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  Behavior rating scales are commonly used as part of the evaluation process 

throughout the field of psychology. Behavior rating scales help assess social, emotional, 

and/or behavioral problems in children, adolescents, and teens. Behavior rating scales 

indicate the severity of problem behaviors compared to a normative sample. Four 

scenarios were developed that varied scores on a behavior rating scale and the amount of 

other information that supported a specific diagnosis. A rating of the likelihood of a 

diagnosis was requested to see how much influence behavior rating scale scores have on 

diagnostic decision-making. Each of the four scenarios was sent to 200 school 

psychologists across the country for a total of 800 potential participants. An overall 

response rate of 37.5% was achieved. The findings revealed that behavior rating scales do 

have some influence on school psychologists’ diagnostic decision-making. However, 

school psychologists put more weight on other supporting information, such as classroom 

observations and teacher and parent reports, than on behavior rating scale scores when 

making a diagnostic decision. 
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Introduction 

Behavior rating scales are standardized, norm-referenced instruments that are 

commonly used across the field of psychology to evaluate perceptions of an individual’s 

behavior or social-emotional functioning. Because behavior rating scales are norm-

referenced, psychologists are able to use obtained standard scores to compare problem 

behaviors of their client to others of the same age and even same gender. Behavior rating 

scales measure behaviors such as depression, withdrawal, anxiety, hyperactivity, 

attention problems, and somatization. Behavior rating scale scores are often used as part 

of an assessment when diagnosing disorders such as Attention-Deficit/Hyperactivity 

Disorder (ADHD). 

When initially developed in the 1970s and 1980s, behavior rating scales rarely 

had sound statistical properties due to limited norm samples, poor item development, and 

limited statistical analyses (Merrell, 2001). The reliability and validity of behavior rating 

scales have improved over the past couple of decades (Sattler, 2002). With these 

improvements, psychologists have increased their usage of behavior rating scales 

(Shapiro & Heick, 2004). Behavior rating scales are also used more frequently because of 

a number of advantages they present, such as not being as time consuming as direct 

observations. However, best practices dictate that behavior rating scales should still be 

used in conjunction with direct observations, parent and teacher reports, and other 

assessment results. Behavior rating scales should never be used in isolation to make 

diagnostic decisions (Reid & Maag, 1994).  

While it is recommended that psychologists do not use results from behavior 

rating scales in isolation for diagnostic purposes, it is unknown how much influence a 
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behavior rating scale score has on psychologists’ diagnostic decision-making. A review 

of the literature did not find any studies that directly addressed this issue. The present 

study examined the influence of behavior rating scale scores on school psychologists’ 

diagnostic decision-making related to the possibility of ADHD. A national sample of 800 

school psychology practitioners were sent scenarios that contained varied assessment 

information and behavior rating scale scores and were asked to rate the likelihood of 

ADHD.
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Literature Review 

Description of Behavior Rating Scales 

Behavior rating scales use a standardized format to develop summary judgments 

about an individual’s behavioral characteristics (Merrell, 2008). Behavior rating scales 

measure perceptions of specified behaviors rather than provide any direct measurement 

of the behaviors as might be done through systematic behavioral observations. Behavior 

rating scales have been developed for children as young as 18 months of age through 

adulthood.  An example of the type of item on a behavior rating scale may be, “Is OK 

when things do not go his or her way” (Reynolds & Kamphaus, 2004). Typically, the 

rater is to indicate the frequency of occurrence for each item on a continuum (e.g., Never, 

Sometimes, Often, Almost Always). Behavior rating scales should be completed by 

individuals who know the child the best, such as parents and teachers (Merrell, 2008). 

Although measuring perceptions of behavior, behavior rating scales are considered a 

relatively objective assessment method, yielding more reliable data than either 

unstructured clinical interviews or projective-expressive techniques (Merrell, 2008).  

Behavior rating scales are considered relatively objective because norms, 

typically based on large representative samples of children, have been developed to 

provide standard scores on the ratings. When behavior rating scales are developed, the 

items on the scales are picked through content analysis based on theoretical constructs, 

and groups of items that comprise specific behavioral constructs are determined through 

factor analytic procedures (Sattler, 2002). The user of a behavior rating scale can then 

determine a standard score on each of the various behavioral constructs for an individual 

child, allowing an interpretation of the severity of the child’s behavior in relation to other 
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children of the same age, and possibly even the same gender, from the general 

population. The information obtained from behavior rating scales can be used to assist 

practitioners with diagnostic decision-making, such as treatment integrity and progress 

monitoring. 

There are two types of behavior rating scales, multidimensional scales and 

unidimensional scales. Multidimensional rating scales evaluate a child’s behavior across 

several constructs or areas of adjustment (Wingenfeld, 2002). These scales assess a 

variety of areas such as adaptive skills, attention problems, aggression, or any number of 

social or school problems. These multidimensional scales provide the psychologist with a 

way to screen for a number of problems and disorders rather quickly (McConaughy & 

Ritter, 2008). Unidimensional rating scales are disorder or problem specific scales; such 

scales focus on one specific behavior construct area such as Attention Deficit 

Hyperactivity Disorder (ADHD) or social skills (Wingenfeld, 2002). These scales are an 

important component in the assessment of a diagnostic category because they allow 

psychologists standardized ratings on the degree to which a child exhibits certain key 

behaviors (McConaughy & Ritter, 2008). 

