies involving a sample of children with disruptive behalsorders,
Luk et al. found that even among parents that sought psychotheeapyent for their
children (a frequent report recommendation) there were dropoutafaB286 and 48%.
Similarly, in another sample of parents and children with disrujt@reavior disorders,
Kazdin et al. (1997) found a dropout rate of 39% of families seek#agnient. It seems
that not only is there a low percentage of parental adherengesytchologists’
recommendations in general, but there are even lower adherenceentthrate rates
after parents initiate needed interventions.

Barriers to Adherence

A few studies have examined factors hypothesized to affechtphr@dherence to
psychologists’ recommendations (Gefken et al, 2006; MacNaughtoad®igrie, 2001).
A study conducted by MacNaughton and Rodrigue found that adherencfecssdaby
the number of barriers parents encountered when trying to followgihroan

recommendations. These barriers included access problems ff@ugsportation
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problems, physical limitations, or delays in insurance authorizafioaycial problems
(e.q., lack of insurance or lack of income to pay for servicasg aand scheduling
conflicts (e.g., parent is too busy to fit in appointments, or childvolved in numerous
activities with limited free time) and negative parent adiets and beliefs (e.g., negative
perception of providers, or disagreement as to whether recommendaiidd be
helpful). The number of barriers, rather than the type of barrigereenced by parents
was predictive of adherence overall, but was most predictive of euieerto
recommendations for psychotherapy. Many of the studies focusing ongbaeimerence
evaluated adherence one to eight-months after the assessmeoinsted (Bennett et
al., 1996; King et al., 1997; MacNaughton & Rodrigue, 2001). The curtedy svas
designed to evaluate parents at least one year after theetompdf a psychological
assessment. This may allow enough time to overcome certainrbaciied in the
literature such as difficulty in scheduling, as well as ehduge to see potential benefits
of adhering to recommendations.

Research done by Geffken et. al (2006) indicates that therdenaymerous parent
factors above and beyond barriers and recommendation types thataafiecence to
psychologists’ recommendations. These parent factors include socompdgrhic
characteristics, attitudes and beliefs, perceived severitheofchild’s problems, self-
efficacy, parents’ mental and physical health status, and asditisf with services.
Research done by MacNaugton and Rodrigue (2001) indicates thatspaiggnbe less
likely to adhere to report recommendations when: they have wegatitudes about

mental health providers, they perceive that the recommendationstarelated to their
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child’s presenting problem, they perceive that recommendation®@rm@emanding, or
they perceive that they are powerless to change things.

Expressed Emotion

Family psychology theorists have long posited the importancenapalct of parent
factors on children’s development. For example, in sociology, the@dfsedson and
Hirschi (1990) postulate that it is the lack of parental concergHibdren (usually seen
as hostility or lack of warmth directed at the child) thautes in the lack of control often
seen in children with anti-social behavior. One such factor tagtaapture this parental
hostility and has been shown to be significantly associated witistaggnt for children
with numerous disorders is parental Expressed Emotion (Asarnow, Tonheoiiton
& Goldstein, 1994; Stubbe, Zahner, Goldstein & Leckman, 1993).

Expressed Emotion consists of critical comments and comments r¢Hatt
emotional over-involvement made by family members towards aveslar in the case
of this study, parents toward their child (Magana et al., 198&preSsed Emotion is
most often coded from the Five Minute Speech Sample (FMSS, Magahal1986). For
the FMSS, the parent is asked to talk about his/her child and how getsh&ong with
his/her child, uninterrupted, for five minutes. The FMSS is alwalysirgstered at the
beginning of the research protocol to help ensure that the parespsnses are not
primed by any questions provided in the research protocol. The F8&8que in that
the parents’ answers are given spontaneously and not directed by the examine

Attachment theory may also help guide the understanding of paiacttais that may
have an impact on children, including those captured by Expressed oBmdtie

research literature suggests that having an insecure attachat@rh puts children at
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greater risk for negative outcomes (Martins & Gaffan, 2000). Famele, research has
found insecure attachment styles are related to externalmmiolglems in children
(Erickson, Sroufe & Egeland, 1985). Attachment theorists such as Bowgdjggesuthat
numerous parental factors such as sensitivity and responsivenesscafiueether or not
children have a secure attachment style. The criticality aradi@mal over-involvement
in the Expressed Emotion coding system may reflect in part thatinvegparental
gualities associated with insecure attachment styles. In facpobsen, Hibbs and
Ziegenhain (2000) found that mothers high in Expressed Emotion werelikedyeto
have children with an insecure-disorganized attachment style, kovibis finding was
not replicated in another study of attachment (Barnett et al., 28itAchment theory
can serve as model for understanding how parental characteratiteave an impact on
children’s adjustment. Using this idea as a guide, it can pethgsized that parental
characteristics such as their Expressed Emotion toward théir cdm play a role in
children’s adjustment following a psychological assessment.

Expressed Emotion first gained merit as a construct in populatiomsdividuals
diagnosed with schizophrenia. Within these populations, ExpressedoEmats found
to predict worse clinical outcomes such as patient relapse (BBwey & Wing, 1972),
a finding that was replicated in numerous other studies (Bu&l&fboley, 1998). Not
only has Expressed Emotion been linked with worse clinical courdeoattomes in
individuals diagnosed with schizophrenia, it has also been linked to hijapse rates
for adults suffering from depression (Hooley & Teasdale, 1988).

Expressed Emotion is a construct most often measured with adult pomsldiut

later research examined this construct with children. A 1993 studyldo8eubbe et al.
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found that children with behavior disorders have parents that V&ssifed as more
critical than parents of children with no disorders or disordensrothan behavioral
disorders. Asarnow et al. (1994) found that parents of children with depresere
higher in Expressed Emotion than parents of children with schizophrpacram
disorders. Within their sample of children with depression, those who hedtpavith
higher Expressed Emotion more often had comorbid behavior problems. A lstudy
Hibbs, Hamburger, Lenane, and Rapport (1991) found that high Expressed Emotion may
not be specific to a certain diagnosis. When they compared a samghddren with
obsessive-compulsive disorder or disruptive behavior disorders to normadlgotitey
found that the children with disorders had parents higher in ExgafeEsnotion.
However, within this group of children with disorders, higher levels akergal
Expressed Emotion were not related to diagnosis.

The flip side of the argument that high parental Expressed Emstassociated with
negative consequences among children, is that low Expressed Emotiod keul
protective. A study done by McLeary and Sanford (2002) dealing avifample of
adolescents with depression found that this may in fact be the Tasy found that low
Expressed Emotion was associated with a lower chance for petsisajor depressive
disorder (MDD) in adolescents without other co-morbid conditions known teaserthe
persistence of MDD [e.g., attention deficit hyperactivity disordéH®).] McLeary and
Sanford, contrary to others (i.e., Asarnow et al., 1993) found no relagiwreen High
Expressed Emotion and depression persistence. It should be noted, hdvetverné of
the studies on parental Expressed Emotion and child outcome werearelsatnature.

