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      Introduction 

 The concept of resilience, like all psychological 
constructs, must have certain characteristics in 
order to be subjected to experimental testing so as 
to be effectively applied to bene fi t our constituency. 
A primary characteristic is that resilience must be 
operationally de fi ned in a way that is reliable 
across time, subjects, and researchers. Once a 
concept is operationalized in a reliable manner, 
then its validity can be examined. When we have 
suf fi ciently operationalized the concept of resilience, 
and there is evidence that it can be measured in 

a reliable and valid way, then application in clinical 
and educational settings becomes possible. This 
is an ideal sequence for the development tools 
for testing new concepts, but it is not how many 
concepts and tests used in education and psychol-
ogy have been promulgated. 

 In practice, there is great emphasis on helping 
clients and pressure to implement new approaches 
even if they have only been minimally tested. If 
an idea appears logical and appears to help clients 
then it seems reasonable to believe that the con-
struct possesses validity, however ill-de fi ned that 
may be. Unfortunately, what seems logical and 
consistent with clinical experience may not be 
true. As noted by Garb    ( 2003 , p. 32), “Results 
from empirical studies reveal that it can be sur-
prisingly dif fi cult for mental health professionals 
to learn from clinical experience.” This sobering 
point suggests that we should weigh empirical 
 fi ndings more heavily than clinical experience not 
vice versa. Science should temper enthusiasm. 
This is especially true when a new approach to 
treatment or a new concept is introduced. 

 There is a natural and desirable interplay 
between scienti fi c research and applied practice 
in psychology because of the very nature of the 
 fi eld. We can assume that ultimately the  fi eld will 
advance because of the mutual respect and col-
laboration of those that emphasize science more 
than practice, and practice more than research. 
The need for the balanced contribution of science 
and practice is well illustrated by the study of fac-
tors related to resilience. Clearly, this area of study 
has bene fi ted from the outstanding contributions 
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made by those professionals whose goal has been 
to help children and adults survive and thrive in 
the face of adversity and by those researchers 
who have studied the complex interrelationships 
of variables that may be predictive of good out-
come. All of these individuals, however, must be 
able to clearly de fi ne their constructs and measure 
them reliably before the validity of the concept can 
be assessed. That is the focus of this chapter—
the challenge of reliable and valid measurement 
of factors related to resilience.  

   Resilience: Measurement Issues 

   De fi ning the Concept: What Is Resilience? 

 Although resilience has been studied and 
described since the 1950s, it has been only in 
about the past 2 decades that some consistency 
has emerged in the de fi nition of this construct. 
Most contemporary researchers now agree that 
resilience refers to positive outcomes, adaptation 
or the attainment of developmental milestones or 
competencies in the face of signi fi cant risk, 
adversity, or stress. As Masten  (  2001  )  points out, 
the claim of resilience in an individual requires 
two judgments. First, that the individual has been 
exposed to signi fi cant risk or adversity and, sec-
ond, that the individual has attained at least typi-
cal or normal developmental outcomes. 

 The paradigm for resilience research therefore 
consists  fi rst of enumerating or measuring the risks 
and sources of adversity in individuals’ lives. Two 
general approaches have been used to ascertain 
and measure risk. The  major life events  approach 
focuses on episodic, highly traumatic events such 
as the death or divorce of a parent. Typically, major 
life events are measured using checklists that 
assess a wide range of traumatic events that have 
occurred in the individual’s lifetime. Examples 
include the  Sources of Stress Inventory  (Chandler, 
 1981  )  or the  Life Events Checklist  (Work, Cowen, 
Parker, & Wyman,  1990  ) . 

 Although major life events are clearly impor-
tant sources of risk and adversity, a reliance on 
this approach in isolation has been criticized as 
incomplete. To gain a more complete picture of 

risk and adversity, a measure of daily hassles is 
recommended. Daily hassles denotes sources of risk 
that have lower acuity, but greater chronicity 
when compared to major life events. Examples for 
young children might include frequent changes 
in caregivers, poor quality childcare, and inconsis-
tent or overly harsh discipline. The  Daily Hassles 
Scale  (Kanner, Coyne, Schaefer, & Lazarus,  1981  )  
is a good example of this approach. 

 After having ascertained the risk in an individu-
al’s life, developmental outcomes can be assessed. 
This may consist of the attainment of develop-
mental milestones or the accomplishment of 
major developmental tasks within normal limits. 
Positive outcome has also been characterized as 
the absence of psychopathology in an at-risk 
population. If the individual has attained typical 
or superior outcomes in the presence of risk or 
adversity, then resilience is inferred.     

   Challenges in Measuring Resilience 

 Measurement of those variables that allow some 
children to cope successfully with adversities in 
their lives is not simple. This is especially so 
because resilience is assessed on an inferential 
basis by an examination of risk and positive 
adaptation factors (Luthar & Zelazo,  2003 ). 
Resilience is an outcome, rather than a psycho-
logical construct in and of itself that can be 
de fi ned and, perhaps, measured. This has led to 
efforts to identify variables that lead to, and there-
fore, can be used to predict, resilience rather than 
measuring it directly. These factors that lead to 
resilient outcomes are referred to as protective 
factors and are de fi ned as characteristics or 
processes that moderate or buffer the negative 
effects of stress resulting in more positive behav-
ioral and psychological outcomes than would have 
been expected in their absence (Masten & Garmezy, 
 1985  ) . Rather than measuring resilience per se, 
assessments have instead focused on measuring 
these protective factors that predict resilience. 

 Further complicating the situation is the fact 
that researchers in this  fi eld (e.g., Werner,  2005 ; 
Wright & Masten,  2005  )  have found that risk and 
protective factors occur at multiple levels including 
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the community (e.g., dangerous neighborhoods/
quality after school programs), the family (e.g., 
domestic violence/effective parenting), and char-
acteristics of the child (e.g., dif fi cult tempera-
ment/good coping skills). Although resilience is 
a function of the complex interaction of these 
multiple level protective and risk factors, and 
therefore, most likely is a multivariate construct, 
most assessments have focused only on the per-
sonal characteristics, often referred to as “within-
child” protective factors. Moreover, this complex 
interaction may differ from person to person; that 
is, the impact of risk factors and the protection 
afforded by speci fi c protective factors may be 
very person-speci fi c. As an example, being part 
of a faith community is widely regarded as an 
important protective factor, yet the impact of a 
faith life in moderating risk and adversity differs 
from person to person. Given this complexity, 
how can these variables be reliably measured? 
How can these variables be aggregated to yield a 
reliable predictor of resilience? 

 Measurement of the wide variety of variables 
used to study resilience in children has been 
accomplished using a variety of experimental 
methods as well as formal and informal tests, 
including both standardized and unstandardized 
methods. The list ranges from published behavior 
rating and self-concept scales to informal ratings 
based on clinical criteria; sociometric ratings to 
social skills rating scales; tests of achievement to 
yearly grades and IQ test results; parent interviews 
to parenting quality questionnaires; and positive 
and negative emotionality, to name just a few. The 
 fi eld is awash in variables that have been studied. 
It appears that measures of most of the major psy-
chological and educational constructs have been 
included in one study or another as putative pro-
tective factors. It leads one to ask the question: 
“What has  not  been included in the study of pro-
tective and risk factors?” Is there any variable or 
variables that are  unique  to this line of research? 