It is also important to clarify the difference between a rating scale and a checklist 

(Merrell, 2008). These two types of scales are related; however, they are not the same. A 

behavior checklist is useful for identifying behavioral problems or competencies. It lists a 

number of behavioral descriptors and if the rater thinks the symptom is present, he or she 

simply “checks” the item. The results of checklists are used to provide qualitative 

information about a person. As previously described, behavior rating scales provide a 

standardized way of estimating the degree to which a behavior is present (Merrell, 2008). 
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Over the past 15 years, the use of behavior rating scales by psychologists has 

increased and the use of projective tests has declined when assessing social and 

emotional behaviors in children (Shapiro & Heick, 2004). This shift in assessment 

practices has occurred due to several factors, with a primary factor being that projective 

techniques are thought to result in unreliable data (Merrell, 2008). Indeed, by their very 

nature, projective tests require the psychologist to draw an inference about a person’s 

emotional status or personality based on ambiguous stimuli. As a result, relying on 

subjective inferences tends to lead to unreliable data more so than the use of behavior 

rating scales. Historically, behavior rating scales were seen as a last resort by clinicians 

because of their poor psychometric properties, but their current widespread usage is a 

result of the research base and increased technical adequacy put behind behavior rating 

scales (Shapiro & Heick, 2004). Merrell (2008) also noted that acceptance among 

clinicians has led to more widespread usage of behavior rating scales.  

Advantages of Behavior Rating Scales 

According to Merrell (2001), there are six primary advantages for using behavior 

rating scales. The first one being that behavior rating scales are less expensive because 

they require less professional time and training to learn to administer. Second, behavior 

rating scales are able to provide data on low-frequency but severe behaviors, which can 

often go unobserved through direct observations. Third, behavior rating scales give more 

reliable data than unstructured interviews because of their objective format. Fourth, 

behavior rating scales can be used to assess children with low verbal skills or 

uncooperative attitudes. Fifth, behavior rating scales can tap into others’ observations that 

are based in the child’s environment (e.g., home, school) over long periods of time. The 
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sixth advantage is that behavior rating scales capture the judgments and observations of 

people who are invested in the child’s well-being, such as parents and teachers.  

There are numerous other advantages to using behavior rating scales as described 

by McConaughy and Ritter (2008).  Behavior rating scales are standardized and give 

quantifiable information that can yield indexes of reliability and validity. Behavior rating 

scales can be used across a wide age range; therefore, making them an economical 

resource for practitioners.  Rating scales exist for children as young as 18 months and can 

be used for students up through early adulthood. The majority of the behavior rating 

scales can be completed in 10 to 15 minutes and can be scored quickly by hand or 

computer.  Behavior rating scales can provide data on a broad range of potential 

problems. Normative data provides a standard for judging the severity of problems by 

comparing an individual to a large sample of other children representative of the general 

population. Standardized behavior rating scales can also be used to compare similar data 

from multiple informants, such as parents, teachers, and even the students themselves. 

Behavior rating scales are noted to be advantageous because they are easy to 

administer, relatively objective, time efficient, and provide useful data for screenings and 

evaluations (Angello et al., 2003; Chafouleas, Riley-Tillman, & Sugai, 2007; Elliot, 

Busse, & Gresham, 1993). It takes much less time for a parent and/or teacher to complete 

a behavior rating scale than it does for a school psychologist to obtain a representative 

picture of a student’s behaviors through observations or interviews. Even when a school 

psychologist directly observes a behavior of concern, it becomes a subjective opinion as 

to whether the observed level or severity of the target behavior (e.g., activity level) is at a 

significantly high level.  
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Disadvantages of Behavior Rating Scales 

Although behavior rating scales can provide good quantitative data on a broad 

range of children’s problems and competencies, they also have limitations. The rating 

scales do not identify the etiology of an individual’s problems and most rating scales only 

assess current functioning over a two to six month time frame (McConaughy & Ritter, 

2008). Behavior rating scales do not provide complete information about the individual’s 

personal or environmental factors, information relevant to the function of a behavior 

problem, or an explicit description about behaviors of concern (Angello et al., 2003; 

McConaughy & Ritter, 2008). Such information is critical to determine an appropriate 

behavioral intervention plan.  

Behavior rating scales, like any measurement device, are not truly objective 

measures of an individual’s competencies and problems because they involve people’s 

perceptions of problems. "Such scales, despite their apparent objectivity, are simply 

quantifications of adult opinions. School psychologists must be wary of the seductive 

quality of this pseudo objectivity” (Reid & Maag, 1994, p. 348). Reid and Maag were 

warning psychologists not to rely on scores from behavior rating scales for diagnostic 

purposes. Thus, another critical limitation of behavior rating scales is that they cannot be 

used solely to make a formal diagnosis (Chafouleas et al., 2007; Sattler, 2002). As noted 

by Reid and Maag (1994), “there is no magic number on any scale that invariably means 

a student should be diagnosed" (p. 348). 