It may be that a child’s problems lead to parents demonstrating High ExpresstdrE
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Diagnosis Resolution

Another factor hypothesized to play a role in parental adherendsether or not the
parent has accepted or come to terms with a child’s diagnosent&aresolution or
acceptance of child diagnosis has been assessed using the Reaciivagnosis
Interview (RDI, Marvin & Pianta, 1992). The RDI asks parents their initeadtren to the
child’s diagnosis as well as how their feelings about the diagr@sie changed over
time. Parents can either be resolved about the diagnosis, which ime@ahsave accepted
the diagnosis and recognize the child’s limitations while fausin moving on, or the
parent may be unresolved about the diagnosis, blaming others for the child’s condition, or
demonstrating an unwillingness to accept the child’s condition. Thted research on
the RDI has found that parental resolution with the child’s diagnasssassociated with
higher rates of secure attachment style in young children €Bagnal., 2006; Marvin &
Pianta, 1996). The current dissertation was designed to examine whetiwrparental
resolution of child diagnosis was related to both parental adhetemeeommendations
and children’s improvement following a psychological assessment.

The author acknowledges that there are numerous pathways and vahablean
influence the adjustment of a child following a psychologicalkesswsent. For the
purposes of this study, parental characteristics are focused aificajlg, parental
adherence to report recommendations, parent criticality or embobeeeainvolvement
(as measured by Expressed Emotion) and parental reaction to dsa@sosieasured by
the Reaction to Diagnosis Interview). With that focus in mime, following model

(which is depicted in Figure 1) of assessment and adjustment is proposed.
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A key aspect to the model is that the potential positive eftécischild assessment
start with feedback to the parent including receiving a diagriibsame is warranted) as
well as a list of recommendations intended to improve the welllithe child. In this
model a hypothesized pathway to adjustment may be through the reodations
provided following a psychological assessment and parental adheremce
recommendations. It was hypothesized that adherence would have airdpact on
adjustment, in that children whose parents were more adherent tonmeadations
would have better adjustment. The model goes on to postulate thatehtaptactors of
criticality or emotional over-involvement and parent’s reactiorh® ¢hild’s diagnosis
would have an impact on adherence. In this model, parents who are higpresged
Emotion (critical or emotionally over-involved) would be less adherémt
recommendations; in addition, being high in Expressed Emotion woulthalsoa direct
negative association with children’s adjustment. This model alsodesla hypothesized
link between Expressed Emotion and reaction to diagnosis. That entgdnigh in
Expressed Emotion would be more likely to be unresolved regarding dhial's
diagnosis. In this model, reaction to diagnosis also was postulabeéoan impact on
both recommendation adherence and children’s adjustment. If parentsrasslved
about the diagnosis, they might not be focused on finding the best @rgdion their
child, or may be searching ineffectively for treatment optionschvimight be seen as
poor adherence to recommendations. Additionally, being unresolved dgochitd’s
diagnosis might directly impact the well-being of the child,hattthe parent may be

unable to be supportive and sensitive to the child’s needs based on his/her diagnosis.
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Based on the existing literature and the proposed model, the author theade
following hypotheses:
Hypothesis 1
Between the time of the assessment and the follow-up evaludtitiren would
show significant improvement on academic achievement scores dmalvidral
adjustment as reported by parents and teachers. Using an anpraement coding
system, parents also would report overall improvement in child functioning.
Hypothesis 2
Degree of parent adherence to recommendations would be ast@oaitvely
with adjustment at follow-up and improvement over time.
Hypothesis 3
Expressed Emotion would be negatively associated with adherence.
Hypothesis 4
Expressed Emotion would be negatively associated with child improvement.
Hypothesis 5
Adherence would moderate the statistical relation betweene&sgnl Emotion
and improvement.
Hypothesis 6
Parents who were resolved in regards to their child’s diagnosigdwbe more
adherent to report recommendations compared to parents who were unresolved.
Hypothesis 7
Parents who were resolved in regards to their child’s diagnasitdvinave children

who demonstrated greater improvement than would parents who were unresolved.
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Hypothesis 8

Adherence would moderate the relation between parent’s resolutiegards to
diagnosis and improvement.
Hypothesis 9

Expressed Emotion would be significantly negatively associatigl parent

resolution regarding child diagnosis.
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CHAPTER 2
Method

Participants

Families who sought and completed a psychological assessntanisbeof child
learning and/or behavioral problems were recruited for this sty a psychology
training clinic at a large, Midwestern urban university. To qualdy the study all
families had to have received feedback on the results of a psydablagsessment at
least one year prior to being invited to participate in the stadg,all children had to
have completed the Weschler Intelligence Scale for Children —tH-ddition. All
children were referred for an assessment because of concernspabloleins with
behavior or school functioning. Families were identified from theict$ database
containing assessment information on all families that had been ske total, 72
families met criteria for the study. Of these, fifty-on®%) agreed to participate. Of
those who stated they were not interested, busy schedules andiéity ittamake the
time commitment for research were the most common reasonsfgrvaot participating.
Those who chose not to participate were sent a satisfaction starvey and assess
whether or not our non-participating group differed from our particigatamilies in
their level of satisfaction with services. Of the 21 surveyd snly 3 were returned, and
thus no statistical comparison could be made. Qualitatively, howeetr participating
families and non-participating families reported being higlaltysfied with the evaluation
completed at the psychology clinic. In the current sample of 5ichildren ranged in
age from 8 to 16 (M = 11.22, SD = 2.36) and had IQ scores at than@gihg from 55 to

131 (M = 92.20, SD = 16.24). Boys made up 35 (69%) of the 51 participants and 27
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(53%) of the 51 were African American. 90% of the parent respondestts biological
mothers; the other 10% was composed of biological fathers or gualtyarslly a
female family member). Additionally, 34 (67%) children were gideagnoses following
the initial assessment. Information on types of diagnoses and démographic
information about the current sample is presented in Table 1.

Procedure

The child and his/her caregiver were scheduled for a four-hourcipation
block. An interviewer first explained both the consent and HIPAA configiey forms
to the parent. The child was then taken to another room by a clisigathology graduate
student to complete the child measures. Parents remained witintéindewer and
completed the Five Minute Speech Sample, the Reaction to Diadntesigew and the
Assessment Outcomes Interview (see Appendix A). As part ddthessment Outcomes
Interview parents also completed a satisfaction survey (pperalix B). The interviews
were audio taped and later transcribed. Parents were then asteaplete the Child
Behavior Checklist and a school information form including the namheofchild’s
teacher and school. Parents were also given the Teacher Repod as well as self-
addressed stamped envelopes so their child’s teacher could retdomntisedirectly to
the researchers.

While parents were being interviewed, a graduate student atenétisa battery
of tests to the child. The graduate student first received the lofdl assent and then
administered the Integrated Auditory and Visual Continuous Performéesg the
Wechsler Intelligence Scale for Children, Fourth Edition, the W&lec Individual

Achievement Test- Abbreviated, and the Picture Arrangement sudftése Wechsler
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Intelligence Scale for Children-Third Edition and finally a conabion of Roberts
Apperception Test and Thematic Apperception Test cards. At the éhd aEsessment
period, parents were asked if they had any questions. Parertshea given $50 as
compensation for their time and travel expenses.