 The inclusion of such a wide variety of variables 
used to assess the potential for resilience suggests 
that researches have taken a case study approach to 
the research question. The typical list of measures 
of protective factors reads like a psychological 
report that includes major areas such as the child’s 

history (physical attributes); status of the home 
environment (socioeconomic status, parents, 
siblings, etc.); current academic performance (class 
grades, standardized achievement test scores); 
intelligence test scores, behavioral and emotional 
status (parent and teacher rating scales, interviews, 
measures of self-concept, clinical classi fi cations). 
The goal of casting such a broad net has been to 
determine which of these many variables are most 
important. This assessment, however, is compli-
cated by the fact that not all of these variables share 
equal psychometric qualities. 

 The use of both formal and informal measures 
of protective factors offers a means of studying 
the  fi eld but the disadvantage of leading to incon-
sistencies within and across research investiga-
tions. For example, social status can be assessed 
using interviews, unstandardized questionnaires, 
and peer nominations but the extent to which such 
methods can be reliably reproduced by other 
researchers should also be studied. Moreover, the 
transition from research setting to practical appli-
cation will require more re fi ned instrumentation 
than is currently available to practitioners. While 
these methods may assist in the development of 
the research base for the study of resilience, well 
developed, reliable and valid measures are 
required if the important theoretical contributions 
made thus far can be utilized in applied settings so 
that children and other consumers may bene fi t. 

 In order to advance instrumentation and mea-
surement in the  fi eld of resilience, we will present 
some suggestions to researchers and practitioners. 
In the sections that follow, we will discuss some 
basic measurement issues and illustrate their rel-
evance to clinical practice. Our emphasis is on the 
application of concepts of resilience by child-
serving professionals including both teachers and 
mental health professionals.  

   How a Test of Resilience Could Be 
Developed 

 Development of a system for measuring variables 
related to resilience is a task that requires impor-
tant and well-established test development proce-
dures be followed. The many methods and issues 
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are amply described, for example, by Crocker and 
Algina  (  1986  ) , Nunnally and Bernstein  (  1994  ) , 
and Thorndike  (  1982  ) . Essentially, the typical 
test development process involves a series of 
steps designed to yield a defensible and usable 
measure of a construct or constructs. The process 
begins with a clear operational de fi nition of the 
construct or constructs to be measured. This 
means that all variables of interest must be de fi ned 
with such clarity that they can be evaluated via 
some method, be that a rating scale, observational 
method, or performance test. In the area of resilience, 
concepts such as sociability, negative affectivity, 
adaptability, self-referent social cognitions, which 
have been invoked to explain or understand 
resilience, would have to be de fi ned with clarity 
because without a clear de fi nition, hopes for reli-
able and valid measurement would be dif fi cult at 
best. De fi nitional clarity is the sine-qua-non for the 
development of psychometrically sound assess-
ment measures and approaches. This requirement 
is made considerably more dif fi cult because of 
the evolving nature of the  fi eld of resilience. 

 After clearly de fi ning the construct or constructs 
to be measured, the next step is the development of 
an initial pool of items to measure those con-
structs, followed by pilot testing of the items. 
A key consideration at this stage is adequate sam-
pling of the various behaviors related to the con-
struct under consideration to ensure adequate 
breadth of coverage, that is, content validity. The 
items also need to be clear, one-dimensional (that 
is, describe only one behavior) and, to the extent 
possible, free of cultural bias. The subsequent pilot 
tests are designed to evaluate the clarity of the 
items as well as the general approach to obtaining 
scores. At this initial stage the ways the items are 
presented on the page, size of the fonts, clarity of 
the directions, colors used on the form, position of 
the items on the sheet of paper, and so on, are con-
sidered. Questions like reliability and validity are 
not usually examined at this point because sample 
size typically precludes adequate examination of 
such questions. The goal of pilot testing is very 
simple—to quickly and ef fi ciently determine if the 
form seems to work, if the users understand what 
they need to do, are we on the right track? 

 The next step is to conduct experiments with 
larger samples that allow for an examination of the 

psychometric qualities of the items and their corre-
spondence to the constructs of interest. This phase 
is repeated until the author has suf fi cient con fi dence 
that the items and the scales have been adequately 
operationalized and the constructs adequately sam-
pled. In each of the many iterations, experimental 
evidence is used to answer questions such as:

   What is the mean and standard deviation (SD) • 
of each item?  
  Do items designed to measure the same con-• 
struct correlate with each other?  
  Do items designed to measure the same con-• 
struct correlate with other items designed to 
measure that same construct at higher levels 
than they correlate with items designed to 
measure different constructs?  
  What is the internal reliability of those items • 
organized to measure each construct?  
  What effect does elimination of each item • 
have on the reliability of the scale on which it 
is temporarily included?  
  What is the factor structure of the set of items • 
and how can item elimination be used to clar-
ify the factor structure?  
  Does the scale seem to have validity (de fi ned • 
in a number of different ways)?    
 This phase, sometimes referred to as a “tryout” 

stage is repeated until the scale has demonstrated 
at least minimally acceptable reliability and valid-
ity to warrant proceeding with standardization. 
The number of actual data collection efforts 
depends on the quality of the original concepts, the 
quality of the initial pool of items, the quality of 
the sampling used to obtain the data used to exam-
ine these questions, and the results that are found. 
The goal is to produce a version that is ready to be 
subjected to large-scale national standardization. 
The idea is that the cost of standardization is so 
great that the current status of the instrument must 
be of high enough quality that the risk of the  fi nal 
assessment failing to meet demonstrates adequate 
reliability and validity is greatly reduced. 

 The next to the last step in development of a 
measure for use in clinical settings is standardiza-
tion and data collection to establish the reliability 
and validity of the  fi nal measure. This process 
 fi rst requires that a sample of persons who repre-
sent the population with whom the measure will 
be used is administered the measure so that (a) a 
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 fi nal group of items and scales is determined 
and (b) normative values can be computed. 
Typically, this is a nationally representative sam-
ple. Development of norms is an art as much as a 
science and there are several ways in which this 
task can be accomplished (see Crocker & Algina, 
 1986 ; Nunnally & Bernstein,  1994 ; Thorndike, 
 1982  ) . The second task at this stage is collection 
of data for the purpose of establishing reliability 
(internal, test–retest, inter-rater, intra-rater) and 
validity (construct, criterion, and content, for 
example). Of these two, validity is clearly the 
more dif fi culty psychometric quality to assess. 

 There are many types of validity and, there-
fore, validity is not established by any single 
study. According to the Standards for Educational 
and Psychologist Testing (AERA, APA, & NCME, 
 1999  )  evidence for validity    “integrates various 
strands of evidence into a coherent account of the 
degree to which existing evidence and theory sup-
port the intended interpretation of test scores for 
speci fi c uses” (p. 17). It is important to note that it 
is not the test that is valid (as is commonly thought) 
but rather the interpretations and uses of test 
scores. In other words, the authors of the assess-
ment have to demonstrate that the inferences 
about the construct (e.g., the strength of the indi-
vidual’s protective factors) and the decisions 
that are made (e.g., the individual is at risk) based 
on the interpretive guidelines presented in the 
manual are supported by evidence. That book 
provides 24 standards that relate to validity issues 
that should be addressed by test developers. This 
includes, for example, the need to provide 
evidence:

   That evidence exists to support interpretations • 
based on the scores the instrument yields  
  About the internal structure of the test  • 
  About the organization of scales and compos-• 
ites within a test  
  Of the relationship between the scores the • 
instrument yields and one or more criterion 
variables  
  For the utility of the measure across a wide • 
variety of demographic groups or its limita-
tions thereof  
  That the measure differentiates between • 
groups as intended    

 This list represents some of the issues that 
need to be addressed and is not intended to 
describe all the issues that should be examined. 
In the  fi eld of resilience, we believe that there are 
some particularly salient validity issues. For 
example, can variables related to resilience be 
operationalized into some measurable system? 
How effective is the measure for differentiating 
between children who are at risk and those who 
are not? How many variables need to be mea-
sured to maximally predict resilience? Is a com-
bination of variables related to protective factors 
in the environment, the family, and the child, the 
best way to predict resilience? Do protective fac-
tors enhance outcomes only for children who are 
at signi fi cant risk, or all children? Can the exten-
sive lists of child protective factors be reduced to 
a few key characteristics that predict which chil-
dren may be resilient? The answers to these ques-
tions will help de fi ne the future of this  fi eld. 