The reliance on people’s perceptions is also problematic for a number of other 

reasons as well. Behavior ratings can be impaired or influenced by the rater’s memory, 

values, attitudes, and motivations, as well as situational factors (McConaughy & Ritter, 
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2008). Some parents or teachers may intentionally make their ratings of the child better 

or worse for varying reasons.  Teachers see children in different contexts while at school. 

For example, a reading teacher may see more problem behaviors from a child than an art 

teacher. Therefore, their ratings may differ greatly because of the context in which they 

see the child. Differences between raters can be unintentional as well because people’s 

expectations for certain behaviors and tolerance for misbehavior can differ greatly 

(Sattler, 2002). A number of studies have documented differences between raters (e.g., 

two teachers, parents and teachers, mothers and fathers) on behavior rating scales 

completed on the same children (Bingham, Loukas, Fitzgerald, & Zucker, 2003; Cai, 

Kaiser, & Hancock, 2004; Mandal, Olmi, & Wilczynski, 1999). Psychologists are told to 

expect rating scales to reveal different levels of problem behaviors reported by parents 

versus teachers or one teacher versus another teacher and mother versus father 

(McConaughy & Ritter, 2008).  

The use of behavior rating scales with ethnically diverse populations has also 

been questioned and may be a limitation. While some authors reported behavior rating 

scales show no significant difference associated with ethnicity (Goh, 1997; Hosterman, 

DuPaul, & Jitendra, 2008), others noted there was inconclusive evidence regarding the 

appropriateness of behavior rating scale use with culturally diverse populations (Angello 

et al., 2003; Epstein, March, Conners, & Jackson, 1998; Reid et al., 2000). The primary 

criticism is that some behavior rating scales are not constructed to adequately represent 

diverse populations (Manz, Fantuzzo, & McDermott, 1999).  
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Use of Behavior Rating Scales 

Behavior rating scales have traditionally been used as part of the screening and 

identification process for children referred for special education services (Chafouleas et 

al., 2007; Elliot et al., 1993).  In fact, rating scales along with interviews and observations 

are found to be the one of the primary assessment methods used in 60% to 90% of cases 

(Shapiro & Heick, 2004). According to Merrell (2008), there are three best practices 

related to the use of behavior rating scales. First, behavior rating scales can be used for 

screening and identification purposes. Second, behavior rating scale data should be 

gathered from multiple raters across different settings to provide a broader picture of a 

child’s behavior. Third, behavior rating scales can also be used to monitor progress of 

interventions; they provide evidence of the effectiveness of planned interventions. No one 

seems to dispute the second “best practice” described by Merrell (2008).  However, 

concerns have been raised in the literature related to the first and third “best practice.” 

Although Merrell (2008) indicated that a “best practice” use of behavior rating 

scales is for progress monitoring of interventions, a number of researchers have raised 

concerns about such a use. During the early years of behavior rating scales, Wilson and 

Prentice-Dunn (1981) stated that overall standard scores on behavior rating scales could 

not be used to relate change directly to specific treatments. Other authors have continued 

to express the same cautions. Hosp, Howell, and Hosp (2003) assessed the usefulness of 

behavior rating scales for monitoring student progress and found that educators are not 

able to determine if the decreasing problem behavior is being replaced with a positive 

one. Chafouleas et al. (2007) stated, “Most behavior rating scales are not designed to be 

sensitive to incremental change in behavior. Thus, their use is limited to long-term 
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monitoring, such as in an evaluative capacity” (p. 113). More direct means of measuring 

specific behaviors of concern are recommended for progress monitoring purposes. 

The use of behavior rating scales for screening and identification purposes is the 

most widespread use of the instruments (Merrell, 2008). The use of the scales for 

screening purposes is widely accepted (Carter, Briggs-Gowan, & Davis, 2004). However, 

using behavior rating scales for diagnostic purposes is more controversial with numerous 

authors stating the scales are not sufficient for determining a diagnosis (Carter et al., 

2004; Chafouleas et al., 2007; Reid & Maag, 1994; Sattler, 2002). To address this 

concern “best practices” in diagnostic assessment would dictate that behavior rating 

scales should only be used in conjunction with other methods of assessment, such as 

interviews with the parents and teachers, direct observations, review of school records, 

and achievement assessments (Angello et al., 2003). When behavior rating scales are 

used in conjunction with other assessments the concerns over their validity are lessoned 

(Merrell, Streeter, & Boelter, 2001). 