Measures

Demographic & Descriptive

Child Intake Form

During the initial assessment process parents completed titaustachild intake
form for the psychology clinic. This form includes information suclpa®ntal income,
education level, marital status, and number of individuals living irhthesehold. This
form was used to obtain demographic information on the current sample.

Initial Assessment Report

Each participating family received an integrative psychologrgaort following
their initial assessment. This report was used to gather information ohtestiacores as
well as whether or not a diagnosis was given. The report veas used to gather
information on the number and type of recommendations given.

Wechsler Intelligence Scale for Children- Fourth Edition (WISC-IV, Wiech003)

The WISC-IV is an individually administered, standardized psychammet
measure of a child’s cognitive functioning as compared to samepagrs. For the
present study the ten required subtests of the WISC-IV greea to obtain intelligence
scores. The WISC-1V is a widely used and well validated measure of iatelég
Parent Factors

Five Minute Speech SamplEMSS; Magana et al. 1986)
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The FMSS is a measure in which parents are asked to talk aleouthild for five
minutes without any interruption by the examiner. The measuradramistered in the
beginning of the parent battery to ensure that other measurestdidfluence parental
responses. The parent responses were audio-taped and transcribed écaens@cy.
Final coding was conducted from the audiotapes in order to use mtleation and tone
for coding purposes. The sample was coded for critical commerdsfives affect,
positive affect, excessive praise, statements about theomnslaip, and the opening
statement (whether it is positive, negative or neutral). A frequency cosrgatlzered for
critical and positive comments. Additionally statements of sedfiice, overprotection,
or positive or negative relationship quality were scored for presen@bdsence. The
variables were then combined to create the two constructs wisonitand emotional
over-involvement.

Each FMSS was coded as high, borderline, or low on each constroigth Ariticism
score was given if the first statement made by the parenthegative (e.g., “he is a very
angry child”), the relationship was described negatively (e.g.justedon’t get along at
all’), or there was at least one critical comment (e.g., “ltdde that he’s such a messy
person”). A score of borderline indicates that there were commmeatie indicating
dissatisfaction or negative affect but they were not severe eriouggore as criticism
(e.g., “I'd rather he was not like that”). The FMSS receiedhigh score on the
emotional over-involvement construct if there was tearfulnessstatament was made
reflecting a lot of self-sacrifice ( e.g., “I don’t spend mooaymyself, so that | can give
it to my child”) or overprotection of the child (e.g., “I take lath me everywhere | go,

so she won't be home alone”), lack of objectivity (e.g., “he digréiduate because the
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teachers were too hard on him”) or four or more praising commentopRi®r more
statements of extreme love for (e.g., “I love my child more @rayone else in the whole
world.”) or devotion to the child (e.g., “I'll do anything for my ahito make him
happy”).

Two trained undergraduates coded all speech samples in this study. The
undergraduates were trained by the author, who was previouslgdréwyp a coder
officially trained in the coding of Expressed Emotion at the UGHainily Center. The
undergraduates were asked to code already scored speechssaomplanother study to
determine initial reliability. Each rater coded every spesple and the coding was
then compared and all discrepancies were discussed until adoiabcagreement was
reached. Intraclass correlations for the FMSS, before codisgdisaussed and scores
were agreed upon, was .70.

Since the FMSS was originally developed for families talkatgut an adult
family member, the developers of the FMSS suggest a modificatithe icoding system
when the FMSS was completed by parents regarding their youliyechi{Jacobsen,
Hibbs & Ziegenhain, 2000). This modification involves samples thatypreally scored
as borderline Expressed Emotion and thus given an overall ratingvefBxpressed
Emotion. In a FMSS with children, all borderline classificatiamsutd be re-classified as
High Expressed Emotion. Since the current dissertation involved parahtbeir young
children, using this modification to the original scoring system was wadant

The Reaction to Diagnosis Interview and Scoring Sygebi; Marvin & Pianta, 1996;

Pianta et al., 1996, 1999)
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The RDI is a semi-structured interview specifically desd)to assess parents’
resolution of emotional trauma related to the experience of tepabout their child's
birth defects or chronic medical condition. Interview questions and pedkesl parents
about topics such as their emotional experiences related to ngcaiformal diagnosis
for their child, changes in their feelings since the initialcpption of problems, and
personal explanations they may have for their child's condition. inédtviews were
audio-taped, transcribed, and scored by the author and another upper-teedtgr
student. Both coders had been trained by an official RDI coder drasther study. In
Marvin and Pianta’s system, each coder makes a judgment about thal ove
organizational pattern that best describes the configuration oéetemresent in a given
interview, so that each subject was classified into a maategory of Resolved or
Unresolved, reflecting their general adaptation to their childgndisis. In the case of the
present study, not all children had diagnoses. When this was thineaseminer would
change the wording to “diagnosis or difficulties.” Research af\ih and Pianta (1996;
Pianta et al., 1996, 1999) and Barnett et al., (1999) support the RDébilrgliand
validity. For the current study all samples were coded by eatheofwo raters. Any
samples involving scoring discrepancies were revaluated in angneétthe two raters
and a final score was agreed upon. Prior to the resolution of disaesptre intraclass
correlation for reliability was .55.

Assessment Qutcomes Interview - Adherence

The Assessment Outcomes Interview (see Appendix A), spdgificeeated for the
current study contained a section regarding parental adhereocereport

recommendations. This section asked parents about each of the rewtanoms and
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then asked them to discuss whether or not they followed through thdyadlid, and for
how long. A coding system was then created to analyze parediteremce to
psychological recommendations given during the initial assesqseatAppendix C).
The number of recommendations given following a psychological assassamged
from 2 to 16 with a mean of 6.61 (SD = 2.68). Two undergraduatarobsassistants,
trained by one of the developers of the coding system, coded all interviews.

Adherence was coded to determine if families were adheringgmmeendations.
Adherence was coded on a three-point scale from 0 to 2. A Htiflj was given to
families that reported not following the recommendation. A ratintl” was given if a
parent reported that they followed the recommendation but were uoghiavide details
as some evidence of adherence. This includes if families oetly arrecommendation
briefly, or only completed part of a recommendation. A rating of W&s given if
families were fully adherent. This included clear detail®adence of following the
recommendation for a significant amount of time. The intraclas®lation coefficient
for reliability of adherence ratings was 0.99.
Children’s Adjustment

Five different measures were used to determine an overall intpesiescore for
each child participant: The Assessment Outcomes Interview, thil @ahavior
Checklist (Achenbach & Edelbrock, 1983), the Teacher Report FormiiBabk, 1991 )
and the Wechsler Individual Achievement Test-Abbreviated (Wechsler,) 200l the
Weschsler Intelligence Scale for Children-Fourth Edition (Wech2003). The CBCL,
TRF and WIAT-A were used as independent measures, but the itifmmnfam these

measures was also examined in conjunction with the assessment eslictenview to

www.manaraa.com



20

determine an overall improvement score as rated by psychologisis measures are
discussed individually below followed by a description of the ovg@s\chologist rated
improvement score.