 Once development of an instrument is com-
pleted then the important task of documentation 
begins. There is wide variation in the extent to 
which test authors document the development, 
standardization, reliability, and validity, of their 
measure. Some test manuals provide little if any 
information of the types we have described above, 
others provide ample descriptions. We refer the 
reader to examples such as the Kaufman 
Assessment Battery for Children—Second 
Edition (Kaufman & Kaufman,  2004  ) , the 
Devereux Student Strength Assessment (LeBuffe, 
Shapiro, & Naglieri,  1999 ), and the Cognitive 
Assessment System (Naglieri & Das,  1997  ) . We 
use these examples because not only do these 
authors provide detailed discussion of the various 
phases of development, but they provide exten-
sive discussion of how the tests should be used 
and the scores the tests yield interpreted. 

 Development of a measure does not end with 
the writing of the sections in the manual that 
describe the development, standardization, and 
reliability/validity of the instrument. The authors 
have the added responsibility to inform the users 
about how the scores can be used to enhance 
practice and improve outcomes for the individual 
being assessed (AERA, APA, & NCME,  1999  ) . 
This may include how the scores on various 
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scales should be compared with one another and 
with scores from other tests (if appropriate) to 
gain a better understanding of the relative 
strengths and needs of the individual. Increasingly 
important in this era of evidence-based practice is 
guidance on the use of scale scores from pretests 
and posttests to document growth, change, or 
response to treatment in the individual. It is 
essential that the authors provide the users with 
the values needed for determining signi fi cance 
when the various scores a measure provides are 
compared. The test manuals should provide a 
thorough discussion of interpretive methods to 
guide the practitioner. This will enable the user to 
interpret the scores from an instrument in a man-
ner that is consistent with the intent of the authors 
and the reliability and validity evidence that was 
accumulated.   

   The Importance of Psychometric 
Characteristics 

   Why Reliability Matters 

 Good reliability is essential for all measurements 
used for research as well as in applied settings to 
ensure accuracy. Reliability is important to 
the practitioner because it re fl ects the amount 
of error in the measurement. Recall that any 
obtained score is comprised of the true score 
plus error (Crocker & Algina,  1986  ) . Because 
we can never directly determine the true score, 
we describe it on the basis of a range of values 
within which the person’s score likely falls with 
a particular level of probability. The size of the 
range is determined by the reliability of the mea-
surement with higher reliability resulting in 
smaller ranges. This is why in practice we say, 
for example, that a child earned an IQ of 105 
(±5); meaning that there is a 90% likelihood that 
the child’s true IQ score falls within the range of 
100–110 (105 ± 5). The range of scores (called 
the con fi dence interval) is computed by  fi rst 
obtaining the standard error of measurement 
(SEM) from the reliability coef fi cient and the 
standard deviation (SD) of the score in the fol-
lowing formula (Crocker & Algina,  1986  ) :

    = ´ -SEM SD 1 reliability    

 The SEM is considered the average standard 
deviation (68% of the normal curve is in this range) 
of the theoretical distribution of a person’s scores 
around the true score. Thus, if we add and subtract 
1 SEM from an obtained score, we can say that 
there is a 68% chance (the percentage of scores con-
tained within ± 1 SD) that the person’s true score is 
contained within that range. Recall that 68% of 
cases in a normal distribution fall within +1 and −1 
standard deviation. Second, the SEM is multiplied 
by a  z  value of, for example 1.64 or 1.96, to obtain a 
con fi dence interval at the 90 or 95% levels, respec-
tively. The resulting value is added to and subtracted 
from the obtained score to yield the con fi dence 
interval. For example, the 95% con fi dence range for 
a test score with a reliability of 0.95 and an obtained 
score of 100 is 93 (100 − 7) to 107 (100 + 7). It is 
important to note that the higher the reliability the 
smaller the interval of scores that can be expected to 
include the child’s true score. The smaller the range, 
the more precise practitioners can be in their inter-
pretation of the results, resulting in more accurate 
decisions regarding the child. The relationships 
between reliability and con fi dence intervals are pro-
vided in Fig.  14.1  for  T -scores ( M  = 50; SD = 10) 
and IQ scores ( M  = 100; SD = 15).  

 The SEM is, of course, most important when 
individual decisions are made because the larger the 
SEM the more likely scores will differ as a function 
of low reliability. The lower the reliability, the more 
likely there will be disparity among scores, for 
example on a variety of measures of protective fac-
tors. These inconsistent results can complicate the 
interpretation of  fi ndings and make a clear under-
standing of a child’s strengths and needs more 
dif fi cult. Without reliable measures of strengths and 
needs, planning effective support strategies or inter-
ventions becomes problematic and ultimately child 
outcomes may be adversely impacted. 

 Reliability of speci fi c scores also in fl uences 
the comparisons among scores. For example, if a 
researcher or practitioner is concerned with deter-
mining if a particular protective factor score 
received by a child is signi fi cantly higher than the 
scores received on other protective factor scales 
and therefore represents a signi fi cant strength for 
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the child, the ability to make that determination is 
directly related to each factor’s reliability 
coef fi cient because the calculation of the SEM is 
based on the reliability. In fact, the formula for the 
difference between two scores earned by an indi-
vidual is calculated using the SEM of each score.

    = ´ +2 2Difference Z SEM 1 SEM 2    

 Applying this formula to IQ test scores and 
 T -scores as shown in Fig.  14.2 , we see that as the 
reliability goes down, the differences needed 
when comparing two scores increase dramati-
cally. This means that scores from measures with 

reliability of 0.70 from two different teachers 
would have to differ by 15 points to be signi fi cant 
at the 95% level. This means that test scores with 
higher reliability reduce the in fl uence of  mea-
surement error  on the different scores. Clearly, in 
both research and clinical settings, variables with 
high reliability are needed.   

   How Much Reliability Is Needed? 

 Bracken ( 1987 ) provided suggested thresholds 
for acceptable levels of test reliability. He sug-
gested that individual variables should have at 

  Fig. 14.1    Relationship between reliability 
and con fi dence intervals       

  Fig. 14.2    Differences required for signi fi cance 
when comparing IQ or  T -scores based on scale 
reliability       
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least an internal reliability estimate of 0.80 or 
greater and total scales an internal consistency of 
0.90 or greater. These guidelines should be fur-
ther considered in light of the decisions being 
made. For example, if a score is used for screen-
ing purposes where over identi fi cation is pre-
ferred to under identi fi cation, a 0.80 reliability 
standard for a total score may be acceptable. If, 
however, important decisions are made, for 
example, dealing with special educational place-
ment, then a higher (e.g., 0.95) standard should 
be deemed more appropriate (Nunnally & 
Bernstein,  1994  ) . 