Influences on Diagnostic Decision-Making 

As previously mentioned, behavior rating scales are primarily and frequently used 

as part of the screening and identification process for children referred for special 

education services (Elliot et al., 1993; Merrell, 2008). Furthermore, many authors caution 

against using behavior rating scales alone for making diagnostic or placement decisions 

(Carter et al., 2004; Chafouleas et al., 2007; Reid & Maag, 1994; Sattler, 2002). Although 

a multi-method assessment approach is recommended for diagnostic assessments 

(Angello et al., 2003), it is unknown how results from behavior rating scales inform and 

influence psychologists’ diagnostic decision-making processes. An electronic review of 
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the literature could not find any studies that examined how much influence a standard 

score on a behavior rating scale might have on a psychologist’s diagnosis. 

A review of the literature found some researchers have examined the broader 

topic of what influences a psychologist’s diagnosis. For example, psychologists in the 

clinical setting may be influenced by the method of payment (insurance versus out-of-

pocket) when diagnosing a client with a disorder (Lowe, Pomerantz, & Pettibone, 2007).  

Lowe et al. gave psychologists a survey in which the two hypothetical clients were 

described as paying either through managed care or out-of-pocket. The first vignette 

described a client with symptoms of Social Phobia that fell short of the diagnostic criteria 

and the second vignette described a client with symptoms of Attention-Deficit 

Hyperactivity Disorder (ADHD) that also fell short of the diagnostic criteria. Each of the 

vignettes was designed so that the symptoms could not be the result of a recent stressor to 

ensure that Adjustment Disorder was not a possibility. The results indicated that 51% of 

participants assigned an ADHD diagnosis to the client paying with managed care, 

whereas only 27% assigned the diagnosis to an identical client paying out-of-pocket. As 

regards to the social phobia vignette, the results indicated that 92% of clients paying with 

managed care were diagnosed, whereas only 69% of clients paying out-of-pocket were 

diagnosed (Lowe et al., 2007). 

In a study by Gnys, Willis, and Faust (1995), researchers surveyed nationally 

certified school psychologists to see if diagnostic decisions related to learning disabilities 

were based on false beliefs. Each participant was given an information packet and a brief 

decision-making questionnaire. There were six different versions of the packets and each 

participant received only one packet with a cover page that requested participation and 
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ensured anonymity. Each packet included an examinee’s hypothetical scores on the 

Wechsler Intelligence Scale for Children-Revised (WISC-R), Woodcock-Johnson 

Psycho-Educational Battery (WJPB), and the Child Behavior Checklist (CBCL), as well 

as a brief description of each of these tests and some identifying information about the 

examinee. The packets included summary pages that varied in reporting high, medium, or 

low intersubtest scatter on the WISC-R. The participants were then asked to rate the 

probability that the child represented by the materials was learning disabled on a scale 

from 0% (not probable) to 100% (certain). 

Gnys et al. (1995) hypothesized that school psychologists’ diagnoses would be 

influenced by an illusory belief in the association between level of WISC-R intersubtest 

scatter and a learning disability. They also predicted that the effects of this illusory belief 

would not be canceled by the availability of valid diagnostic information like the 

academic achievement data from the WJPB. The results of their survey supported both 

hypotheses. The participants were more likely to diagnose a learning disability when 

there was a high degree of intersubtest scatter on the WISC-R. Additionally, the school 

psychologists were much more likely to diagnose a learning disability when academic 

achievement was low than when it was at an average level. Their results demonstrated 

that certain factors (i.e., belief in an illusory correlation between a learning disability and 

the WISC-R intersubtest scatter, achievement level) influenced their diagnostic decision-

making (Gnys et al., 1995).  

Purpose of the Present Study 

As previously noted, the use of behavior rating scales by psychologists has 

increased greatly over the past 15 years (Shapiro & Heick, 2004). The increased use in 
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behavior rating scales is due to their many advantages they present related to assessment. 

The primary use of behavior rating scales is for screening and diagnostic purposes 

(Merrell, 2008). Despite cautions that a psychologist should not rely soley on a score 

from a behavior rating scale for diagnostic purposes, it appears the developers of recent 

behavior rating scales are encouraging the use of such scales for diagnostic purposes. For 

example, the Clinical Assessment of Behavior (CAB, Bracken & Keith, 2004) is a 

multidimensional behavior rating scale for children that goes beyond providing scores on 

typical behavioral clusters such as aggression or activity level. The CAB provides 

standard scores on specific disabilities (i.e., learning disability, mental retardation, 

attention-deficit/hyperactivity and autism spectrum behaviors). Another example is the 

most recent edition of the Conners 3 behavior rating scale (Conners, 2008). The 

computerized scoring provides a comparison of the child’s behaviors to DSM-IV 

diagnostic criteria of ADHD and even provides a percentage of liklihood that the child 

has ADHD. 

It is unknown if any psychologists use the results of a behavior rating scale to 

directly diagnose specific disorders (e.g., a psychologist concludes a child has ADHD 

simply because of a high score on the ADHD scale). It would be difficult to determine 

accurately, based on psychologists’ self-ratings, if such inappropriate practices exist. A 

broader question is how much influence does a behavior rating scale have on a 

psychologist’s decision-making processes? Two studies were identified that evaluated 

influences on psychologists’ diagnostic decisions. Both studies found that irrelevant 

information influenced diagnoses. No studies were identified that looked at how much 

influence standard scores on behavior rating scales have on diagnostic decision-making. 
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The purpose of the current research project is to see how much influence a behavior 

rating scale has on school psychologists’ diagnostic decision-making.  