Child Behavior ChecklistCBCL; Achenbach & Edelbrock, 1983)

The CBCL was completed by caregivers and was used to assasd ohild
symptomatology. This measure includes 118 items that indicate m®biegith
adjustment. Items (e.g., “argues a lot”) are rated on a et#@lgnot true), 1(sometimes
true), or 2 (very true). This measure provides subscales fonafiteng and externalizing
behaviors. The CBCL is a widely used and well-validated measurechodl
psychopathology. Achenbach and Edelbrock (1983) reported 1-week testrebédbility
of .95 and 3-month test-retest reliability of .84 for total behavioblpms. Concurrent
validity of the CBCL is supported by significant correlationshwitther established
measures of child behavioral functioning, and it also has been stwodiscriminate
between clinically-referred and non-clinically referred, rmal” children (Achenbach &
Edelbrock, 1983). For the purposes of the present study internalizintanaaézing
and total problems T scores were used to represent child functiéonthese T scores,

higher scores indicated more dysfunction.

Teacher Report ForifT RF; Achenbach, 1991)

The TRF contains items and scales similar to those of the CBCL. The TRdgis us
for children ages 6-18 and is filled out by the child’s currenthteawho has known the
child for six months. The TRF consists of 113 items, using a 3-poile. Sd&e measure
is well-standardized and yields aged-normed T-scores for Int@ngadnd Externalizing

problems, as well as a Total Problems score. The externatizorg on the TRF has a
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15-day retest stability of 0.92 and an alpha of .90. The TRF is gsaub¢her source of
data pertaining to the child’s behavior. In the present sample,30nbf the 51 TRF's
sent out were returned and not all of the 30 were valid, thus notisthtsnalyses
involving this measure were performed.

Wechsler Individual Achievement Test — Abbreviatdd AT-A; Wechsler 2001)

The WIAT-A is a brief, standardized, individually administere@asure of
achievement that consists of three subtests, Spelling, Numepeahtions, and Word
Reading. A total standard score is calculated, as well adasthscores for each subtest.
The WIAT-A has test retest stabilities of .96 and .97 acrossrdiff age groups from age
6 to 19.

Assessment Qutcomes Interview - Improvement

In order to evaluate parent report of children’s improvement, the-Seuctured
Interview for Assessment Outcomes created for this study wgad. This interview
contains a section specifically asking about changes the paseséda in the child, and
how the assessment process impacted the child (See Appendix A).

Overall Improvement Score

The coding system for Improvement took into consideration the CBCL,ardF
WIAT scores, as well as information from the WISC-IV and diporof the Assessment
Outcomes Interview in which parents discussed child improvement. ddisgcsystem
utilized general guidelines, but also included a significant amofualinical judgment.
For this reason the coding was done by a fully licensed psychadogist Ph.D. graduate
student. The general guidelines for obtaining the overall improves®re were as

follows: First, the referral question was examined to determihat the presenting
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problems were (i.e., behavior problems at home and at school, peeultyifamd
possible removal from special education). Then all of the documented msoblere
recorded (i.e., low 1Q, reading difficulty, conduct problems). Céhjadgment was then
used to assign improvement ratings for each of these areas.-W/ISTAT, CBCL,
TRF (when available), and parent report of improvement were usédsas for the
improvement scores. For example WIAT scores were examinesteoif areas of
concern showed improvement or decrement. IQ scores were exatoigetermine if
there was any significant change. Additionally, CBCL and TR&v@ailable) scores were
evaluated to assess for improvement or decrement in problem areas.

Finally, the assessment outcomes interview was examined tdfydpatent
report of improvement. While clinical judgment was used to deternmprovement in
the different domains, both raters have significant experientie w@st theory and
construction and thus kept standard deviations in mind when examiningeshan

scores.

Each one of the problem areas was given an overall score froB @\tecore of
0 would be assigned if there was indication that things have gotbesevgince the
assessment. A score of 1 would be assigned if there was nongfearg@vidence of
improvement. A score of 2 indicated mild evidence of improvement,aascbre of 3
indicated clinically significant evidence of improvement. Thendlmserall scores were
examined to see if a general shift had taken place (i.e., teagsg towards better or
worse) and an overall improvement score was assigned. Fajjeaich overall rating of
improvement, rationale for the rating was documented. For exampla|dagiven an

improvement rating of 3 may have rationale that includesnifsignt improvement on
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CBCL internalizing and externalizing scales, moderate imprenenm 2 of 3 WIAT
domains, parent interview indicates 90% better.” In case of unstemes, degree of
change would be examined. For example, if WIAT and 1Q scoresasetteslightly, but
the teacher and parent ratings improved significantly and the passntamazed at the
progress,” that would be sufficient to note significant improvementas@n a score of
3 for the overall improvement. Half the sample (n = 25) was usestablish reliability,

which resulted in an intraclass correlation of .85.
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CHAPTER 3

Results

Of the 51 FMSS scored for Expressed Emotion, 24 (47%) were edsas high
in Expressed Emotion (this includes those that were classimliytified as High
Expressed Emotion (n = 7) as well as those that were classified asiber(ted 17), but
for this sample were re-categorized as High Expressed &m@acobsen, et al., 2000),

and 27 (53%) were classified as Low Expressed Emotion.

For the RDI, 3 cases (6%) were excluded due to non-completion witéhneew
or audio tape malfunctions. Of the 48 remaining interviews 34 (67% olassified as
resolved and 14 (27.5%) as unresolved (see Table 2).

Child improvement was coded on a 0-3 scale. Of the 51 interviewsyeDrated
as “got worse,” 18 (35%) were rated as “no significant evidenaempfovement,” 17
(33%) were rated as “mild evidence of improvement” and 16 (31%) vedesl as
“clinically significant evidence of improvement.”

The semi-structured interview was also coded for adherence. Aeremte
proportion score was given that could range from 0 to 2. For the 51 avisraidherence
scores ranged from .25 to 2.00 with a mean of 1.23 (SD = .43).

Hypothesis 1

It was hypothesized that between the initial assessmenharfdlkow-up evaluation
children would show significant improvement on academic achievemenésscA
repeated measures analysis of variance (repeated mea®@sAA was performed. It

should be noted that at the first assessment a full WIAT was gbut for the follow-up
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assessment only a WIAT-A (screener) was given. For thsorethe subtests that both
measures have in common (Word Reading, Spelling, Numerical Ope)atiars
averaged to create a time one adjusted composite score. Prgliconaation analyses
found significant correlations between WIAT and IQ scores= (54,p < .001) and
WIAT-A and IQ scoreqr = .48,p < .001). Since IQ at the two different assessment
times was significantly correlated £ .87,p < .001) only IQ at the follow-up assessment
was included in the analyses to determine whether or not iaveagnificant covariate.
None of the demographic variables (age, gender, ethnicity) weseiatssl with WIAT
scores at either time point. With IQ included as a covariage ttvas no multivariate
main effect for WIAT scores over time (Wilks Lambda = .B@.,,46) = 1.29p = .29,np2
=.08).