 In summary, it is advisable that researchers 
and clinicians who examine scores from mea-
sures of protective factors look for scores that 
have internal reliability estimates of 0.80 or 
higher and composite scores comprised of sev-
eral variables that have an internal reliability esti-
mates of 0.90 or greater. If a rating scale’s score 
has not been constructed to meet these require-
ments, then its inclusion in research and applied 
practice should be questioned. This is particu-
larly important because the extent to which two 
variables can reliably correlate is in fl uenced by 
the reliability of each variable. Clinicians are 
advised not to use measures that do not meet 
these standards because there will be too much 
error in the measurement to allow for con fi dence 
in the result. This is especially important because 
the decisions clinicians make can have signi fi cant 
impact on the life of a child. We therefore urge 
the reader to carefully examine the reliability 
 fi ndings of any tool they choose to use.  

   Why Validity Matters 

 Validity refers to the extent to which empirical 
evidence and theory supports the recommended 
uses and interpretations of scores derived from an 
assessment. Researchers who study resilience are 
faced with the  fi rst responsibility of carefully and 
clearly de fi ning the construct they intend to eval-
uate. Given the inferential nature of the study of 
resilience, one of the greatest validity questions 
concerns which variables are associated with or 
predictive of resilience and how is the relevance 

of each variable demonstrated. Much of the 
research conducted in this area has attempted to 
examine these issues to varying degrees. The 
 fi eld has increasingly focused on identifying 
those variables that predict resilience in the face 
of adversity. 

 Validity of a measure of resilience is, there-
fore, more complicated than demonstrating the 
validity of an achievement test or measure of 
depression, for example. The number of variables 
that has been examined is substantial, there is 
considerable inconsistency in the psychometric 
quality of the variables studied, and the research 
on the relative importance of the many variables 
is still evolving. This makes for an exciting area 
of research but one that clinicians should approach 
with appropriate cautions. 

 Our view is that practitioners have a responsi-
bility to use measures that have been developed 
in the manner we have brie fl y outlined above and 
that nonstandardized approaches should be 
avoided. We believe that the quality of the deci-
sions made based on any assessment tool is 
directly related to the quality of the assessments 
themselves. Responsible practitioners should be 
aware of the psychometric attributes of any tools 
that are used. We will, therefore, discuss the psy-
chometric characteristics of a number of mea-
sures available to practitioners so that the relative 
advantages and limitations of the tools can be 
understood.   

   Tools to Measure Variables Related 
to Resilience 

 The assessment of factors related to resilience in 
clinical practice is in its early stages. Although 
informal, nonstandardized tests and procedures 
are valuable as initial approaches to assessment, 
they lack the needed research and development 
base as well as norms calibrated on a representa-
tive national standardization sample to make them 
useful in research and defensible in practice. To 
assist educational and clinical professionals who 
would like to incorporate the assessment of resil-
ience in their professional practice, we provide a 
review of the tools currently available for this 
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purpose that meet certain criteria. To be included 
in this listing, the evaluation tools must: (1) be 
published so as to be readily available to practitio-
ners, (2) be a standardized, norm-referenced tool, 
(3) have a technical manual or other accessible 
source of psychometric information including 
standardization sample, reliability and validity, 
(4) be intended for use with children, de fi ned as 
birth to 18 years. The tools that met these criteria 
are presented in alphabetical order. 

   Ages and Stages Questionnaire: 
Social Emotional 

  Purpose : The Ages and Stages Questionnaire: 
Social Emotional (ASQ-SE; Squires, Bricker, & 
Twombly,  2002 ) was developed for early 
identi fi cation and remediation of social and emo-
tional de fi cits in young children. The ASQ-SE 
was designed for cost-effective large-scale 
screening of children aged 6–60 months. There 
are separate questionnaires for each 6-month age 
interval. The main purpose of the ASQ-SE is to 
act as a screening test, but, according to the 
authors, it can also be used to monitor progress, 
plan for intervention, and conduct research within 
a comprehensive community-based program. 

  Scale description : Each of the eight ASQ-SE 
questionnaires is designed for a speci fi c age 
range. The number of questions ranges from 22 
to 36 depending on the age. The ASQ-SE items 
cover seven concepts: self-regulation, compli-
ance, communication, adaptive functioning, 
autonomy, affect, and interaction with people. 
There is also a section to identify general con-
cerns and comments. Responses are calibrated 
using a multiple point format ( most of the time , 
 sometimes , or  never or rarely ). The rater can also 
indicate if a particular item is of particular con-
cern. The ASQ-SE yields a total raw score, by 
adding the item scores; a high score is problem-
atic. Children who receive a total score above 
a recommended cut-off should be referred for 
further evaluation. The ASQ-SE can only be 
completed by a parent rater. The reading level is 
that of a  fi fth to sixth grader (Squires, Bricker, & 
Twombly,  2003  ) . 

  Psychometric characteristics : The ASQ-SE 
was standardized on a sample of 2,633 children 
with approximately 175 cases in each age group. 
Cronbach’s alpha coef fi cient was reported to 
range from 0.67 to 0.91. The level of agreement 
between the total scores over two time intervals 
(1–3 weeks) was reported as 94%. The overall 
sensitivity (the ability to accurately identify chil-
dren with social–emotional disabilities) was 
reported as 78%. The authors also measured the 
utility of the ASQ-SE by surveying parents. The 
results indicated that 97% of parents thought the 
assessment was “easy to understand and appro-
priate” (Squires et al.,  2003  ) .  

   Behavioral and Emotional Rating Scale 

  Purpose : The Behavioral and Emotional Rating 
Scale, Second Edition (BERS-2; Epstein,  2004  )  
measures behavioral and emotional strengths in 
children aged 5–19 years using parent, teacher, 
and a youth self-report rating scales. The BERS-2 
is intended to identify protective factors related 
to the child and the child’s family, relying on 
resilience theory (King, Swerrdlik, & Schneider, 
 2005  ) . Other purposes outlined in the manual are 
to identify children who lack strengths and who 
may be in need of further intervention. The 
BERS-2 scores can also be used to guide interven-
tion, monitor progress, and evaluate the effective-
ness of instructional programs (Epstein,  2004  ) . 

  Scale description : The BERS-2 has 52–57 items, 
depending on the rating form. The items are 
divided into  fi ve scales: Interpersonal Strength, 
Family Involvement, Intrapersonal Strength, 
School Function, and Affective Strength. There is 
a Career Strength scale on the youth and parent 
form as well. The BERS-2 uses a Likert-type for-
mat where the rater is asked to re fl ect on the 
child’s behavior from the last 3 months and answer 
“not at all like the youth” to “very much like.” In 
addition, there are eight open-ended questions to 
capture additional information that may aid fol-
low-up assessments or interventions (King et al., 
 2005  ) . The results of the BERS-2 yield  percentile 
ranks and standard scores for each scale, with a 
mean of 10 and standard deviation of 3. The 
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 summation of the  fi ve scales yields the Strength 
Index. The rater also receives a summary form 
that can be used to compare results with other rat-
ers (Epstein,  2004  ) . 