The overall research question for this study asks how much influence does a 

behavior rating scale have on school psychologists’ diagnostic decision-making. School 

psychologists will be asked to rate the likelihood of ADHD after reading one of four 

scenarios that contain a variety of pieces of information consistent or inconsistent with an 

ADHD diagnosis. Behavior rating scale results will vary in each of those scenarios. 

Hypothesis 1. When all information consistently supports a diagnosis of ADHD, 

school psychologists are more likely to rate the student as having ADHD. This condition 

is essentially a control condition to determine school psychologists’ likelihood of 

diagnosing ADHD based on a limited amount of information. 

Hypothesis 2. When all information does not support a diagnosis of ADHD, 

school psychologists are unlikely to rate the student as having ADHD. This condition is 

essentially a control condition to determine school psychologists’ likelihood of not 

diagnosing ADHD given little information to support such a diagnosis. 

Hypothesis 3. School psychologists’ diagnostic impressions are heavily 

influenced by scores on a behavior rating scale. When behavior rating scale results are 

clinically significant, such high scores will outweigh other pieces of assessment 

information.
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Method 

Participants 

 Approval from Western Kentucky University’s Human Subjects Review Board 

was obtained to conduct this study (see Appendix A). The potential sample of 

participants included 800 randomly selected school psychology practitioners that were 

members of the National Association of School Psychologists. Each of the four scenarios 

was sent to 200 school psychologists across the United States. Usable responses were 

received from 300 participants for a return rate of 37.5%. Four letters (0.5%) were 

returned because of an incorrect address and 12 postcards (1.5%) were returned that did 

not include a rating of the scenario. Demographic information regarding participants’ 

years of experience, gender, and highest degree are presented in Table 1.  

   All four groups are fairly similar across all demographic variables, such as 

gender, type of degree, and years of experience. A one-way ANOVA including each of 

those variables found no significant differences between the four groups. The respondents 

were predominately female (79.9%), although that percentage is similar to statistics from 

the National Association of School Psychologists (NASP, 2008), which indicated that 

74% of school psychologists are female. Similarly, 70.7% of this sample had non-

doctoral degrees and NASP (2008) reported that 7 out of 10 school psychologists hold 

non-doctoral degrees. Therefore, because this sample’s demographics regarding gender 

and highest degree are comparable to the national statistics provided by NASP, it is 

assumed a representative sample was obtained and the results can be generalized to the 

field as a whole. 
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Table 1 

Participant Demographics 

             

 Group 1 Group 2 Group 3 Group 4 Total 

 (n = 73) (n = 61) (n = 83) (n = 83) (n = 300) 

        

Gender 

 Males 23.6% 16.4% 22.9% 16.9% 20.1% 

 Females 76.4% 83.6% 77.1% 83.1% 79.9% 

Degree 

 Masters 21.9% 18.0% 15.7% 26.5% 20.7% 

 Specialist 49.3% 54.1% 48.2% 49.4% 50.0% 

 Doctorate    28.8% 27.9% 36.1% 24.1% 29.3% 

Mean Years 

of Experience 14.6 15.7 15.1 15.4 15.2 

 

             

 

Instrument 

 Four scenarios were created to assess the influence of behavior rating scales on 

school psychologists’ diagnostic decision making. The final scenarios are presented in 

Appendix B. All scenarios include information from teacher and parent interviews, as 

well as systematic classroom observation data and standard scores on the “hyperactivity” 

and “attention problems” scales from a commonly used behavior rating scale (i.e., 

BASC-2). Scenario 1 includes parent and teacher interviews and a systematic observation 

that support an ADHD diagnosis; however, the scores from a behavior rating scale do not 

support an ADHD diagnosis. Scenario 2 includes the same parent and teacher interview 
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information and systematic observation information as Scenario 1; however, the behavior 

rating scale scores do support an ADHD diagnosis. In Scenario 3, none of the information 

provided supports an ADHD diagnosis. Scenario 4 contains the same information as 

Scenario 3 except that the behavior rating scale scores are the only bits of information 

that do support an ADHD diagnosis. T scores of 57 and 73 were chosen for the BASC-2 

information.  T scores have a mean of 50 and a standard deviation of 10. Thus, a T score 

of 57 is slightly elevated but in the upper part of the average range. A T score of 73 is 

considered clinically significant. After reading the scenario information, participants 

were asked to rate the likelihood the student has Attention-Deficit/Hyperactivity Disorder 

on a six point Likert scale where 1 = Not at all, and 6 = Definitely. 

After the scenarios were created, they were field-tested by sending them to 40 

local school psychologists. In addition to asking the pilot study group to complete the 

ratings, they were also asked to provide feedback on the scenarios and survey questions. 