It was also hypothesized that behavioral adjustment, as reportpdrénts would
show improvement from the initial assessment to follow-up. The CB@rnalizing
Problems, Externalizing Problems and Total Problems scalesamatyzed. Means and
SDs for the CBCL measures can be seen in Table 3. None of tbhe d@mographic
variables were correlated with CBCL scores, and thus wermciatled as covariates in
the model. Although a trend was noted in the expected direction (Talthe 3gpeated
measures ANOVAs examining CBCL scores during the first sexbnd assessment
found no significant difference between the means for Internaligroglems (Wilks
Lambda = .94F(1,47) = 2.82,p = .1O,np2 = .06), Externalizing Problems (Wilks’
Lambda = .96 F(1, 47) = 1.85p = .18,np2 = .04) or Total Problems (Wilks Lambda =
94 F(1,47) = 3.24p = .08,np2 = .07). A repeated measures Multivariate Analysis of

Variance (MANOVA) was performed analyzing the CBCL ssalogether in the same
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model. There was no main effect found (Wilks’ Lambda =F8B46) = 1.09p = .36,
np2 = .07).

Finally it was hypothesized that psychologist ratings would atdicoverall
improvement in child functioning. There was a fairly even distigouiof levels of
psychologists’ ratings of improvement and no parents were adsgrseore of 0, as
discussed previously (and seen in Table 3).

It should be noted that while the average follow-up time for assggswvas 22
months, there was a wide range of re-assessment intervals rgpdromn 12 to 40
months. A mean split was used to divide our sample into shorter lapsed before
follow-up (0-22 months) and longer time elapsed before follow-up (284d6aths).
ANOVAs were run to determine if the shorter or longer timepséd groups differed
significantly on any of the outcome measures. None of the maictsefigr any of our
outcome/improvement measures or parent measures were significant.

Hypothesis 2

It was hypothesized that the degree of parent adherenceotmmesndations would
be positively associated with adjustment at follow-up and improveroeat time.
Correlational analyses found that 1Q at the follow-up assessmasit significantly
correlated with psychologists’ ratings of improvement (29,p <.05) and thus IQ was
included as a covariate in the model. There was no main effe&tife@rence=(1, 49) =
.01,p = .93, R = .00, and no interaction effect between 1Q and adherg(&e47) =
1.86,p = .15, R = .11. A separate regression identified a main effect@oF(lL,49) =
4.52,p < .05, B = .09. Specifically, the higher the child’s 1Q, the higher thepslpgist

rating of improvement. For children assigned a 1 on improvement the iQewvas 86.33
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(SD =17.72), for those assigned a 2 it was 93.18 (SD = 15.48 ) afmbderdssigned a
3itwas 97.75 (SD = 13.85).

It was also hypothesized that adherence would be related to cimalgAT and
CBCL scores over time. A repeated measures ANOVA for WBEBres found no
significant change in WIAT scores based on adherence (Wilkddam .97F (1, 45) =
.06,p = .81,np2 = .001). There was also no significant change in CBCL Internglizi
Scores (Wilks Lambda = .98(1, 46) = .94,p = .34,,° = .02); Externalizing Scores
(Wilks Lambda = .99F(1, 45) = .62,p = .43,np2 = .01) or Total Problems (Wilks
Lambda = .99F(1, 46) = .36p = .55,np2 =.01), based on parental adherence.
Hypothesis 3

It was hypothesized that Expressed Emotion would be negatisagiated with
adherence. That is that parents high in Expressed Emotion woulgsbadleerent. None
of the demographic or IQ variables were significantly coreelatvith Expressed
Emotion. Although the mean adherence for the High Expressed Emotion gesup w
lower (M = 1.13, SD = .41) than the mean adherence for the Low Begrésmotion
group, (M = 1.33, SD = .43), this difference was not statisticadjyifecant, F(1.49) =
3.04, p=.09,1,° = .06.

Hypothesis 4

It was hypothesized that Expressed Emotion would be negativelgiates with
psychologists’ ratings of children’s improvement at follow-up. ANOkésults indicate
no significant difference between improvement scores for theerdiff Expressed
Emotion categoriedr(1,49) = .49,p = .49,np2 = .01. Data did, however, trend in the

expected direction with the Low EE group having a higher averageovement score
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(M = 2.04, SD = .85) as compared to the average improvement scote feligh EE
group (M = 1.88, SD = .80). A repeated measures ANOVA for WIédres found no
significant change in WIAT scores based on Expressed Emotiogociats F(1, 45) =
A7,p= .68,np2 = .00). The results were actually in the opposite direction tlmarhdibe
expected in that those classified as Low in Expressed Emotion laagea decrease in
overall WIAT scores (4.4 point decrease) as compared to the Eigressed Emotion
group (3.2 point decrease). There was also no significant ehar@BCL Internalizing
ScoresF(1, 46) = .30p = .58n,,” = .01; Externalizing ScoreB(1, 46) = .63p =.431,°
=.01) or Total Problemd;(1, 46) = .97p = .33,11p2 = .02 based on parental Expressed
Emotion Category. All CBCL scores for both High and Low Expr@$S@otion groups
decreased as would be expected, however the High Expressed Emotiohagdapger
decreases as compared to the Low Expressed Emotion group (seel)ldbkhould be
noted, as seen in Table 4, that the High Expressed Emotion growgg star with higher
(worse) overall CBCL scores.
Hypothesis 5

A multiple regression was run with Expressed Emotion and psyaktdotings
of improvement at follow-up; and parental adherence was included mdtel to test
for moderation. The interaction was added in as a last step, tiogtrfar all main
effects first. The interaction between Expressed Emotion aedtphadherence was not
significantly related to improvement scores at followR(B ,47) = 2.24 p= .09, R =
13).

Hypothesis 6
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It was hypothesized that parents who were resolved in regartieitochild’s
diagnosis would report being more adherent to report recommendabanzared to
unresolved parents. Although the data trend in the expected directiotheiResolved
group having a higher average adherence proportion (M = 1.27, SD = .41)héhan t
Unresolved group (M = 1.06, SD = .44) this trend was not signifieght46) = 2.50,p
=.12,n,° = .05).