  Psychometric characteristics : The BERS-2 uti-
lized the same standardization sample from the 
original BERS to create the norms for the teacher 
form. These norms were based on a sample of 
2,176 normally developing children and adoles-
cents, and 861 children and adolescents with 
emotional/behavioral disorders (King et al., 
 2005  ) . The parent and youth forms were created 
and normed with the new standardization sam-
ples of 927 and 1,301 youth, respectively. The 
standardization sample closely matched the 2002 
U.S. census data, although slightly under- or 
over-representing: females, Hispanics, and cer-
tain family income levels. The authors reported 
alpha internal consistency with coef fi cients rang-
ing from 0.79 to 0.96. Test–retest reliability stud-
ies yielded correlations of 0.87–0.99 for the 
Strength Index. Inter-rater reliability studies indi-
cated correlations of 0.98 for teacher–teacher and 
0.54 for parent–child for the Strength Index. The 
subscales were slightly less reliable with correla-
tions of 0.85–0.96 for teacher–teacher, 0.50–0.63 
for parent–child, and 0.20–0.67 for parent–
teacher. Validity was examined by comparing the 
BERS-2 to the Walker-McConnell Scale of Social 
Competence and School Adjustment—Adolescent 
Version (Walker & McConnell,  1995 ), the 
Systematic Screening for Behavior Disorders 
(SSBD; Walker & Severeson,  1992 ), the Scale 
for Assessing Emotional Disturbance (SAED; 
Epstein & Cullinan,  1998 ), the Social Skills 
Rating System (SSRS; Gresham & Elliot,  1990 ), 
and the Achenbach Teacher Report Form (TRF; 
Achenbach,  1991 ). Correlations are reported in 
the form of a table contained in the Examiner’s 
manual (Epstein,  2004  ) .  

   Devereux Early Childhood Assessment 

  Purpose : The Devereux Early Childhood 
Assessment (DECA: LeBuffe & Naglieri,  1999 ) is 
a nationally standardized rating scale designed to 
be used by preschool program directors, teachers, 

preschool mental health, and early childhood 
special educators to evaluate protective factors 
related to resilience in children aged 2–5 years. 
One of the main goals of the DECA is to help 
determine if children have developed adequate 
skills in three areas (Initiative, Self-control, and 
Attachment) that are related to resilience. 
Children who receive comparatively low scores 
in these three strength-based, within-child pro-
tective factors may be at risk for developing 
social and emotional challenges or disorders. By 
identifying these at-risk children early, strategies 
can be implemented at school and at home to 
help develop these protective factors, increasing 
the odds that the child will be able to successfully 
adapt to current and future risk and adversity. 
The rating scale also includes a brief rating of 
behavioral concerns. 

  Scale description : The DECA uses a behavior 
rating scale format which evaluates the frequency 
with which a child aged 2–5 years demonstrates 
speci fi c behaviors over the past 4-week interval. 
A family member or early care and educational 
professional completes the 37 items which are 
scored using a 0 (Never) to 4 (Very Frequently) 
scale. The DECA items are organized into two 
dimensions: protective factors and behavioral 
concerns. The Protective Factors included are 
Initiative (11 items), Self-Control (8 items), and 
Attachment (8 items). A screener for behavioral 
concerns (10 items) is included to help identify 
children with emerging problem behaviors. Items 
on the Initiative scale assess the child’s use of 
independent thought and action to meet his or her 
needs. The Self-Control scale includes items 
about the child’s ability to experience a range of 
feelings and express them appropriately using 
words and actions. Attachment items determine 
if the child has developed mutual, strong, and 
long-lasting relationships with other children and 
adults. In addition, a Total Protective Factors 
Scale is provided. The Behavioral Concerns items 
measure a wide variety of problem behaviors 
seen in some young children. Separate norms 
are provided for parent and teacher raters and 
yield both percentile ranks and  T -scores. 
Recommended descriptive terms are provided to 
aid in communication with parents, teachers, and 
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other professionals. The term “Strength” is used 
for protective factor  T -scores of 60 or above. 
“Typical” is used to describe  T -scores of 41–59 
inclusive. “Concern” is used to describe low 
protective factor scores of 40 or below. 

  Psychometric characteristics : The DECA was 
standardized on a national sample of 2,017 chil-
dren aged 2–5 years. The Total Protective Factors 
Scale reliabilities for Parents and Teachers is 
0.93. The average reliabilities across raters for 
the separate scales are as follows: Initiative 
(0.87), Self-Control (0.88), Attachment (0.81), 
and Behavioral Concerns (0.76). The validity of 
the DECA was studied by comparing children 
who varied in their social and emotional health. 
Two samples of children were compared: one 
group with known emotional/behavioral prob-
lems ( N  = 95) and another that were considered 
typical ( N  = 86). The results showed that the chil-
dren with emotional/behavioral problems earned 
lower scores (less desirable) on the measures of 
Initiative (effect size (ES) of 0.78), Self-Control 
(ES = 1.01), Attachment (ES = 0.47), Total 
Protective Factors (ES = 0.89), and higher scores 
(also less desirable) on the measure of Behavioral 
Concerns (ES = 1.08). These results and others 
presented in the DECA Technical Manual 
(LeBuffe & Naglieri,  1999 ) indicated that the 
children with demonstrated emotional and behav-
ioral problems earned scores that re fl ect the 
behavioral dif fi culties they have and their need 
for stronger factors that are associated with resil-
ience. See Chap.   10     for more information. 

 It is important to note that at the time of this 
writing, the second edition of the DECA is in the 
 fi nal stages of development. The second edition 
has a larger standardization sample and new 
norms. More information about this edition can 
be found in the manual that will be published 
along with the rating scale.  

   Devereux Early Childhood Assessment 
for Infants and Toddlers 

  Purpose : The Devereux Early Childhood 
Assessment for Infants and Toddlers (DECA-I/T; 
Mackrain, LeBuffe, & Powell,  2007 ) was created 

to evaluate social–emotional skills in infants 
and toddlers. The DECA-I/T assesses three pro-
tective factors related to resilience: Attachment/
Relationships, Initiative, and Self-Regulation. 
The results of this assessment can be used to 
identify young children’s social–emotional skills 
and to help identify children who may be at risk or 
need additional assistance. The DECA-I/T can also 
be used as an outcome measure for early childhood 
programs and be used as a research tool. 

  Scale description : The DECA-I/T is a behavior 
rating scale for children aged 1 month up to 36 
months. The Infant form has 33 items comprised 
from two protective factor scales: Initiative (18 
items) and Attachment/Relationships (15 items). 
The Toddler form has 36 items comprised from 
three protective factors scales: Attachment/
Relationships (18 items), Initiative (11 items), 
and Self-Regulation (7 items). The DECA-I/T 
asks family members and early care and educa-
tion providers to rate the child’s behavior from 
the past 4-week interval using a 0 (Never) to 4 
(Very Frequently) scale. The Attachment/
Relationship scale assesses if a mutual, strong, 
long-lasting relationship has developed between 
the infant or toddler and a signi fi cant adult. The 
Initiative scale determines the infant or toddler’s 
ability to use independent thought or actions to 
meet his or her needs. The Self-Regulation scale 
assesses the toddler’s ability to gain control of 
and manage emotions, and sustain focus and 
attention. A Total Protective Factors scale is pro-
vided, in addition to  T -scores and percentile ranks 
for each scale. 