Mean scores varied among each of the scenarios, suggesting the different information 

contained in each of the scenarios influenced ratings.  In particular, Scenario 2 (where all 

information suggested ADHD) resulted in the highest mean score while Scenario 3 

(where none of the information suggested ADHD) had the lowest mean score. Some 

respondents expressed concerns regarding the wording of one of the questions, “Have 

you previously diagnosed children as having Attention Deficit/Hyperactivity Disorder 

(ADHD)?” The school psychologists indicated that they technically do not “diagnose” 

ADHD in the schools and thought the question was irrelevant or they were uncertain how 

to respond to this question. Therefore, the question was altered to read, “Typically, how 

often do you provide assessment information for an ADHD evaluation?”  Several 
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respondents also made comments about the student’s grades in the scenarios and 

discussed how “adverse affect” influenced their ratings. (In special education, an 

“adverse affect” must be present before services can be provided.) It was not the intent of 

this study to have an adverse affect variable included in the information; therefore, the 

sentence about grades was excluded from each scenario.   

Procedure 

  Address labels from 800 randomly selected members of the National Association 

of School Psychologists (NASP) were obtained from the NASP headquarters. It was 

requested that only school psychology practitioners be included and that others, such as 

trainers or students, be excluded. After developing and field testing the scenarios, each 

participant was mailed a cover letter explaining the purpose of the study and informed 

consent procedures, one scenario, and a pre-stamped postcard to indicate responses (see 

Appendix C). Each of the scenarios was mailed to 200 potential participants. Address 

labels were randomly assigned to the envelopes mailed to the NASP members. The 

returned postcards contained no identifying information, other than the scenario number. 

Therefore, no follow-up mailings could be conducted for non-respondents.
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Results 

 A national sample of school psychology practitioners received one of four 

scenarios. Each of the scenarios varied behavior rating scale scores (i.e., average range or 

clinically significant) and other information suggesting the presence or absence of ADHD 

behaviors. The main survey question asked the school psychologists to indicate the 

likelihood of the student in the scenario having ADHD on a six point Likert scale. In 

addition, the school psychologists were also asked to rate how often they used the 

behavior rating scale mentioned in the scenarios (i.e., BASC-2) and they were asked how 

frequently they provided assessment information for an ADHD evaluation. As can be 

seen in Table 2, all groups had equivalent levels of experience with using the BASC-2, 

with mean scores at a “fairly frequent” level. In addition, all groups had equivalent levels 

of experience providing assessment information for ADHD evaluations. A one-way 

ANOVA using each of those variables found no significant differences among the four 

groups.  

To address the research hypotheses, mean ratings for each of the scenarios are 

presented in Table 3 and results from a series of t-tests comparing all combinations of 

pairs of scenarios are presented in Table 4. Hypothesis 1 predicted that when all 

information consistently supports the diagnosis of ADHD, the ratings of the likelihood of 

ADHD would be the highest. This hypothesis was supported as that scenario (Scenario 2) 

had the highest mean rating of any of the scenarios. Although the mean score of 3.69 was 

significantly higher than ratings from the other three scenarios (p < .001), it was 

somewhat surprising that the mean rating was not even higher, given that all information 
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Table 2 

Mean Ratings on Participants’ Use of the BASC-2 and Frequency of Providing ADHD  

 

Assessment Information 

             

 Group 1 Group 2 Group 3 Group 4 Total 

 (n = 73) (n = 61) (n = 83) (n = 83) (n = 300) 

        

Use of BASC-2
a
 2.93 3.13 2.79 2.76 2.89 

ADHD assessments
b
 3.84 3.78 3.74 3.73 3.77 

             
a
These ratings were on a five point scale where 1 = Never, 2 = Rarely, 3 = Sometimes, 4 

= Fairly Frequent, and 5 = Often.  
b
These ratings were on a five point scale where 1 = 

very rarely/never, 2 = 1-3 times a year, 3 = 4-6 times a year, 4 = 7-9 times a year, and 5 = 

10 or more times a year. 

 

Table 3 

Mean Ratings on Scenarios 

             

Scenarios Mean Rating  SD 

             

1: Everything but the rating scales suggest ADHD 3.13  .83 

2: Everything suggests ADHD  3.69  .81 

3: Little information suggests ADHD 1.71  .61 

4: Little information but the rating scales suggest ADHD 2.33  .68 

             

Note. The ratings were on a six point scale where 1 = Not at all, 2 = Slight possibility, 3 = 

Moderate possibility, 4 = Likely, 5 = Very likely, and 6 = Definitely. All pairs of ratings 

were statistically significantly different at p < .001. 
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Table 4 

Results of t-test Pairings 

          

Group Pairing t-value Significance Level 

          

1 vs. 2 3.93 .000 

1 vs. 3 12.27 .000 

1 vs. 4 6.60 .000 

2 vs. 3 16.75 .000 

2 vs. 4 10.91 .000 

3 vs. 4 6.18 .000 

          

 

supported a diagnosis of ADHD. A rating of 3.69 would indicate ratings between a 

“moderate possibility” and “likely.” Such a rating would suggest that school 

psychologists are being cautious about applying a diagnostic label even when the 

available information suggests the diagnosis.  