Hypothesis 7

An ANOVA was run to determine an association between resolutgarding
child’s diagnosis and psychologists’ ratings of improvement abviellp. The mean
improvement score was almost equivalent for the Resolved (M= 1.94,.8B) and the
Unresolved group (M=1.93, SD = .83) and thus the difference was ndticsdity
significant,F(1, 46) = .002p = .96,np2 = .00. A repeated measures ANOVA for WIAT
scores found no significant change in WIAT scores based on RBditidationF(1, 44)
= .05,p = .82,n,° = .001. As with the EE classifications the results were irofipsite
direction than would be expected in that those classified as Jedsblad a larger
decrease in overall WIAT scores (5.2 point decrease) as compmathd tUnresolved
group (3.7 point decrease). There was also no significant chand&dh [Dternalizing
ScoresF(1, 43) = 2.23p = .14,np2 = .05; Externalizing ScoreBk(1, 43) = .004p = .95,
ne’ = .00) or Total Problemsr(1, 43) = .57,p = .45,1,° = .01) based on parental
resolution regarding diagnosis. All CBCL scores for both RDI groupedsed as would
be expected; however, the Unresolved group had larger decreasasmsecbto the
Resolved group (see Table 5). As can also be seen in Table 5 theolad group

started out with higher overall CBCL scores.
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Hypothesis 8

It was hypothesized that adherence would moderate the relatioeene®DI
classification and psychologists’ ratings of improvement.n&dr regression found that
there was no significant interaction effect between Adherenc&Bhan improvement,
F(2, 47) = 2.37p =.08, R = .14). The interaction was added in as a last step, controlling
for all main effects first.
Hypothesis 9

A chi square was conducted to determine if there was anyiassodetween
parent's diagnosis resolution and level of Expressed Emotion. Renditsated a
significant association. The percentage of participants whe msplved regarding their
child’s diagnosis differed based on Expressed Emotion classificgtitt, N = 51) =
7.44,p = .01). Specifically, of parents who were classified as Lowr&ssed Emotion, a
significantly higher proportion of them (88%) were also clasdifis Resolved regarding
their child’s diagnosis. For parents who were classified as Bxginessed Emotion there
did not seem to be a difference between diagnosis resolution (52&ekaf resolution
(48%). Among those who were classified as High Expressedi@madtie to being
Critical, 40% were Resolved whereas 60% were Unresolved. Of tlassified as High
Expressed Emotion due to being overinvolved 53% were Resolved and 42% were

Unresolved regarding their child’s diagnosis.
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CHAPTER 4
Discussion

The present study was a preliminary examination of adjustmdiutwiog a
psychoeducational evaluation, and the role of parent adherence to report
recommendations. Overall it seems that children either impoova, the very least do
not get worse, following a psychological assessment. Additignddly present study
found that children with higher IQs improve more than those with lo@er The present
study also explored parent factors, including Expressed Emotion agrbdis resolution
that may impact both parental adherence and children’s adjustmseegnis that overall
parents are relatively adherent to report recommendations, buhitha not linked to
Expressed Emotion nor to parental diagnosis resolution. It does seemvenpithat
parents classified as Low Expressed Emotion are more likdly tbassified as Resolved
regarding diagnosis.

It was hypothesized that academic scores would improve over time. The gtaggnt
found no significant relation between WIAT scores at the inisakasment and WIAT
screener scores at follow-up. In fact, the data trended in theitgpgdogction of what
would be expected, in that, WIAT scores actually decreased from thétmite follow-
up assessment. This finding may be due in some part to théh&che full WIAT
battery was administered at the initial assessment, wherdp the WIAT screener was
administered at the follow-up assessment. It may also be thdtechare not getting the
extra help or school services needed to address any learnindittksathat may be
present, or that school services are not translating into changeadenac measures.

Consistent with previous research (Deary, Strand, Smith, &Rdeaz, 2007) the results
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of the current study also support the fact that IQ mattersyilasen with higher 1Qs have
better achievement scores. The majority of the present savapl®wer IQ, which may
be a reason why we did not see a significant amount of improvement in children.

It was also hypothesized that children would show improvement on pateak
behavior measures, but no significant change over time was found. Irefleatpsample
we had children with both academic and behavioral referrals. For wWiusse primary
difficulties were with academics we would not expect sigaiftcbehavior change over
time. Our sample size was not large enough to split the samplgroups using referral
guestion. Future studies would benefit from recruiting groups of childitnidentified
behavior problems to address change over time. Similarly, future stadidd also
recruit samples of children referred solely for academisores, and evaluate change in
academic scores over time. Another factor to consider is thaprésent study only
contained information from parents. Numerous attempts were mad&ieveadeacher
rating forms, but unfortunately, not enough were returned to abbovarialyses. Future
studies would benefit from conducting follow-up assessments welthetechool year
and taking steps to try and increase return rates of tedcimas in order to have
information from multiple raters. It may be that children are shgwhe most significant
changes in school.

It was also hypothesized that children would demonstrate someofawgbrovement
following a psychoeducational assessment. Consistent with previ@mssaegCarter, et
al., 2004; Mash & Wolfe 2005, Meyer et al, 2001) the current findings suihygoniotion
that children benefit from psychological evaluations. None of tiidren in the current

sample were rated as having a decline over time. Two-thirdseafurrent sample had
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either mild or clinically significant improvement over time. Sinthere was not
guantitative improvement when specifically focusing on acadenfeloavior measures,
the overall improvement score may be picking up on something uniquéoakstat all
of these factors together and takes into consideration pareptait.r Parents may be
picking up on something not easily captured on assessment measunag.also be that
parents are attempting to present themselves and their chitdtka best light and so
report improvement that is not supported by quantitative measures individually.
Overall, it seems that a large proportion of the parents inctineent study are
endorsing improvement in their children over time. The present siymuhthesized that
this improvement would be related to parental adherence to repommeendations, but
the data did not support this hypothesis. One explanation for this m#yabsome
recommendations matter more than others. For example, following through on
recommendation for therapy or tutoring may be more beneficaktald than following
through on a recommendation for nightly reading practice or flashcaite current
sample was not large enough to evaluate recommendation adherenchildrah’s
adjustment based on recommendation type. Other studies have looked aheealler
terms of specific recommendation type (Bennett et al., 1996; Gefétal., 2006; King,
et al.,, 1997; MacNaughton & Rodrigue, 2001), but did not also assess rhildre
improvement. Future studies may want to explore improvement and ackéoe each
type of recommendation.

Expressed Emotion

The present study focused on two different parental factors, Begrésmotion and

diagnosis resolution, to explore the relation between these factdradherence and
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child adjustment following a psychoeducational assessment. It wasthiegized that
Expressed Emotion would be negatively associated with adherencdatBhéo trend in
the expected direction with those classified as High Expresseatidh having lower
adherence scores; however, the relation was not significavaslalso hypothesized that
Expressed Emotion would have a direct relation with children’s imprerefollowing
an evaluation. Even though the relation was not significant, theExqwessed Emotion
group did have a slightly higher improvement score than the High &eqmteEmotion
group. It may be that with a larger sample size this relation would becomfecaigmni

In terms of specific change in WIAT scores, the data trendethe opposite of
expected direction; that is, WIAT scores decreased more fdwothieExpressed Emotion
group as compared to the High Expressed Emotion group, althougkl#tisn was not
significant. WIAT scores may have gone in the opposite directiontalube reasons
stated earlier, such as using an abbreviated form of the WIAThenfdllow-up
assessment. In addition, it may be that Expressed Emotion scorest dmnificantly
impact WIAT scores. It is possible that teacher factorg plare of a role in children’s
scores on academic measures than parental factors.