  Psychometric characteristics : The DECA-I/T 
was standardized on a national sample of 2,183 
infants and toddlers between 4 weeks and 3 years 
of age. The internal reliability coef fi cients for the 
Infant form on the Total Protective Factors scale 
ranged from 0.90 to 0.94 for parents, and 0.93 to 
0.94 for teachers. The reliabilities for the 
Attachment/Relationships scale ranged from 0.80 
to 0.92 for parents and 0.89 to 0.93 for teachers. 
The reliabilities for the Initiative scale ranged 
from 0.86 to 0.90 for parents and 0.87 to 0.91 for 
teachers. The internal reliability coef fi cients for 
the Toddler form on the Total Protective Factors 

http://dx.doi.org/10.1007/978-1-4614-3661-4_10


252 J.A. Naglieri et al.

scale was 0.94 for parents and 0.95 for teachers. 
The reliabilities for the separate scares are as fol-
lows: Attachment/Relationships (0.87 for parents 
and 0.90 for teachers), Initiative (0.92 for parents 
and 0.94 for teachers), Self-Regulation (0.79 for 
parents and 0.83 for teachers). The validity of the 
DECA-I/T was investigated by a contrasted 
groups approach, examining the scale scores for 
an identi fi ed vs. community samples. Results 
from both the infant and toddler forms indicate 
signi fi cant and meaningful differences between 
the identi fi ed and community samples on all 
scales ( d -ratios range from 0.75 to 1.52). These 
results are presented in the Technical Manual 
(Powell, Mackrain, & LeBuffe,  2007 ).  

   Devereux Early Childhood 
Assessment—Clinical Form 

  Purpose : The Devereux Early Childhood 
Assessment—Clinical Form (DECA-C; LeBuffe 
& Naglieri,  2003  )  is designed to assess factors 
related to both resilience and emotional/behav-
ioral problems. DECA-C is intended to be used 
as part of a larger assessment of emotional health 
and to develop intervention plans that may be 
needed. For this reason, the DECA-C is intended 
to be used by those professionals (e.g., psycholo-
gists, counselors, and those with clinical training) 
who have the necessary quali fi cations to interpret 
and use this clinical tool as part of child assess-
ment. The information about both protective fac-
tors and behavior concerns provides at least three 
important advantages to the clinician. First, a bal-
anced examination of the child from both posi-
tive and concern perspectives is achieved. Second, 
the examination of the relationships between 
these dimensions leads to a more complete under-
standing of how they individually and jointly 
in fl uence the child’s behavior. Third, the inclu-
sion of both dimensions provides important infor-
mation for intervention planning. See Chap.   10        
for more information. 

  Scale description : The DECA-C uses a behavior 
rating scale format to evaluates the frequency 
with which a child aged 2–5 years demonstrated 
speci fi c behaviors over the past 4-week interval. 

A family member or early care and educational 
professional completes the items which are 
scored using a 0 (Never) to 4 (Very Frequently) 
scale. The DECA-C is organized into three scales 
related to resilience (Initiative, Self-control, and 
Attachment) and four scales about behavioral 
concerns. These are: Attention Problems (7 items 
which assess dif fi culties with focus, distractibil-
ity, impulsivity, and hyperactivity); Aggression 
(7 items used to measure hostile and destructive 
acts); Emotional Control Problems (8 items 
which measure the child’s dif fi culties in modify-
ing the overt expression of negative emotions); 
and Withdrawal/Depression (9 items which 
address behaviors related to social isolation and 
lack of reciprocal interactions as well as depressed 
affect). Like the Total Protective Factors scale, 
these four Behavioral Concerns scales are com-
bined into a Total score. 

 The DECA-C was standardized on a national 
sample of 2,017 children aged 2–5 years and 
normed to yield  T -scores set at a mean of 50 and 
SD of 10. The Total Protective Factors Scale reli-
abilities for Parents and Teachers is 0.93 and the 
average reliabilities across raters for the separate 
scales are: Initiative (0.87), Self-Control (0.88), 
Attachment (0.81), and Behavioral Concerns 
(0.76). The average Behavioral Concerns scale 
internal reliabilities across parent and teacher rat-
ers are as follows: Withdrawal/Depression (0.73), 
Emotional Control Problems (0.83),    Attention 
Problems (0.83), and Aggression (0.82) and the 
Total Behavioral Concerns Scale (0.91). 

  Psychometric characteristics : The validity of the 
DECA-C was examined in a series of research 
studies summarized in the Manual. In summary, 
the DECA-C effectively differentiated the groups 
of children who had known emotion and behav-
ior problems with a matched comparison group 
of typical preschool children (see LeBuffe & 
Naglieri,  2003  ) ; children with known emotional 
and behavioral problem showed more signs of 
behavioral concerns and fewer signs of strong 
protective factor scores than the DECA-C norma-
tive sample; and that the children with docu-
mented emotional and behavioral problems in 
this study had needs in the Protective Factors 
and Behavioral Concerns Scales of the DECA-C. 
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The validity of the DECA-C was assessed using 
several other studies which are reported in the 
Manual by LeBuffe and Naglieri  (  2003  )  and in 
Chapter 15 in this volume.     

   Devereux Student Strengths 
Assessment 

  Purpose : The Devereux Student Strengths 
Assessment (DESSA; LeBuffe, Shapiro, & 
Naglieri,  2009 ) is a rating scale designed to assess 
social–emotional competencies that serve as pro-
tective factors for children in kindergarten 
through the eighth grade. The DESSA is com-
pleted by parents, teachers, or staff at schools and 
child-serving agencies, including after-school, 
social service, and mental health programs. The 
assessment is comprised entirely of 72 items that 
are described as strength-based (e.g., how well 
does the child get along with others). The DESSA 
is intended to provide a psychometrically sound, 
strength-based, measure of social–emotional 
competence in children and youth that can be 
used to identify individuals at risk of developing 
social–emotional problems before those prob-
lems emerge and identify the strengths and needs 
of individuals already been identi fi ed as having 
social, emotional, and behavioral concerns. 

  Scale description : The DESSA is organized into 
eight conceptually-derived scales that provide 
information about social–emotional competen-
cies. They are: Self-Awareness (7 items), Social-
Awareness (9 items), Self-Management (11 
items), Goal-Directed Behavior (10 items), 
Relationship Skills (10 items), Personal 
Responsibility (10 items), Decision Making 
(8 items), and Optimistic Thinking (7 items). The 
combination of these scales is used to obtain a 
Social–Emotional Composite score. This com-
posite score provides an overall indication of the 
strength of the child’s social–emotional compe-
tence and the eight DESSA scales are used to cre-
ate pro fi les for individuals as well as the entire 
classroom that describe the strengths and needs 
of the student and/or groups of students as com-
pared to national norms. This information can 
also be used to compare ratings across raters, 

environments, and time to monitor progress and 
evaluate outcomes. 

  Psychometric characteristics : The DESSA was 
standardized on a national sample of 2,494 chil-
dren in grades K through 8 by teachers and parents 
using both paper and pencil and online versions of 
the scale. The DESSA standardization sample 
closely approximated the K–8 population of the 
United States with respect to age, gender, geo-
graphic region of residence, race, ethnicity, and 
socioeconomic status based on the 2008 U.S. cen-
sus bureau. The DESSA reliability coef fi cients for 
the Social–Emotional Composite for parent raters 
(0.98) and teacher raters (0.99) both exceed the 
0.90 value for a total score suggested by Bracken 
( 1987 ). The internal reliability coef fi cients for the 
eight social–emotional competence scales vary 
from 0.82 (Optimistic Thinking and Self-
Awareness—Parent Raters) to 0.94 (Relationship 
Skills—Teacher Raters). The median reliability 
coef fi cient across these eight scales was 0.86 for 
parent raters and 0.92 for teacher raters. These 
values well exceed the 0.80 minimum suggested by 
Bracken ( 1987 ). The validity evidence provided in 
the scale’s Manual suggested that DESSA scores  d  
differentiate between groups of children with and 
without the special education designation of seri-
ous emotional disturbance, that the scales do show 
strong convergent validity with similar measures, 
and that the Social–Emotional Composite can be 
considered a measure of within-child protective 
factors. See LeBuffe, Shapiro, and Naglieri ( 2009 ) 
for more details or Chapter 15 in this volume.  