Hypothesis 2 predicted that when all information consistently does not support the 

diagnosis of ADHD, the ratings of the likelihood of ADHD would be the lowest. This 

hypothesis was supported as that scenario (Scenario 3) had the lowest mean rating of any 

of the scenarios. The ratings for Scenario 3 were significantly lower than all other 

scenario ratings (p < .001).  

 Hypothesis 3 predicted that scores on a behavior rating scale would heavily 

influence school psychologists’ diagnostic impressions. This hypothesis was not 

supported. When the scenario included various pieces of information that supported 
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ADHD, but the behavior rating scale scores were in the average range, the mean rating of 

3.13 for that scenario (Scenario 1) was significantly higher than the mean rating of 2.33 

for Scenario 4, where little information but the rating scale scores suggested ADHD (p < 

.001). Such results suggest that school psychologists are putting more weight on various 

pieces of assessment information than on behavior rating scale scores.
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Discussion 

Behavior rating scales are becoming increasingly popular as an assessment tool 

with school psychologists. Recent behavior rating scales (e.g., Conners 3, Conners, 2008) 

seem to be moving toward providing specific diagnostic results. It is unknown, however, 

how the results from a behavior rating scale might influence a psychologist’s decision 

about the presence or absence of a diagnosis. The purpose of the current research project 

was to see how much influence behavior rating scale scores have on the decision-making 

process of school psychologists.  

Four scenarios were developed that varied information supporting or not 

supporting the diagnosis of ADHD. One scenario was designed where all information 

consistently supported a diagnosis of ADHD and another scenario had none of the 

information supporting a diagnosis of ADHD. For those scenarios, results were as 

predicted. School psychologists are most likely to indicate the presence of ADHD when 

all assessment information supports the diagnosis. School psychologists are very unlikely 

to rate the student as having ADHD when none of the information supports the diagnosis. 

It was noted that even when all information supports a diagnosis of ADHD, school 

psychologists’ ratings of the likelihood of ADHD were only moderately strong with a 

mean of 3.69 on a five point Likert scale. Obtaining only moderate ratings for this 

scenario were initially surprising, but are probably very appropriate. Even though all the 

information in the scenarios supported the diagnosis of ADHD, it still contained a very 

limited amount of information. School psychologists in this sample appear to have been 

appropriately cautious in their diagnostic decision-making.
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It was predicted that scores on a behavior rating scale would heavily influence 

school psychologists’ diagnostic impressions. Such a hypothesis was not supported. The 

results from this study indicated that school psychologists put more weight in other 

supporting pieces of information than in behavior rating scale scores when indicating the 

likelihood of a student having ADHD. The results of this study did indicate that behavior 

rating scale scores do influence school psychologists’ diagnostic decisions; however, the 

behavior rating scale scores do not overshadow other information that may support or not 

support a particular diagnosis. As previously noted, when behavior rating scales are used 

for diagnostic purposes they should be used in conjunction with other methods of 

assessment, such as interviews with the parents and teachers, direct observations, review 

of school records, and achievement assessments (Angello et al., 2003). Results from the 

current study imply that school psychologists are engaging in best practices when using 

behavior rating scale results as advocated by numerous authors (Angello et al., 2003; 

Carter et al., 2004; Chafouleas et al., 2007; Reid & Maag, 1994; Sattler, 2002). 

Limitations. A limitation of this study is that information was collected based on 

self-ratings. Self-ratings are a limitation because individuals may be hesitant to accurately 

report on their professional actions, especially if such actions (i.e., relying too heavily 

only on behavior rating scale results) are recognized as not being best practice. Another 

limitation of this study is that there was only a 37.5% response rate. However, despite the 

relatively low response rate, the participants’ demographics seemed to reflect the 

population of school psychologists as a whole. 

 Strengths. A strength of this study was that it included a randomly selected 

national sample of school psychologists and the sample was comparative to 
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characteristics (e.g., gender, highest degree) of the field of school psychology. Another 

strength of this study is that it appears that no one else has previously conducted research 

examining the influence of behavior rating scale results on psychologists’ diagnostic 

decision-making. Therefore, this research makes a unique contribution to the school 

psychology literature.  

Summary. Behavior rating scales are a prominent part of a school psychologist’s 

assessment procedures. An implication of this study is the knowledge and assurance that 

school psychologists are using all available pieces of assessment information to make 

diagnostic decisions about students. It is unclear, however, how the newer generation of 

behavior rating scales, that include scores on the likelihood of DSM-IV disorders, might 

influence school psychologists’ diagnostic decisions. For future research, it would be 

interesting to replicate this study using a behavior rating scale such as the Conners 3 

(Conners, 2008) in the scenarios. 
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Scenario 1 

 An 8-year-old male student is referred by his teacher for a psychoeducational 

evaluation due to academic concerns. Assessment information includes the following: 

• Teacher interview indicates the student: 

  -has difficulty keeping track of his things 

  -often forgets to turn in homework assignments 

  -he has trouble staying in his seat 

  -often asks to sharpen his pencil or get something from his backpack  

• Parent interview indicates: 

  -he is rather active 

  -he needs a lot of re-direction in order to comply with directions or  

  complete household chores   

• A direct classroom observation indicates the target student was on-task 40% of 

the intervals observed, while a peer was on-task 85% of the same time period.  