For the CBCL all T-scores decreased as would be expected; hoveeeHigh
Expressed emotion group had larger decreases than the Low Exessenh group. It
is important to note that the High Expressed Emotion group starteditbuhigher T-
scores on all scales. The CBCL has a limit on how low samarsgo. Scores in this
sample overall, especially in the Low Expressed Emotion group, didtaxtout very
high and thus did not have much opportunity for a decrease in scoresofNibie CBCL

averages were in the clinically significant range (T sco®b5). This suggests that any
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decrease in average CBCL T-score is not particularly meanisgice the time 1
averages were not in the clinically significant range torbegih. Future studies could
use the CBCL as a screening measure for children involved inutlg, o that only
children above the clinical cutoff for CBCL scores would be includedarstudy. In the
present study we did not have enough children above the clinical cutdth group to
run separate analyses.
RDI

The other parental factor explored in the current study was disgesslution. It
was hypothesized that parents classified as Unresolved regdidgnosis would be less
adherent. Although the relation was not significant it was inettpgected direction. It
may be that with a larger sample size this relation wouldrbecsignificant. Similar to
findings for Expressed Emotion, the relation between WIAT scard RDI
classification trended in the opposite of the expected direction;iSh&VIAT scores
decreased more for the Resolved group than for the Unresolved grihwgugal this
relation was not significant. The same reasons discussed fappusite relation earlier
may also apply for diagnosis resolution. Also, similar to ExpreEsedtion scores, all
CBCL T-scores decreased, as would be expected. Again theseatatapposite than
would be expected with the Resolved group having smaller decreasestimoee
compared to the Unresolved group. Similar to Expressed Emotion findings,
Unresolved group had higher starting CBCL average T-scores (githoone above
clinical cutoffs). There was less room for CBCL scores to improve in the\Resgioup,
which may account for the smaller differences. As suggestédreéuture studies may

want to only recruit participants above clinical cutoffs on CBCL scales.
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Some of the non-significant findings may have been the resultraj t/s2 RDI with
our specific sample. The RDI was created to evaluate paregastions to physical
diagnoses (Marvin & Pianta, 1996). It may be that it does not disatenas well for
psychological and learning disorder diagnoses. Furthermore, rwétth# children in the
sample were given a specific diagnosis following the evaluatiahidrcase the wording
of the RDI was changed from “diagnosis” to “difficulties.hi$ may be too far afield
from the original purpose of the RDI and may be one of the reasanad significant
relations were found using the RDI. This suggests that future stumlielving the RDI
should focus only on children who received a specific diagnosis follovang
psychoeducational evaluation.

Finally, as predicted, there was a significant relation bEtwexpressed Emotion
and diagnosis resolution. Specifically, those who were low in Es@deEmotion, (did
not express criticism or excessive involvement toward theulreim) were more likely to
have accepted the child’s diagnosis with a focus on moving on. Those evadigh in
Expressed Emotion did not differ in terms of diagnosis resolution. Whemgtoup was
broken down further it was found that a larger percentage of thossfield as High
Expressed Emotion due to being critical were Unresolved regadléiggosis. For those
classified as High Expressed Emotion due to being over-involveel Wees no difference
between parental diagnosis resolution classification. It neathat it is the presence or
absence of parent characteristics associated with beirgalctitat are more important in
coming to terms with a child’s diagnosis than the charactevisisociated with being

over-involved.
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It should be noted that one general limitation of the presady stas a small
sample size, and thus limited power to detect effects. Given mjpleaize the power to
detect a moderate effect (.35) was approximately .70. Fagrésent study, in order to
have the power to detect a smaller effect (.25) a samplefsgggoroximately double our
current size (105) would need to be attained. Many of the hypotheses ex@dressults
that trended in the expected direction, but did not meet significanee atmuch larger

sample size would have led to the power to detect smaller effect sizes.
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CHAPTER 5
Future Directions

To the author's knowledge, no other study has been done examining botmadjust
following psychological assessments and parental adherence toresmorimendations.
A large proportion of the work of psychologists involves psychologiss¢ssment, and
yet we do not have research supporting the effectiveness of raeséssnd
recommendations. This study is an important first step in cgeatiresearch base for
helping to understand the importance of psychological report recomnuergdas well as
parent follow-through on these recommendations. Researchers canh¢akessons
learned while conducting the present study to help shape futuresstutiese studies
should be done with more specific referral populations, for example jrigoms children
referred for only behavior problems, or for only academic probl&asruitment may
also benefit from using the CBCL as a screening measure fasime and focusing on
children above clinical cutoffs on the CBCL scales.

Future studies with larger samples may also be able to exg@aiaetal adherence
based on recommendation type. It may be that following through on tytoritigerapy
matters much more than following through on other recommendatiorssalsa likely
that parental factors play a role in children’s adjustment addherence to
recommendations. Future studies with larger samples may rarexaBxpressed
Emotion and diagnosis resolution as some of these parental factoray @xplore other
parental factors, such as parental mental health, that may imisact children’s

adjustment and parent’s adherence. The current study was tonalan nature. Future
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randomized, clinical trials are necessary to determine if there maygdgsal relationship

between assessment and child improvement.
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Table 1

Child and Family Demographics

N %
Gender
Boys 35 31
Girls 16 69
Race
White 22 43
African American 28 55
Other 1 2
Diagnoses
None 17 33
ADHD! 17 33
LD* 14 27
oDD/CD? 5 10
Mood Disorders 6 12
Other * 9 18
Child Age (years) I\S/ID =1lé.238
WISC-1V FSIQ ° _
Score I\S4D_=9i.622
(Time 2)

*Note: WISC-IV scores are from the follow-up assessment.

Average time between the initial assessment and follow-up

assessment = 22 months

**Note: 9 of the 34 children had more than one diagnosis that was

coded.

1 = Attention-Deficit/Hyperactivity Disorder

2 = Learning Disability (Reading, Writing, Math)

3 = Oppositional Defiant Disorder/Conduct Disorder

4 = Other (NVLD, Enuresis, Phonological Processing Disorder, Borderline IQ)

5 = Wechsler Intelligence Scale for Children-Fourth Edition, Full Scale IQ Score
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Parent Characteristics
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Expressed Emotion
High
Low
Diagnosis Resolution
Resolved
Unresolved

Adherence Score

24
27

34
14

%

47
53

67
28
M=1.23
SD = .43
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Table 3

Children’s Adjustment Measures

Time 1 Time 2

M =92.36 M =88.67
SD=156 SD=15.69
M =55.8 M =53.7
SD=122 SD=9.7
M =55.3 M =534
SD=139 SD=10.8
M=57.8 M =55.7
SD=135 SD=9.97

WIAT* Total Composite
CBCL? Internalizing Problems
CBCL? Externalizing Problems

CBCL? Total Problems

N %
Improvement
Worse 0 0
No Evidence 18 35
Mild Evidence 17 33
Significant Evidence 16 31

*Note: Average time between the initial assessment and follow-up assessg#emtonths

1 = Wechsler Intelligence Scale for Children-Fourth Edition, Full S€alscore

2= Child Behavior Check List
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Table 4
Change in Scores Over Time by Expressed Emotion Classification