   Devereux Student Strengths 
Assessment—Second Step Edition 

  Purpose : Devereux Student Strengths 
Assessment—Second Step Edition (DESSA-
SSE; LeBuffe, Naglieri, & Shapiro,  2011 ) is a 
36-item, standardized, norm-referenced behavior 
rating scale that assesses the social–emotional 
competencies that serve as protective factors for 
children in kindergarten through the  fi fth grade. 
Developed on the basis of the social–emotional 
content covered in the Second Step curriculum 
(Committee for Children,  1997  ) , the DESSA-SSE 
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can be completed by parents, teachers, or staff at 
schools and child-serving agencies, including 
after-school, social service, and mental health 
programs. Like all the other scales in this line 
from the Devereux Center for Resilient Children, 
the assessment uses only strength-based items. 
The DESSA-SSE was developed to provide a 
way to evaluate those speci fi c social–emotional 
competencies taught in the Second Step curricu-
lum. Speci fi cally, the DESSA-SSE has been 
designed to describe the social–emotional com-
petence of groups of children so that children’s 
progress through the Second Step social–emo-
tional learning program can be evaluated using a 
psychometrically sound, nationally normed tool. 

  Scale description : The DESSA-SSE is organized 
into  fi ve scales: Skills for Learning (9 items), 
Empathy (9 items), Emotional Management 
(9 items), Problem Solving (9 items), and a Social–
Emotional Composite based on all 36 items. Raw 
scores on each scale are converted to  T -scores and 
corresponding percentile ranks and categorical 
descriptions. The DESSA-Second Step Edition 
was standardization and normed on a sample of a 
total of 1,250 children in kindergarten through  fi fth 
grades who closely approximated the U.S. popula-
tion with respect to age, gender, geographic region 
of residence, race, ethnicity, and socioeconomic 
status according to the 2008 U.S. census.  

   Devereux Student Strengths 
Assessment—Mini 

  Purpose : The Devereux Student Strengths 
Assessment—Mini (DESSA-mini) (Naglieri, 
LeBuffe, & Shapiro,  2010 ) is a universal screen-
ing tool developed to measure social–emotional 
skills that are related to mental, emotional, and 
behavioral disorders in order to make early inter-
vention more possible. The DESSA-mini can be 
used by professionals with or without clinical 
training to offer a brief summary of a child’s cur-
rent overall social–emotional competence to 
determine if additional skill development should 
be provided. The scale can also be used for ongo-
ing progress monitoring during the course of 
social–emotional interventions. The DESSA-mini 

is comprised entirely of strength-based items 
(e.g., get along with others) which are scored on a 
5-point scale about how often the student engaged 
in each behavior over the past 4 weeks. 

  Scale description : The DESSA-mini is comprised 
of four 8-item forms which were developed to be 
highly correlated with the full DESSA and equal 
in reliability and very similar in overall mean 
scores. The standardization and normative sam-
ple was comprised of a total of 1,250 children 
and youth in kindergarten through eighth grade 
who closely approximated the K–8 population of 
the United States with respect to age, gender, 
geographic region of residence, race, ethnicity, 
and socioeconomic status according to the 2008 
U.S. census. Each DESSA-mini form yields a 
 T -score from the sum of the 8-item ratings. 

  Psychometric characteristics : The internal reliabil-
ity of the four 8-item DESSA-mini forms range 
from 0.91 (mini 4) to 0.92 (mini 3). Each of the 
DESSA-mini reliability coef fi cients exceed the 
0.90 value for a total score suggested by Bracken 
( 1987 ). Validity evidence presented in the manual 
indicates that the DESSA-mini can be used with 
con fi dence as a screener for social–emotional com-
petence because (a) DESSA-mini Social–Emotional 
Total scores are strongly correlated with the Social–
Emotional Composite scores on the full DESSA; 
(b) there is considerable agreement between 
identi fi cation rates based on the DESSA and each 
DESSA-mini form; (c) the DESSA-mini  T -scores 
differentiate groups of children with and without 
known social–emotional problems; and (d) the 
DESSA-mini and the DESSA identify children 
similarly regardless of race or ethnicity.   

      Hierarchical 

   Penn Interactive Peer Play Scale 

  Purpose : The Penn Interactive Peer Play Scale 
(PIPPS; Fantuzzo, Coolahan, et al.,  1998 ; 
Fantuzzo et al.,  1995  )  was developed on the idea 
that children’s play interactions are highly indica-
tive of their social and emotional health and pre-
dictive of future social and academic success. 
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This behavioral rating scale was developed with 
Head Start teachers and parents, assessing peer 
play interactions with high-risk urban youth. 
There is a teacher form, which is utilized in the 
classroom and on the playground, and there is a 
parent form, which is utilized in the home and 
neighborhood (Fantuzzo et al.,  1995  ) . The PIPPS 
aims to measure children’s play strengths in kin-
dergarten and is intended to be used for screening, 
assessment, informing curriculum, and promoting 
communication between parents and teachers 
(Fantuzzo & Hampton,  2000  ) . The PIPPS is also 
only intended to be used with urban, low-income, 
minority children. The PIPPS was developed to 
identify resilient children in high-risk situations, 
differentiate children with positive peer interac-
tions from those who were less successful, and to 
inform interventions (Fantuzzo et al.,  1995  ) . 

  Scale description : The PIPPS was originally stan-
dardized on a group of 312 African American 
high-risk children aged 38–63 months. The par-
ticipants included 38 teachers from  fi ve different 
Head Start programs. Fantuzzo et al. utilized an 
exploratory factor analysis of the original items to 
uncover three constructs: Play Interaction, Play 
Disruption, and Play Disconnection. Both the 
teacher and the parent versions consist of 32 items. 
This behavior rating scale is in a Likert-type for-
mat ( never ,  seldom ,  often , or  always ) revealing 
how often the teacher or parent witnessed the child 
displaying a certain behavior. The Play Interaction 
scale measures the child’s play strengths, the Play 
Disruption scale measures antisocial behaviors 
that can interrupt play interactions, and the Play 
Disconnection scale measures withdrawal from 
play. The PIPPS is not intended to categorize stu-
dents. If the results indicate that a child has poor 
play interactions, further evaluation is recom-
mended in addition to efforts to bolster the child’s 
skills in that area (Fantuzzo et al.,  1995  ) . 

  Psychometric characteristics : The PIPPS demon-
strates reliability and validity in urban, low-
income, African American, Kindergarten youth. 
Cronbach’s alpha for the three scales ranges from 
0.87 to 0.91. The construct validity of the PIPPS 
was determined using exploratory factor analysis. 
The PIPPS was reported to be signi fi cantly 

correlated with the SSRS. The PIPPS also demon-
strates reliability and validity in low-income 
preschool children, utilizing the same comparisons 
as articulated above (Hampton & Fantuzzo,  2003  ) .  

   Preschool Behavioral and Emotional 
Rating Scale 

  Purpose : The Preschool Behavioral and Emotional 
Rating Scale (PreBERS; Epstein & Synhorst, 
 2009  )  is an assessment that measures the emo-
tional and behavioral strengths in preschool chil-
dren aged 3–5 years. The preBERS can be used to 
identify children with low levels of emotional and 
behavior strengths, inform IEPs or IFSPs, guide 
intervention, and monitor progress. This rating 
scale can be completed by any adult with adequate 
exposure to the child and can be scored and inter-
preted by any professional adult who had appro-
priate training in tests and measurement. The 
preBERS is entirely strength-based and grounded 
in resilience research. The overarching goal of 
this assessment is early identi fi cation of children 
who may need additional support or interventions 
(Epstein & Synhorst,  2009  ) . 