• The Behavior Assessment System for Children, Second Edition (BASC-2) 

completed by the teacher resulted in T scores of 57 on both the Hyperactivity and 

Attention Problems scales.  

 While the presence or absence of a disorder cannot be made solely on the 

information provided, given the information in the scenario, Please use the following 

Likert scale and circle your response on the enclosed postcard and drop it in the mail.  

1=Not at all      4=Likely  

2=Slight Possibility    5=Very Likely 

3=Moderate Possibility   6=Definitely 
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Scenario 2 

 An 8-year-old male student is referred by his teacher for a psychoeducational 

evaluation due to academic concerns. Assessment information includes the following: 

• Teacher interview indicates the student: 

  -has difficulty keeping track of his things 

  -often forgets to turn in homework assignments 

  -he has trouble staying in his seat 

  -often asks to sharpen his pencil or get something from his backpack  

• Parent interview indicates: 

  -he is rather active 

  -he needs a lot of re-direction in order to comply with directions or  

  complete household chores   

• A direct classroom observation indicates the target student was on-task 40% of 

the intervals observed, while a peer was on-task 85% of the same time period.  

• The Behavior Assessment System for Children, Second Edition (BASC-2) 

completed by the teacher resulted in T scores of 73 on both the Hyperactivity and 

Attention Problems scales.  

 While the presence or absence of a disorder cannot be made solely on the 

information provided, given the information in the scenario, what do you think is the 

likelihood that this student has Attention-Deficit/Hyperactivity Disorder? Please use the 

following Likert scale and circle your response on the enclosed postcard and drop it in 

the mail.  

1=Not at all      4=Likely  

2=Slight Possibility    5=Very Likely 

3=Moderate Possibility   6=Definitely 
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Scenario 3 

 An 8-year-old male student is referred by his teacher for a psychoeducational 

evaluation due to academic concerns. Assessment information includes the following: 

• Teacher interview indicates the student: 

  -is usually a good student 

  -he sometimes has difficulty keeping track of his things 

• Parent interview indicates: 

  -he follows directions 

  -sometimes he is rather active 

• A direct classroom observation indicates the target student was on-task 85% of 

the intervals observed, while a peer was on-task 85% of the same time period.  

• The Behavior Assessment System for Children, Second Edition (BASC-2) 

completed by the teacher resulted in T scores of 57 on both the Hyperactivity and 

Attention Problems scales.  

 While the presence or absence of a disorder cannot be made solely on the 

information provided, given the information in the scenario, what do you think is the 

likelihood that this student has Attention-Deficit/Hyperactivity Disorder? Please use the 

following Likert scale and circle your response on the enclosed postcard and drop it in 

the mail.  

1=Not at all      4=Likely  

2=Slight Possibility    5=Very Likely 

3=Moderate Possibility   6=Definitely 
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Scenario 4 

 An 8-year-old male student is referred by his teacher for a psychoeducational 

evaluation due to academic concerns. Assessment information includes the following: 

• Teacher interview indicates the student: 

  -is usually a good student 

  -he sometimes has difficulty keeping track of his things 

• Parent interview indicates: 

  -he follows directions 

  -sometimes he is rather active 

• A direct classroom observation indicates the target student was on-task 85% of 

the intervals observed, while a peer was on-task 85% of the same time period.  

• The Behavior Assessment System for Children, Second Edition (BASC-2) 

completed by the teacher resulted in T scores of 73 on both the Hyperactivity and 

Attention Problems scales.  

While the presence or absence of a disorder cannot be made solely on the 

information provided, given the information in the scenario, what do you think is the 

likelihood that this student has Attention-Deficit/Hyperactivity Disorder? Please use the 

following Likert scale and circle your response on the enclosed postcard and drop it in 

the mail.  

1=Not at all      4=Likely  

2=Slight Possibility    5=Very Likely 

3=Moderate Possibility   6=Definitely 
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Appendix C 

Postcard for Responses 
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Circle your response to the scenario here: 

(Not at all)  1--------2--------3--------4--------5--------6        (Definitely)   

Years of experience as a school psychologist:________ 

Gender:     Male      Female 

Type of Degree:    Masters Specialist Doctorate 

State where employed:____________ 

How often do you use the Behavior Assessment System for Children, 2
nd

 Edition 

(BASC-2)? (circle a response below) 

Often      Fairly Frequently      Sometimes           Rarely            Never 

Typically, how often do you provide assessment information for an ADHD 

evaluation? (circle a response below) 

Very rarely/never  1-3 times/year   4-6 times/year 

7-9 times/year   10 or more times/year 
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