Expressed Emotion

Low (n = 27) High (n = 24)
Timel Time2 Change Timel Time?2 Change
WIAT * Total Composite 95 90.6 -4.4 89.7 86.5 -3.2
CBCL? Internalizing 55.5 54 -1.5 56.2 534 -2.8
CBCL? Externalizing 53.6 52.5 1.1 57.2 54.3 -2.9
CBCL? Total Problems 55.9 54.8 -1.1 60 56.7 -3.3

1 = Wechsler Intelligence Scale for Children-Fourth Edition, Full S€aecore
2 = Child Behavior Checklist
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Table 5

Change in Scores Over Time by RDI Classification
RDI Classification

Resolved (n = 34) Unresolved (n = 14)

Timel Time2 Change Timel Time?2 Change
WIAT ! Total Composite 94.7 895 -5.2 88.3 84.6 -3.7
CBCL? Internalizing 539 527 1.2 618  57.2 -4.6
CBCL? Externalizing 55.3 52.7 -2.6 59.6 57.1 -2.5
CBCL? Total Problems 56.1 544 -1.7 64.5 61 -3.5

1 = Wechsler Intelligence Scale for Children-Fourth Edition, Full S€algcore
2 = Child Behavior Checklist
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The assessment process and influence of parental factors on children’s adjustment

Assessment

Diagnosis

Reaction to
Diagnosis

Parental
Adherenc

Recommendations

Expressed
Emotion

Children’s
Adjustment
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APPENDIX A
Parent Interview

PART 1: General Questions

Now | want to ask you some questions regarding your previous visit to our cliniouior y
child’s assessment.

1. How did you learn about our clinic?

2. Why were you seeking an evaluation of your child?

3. What do you remember to be the key outcomes or findings from your child’s
assessment?

4. Did your child receive a diagnosis?
IF YES:
4a) After receiving this diagnosis, did it fit with the issues you experieribe
your child?

4b) How has this diagnosis changed things for your child, if at all?

5. What did you find helpful about this assessment process?

6. What wasn’t helpful about this assessment process?

7. What changes have you made since you brought your child in for an evaluation?

8. Did you have questions after completing the assessment? Please explain:

PART 2: Specific Recommendations

Now | am going to go over the specific recommendations that were maderiohjld’s

report and ask you some questions about whether you tried each recommendgtam, wh
why not, and how useful you thought each was. These questions are a way to assess our
clinical services and evaluate what we can change to make our servicesffiexinee.

(Read first recommendation to parent)

www.manaraa.com



a7

Recommendation #1
Did you try this recommendation?
If Yes

A. For how long?

B. Did you think this recommendation helped?
Please explain.

C. Would you suggest any changes to this recommendation?

If No
A. Why did you choose not follow this recommendation?

B. Is there anything that would have helped you use this recommendation?
**Repeat for all recommendations **

PART 3: Other Changes:

1. What things not covered by these recommendations have you found helpful for
your child?

2. Have you sought any additional evaluations or help for your child since the
evaluation was completed?

3. What other things could we have said or done at the clinic to have made the
assessment more useful to you and your child?

PART 4: Evaluation of Child (parent report)

1. Have you seen any changes or improvements in your child since coming to WSU?

I. What changes have you seen?

ii. What do you attribute to the changes, what do you see is the cause?

2. Do you think the assessment process helped you to better understand your child,
or what your child is going through?

IF YES:
i. What about the assessment helped you to understand better?
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ii. What do you think could have made an even bigger difference in
helping you understand your child and what your child is going
through?

***Hand Parent the Overall Satisfaction Scale to complete. AFTER completitisof t
scale administer last question.***

3. I know I've covered a lot here, but is there anything else that you would like to add
that may help us improve our services?
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APPENDIX B

Satisfaction Survey

PART 5: Overall Satisfaction:

For the next set of questions, please circle your level of satisfaction witiemire

using the following four choices from very unsatisfied to very satisfied:

1. Overall quality of our service:

Very Unsatisfied Unsatisfied Satisfied
2. Professionalism of clinic Staff:

Very Unsatisfied Unsatisfied Satisfied
3. Timeliness of service

Very Unsatisfied Unsatisfied Satisfied
4. Thoroughness

Very Unsatisfied Unsatisfied Satisfied
5. Quality of the report

Very Unsatisfied Unsatisfied Satisfied
6. Having access to my child’s actual test scores

Very Unsatisfied Unsatisfied Satisfied
7. Quality of the feedback session

Very Unsatisfied Unsatisfied Satisfied
8. Report was written in a manner that | could understand

Very Unsatisfied Unsatisfied Satisfied

9. Willingness to answer your questions

Very Unsatisfied Unsatisfied Satisfied

Very Satisfied

Very Satisfied

Very Satisfied

Very Satisfied

Very Satisfied

Very Satisfied

Very Satisfied

Very Satisfied

Very Satidfie
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10. Competence of your child’s clinician

Very Unsatisfied Unsatisfied Satisfied
11.Usefulness of the recommendations

Very Unsatisfied Unsatisfied Satisfied
12.Overall usefulness of the assessment process

Very Unsatisfied Unsatisfied Satisfied
13.Reasonableness of the fee

Very Unsatisfied Unsatisfied Satisfied

Very Satisfied

Very Satisfied

Very Satisfied

Very Satisfied
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Appendix C

Adherence Coding Guidelines
Coding Adherence

1. Read through each recommendation and the parent's response to the
recommendation. Try to determine if they actually were adhet@nthe
recommendation, or just said they were.

a. To be coded and fully adherent the parent would have to provide evidence
of how they were adherent and report attempting the recommendation f
a significant period of time.
i. E.g. a parent that was recommended tutoring but only takes their
child to one tutoring session is not fully adherent.
2. Scale
a. 0= Not Adherent
b. 1= Some Evidence of Adherence
i. Only tried it briefly
ii. Only tried part of the recommendation
c. 2 = Fully Adherent
i. Significant evidence of following recommendation
ii. Evidence for following recommendation for a significant period of

time
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ABSTRACT
PARENT ADHERENCE TO PSYCHOLOGIST RECOMMENDATIONS:
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For the majority of children with significant behavioral or acaidepnoblems at
school, the first course of action is to participate in a psyclwabgvaluation. Upon
completion of the evaluation parents receive an integrative repotdining numerous
recommendations for how to improve the well-being of their childy4eihe child clients
who were referred and completed a comprehensive assessmebehavioral or
academic problems were recruited for this study. A yeanare after the evaluations
were completed, parents of the children were asked about eadenwrdport
recommendation, whether or not it was followed, and reasons for di@nesce.
Expressed Emotion and reaction to diagnosis were also coded for each parent.

Overall it seems that children either improve, or at the \eastldo not get worse
following a psychological assessment. Additionally, the presady$ound that children
with higher 1Qs improve more than those with lower 1Q. Findingscatdi parents are

relatively adherent to report recommendations, but adherence is nat {onExpressed
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Emotion or diagnosis resolution. It does seem, however, that paregti’snhiExpressed
Emotion are more likely to be unresolved regarding diagnosis Tinly served as an
informative preliminary study that can help guide future reseexploring the impact of
psychological evaluations and the importance of parent charactgriscluding

adherence to report recommendations.
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