  Scale description : The preBERS has 42 items that 
are divided into four dimensions: Emotional 
Regulation (13), School Readiness (13), Social 
Con fi dence (9), and Family Involvement (7). There 
are seven open-ended questions that aim to capture 
any additional social, family, or community 
strengths. The assessment is written at a  fi fth-grade 
reading level and was created to be completed in 
10 min. Each item is rated on a Likert-type scale 
(0 = not at all like the child, 1 = not much like the 
child, 2 = like the child, and 3 = very much like that 
child) (Drevon,  2011  ) . The subscales each yield a 
raw score, a percentile rank, and scaled standard 
scores. The summation of the subscales yields the 
total scaled score or Strength Index, which is 
also reported in a percentile rank and a descrip-
tive term ( Very Superior ,  Superior ,  Above Average , 
 Average ,  Below Average ,  Poor , or  Very Poor ) 
(Epstein & Synhorst,  2009  ) . 

  Psychometric characteristics : The preBERS has 
a set of norms for three different standardization 
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samples: typical preschool children, Head Start 
preschool children, and Special Education pre-
school children. The sample size for these groups 
was 1,471, 962, and 1,103, respectively. Each 
sample was compared to the U.S. census by 
region, race, ethnicity, gender, parental educa-
tion, family income, and disability status. The 
samples were mostly representative, but with 
some regional discrepancies in both the Head 
Start and Special Education groups (Drevon, 
 2011  ) . The preBERS reported good internal con-
sistency for the Strength Index, with correlations 
ranging from 0.96 to 0.98. Correlations were 
good for each subscale, as well, ranging from 
0.84 to 0.97. Short-term test–retest data for the 
Strength Index indicated high corrected correla-
tions, equaling 0.80 in teachers and 0.95 in par-
ents. The subscale correlations ranged from 0.81 
to 0.89 in teachers and 0.88 to 0.97 in parents. 
Long-term test–retest data revealed a corrected 
correlation of 0.79 in teachers and 0.85 in parents 
for the Strength Index and subscale correlations 
ranging from 0.72 to 0.89 in teachers and 0.83 to 
0.92 in parents. The preBERS reported teacher 
and paraprofessional inter-rater corrected corre-
lations between 0.71 and 0.85 for the subscales, 
with a 0.72 corrected correlation in the Strength 
Index (Epstein & Synhorst,  2009  ) .  

   Resiliency Scales for Children 
and Adolescents 

  Purpose : The Resiliency Scales for Children and 
Adolescents (RSCA; Prince-Embury,  2008  )     aims 
to identify and measure personal qualities and 
vulnerabilities related to resiliency in youth aged 
9–18 years. The RSCA is a screener, but can also be 
utilized to plan and monitor progress and outcomes. 
The scales are available only in a self-report format 
and can be administered by quali fi ed supervi-
sors who are professionals, knowledgeable of psy-
chological tests and assessments (Prince-Embury 
& Steer,  2010  ) . The RSCA can be used to evaluate 
children and adolescents’ personal resiliency. 

  Scale description : The RSCA items are written on a 
third-grade reading level and use a 5-point 

Likert-type scale 0 ( never ) to 4 ( almost always ) to 
measure three global scales: Sense of Mastery (20 
items), Sense of Relatedness (24 items), and 
Emotional Reactivity (20 items), for a total of 64 
items. Each global scale consists of a group of sub-
scales—sense of mastery: optimism, self-ef fi cacy, 
and adaptability; sense of relatedness: trust, per-
ceived social support, comfort, and tolerance; 
emotional reactivity: sensitivity, recovery, and 
impairment. The raw scores of the RSCA are con-
verted to  T -scores (Prince-Embury & Steer,  2010  ) . 

  Psychometric characteristics : The RSCA was 
standardized on a group of 200 children aged 
15–18 years. The sample was compared to the 
U.S. census on both parent education and ethnic-
ity within each year of age and also by gender 
(Prince-Embury,  2008 ). All three global scales 
displayed good internal consistency scores, with 
alpha coef fi cients ranging from 0.83 to 0.95. The 
RSCA indicated test–retest reliability through a 
12-day interval (on average), yielding correlations 
of 0.70–0.92. To establish validity, the RSCA was 
correlated with the Reynolds Bully Victimization 
Scale (Reynolds,  2004 ), the Brown ADD Scales 
for Children (Brown,  2001 ), and then Beck Youth 
Inventories (BYI-II; Beck, Beck, Jolly, & Steer, 
 2005 ; Sink & Mvududu,  2010  ) . Psychometric 
properties for the RSCA were further explored in 
clinical samples of children ( n  = 110) and adoles-
cents ( n  = 178) revealing good internal consistency 
among the three global scales with alpha 
coef fi cients ranging from 0.82 to 0.90 in the child 
population and from 0.92 to 0.94 in the adolescent 
population (Prince-Embury,  2010  ) .   

   Conclusions 

 Initial conceptualizations of psychological con-
cepts have a history of being retained across gen-
erations of psychologists. Once an idea is 
proposed, and especially if it is operationalized in 
a practical method, it can become widely used 
before researchers have adequately determined 
the ultimate value and utility of the concept. 
Perhaps one of the best examples is the Stanford-
Binet and Wechsler IQ tests which have changed 
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little since they were  fi rst published in the early 
1900s. Similarly, because initial conceptualiza-
tions have such an important in fl uence on the 
 fi eld, advocates of a concept such as resilience 
and the variables that lead to it should be mindful 
of the power of initial conceptualizations. 

 Researchers and practitioners need to be mind-
ful that the various tools summarized in Table  14.1  
of this chapter have both de fi nitional and opera-
tional in fl uence. Although there is a growing num-
ber of new methods for assessing the likelihood 
of resilience there is, as yet, much more work has 
to be accomplished just to adequately de fi ne the 
concept and the methods used in the assessment 
process. The use of any one of the tools described 
in this chapter may provide useful information 
about a child, but such information needs to be 
integrated into a larger picture. Each of the tools 
summarized in this chapter provides a limited 
examination of the child and they should be used 
accordingly. This is particularly important because 
the list of variables that in fl uence resilience is very 
large and diverse, including the child’s characteris-
tics (psychological and physical), the family, both 
immediate and extended, as well as the community 
and larger societal factors. Additionally, the deter-
mination of which combination of variables best 
predicts resilience and the complex interactions of 
these variables is still evolving.  

 Transformation of research  fi ndings into clini-
cal practice is always tricky, and it is especially 
so for the concept of resilience. Application of 
this concept in the educational and clinical envi-
ronments would bene fi t from greater consensus 
regarding the de fi nition of resilience, the 
identi fi cation and measurement of protective fac-
tors, and agreement on which protective factors 
should be measured. Most importantly, which 
protective factors, especially in the within-child 
domain, can be strengthened, and how, and to 
what effect? 

 Clinicians should be cautious when applying 
the concept of resilience and they should be 
particularly mindful of the psychometric issues 
that limit application. We suggest that when 
given the option, measures that have documented 
psychometric characteristics and have norms 
based on a national standardization should be 

preferred and used within the boundaries 
speci fi ed by the authors. The use of well-devel-
oped, psychometrically sound assessments will 
greatly enhance the likelihood that we will be 
able to (a) obtain good information about the 
variables related to resilience and (b) develop 
and evaluate ways to improve social and emo-
tional outcomes for children.      
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